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Bleeding 2nd/3rd Trimester Pregnancy 

Learning objectives 

 Learning objectives 

 To manage women with bleeding in late 

pregnancy.    

 Pre reading  

 Hughes T & Cruickshank J. Adult Emergency 

Medicine at a Glance. Chichester, West Sussex, 

UK: John Wiley & Sons 2011.  Chapter 23 

Obstetrics and Gynaecology Problems. 

 

Refer to ED lecture series and self directed 

workbooks 



Concepts/ Key Issues 
 Size of the problem 

 Globally half a million women die annually due to 

pregnancy and childbirth 

 Typically fit and healthy loved ones, often mothers. 

 Half related to obstetric haemorrhage 

 In Australasia and UK death is rare from obstetric 

haemorrhage - ~0.5/100,000 

 Substandard care major contributor in analysis of the 

9 deaths in UK in most recent report (Centre for Maternal and Child Enquiries 

report March 2011, BJOG 118, 1-203 1.) 

 



Key Issues 

 2 patients 

 Altered physiology 

 Pregnancy or non-pregnancy related 

 Altered protocols 

 Presumptive management based on anticipated 
clinical progress 
 Note PPH definition >500ml blood loss in 24/24 can 

be misleading 

 Intercurrent assessment and management whilst 
arranging appropriate intervention and disposition 



Assessment 

 Gain correct diagnosis 

 Ascertain severity of illness 

 Asses impact on underlying clinical illness 

 Rule out non-accidental injury 

 Based on History, examination and 

investigation 

 



Assessment 

 History 

 HOPC what’s important to know? 
 

 

 



Assessment 

 History 

 HOPC what’s important to know? 

 Gestation and number of unborn 

 Blood loss subjective/objective (?”show”) 

 Foetal movements 

 Trauma 

 Bleeding diathesis / anticoagulation 

 Antenatal care to date 

 Blood group if known 

 Previous sensitising bleed 

 

 

 



Red Flags HOPC 

 Pain vs painless bleeding 



Red Flags HOPC 

 Pain vs painless bleeding 

 (Trauma / Abruption vs Placenta Praevia) 

 Painful (PV loss) in 2/3rd trimester has 30% foetal 

mortality (may not have PV loss if loculated behind placenta) 

 Mechanism of Injury often mild – consider domestic 

violence (20% trauma in pregnancy) vs MVA (50% 

trauma in pregnancy) 

- Seek risk factors for SPONTANEOUS abruption  

- Hypertension 

- Coagulopathies 

- Cocaine use 

 



Don’t be fooled by.. 

 Small, painless pv bleed 

 …… sentinel bleed in placenta praevia 

  next stage can be catastrophic bleed with 

contractions 

 Occurs in <1% pregnancies 



Examination 

 What vitals would concern you? 
 Altered physiology  

 Tachy = HR >110 

 BP typically lower 

 28/40 lowest, increasing late pregnancy 
Can lose TWO LITRES BEFORE CLINICALLY APPARENT 

 

 If we can feel the bump, we tip it or tug it. 

 risks 25% of cardiac output 
 Alternative to Left lateral / more effective is manual uterine shift 

 If unknown gestation in critical scenario, consider the foetus viable if 
bump3 finger breadths above umbilicus. 

 

- Foetal demise can occur when no maternal abdominal injuries
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Red flags on examination - 

maternal 

 Unstable maternal vitals 

 Beware the mother with cool peripheries 

 Tender gravid uterus 

 Rigid uterine tone  

 (abruption) 

 Tipping to left lateral – assess for blood lying 

underneath mother 

 Never perform a PV (placental lie, utility) unless h/o 

severe vaginal trauma (stabbing) the likely aetiology 

 



Red flags on examination - 

foetus 

 CTG 

 Loss of beat-to-beat variability 

 Prolonged decelerations (60s) 

 Late decelerations 



Variable decelerations 



Prolonged decelerations 
 Last > 90 seconds’ duration 

 Causes include: 

 Cord occlusion 

 Placental abruption 

 Maternal hypotension 

 Prolonged contractions 

  baroreceptor mediation  

hypoxia 

 10 – 20 mins  neurological 

damage and disability 

 > 20 minutes  dead baby 



• Start after the peak of the contraction 

• Are often associated with decreased 

variability 
 

Late decelerations 



Investigations in APH 

 Bloods 
 FBE  

 WCC raised 

 DIC prone 

 U&E 

 Reduced UR and CR due to inc renal blood flow so N may be abN! 

 Coags 

 Procoagulant / hypercoagulable 

 Xmatch 

 Needs CMV negative blood (foetal reduced immune system) – need 
to clearly state that patient is PREGNANT for lab staff.  

 Rhesus status 

 

 Kleihauer test 



USS in APH 

 Seeking placental location 

 Seeking foetal HR and movement 

  (liquor volume) 

 Cannot exclude an abruption by USS 

 It is a CLINICAL diagnosis (pain) 

 Uss sensitivity reduced esp loculated abruption 

(50%) 



Management 

 Resuscitate 

 Specific 

 Supportive 

 Referral 

 Disposition 

 education 



Resuscitate the bleeding pt 

 Team approach in resus with invasive 
monitoring 

 Team leader priorities 
 Call for help (neonatal code blue and trauma call) in 

viable pregnancy 

 Delegate tasks to procedure doctor 

 Delegate task to runner 

 Referrals to all required (obstetric, gen surg, 
anaesthetic, haematology, paediatrician, ARV, 3° 
center) 

 Expedite transfer to ultimate therapeutic intervention 



Massive Transfusion in 

Pregnancy 

 When to activate the MTP? 
 4 units (actual or anticipated) loss < 4 hour 

 HD unstable 

What transfusion protocols and treatments are required? 

 1:1:1 unchanged 

 Add cryoprecipitate if fibrinogen low 

  how low in pregnancy??  

 Usually treat fib <1 g/L BUT.. In pregnancy treat if 
<1.5 

 Tranexamic acid in trauma pt 

 MTP plus avoid hypothermia, avoid excess crystalloid, optimise 
oxygenation, optimise cardiac output and metabolic state.  
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Aims of MTP 

 Temp >35 

 pH >7.2 

 BE <-6 

 Lactate <4 

 Ca++ >1.1 

 Plt >50 (unless head injured too >100) 

 INR <1.5 

 Fibrinogen >1.5 g/L 



Doses in MTP 

 If plt <50 give 1 pool 

 If INR >1.5 give FFP 10-15 ml/kg 

 Eg. 1050ml for 70kg women = 4 packs 

 If fibrinogen <1.5 g/L give 3-4G cryo (Bbank) 

 



Educate/ inform 

 Involve care co-ordinators and nursing staff 

to be with NOK. 

 Allow NOK to be present during resus if 

appropriate. 



The PPH 

 >500ml significant 

 Uterine atony 

 A.w chorioamnionitis, prolonged labour, 

polyhydramnios, macrosomia, multiple gestations 

 Retained POC / placenta 

 Trauma – vault / retropertoneum 

 Accreta / increta / percreta (various depths of 

invasion of myometrium) 



The 4 T’s of PPH 

 Tone 

 Rub-down 

 Trauma 

 Uterus, vaginal, cervical laceration 

 Tissue 

 Retained POC 

 Thrombin 

 Coagulopathy  

 



Clinical features of PPH 

 Hx 

 Pain, bleeding, labour, delivery – instrumental or 

not 

 

 Ex 

 Haemodynamics 

 Perfusion 

 abdomen 



Management of PPH 

 Call for help 

 Left lateral 

 Bilateral large bore / IO 

 MTP (Oneg) 

 Level 1 infuser 

 Rub down uterus / bimanual compression 

 Syntocinon bolus --infusion (as per Shann) 

 If time…Invasive monitoring blood and urine 

 GA if ongoing instability  

  otherwise… run to Theatre bimanually compressing all 
the way! 

 

 

 



Summary of learning 

 



Suggested Reading 

 Dunn 

 Cameron 

 Life in the Fast Lane 

 EMRAP 

 Red Cross Massive Transfusion Policy 

 RMH CPG trauma protocol in pregnancy  

  (incl imaging in trauma pregnant) 

 RWH CPG antepartum and PPH. 


