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Introduction and background

Welcometo this practicalguideto usingthe 4-stageapproachto postpartumhaemorrhaggPPH)Therisk
of obstetrichaemorrhagds presentin everypregnancyEarlyidentificationof abnormalblood losscreates
the potential to intervene and preventmajor blood loss.

Earlyinterventionrequires
1. recognitionof riskfactorsleadingto heightenedsurveillance
2. appropriate preparation
3. astandardisechpproachto accuratelydeterminecumulativeblood loss and
4

. recognitionof clinicalfindingssuggestiveof, or indicating hypovobemia.

Tohavethe bestchanceof preventingheavybleedingprogressingo a massivenaemorrhage which
carriesthe risk of more devastatingsequelaeall four areasneedto be integratedinto the careof the
womanwho is givingbirth.

What is the PPH 4-stage approach?

The MBRRAGBKConfidentialEnquiryinto Maternal Deathsand Morbidity in 2016 placed emphasison
the importanceof basicclinicalskillsand prompt recognitionof severityof haemorrhagewith
communicationrandteamworkbeingan essentiacomponentin the managemenof PPHDatain Scotland
gatheredbetween2013 and2017identified variationnot justin the managemenbf PPHbut alsoin risk
assessmentarlyrecognitionof deteriorationand escalaion, and managementby the multidisciplinary
team (MDT)

With this in mind, the 4-stagetool wasdevelopedby the Maternity and Childeen Qualitylmprovement
Collaborativg MCQIC)a key componentof the ScottishPatientSafetyProgrammeg SPSRP)n collaboration
with colleaguedsrom OBSCymru,the ObstetricBleedingStrategyfor Wales
(http://www.1000livesplus.wales.nhs.uk/obsymru). Thetool encompassethe recommendationgrom
the MBRRAGBHKTreport, asit isdesignedo facilitate an MDTapproachto recognisingrespondingo and
managingPPH.

How to use the guide

Thispracticalguideusesvisualexamplesof a paperversionof the tool in practice.

Appendixl isincludedasaresourceyou maywishto usein clinicalpractice anda list of abbreviationsat
the end of the guidehelpsto explainsomeof the terminology.

Formore information about MCQIlGandtheir work, pleasevisit: http://ihub.scot/spsp/maternity-children
guality-improvementcollaborativemcqic/
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Where do | start?

Preventionof PPHstartswith recognitionof riskand preparation(Stage0). Althoughmore than half of
womenwho haemorrhagedueto uterine atony haveno knownrisk factors,identification of associatedisk
factorsduringthe antenatalandintrapartum periodscanimprovereadinesdo respondfor thosewith
knownrisks.Forwomen with abnormalplacentation,an MDTapproachto careis vital.

Stage 0

All pregnantwomenshouldhavean admissionassessmenof PPHriskthat is basedon previous
pregnanciesand antenatalhistory. An admissionassessmenshouldbe completedfor all womenadmitted
in spantaneouslabour,admissiorfor inductionand augmentationof labourand electivelower sesgment
caesarearsection (LSCS)f anyof the 11risksare present,tick or markan Xnextto the correspondingisk

Antenatal ‘increased risk’ if any of the following is present: ai;ﬁ;gﬁ
Anaemia or bleeding disorder (Hb <9.0, PLT <80)

BMI <18 or =35 or booking weight <55kg

Five or more previous vaginal births

Previous uterine surgery

Previous atonic postpartum haemorrhage 21000ml @

Pre-eclampsia

Multiple pregnancy/estimated fetal weight =4.5kg

Uterine fibroids

Abnormal placental implantation (i.e. praevia) consider cell salvage/MDT involvement
Polyhydramnios

Known abruption or antepartum haemorrhage

Perinatal factors

Therisk of PPHcanchangeaslabourprogressesContinuousassessmenduringlabouranddeliverywill
assesgor the presenceof anyof the sixriskslisted below. Vigilancein the immediatepostnatalperiodis
essentialf anyperinatalriskfactorsareidentified. Placeatick or an Xin the boxto highlightthe risk(s).
Duringshift handoveror communicationto the MDT,Sage0 shoud be communicatedusingthe Situation
BackgroungdAssessmeniRecommendatiofSBARormat.

Perinatal ‘increased risk” if any of the following is present:

Suspicion of choricamnionitis/sepsis

Pharmacologically augmented labour @
Prolonged first-stage established labour (=12 hours)

Prolonged second stage of labour

Instrumental delivery/perineal trauma/emergency caesarean

Retained placenta



Treat

Planthe activethird stageof labourin line with the unit’ grotocol. If two or more increasediskfactors
are present,considerthe useof additionaluterotonics.Referto localpolicyfor further guidance Early
intravenous(lV)accesshouldbe consideredand documented includingthe time of insertion.

Treat If woman is at increased risk: W= L
documented

Plan active third stage in accordance with risk and unit protocol 09:00
if increased risk factors are present. additional uterotonics showld be considered
Consider early IV access dircle which appﬁes No / NA) mE- inserted)

Act

Documentmeasurel bloodloss(MBL) < 5 0 OAthdther losswill be documentedaccordingo stage.
Appendixl providesguidanceon a quantitative approachto MBL.Checkhe blood bark. Canblood be
issuedon electronicreleaseor isgroupand savé x-matchrequired?

Act Document blood loss for all deliveries Time complete

Measure blood loss
N8 Pool births require estimation

Check group and save, electronic release or x-match according to blood transfusion service

Completion of Stage 0

Timeof birth andwhenthe third stageis completeshouldbe completedfor all deliveriesirrespectiveof
bloodloss.TotalMBLis documentedhereonlyif it is<500ml.

Time of birth: : Time third stage complete: : Total measured blood loss: mi

Completed by: Date: Time: _ :  Location:

Before moving on to Stages 1-3, it is important to be familiar with the tool’s action logs and additional
clinical notes and comments section, and the Rule of 30.

Action logs

The action logson pages 6 and 7 of the tool are designedo documentthe administrationof all
uterotonics IV fluidsandblood products andfor documentingblood resultsand MBL.Thepurposeof
eachactionlogisfor teamsto look at caregivenin one documentedarea,in a coupleof pagesonly, which
will facilitate quickdecisiors on the next stepsof care.



Uterotonics and tranexamic acid

Documentthe time that drugsare administered Blankrows are availableto documentany additional
drugsgiven.

Uterotonics/tranexamic acid Document time given

Drug Dose Time Additional Drug Dose Time
Oxytocin 3 units IV 10:00 @ Tranexamic acid 1g Iv 11:00
Ergometrine (coution with PET)  200ug IV orIM 10:03 Tranexamic acid 1g IV
i i 401U over 4 )
Oxytocin infusion oo 10:45 | Ergometrine 500ug H 10:20
Oxytocin 101U 1M (if ne
IV access)
Syntometrine (coution with pET)  1mlIM (if no
IV access)
i B00 or 1000ug
Misoprostol 10:40

PR/SL

Carboprost (Hemabate) 250pg IM up to & doses (caution in = Notes:

asthma) Document time of each dose

11:00

11:15

B S R N
D o= o oun

Crystalloids and other fluids given

Thesecondpart of the actionlog isarecordof all IV fluids. Similarto uterotonics,this is a one-stop section
for fluids, with the opportunity to adda cumulativetotal in the lastcolumn Documentationin one section
will enhancecommunicatiorbetweenthe teamin terms of total input of IV fluids. Note the blanktime at
oxytocininfusion.Thisshouldbe completedonceinfusionis complete.

Tyvpe

Hartmanns
Hartmanns

Normal Saline with
40 IU Oxytocin

Gelofusion

Amownt
500m| Q
o
500m| @”
I
v oSN
500ml ¥ i M
Y /N
Y oSl
500ml Y71
Y /N
Y /N
Y /N
Y oSN

Warmed  Time

Crystalloid and other fluids given MNEB Boards can document single units or cumulative total

Time complete

11:00 11:08
11:10
10:45 11:20
11:00 11:10

Cumulative Total

500ml

1000m|

1500ml




Blood products

Forsimilarreasonscited on the previouspage,blood andblood productsgivenshouldbe documentedin

allocatedcolumns.

MBL (mi)

372

300
245
400
250

356
400

300

Cumulative
total

372
672
917
1371
1621
1977
2377

2677

All blood and blood products given Measured blood loss (MBL)
O negative, group specific, x-match, FFP, cryoprecipitate, platelets,
fibrinogen
Type Velume (mi) Time Time Time MBL
started complete measured
RPC 332 11:45 11:52 10:15
RPC 278 12:00 12:10 10:30
FFP 301 12:12 12:25 10:45 '
11:00 |
11:15
11:30
11:45
12:00
12:13

Total blood product administered

Measured blood loss

Accuratemeasuremenbdf blood lossis essentiafor:

1 recognisng potentially life-threateninghaemorrhageand
1 managingblood product replacement.

100

2777

Althoughmultiple methodsfor estimatingblood lossare available mostareinaccurate,for examplevisual
estimation.Thispracticehasconsistentlypeenshownto significantlyunderestimatelargevolumeblood
lossby 33-50%when comparedwith direct measurementSimilarly, smallmeasuresf bloodlossare
frequently overestimated resultingin overtreatment.lIt isrecommendedpracticefor MBLto be
documentedevery15 minutesin Stage 1-3 until the bleedingis arrested.Delayin recognitionof large
bloodlossis a commonfindingin casesof maternalmorbidity and mortality from haemorrhage A policy of
waitingto quantify blood lossonly after the excessivdossis appreciateddoesnot addresghis problem.



Cell salvage

Whereapplicable clinicianscandocumentthe useof cell sdvage

Cell salvage — use and volume gained circie ai that appiy

Used from start of surgery  Commenced during surgery

Volume reinfused:

Blood test results

Mo / NA / insufficient staffing

Documentthe resultsin the box. If required,any other blood test resultscanbe documentedin the right-

handbox, but thisis optional.

Blood test results

Time Hhb (state lab or Lactate
HemaoCue)
09:00 13.1-1lab NA
10:30 9.7 - haemacue 1mmol/L

Additional clinical notes and comments

Gases
NA

NA

Availablefor cliniciango recordany carenot coveredby the tool.

Time Additional clinical notes and comments:

Fibrinogen  Other

NA

400mg/dI CRP - 197

Signature



Rule of 30

It isimportantto knowbookingor 36-weekmaternalweightto determinethe percentageof circulating
bloodvolumelost. Figurel representssomeexamplesof weightand when 15% 30%and 40%volumeloss
occurs.A 750mlblood lossmaybe well tolerated by awomanweighing70kgwith minimalsigrs and
symptoms but for awomanweighing50kgthis is 15%of her circulatingblood volumelost. Figure2
representssigns symptomsand Maternity EarlyWarningScore(MEWS for eachpercentgeof circulating
bloodvolumelost.

IMPROVING ESTIMATES OF % BLOOD LOSS

NB Small women have small blood volumes

50 5000 /50 1500 2000
55 5500 825 1650 2200
60 6000 Q00 1800 2400
65 6500 975 1950 2600
70 7000 1050 2100 2800

Figure 1: Circulating blood volume and % blood loss

% blood loss guide

% blood loss 15% 30%: Follow 40%
‘Rule of 30’
Signs and Possibleanxiety, Unwell,anxiousweakness, | Confuseddrowsy,
dizzinesspalpitations | faint, clammyrestless, unconsciousglammyskin,
symptoms sweating air hunger,pallor, cold,
peripheralcyanosis

Blood pressure Normal 30mmHg drop in systolic Hypotensive
Respiratory rate Normal >20 or 30% increase >30
Pulse Normal >100 or 30% increase >120
Urine output Normal <30ml/h <15ml/h

Figure 2: Signs, symptoms and MEWS: % blood loss guide
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Stage 1

Movethroughtreatment simultaneouslymobilisehelp, actandtreat accordinglyandinitiate unit
protocolsfor PPH Stag 1 representsblood lossof 500-999mlwithout clinicalshockor <15%blood loss.
Thisstageis not applicablefor LSCS

Mobilise help

Themidwife in chargewill be the first personto contactfor help. Themidwife in the room and midwife in
chargewill clearlycommunicateto eachother the next stepsandwho isassignedasscribe.If further
assstanceisrequestedtheir name,statusandgradewill be documented

Mobilise help pocument time of arrival
Name Status/Grade Time
Mary Doe Midwife in charge 10:00

Request further assistance

Joe Bloggs ST6 10:10

Scribe identified: Mary Bloggs, Midwife 10:03

Possible cause

Thisvisualaideis designedasprompt or reminderto think of potential causeof the bleeding.This
essertiallyfollowsthe 4Tapproach:Tone (atony), Trauma(vaginaltears), Tissugretainedplacenta),and
Thrombin(coagulopathy)No documentationis requiredin this box. Youmaywishto circlecauseghat

apply.

Think of possible causes circle all that apply

Atony Vaginal tears @ned placeD Coagulopathy

11



Act

MEWSWwill be usedfor all women, with observatiors recordedevery15 minutesuntil the bleedingstops.
ConsidelVV accessf blood losscontinues especiallyif progressiorto Sage?2 isanticipated.Thesame
principlesapplyfor ranitidine. Theactionsare in order of the clinicalactionsthat are requiredat this stage
rather than chronologicapreferenceof treatment. Thesecanbe performedsimultaneouslywith the

midwife in chargeallocatingtasksto the team. Documentthe time wheneachof the careindicators
started or NA(not applicablg if not required.

Act Document time started or administered Time

Keep mother warm and reassure 10:10
Measure and record blood loss {record on action log) 10:15
Monitor on MEWS {record every 15 minutes) 10:10
IV access (af legst 16 gouge) 09:15
Consider ranitidine 10:20

Treat

Treatthe identified causeof haemorrhageDocumentthe time performedor leaveblankor documentNA

if not required. At anytime duringtreatment, bimanualcompressiorshouldbe discussedvith the team
andconsideredasa possibletreatment option if bleedingpersists.

Treat Document time started. For atony, document any uterotonics on action log Time
Uteri Inspect genital tract — suture any
erine massage .
8 10:03 tears NA
Placenta: check delivered and
Empty bladder (__ 400mI m]) _
10:15 complete

Consider bimanual compression

Completion of Stage 1

Thetool canstop at Sage 1 oncethe team are reassuredhat bleedinghasstopped.ThePPHopost-event

checklistshouldbe completedfor Stagesl-3 andis explainediater in this document.If MBLis >1000mIOR
thereisclinicalconcern progresso Stage2.

Total measured blood loss: ml

Completed by: Date: Time:  :  Location:

Once bleeding has stoppec, ensure that post-event checklist is complete

12



Stage 2

Thisstageappliesto all bloodloss> 1 0-@4@9mIOR clinicalconcernOR <30%blood loss

Restarthere after Sage0 for all LSCSViore information aboutthe Rule of 30 andguideto percentage
bloodlosscanbe found on pagel0 of the guide

Stag 2 isfocusedon sequentiallyadvancinghrough medicationsand proceduresmobilisng help, blood
banksupportandkeepingaheadwith volumeandblood product Here,the womanis beginningto
decampensateand seniorobstetricand anaesthetianvolvenent is vital. Thisis where theatre shouldbe
consideredIn casef atonywith continuedbleedingafter secondline uterotonics,anintrauterine
balloonneedsto be consideredandother causesieedto be excluded rather than goingstraightto third
andfourth-line uterotonics

Mobilise help

Additionalhelp will be requiredduringthis stagebecauseof the moderateamountof blood loss.If
membersof the team are presentfrom Sage1, tick or placean Xin the time box. Thereisno needto
duplicatenames.It is expectedthat an obstetrician(sand anaesthetistwill be involvedin care.Document
the nameof the scribe.

Mobilise help Document time of arrival

Name Status/Grade Time Name Status/Grade  Time
Stage 1 already present X Mary Bones Midwife 10:50
Midwife in charge -
Dr Betty Bones Obstetrician 10:50 DrJohnDoe ST 1.0:50
DrPeterBones Anaesthetist 10:50 = BridgetBones McA 10:50
Scribe identified:
Act

Documentthe time startedfor all or NAif not relevant.Similarto Sage1, the centralbannerhasclinical
indicationsof PPHWhenthe causeisknown,circle or placean Xnextto all that arerelevant.

Act Time care Time care
started started
Airway, breathing, circulation Commence 15L/min oxygen
Y 8 10:50 '8 11:00
Place flat 10:50 Consider second IV access and fluid bolus 11:03
’ caution with PET
Keep warm and reassure Give up to 2 Litres warmed crystalloid via
10:50  rapid infuser 11:00
Monitor on MEWS at least every Transfuse blood as soon as possible if NA
10 minutes 11:00 clinically required
i >
Time noted >1000ml 11:00

13



Blood tests

Tick circleor placean X whateveris easiestelectronically nextto the teststhat are ordered with atime
enteredin the lastcolumn.Write how manyunits of x-matchedbloodshavebeenrequested.

Take bloods Labtests: FBC Coagulation Lactate U&E x-match ( units)
Point-of-care tests: Haemacue Gases (circle all that apply, document results on action lag)

Treat

Toemphasisetreatment duringthis stageshoub be timely, with actandtreat carried out simultaneously
Documentthe time of eachtreatmentin the right-handbox. Leaveblankor documentNAIif not required.
Documentin the actionlog anyuterotonicsgivenand additionalclinicalnotesasrequired.

Treat Document time commenced; NA if not required

Empty bladder (consider Foley) NA Give uterotonics/tranexamic acid NA
Ensure placenta complete NA Bimanual compression NA

Inspect genital tract 10:08 EUA uterus/consider balloon tamponade NA

Repair genital tract 10:10 Consider other surgical interventions

Completion of Stage 2

Oncethe bleedinghasstabilisedandfinal total MBLis between 1000-1500m| the tool iscompleteandcan
be signedasbelow. Theposteventchecklistwill be completedby a memberof the obstetricor
anaesthetideam. It isrecommendedpracticefor amanagemenplanto be documentedin the clinical
notesand clearlycommuricatedto the MDTusingstructured communicatiortools suchasSBARIncrease
postnatalsurveillancefor anywomanwith a Sage 2 haemorrhage.

Total measured blood loss: mil Ensure post-event checklist is complete

Completed by: Date: Time: ___:  Location:

14



Stage 3

Stage3 focuseson all blood loss>1300mIOR =30%blood lossOR ongoingclinical concern.Thisstageis
criticalasthe womanmaybe in extremis. Teamworkcommuni@tion and collaborationbetweenall
membersof the MDTare critical at this stage.Effectivecommunicationof major obstetrichaemorrhage
(MOH)is critical betweenthe theatre team andlaboratorystaff. Thekey messagesre asfollows:

1 Do not delay other interventions while waitingfor aresponseo medication(s).
1 Do not wait for laboratoryvaluesto initiate transfusions:
1. transfusebasedon clinicalsignsandpatient response.

2. transfuseaggressivelyith a highratio of freshfrozenplasma(FFPjo packedred blood cells
(PRBQ)

! Communicate and document:
1. Verballyacknowledgehe actionsyouwill take andthe ordersreceived.
2. Provideongoingupdatesaboutthep a t i statuswithsother departments.

3. Recordcareonthe actionlog.

Mobilise help

Tickor placean Xif stafffrom Sages 1 and2 are alreadypresent. If anystaff haveleft, this canbe
documentedin the additionalclinicalnotes.Documaent the nameof the scribe Thecolumnon the left-
handboxis prepopulated asthesemembersof the MDTarerequired to attend.

Mobilise help Document when in attendance or Stage 1 or 2 if already present

Name Status/Grade Time Name Status/Grade Time
Stage 1 or 2 already present X
Midwife in charge X Betty Bloggs LWCoCoordinator 11:10
Obstetrician X Mary Marple FY2 10:30
Anaesthetist X
Theatre staff
Scribe identified: o
JaneDoe,Midwife 11:10
. Arrived: Inform anaesthetic or obstetric
Consider transfer to theatre
11:10 consultant
Consider activating major obstetric 11:13 Consider interventional radiclogy

haemorrhage protocol

Plan further treatment

Consultantpresencds essentiain severePPHcasesDocumentthe time contacted.In the caseof
continuingor worseninghaemorrhageit is criticalto considertimely transferto theatre and activationof

the localMOHprotocol.
15



Act

Actandtreat are simultaneousandare not in chronologicabrder of preference Enterthe time that each
elementstarted. Leaveblankor documentNAIf not requiredfor eachrelevantelementof clinicalcare

Duringseverehaemorrhage the primarygoalsareto provideadequateand earlyblood product
replacement andto either preventor correctdisseminatedntravascuar coagulation(DIC) Delaysn
recognisingandtreatinghaemorrhagdrequentlyleadto inadequateblood productadministration.After
the first severalunits of PRBCandin the faceof continuingor worseninghaemorrhageaggressive
trandusiontherapybecomescritical.

Act Document time commenced; NA if not required Time

Consider cell savage NA

Review measured blood loss and 11:15 Order blood and coagulation products as per

ongoing mEEISL:,IrEmE'ﬂt MOH prD‘tGCDI 1130
Dacument on action log

Monitor patient Repeat blood tests as per MOH protocol 10:40
S-minute ohservations by anaesthetist 11:08 peo yvou need to discuss the case with o haematologist? '
Consider IV antibiotics for every 1500ml 11.20 ' Time noted 1500ml 11:15

Treat

Adhereto localMOHprotocolfor severehaemorrhageA crucialstepisreviewingthe caregiven suchas
ongoingresuscitation uterotonicsand IV fluidsadministered while continuallyupdatingthe actionlogand
communicatinghis to the team. Documentthe time this occurredin the appropriatebox. Thefocusduring
this stageis surgicalinterventions.Documentthe time eachstartedin eachboxor NAif not required.

Treat as per major obstetric haemorrhage protocol; document time each treatment initiated

Review ongoing resuscitation 11:00 Give/repeat tranexamic acid 11:10
g::ﬂ:':n?zir;?;:ifﬂ; 11:10 Document all fluids given on action log

First-line surgical measures Document time commenced  Consider advanced surgical techniques
EUA Interventional radiology NA
Manual removal of placenta 11:16  stepwise uterine devascularisation

Cervical tear repair Hysterectomy NA
Intrauterine balloon tamponade NA Other:

B-Lynch suture

Resuturing caesarean/uterine incision

16



For allwomenwho havea Sage 3 PPH senior membersof the MDTshouldconsidertransferof careto
HDUor ICUoncethe bleedinghasstabilised Whentransferto the recoveryareais complete,Sage3 can
be signedascompletewith final MBLdocumentedhere.

Transfer to HDU/ICU care once bleeding has stopped. Total measured blood loss: ml

Ensure post-event checklist is complete and management plan is written in notes

Completed by: Date: Time: ____:  Location:

Post-event checklist

Thisshouldbe completedafter the eventby a memberof the obstetricor anaesthetideam. Thechecklist
adoptsa‘ r eaadd 0" ¢ hal | e n gand‘aidermegmare approachto completingessential
elementsof PPHcare.Thischecklistreducesrelianceon memory, andthusreduces errors of omission
while contributingto team communicationandincreasingsituationalawarenessamongstclinicians Each
guestionshouldbe answeredby circlingor, for electronicforms, deletingresponseghat are not
applicable

Post-event monitoring requirements

Level of post-event care required [circle applicable) Level 1 Level 2 {ACCU) Level 3 (ITL)
Post-op bloods (FBEC/Coog/U&E) to be taken at Timej 14:WY Plan to transfuse if Hb <
PV loss manitoring required? ¥es / No Frequency of manitaring
Urine output manitoring required? Yes / Nao Frequency of manitaring

Post-event rebleed risk assessment

Oxytocin infusion running or required? Yes / No Time expected to finish: __/

Vaginal pock in situ? Yes / No Planned removal time: ___

Intrauterine balloon (e.g. Bakri or Rusch in situ?) ¥es / No Planned remaoval time: ___

Can an N5AID be given? Yes / Nao / Not yvet

Thromboprophyloxis plan: LMWH Yes / No Time of first dose: ___/
TEDS Yes / No

17



Appendix 1: Approach to quantitative measurement of blood loss
Thisis not a prescriptiveguideto bloodlossbut an examplethat could be incorporatedinto practice.

Identificationof dry weightsis essentiato establishan accuratemeasuremenof bloodloss.Figures A1
and A2 canbe usedaspocketcardsor posters FigureAl canbe adaptedfor localuse.Formallymeasure
blood lossasper localmethods for exampleusingscalesor graduatedmeasurementontainers.

Rememberto addanyblood lossfrom placentaldishes Visualestimateswill be requiredfor blood losson
the floor.

Dry weights (adaptfor localuse)

= T T .

IncoPads 1 Weigh all bloody items in
Smallswabs(10cm x 10cm) grams
Medium swabs(30cm x
30cm) 1 Subtract dry weights in
Largeswabs(45cm x 45cm) grams
Sanitarypads
Pillows 1 Remaining weight in grams
Bedsheets = ml blood loss
Drapes
o 1gram = 1ml
For example 400g = 400ml blood
loss

Figure A1: Establishing dry weight Figure A2: Procedure for weighing blood loss

Moder ate tbhos&vesel $ ke

Figure A3: Rule of 30

18



List of abbreviations

4T Tissue Tone, Thrombinand Trauma
ACCU adult critical care unit

Coag coagulation

DIC disseminatedntravasculaicoagulation
FBC full blood count

FFP freshfrozenplasma

FY foundationyear

Hb haemoglobin

HDU high-dependencyunit

ICU intensivecare unit

ITU intensivetherapyunit

v intravenous

LMWH low-molecularweightheparin

LSCS lower (uterine) segmentcaesarearsection
MBL measuredblood loss

MBRRACE-UK MothersandBabiesReducingRiskthrough Auditsand Confidential Enquiriesacrosshe UK

MDT multidisciplinaryteam

MEWS maternity earlywarningscore

MOH major obstetrichaemorrhage

NA not applicable

NSAID non-steroidal anti-inflammatorydrug
PLT platelets

PRBC packedred blood cells

PV per vagina

RPC red packedcells

SBAR Situation,AssessmenBackgroundRecommendation
ST specialtytrainee

TEDS thromboembolicdiseasestockings
U&E ureaandelectrolytes

19
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