
Postpartum Hemorrhage: No Denial, No Delay
The Alberta Interprofessional Toolkit | 
Pearls for practice

Dr. Stephanie Cooper, Dr. Giselle DeVetten, Dr Colin Birch, Dr Robert
Thompson, Dr. Phillipa Brain, Jaclyn Zakresky, Katie Richardson

Obstetric Hemorrhage 
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Leading cause of  mortality world-wide
Most preventable cause of maternal mortality
Large scale quality improvement programs have reduced both maternal morbidity and mortality
21% increase in PPH in Canada from 2003-2010
In Alberta from 2015 to 2022, PPH was reported in 11.9% of deliveries
Lack of appropriate attention to clinical signs is the leading cause in delay
CMQCC developed a Obstetrical hemorrhage Toolkit https://www.cmqcc.com

Goal: 
early identification for people at risk for PPH and 

              also for those having a PPH 
Implement a standardized timely response 
No Denial, No Delay

enhances early recognition of hemorrhage
 allows increased surveillance
increases use of preventative measures
initiates an early, aggressive response to bleeding

Main et. al Obstet Gynecol 2015:202:363

 
measure and report cumulative quantifiable blood
loss (QBL)
use stage-based checklists: meds, fluids, escalation,
blood products etc 

Principles:
use quantitative, cumulative blood loss AND clinical
findings to determine severity of blood loss
maternal tachycardia usually precedes other signs
and symptoms
hypotension can be a late sign
consider rate of bleeding and ongoing vs settled

Do Not relay on hemoglobin/HCT as an indicator to treat! 

1.Assess and identify hemorrhage risk for every
woman antepartum, throughout L&D, & PP

2.Recognize, assess and treat: classify PPH by
stage 

https://www.cmqcc.com/
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Use of Interprofessional PPH Stage Based Checklist
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Performing critical tasks the same way
each time can reduce human error (
especially w/stress and fatigue)
Protocols and check-sheets have been
shown to reduce harm and improve
outcomes in medical care (ACOG
Committee Opinion 629)

IV Oxytocin dose change for Active
management of the third stage of labour
(ATMSL)  - cardiovascular risk
Carbetocin for AMTSL can be used for high risk
vaginal deliveries
Misoprostol Route- PR is not effective!!

Things to Consider:
Onset of misoprostol is slow-do not delay a
second line uterotonic waiting for it to work if
actively bleeding
Ergonovine (Ergot) is a 2nd agent of choice
If you are giving TXA IVPB, have another IV line
to give fluids

What is new for treatment

Learn from experience, reinforce all that went well
Discuss areas in need of improvement
Share lessons learned
Highlight system issues for planning and potential
solutions

review and reinforce team’s roles and
responsibilities
identify correctable system issues
practice important team-related and
communication skills

3. Debrief after every PPH

4.Perform regular simulations and drills 

5. Report and review of adverse events
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Anemia in Pregnancy- Why it Matters
Iron Deficiency Anemia – risk to mother and fetus
• Fatigue                                                    - Preterm Delivery
• Mood concerns                                    - SGA / low birthweight baby
• IUFD                                                         - Abruption
• Increased risk of c-section.              - Increased risk of blood transfusion
• Neonatal – iron deficiency +/- anemia
• Neonatal – potential long term cognitive/motor/memory issues
• Maternal mortality
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B12 Deficiency – risk to mother and fetus
• Fatigue
• Neural tube defects
• Preterm delivery
• SGA / low birthweight baby
• Infections
• Neonatal – B12 deficiency
• Neonatal – potential cognitive issues, 
developmental regression

Definitions in Pregnancy

Anemia:    Hb <110 g/L
Iron deficiency :  Ferritin <30 ug/L or Transferrin Sat <15%
Iron deficiency anemia: Hb <110 g/L and Ferritin <30 ug/L
Severe IDA: Hb <80 g/L  and Ferritin <30 ug/L
Vitamin B12 deficiency: B12 <220 pmol/L

Treatment Oral Iron

Dosing
Daily vs intermittent

Morning, empty stomach, no meds
Type

Ferrous salts (sulphate, fumarate,
gluconate)
Polysaccharide iron complex and heme
iron

Duration
Remain on oral iron for duration of
pregnancy and at least 6-12 weeks post-
partum (if tolerated)

Patient engagement and empowerment
Handout
Nutrition class +/- Dietitian referral

Optimizing Oral Iron Treatment

Improving oral iron absorption
• Take iron in morning, on an empty stomach with
vitamin C 250 mg to enhance absorption
• Avoid taking iron with calcium (supplements or
foods), antacids, thyroxine (Synthroid®), PPI’s/H2
antagonists, coffee, tea, soy, or eggs (within 1 hour)
• Take it every other day or Mon/Wed/Fri mornings

Improving tolerance of oral iron
• Start with a low dose and titrate slowly
• Consider intermittent (every other day) iron
supplementation
• Consider powdered or liquid formulations to allow for
smaller dose titrations
• Take with small snack or at bedtime (may reduce absorption)
• Consider polysaccharide iron complex as may have improved
tolerability (however significantly increased cost)
• Counsel on constipation prevention

Follow-up

ASK, ASK, ASK!!!
Ask patients about their iron
supplements

how/when they are taking it
any side effects?
are they feeling better?
do they need refills?

Review recommendation duration
Repeat CBC and Ferritin in 4 weeks
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Consider IV Iron
Severe anemia                                                   

Hb <80 g/L and Ferritin <30 ug/L
Failed a correct trial of oral iron

Hemoglobin increase of <10 g/L in 4w

Resource: Anemia and iron
deficiency in pregnancy

Backgrounder AHS

Iron deficiency anemia diagnosis at >34 week GA
Hb <110 g/L and Ferritin <30 ug/L

Unable to tolerate oral iron
Unable to absorb oral iron

clinically active IBD, bariatric surgery, etc.

https://www.albertahealthservices.ca/assets/info/phm/info-phm-ds-pub-dtb-iron-anemia-iron-deficiency-pregnancy.pdf
https://www.albertahealthservices.ca/assets/info/phm/info-phm-ds-pub-dtb-iron-anemia-iron-deficiency-pregnancy.pdf
https://www.albertahealthservices.ca/assets/info/phm/info-phm-ds-pub-dtb-iron-anemia-iron-deficiency-pregnancy.pdf

