
016

Citation: Stark M, Weichselbaum A, Dach I. Suggested Interdisciplinary Approach for Managing Postpartum Haemorrhage Caused by Uterine Atony-A Call for 
Updated Guidelines. Arch Hematol Case Rep Rev. 2024;9(1):016-018. Available from: https://dx.doi.org/10.17352/ahcrr.000045

https://dx.doi.org/10.17352/ahcrrDOI: 2640-7914ISSN: 

C
L

IN
IC

A
L

 G
R

O
U

P

Abstract

Postpartum Hemorrhage (PPH) is a signifi cant cause of maternal morbidity and mortality, often exacerbated by inadequate adherence to established guidelines. This 
article examines the critical role of uterine atony and explores the impact of factors such as inaccurate blood loss estimation and hematological complications. It critiques 
the existing clinical guidelines for insuffi  ciently addressing the role of hematologists and proposes the integration of early assessment techniques, including viscoelastic 
hemostatic assays and targeted fi brinogen replacement, to more effectively manage coagulopathy. The article also highlights recent advancements, such as the Alma 
device, and advocates for a multidisciplinary approach that includes both obstetricians and hematologists to enhance PPH management and improve patient outcomes.
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Introduction

Postpartum Hemorrhage (PPH) blood loss ≥ 500 ml is a 
leading cause of maternal morbidity and mortality in obstetrics 
and complicates up to 10% of all deliveries. The incidence of PPH 
is rising due to an incomplete implementation of guidelines 
[1]. Massive bleeding also has signifi cant hematological 
consequences. It often leads to anemia and can result in 
complications like disseminated vascular coagulopathy which 
is often diagnosed when uncontrollable bleeding or multi-
organ failure exists [2].

The primary cause is uterine atony, but can also result from 
birth canal injuries or retained placenta. Physiologically, the 
myometrium contracts during and after the delivery of the 
placenta to halt bleeding. When this contraction does not occur, 
open blood vessels in the uterine cavity continue to bleed. 

PPH can arise from various reasons such as prolonged 
labor, uterine over-distention (e.g., macrosomia or twins), 
infections, placental abnormalities, or bladder distention. 

However, the predominant issue remains the lack of uterine 
contraction after the delivery, which is essential for stopping 
the bleeding. Traditional defi nitions of PPH, based on the 
blood loss amount are challenging to monitor and can be 
misleading, potentially leading to delays in the treatment due 
to underestimation of the amount. There are inaccuracies in 
blood loss estimation, and at the same time, the amount of 
blood loss does not necessarily refl ect the severity of bleeding.

Management

The current clinical guidelines, while similar across various 
associations, generally recommend initial measures which 
are: Manual uterine massage, followed by IV oxytocin, IM 
ergometrine, or prostaglandins. 

Should these measurements fail, uterine balloon 
tamponade, such as the Bakri balloon is suggested [3]. If the 
bleeding continues, uterine artery embolization [4] or other 
surgical interventions, including uterine compression sutures 
[5], uterine and hypogastric artery ligation [6], or even 
hysterectomy. 
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These guidelines often do not mention the role of the 
hematologist [7]. The hematologists are called to the delivery 
room and consulted usually after such complications have 
developed, which many times may delay the needed critical 
interventions.

However, in a recent publication by haematologists, the early 
assessment of PPH was addressed. It is essential to allow early 
characterization of coagulopathy, estimate bleeding severity, 
and improve outcomes. During PPH fi brinogen levels decrease 
before other coagulation factors, and hypofi brinogenemia is 
an early marker of PPH severity. Viscoelastic (VET) hemostatic 
assays provide an assessment of hemostatic disorders, and low 
fi brinogen, and enable VET-guided fi brinogen replacement [8].

The importance of addressing hematological issues in PPH 
is also highlighted in anesthesiology literature, which stresses 
the need for timely recognition of abnormal coagulation and 
simultaneous consideration of hemostatic support strategies. 
Coagulopathies do exacerbate massive hemorrhage, making it 
essential to administer tranexamic acid for abnormal bleeding 
and use fi brinogen concentrate rather than fresh frozen plasma 
to manage fi brinogen defi ciency [9].

The existing guidelines were established when the Balloon 
tamponades were already in use. These balloons are inserted 
into the uterus and infl ated with saline to apply pressure on the 
uterine walls in order to mechanically stop bleeding. However, 
all the guidelines were published before the introduction of 
new intrauterine vacuum-induced hemorrhage control devices, 
such as the Alma device. 

The Alma device contracts the uterus using low negative 
pressure, which mimics the physiological process of stopping 
the bleeding after birth. The adoption of such devices could 
revolutionize PPH management by preventing bleeding more 
effectively through natural uterine contractions, and potentially 
even reducing the need for further medical interventions.

A comprehensive approach to PPH should involve 
evaluating vital signs, clinical symptoms, coagulation status, 
and hemodynamic changes. However, even the FIGO guidelines 
do not include the hematologists in the primary management 
team, as they are crucial and needed for assessing possible 
hematological complications such as coagulopathy, particularly 
since fi brinogen levels often decrease before other coagulation 
factors. Low fi brinogen levels are a known marker of bleeding 
severity. Tools like viscoelastic haemostatic assays enable rapid 
assessment of hemostatic disorders and can guide the targeted 
fi brinogen replacement.

An interdisciplinary approach is strongly advocated, 
emphasizing the collaboration between obstetricians and 
hematologists. In severe PPH cases, hematologists should be 
involved already early in the process in order to assess possible 
hemostatic disorders, monitor fi brinogen levels, and assist the 
team during the treatment. The hematologist can also provide 
crucial support if complications like disseminated intravascular 
coagulopathy arise. 

We call for updated PPH guidelines that incorporate 

emerging uterine contraction devices and advocate for a team 

structure that includes both obstetricians and hematologists in 

order to improve the parturient outcome.

Conclusion

Postpartum Hemorrhage (PPH) remains a critical challenge 

in obstetric care, contributing to maternal morbidity and 

mortality. The rising incidence of PPH underscores the need 

for more effective management strategies, particularly given 

the limitations of traditional blood loss estimation and the 

underutilization of hematological expertise. The current 

clinical guidelines overlook the integration of hematologists 

who can play a crucial role in addressing coagulopathy and its 

complications.

The introduction of new technologies, such as the 

Alma device, offers promising advancements in mimicking 

physiological uterine contractions to control bleeding more 

effectively. To enhance PPH management, it is essential to 

adopt a comprehensive and interdisciplinary approach that 

includes both obstetricians and hematologists. 

The revision of PPH guidelines to incorporate these 

emerging devices and strategies is advocated, ensuring a 

collaborative approach that integrates both obstetric and 

hematological expertise. By doing so, we can advance the 

management of PPH, optimize patient care, and ultimately 

reduce the incidence of maternal morbidity and mortality.
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