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Background
Antepartum haemorrhage (APH) is defined as bleeding from or into the genital tract that occurs after 20 weeks of pregnancy and prior to the birth of the baby (RCOG, 2011). APH complicates approximately 3-5% of pregnancies. Blood loss is often underestimated, and the visible amount may represent only a small portion of the total haemorrhage. As the bleeding may be retained within the uterus it is vital to observe for signs of maternal shock and fetal compromise. 

There are no consistent definitions of severity of an APH, however the Royal College of Obstetricians and Gynaecologists (RCOG) recommends assessing blood loss by a combination of volume and signs of clinical shock, as follows:
spotting – staining, streaking or blood spotting noted on underwear or sanitary protection
minor Haemorrhage – blood loss less than 50 mL that has settled 
major Haemorrhage – blood loss of 50 – 1000 mL, with NO signs of clinical shock 
massive Haemorrhage – blood loss greater than 1000 mL AND/OR signs of clinical shock. Refer to Critical Bleeding Massive Transfusion Procedure located on the Policy and Guidance Documents Register. 

Risks associated with APH
The following adverse outcomes are associated with APH:
fetal demise
fetal growth restriction
preterm labour
oligohydramnios
preterm pre-labour rupture of membranes (PPROM)
increased rates of caesarean section (CS)
postpartum haemorrhage.

Key Objective
This document will guide care for women experiencing antepartum haemorrhage.	
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This Guideline applies to the following staff working within their scope of practice at Canberra Health Services (CHS): 
· Registered Midwives and Nurses 
· Medical officers 
· Medical and Midwifery students under supervision.  
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The purpose of clinical assessment in women presenting with APH is to ascertain whether urgent intervention is required to manage maternal or fetal compromise.

Alert:  If a woman presents with a major or massive APH that is persisting or she is haemodynamically unstable, CALL A MET (dial 2222) and commence resuscitation procedures IMMEDIATELY.  See Section 3 ‘Immediate Management.’

The woman is the priority in these situations and should be stabilised prior to establishing the fetal condition.

Assess blood loss
Change to the use of a hospital pad upon arrival 
Document the amount, colour, consistency, and pattern of bleeding In the appropriate section of the woman’s clinical record (notes and fluid balance flowsheet)
Ensure blood loss is weighed and measured for accuracy.

Maternal Assessment 
Maternal examination:
Perform baseline observation on admission – temperature, blood pressure, maternal pulse, respiratory rate, oxygen saturations, assess consciousness.
Observe for pallor/restlessness.

Abdominal palpation:
Conduct a GENTLE abdominal palpation to determine uterine contractions and tone. 
Assess pain – note the site, time of commencement, frequency, strength and duration. 
Increased uterine tone and constant pain may indicate placental abruption.
Soft, non-tender uterus may suggest a lower genital tract, placental or vasa praevia cause of bleeding. 
Determine when fetal movements were last felt.

Alert: DO NOT perform digital vaginal or rectal examination, as severe haemorrhage can occur.

Speculum: 
A speculum examination can be used to visualise lower genital tract to help determine cause of bleeding and to assess
· blood loss
· cervical dilation and length
· membranes
· presenting part of the fetus. 
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Consider possible causes:
Major causes are summarised below (in approximately 50% of cases no known cause can be identified).

	Placental Site Causes
	Local Genital Tract and Other Causes
	Cord Insertion Cause

	· Placenta Praevia
· Placental Abruption
· Marginal: sinus rupture
· Uterine cause - chorioamnionitis
	· Show
· Cervical – cervicitis, cervical polyp, cervical ectropion, carcinoma
· Trauma (e.g. intercourse)
· Vulvovaginal varicosities
· Genital tract tumours – benign and malignant
· Genital infections
· Haematuria
· Unclassified bleeding
	· Vasa Praevia
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Refer to Attachment 1 - Flow Chart: Assessment and management of antepartum haemorrhage (APH)
Position the woman on her left side during the clinical assessment. 
Complete maternal observations as per recommendations in Vital Signs and Early Warning Scores – Canberra Hospital Inpatient Procedure. Documentation should be completed in flowsheets in Digital Health Record (DHR) or the maternal emergency navigator. 
Administer oxygen therapy as indicated. 
Insert two large bore 16g intravenous (IV) cannulas and collect the following bloods specimens 
· Full blood count
· Group & Hold
· Coagulation profile
· Urea and Electrolytes (UEC), Liver Function Tests (LFT’s) 
· Fetal-Maternal Haemorrhage (FMH) for all women including if Rh Negative
Other blood tests may include:
· Fibrin degradation products
· Venous blood gas if significant maternal compromise suspected.
The following fluids may be used for fluid replacement: 
· Hartmann’s solution or 0.9% sodium chloride
· Gelofusine [image: Badge Tm outline] 
· Packed red cells.
Corticosteroids should be offered to women at risk of preterm birth. Refer to CHS Preterm Labour Guideline located on the Policy and Clinical Guidance Documents Register. 
If there is significant and/or ongoing blood loss an indwelling catheter (IDC) should be inserted to accurately assess urine output. 
Continue to monitor and record blood loss in the fluid balance flowchart in the woman’s clinical record.

If persistent large volumes of vaginal blood loss and/or significant maternal or fetal compromise, an emergency caesarean section is indicated. Initiate CHS Critical Bleeding Massive Transfusion Procedure as appropriate.

In consultation with the obstetric and anaesthetic teams, prepare the woman for theatre and birth. Notify the Department of Neonatology; NICU Registrar on 61426364.
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On admission auscultate fetal heart using a doppler as soon as possible. Discuss history of fetal movements.
Commence continuous fetal cardiotocograph (CTG) monitoring if >28 weeks gestation.
Duration and frequency of CTG monitoring is dependent upon maternal and fetal condition. Refer to the CHS Fetal Surveillance Guideline, available on the Policy and Guidance Documents Register.

Ultrasound 
Bedside or formal ultrasound may be performed to assess:
placental location
fetal growth
Amniotic Fluid Index (AFI) and doppler studies
presence of retroplacental clot (Note that Abruptio placentae is mostly a clinical diagnosis and sensitivity to detect a retroplacental clot is poor, however, when the ultrasound suggests abruption, the likelihood is high).

A formal Obstetric Ultrasound may be ordered subsequently after initial management.
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Document relevant obstetric, medical, surgical and social history in the woman’s clinical record
Discuss with the woman and document history of this episode of bleeding (onset, type, associated with pain, etc.).
Consider possible causes (e.g. known placenta praevia) and triggering factors (e.g. intercourse, abdominal trauma).

Risk factors for placenta praevia 
previous placenta praevia
previous CS (risk increases with the number of CS)
previous termination of pregnancy
multiparity
advanced maternal age (>40 years) 
multiple pregnancy 
smoking 
assisted conception
deficient endometrium due to presence or history of: 
uterine scar
endometritis 
manual removal of placenta 
curettage 
submucous fibroid. 

Risk factors for placental abruption
smoking
hypertensive pregnancies
pregnancies with intra uterine growth restriction (IUGR)
trauma
advancing maternal age
male fetus
previous placental abruption
cocaine use
thrombophilia
multiple pregnancies. 
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Alert: If the woman is Rh negative, she will be ordered Rh (D) immunoglobulin (anti-D), by the obstetric medical staff member per the Prophylactic Use of RhD Immunoglobulin in Pregnancy Care Guideline.

Contact Haematology to determine appropriate tests for feto-maternal haemorrhage (FMH or Keilhauer testing, determination is based on time of day and clinical circumstance). Maternal blood should be collected within one hour, or as soon as possible after the trauma. 
Transfusion serology / haematology will issue a report with the FMH quantification within 72 hours and notify the woman's ward of the dose of RhD Immunoglobulin that is required.

Ongoing Management
Consider Magnesium sulphate (MgSO4) for fetal neuroprotection if <30 weeks.  
Monitor and record maternal observations in the appropriate DHR flowsheet (observations/antenatal/intrapartum)

Alert: Maternal and fetal observations may be required to be performed frequently (15 minutely) if the maternal or fetal condition dictates, i.e. active bleeding. 
 
Refer to Vital Signs & Early Warning Scores – Canberra Hospital Inpatients Procedure - Maternity vital signs, which can be found on the Policy and Guidance Documents Register.
Vaginal loss: note colour, amount. Check on admission then four hourly when the woman is awake, or more frequently if blood loss is considered major or massive. 
Uterine activity: note on admission then four hourly when the woman is awake or more frequently if the woman notes more intense and frequent uterine activity.
Abdominal tenderness, pain or rigidity: check on admission then four hourly when the woman is awake.
Urinalysis: complete on admission then weekly. If there is significant blood loss, record the urinary output on the Fluid Balance Chart. Insertion of an IDC may be considered. 
If there is no fresh blood loss and intravenous therapy (IVT) has not been administered, the intravenous cannula should remain in situ for 24 hours. Discuss with the obstetric team prior to removal of the IV cannula.  
In clinically stable women – advise maternal bed rest with toilet privileges until there has been no fresh bleeding for 24 hours.
Initiate measures to prevent thrombosis e.g. wearing knee high compression stockings continuously until fully mobile.
[bookmark: _Hlk64896967]Promote frequent leg exercises until fully mobile. Refer to Venous Thromboembolism (VTE) Prevention (Adults and Children) Procedure located on the Policy and Guidance Documents Register.

Delivery
There is insufficient evidence to inform the exact gestational age appropriate for delivery.  
Considerations for timing and type of birth depends on the condition of the women, severity of bleeding and gestation of the fetus. Considerations include:
haemodynamic condition of woman
if the bleeding continues or settles
if the fetus is alive 
gestation of fetus 
normality of CTG. 

The method of birth is individualised to each situation.  
If induction of labour is undertaken, it must always incorporate continuous CTG. 
A management plan for anticipated postpartum haemorrhage (PPH), should be clearly documented in the women’s clinical record notes, this includes consideration of cell saver and order of appropriate blood products. This is for management of women with APH either in Birth Suite or in the operating theatre.

Discharge criteria
Spotting: if placenta clear of os and no further bleeding.
Minor APH: 24 hours after last observation of fresh blood loss.
Major or massive APH: as per Obstetric orders. 

Discharge
Women with an APH have an increased risk of adverse perinatal outcomes such as premature birth, cerebral palsy, and sepsis. The woman should be counselled regarding these risks. 

All women will be informed to contact Birth Suite immediately if any further bleeding, abdominal pain, reduced fetal movements occur. 

· If APH caused by placenta praevia or unknown, refer the woman for serial US for growth (timing will depend on gestation).
All women with an APH caused by placenta praevia, or a cervical abnormality are not suitable to attend a low-risk midwives’ clinic. Future antenatal appointments should be adjusted accordingly.
Plan for active management of third stage of labour.
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Vasa praevia is a condition in which fetal blood vessels cross or run in the membranes in the lower uterine segment above the cervix.

These vessels are at risk of rupture when the supporting membranes rupture, as they are unsupported by the umbilical cord or placental tissue. 

Alert: 
Vasa Praevia is an emergency where the safety of the fetus is in danger as the bleeding is fetal in origin.

Antenatal diagnosis is the ideal with planned birth management to prevent any risk of the fetal vessels rupturing. 

Presentation/Diagnosis
Vasa praevia can be detected by transvaginal ultrasound during pregnancy or intrapartum.
bleeding on amniotomy or spontaneous rupture of membranes
palpable vessels on vaginal examination.

Vasa praevia Management 
Consider hospitalisation from 32 weeks according to individual circumstances. 
Elective caesarean section indicated for asymptomatic women with vasa praevia from 36+0 weeks (as per preterm birth alliance consensus)7.
Urgent caesarean section as indicated:
· spontaneous labour
· vaginal blood loss at time of rupture of membranes 
· vaginal blood loss with abnormal CTG 	
· If the fetus has demised caesarean may not be required and induction and vaginal birth appropriate.	
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[bookmark: _Hlk65065937]Outcome
Women experiencing APH are identified as early as possible, and care is provided as per this Guideline. 

Measures
Riskman reports pertaining to patient incidents relating to APH will be reviewed by area Clinical Midwifery Manager as identified. 
Identified cases of significant APH will be reviewed at weekly Maternity Morbidity and Mortality (M&M) subcommittee to ensure management per this guideline.
Identified cases where significant blood loss from APH has contributed to adverse maternal or fetal outcome will be reviewed at Monthly Maternity M&M meetings.
Maternal blood transfusion is benchmarked in Australia by Women’s Health Care Australasia. Data is monitored: through DHR data and clinical incident reports. 
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Policies
Nursing and Midwifery Board of Australia (NMBA) Requirements for Practice Policy
Informed Consent – Clinical Policy

Procedures
Vital Signs & Early Warning Scores – Canberra Hospital Inpatients procedure (Maternity Modified Early Warning Score (MEWS))
 Infection Prevention and Control Procedure
Patient Identification and Procedure Matching Procedure
Critical Bleeding Massive Transfusion Procedure
Venous Thromboembolism (VTE) Prevention (Adults and Children) Procedure

Guidelines 
Preterm Labour Guideline
Fetal Surveillance Guideline
Prophylactic use of Rh D immunoglobulin in pregnancy care Guideline

Legislation
Health Records (Privacy and Access) Act 1997
Human Rights Act 2004
Work Health and Safety Act 2011
Mental Health Act 2015 

Other
Australian Charter of Human Rights
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Cervical os: The opening in the centre of the cervix
Marginal sinus rupture: The placental marginal sinus just reaches the internal os and when the placental parenchyma might be > 2 cm from the internal os
Oligohydramnios: Deficiency of amniotic fluid
Placental Abruption: A disorder of pregnancy where the placenta separates from the uterus prior to the baby being born.
Placenta Praevia: A placenta situated in the lower part of the uterus near the cervix or wholly or partially covering the cervix. 
Show: The show is a blood-stained or sometimes bloody discharge from the uterus, often mixed with mucus. It originates in the loosening and expulsion of the thick mucus plug that blocks the cervical canal throughout normal pregnancy.
Unclassified bleeding: Bleeding in pregnancy which has no obvious cause
Vulvovaginal varicosities: Varicosities occurring on the vulva or vagina.

Back to Table of Contents
	[bookmark: _Toc389473290][bookmark: _Toc396290589][bookmark: _Toc68166250]Search Terms 



APH, antepartum haemorrhage, placenta praevia, abruption, vasa praevia, blood
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Attachment 1 - Assessment and management of antepartum haemorrhage (APH) Flow Chart
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