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D08.1 - POSTPARTUM HEMORRHAGE 

Version date: 2026-03-06 EFFECTIVE DATE: 2026-04-14 (07:00) 

PCP = PCP - ACP ICP = ICP & ACP ACP = ACP only None = EMR - ACP 

 

 PCP: Administer oxytocin
 PCP: Consider tranexamic acid

 Standard clinical approach (A01)
 If visible injury apply direct pressure
 Place baby at breast & encourage latching
 Perform uterine fundal massage 4
 Exclude uterine inversion 5

Consult VECTRS / OLMS 
as soon as possible 1

Consider intravenous fluid 
administration if evidence of 

hypoperfusion or shock 6

Has the hemorrhage 
stopped? 

ACP: Consider bimanual 
uterine compression

Yes

No

If you are closer to the Winnipeg Perimeter Highway 
than any Regional hospital, transport to the closer of 

SBH or HSC

 Initiate transport to the closer of the closest 
obstetrical center (table 1) or the closest ED

 Continue or redirect as advised by VECTRS / OLMS 2

 
VECTRS / OLMS: (204) 949-4000 
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TABLE 1: OBSTETRICAL CENTERS & OBSTETRICS-CAPABLE FACILITIES IN OR NEAR MANITOBA 

• Bethesda Regional Health Centre (Steinbach) 
• Boundary Trails Health Centre (Winkler) 
• Brandon Regional Hospital 
• Dauphin Regional Health Centre 
• Health Sciences Centre (Winnipeg) 
• Lake of the Woods District Hospital (Kenora, ON) * 
• Neepawa Health Centre 

• Portage District General Hospital (Portage La Prairie) 
• Selkirk Regional Health Centre (Selkirk) 
• St. Anthony’s General Hospital (The Pas) 
• St. Boniface Hospital (Winnipeg) 
• Thompson General Hospital 
• Yorkton Regional Health Centre (Yorkton, SK) * 

(*) Where indicated call ahead to confirm that normal obstetrical services are currently available 

 

INDICATIONS 

• Significant bleeding after delivery 

 

WARNINGS 

• Not applicable 

 

NOTES 

1. Postpartum hemorrhage (PPH) is an obstetrical emergency. It is one of the top five causes of maternal death.  

Scene time should be kept to an absolute minimum. Call the Virtual Emergency Care & Transport Resource Service 
(VECTRS) and consult on-line medical support (OMS) as soon as possible for clinical and destination decision 
support. VECTRS / OLMS can access the on-call transport obstetrician and the Child Health Transport Team (CHTT) if 
necessary. 

2. Depending on your location, transport time, and resources available at the closest destination, VECTRS / OLMS may 
direct you to an alternative destination so calling as early as possible is imperative.  

3. Normal estimated blood loss (EBL) at delivery is less than 500 ml. Post-partum hemorrhage (PPH) should be 
suspected when bleeding is estimated to be greater than this (appendix A) or signs and symptoms of hypovolemia 
are present after delivery. 

4. PPH is most commonly due to poor uterine tone, which usually responds to oxytocin administration and fundal 
massage. Other causes include placental retention or trauma to the genital tract or rectum. Uterine rupture can 
occur in a patient who delivers vaginally after a prior caesarian section.  

5. Uterine inversion is a rare but life-threatening obstetrical emergency. Exsanguinating hemorrhage can occur. It must 
be excluded before fundal massage is initiated and oxytocin is administered. Diagnostic suspicion is heightened 
when the uterine fundus cannot be palpated on abdominal examination in its’ usual postpartum position (D08.2).  

It is characterized by pain and persistent vaginal bleeding, although the bleeding may be intraperitoneal and so 
concealed. Symptom and signs of hypovolemia out of proportion to visible external blood loss should raise 
suspicion. Abdominal examination may reveal signs of peritonitis with intraperitoneal hemorrhage. 
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6. Aggressive fluid administration can result in coagulopathy, acidosis and hypothermia (impairing clotting), and 
increases mortality. While there is limited research into the benefit of permissive hypotension in PPH, consider 
targeting fluid administration to an age-appropriate lower systolic BP to maintain adequate blood flow to the heart 
and brain. Carefully and continuously reassess the patient’s level of consciousness to monitor cerebral perfusion.   

 

LINKS 

• A01 - Standard Clinical Approach 
• D08.2 - Uterine Inversion 
• M16 - Oxytocin 
• M28 - Tranexamic Acid 
• P03.1.1 - Uterine Fundal Massage 
• P03.1.2 - Bimanual Uterine Compression 

 

APPROVED BY 

  

EMS Medical Director EMS Associate Medical Director 

 

VERSION CHANGES (refer to X04 for change tracking) 

• Correction to indication (“after delivery of placenta” removed) 
• Middle box for IVF administration changed & footnote 6 added 
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APPENDIX A: CLINICAL FINDINGS WITH ESTIMATED BLOOD LOSS IN POSTPARTUM HEMORRHAGE 

BLOOD LOSS (%) BLOOD LOSS (ml) SYMPTOMS & SIGNS 

10 - 15 500 - 1000 
• Lightheadedness / presyncope 
• Mild tachycardia 
• BP may be normal (narrowed pulse pressure) 

15 - 25 1000 - 1500 

• Weakness, diaphoresis 
• Moderate tachycardia (HR > 100 beats/min) 
• Tachypnea (RR > 24 breaths/min) 
• BP near normal, but peripheral perfusion may be decreased 

25 - 35 1500 - 2000 
• Agitation or decreased LOC 
• Significant tachycardia (HR > 120 beats/min) 
• Hypotension 

> 35 > 2000 
• Decreased cerebral perfusion (altered LOC) 
• Severe tachycardia (HR > 140 beats/min) 
• Circulatory collapse 

A peri-pad will be completely soaked with approximately 250 ml of blood. A kidney basin will be filled with 500 ml. 

 


