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Objectives

§ Discuss the effect of obstetric hemorrhage on maternal 
morbidity

§ Describe the difference between estimated blood loss 
(EBL) and quantitative blood loss (QBL)

§ Identify tools needed to perform QBL

§ Discuss implementation of QBL at your institution

§ Discuss ways to overcome barriers to implementation



Background: “The Why”
Hemorrhage is…

§ Cumulative blood loss greater than 
1000mL or any amount of blood 
loss with hypovolemia related 
symptoms (ACOG, 2017).

§ The leading cause of maternal 
morbidity and mortality on days 0-
6 postpartum (AWOHNN, 2015).

§ Accounts for 11% of maternal 
deaths in the US (ACOG, 2019).

§ 54-93% of these deaths 
preventable (ACOG, 2019).

§ 20% of women have no risk factors 
(JC, 2019).
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National Data:

CDC, Pregnancy Mortality Surveillance System

Hemorrhage



SC Data:

SC Maternal Morbidity and Mortality Review Committee, Legislative Brief, 3/2021
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§ The Alliance on Innovation on 
Maternal Health (AIM) purpose is 
to “equip, empower and 
embolden every state, perinatal 
quality collaborative, hospital 
network/system, birth facility and 
maternity care provider in the U.S 
to significantly reduce severe 
maternal morbidity and maternal 
mortality through proven 
implementation of consistent 
maternity care practices.”
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 READINESS 

Every unit
 ! Hemorrhage cart with supplies, checklist, and instruction cards for intrauterine 
balloons and compressions stitches 

 ! Immediate access to hemorrhage medications (kit or equivalent)
 ! Establish a response team - who to call when help is needed (blood bank, 
advanced gynecologic surgery, other support and tertiary services) 

 ! Establish massive and emergency release transfusion protocols (type-O 
negative/uncrossmatched)

 ! Unit education on protocols, unit-based drills (with post-drill debriefs)

 RECOGNITION & PREVENTION 

Every patient 
 ! Assessment of hemorrhage risk (prenatal, on admission, and at other 
appropriate times) 

 ! Measurement of cumulative blood loss (formal, as quantitative as possible)
 ! Active management of the 3rd stage of labor (department-wide protocol)

 RESPONSE 

Every hemorrhage 
 ! Unit-standard, stage-based, obstetric hemorrhage emergency management 
plan with checklists 

 ! Support program for patients, families, and staff for all significant hemorrhages 

 REPORTING/SYSTEMS LEARNING

Every unit
 ! Establish a culture of huddles for high risk patients and post-event debriefs to 
identify successes and opportunities

 ! Multidisciplinary review of serious hemorrhages for systems issues
 ! Monitor outcomes and process metrics in perinatal quality improvement (QI) 
committee 



EBL vs QBL§ Estimated Blood Loss (EBL)
§ Common practice of measuring and 

documenting blood loss at delivery.

§ Underestimation – delayed or missed 
treatment.

§ Overestimation – unnecessary treatment.

§ Estimates can be 30-50% less than actual 
volume (AWHONN, 2015).

§ Quantitative Blood Loss (QBL)
§ Objective method to measure and document 

blood loss at delivery.

§ Collection drapes and weights of blood-
soaked items.

§ 15% error rate (AWHONN, 2015; ACOG, 
2019).

§ Accurate recognition and treatment of PPH 
leads to improved maternal outcomes.



What is your best 
“guess-timation” 

of blood loss?



Old school vs 
new school



Hemorrhage: How Much is too Much?
n > 500 mL for vaginal delivery and > 750 mL for C/S

¨ BUT 500 mL for NSVD is the average
¨ 750 mL for C/S is average
¨ And for most women well tolerated

n WHO defines
¨ EBL of > 500 mL an “alert line” 
¨ > 1000 mL an “action line”

n ACOG (reVITALize)
¨ Cumulative EBL > 1,000 mL for either vaginal or cesarean birth 

with enhanced surveillance and early interventions, as needed, 
for 500-1000 mL

n 4-5% of women > 1000 mL - A clinically significant amount!!

1/3 of women 
with > 1000 ml 
NO risk factors



Maternal Physiology: Cool Facts
n Blood volume

¨ 60 kg gravid women about 6 L by 30 weeks
n Uterus weight

¨ Pre pregnancy: 40 – 70 grams
¨ Third trimester: 1,200 grams

n Uterine cavity capacity
¨ Pre pregnancy: 10 mL
¨ Third trimester: 5,000 mL

n Blood Flow
¨ Pre pregnancy: 2% cardiac output
¨ Third trimester: 17% cardiac output: 600 – 800 mL/min



Trauma Assessment of Blood Loss
Class Blood Loss

Volume
Total 
Deficit

Signs/Symptoms

I <1000 mL 15% Orthostatic Tachycardia
II <1500 mL 15-25% Resting tachycardia, 

orthostatic hypotension
III <2,500 mL 25-40% Resting hypotension,  

oliguria
IV >2,500 mL >40% Obtunded,

Cardiovascular 
collapse



Early Recognition: Cumulative QBL
§ Measuring QBL from delivery through any potential PPH gives a 

more complete picture of blood loss.

§ Example:

§ Delivery - 700mL blood loss

§ PPH – 800mL blood loss

§ This patient is now a stage 3 on the obstetric hemorrhage algorithm

§ Quantification of blood loss contributes to earlier use of uterotonics, 
reduction of blood transfusions and improved outcomes (AWHONN, 
2021)

§ Hypovolemia is a LATE SIGN of blood loss.

§ Failure to recognize PPH blood loss is the leading cause of maternal 
M&M.

§ Women die due to delayed initiation of effective interventions.



§ After the introduction of the program there was a significant increase in the use of 
uterotonic medications (P < .001), intrauterine balloon tamponade (P = .002), B-Lynch 
suture placement (P = .042), uterine artery embolization (P = .050), and cryoprecipitate use 
(P = .0222). Concomitantly, the number of days between admissions to the intensive care 
unit for PPH increased.

Einerson BD, Miller ES, Grobman WA. Does a postpartum hemorrhage patient safety program result in sustained changes in 
management and outcomes? Am J Obstet Gynecol. 2015 Feb;212(2):140-4.e1. doi: 10.1016/j.ajog.2014.07.004. Epub 2014 Jul 11. 
PMID: 25019484.



§ Implementation of obstetric hemorrhage bundles are 
associated with improved clinical outcomes

§ Further research is needed to evaluate QBL efficacy on 
reducing maternal hemorrhage-related morbidity

ACOG Committee Opinion #794 Quantitative Blood Loss in Obstetric 
Hemorrhage (2019)



Performing QBL

QBL Vaginal delivery

https://www.youtube.com/watch?v=F_ac-aCbEn0

https://www.youtube.com/watch?v=jjy2Uevf7MM

QBL Cesarean Section

https://www.youtube.com/watch?v=og9FTq9ZuQM

https://www.youtube.com/watch?v=F_ac-aCbEn0
https://www.youtube.com/watch?v=jjy2Uevf7MM
https://www.youtube.com/watch?v=og9FTq9ZuQM


Performing QBL 
for vaginal 
deliveries…



CHECK FLUID IN 
UNDER 
BUTTOCKS 
DRAPE AFTER 
BABY  BEFORE 
PLACENTA.

MOST OF THIS 
WILL BE 
AMNIOTIC 
FLUID, URINE, 
STOOL

Awhonn.org



RECORD 
VOLUME AFTER 
THE PLACENTA

SUBTRACT 
VOLUME FROM 
BEFORE 
PLACENTA

Awhonn.org
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§ BRING SCALE INTO ROOM BEFORE BABY OR 
SUPPLY EACH ROOM WITH ITS OWN SCALE

§ PUT ON A CHUCKS PAD TO KEEP IT CLEAN

§ DON’T FORGET TO ZERO SCALE

§ REMEMBER TO PUT ALL CLOTS & USED 
SPONGES ONTO SCALE



THE QBL PROCESS IS EASY AS….

2
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Don’t forget 
to…

§ COMMUNICATE

§COMMUNICATE!!

§COMMUNICATE!!!!!!!!

The doctors and nurses must communicate for QBL to be 
a success!



START SMALL
and 

PRACTICE

§ Pick 1 expected vaginal delivery patient in a shift to start

§ Discuss with the team-

§ “ We are going to do QBL for LR4, let’s quickly go over the steps” 

§ Do it, ( Buddy System, use support system to do the math)

§ Debrief: “ Hey team… how did that go?”

§ Plan for next patient

§ Share your recommendations with champions



Quantitative 
blood loss at the 
time of cesarean 

section



DOCUMENTATION…
the “who, what, 

when and where..”



QBL 
Work Sheet

An example of our 
QBL worksheet  
present in all L&D 
rooms worksheet



Drape Volumes



§ Cumulative QBL will automatically  flow 
to the intake/output activity tab and 
flowsheet



Cumulative QBL 
documentation 
with continued 

PPH



Barriers to 
implementation





DOESN’T THIS 
TAKE TOO 

LONG?

§ On average, once the process if fully implemented it 
takes…

2 MINUTES
Cmqcc.org



Overcoming 
barriers… and 

lessons learned

§ Practice and remember to COMMUNICATE

§ Engage all team members by assigning 
multidisciplinary team leads/champions for QBL 
(nursing, residents, attendings, etc) 

§ Recognizing that EVERYONE on the team is key to 
driving change

§ Set realistic goals and be flexible in your timeline 
while team members adjust to this new process

§ Analyze and publish outcomes showing the process 
measures and improved clinical outcomes

Bottom line: Quick recognition and treatment can 
save your patient’s life
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