S,OME THOUGHTS ON POSTPARTUM HEMORRHAGE
by Lisa Goldstein, CPM, CNM

U

terine hemorrhage, one of the
most dangerous conditions
faced by a mother in the imme
diate postpartum period, is an always
possible scenario for which all birthcare
providers must remain on alert. It is also
an issue that strikes fear in many
who have managed this compli
cation at its worst, who then of
ten fear it more from that time
forward.
Having dealt with a number
of postpartum hemorrhages,
some less successfully than oth
ers, I watch for a few things that
have become red flags. The
most authoritative books all say
that the huge majority of hem
orrhages are from "uterine
atony" (Varney 1997: 533; Wil
li"ams et al. 1993:616; and
Gabbe et al. 1996: 517). What
brings about this lack of uterine
muscle tone? It has become
clearer to me over the years that
it may be perhaps a combination
of both pre-existing emotional
patterns, and physical (struc
tural) and physiological re
sponses. I do not fear the hem
orrhage in the ways I used to,
but I am always on the alert for
it. There are some preventative
actions and immediate treatment
that I believe can help to avert a
greater disaster.
Since the bulk of my practice has been
at home and often on a mountaintop quite
far from a hospital, it is even more impor
tant to treat any abnormal uterine bleed
ing early and to stay attentive. Caution
and common sense often mean choos
ing to remain at home for care rather than
transporting in the middle of what can
be a truly life-threatening situation.
A note should be made here about
the difference between the post-placen
tal delivery hemorrhage and one that is
the result of partial separation of the pla-
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centa (from the uterine wall). Hemor
rhage before the complete birth of the
placenta can be very severe and happen
without much warning. In this case the
uterus is still supplying the placental bed
as if it were supporting the life of a term

fetus, with the normal 500 cc per minute
of blood flow (Blackburn & Loper
1992:72). The uterus, however, has re
leased the baby, but due to the lack of
placental detachment, it is failing to con
tract as it should under this circumstance.
The uterine wound of the detached area
will be pouring out blood. You must act
quickly in this event. Resist the tempta
tion to pull too hard on the cord as a way
to extract the placenta. Some cords are
quite fragile and can tear off, leaving you
in a then much more difficult position. I
have even witnessed a uterus pulled en-
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tirely out by this desperate technique.
Ifthe mother is slim enough, and there
is not an abnormally attached placental
area, you may be able to get this placenta
to detach by an action that resembles
squeezing a cherry to pop out the pit.
Both hands are placed on either
side of the uterus (not on the
fundus) and begin compressing
toward each other. Stand to the
mother's side and work with
strong steady pressure, slightly
lifting the uterus up (toward her
chest) while compressing, which
will often in itself help the uterus
to contract and expel the pla
centa. The pressures of the
hands work toward one another,
with greater proximity at the top
of the uterus than the bottom; in
other words, press the mass of
the placenta toward the cervix,
slightly. Before you begin, ex
plain to the mother what is hap
pening, what you are about to
do, and why. The mutual trust
yon have built during the pre
natal period will help tremen
dously. Depending on the rate of
bl.::.oci flow, the mother may have
~ime to push the tardy placenta
out on her own fIrst, or you may
have to act more quickly. This
cherry-pit technique seems to
work in greater than 60 percent
of these cases. If it doesn't and bleeding
is brisk, you cannot dally. You must go
in after the placenta because this 500 ml/
minute (or more) loss can deplete the
mother within moments. If her condi
tion is weakened (poor health, long la
bor, or the emotional factors that will be
discussed), and there is time, try to get
something nourishing down her to boost
her strength. I like Vegex vegetable
bouillon; I have seen women with no
color in their faces pink up while they
take the fIrst few sips. Miso broth is also
excellent, better still if it has seaweed in
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it. I carry Vegex in my kit just for this
possibility. Giving oxygen to the mother
by mask can help increase the oxygen
ation of her plasma; this appears to give
strength to her muscle tone as well as
improving her status in general.
All else has failed, so now you have
to fetch the placenta. Depending on her
condition and how much blood she is
losing, you must gauge how quickly you
will act. However, you must never act
so brusquely that you risk damaging her
tissues or cause her to fall more rapidly
into shock from an abrupt increase in
pain. Make eye contact and tell her that
her placenta is still not out, she is bleed
ing, and you have to go after it. Tell her
that you will explain it all to her later,
but right now you have to work quickly.
With one hand create some light trac
tion on the cord, and with the other hand
follow it up into the uterus like a path
through the woods. When you get to the
cervix form your fingers as closely to
gether as you can to make a wedge to
get through the opening. Most often it
is still very open; remember, your hand
is much smaller than the baby's head that
just came through that same opening.
You may not feel the edge of the cervix,
perhaps realizing only after noticing the
surface of the placenta at the end of the
cord that you have passed through the
cervical opening. Needless to say this
will be uncomfortable to her, but if it is
very painful you may be trying to push
through in the wrong area. Stop for a
moment and try to evaluate where you
are. You may be in the vaginal vault
(which you can perforate, as you can the
uterus), rather than through the cervix
(which is where you want to go).
The other possibility is that part of
the placenta may be hanging out of the
cervix, covering one edge of it, confus
ing what you think you are feeling.
Travel with the surface of your hand
which now should be flattened, to an
edge of the placenta. Your outside hand
should have been re-positioned just be
fore this action to now be on the abdo
men, acting as a barrier by helping sta
bilize the uterus and keep it from rais
ing away from your reach. This hand
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should remain very still, flattened, and
cupping the fundus gently. Too much
movement and fiddling around by this
outside hand is not beneficial at this time.
The inside hand will now hunt the mar
gin of the placenta for a loosened edge.
If there were a border of the placenta
outside the cervix, this area would be the
perfect place to start. The idea is to lift
the placenta off the wall of the uterus
imagining a cold fried egg stuck to a
paper plate-with your hand under it,
gently acting like a spatula moving back
and forth, gently lifting but trying not to
either pop the yolk or tear the plate.
Sometimes you will feel a textural
change in part of the area of the placenta
that is still attached. Often a small area
of placental tissue may have adhered to
the wall and was either not ever a part of
the body of the placenta (a satellite lobe),
or is a lobe that may have been left be
hind when the neighboring placenta
separated. Continue over the entire sur
face of the uterus, quickly but gently
hunting for wayward parts. When you
have investigated the surface and all is
loosened, try to wad what you have into
one mass. Occasionally this is not pos
sible and you may have to go back in
for the rest. Most often, you can grasp
the mass of parts twisted up in the mem
brane bag and pull them gently out.
Membranes that remain attached to the
inside of the uterus tend to peel off more
completely when twisted out slowly.
Toward the very end of this process use
an easy seesaw motion as the membrane
parts exit the introitus. Trailing mem
brane strands that come out last can of
ten be expelled most simply by asking
the mom to cough a few times. The slight
intra-abdominal pressure created by this
action will usually plop them right out.
If not, gentle traction with a sponge for
ceps may be needed. However, immedi
ate action toward getting the uterus to
contract must not be delayed unless it is
obvious that everything has not been
retrieved. Things usually tighten right up
as soon as the culprit is out. Briefly de
lay efforts to get uterine contractions
only if you have to go back in for missed
parts. Wrap your gloved hand first in an
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opened, sterile-gauze square. This will
give traction to this surface, and you can
more easily scrub up little pieces to get
them out. While you are doing this seek
and-find-journey, someone else should
be inspecting the placenta to see how
much may be missing. This, however, is
a notoriously non-exact science. Do the
best you can. If there are any questions
about the mother's physical condition at
this point or completeness of what you
have removed, transport, and take what
you have already retrieved with you!
In the case of hemorrhage as well as
other complications the question of when
to transport usually arises. This must be
answered on an individual basis at the
moment. Here's where the decision-mak
ing skills and the courage of the midwife
get tested. How far away from help are
you? What are the road conditions like?
How is the weather? Would you prefer to
be doing a manual removal while en
route? Is it dark, will it be in a cold car?
What is the mother's status? What are her
vital signs? Are they getting better or
worse? (Remember, her vital signs have
a few minutes delay from what is actu
ally happening at that moment in her
body.) How long will it take for an am
bulance to get there? Did you leave a map
to the house with the local ambulance
service, or will someone else have to give
them good directions over the phone? It
will be quicker to get into a car and go,
but you will have better conditions in an
ambulance. Can you spare the time for
the wait? What is the political climate
where you are? (In times of real medical
emergency you must NOT think of your
own hide! You must think only of the
outcome to the mother, otherwise you are
in the wrong profession.)
Any woman who has had to endure
a manual extraction of her placenta will
need closer postpartum observation for
infection. It happens less often than one
might expect, as the excessive bleeding
cleans out most of the germ intruders
that you have carried in on your sterile
gloved hand. However, the bleeding has
further compromised her immune sys
tem and her general strength to recover,
and she will have fewer white blood cells
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to fight off infection because she lost so
many. She will need immune support,
either through herbal and/or homeo
pathic, or even early antibiotic use at the
very first hint of infection. Many care
providers routinely use prophylactic oral
antibiotics after this procedure.
The mother will also need
fluid and electrolyte replace
ment. Depending on your site,
your training, the condition of
the mother, and your and her
preferences, this can be by oral
and/or intravenous route. Resist
the temptation to oversaturate
her solely by IV means. Oral
fluids can bring needed nutri
ents as well as the liquids her
body needs. However, in an
emergency, IV fluids can be life
saving. I ask the family to get
several quarts of the natural electrolyte
replacer drinks called Recharge or Third
Wind to have on hand before labor even
starts. In a pinch the clear Gatorades
from the grocery store are useful, too.
Ask her what she'd prefer to have at this
time, because she may have a specific
craving for more salt or a more sweet
tasting fluid replacement. I tend to avoid
cold things after a bleed, preferring to
change room temperature or to offer
warmed foods and beverages. She has
lost much heat as well as blood, and
warmed liquids are digested far more
rapidly and easily than our culturally
preferred ice cold drinks. After a blood
loss, attention should be paid to a
woman's physical comfort as well as her
emotional state of depletion. Even as she
rests she needs frequent but gentle moni
toring to be sure that her equally ex
hausted uterus does not succumb to re
laxation. One can easily slip a warm
hand under the covers to check the sta
tus of the uterus.
In the late 1960s and early 1970s
before moving to western North Caro
lina, I was fortunate to work with a very
wise OB/Gyn who did homebirths in the
Philadelphia area. He was a courageous
man who believed in the inherent safety
of homebirth, and at the risk of great peer
criticism attended many. He taught me
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a number of valuable lessons, some of
which relate to hemorrhage. Dr. John
Carpenter had a strong sense of the nor
malcy of birth, but also wisely knew
when to intervene. He was the first of
my teachers to tell me to "trust my guts."

thing sooner than this is too much bleed
ing. When that little trickle is coming
out, how else can you evaluate how
quickly it is coming? The blot and count
method is a useful indicator. After all, it
is often those subtle trickles of bleeding
that are the most dangerous.
Women have been known to
slowly bleed to death in their
sleep, especially if given pain or
sleeping medicine. The rapid
gushers are obvious; those insidi
ous trickles are not. I remember
reading somewhere many years
ago that on average, death from a
postpartum hemorrhage occurred
five hours after the birth.
The third lesson on hemor
rhage I learned from my mentor
in Philly was how to properly
"Magic is afoot" by Annie Ocean
massage a uterus. This last one

He said if everything looked terrible on
paper (her chart) but your guts feel okay,
she'll usually be okay. However if your
guts are uneasy, even if she has a per
fect history, keep on the alert. He was so
right about this. Instinct has saved many
babies and mothers. It is that
undocumentable skill that all good mid
wives, some of whom are physicians,
depend on to give good care. So I have
sometimes transported when I just felt
antsy. At these times we were very for
tunate that the real problems didn't show
themselves until after we got to the hos
pital. Having a good relationship with the
local hospital and your medical commu
nity is mandatory for this kind of trans
port to be smooth. It is also what can save
babies and mothers. Transport early, not
late if you possibly can. When you doubt
what to do in any situation, think of the
worst thing that could happen if you did
X and the worst thing that could happen
if you didn't do it. The outcome you could
live with for the rest of your life makes
the decision.
Another one of the Dr. John tricks
was to "blot and count." That means
when you are observing her vaginal
bleeding after the placenta is out, you
blot the stream and count how many sec
onds pass until it starts to bleed again. It
should be three seconds or longer. AnyWINfER 1998

has become almost a soapbox issue for
me. Everyone has been trained to "mas
sage the fundus," right? Well, it is rarely
the fundus that bleeds! If you look in
almost any obstetrical or midwifery text
book you will see an illustration of how
the uterus pulls up on itself in labor. The
fundus becomes very much more thick
ened than the walls, which then taper
down, getting thinner toward the cervix.
So unless the placental implantation site
is entirely in the fundus, the bleeding site
will be where the placenta was, on the
thinner side walls. This area has far less
endometrial fibrous tissue with which to
contract down upon the vessels that sup
plied all that blood to the placenta. So it
is not the fundus that needs all the atten
tion! Massaging the fundus also creates
more pain than focusing on the side
walls, may actually damage some of the
supporting structures of the woman's
uterus, could push the fundus down into
the uterine cavity if there is very low tone
(causing an inversion and/or prolapse)
and could delay what you needed to do
in the first place: get it into firm tone.
Massage the sides of the uterus! If you
also lift up just slightly on the uterus this
will elicit a response from the stretch re
ceptors, and the uterus itself will help you.
You can feel this happening under your
hand. The only value to even touching
11

the fundus is to evaluate how elevated it
is in the pelvis as a landmark. Massage
the sides, and please be aware of your
touch. We have all seen the tortuously
painful uterine dominatrix, the one who
turns the woman pale with pain. This is
plain cruelty! The massage should be
firm but gentle. And what does that
mean? Well, I think Ina May Gaskin's
words describe it the best: "treat it like a
dick; you want to keep it firm, but you
don't want to hurt it." Enough said.
Another kind of problem happens at
times: the cork in the cervix phenom
enon. It would seem that for some rea
son when there is something in the cer
vical os, such as a piece of membranes
or a clot, the uterus gets confused. It may
even cramp, enough to be quite painful
to the mother, but it doesn' t contract in
the way it is supposed to. She hurts, but
she's also bleeding too much because the
unified tone of the myometrium is lax.
What has to happen? The cork needs to
come out. Sometimes pressure from the
sides of the uterus will do it (the cherry
pit thing), but often the best treatment is
to retrieve the offender from below, ei
ther with a gloved set of pincer fingers
or a sterile, sponge forceps. Very slow
gentle traction has to be maintained to
allow the object to slip out rather than
break off. Again, having the mom cough
a few times at this point often helps the
piece slide out easier. Sometimes there
is more at the end of this plug than you
would expect, so feel for the end of the
piece with slow cautious movement. Oc
casionally, another piece shows up in the
next few hours, so she should not be left
alone. She should be frequently checked
for uterine tone and lochia volume.
Can you predict who is going to
bleed? All the books have lists. Previ
ous history of hemorrhage is the fore
most consideration of course, but there
is another one I look for that is not in
the books. After a particularly big
gusher, I figured this one out. Upon
mentally reviewing the past bleeders
over the years, almost every one of them
fit the pattern-it was one of those
''Aha!'' moments. So here's the theory:
there's a certain kind of scenario that
12

seems to play out when the woman re
ally wants to be pregnant more than her
partner does. This state of emotional
blackmail means that the woman has to
keep being nice and cheerful, keep try
ing to make everything okay in the rela
tionship. She has to keep making it up
to her partner for the fact that she is preg
nant. She does not get the nurturing that
she needs and should have in the preg
nancy. She is running on empty much
of the time. She does most of the work
in the relationship and the house, both
physically and mentally. She often has
to push herself with stimulants (caffeine
and sugar) to be able to do it. Her gen
eral physical constitution gradually
weakens. The relationship can be abu
sive or just emotionally unavailable, but
it is not balanced with the amount of
energy she is having to put into it. She
manages to get herself through labor, of
ten on sheer will alone, and usually it is
a long labor due to the deep depletion
of her core energies. She may get her
placenta out okay, but then she is totally
spent. There is nothing left, and she
bleeds. And bleeds.
Other authors are writing articles about
hemorrhage in this issue, so I will not waste
time talking about the use of oxytocics
or the classic bimanual compression.

What can you do to help to
prevent hemorrhages?
1. Anyone who has attended any of
my lectures will know that using alfalfa
tablets is one of my favorites for almost
anything that ails a woman in pregnancy.
I could ramble on for pages about the
uses and ~enefits of alfalfa. And no,
sprouts Wi.l~ not do. Sprouts are a nice
food, but a¢tually the sprouts have an
enzyme in them that can work against
the clotting factors if too many of them
are eaten. Mature alfalfa leaves do not
act in this way. Taking alfalfa tablets
helps pregnancy in many ways: blood
count goes up, cheeks get pink, energy
improves, and there is less heartburn and
constipation. Taking two tablets after
meals is the usual amount, six to eight
in a day. If the woman has not had a very
good diet I have her start with one the
first day, two the next, gradually build-
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ing up to the six to eight; otherwise she
may get the runs and will not be very
happy with this reaction. If she has very
poor bowel bacterial flora she may get
gassy for the first week, but that will
improve as the intestinal environment
does. Using miso broth (not too hot or it
will kill the good bacteria) or those tasty
chewable acidophilus tablets will help
improve digestive flora as well.
2. Learn to recognize the emotional
scenario described previously. Get help
for the couple if at all possible. If you do
not feel qualified or do not have the time
to help them, you must try to refer them
to someone who can help. If you feel
they are stuck or it has become a normal
pattern for them (which they are not in
terested in changing), be ready for what
may come. You may want to suggest that
they birth in a place with less risk such
as a birth center, a friend's home closer
to the hospital, or a hospital. Try not to
get pulled into the emotional blackmail
situation where you know that if you do
not help them they will do it themselves
without you (and you'll feel responsible
for the outcome). I have been there. It's
usually a bad scenario for all involved.
3. Evaluate the woman's nutrition.
The better the quality food she eats, the
less likely she will bleed. If she is strong
and healthy she will respond better to
labor and birth. Nutrition may not be ev
erything, but it sure is a huge piece of
the puzzle. Try not to be judgmental cul
turally, and try to be creative within
someone's comfort level, as food is such
an emotional issue in itself. That's why
I like alfalfas so much, they help to cover
the nutritional gaps. Over consumption
of sodas will deplete her of calcium due
to the high phosphorous content, and this
can lead to muscles that do not respond
as efficiently in labor or after the birth.
The uterus is muscle.
4. Tell the birthing woman the cor
rect script ahead of time. I remember
hearing Valerie EI Halta talking about
this in the New York Midwifery Today
conference last fall. It's that midwife
voice that my preceptor/mentor/friend
Beth Korb talked about in clinicals. It
can tell someone to stop bleeding, and
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they often will just do it. It is why the
midwife/mother relationship is so valu
able. There is a trust there, a bond and a
mutual respect. Valerie said that she just
tells them after the birth that "in eight
minutes your uterus is going to contract,
and your placenta will just come right
out" (forgive me, Val, if I do not have
the words exactly right). This also
brings up the issue of religion-I have
seen a woman told to stop bleeding by
someone she trusted from the point of
view of her religious faith. Her faith
helped her return mentally and stop
bleeding. I have witnessed this and was
grateful for it.
S. Know your limitations. Are you
exhausted or calling home to check on
the kids when you should instead have
your hand on the mother's uterus mak
ing sure it is okay? I have made this mis
take and paid for it myself. After the pla
centa is out and you've done a good job
of keeping the uterus massaged (not too
rough, and from the sides), it seems to
get the idea and has less chance of going
soft later. I like to work on it for at least
a full five minutes after the placenta is
delivered, especially if she is a multi
para. Often the terrible afterbirth pains
that multips can have will be totally pre
vented by cautious, sustained attention
to the uterus in the immediate postpar
tum. The pain of contracting comes
from the uterus having to pull back
down to shape. Therefore, if it has not
been neglected in the first place and has
been allowed to relax, it may never
bother her with pain. If the mom is not
nursing in that first hour, I try to make
sure she or someone else has a hand on
the uterus, keeping it firm by gently
massaging it. If it is staying that way on
its own, an occasional check every five
minutes can prevent further problems.
6. Make sure her bladder is empty. If
it is full it can impede uterine contrac
tion. When the mother was pregnant, fre
quent bladder pressure reminded her to
go. Once the baby is out, the pressure is
off and her bladder can fill without her
even knowing it. This displaces the uterus
abnormally and can encourage atony.
Be sure the bladder is empty, and teach
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the mother why this is so important.
7. Use alternative treatments. I have
had good success with angelica root (An
gelica atropurpurea) tincture to encourage
placentas to separate, and shepherd's purse
(CapseUa bursa-pastoris) tincture to help
slow uterine bleeding. I use an herbal
tincture made of chamomile (Matricaria
chamomilla & Chamomilla recutita),
ironweed (Vernonia glauca), and catnip
(Nepeta cataria) that I call Cramp Mix
for abnormally painful uterine cramping.
The Cramp Mix is not used until at least
twelve hours after the birth, because it
tends to relax the muscles, which is not
what you want if your aim is to make the
uterus contract to reduce bleeding. There
are also sites on either side of the big toe
nail that can be used in acupuncture to help
stop a uterine hemorrhage; I have seen
this work very well. To find them, draw
an imaginary line from the top and the
sides of the toenail; the points are located
where the lines intersect (Lv 1 & Sp O.
8. Pay attention to psychosocial de
tails. A close relationship with your mid
wifery client benefits you both. You are
able to see places where she may need
some help, nurturing or support. She de
velops, hopefully, a trust in you that will
help strengthen the relationship needed in
labor. When making prenatal home visits,
I have always felt as if families invited
me into their hearts as much as into their
homes. It always seemed as if the rela
tionship became far closer after that first
home visit. Home visits also give you
subtle messages about the relationship, the
family dynamics, and the nutrition that are
not as obvious during the office visits.
One can never fully predict which cli
ent will have a postpartum hemorrhage,
nor which one will react with a moder
ate response to the same volume of blood
loss that places another client nearly into
shock. Differences in body mass can ac
count for some of the variability, but not
always. In the end we must conclude that
uterine hemorrhages are multi-factorial
in both cause and control. They demand
much care-provider attention, as well as
long-term follow-up. However, a little
preventive caution and treatment often
can help prevent greater blood loss and
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prolonged recuperation. The better you
know your client and her family, the bet
ter you will be at helping prepare for and
perhaps even prevent some of the big
ger problems of postpartum hemorrhage.

~

Lisa Goldstein, CPM, CNM has been
attending births since she was twelve
years old. Her three sons were born at
home in the 1970s. She lives in the
mountains of western North Carolina,
where she has been the only legal direct
entry midwife since 1983. Recently she
returned to school to be trained as a
CNM, which will enable her to collect
Medicaid payment as well as provide a
greater spectrum of care to her
community.
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