Heavy bleeding during labor explained

" ,

.sf"\/‘f; .

Ui
What heavy bleeding during labor can mean

Some vaginal bleeding can occur near the beginning of labor. As the cervix
softens, shortens, and opens, mucus from the cervical canal may be released
with a small amount of blood. This is often called a bloody show. It is usually
mucus-like, streaked or pink-brown rather than a sustained flow of fresh blood.

Heavy bleeding during labor is different. It may be bright red, soak pads or
linens, form clots, or continue rather than appearing as a one-time mucus
discharge. The amount visible externally does not always reflect total blood
loss, because blood can sometimes collect internally or be mixed with amniotic
fluid. For that reason, clinicians consider the bleeding pattern alongside

blood pressure, pulse, mental status, pain, uterine tenderness, contraction
pattern, and fetal heart rate.

Any new heavy bleeding in labor warrants immediate notification of the
obstetric team. If labor is occurring outside a hospital or birth center,
contact emergency services or the responsible maternity clinician without
delay. Do not drive yourself if you feel faint, weak, confused, short of
breath, or have severe pain.



Potential causes before the baby is born

Bleeding in late pregnancy or labor has several possible causes, and it is not
possible to identify the cause reliably from bleeding alone. Placental
abruption during labor occurs when part or all of the placenta separates from
the uterine wall before delivery. Bleeding may be visible or concealed, and
concerning features can include persistent abdominal pain, a tender or rigid
uterus, frequent contractions, and a concerning fetal heart rate pattern.

Placenta previa, in which the placenta lies over or near the cervical opening,
can cause painless bright-red bleeding. When placenta previa is known or
suspected, a digital vaginal examination is generally avoided until placental
location has been assessed, because examination may worsen bleeding. Vasa
previa, a less common but critical condition involving fetal vessels near the
cervical opening, can also present when membranes rupture and requires
iImmediate specialist action.

Other possibilities include cervical or vaginal trauma, infection-related
cervical friability, uterine rupture, or bleeding associated with a clotting
disorder. Uterine rupture is uncommon but potentially catastrophic; risk is
higher in some people with a prior uterine scar. Sudden severe pain, loss of
fetal station, altered contractions, maternal instability, or fetal heart rate
abnormalities may raise concern. The team evaluates these findings urgently
rather than relying on one symptom in isolation.

Why assessment is rapid and structured

When significant bleeding is suspected, care teams work in parallel. One group
assesses airway, breathing, circulation, consciousness, and vital signs, while
another evaluates fetal well-being and seeks the source of bleeding.
Intravenous access, blood tests, and preparation for blood products may occur
early because visible blood loss can underestimate physiologic impact.

Quantitative blood loss assessment is preferred when feasible. Rather than
relying only on visual estimation, staff may measure blood collected in
calibrated drapes or suction containers and weigh blood-soaked materials. This
improves recognition of escalating loss, although clinical condition remains
central: a person can be seriously unwell before a numerical threshold is



reached.

Laboratory assessment may include a complete blood count, blood group and
antibody screen or crossmatch, and coagulation studies. Ultrasound can
sometimes inform placental location or other concerns, but it must not delay
treatment when there are signs of instability. Continuous fetal monitoring is
often used when it is appropriate and available. Depending on the suspected
cause and stage of labor, delivery may need to be expedited, sometimes by
cesarean birth.

Bleeding after delivery and postpartum hemorrhage

Bleeding risk does not end when the baby is born. Postpartum hemorrhage is
commonly defined as cumulative blood loss of at least 1,000 mL or blood loss
accompanied by signs or symptoms of hypovolemia within 24 hours of birth,
regardless of delivery method. Hypovolemia means the circulating blood volume
Is insufficient to meet the body’s needs. Clinicians also act before this

threshold when bleeding is brisk or the patient’s condition is concerning.

A useful framework for postpartum bleeding is the "four Ts": tone, trauma,
tissue, and thrombin. Tone refers to uterine atony after delivery, when the
uterus remains soft rather than contracting firmly. This is the most common
cause. Trauma includes lacerations, hematomas, or operative injury. Tissue
refers to retained placenta after birth or retained placental fragments that
prevent effective uterine contraction. Thrombin refers to impaired clotting.

Normal postpartum bleeding, known as lochia, should not be confused with an
acute hemorrhage. Lochia is expected to change over days and weeks after birth.
In contrast, rapidly increasing blood loss, recurrent large clots, dizziness,
palpitations, fainting, pallor, chest discomfort, or shortness of breath

require urgent clinical evaluation. Do not assume that apparently modest
bleeding is harmless if you feel systemically unwell.

How clinicians treat obstetric hemorrhage
Treatment is tailored to the cause while resuscitation proceeds. For suspected

uterine atony, clinicians commonly perform uterine massage and use uterotonic
medicines to encourage a firm contraction. The specific medicine depends on the



clinical setting and individual factors, such as blood pressure, asthma
history, or other contraindications. Intravenous fluids and warming measures
may support circulation while the team monitors response.

Tranexamic acid may be used early in postpartum hemorrhage as part of a broader
treatment strategy. It reduces breakdown of blood clots; it does not replace
treatment of the underlying source. If trauma is causing bleeding, repair of a
cervical, vaginal, or perineal laceration may be required. If retained tissue

IS suspected, manual removal or uterine evacuation may be considered by the
obstetric team.

When bleeding continues, teams may use uterine balloon tamponade, which applies
pressure inside the uterus, or proceed to operating-room interventions. These

can include compression sutures, arterial procedures in selected settings, or
hysterectomy when life-saving control of bleeding cannot otherwise be achieved.
Blood components may be transfused according to the degree of loss, laboratory
results, and clinical condition. These escalating measures can sound

frightening, but they reflect coordinated efforts to restore circulation and

stop bleeding promptly.

Risk factors, preparation, and communication

Hemorrhage can occur without warning, and having no recognized risk factor does
not eliminate the possibility. Still, clinicians may plan more closely when

there is a history of postpartum hemorrhage, anemia, placenta previa or accreta
spectrum concerns, multiple gestation, prolonged or augmented labor, infection,
very large baby, operative birth, retained placenta, uterine fibroids, or known
bleeding disorders.

If you have a relevant history, discuss it before labor with your obstetrician,
midwife, or maternal-fetal medicine team. A plan may include checking and
treating anemia before delivery, determining the most appropriate birth
setting, arranging blood-bank readiness when indicated, and clarifying who
should be contacted if bleeding begins. This planning is not a prediction that
an emergency will occur; it is a way to reduce delays should one arise.

During labor, tell staff promptly about a gush or flow of blood, worsening
abdominal pain between contractions, feeling faint, or reduced fetal movement



before active labor. Ask a support person to speak up if you are unable to do
so. After an emergency, a postpartum debrief after emergency birth can help
explain what happened, review follow-up needs such as anemia testing, and
create space for emotional recovery alongside physical healing.



