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•Massive obstetric haemorrhage (MOH) is a leading cause of 

maternal mortality and morbidity1

• Iron-deficiency anaemia in pregnancy is common2

•Anaemia is a risk factor for mortality and morbidity from 
postpartum haemorrhage, with an increased severity of 
anaemia correlating with poorer outcomes3

• In the UK there is a current shortage of red cells for 
transfusion4

METHODS
•Retrospective cohort study 
•Conducted at George Eliot Hospital (a district general 

hospital with ~2000 births per year) over 12 months from Oct 
2023-Oct 2024 
• Included all women who underwent a massive 

obstetric haemorrhage (defined as ≥1500ml blood loss) 
•Anonymised data drawn from local data records 
•Outcomes: primary = need for blood transfusion, secondary = 

pre-delivery haemoglobin

AIM
In patients who had a massive obstetric haemorrhage, was 
antenatal iron-deficiency anaemia identified and treated 
appropriately, and did this reduce the need for postnatal blood 
transfusion?
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RESULTS: diagnosis and treatment of anaemia antenatally
RESULTS
•34% of patients who had an MOH had substandard care 

regarding the identification and/or management of their 
antenatal anaemia
•Of all patients anaemic at 28/40, 74% had their Hb optimised to 

>110 by delivery
•Both patients who received parenteral iron had an Hb >110 by 

delivery, and neither of them required a blood transfusion 
following their MOH

DISCUSSION
• There are a significant proportion of patients who are not 

receiving optimal care as per local guidelines
•Optimisation of antenatal haemoglobin decreases the risk of 

blood transfusion following MOH
•An approach to improving outcomes in this area should focus 

on 
o education for community midwives and obstetricians on 

appropriate initial management for antenatal anaemia
o developing and disseminating a clear treatment algorithm for 

inadequate treatment response
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RESULTS: effects of optimisation of haemoglobin on postnatal blood transfusion

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

Hb <110 at delivery Hb >110 at delivery
Required a blood transfusion Did not require blood transfusion

Summary of recommendations from local guideline
• All women should have their haemoglobin measured at 28/40
• If the 28/40 bloods identify iron-deficiency anaemia, they should 

be commenced on oral iron
• A repeat haemoglobin should be taken after 4 weeks of oral iron
• If minimal  improvement in the haemoglobin after 4 weeks of oral 

iron, they should have compliance checked, haematinimics 
measured and B12/folate deficiency treated, and if no further 
improvement after 2 weeks should be considered for parenteral 
iron5

LIMITATIONS
•Small local sample size – inability to draw statistical 

significance and limited wider application
•Focused only on iron-deficiency anaemia - future work could 

widen scope to explore identification and treatment of other 
common causes e.g. B12/folate deficiency
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