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Background

Major Obstetric Haemorrhage (MOH) in Ireland has been identified 

through NPEC’s Severe Maternal Morbidity (SMM) audit as the most 

frequently occurring SMM. Rates of MOH have increased significantly from 

2.30 per 1,000 maternities in 2011 to 4.50 per 1,000 maternities in 2024. 

This is approximately one woman in 220 maternities experiencing an MOH 

in 2024. 

Methods

The NPEC conducts a national clinical audit on SMM since 2011. Eligibility 

for the audit was defined as a pregnant or recently pregnant woman 

(within 42 days following the end of pregnancy) experiencing at least one 

of 14 clearly defined organ dysfunction morbidities (including MOH) 

and/or two management proxies for SMM. MOH was defined as a blood 

loss of ≥ to 2500ml and/or receiving a blood transfusion of five or more 

units. Additional SMM definitions can be found through the QR code 

below.

For the reporting years 2021 and 2022, in the event of a woman 

experiencing an MOH, an additional detailed MOH data set was completed 

by maternity units which evaluated management and clinical care of the 

MOH event.

Findings

From 2021-2024, over half of MOH cases were associated with CS deliveries (56%, n=398 

of 708). Spontaneous vaginal deliveries were associated with over a quarter of MOH cases 

(28.8%, n=204 of 708), followed by assisted vaginal deliveries (15.0%, n=106 of 708) 

[Figure 1].

The timing of MOH was predominately on the day of delivery. The cause of MOH did vary 

by mode of delivery, with uterine atony being the primary cause for CS deliveries (28.3%, 

n=102 of 360), followed by placenta praevia (16.4%, n=59 of 360) and bleeding from the 

uterine incision (13.3%, n=48 of 360). Conversely the primary cause of MOH for vaginal 

deliveries was retained placenta/ membranes (41.0%, 116 of 283), followed by uterine 

atony (33.6%, 95 of 283) [Figure 2]. 

The in-depth audit of MOH for the reporting years 2021-2022, identified learnings specific 

to CS delivery. Emergency CS at full dilatation occurred in 16% of MOH cases, with an 

obstetric consultant reported as being  present at three-quarters of these CSs (77%) The 

indication for half of CS deliveries at full dilatation was failed instrumental delivery. The 

use of uterotonic agents to arrest bleeding was explored by mode of delivery. Syntocinon 

infusion was used more often in vaginal births than CS. There was a significant increase in 

the use of Tranexamic acid in 2021-2022 (85%) compared to a similar audit completed in 

2011-2013 (11%). Conversely a decrease in the use of misoprostol in 2021-2022 compared 

to 2011-2013 was observed [Table 1]. Haemostatic procedures varied by mode of delivery; 

re-suturing of CS uterine incision and or suturing of lateral extension and hysterectomy  

were associated with CS [Table 2].
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Conclusion

Ongoing audit of MOH is vital to monitor quality and responsiveness of maternity 

care. It is important for healthcare professionals to recognize the varying causes of 

MOH by mode of delivery, and interventions to arrest bleeding in order to guide 

clinical practice and inform educational needs and training programs. These results 

highlight the increased risk of CS at full dilatation, and the need for consultants' 

presence during these events.

Figure 1: Mode of delivery associated with MOH, 2021-2024.

Figure 2: Primary cause of MOH by mode of delivery, 2021-2024.

Table 1: Use of uterotonic agents by mode of delivery and for 

cases associated with uterine atony.

Table 2: Haemostatic procedures undertaken in women experiencing 

MOH by mode of delivery.

QR code to NPEC website.
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