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ABSTRACT

Background: Postpartum hemorrhage (PPH) remains one of the leading causes of 
maternal mortality worldwide. The management of PPH requires rapid and accurate 
clinical decision-making by healthcare professionals, particularly midwives who serve 
as frontline providers in maternal care. In addition to clinical competence, emotional 
responses, teamwork, and personal values may influence midwives' decision-making 
processes during obstetric emergencies.
Objectives: This study aimed to explore midwives' experiences of clinical decision-
making in managing postpartum hemorrhage, with consideration of the role of 
spirituality in clinical practice.
Methods: This qualitative phenomenological study involved 14 midwives working in 
delivery or postpartum units who had direct experience managing at least two PPH 
cases within the previous year. Participants were selected using purposive sampling 
until data saturation was achieved at the 14th interview. Data were collected through in-
depth semi-structured interviews and field notes and analyzed using the Colaizzi 
phenomenological method. Trustworthiness was strengthened through member 
checking, source triangulation across participants and hospital contexts, peer 
debriefing, and an audit trail.
Results: The analysis revealed four major themes describing midwives' experiences in 
managing PPH: (1) emotional responses in life-threatening situations, (2) rapid clinical 
decision-making based on standard operating procedures (SOP) in critical conditions, 
(3) midwives' leadership and teamwork within health system limitations, and (4) the 
integration of spiritual values as a source of strength and professional meaning in 
clinical practice.
Conclusions: Midwives' experiences in managing postpartum hemorrhage represent a 
dynamic process involving emotional regulation, adherence to clinical protocols, 
teamwork, and spiritual coping. The integration of clinical competence and 
psychosocial support plays an important role in supporting effective clinical decision-
making during obstetric emergencies.
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INTRODUCTION

Postpartum hemorrhage (PPH) 

remains the leading cause of maternal 

mortality worldwide (1). The World Health 

Organization reports that approximately one 

quarter of maternal deaths are caused by 

hemorrhage, especially within the first 24 

hours after delivery (2). In Indonesia, 

postpartum hemorrhage also ranks as the 

leading direct cause of maternal mortality 

(3). This condition indicates that PPH is an 

obstetric emergency that requires a rapid, 

appropriate, and coordinated response to 

prevent hypovolemic shock and death (4).

Midwives play a strategic role as 

frontline health workers in maternal care. In 

many situations, especially in type C and D 

hospitals, midwives are the initial decision 

makers before specialists arrive (4,5). 

Decision-making in cases of postpartum 

hemorrhage is time-critical and requires 

rapid clinical reasoning, adequate technical 

skills, and composure under emotional 

pressure (2,6). Such situations test not only 

clinical competence but also leadership 

capacity and teamwork skills (7).

Most studies on PPH focus on clinical 

aspects, such as risk factors, 

pharmacological management, the 

effectiveness of uterotonics, and the 

availability of facilities and referral systems 

(8,9,4). Other studies assess the 

competence of health workers in handling 

obstetric complications. However, research 

exploring the subjective experiences of 

midwives in dealing with PPH is still limited 

(10). Limited evidence explains how 

midwives interpret emergency cues, 

determine clinical priorities, apply existing 

SOPs, and adapt their decisions when 

facing obstacles such as limited resources, 

delayed referral, restricted access to blood 

products, or delayed physician availability. 

In fact, these experiences are important for 

understanding how midwives perceive 

pressure, professional responsibility, and 

the decision-making process in 

emergencies (11).

In addition to clinical aspects, the 

spiritual dimension in midwifery practice has 

not been studied in depth (12). This 

principle positions health practice not only 

as a medical act but also as a form of 

worship and humanitarian service rich in 

moral and spiritual values. In emergencies 

such as PPH, spiritual values can serve as 

a source of calm, moral reinforcement, and 

an ethical basis for decision-making (13). 

However, how these values are integrated 

into daily clinical practice, especially in 
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critical situations, has not been 

systematically described in scientific 

literature (14). 

Based on these gaps, this study aims 

to explore midwives' experiences in 

managing postpartum hemorrhage and to 

understand how spirituality influences 

clinical decision-making in emergencies. 

Specifically, this study examined how 

midwives make rapid decisions, implement 

SOPs, negotiate clinical and system-level 

obstacles, and construct professional 

meaning during PPH management. 

Through a phenomenological approach, this 

study is expected to contribute to the 

development of a midwifery practice model 

that balances clinical competence and 

spiritual values to improve the quality of 

maternal services.

MATERIALS AND METHODS

This study used a qualitative 

approach with a phenomenological design. 

This approach was chosen to explore and 

understand the meaning of midwives' 

experiences in handling postpartum 

hemorrhage, as well as how spirituality is 

integrated into the clinical decision-making 

process. The study was conducted at PKU 

Muhammadiyah Hospital in Surabaya and 

Siti Fatimah Hospital in Tulangan. Data 

collection was conducted from December 

25, 2025, to January 27, 2026. A total of 14 

midwives participated in the study. All 

participants worked in delivery or 

postpartum units and had direct experience 

in managing PPH cases. Participants were 

selected using purposive sampling, with 

consideration of relevant clinical 

experience. The inclusion criteria were 

midwives with at least 2 years of work 

experience who had managed at least 2 

cases of postpartum hemorrhage in the past 

year. Exclusion criteria included midwives 

who did not participate in the online Zoom 

interview after three rescheduling attempts, 

as agreed with the researcher. Recruitment 

continued until informational redundancy 

was reached; data saturation was 

considered achieved after the 14th 

interview, as no new substantial codes, 

categories, or themes emerged from the 

final interviews.

Data were collected through in-depth 

interviews using semi-structured interview 

guides. Questions focused on midwives' 

experiences when dealing with PPH cases, 

clinical decision-making processes, team 

dynamics, implementation of SOPs, 

challenges encountered during emergency 

care, and the role of spiritual values in 

service delivery. 

Each interview lasted 50-70 minutes, 

was recorded with the participant's consent 

using a voice recorder, and was then 

transcribed verbatim. In addition to 

interviews, the researcher used field notes 

to document nonverbal expressions and 

situational context. Data analysis was 

conducted using Colaizzi's (1978) 

phenomenological method with the 

following stages: Reading all transcripts 
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repeatedly to gain a comprehensive 

understanding, identifying significant 

statements related to the experience of 

dealing with PPH, formulating the meaning 

of each significant statement, grouping 

meanings into theme clusters, compiling a 

comprehensive description of the 

phenomenon under study, identifying the 

fundamental structure of the experience, 

and conducting member checking with 

several participants to ensure that the 

interpretation results were consistent with 

their experiences.

The trustworthiness of the data in this 

study was maintained through several 

strategies to ensure the quality and 

reliability of the research findings. Credibility 

was ensured through member checking, in 

which participants reviewed the 

researcher's interpretations to confirm that 

they reflected their experiences, and 

through source triangulation, which 

compared information from multiple 

participants.

Source triangulation was conducted 

by comparing narratives from the 14 

midwives across the two study hospitals 

and across different levels of education and 

clinical experience. The triangulation 

process showed convergence in four key 

areas: emotional pressure during massive 

bleeding, reliance on SOP-based 

stabilization, the importance of teamwork 

under system constraints, and the use of 

spirituality as a source of coping and 

professional meaning. Minor variations were 

mainly related to differences in resource 

availability, referral procedures, and 

specialist accessibility; these variations 

were incorporated into the theme of system 

constraints rather than treated as 

contradictory findings.

Dependability was maintained by 

systematically documenting the entire 

research process through an audit trail, so 

that the data collection and analysis 

processes could be clearly traced. 

Furthermore, confirmability was achieved 

through peer debriefing to reduce potential 

researcher bias and ensure that data 

interpretation was grounded in field findings. 

Transferability was supported by presenting 

a detailed contextual description of the 

participants' characteristics and the 

research setting, enabling readers to 

assess the applicability of the findings in 

similar contexts.

However, the spiritual dimension 

identified in this study should be interpreted 

within the specific religious, cultural, and 

organizational contexts of the participating 

hospitals. Therefore, the findings related to 

spirituality are not intended to be broadly 

generalized to all midwifery or healthcare 

settings, particularly those with different 

belief systems, institutional values, or 

sociocultural backgrounds. Instead, these 

findings may be transferable only to similar 

contexts where spiritual values are 

integrated into clinical practice and 

professional meaning. This study has 

obtained ethical approval from the Health 
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Research Ethics Committee of the Faculty 

of Medicine, Nursing, and Public Health, 

Gadjah Mada University, number 

KE/FK/2039/EC/2025 dated December 24, 

2025.

All participants signed informed 

consent forms before the interviews were 

conducted.

RESULTS AND DISCUSSION

The characteristics of the study 

participants are presented in Table 1. A total 

of 14 midwives participated in this study. 

The table summarizes the participants' 

demographic characteristics, including age, 

education level, and years of work 

experience.

Characteristics Category n (%)

Age (years) 25 – 30 5 (35.7)

31 – 35 5 (35.7)

36 – 40 4 (28.6)

Midwifery Education Level Diploma (D3) 8 (57.1)

Bachelor(S1) 6 (42.9)

Years of Work Experience 2 – 5 4 (28.6)

6 – 10 6 (42.9)

> 10 4 (28.6)

Table 1. Frequency distribution of participants' characteristics

Most participants were aged 25–30 

years (35.7%) or 31–35 years (35.7%), 

followed by those aged 36–40 years 

(28.6%). The majority of participants held a 

Diploma in Midwifery (57.1%), while 42.9% 

had a Bachelor's degree in Midwifery. 

Regarding work experience, most 

participants had 6–10 years (42.9%), 

followed by those with 2–5 years and more 

than 10 years, each representing 28.6% of 

participants. The thematic analysis of 

interview data identified several themes that 

describe midwives' experiences in 

managing postpartum hemorrhage. These 

themes reflect emotional responses, clinical 

decision-making processes, teamwork 

within system limitations, and the integration 

of spirituality in clinical practice. The 

themes, subthemes, and categories are 

presented in Table 2.

Table 2. Themes, subthemes, and categories of midwives' experiences in
managing postpartum hemorrhage

Theme Subtheme Category

Emotional responses in life-

threatening situations

Initial panic and fear Panic when seeing massive bleeding; Fear of 

patient deterioration; Anxiety in emergencies

Sense of professional 

responsibility

Responsibility for patient safety; Fear of adverse 

outcomes; Professional accountabilityEmotional self-control Controlling panic; Maintaining focus during 

emergencies; Professional emotional regulation
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Rapid clinical decision-

making in critical situations

Immediate 

stabilization

Rapid patient assessment; Emergency 

stabilization actions; Monitoring vital signs

Use of clinical 

protocols

Following SOP guidelines; Structured 

emergency procedures; Evidence-based 

interventions

Clinical reasoning in 

emergencies

Prioritizing shock management; Identifying 

causes of bleeding; Decision-making under time 

pressure

Leadership and teamwork 

within system limitations

Midwives as first 

responders

Initiating early management; Independent 

clinical judgment; Immediate response before 

physician arrival

Interprofessional 

collaboration

Team coordination; Communication with 

healthcare providers; Shared decision-making

System constraints Limited blood supply; Delayed referral process; 

Limited specialist availability

Integration of spirituality in 

clinical practice

Personal spiritual 

coping

Personal prayer; Reliance on faith; Spiritual 

resilience

Spiritual support for 

families

Encouraging family prayer; Providing emotional 

comfort; Creating a calm atmosphere

Compassionate 

communication

Honest explanation to families; Empathetic 

communication; Maintaining dignity and respect

Source triangulation supported the 

final thematic structure. Across the 14 

participants, accounts consistently showed 

that PPH was experienced as an 

emotionally demanding and time-critical 

event; SOPs were used as the primary 

guide for early stabilization; teamwork was 

essential when resources or specialist 

availability were limited; and spirituality 

helped midwives maintain calmness and 

professional meaning. Differences among 

participants mainly concerned the degree of 

resource constraints and referral delays, 

which strengthened the interpretation of the 

third theme on leadership and teamwork 

within system limitations.

Data analysis yielded four main 

themes that describe the structure of 

midwives' experiences in handling PPH, 

namely: (1) emotional turmoil in life-

threatening situations, (2) rapid decision-

making based on SOPs in time-critical 

conditions, (3) midwife leadership and team 

collaboration within system limitations, and 

(4) integration of Islamic values as a source 

of strength and professional meaning.

Theme 1: Emotional Turmoil in Life-

Threatening Situations

All participants described dealing with 

PPH as a stressful experience fraught with 

emotional pressure. Rapid and massive 

bleeding caused panic, fear of losing the 

patient, and concern about professional 

consequences. One participant said:

“Yes, of course I panicked… I was 

afraid something would happen to the 

patient.” (B4)
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Another participant described the 

situation as a life-or-death race that 

demanded a quick response:

“In a life-or-death race, there is 

definitely fear.” (B6)

In addition to the fear of losing a 

patient, several midwives also expressed 

anxiety about their professional 

responsibilities, including the possibility of 

an audit in the event of an unexpected 

outcome.

“If something happens, it will end up in 

an audit...” (B1)

Nevertheless, the midwives 

emphasized the importance of controlling 

their emotions to think clearly and act 

quickly.

“But you have to stay calm, you can't 

look panicked.” (B7)

This theme shows that midwives' 

initial experiences in dealing with PPH were 

marked by intense emotional pressure. Still, 

they tried to transform their panic into 

professional self-control.

Theme 2: SOP-Based Rapid Decision 

Making in Time-Critical Conditions

PPH is perceived as an emergency 

requiring immediate action. In such 

situations, standard operating procedures 

(SOPs) serve as the primary guide for 

clinical decision-making. Participants 

explained that stabilization measures are 

carried out simultaneously and 

systematically:

“We immediately set up two IV lines, 

oxygen, and close observation.” (B8)

The main priority is to treat the shock 

before investigating the cause of the 

bleeding.

“Treat the shock first, then look for the 

cause of the bleeding.” (B10)

Several participants stated that SOPs 

have become an almost automatic pattern 

of action when dealing with PPH cases.

“We automatically follow the SOP.” 

(B12)

In practice, midwives often take initial 

action before the specialist doctor arrives, 

especially when the condition occurs at 

night or outside of visiting hours.

“The doctor usually comes after we 

stabilize the patient first.” (B11)

Although SOPs provided a clear 

sequence of action, participants' narratives 

indicated that implementation was not 

always linear. Midwives had to adapt SOP-

based priorities to the mother's clinical 

condition, the availability of team members, 

and the accessibility of supporting 

resources such as blood products, referral 

transport, and specialist consultation. Thus, 

SOPs served as both a technical guide and 

a decision-making framework requiring 

situational judgment.

This theme shows that in time-critical 

situations, midwives rely on priority-based 

clinical reasoning and SOPs as a rational 

framework to turn chaotic situations into 

structured actions.
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Theme 3: Midwife Leadership and Team 

Collaboration within System Constraints

The study results show that midwives 

play a key role in the initial response to PPH 

cases. The limited availability of specialists 

means that midwives are the first to make 

decisions and coordinate actions in the 

delivery room.

“Usually, midwives take action first, 

because doctors are not always available.” 

(B9)

This leadership is not carried out 

individually, but through cross-unit team 

collaboration. Participants described the 

importance of cooperation with emergency 

room nurses, ICU nurses, and doctors on 

duty.

“If it's difficult to insert the IV, we call 

the emergency room for help.” (B14)

However, midwives also face systemic 

obstacles, such as delays in accessing 

blood and referral procedures.

“There is no blood bank; we have to 

wait for a delivery.” (B8)

Teamwork is seen as a key factor in 

maintaining patient safety while providing 

emotional support for midwives.

“If you can't do it alone, you have to 

work as a team.” (B13)

This theme emphasizes that the 

experience of handling PPH is not only 

related to individual competence but is also 

influenced by the dynamics of the service 

system and team collaboration.

Theme 4: Integrating Spiritual Values as 

a Source of Strength and Professional 

Meaning

The spiritual dimension consistently 

emerges in midwives' experiences. Spiritual 

values are integrated through personal 

prayers, invitations to pray with family 

members, and empathetic, honest 

communication.

“I usually pray silently for the patient's 

safety.” (B4)

Some participants stated that they 

invited the patient's family to ask for 

forgiveness or to pray to help create calm in 

a crisis.

“We invite the family to ask for 

forgiveness, so that they can be calm.” 

(B12)

However, spirituality does not replace 

medical treatment. Midwives emphasized 

that the main focus remains on clinical 

stabilization.

“Sometimes there is no time for long 

prayers; the focus is on treatment first.” (B3)

Spiritual values are also reflected in 

the way midwives communicate with 

patients' families, especially in conveying 

the condition honestly and with empathy.

This theme shows that spirituality 

serves as both a coping mechanism and a 

source of professional meaning, thereby 

strengthening inner peace and moral 

commitment in clinical decision-making. 

This study aims to explore midwives' 
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experiences in managing postpartum 

hemorrhage and to understand how 

spirituality is integrated into clinical 

decision-making.

The findings indicate that these 

experiences are complex and 

multidimensional, encompassing emotional, 

clinical, systemic, and spiritual aspects. To 

strengthen the interpretation of these 

findings, the discussion is developed by 

linking each theme to relevant theories and 

previous studies. This approach helps 

clarify how midwives transform emotional 

pressure into professional action, how 

clinical protocols guide emergency decision-

making, how teamwork supports patient 

safety, and how spirituality functions as a 

source of coping and professional meaning 

(4,9). The demographic characteristics of 

the participants are summarized in Table 1, 

including age, educational background, and 

years of professional experience.

Table 2 presents the four themes 

generated from the data analysis, along 

with their corresponding subthemes and 

categories. The first theme shows that 

midwives perceive PPH as a life-threatening 

and time-critical event that generates panic, 

fear of losing the patient, and concern about 

professional accountability. This finding can 

be understood through Lazarus and 

Folkman's Stress and Coping Theory, which 

explains that individuals facing stressful 

situations evaluate the threat and mobilize 

coping strategies to manage emotional and 

practical demands (15,16). In the context of 

PPH, midwives initially experience acute 

emotional stress, but they subsequently 

shift toward problem-focused coping by 

concentrating on immediate clinical actions, 

stabilization, and patient safety (17,18).

Previous studies have reported that 

healthcare workers involved in obstetric 

emergencies often experience 

psychological pressure due to the risk of 

maternal death, rapid patient deterioration, 

and the need to make immediate decisions 

(19). The present study enriches this 

evidence by showing that emotional 

regulation is not merely a personal 

response but also an essential part of 

professional competence in emergency 

midwifery care (20). The ability to control 

panic, maintain focus, and continue 

providing structured care demonstrates that 

clinical experience contributes to the 

development of resilience and adaptive 

coping during obstetric crises (5,12).

The second theme emphasizes that 

standard operating procedures (SOPs) are 

central to rapid clinical decision-making in 

PPH management. Participants described 

that actions such as establishing 

intravenous access, providing oxygen, 

monitoring vital signs, administering 

emergency interventions, and prioritizing 

shock management were performed quickly 

and systematically. This finding is consistent 

with clinical reasoning theory, which 

emphasizes the importance of using 

available clinical cues, pattern recognition, 

and structured judgment to determine 
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appropriate actions in complex health 

situations (21,22). In emergencies, SOPs 

serve as cognitive aids that reduce 

uncertainty and help health workers 

maintain a logical sequence of care (1).

These findings are also relevant to the 

Naturalistic Decision-Making framework, 

which explains how professionals make 

rapid decisions in real-life, high-pressure 

situations by relying on experience, 

protocols, and recognition of critical patterns 

(23,24). In this study, midwives did not wait 

passively for physician instructions; instead, 

they initiated early stabilization based on 

established procedures before the specialist 

arrived. This shows that SOP-based 

decision-making supports midwives' clinical 

autonomy while maintaining patient safety  

(25). Thus, the contribution of this study lies 

in demonstrating that SOPs function not 

only as technical guidelines but also as 

psychological and cognitive anchors that 

help midwives act rationally under 

emotional pressure  (25,26).

The third theme shows that midwives' 

experiences in managing PPH are strongly 

shaped by leadership, teamwork, and 

health system limitations. Midwives often 

became first responders and coordinated 

early management while waiting for 

physicians or other units to provide support 

(4). This finding can be linked to the theory 

of interprofessional collaboration, which 

emphasizes shared responsibility, effective 

communication, role clarity, and coordinated 

action among healthcare professionals 

(27,12). In obstetric emergencies, patient 

safety depends not only on individual 

competence but also on the ability of the 

team to respond collectively and efficiently 

(28).

Previous studies have shown that 

effective teamwork in obstetric emergencies 

is associated with faster response times, 

better coordination, and improved maternal 

outcomes. The findings of this study support 

this evidence by demonstrating that 

collaboration with emergency room staff, 

intensive care units, physicians, and other 

health workers helped midwives overcome 

practical limitations in the service system 

(29,24). At the same time, system 

constraints such as limited blood supply, 

delayed referral processes, and limited 

specialist availability created additional 

challenges for decision-making (14). 

Therefore, midwives' leadership in this 

study reflects situational leadership, in 

which professionals adapt their roles 

according to the urgency of the clinical 

situation and the availability of resources (8, 

30).

The fourth theme reveals that 

spirituality is integrated into clinical practice 

through personal prayer, encouraging family 

members to pray, and providing empathetic 

and honest communication. Spirituality did 

not replace medical intervention; rather, it 

functioned alongside evidence-based 

clinical management as a source of inner 

strength and professional meaning (31,32). 

This finding is again consistent with Stress 
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and Coping Theory, particularly meaning-

focused coping, in which individuals use 

beliefs, values, and spiritual resources to 

maintain hope, emotional stability, and 

resilience during highly stressful events 

(15,16).

In obstetric emergencies, spirituality 

may help midwives manage anxiety, 

strengthen moral commitment, and maintain 

compassionate care amid uncertainty and 

potential loss (33). Previous studies on 

spiritual care have shown that spirituality 

can contribute to emotional resilience, 

professional well-being, empathy, and 

patient-centered communication among 

healthcare providers (31,2). The present 

study supports these findings by showing 

that spiritual values were expressed not 

only through personal prayer but also in 

how midwives communicated with patients' 

families and interpreted their professional 

responsibilities (34,12). An important 

contribution of this study is the finding that 

spirituality was not merely a personal 

coping strategy but also part of the moral 

framework through which midwives 

understood their clinical role (4). Within the 

context of Islamic-based healthcare 

institutions, clinical practice was often 

perceived as both a professional duty and a 

form of worship (35). This interpretation 

gave meaning to the midwives' work and 

supported ethical decision-making during 

critical situations (4). However, the 

participants also emphasized that spirituality 

did not substitute for medical treatment; the 

priority remained clinical stabilization and 

adherence to emergency protocols.

Nevertheless, the spiritual findings of 

this study should be interpreted carefully. 

Because spirituality is closely related to 

religious, cultural, and organizational 

contexts, the experiences described by 

participants may not be directly generalized 

to all healthcare settings. The role of 

spirituality in clinical decision-making may 

differ in hospitals with different religious 

traditions, institutional values, professional 

cultures, or sociocultural backgrounds (4). 

Therefore, spirituality in this study should be 

understood as a context-dependent factor 

that complements, rather than replaces, 

clinical competence and evidence-based 

practice in PPH management (36).

Overall, the findings of this study 

contribute to a more holistic understanding 

of midwives' clinical decision-making in the 

management of postpartum hemorrhage. 

The study shows that effective emergency 

care is shaped not only by technical 

competence and adherence to SOPs but 

also by emotional regulation, 

interprofessional teamwork, leadership, and 

spiritual resources. By linking clinical 

decision-making with psychosocial and 

spiritual dimensions, this study strengthens 

the contribution of qualitative evidence to 

maternal emergency care and highlights the 

need for training programs that integrate 

technical skills, teamwork simulation, 

emotional preparedness, and culturally 

sensitive spiritual support (36,35,4).
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CONCLUSION AND RECOMMENDATION

This study shows that midwives' 

experience in managing postpartum 

hemorrhage is a complex process involving 

emotional responses, rapid clinical decision-

making guided by standard operating 

procedures (SOPs), team leadership, and 

adaptation to service system limitations. In 

emergencies, midwives experience 

emotional stress, such as panic and 

concern for patient safety, but 

professionally, they can control their 

emotions and shift to systematic clinical 

actions. SOPs provide the primary 

framework for prioritizing actions, while 

team collaboration and spiritual support 

help midwives maintain calm and 

confidence in their decision-making.

Based on the research findings, it is 

necessary to strengthen obstetric 

emergency training on a regular basis, 

including simulations of postpartum 

hemorrhage management to improve 

midwives' preparedness and clinical 

decision-making skills. In addition, 

strengthening service systems such as 

team coordination, resource availability, and 

psychosocial support for health workers 

needs to be continuously improved to 

support more effective and comprehensive 

management of maternal emergencies.

ACKNOWLEDGEMENT

The authors would like to express 

their sincere gratitude to the Majelis 

Pendidikan Tinggi Penelitian dan 

Pengembangan (Diktilitbang) Pimpinan 

Pusat Muhammadiyah for providing 

research funding through the Hibah Riset 

Nasional Muhammadiyah Batch IX Tahun 

2025, under contract number 

0259.185/I.3/D/2025.

REFERENCES

1.   Fitzgerald, I, P Corcoran, J McKernan, 

R O Connell, R A Greene Trends, 

causes and factors associated with 

primary Postpartum Haemorrhage 

(PPH) in Ireland: A review of one 

million hospital childbirths. European 

Journal of Obstetrics and Gynecology 

and Reproductive Biology. 2024; 301 

https://doi.org/10.1016/j.ejogrb.2024.0

8.011.

2.    Bláha,   J,  T  Bartošová Epidemiology 

and definition of PPH worldwide. Best 

Practice and Research: Clinical 

Anaesthesiology. 2022; 36(3–4) 

https://doi.org/10.1016/j.bpa.2022.11.0

01.

3.     Syairaji,      M,    D   S   Nurdiati,   B   S 

Wiratama, Z D Prüst, K W M 

Bloemenkamp, K J C Verschueren 

Trends and causes of maternal 

mortality in Indonesia: a systematic 

review. BMC Pregnancy and 

Childbirth. 2024; 24(1) https://doi.org/ 

10.1186/s12884-024-06687-6

4.   Kalu, F A, J N Chukwurah Midwives’ 

experiences of reducing maternal 

morbidity and mortality from 

postpartum haemorrhage (PPH) in 

Midwives' clinical decision-making in the management... 379



Eastern Nigeria. BMC Pregnancy and 

Childbirth. 2022; 22(1) https://doi.org/ 

10.1186/s12884-022-04804-x.

5.     Martins, R I L, J de S M Novais, Z S N 

Reis Postpartum hemorrhage in 

electronic health records: risk factors 

at admission and in-hospital 

occurrence. Revista Brasileira de 

Ginecologia e Obstetricia. 2024; 46 

https://doi.org/10.61622/rbgo/2024ao1

4.

6.    Safdar, F, N Majeed, K Nisa, H Nasir, I 

Mushtaq, S Tariq Feto-maternal 

Outcome of Reverse Breech 

Extraction versus Dis-impaction of 

Fetal Head in Caesarean Section for 

Obstructed Labour. Journal of 

Rawalpindi Medical College. 2022; 

26(4)https://doi.org/10.37939/jrmc.v26i

4.1784.

7.    Carr,    B   L,    M    Jahangirifar, A E 

Nicholson, W Li, B W Mol, S Licqurish 

Predicting Postpartum Haemorrhage: 

A Systematic Review of Prognostic 

Models. Obstetric Anesthesia Digest. 

2023; 43(3) https://doi.org/10.1111/ 

ajo.13599.

8.    Lan, Y, A Xu, X Lu, Y Zhou, J Wang, Y 

Hua, et al. Risk factors for postpartum 

hemorrhage in twin pregnancies with 

cesarean section. Frontiers in 

Medicine. 2023; 10 https://doi.org/ 

10.3389/fmed.2023.1301807.

9.  Ranjbar, A, S Rezaei Ghamsari, B 

Boujarzadeh, V Mehrnoush, F 

Darsareh Predicting risk of postpartum 

hemorrhage using machine learning 

approach: A systematic review. 

Gynecology and Obstetrics Clinical 

Medicine. 2023; 3(3) https://doi.org/ 

10.1016/j.gocm.2023.07.002.

10.   Neary, C, S Naheed, D J McLernon, M 

Black Predicting risk of postpartum 

haemorrhage: a systematic review. 

BJOG: An International Journal of 

Obstetrics and Gynaecology. 2021; 

128(1) https://doi.org/10.1111/1471-

0528.16379.

11. Bazirete, O, M Nzayirambaho, A 

Umubyeyi, I Karangwa, M Evans Risk 

factors for postpartum haemorrhage in 

the Northern Province of Rwanda: A 

case control study. PLoS ONE. 2022; 

17(2 February) https://doi.org/10.1371/ 

journal.pone.0263731.

12.  Mohamed, T A E H, E Chandraharan 

Recognition and Management of 

Postpartum Hemorrhage. Maternal-

Fetal Medicine. 2025; 7(1) 

https://doi.org/10.1097/fm9.000000000

0000256.

13.   Makino,   Y,    K    Miyake,   A   Okada, 

Y Ikeda, Y Okada Predictive accuracy 

of the shock index for severe 

postpartum hemorrhage in high-

income countries: A systematic review 

and meta-analysis. Journal of 

Obstetrics and Gynaecology 

Research. 2022; 48(8) https://doi.org/ 

10.1111/jog.15292.

14.   Li, S, J Gao, J Liu, J Hu, X Chen, J He, 

et al. Incidence and Risk Factors of 

 Rafhani R., Nurul A., Evi R., Vol. 14, Issue 2, 2026: 368-383 380



Postpartum Hemorrhage in China: A 

Multicenter Retrospective Study. 

Frontiers in Medicine. 2021; 8 

https://doi.org/10.3389/fmed.2021.673

500.

15.  Ko, E, Y Lee The Effects of Coping 

Strategies Between Uncertainty and 

Quality of Life of Korean Women With 

Gynecological Cancer: Evaluation of 

Uncertainty in Illness Theory and 

Stress and Coping Theory. Advances 

in Nursing Science. 2024; 47(3) 

https://doi.org/10.1097/ANS.00000000

00000507.

16. The Constructs of the Lazarus and 

Folkman’s Stress-Appraisal-Coping 

Theory as Predictors of Subjective 

Well-Being in College Students During 

the Ongoing COVID-19 Pandemic. 

Journal of Asia Pacific Counseling. 

2023; 13(2) https://doi.org/10.18401/ 

2023.13.2.3.

17. Bihan, L, E Nowak, F Anouilh, C 

Tremouilhac, P Merviel, C Tromeur, et 

al. Development and Validation of a 

Predictive Tool for Postpartum 

Hemorrhage after Vaginal Delivery: A 

Prospective Cohort Study. Biology. 

2023; 12(1) https://doi.org/10.3390/ 

biology12010054.

18.  Carr,   B   L,   M  Jahangirifar, A E 

Nicholson, W Li, B W Mol, S Licqurish 

Predicting postpartum haemorrhage: A 

systematic review of prognostic 

models. Australian and New Zealand 

Journal of Obstetrics and 

Gynaecology. 2022; 62(6) 

https://doi.org/10.1111/ajo.13599.

19. Thepampan, W, N Eungapithum, K 

Tanasombatkul, P Phinyo Risk factors 

for postpartum hemorrhage in a 

thai–myanmar border community 

hospital: A nested case-control study. 

International Journal of Environmental 

Research and Public Health. 2021; 

18(9)https://doi.org/10.3390/ijerph1809

4633.

20.  Zhang, Y, L Chen, W Zhou, J Lin, H 

Wen Nomogram to predict postpartum 

hemorrhage in cesarean delivery for 

twin pregnancies: a retrospective 

cohort study in China. Frontiers in 

Medicine. 2023; 10. https://doi.org/ 

10.3389/fmed.2023.1139430.

21. Choi, J J, J Gribben, M Lin, E L 

Abramson, J Aizer Using an 

experiential learning model to teach 

clinical reasoning theory and cognitive 

bias: an evaluation of a first-year 

medical student curriculum. Medical 

Education Online. 2023; 28(1) 

https://doi.org/10.1080/10872981.2022

.2153782.

22. Forbes, G, S Akter, S Miller, H 

Galadanci, Z Qureshi, S Fawcus, et al. 

Factors influencing postpartum 

haemorrhage detection and 

management and the implementation 

of a new postpartum haemorrhage 

care bundle (E-MOTIVE) in Kenya, 

Nigeria, and South Africa. 

Implementation Science. 2023; 18(1) 

Midwives' clinical decision-making in the management... 381



https://doi.org/10.1186/s13012-022-

01253-0.

23. Wise, T, K Emery, A Radulescu 

Naturalistic reinforcement learning. 

Trends in Cognitive Sciences. 2024; 

28(2)https://doi.org/10.1016/j.tics.2023

.08.016.

24.  Almutairi, W M, S M Almutaraiy, A Al-

Zahrani, F Alsharif, W A Faheem, A 

Abunar, et al. Transforming 

Postpartum Care: The Efficacy of 

Simulation Training in Hemorrhage 

Management Among Nurses. 

Healthcare (Switzerland). 2025; 13(5) 

https://doi.org/10.3390/healthcare1305

0549.

25. Patel, M Postpartum Hemorrhage: 

Enhancing Outcomes for Mothers by 

Effective Management. Journal of 

Obstetrics and Gynecology of India. 

2024; 74(3) https://doi.org/10.1007/ 

s13224-024-02022-3.

26.   Raihan, M, T Y Iqbal Pendarahan Post 

Partum. Jurnal Ilmiah Manusia Dan 

Kesehatan. 2025; 8(1) https://doi.org/ 

10.31850/makes.v8i1.3472.

27.   Robertson,   B,  C McDermott, J Star, L 

O Lewin, N Spell Synchronous virtual 

interprofessional education focused on 

discharge planning. Journal of 

Interprofessional Education and 

Practice. 2021; 22 https://doi.org/ 

10.1016/j.xjep.2020.100388.

28.   Ruspita,   I,    S   Cholifah,  R Rosyidah 

Pain score and quality of post 

cesarean section recovery with 

ERACS method. JNKI (Jurnal Ners 

dan Kebidanan Indonesia) (Indonesian 

Journal of Nursing and Midwifery). 

2023; 11(1) https://doi.org/10.21927/ 

jnki.2023.11(1).1-10.

29.  Cusack,  L,  M Smith Experiences of 

women discharged early following 

vaginal birth: a qualitative systematic 

review. JBI evidence synthesis. 2020; 

19(3):556–577https://doi.org/10.11124/

JBISRIR-D-19-00421.

30.  Joshi, B N, S S Shetty, K V Moray, H 

Chaurasia, O Sachin Cost-

effectiveness and budget impact of 

adding tranexamic acid for 

management of post-partum 

hemorrhage in the Indian public health 

system. BMC Pregnancy and 

Childbirth. 2023; 23(1) https://doi.org/ 

10.1186/s12884-022-05308-4.

31. Baig, N, N Isgandarova Exploring 

Islamic Spiritual Care: What Is in a 

Name? Religions. 2023; 14(10) 

doi:10.3390/rel14101256.

32.   Pan, Y, Y Wang, J Miao, X Ji, C Wu, Y 

Wang, et al. Risk Factors for 

Postpartum Hemorrhage in Severe 

Pre-Eclampsia: A Retrospective 

Single-Centre Study of 1953 Cases. 

Medical Science Monitor. 2024; 30 

https://doi.org/10.12659/MSM.943772.

33.  Ardian, I, N Nursalam, A Ahsan, N N 

Haiya, I R Azizah The development of 

an islamic nursing care model to 

improve patient satisfaction. Jurnal 

Ners. 2024; 19(1).https://doi.org/ 

 Rafhani R., Nurul A., Evi R., Vol. 14, Issue 2, 2026: 368-383 382



10.20473/jn.v19i1.50026.

34. Aimagambetova, G, G Bapayeva, G 

Sakhipova, M Terzic Management of 

Postpartum Hemorrhage in Low-and 

Middle-Income Countries: Emergency 

Need for Updated Approach Due to 

Specific Circumstances, Resources, 

and Availabilities. Journal of Clinical 

Medicine. 2024; 13(23) https://doi.org/ 

10.3390/jcm13237387.

35.  Ramavhoya, T I, M S Maputle, R T 

Lebese, L Makhado Midwives’ 

challenges in the management of 

postpartum haemorrhage at rural PHC 

facilities of Limpopo province, South 

Africa: An explorative study. African 

Health Sciences. 2021; 21(1) 

https://doi.org/10.4314/ahs.v21i1.40.

36. Akter, S, G Forbes, S Miller, H 

Galadanci, Z Qureshi, S Fawcus, et al. 

Detection and management of 

postpartum haemorrhage: Qualitative 

evidence on healthcare providers’ 

knowledge and practices in Kenya, 

Nigeria, and South Africa. Frontiers in 

Global Women’s Health. 2022; 3 

https://doi.org/10.3389/fgwh.2022.102

0163.

Midwives' clinical decision-making in the management... 383


	Page 1
	Page 2
	Page 3
	Page 4
	Page 5
	Page 6
	Page 7
	Page 8
	Page 9
	Page 10
	Page 11
	Page 12
	Page 13
	Page 14
	Page 15
	Page 16

