
Family 
Planning
RENEE ESLICK

HAEMATOLOGIST & OBSTETRIC 
PHYSICIAN



Family Planning

Exciting but uncertain time

What are the risks to my future child?

What is the safety of the pregnancy for me?



Family Planning

Chat to your GP or haematologist when you are thinking about starting a family

Often helpful to see a genetic counsellor or geneticist



Genome.gov



Inheritance: von Willebrand disease



Understanding 
Inheritance: 
Haemophilia

Haemophilia.org.uk



Options 
IVF and pre-implantation genetic testing

Diagnosis after conception:
◦ Chorionic villus sampling
◦ Amniocentesis

Fetal gender determination

Diagnosis after birth



Before 
Pregnancy



Pre-implantation genetic 
testing
IVF: eggs are collected from the mother after hormone 
administration

Fertilised in the laboratory with sperm to create an embryo

Cells collected from developing embryo to test for the 
known genetic condition 

Genetics.edu.au



Pre-implantation genetic testing

Reduces potential stress of conceiving a child naturally with significant bleeding disorder

Can incur significant costs

IVF success rates vary



During 
Pregnancy



Chorionic 
villus sampling
Can be done from 11 weeks 
gestation

Ultrasound guided procedure 

Needle or catheter is guided into 
the placenta and small sample 
collected

May be done via abdomen or 
cervix, depending on placenta 
location

Hopkinsmedicine.org



Chorionic villus sampling

Need to have injection of “anti-D” if you are Rhesus negative

Small risk of miscarriage (<1%)

May have mild period-type pain following the procedure

Bleeding risk: check factor levels / von Willebrand levels pre-procedure; may need treatment 



Amniocentesis
Collect sample of fluid around the baby (amniotic fluid)

Ultrasound guided procedure 

Needle passed through the abdominal wall

Under local anaesthetic

Around 15-30ml is usually collected

Can be performed from 15 weeks

“Late” amniocentesis is also possible



Amniocentesis

Need to have injection of “anti-D” if you are Rhesus negative

Risk of miscarriage less than 1 in 200 (<0.5%)

Small risks of amniotic fluid leakage, infection

Bleeding risk: may need treatment for underlying bleeding disorder prior to procedure



Fetal sex determination for haemophilia
Non invasive prenatal testing (NIPT) – blood test to assess for Y chromosome 
◦ Available from 7-9 weeks gestation
◦ Also screens for common chromosomal disorders such as Down’s syndrome

Ultrasound
◦ Most reliable after 16 weeks gestation

If male baby or gender unknown; delivery is approached assuming baby is affected



Prenatal testing

No single “right” option

Prenatal testing guided by your choices: what would you do if results were positive?

It can be helpful for healthcare providers to know gender in potential haemophilia pregnancy to 
help guide birth decisions 



Bleeding 
Disorders & 
Pregnancy
Management



Coagulation System & Pregnancy

Increased procoagulants: fibrinogen, factor II, VII, VIII, X and XII

Increased von Willebrand factor

Fall in natural anticoagulants: protein S

Reduced fibrinolysis (clot breakdown)

Overall effect is a pro-clotting state



However…





What happens to vWF in pregnancy?

Approach 2-3 x baseline levels by term
vWF levels also affected by:

 Increasing age

 Stress, exercise, inflammation 
 Oestrogen therapy 

 Liver disease

 Blood group

Castaman, Mediterr J Hematol 2013



What happens in von Willebrand 
disease?

Castaman, 2013



Haemophilia in Pregnancy

Haemophilia A: Factor VIII increases throughout pregnancy, and mild haemophilia A patients 
may therefore not require any treatment

Haemophilia B: Factor IX does not change throughout pregnancy

Factor XI deficiency: Factor XI does not change throughout pregnancy



Antenatal management

At first visit:
◦ Check vWF antigen and activity levels
◦ Check factor levels

Recheck in third trimester (32-34 weeks) or 
prior to any invasive procedures

Targeting FVIII, vWF antigen & activity levels 
above 50%



How can we manage labour and birth safely?



Patient blood 
management

1. Optimise blood volume and red cell mass

  Treat iron deficiency!!

 2. Minimise blood loss

  Active management of the third stage of labour

3. Optimise tolerance of anaemia



Place of Birth
Joint specialist haematology and obstetrician input throughout pregnancy

Obstetric unit with facilities capable of caring for high risk infant

Haemophilia treatment centre



Treatment prior to birth

Pre-delivery treatment may not be required for mild bleeding disorders which improve in 
pregnancy
◦ Eg mild type 1 von Willebrand disease, mild haemophilia A

Factor and / or von Willebrand activity levels above 50% are usually considered acceptable for 
birth



DDAVP



Treatment - DDAVP
Desmopressin – synthetic ADH

Used for mild haemophilia A and some types of vWD

Causes release of vWF and FVIII from storage sites 

Increases levels 2 to 6 fold 

Caution with fluid overload and low sodium levels

Vasomotor symptoms: facial flushing, high heart rate, low blood pressure



vWF concentrate - Biostate
Contains von Willebrand factor and FVIII (2.4 : 1)

Targeting factor / vWF activity level above 50%

Treatment may be required both prior to birth and for 
several days post-birth; longer if Caesarean birth

Monitor vWF and FVIII levels to guide ongoing treatment 
needs



Haemophilia in Pregnancy
Recombinant factor replacement for 3 days post vaginal delivery, 5 days post Caesarean section

Dunkley et al, Med J Aust 2019



Other factor replacement

Factor XI deficiency: factor XI replacement or fresh frozen plasma

Rare coagulation deficiencies: specific factor replacement or fresh frozen plasma

Platelet disorders: HLA-matched platelets transfused at delivery



Levels following birth

Levels begin to fall by day 3

Approach baseline by week 1

Reach baseline by week 3



Tranexamic Acid
Decreases risk of delayed bleeding; safe in lactation

1g orally or intravenously prior to delivery

May be given in addition to Biostate / DDAVP, or as a sole therapy

May be given for several weeks postpartum

Can also consider hormonal treatment to manage postpartum bleeding (eg Mirena IUD)



What about blood clot prevention?

Tranexamic acid during pregnancy – no statistically significant increased risk of thrombosis 
(retrospective study of 2100 patients, Lindoff, Thromb Haemost 1993)

WOMAN trial – no increased risk of thrombosis



What about the 
epidural??



Guideline recommendations

Factor VIII, factor IX and 
von Willebrand activity 
levels in the normal range 
(>50 IU/dL) prior to 
epidural catheter insertion 

1
Maintain normal levels for 
the duration of catheter 
placement, and for 
catheter removal

2
Maintain normal levels for 
12 hours after removal 
(mild bleeding disorder) or 
24 hours after removal 
(moderate to severe 
bleeding disorder)

3



What about the baby?



Neonatal considerations

Haemophilia: 0.8 to 2.3% risk of intracranial haemorrhage

Increased risk with instrumental delivery

Lower risk with mild type 1 vWD

Intracranial haemorrhage overall rare in vWD but atraumatic precautions recommended

Mode of delivery should be based on obstetric indications 

Leebeek, Blood 2020



Neonatal management in labour

In at-risk babies: delivery in a specialist centre with close liaison with neonatology

-  Avoid external cephalic version (ECV)

- Vacuum extraction (Kiwi / Ventouse) is contraindicated

-  Avoid midcavity forceps, fetal scalp electrodes

- Early Caesarean if prolonged second stage of labour or fetal distress



Neonatal Considerations

Oral vitamin K 

Consider cranial ultrasound for type 3 vWD babies and moderate-severe haemophilia

Cord blood sampling for neonate (may miss type 1 vWD, mild haemophilia B)



Postpartum 
Haemorrhage



Postpartum haemorrhage

Defined as blood loss >500ml

Severe PPH >1000ml



PPH Causes



PPH and TXA

Randomised double-blind placebo controlled trial

20,060 women with clinically diagnosed PPH

193 hospitals in 23 countries

1g tranexamic acid, second dose after 30 minutes if bleeding 
continues (or if bleeding stopped and restarted within 24 
hours)





FIGO guidelines 2022
Active management of the third stage of labour (uterotonics + controlled cord traction) to 
prevent postpartum haemorrhage

If excessive bleeding occurs:

IV oxytocin + uterine massage --> additional uterotonics

Early IV tranexamic acid (<3 hours) + second dose if bleeding continues after 30 min

Uterine balloon tamponade if unresponsive to uterotonics

If unresponsive to above: uterine artery embolization or surgical intervention



Questions?
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