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o 11l CURSO PRACTICO DE URGENCIAS OBSTETRICAS

Actualizacion en hemorragia postparto

Principios generales y Protocolo de la Hemorragia Postparto

DR. CASTAN






La hemorragia postparto
NO es un diagnéstico sino un signo clinico
gue lo provoca una situacion que requiere
diagnéstico
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Absent, inaccessible, reorganizing or  Accessible services, available
unstable health services, poor IT, drugs & blood products, legal
transport or documentation abortion, guidelines (e.g.
ACOG, RCOG, NICE)

High rates of interventions
Timely interventions,

skilled personnel
& high morale,
good teams,
enquiries,
audits

Patient factors: age,
BMI, anemia,

poverty/ social
exclusion,
multiples,

disease,
IVF

A representation of the morbidity-to-mortality continuum
in both resource poor and rich countries

20-25% de muertes maternas en paises desarrollados ( 140.000 /afio)
Incidencia entre el 5-15% (Severas: 10-15%)
Gran morbilidad (Evitable en muchas ocasiones con manejo adecuado)

Sheldon WR. BJOG 2014; 121 Suppl1: 5-13



Making
Pregnancy Safer

A NEWSLETTER OF WORLDWIDE ACTIVITY

Reducing the Global Burden:
Postpartum Haemorrhage

Obstetric haemorrhage is the world’s leading
cause of maternal mortality, responsible for an
estimated 127 000 deaths annually. Postpartum
haemorrhage (PPH) is the most common type
of obstetric haemorrhage and accounts for the
majority of the 14 million cases that occur each
year.

Failure of the uterus to contract adequately after

childbirth is the most common cause of postpar-

tum haemorrhage. In the absence of timely and

appropriate action, a woman could die within
a few hours.

In the developed world, PPH is a largely
preventable and manageable condition.
In developing countries, mortality from
PPH remains high and recent studies
have shown that PPH causes up to
60 per cent of all maternal deaths.

For example, PPH accounts for

59 per cent of maternal deaths in

Burkina Faso, 53 per cent in the
Philippines, and 43 per cent in In- Based on the recent proven advantages of

donesia. PPH also causes consider- ©Xytocin (more effective, fewer side effects,
able suffering for women and their 1€ss expensive compared to other medi-

families and places a heavy burden cines), the pangl recommended oxytocin as
on national health systems. the drug of choice for prevention.




Maternal, Newborn and \f(\} MBRRAC E_U K
f Mothars and Bables: Reducing Risk through

Infant Cllnlcal OUtcome Aundils and Confidential Enquiries across the UK
Review Programme

Saving Lives, Improving Mothers’ Care

Surveillance of maternal deaths in the UK
2011-13 and lessons learned to inform maternity
care from the UK and Ireland Confidential Enquiries
into Maternal Deaths and Morbidity 2009-13

December 2015
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Figure 2.3: Maternal mortality by cause 2011-13
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La esposa del Shah Jahan de la India, la Emperatriz Mumtaz, tuvo 14

hijos y murié después de su ultimo parto de una hemorragia postparto
en 1630. Tan grande fue el amor del Shah Jahan para su esposa que él

construy6 tumba mas hermosa del mundo en su memoria
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-Evolucion humana: encefalizacion

-Fetos mas grandes y desarrollados
-Adaptacion placentaria
-Mayor invasion y vascularizacion

-Dificultosa separacion

Developing the brain: a potential role for the placenta in hominin brain evolution. AAFA 2012



Increasing incidence of postpartum hemorrhage: the Dutch
piece of the puzzle

Acta Obstetricia et Gynecologica Scandinavica 95 (2016) 1104-1110
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Temporal trends of postpartum haemorrhage in
Switzerland: a 22-year retrospective
population-based cohort study

Swiss Med Wkly. 2017, 147w 14551



* PPH incidence increasing (UK + abroad)
— Rate doubled in England over 5 years:
7% in 2007 to 13% of maternities in 2011/2012

0.6% of maternities had "Major Obstetric
Haemorrhage™in Scotland 20112

‘blood loss =22500ml / blood transfusion =5 units
red cells / treatment for coagulopathy

1. Health and Social Care Information Centre. (2012).
2. Scottish Confidential Audit of Severe Maternal Morbidity 9t Annual Report 2011
Healthcare Improvement Scotland (7 MBRRACE-UK

2/



META-ANALYSIS The Journal of Nursing Research m VOL. 00, NO. 0. MONTH 2017

Relationship Betvween Viaternal
Characteristics and Postpartum Hemorrhage:
A Meta-Analysis Study

Relationship Between Maternal Age (> 35 vs. < 35 Years) and PPH Relationship Between Maternal Parity (Primiparous vs. Multiparous) and PPH

Maternal Age Maternal Age ) LWL e Weight OR, M-H, Fixed OR, M-H, Fixed
> 35 Years <35 Years Weight O, M-H, Fixed OR, M-H, Fixed Author, Year PPH  Total PPH  Total (%) [95% Cl] [95% ClI]
Author, Y PPH  Total PPH  Total % 95% CI 95% CI )
or, Year ota otal 1% [96% GO [é6% GO Otighshetal 2000 6 266 6 3% 294 127[041,398] ——
Bais et al., 2004 33 149 630 3315 029 1.2110.82, 1.80] Sharma et al., 2005 26 320 54 638 1672 0.92(0.78, 1.50] -+
Ford et al., 2007 1062 21983 6,653 142150  10.36 1.02[0.96, 1.09] Tixier et al,, 2011 10 52 8 70 377 18500.67,5.06] ™
. . n
Nojomi et al., 2010 1 245 2 293 001 0.60(0.05,662] Blomberg, 2011 26,241 494162 24324 619,909 12,04296  1.37[1.35, 1.40] —
Blomberg, 2011 9,510 206,817 41,055 907,254 88.26 1.02[0.99, 1.04] Puri et al., 2011 5 18 8 20 206  0.58(0.15, 2.26] -
Driessenetal., 2011 128 700 824 3,846 1.08 0.82[0.67,1.01] Biguzzi et al., 2012 376 2074 75 625 5435  1.62[1.25,2.12] |
Lottal [95% FII]. . 01 20;;4 ;2793,‘35;4 ;3,164 1,056,858 1000  1.02[0.99, 1.04] oM o1 1 10 100 Total 6% Cil 2666 MOBMI 44T 62508 1000 13[4l W 8 1 0 m
sterogenelty: 1'p = 0.25, = 21.13, = =. Heterogeneity: 1, = 0.31, £ = 16.59, 7 = .01
Test for overall effect: Z = 1.43 (p = .15) Favors No PPH  Favors PPH Test for overall effect: Z=34.93 (p<.001) Favors No PPH  Favors PPH
Relationship Between Maternal BMI (> 25.00 vs. 18.50-24.99 kg/m?) and PPH Relationship Between Maternal Hypertension (With Hypertension vs. Without
Hypertension) and PPH

BMI = 18.50-

2 2
BMI>2500kg/m®  24.99 kg/m Hypertension

Weight OR, M-H, Fixed OR, M-H, Fixed
Author, Year PPH Total PPH  Total (%) [95% CI] [95% CI]

i No OR, M-H, Fixed OR, M-H, Fixed
Sebire etal, 2001 15761 110290 18365 176923 8961 144[141,1.47] Author, Year PPH  Total PPH Total Weight(%)  [95%Cll [95% CI]
Bupldetal, 2005 80 5916 6 802 007 182[079,41

Tsukamoto etal, 2007 11 271 66 2301 0.11 1.40[0.73,2.69]

Gofton et al., 2001 167 1331 980 11434 1237 1.63[1.29, 1.82]

Magann et ., 2011 109 2,256 5 1,966 041 187013426 Sheiner et al., 2005 65 9,591 601 144,720 574  164[127,212]

Haloranetal, 2012 171 7,912 412 25307 143 134[1.12,160] ;32;';';20;0707 "012 15’3‘:2 6'625 148‘1723 a;i; 1:2 g:g 12;:

Nove et al., 2012 1462 121422 1,346 152,450 838 1.37[1.27,147] bt o . o 100 Baker & Ha;ri 2012 6 p. B 865 042 31201 21' 8.00]

Total [95% Cl] 17,594 248,073 20247 359,749  100.0 1.43[1.40,1.47] ' ' ; o

Heterogeneity: x%, = 0.42, = 0.00, 7 = .00 Total [95% Fl] , 1,255 26,344 8331 305676 100.0 1.52 (1.43, 1.61] w1 1w
Test for overall effect: Z = 32.77 (p < .001) Favors No PPH  Favors PPH Hetsrogensity: ' = 0.60, F=000,¢ = 00

Test for overall effect: Z= 13.26 (p < .001) Favors No PPH  Favors PPH




Reconocimiento
Organizaciony tardio de la
Manejo complejidad.
Desconocimiento

Ausencia de Retraso en
protocolos y respuesta. Falta
Guias clinicas de comunicacion

Inadecuada
educaciéony
entrenamiento
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“La clave de la perfeccion es contar lo que se hace”

“Educar es compartir”



RECURSOS
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OBIJETIVOS

Coordinacién de Servicios
Protocolizar actuacion

Disponibilidad de
hemoderivados

Prevencion y Tratamiento
adecuado

Evitar manejo subéptimo
Disminuir efectos adversos
Resolver complicaciones

Evaluar impacto



ROMBINE

' TISSUE

v

v

‘l..

12

Identificar pacientes de riesgo

Reconocimiento precoz y adecuado (estimacién)
Prevencion

Uterotdnicos y tratamientos asociados

Reanimacion. Control de Hemorragia. Coagulopatia
Protocolos: elaboracidon , actualizacion y divulgacion
Organizacién y Funcionamiento

Trabajo en equipo. Multidisciplinar. Comunicacién
Recogida de sucesos. Documentacion

Educacion. Formacion. Entrenamiento
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PERDID A SANGUINEA: Clase I Clase IT Clase III Clase IV

HNM Shock hemorragico
i 159 15-30°%G 30-40%% = A0
NWolumen (ml.) TS0mI T50-1500mT. 1500-2000mT. = 20:00mT.
Fresion arterial sistalica Sin cambio Elevwada Beducida Indetectable
Presion arvterial diastolica Sin cambio MNormal Reduacida huy baja
Pulso (Ipmn) 100 100-120 120-140 = 140
Rellemo capilar MNormal Lento Lento Indetectable
Respiracidon 14-20 20-30 30-40 = 35
Dinresiz (ml'h) = 30 2030 5-15 Mo
Extremidades MNormal Palidas FPahidas Palidas v frias
Estado memntal Amnsiedad Biuy ansioso Ansioso v confiiso Sommoliento, Confiso

o Inconsciente

Respuesta a 20 mL /g de MNormaliza TA v FC Mejora TA v FC Mejoria tramsitoria de la Sin respuesta
fluido isotondco balanceado TA w FC., v wvuelve la

inestabilidad
Recomendacion WVolamen = CH WVeolumen = CH Actvar PTAI* Activar PTM=*=

Relative risk 5%

Parameter of morbidity p value
Heart rate > 100 7.0 (4.9-10.1) 0.0001 3%

beats.min
Diastolic BP > 90 mmHg 6.6 (4.7-9.4) 0.0001 A
Systolic BF > 150 mmHg 5.4 (3.8-7.8) 0.0001

Respiratory rate »> 22 4.8 (2.9-8.0) 0.0001

breaths.min " a% 2%
Temperature = 38 “C 3.4 (2.0-5.6) 0.0003 —

S‘_,"STDHE BFI - gU mmHg 2_4 (15_3_?] UUU'IE Hasmorrhage PET Infection Anaesthetic A ute asthima
Oxygen saturation < 95% 1.3 (0.2-7.9) 0.56 . § . . - g .
Pain score 7—3 2.7 (0.8-8.4) 017 Figure 1 Distribution of maternal morbidity according
Responds to voice, pain 0.0 1.0 to defined diagnostic criteria. Values are proportion.

or unresponsive

PET, pre-eclampsia.

Singh S. Anaesthesia 2012; 67: 12-18 Modified Early Obstetric Warning Scores (MEOWS)



Improving estimates of blood loss
Small women have small blood volumes

50
99
60
65
70

9 women weighed less than 60kg

5000
5500
6000
6500
7000

750
825
900
975
1050

1500
1650
1800
1950
2100

2000
2200
2400
2600
2800

*Based on 100mls/kg blood volume in pregnancy (RCOG 2011) but may

overestimate blood volume in obese women

[ JMBRRACE: UK

&/



Improving communication of
estimated blood loss

“A woman had sustained a 2500mls blood loss in
the delivery room which was not conveyed
accurately to the anaesthetist in theatre, and a
further 2500mls was lost during the repair of her

Genital Tract Trauma but only 1 unit blood
transfused”

_((JMBRRACE-UK

U



Improving communication of
estimated blood loss

“A woman had sustained a 2500mls blood loss in
the delivery room which was not conveyed
accurately to the anaesthetist in theatre, and a
further 2500mls was lost during the repair of her
Genital Tract Trauma but only 1 unit blood
transfused because the anaesthetist was re-
assured by an acute bedside haemoglobin result”

Don’t be misled by an early single haemoglobin result

which reflects the starting position not the blood loss.

No fluid resuscitation, no haemodilution (7 JMBRRACE-UK
\9 Attt o Conhderi Urpites ocrose e O



DOI: 10.1111/1471-0528.13098 Review article
www.bjog.org

The prevention and treatment of postpartum
haemorrhage: what do we know, and where do
we go to next?

A Weeks

Sanyu Research Unit, Department of Women’'s and Children’s Health, Liverpool Women’s Hospital, University of Liverpool, Liverpool, UK
Correspondence: Professor A Weeks, Sanyu Research Unit, Department of Women’s and Children’s Health, Liverpool Women’'s Hospital,
University of Liverpool, Crown Street, Liverpool L8 755, UK. Email aweeks@liv.ac.uk

BJOG 2015 122:202-212,

Prevention
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Taponamiento uterino:
tratamiento no médico de eleccidn

Eficacia elevada (90%)




Inflation volume Length Width

100 mL 7.2cm 5.0cm

Under Pressure: Intraluminal Filling Pressures of
Postpartum Hemorrhage Tamponade Balloons

200 mL 9.2¢cm 6.6cm

300 mL 9.7 7.7¢cm
i Be Kathleen M. Antony, MD, MSCI'2  Diana A. Racusin, MD'?  Michael A. Belfort, MD, PhD'

Gary A. Dildy I, MD'

400 mL 10.5cm 8.2cm
A | Perinatol Rep 2017:7 :086-292 .

500 mL 10.5cm 9.5cm

FIGURE 4: The size of each balloon (inflated to a volume of 100-500 mL).

Pressure-volume curves of the ebb ™, BT-Ceth®, condom-
catheter, Sengstaken-Blakemore, and Bakri® balloons
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/ CHg (CHz): COOCH:
H CHs
|

—— C=C-CH-C (CHz)s CHs

Pharmacodynamics of misoprostol and oxytocin

. 400, ——Misoprostol 60

E ggg —&— Oxytocin -5:]%
f= ' HE
T 250; 405
5 200 302
@ 150 2
E | -."--______:"---_____ _.:Eﬂ %.
E 1{“}- || -_-_--_"-—___..“J?
= 501 @
w0 ; . . . . 0~

Length of third stage of labor

3000
25001
20001
15001
1000+

500

Mumber of women

0

Figure 4
oxytocn

Time (minutes)

Comparison of concentrations of misoprostol and
in blood with duration of physiological third stage in

TABLE3

Misoprostol plus oxytocin compared with oxytocin

No. of events/total no. or

total no.
No. of Misoprostol plus Relative risk or mean
Outcome trals oxytocin Oxytocin  difference (95% Cl) Pvalue ? (%)
PRIMARY OUTCOMES
Mean intraoperative blood loss, mL /\
Sublingual misoprostol 11505 45 4% 139 (-300 10 21) [ ) ®
Oral misoprostol ™ 28 25 —29(—159t0 101) 6 NA
Buccal misoprostol 1" 173 179 24 (—16 to 64) 24 NA
Rectal misoprostol 1% 200 200 —191 (—252 to —130) < 00001 NA
Mean postoperative blood loss, mL
Sublingual misoprostol 1% 179 187 —265 (—262 to —248) < 00001 ) NA
Ll niorgs & z TR T T
Rectal misoprostol 1% 200 200 —139 (166 o —112) < .00001 § NA
Mean fall in hemoglobin,
Sublingual misoprostol gess 75 269 —02(-0510.1) 13 6
Infrauterine misoprostol ™ 100 100 —06(-091t0 -03) 002 NA
Mean fall in hematocrit, %
Sublingual misoprostol FEMEE ey 372 -2.1(-34 10 —08) 0001 | 91
Buccal misoprostol 1" 173 179 -0.2(-05t0.1) Al NA
Rectal misoprostol 1% 200 200 -35(-4210-29) < .00001 | NA
Intrauterine misoprostol ™ 100 100 -18(-28t0-07) on NA
Use of additional uterotonic agents
Sublingual misoprostol 351329 102/331 0.33 (0.18-0.62) 0005 j 61
Oral misoprostol 1" 0/28 0/25 Not estimable NA NA
Buccal misoprostol 1 451173 76179 0.61(0.45-0.83) 002 NA
Rectal misoprostol s 141200 300 0390220700\ o2
Infrauterine misoprostol ™ 3100 6100 0.50(0.13-1.94) \ 32 / NA

12,979 women!"?

Conde-Aguelo A. Am J Obstet Gynecol 2013; 209: 40 Wweeks A. Lancet 2006; 368: 2123

\/

Fuks AM. Obstet Gynecol 2014; 123 Suppl 1



TECNICAS COMPRESIVAS

Acta Obstetricia et Gyneclogica Scandinavic 4 ¢ ) L 'v'-::gy 90 (2011) 10261042

Efficacy of surgical techniques to
hemorrhage: analysis of 539 case

JOSE MIGUEL PALACIOS-JARAQUEMADA!'2

'Center for Medical Education and Clinical Research (CEMIC), Bueng® ff "m0 8
of Medicine, University of Buenos Aires, Argentina o U

Efficacy to stop bleeding: technicf. ‘ 3

BUAL \\

Pereira  Selective pedicle ligature

Erine 19/23
51 bleeding (plcenta 18720
accreta)

52 bleeding Placenta accre

placenta pri

E

Abbreviations: BUAL, bilateral uterine arten

212 0
9/9 0
0 Placenta accreta 31/36

ars; S1, sector 1; 52, sector 2.
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FIGURE 1
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Urster- \ i ’ Ureter
= Horizontal cervico-
Vaginal——\ "“‘ isthmi sutures Vaginal
ey artery

Vagina

© Copyright BLynch't © Copyright B-Lynch'05 -

© Copyright B-Linch 95 . e Inthis posterior view of the Literus, the upper circular ligatures cross through the
uterine body in the lateral walls. A lower ligature goes through the broad liga-
ment to compress both of the uterine arteries and the lower segment.

Huissoud, A sitch in time. Am ] Obstet Gynecol 2012.

Figure 8.  Operative view: uterine mattress sutures as described
by B-Lynch et al. [25]: The passage of absorbable "'suspenders'
sutures through the uterine fundus.

Figure 6 The Cho multiple square sutures
compressing anterior to posterior uterine walls'?

Figure 5 The Hayman uterine compression suture
without opening the uterine cavity'!

Fig. 6. Final aspect of the uterus with all sutures applied.
Pereira. Compressive Uterine Sutures. Obstet Gynecol 2005.

Table 2. Main features of surgical hemostatic techniques.
S1 efficacy Time to perform the
S1 efficacy (placenta h@mostatic technique Technical Specific
Procedure atony) accreta) S2 efficacy (minutes) Additional maneuvers difficulty material
BUAL Excellent Good Poor or 5-10 Peritoneal Low No Tequm Nm_:lber of % Success .
ineffective vesico-uterine fold ﬁub)er.‘ls w H h}rﬂeref.‘tomes]
opening -
B-Lynch Excellent Good Poor or 2-5 No Mid Needle and B-Lynch et al. 5 100% successful, (©)
ineffective suture B-Lynch et al.® 1600 98.8% successful, (19)
Cho Good Excellent Excellent 5-10 Peritoneal Low in S1; Needle Cho et al* 3 100% successful, (0)
vesico-uterine fold mid in 52 Hayman et al® 3 100% successful, (0)
opening in 2 Ouahba et al® 21 55% successful, (1)
Hayman Excellent Good Popr or . 2-7 No Low Needle Marasinghe et al & 17 75% successful, (4
, neffective ‘ Zheng et al* 9 100% successful, (0)
Pereira Excellent Excellent Poor or 5-10 No Low to mid No
ineffective
SLVL Not applicable  Not applicable  Excellent 5-15 Peritoneal Mid to high No
vesico-uterine fold
opening
Abbreviations: BUAL, bilateral uterine artery ligature; S1, sector 1; S2, sector 2; SLVL, selective lower vascular ligature.

Kathleen M. Seminars in Perinatology 37 (2013) 246-56



Tranexamic acid for preventing postpartum blood loss after
cesarean delivery: a systematic review and meta-analysis of
randomized controlled trials

Acta Obstetricia et Gynecologica Scandinavica 95 (2016) 28-37

Tranexamic acid Control Mean difference Mean difference
Study or subgroup Mean SD Total Mean SD Total Weight v, Random, 95% CI Year IV, Random, 95% CI
Gai 2004 359 152 o1 439 191 B9 14.2% —80.00 [-130.50, —29.50] 2004 —_—
Movafegh 2011 329 0 50 545 0 50 Mot estimable 2011
Gungorduk 2011 500 206 330 GO0 215 330 15.0% —100.00 [-132.13, —67.87] 2011 —
Xu 2013 379 160 B8 441 189 86 14.1% —62.00 [-114.09, —9.91] 2013 —_—
Senturk 2013 272 143 101 346 189 122 14.5% —74.00 [-117.62, —30.38] 2013 B
Shahid 2013 39z 166 38 T63 244 36 11.6% —361.00 [456.60, —265.40] 2013 ——
AbedelAleem 2013 241 126 ar3 510 144 36T 15.3% —269.00[-288.51, —-249.49] 2013 T
Ahmed 2014 3o 48 &2 596 38 B2 15.4% -—-205.00[-220.24, —189.76] 2014 -
Total (95% CI) 1133 1142 100.0% —160.27 [-224.63, —95.92] -‘-
Heterogeneity: t° = 6841 36: 2 = 176.62. df = 6 (p < 0.00001); £ = 97% ; + + i
Test for overall effect: Z = 4.88 (p < 0.00001) Incidence of postparmum blood loss —500 —250 o 250 500

Tranexamic acid Control

Effect of early tranexamic acid administration on mortality,
hysterectomy, and other morbidities in women with
Ppost-partum haemorrhage (WOMAN): an international,
randomised, double-blind, placebo-controlled trial

www.thelancet.com Published online April 26, 2017 http://dx.doi.org/10.1016/50140-6736(17)30638-4

Tranexamic acid Placebo Risk ratio
group deaths group deaths (959 Cl)
=2 hours
WOMAN 89 (1.2%) 127 (1.7%) 0.69 (0-53-0-90)
CRASH-2 345 (5.19%) 470 (7-00%) *7 0.72 (0-63-0-83)
Overall 434 (3-0%) 597 (4-2%) e 0.72 (0-64-0-81)
p=0-75"
=32 hours
WOMAN 66 (2-6%) 63 (2.5%) ] 107 (076-1-51)
CRASH-2 144 (4-4%) 103 (3-0%) Bl 144(112-1.84)
Cwverall 210 (3-6%) 166 (2-8%) e —- 1-27 (0-96-1-69)
p-017* p<0-0000*

olq o6 o's 1’0 12 14 1ls
-

Favours tranexamic acid Favours placebo

Figure 5: Time to treatment
*Heterogeneity p value

Interpretation Tranexamic acid reduces death due to bleeding in women with post-partum haemorrhage with no
adverse eftects. When used as a treatment for postpartum haemorrhage, tranexamic acid should be given as soon as
possible after bleeding onset.



Mantener entrega tisular de Oxigeno: perfusion y oxigenacion
Hto y Hb NO deben de guiar la transfusion (falsamente elevados)

Transfusion sin demora: CH O negativo (isogrupo: 3-5 m; cruzadas: 45 m)

FLUIDOTERAPIA P

, // L HI POTE
RESUCITACION | RMIA
HEMOSTATICA N

USO DERIVADOS HEMATICOS

Steele HB. Am J Obstet Gynecol 2014 Feb 25



Sangre sin Diluir

S. de permeabilidad global aumentada

(GIPS: GLOBAL INCREASED PERMEABILITY SYNDROME) Fluid management in critically ill patients: the role of extravascular lung water, abdominal hypertension,
capillary leak, and fluid balance Cordemans et al. Annals of Intensive Care 2012, 2(Suppl 1):S1
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Addendum A: European Consensus on Prevention
and Management of Postpartum Hemorrhage

The EUPHRATES group (EUropean Project on obstetric Hoemorrhage Reduction
Aititudes, Trial, and Early warning System), European Union 5th Framework

WHO recommendations
for the prevention

and treatment of
postpartum haemorrhage

FIGO Recommendations
Prevention and Treatment of Post-Partum Hemorrhage (PPH)

Prevention
Active Management of the Third Stage of Labor

o Administration of uter ctonic agents (Oxytocin 10 fu IM or Misoprostel 600 pg po If Oxytocin is

neither available nor feasible)
» Controlled cord traction

+ Uterine massage after delivery of the placenta, as appropriate

He
Vagina| Delivery =500 cc blood loss
Cesarean section >1000 cc blood loss
Anywvalume of blood loss with unstable woman

Control Bleeding
Aortic Compression
Uterine tampanade for atony
Secure |V access

If ongoing bleeding:
Monitor Matemal Status
Airway, Breathing and Circulation
IV access
Fluid balus (zim to keep BP >100/50)
Syntocinon 20 UfLto 40U/L to IV solution infusion

Give blood products if available

Uterine Massage
Empty Bladder
ion to ine cause

of bleeding
(there may be multiple causes)

| Uterine Atony | [ RetainedPlacenta | [ Uterine ] [ Lacerations
¥ L]
Uterotonics Attempt to manually Attempt to replace Repair all
Omytasin: 5 u IV or 10 u IMor 20 remove placenta. uterus: do not give lacerations
to 40 u/L IV fluid infusion Intra umbilical cord uterotonics or attempt Cenix and vagina
or injection or to remove placenta should be
Ergometrine or misoprostol (800 pg) until uterusis carefully
Methylergometrine: «@@n be considered as replaced. examined,
0.2 mg IM, repeat q 2 tod hif an alternative before If unsuccessful, especially if
required for 3 max of 1 gram per 2 manuzl removalis amange to transfer prolonged lzbour
Hh attempted. Give ‘Woman to centre with orforceps
or uterotonic agents. If surgical capability. delivery
Misoprostol: 800 pg sublinguzlly unsuccessful, amange Ifunzble to
{4 x 200 pg tablets) to transfer woman to repair, transfer
ar centre with ahility for woman to
‘Carboprost: 0.25 mg IMor IMM DE&C. appropriate
center

415 minutes [max 2 mg)

If unsuccessful, arrange to transfer woman to next level of care
I ovailable:
Intrauterine tamponade
Shock trousers
Literine artery embolization
Laparotomy (hypogastric artery ligation, B-Lynch suturesand/or
hysterectomy)

These women are at risk for anemia.

It is impaortant to give
iron supplements for least
3 months.




| Jutcome of the management of massive postpartum hemorrhage using the
ilgorithm “HEMOSTASIS”

.avanya Varatharajan **, Edwin Chandraharan ®, Julian Sutton °, Virginia Lowe °, Sabaratnam Arulkumaran ®

St George's University, Londan, UK
Department of Obstetrics and Gyrecology, St George's Healthcare NHS Trust, London, UK

L L. Varatharajan et al. / International Journal of Gynecology and Obstetrics 113 (2011) 152-154 J

Box 2. Management algorithm for atonic postpartum haemorrhage:
HAEMOSTASISé6

H: Ask for HELP and Hands on the uterus (uterine massage)

A: Assess and resuscitate (vital signs, IV fluids, blood and blood products)
E: Establish aetiology, ensure availability of blood and ecbolics (oxytocin)

M: Massage uterus

O: Oxytocics — Oxytocin infusion/prostaglandins— IV/per rectal/AM/intramyometrial

S: Shift to theatre — bimanual compression/anti-shock garment

T: Tissue and Trauma (exclude/manage)/proceed to Tamponade balloon/uterine

packing

A: Apply compression sutures — B-Lynch/modified compression sutures (2-5)
S: Systematic pelvic devascularization — uterine/ovarian/quadruple/internal iliac
I: Interventional radiology (and if appropriate, uterine artery embolization)

S: Subtotal/total abdominal hysterectomy
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Tabla 1  (continuacion)

N.: Recomendacion

NE/GR

7 Se recomienda el método de determinacion de fibrindgeno por el método de Clauss o mediante
FIBTEM en el ROTEM® o el Functional Fibrinogen en el TEG para finalidades diagnosticas o cuando
se deban tomar decisiones del manejo clinico de pacientes en el contexto de una hemorragia
masiva

38 Dado que |a adecuada firmeza del coagulo solo parece lograrse a partir de una concentracion de
fibrinogeno plasmatico superior a 2g/l, se recomienda administrarlo cuando no se alcance dicho
umbral umbral por el método de Clauss, la FIBTEM-MFC en el ROTEM® sea inferior a 7mm o,
por equivalencia, [a amplitud maxima del FLEV sea inferior a 10mm

39 Se sugiere una dosis inicial de 25-50 mg/kg de concentrado de fibrinogeno cuando no se alcance el
umbral plasmatico recomendado del mismo

40 No se recomienda el factor Vlla como medida rutinaria de primer nivel en el tratamiento de la
hemorragia masiva

41 Se recomienda la administracion precoz (en las 3 primeras horas) de acido tranexamico en
pacientes con hemorragia masiva secundaria a trauma. La dosis inicial recomendada es de 1gen
10min seguida de una infusion intravenosa de 1g en 8. La administracion mas tardia (mas de 3h
despues del traumatismo) no se recomienda por el incremento de mortalidad asociado con
hemorragia

4 Se recomienda a valoracion de medidas sin transfusion como la angioembolizacion o (2 utilizacion
de procedimientos endovasculares en el tratamiento de la hemorragia masiva en pacientes
seleccionados siempre que estén disponibles

4 Se recomienda valorar [a administracion de desmopresina (0,3 pg/kg) en pacientes sangrantes
con enfermedad de Von Willebrand

44 Se sugiere valorar [a administracion de desmopresina (0,3 ug/kg) en pacientes sangrantes urémicos
o tomadores de aspirina

45 Se recomienda monitorizar los niveles plasmaticos de calcio en el paciente sangrante

46 Se sugiere mantener los niveles plasmaticos de calcio en el rango de la normalidad, administrando
calcio en caso de hipocalcemia (Ca <0,9mmol/1)

47 Se recomienda considerar el manejo especifico del sangrado en pacientes bajo el efecto de
farmacos antiagregantes o anticoagulantes, en funcion del mecanismo de accion de cada uno
de ellos

1c

L

1c
B

18

NE/GR: mivel de evidencia/grado de recomendacion.

Tabla 1 Novedades en el manejo de [a hemorragia masiva en el palitraumatizado

Intervencian

Manejo tradicional

Novedades

Infusion fnicial cristaloides

Acido tranexamico
CH

PFC

. plaquetas

Fibrindgeno

#1l

No uso

5in otros derivados
hematicos

Seglin analitica: TP o
APTTR>1,5

Segiin analitica:
5,250,000/

Seglin analitica:
selgll

Titular bolus 250mi cristaloides si
hipotension muy marcada

19 v dentro de [as 3 primeras horas
Ratios PFC/CH elevadas

Uso empirico desde el nicio

Uso empirico precoz

Despues sequn analitica si

0.2 100,000/

Us empirico precoz

Despues segun analitica si< 1,5-2g/
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Conclusion: Implementation of the PPH protocol decreased rates of postpartum

anemia and postpartum hysterectomy owing to uterine

atony.




Original Research

Penod 1

Improvement in Outcomes of Major .
Obstetric Hemorrhage Through ‘

Systematic Change '

Didactic sessions about physiology, diagnosis, and initial
and subsequent management were few and far between
Daily sign-out between care teams and attending physi-
cians not closely monitored by department leaders
Staff escalation to senior leaders not encouraged
No rapid response team

Period 2

770 VOL. 130, NO. 4, OCTOBER 2017

OBSTETRICS & GYNECOLOGY

Table 3. Outcomes of Cases of Major Obstetric Hemorrhage After Removal of Planned Cesarean

Intensive didactic training for all health care pro-
viders with monthly sessions devoted to obstetric
hemorrhage*

Team training for all health care providers (nurses,
residents, physician assistants, physicians)

Daily sign-out run by senior leaders {two maternal-
fetal medicine physicians)!

Escalation encouraged, although encouragement

Hysterectomies was infrequent
¢ Development of an obstetric rapid response team®
e Quarterly drills for obstetric emergencies including
Measure Period 1,* 2000-2001 Period 2,* 2002-2005 Period 3,* 2005-2014 pt massive hemorrhage®
e Weekly or monthly discussions among leaders about
methods for improving our responses to massive
Multiparity 1012 (33.3) 38/43 (88.4) 97/174(55.7) <.001 hemorrhage
Prior cesarean delivery 6/12 (50) 27/43 162.8) 40174 (23) <001 _
Maternal death 2012 (16.6) 0/43 (0) 07174 (0) 003 i Period 3 . _ 4 ‘
Lowest pH 73 (74734 (0=12)  734(730738)(n=33) 736 (731740 (n=62) 001 @ © Daily education about physiology, diagnosis, and
initial and subsequent management (clinical pearls)
pH less than 7.32 8/12 (66.7) 14/43 (42.4) 17174 (27.4) 02 e Daily emphasis on staff escalation to senior leaders
Lowest temperature 352 35.0-354] (1=12)  36.1 (35.8-36.5) (n=43) 364 36.0-36.6) n=174) <001 whess uncormirigble
) e TeamSTEPPS training
Loagulopathy 7112 (58.3) 13/43 (30.2) 221174 (12.6) <001 e Massive transfusion protocol initiated
Hysterectomy 6/12 (50) 1243 (27.9) 33174(19) 03 [ Uterine balloon tamponade encouraged _
. . e Oxytocin policy developed with required electronic
PRBC transfusion volume 750 (500-2,375) 500 (500-1,500) 500 (500-1,000) 3 documentation and standard order sets

Daily discussions among senior leaders about methods
for improving our responses to massive hemorrhage
Huddles immediately after events with all staff
involved were initiated, including written documen-
tation of perceived problems and solutions

Quality assurance—continuous quality improvement
committee processes revised and expedited®
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Key Haemorrhage Messages

1. Anticipate / avoid: Treat antenatal anaemia
Judicious use of uterotonics
2. Early recognition: Accurate EBL
Timely MEOWS observations
Trigger responses if MEOWS score is abnormal
High index of clinical suspicion
3. Prompt effective resuscitation :
Consider all factors and likely clinical course
Small women have small blood volumes
Don’t be misled by a single Hb result
Use serial measurements of Hb, lactate and bicarb
4. Control bleeding quickly:

Conservative measures are not always appropriate
and if not working resort to definitive surgery

5. Human factors: Improve communication, ownership, leadership
and teamwork

(JmBRRACE:UK

&/



Es importante la COMUNICACION entre compaderos de forma

- - CLARA, CONCRETAY PRECISA

Durante esa “hora de oro", una correcta actuacion
ESVITAL
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*Well-Tuned Learning *Challenging
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Practice Effe Cti ve

- o *Analogical
El equipo debe respetar en todo momento Reasoning Practice Based

SU POSICION DE TRABAJO Learning

Learning Environment
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