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Mortalidad materna

Table 1.4. Numbers and rates of leading causes of maternal deaths; UK: 1985-2008

Cause of death Numbers

1985-87 1988-90 1991-93 1994-96 1997-99 2000-02 2003-05 2006-08

Direct deaths
Sepsis
Pre-eclampsia and eclampsia
Thrombosis and
romboembolism

9 17 15 16 18 13 18 26
7 27 20 20 16 14 18 19
32 33 35 48 35 30 41 18

9 1" 10 17 8 5 17 13
Early pregnancy deaths* 16 24 17 15 17 15 14 1"
Ectopic 1" 15 9 12 13 i114] 10 6
Spontaneous miscarriage 6 3 2 2 1 1 5
Legal termination 1 3 5 1 2 B 2 0
Other 0 0 2 0 0 0 1 0
Haemgrrhage 10 22 15 12 7 17 14 9
Anaesthesia 6 4 8 1 3 6 6 7
Other Direct 24 17 14 7, 7 8 4 4
Genital tract trauma 6 B 4 5 2 1 3 0
Fatty liver 6 5 2 2 4 3 1 3
Other causes 15 9 8 0 1 4 0 1
All Direct 139 145 128 134 106 106 132 107
Indirect
Cardiac disease 23 18 37 39 35 44 48 53
Indirect neurological 19 30 25 47 34 40 2y7 36
conditions
Psychiatric causes - - - 9 15 16 18 13
Indirect malignancies - - - - 1 5 10 3
Other Indirect causes 43 45 38 39 41 50 50 49
All Indirect 84 93 100 134 136 155 163 154
Coincidental 26 39 46 36 29 36 55 50

CMACE. 2006-2008. Vol 118 ,supplement 1, March 2011. BJOG

*The Early Pregnancy deaths category includes only those women who died from the following Direct causes
conditions before 24 completed weeks of pregnancy not counted elsewhere. Those women who died from o
e.g. Embolism, Sepsis, Indirect etc.



Hemorragias obstétricas PRIMER TRIMESTRE

Antes de 12 SG

] Aborto
d Embarazo extrauterino
O Enfermedad trofoblastica




Hemorragias obstétricas del PREPARTO

BINOMIO MADRE-FETO

O Placenta previa
O Desprendimiento prematuro placenta

0 Rotura uterina

Visible Bleeding

O vasa pr‘eVia Concealed Bleeding

Endometrium

Concealed
Hemorrhage

Placers rormal Desprenfominnto de placeny




Hemorragias POSTPARTO precoz

Q0 Atonia uterina

O Retencion placentaria

d Placenta anormalmente adherida
d Accreta Vera
d Increta
 Percreta

1 Rotura uterina

d Inversion uterina

1 Desgarros canal del parto



Hemorragia postparto (HPP).
efinicion I

OMS: Pérdida de mas de 500 ml de sangre tras un parto
vaginal o de mas de 1000 ml tras una cesarea en las

primeras 24 horas postparto
Cualquier pérdida de sangre con inestabilidad HMDC

Cause of haemorrhage

Placental Placenta Postpam Total Genital tract trauma* Overall

abruption praevia haemorrhage - total Overall
Triennium n n n;/n Rate 95% ClI n Rate 95% ClI n rate
1985-87 4 0 6 10 044 024081 6 026  0-12-0-59 16 0-71
1985-87 6 5 11 225 093¢ 0:62=1:41= 3 013  0-04-0-39 25 1-06
1991-93 g 4 8 15 0:65:" 0:39-1:07" : 4 017  0:06-046 19 0-82
1994-96 4 3 5 12 0:550::10:31=0:95:: 5 023  0:09-0-55 17 0-77
1997-99 3 3 1 7 2033 0:16-068 .. 2 009 0-02-0-38 9 0-42
2000-02 3 4 17:720:85--£0-53_1:36 " ] 005 001-036 18 0-90
2003-05 2 3} 9 48 - 0:66. :0:39-1:11 3 0-14  0-05-0-44 147 0-80
2006-08 2% 2%k 5 o8 - 0:39. 0:20-0:75 + 0****. .. :0:00 9 0-39

*Includes ruptured uterus. These deaths were}m.'n‘éd in a separate Chapter in previous reports.
**Includes one very late ectopic pregnancy in the third trimester.

***Including one woman with placenta praevia/accreta and ruptured uterus.

****Genital tract tears were implicated in two women who died of postpartum haemorrhage.

CMACE. 2006-2008. Vol 118 supplement 1, March 2011. BJOG



HEMORRAGIA OBSTETRICA GRAVE

PUNTOS CLAVE

Identificar precozmente factores de riesgo
Reconocimiento precoz del sangrado

Trabajo en equipo: ginecologia, anestesia, hematologia,
enfermeria, radiologia intervencionista, etc
Protocolos de actuacion

Reanimacion efectiva y restauracion volumen sanguineo
Tto médico y quirdrgico




TABLE 1 HPP .

Risk Factors for Postpartum Factores de r'iesgo
Hemorrhage
Odds
Risk factor ratio
Prolonged third stage of labor 7.6 -
Preeclampsia 5.0
Mediolateral episiotomy 4.7 .
Previous postpartum hemorrhage 3.5 2/3 Hemor‘mgla postparto ocurren
Twin pregnancy 3.3 en pacientes sin factores de riesgo
Arrest of descent 2.9 identificables
Soft-tissue lacerations 2.0
Asian ethnicity 1.7
Augmented labor 1.7
Forceps or vacuum delivery 157
Hispanic ethnicity 7 .
Midivis spisiatoray 16 P/rl"/‘ea\:?eanfmg iosqurfum Hemorrhage.
Nulliparity " ging the third stage of labor.

K. Maughan, S. Heim et al.
Am Fam Physician 2006, 73:1025-8

Adapted with permission from Combs CA, Murphy EL,
Laros RK Jr. Factors associated with postpartum hemor-
rhage with vaginal birth. Obstet Gynecol 1991,77:73.

R e e B T R e LA R s



HPP. Atonia uterina

I'able 2 Postpartum haemorrhage at vaginal delivery:

mode of detection and aetiology

PPH Severe PPH
n = 896 n=224

Table 5 Postpartum haemorrhage at caesarean delivery:
mode of detection and aetiologies

Mode of detection

Clinical 754 (84.2) 190 (84.8)

Haemoglobin findings 142 (15.8) 34 (15.2)
Aetiology*

atony 302 (40.1) 86 (45.3)

incomplete placenta delivery/ 293 (38.9) 70 (36.8)
retained placenta

episiotomy, vaginal or cervical 121 (16.1) 51 (26.8)
wound

placenta accreta 9 (1.2) 5(2.6)
abruptio placenta 5(0.6) 4 (2.1)
placenta praevia 1 (0.1) 0

no aetiology identified 144 (19.1) 24 (12.6)

PRH Severe PPH
n =247 n=92
Mode of detection
Haemoglobin 116 (47.0) 22 (24.0)
Clinical 131 (53.0) 70 (76.0)
preoperative 87 (35.0) 48 (52.0)
postoperative 44 (18.0) 22 (24.0)
Aetiology* n-=-131 D)
atony 58 (44.3) 33 (47.1)
hysterotomy 17 (13.0) 13 (18.6)
abruptio placenta 9(6.9) 6 (8.6)
placenta praevia 6 (4.6) 2(2.9)
placenta accreta 5(3.8) S [7.1)
uterine rupture 3(2.2) 2.[29)
blood clotting disorder 2¢1.5) 2:(2.9)
no aetiology identified 42 (32.0) 18 (25.7)

Data are n (%).
*As assessed clinically. Several aetiologies may be identified for each

patient.

*As assessed clinically. Several aetiologies may be identified for the
same patient.

Incidencia de HPP por atonia uterina en aumento

Incidence and management of postpartum haemorrhage. C. Dupont, S. Touzet et al.
IJOA(2009)18,320-327
The epidemiology of postpartum hemorrhage in a large, nationwide sample of deliveries.
BT Bateman, MF Berman et al Anesth Analg 2010; 110: 1368-1373



TABLE 2
Postpartum Hemorrhage: Definitions of Key Terms

Term Definition HPP °
° ° o °
Third stage of labor Time from the delivery of the infant until delivery ManeJO GC"'IVO 3 CSTGdIO

of the maternal placenta

Active management Uterotonic medication administered after the
delivery of baby; early clamping and cutting of
umbilical cord; and controlled umbilical cord
traction until separation and delivery of the

placenta
Expectant No uterotonic medication administered; umbilical
management cord not cut or clamped until after cessation of .
pulsating; separation of the placenta without Pr'evem‘m_c] Posfpar'fum Hemor'/"hage.
intervention; and placenta delivered by gravity . .
or spontaneously by maternal expulsion Managlng The fhlf’d sfqge Of /abor.
Postpartum Blood loss of at least 500 mL within 24 hours K. Maughan, S. Heim et al.
sSmafage ofdelveny G Am Fam Physician 2006, 73:1025-8
Severe postpartum Blood loss greater than 1,000 mL within 24 hours
hemorrhage of delivery
Uterotomc‘ medication Any medfcatlon‘cal{smg uterine contraction TCI”CCI" esTadio més COPTO
Prophylactic use of Uterotonic medication used to prevent .
uterotonic medication postpartum hemorrhage Menor riesgo de HPP
Therapeutic use of Uterotonic medication used to treat postpartum Menos ufero'rénicos adicionales
uterotonic medication hemorrhage

Sin incidencias evolucion de los neonatos

Information from references 1, 2, and 6.
e R e SRl R e

www.aafp.org/afp Volume 73, Number 6 * March 15, 2006



HEMORRAGIA OBSTETRICA GRAVE

Time for changing coagulation management in trauma-related

massive bleeding
Dietmar Fries?, Petra Innerhofer® and Wolfgang Schobersberger®

Therapeutic options TTo sustifutivo

Any hemostatic therapy should aim to provide suthcient
substrate (platelets, ibrinogen) and thrombin generation
(coagulation factors) and to improve clot stability (factor
XIII). In the case of hyperhbrinolysis, antihbrinolytics
nced to be administered first. Concomitantly, contribut-
ing tactors should be corrected as far as possible to

improve the etficacy of substtution therapy. R fle]lefe]lels



UTEROTONICO IDEAL

Profilaxis y tto HPP

1. Eficaz

2. Pocos efectos 2°

3. Termo-resistente

4. F4cil de administrar

5. Conocer farmacologia,

dosis, via y frecuencia admén

620485.7

SYNTOCINON" 10 u.1./mi H*O;

solucién inyectable
Oxitocina (DOE)

9643386 O XkH

PROSTAGLANDINA E,

PFIZER 10 mg/ml »
solucién para perfusién 2
Dinoprostona

1 ampolla de 0,5 ml A
Via intravenosa (perfusior



UTEROTONICOS. OXITOCINA

Uteroténico natural. Nonapéptido
Sintesis ndcleos supradptico y paraventricular
(también en liquido amnidtico, corion y decidua) & =

Mayor liberacion nocturna 5 i a8
Niveles aumentan significativamente tras comienzo parto ., =i, kL
Concentracion receptores oxitocina aumenta durante AL T,

el embarazo (80 veces) y parto (2,5 veces)
Sintesis 1953 (Du Vigheaud)

Mec accion:

Accion directa receptores uterinos
Aumenta sintesis PG

Impide paso Ca hacia exterior celular
Impide fijacion Ca al sarcoplasma Oxytocin

Hwh =

The use of uterotonic drugs during caesarean section
R. Dyer, D Van Dyk, A. Dresner. ITOA (2010) 19, 313-319



UTEROTONICOS. OXITOCINA

Confidential Enquiry into Maternal Deaths of the United Kingdom (1997-99)
Report on Confidential Enquires Maternal Deaths South Africa (2005-2007.

FDA: uso restringido por indicacion médica

IPMS: fdrmaco con alto nivel de alerta
Hiperactividad uterina

Bradicardia y disminucion Sat02 fetales
Reacciones anafilacticas
Nadseas, vémitos, cefalea, enrojecimiento, efecto ADH, CID

Bw e

5. Hipotensidn, taquicardia, isquemia miocdrdica, arritmias

Receptores oxitocina en muchos tejidos (miocardio, vasos sanguineos...)
Ef. directo de relajacion musculatura lisa vascular

Taquicardia por efecto directo de receptores especificos en miocardio
Ef. vasoconstrictor art. renales, coronarias y musculoesqueléticas

Ef. vasoconstrictor arteria y vena umbilicales

Signs of myocardial ischaemia after injection of oxytocin: a randommized double-blind
comparison of oxytocin and methylergometrine during C-section. Br J Anesth
2008;100: 683-9. M.Svanstrom, B. Biber et al.



OXITOCINA

Importancia clinica de cambios HMDC en la literatura no uniforme

Muertes maternas directamente atribuibles a oxitocina son rarisimas

Efectos HMDC importantes si no compensacion vasodilatacién (cardiopatia
severa, hipovolemia)

Dosis bajas oxitocina minimizan cambios HMDC

Tendencia a utilizar dosis mayores por miedo a contraccién uterina inadecuada

y a HPP
Uterotdnico de 12 linea

Oxytocin protocols during cesarean delivery: time to acknowledge the risk/benefit ratio?
Editorial. ITOA 2010, 19, 243-245



OXITOCINA

PROFILAXIS ATONIA UTERINA

Cesdrea electiva: 1-3 UI en 30 seg
Tras trabajo de parto: 3 UT en 3-5 min

Estudios para perfusién de mantenimiento
Si cardiopatia materna: bolus 0,05-0,5 muy lentos con fenilefrina previa

TTO ATONIA UTERINA

3-5 UT ev en 30 seg
40UIL en500 mla125ml/h

Uterotdnicos 22 linea

Oxytocin for labour and caesarean delivery: implications for the anaesthesiologist.
R. Dyer, B. Carvalho. Current Opinion in Anesthesiology 2011, 24: 255-261.



UTEROTONICOS. CARBETOCINA

@ @ @ Directo: recept.OT

: . Indirecto: via PGs
Mensajeros secundarios

{

Almacén calcio intracelular

@ Carbetocina
O  Calcio

vy
N

Contracciones uterinas —— Receptor oxifocina

musculatura lisa
del dtero

<>

Canal de calcio



UTEROTONICOS. CARBETOCINA

Efectos 2°:

Cefalea, enrojecimiento,
hipotensidn,dolor abdominal,
nduseas, prurito, temblor

Perfil de seguridad similar

Actividad bioldgica (10 veces)
Admon dnica ~
Larga vida media (4-10 veces mas)
Recuperacion rapida tono uterino
<2% pasa a leche materna

14 veces mds barata
Extensa bibliografia
Grandisima experiencia

Carbetocin versus oxytocin for the prevention of postpartum haemorrhage following
Caesarean section: the results of a double-blind randomised trial.
G. Attilakos, D. Psaroudakis, BJOG 2010, 117:929-936



PROFILAXIS CARBETOCINA HPP
RECOMENDACIONES

Profilaxis (100 ug ev) atonia uterina en cesdrea bajo A. regional:
embarazo multiple, macrosomas, inducciones prolongadas...

Cochrane 2007: no evidencia clara del uso como uterotdnico de 1? linea,
debe individualizarse

Bolus ev durante 1 min
Cesdreas electivas bajo A. regional
Disminuye la necesidad de uterotodnicos adicionales

Partos vaginales con mds de un factor de riesgo
Admon im
Disminuye la necesidad de masaje uterino



UTEROTONICOS.
ALCALOIDES CORNEZUELO CENTENO

Recuerdo histérico:

Uso 1° en obstetricia 1582

Fin en 1822 por ergotismo (gangrena, convulsiones)
1932, Moir y Dale introducen metilergometrina
(menos efectos 2°)

Mecanismo de Accion
Contracciones uterinas persistentes a través
de canales de calcio e interaccion actina-miosina

Efectos 2° derivados de la vasoconstriccion:

retencion placenta, inversion uterina

cefalea, hipertension, dolor abdominal, erupciones cutdneas

vértigo, nduseas y vomitos, espasmo coronario, convulsion, bradi- o taquicardia



METILERGOMETRINA HPP
INDICACIONES

Metilergometrina 0,2 mg (profilaxis y tto HPP):
Admodn im o ev lento diluido
Uteroténico 22 linea

Efectos 2° maternos (nduseas, vomitos, cefaleas, HTA, retencién placenta)

Active management of the third stage of labour: prevention and treatment of
postpartum hemorrhage. The Clinical Practice Guideline of the Society of
Obstetricians and Gynaecologists of Canada. Octubre 2009



UTEROTONICOS.
PROSTAGLANDINAS

Mec accion:
1. Paso de calcio hacia dentro de la célula
2. Impide fijacidn calcio al sarcoplasma

660175.4 O e L TN

Propess 10 mg

sistema de liberacion v aginal

inoprostona 4 :
1Dx’ r1'o rgg sistema de liberacién vaginal FERR\N(
Tl il protegerlo de la humedad.

Conservar en el envase original para

LUSIVAMENTE VAGINAL K
mNET)'(E%ER FUERA DEL ALCANCE Y VISTA DE LOS NINOS

9643386 O X %H ]

PROSTAGLANDINA E,

PFIZER 10 mg/ml
solucién para perfusién
Dinoprostona

PRODUCTOS FARMACEUT!

i

1 ampolla de 0,5 ml (lll‘,
Via intravenosa (perfusion)




UTEROTONICOS.
PROSTAGLANDINAS

9643386 O X %H

- PROSTAGLANDINAE,

PFIZER 10 mg/ml
~ solucion para perfusién
- Dinoprostona

1 ampolla de 0,5 ml <+> k
Via intravenosa (perfusion)

Dosificacién: 1 amp (5 mg) en SG 5%. 5 pg/ml
Dosis inicial: 2,5 pg/min durante 30 min.

Farmacocinética

Distribucién y metabolismo muy rdpidos (sélo 3% en sangre a los 15 min)
Metabolismo en pulmadn, higado, bazo, rifién (9 metabolitos)

Eliminacion renal

Efectos 2°: nduseas, vomitos, diarrea,

Farmacodindmica

Contraccién musculo liso uterino Contraindicaciones: enfermedad activa
Estimula mdsculo liso gastrointestinal cardiaca, pulmonar, renal o hepdtica



UTEROTONICOS.
PROSTAGLANDINAS

PG de eleccion en el tto HPP
1 amp (250 pg) / 1 ml
Dosis: 1 amp im / 10 min (mdximo 8 amp)

Efectos 2°: nduseas, vomitos, diarrea, cefalea, HTA, broncoespasmo, fiebre
Contraindicaciones: enfermedad activa cardiaca, pulmonar, renal o hepdtica

237 HPP refractarias uteroténicos 1% y 22 linea
Carboprost: N° medio dosis administradas: 1,16 (1-5)
87% control HPP, resto intervencion quirdrgica

Controlling refractory atonic postpartum hemorrhage with Hemabate sterile
Solution. Am J Obstet Gynecol 1990 Jan; 162 (1):205-8. MA Oleen, JP Mariano



Uses of misoprostol in
Obstetrics and Gynecology.

Rev Obstet Gynecol. 2009: UTE ROTéNICOS .
2(3):159-168. R. Allen, B. O PROSTAGLANDINAS

“Brien

PROSTAGLANDINA E1: MISOPROSTOL

PROFILAXIS Y TTO HPP

Prostaglandina E1 sintética
Efectos dosis dependiente

Ventajas sobre otras PG: bajo coste, larga vida media, no necesita
refrigeracion, fdacil admén, disponible en dreas del 3° mundo

Farmacocinética

Vias admén: oral, vaginal, sublingual, bucal y rectal

Via vaginal: absorcion lenta, concentracién plasmdtica pico baja, aclaramiento
lento, absorcion variable

Via rectal: patrén similar a via vaginal

Via oral: concentracion plasmdtica menor, menos efectos 2°, similar a via vaginal
Via sublingual: absorcion mads rdpida, concentracion plasmdtica mas altaq,
mayores efectos 2° gastrointestinales.

Contraccion uterina similar a admén vaginal y menor variacion en la absorcidn.



G n

No. 235 October 2009 (Replaces No. 88, April 2000)

Active Management of the Third Stage of
Labour: Prevention and Treatment of
Postpartum Hemorrhage

s

BUILLETIN

CLINICAL MANAGEMENT GUIDELINES FOR
OBSTETRICIAN—GYNECOLOGISTS

NUMBER 76, OcTOBER 2006

Bl @ ] CO@ of Green-top Guideline
e ¥a No. 52

N, | —
% Obstetricians and May 2009

3..;‘  ‘ Ads ;}f‘ Gyn aeco 1 0 g 1 Sts Minor revisions November 2009

Setting standards to improve women’s health




TRATAMIENTO HPP (ATONIA)

Oxitocina 5 UT ev bolus (se puede repetir dosis)
Metilergometrina 0,2 mg ev o im (contraindicado si HTA)
Perfusion oxitocina (40 UI en 500 m|l RL a 125 ml / h)
Carboprost 0,25 mg im cada 15 min hasta maximo de 8 dosis
Carboprost 0,5 mg intramiometrial (contraindicado si asma)
Misoprostol 1000 yg via rectal

No. 235 October 2009 (Replaces No. 88, April 2000)

2w Royal College of Green-top Guli?:ligls
a7 (Obstetricians and o T505
Gynaecologists Minor revisions November 2009 '

Setting standards to improve women'’s health




HEMORRAGIA OBSTETRICA GRAVE

EVITAR TRIADA
LETAL

Hipotermia
Acidosis

Coagulopatia

"THE BLOODY VICIOUS CYCLE"

K —
S,
Progressive .‘m‘c

Coagulopathy

Cellular
Shock
Core
Hypothermia
Tissue
Injury
Metabolic
Acidosis /
[ Zontact
Massive
ctivation Transfusion
Clotti Factor
Deficiencies . xisting
Dm

Ficune 1. The pathogenests of the bloody wvictous cycle
following major torso trauma 1s multfactorial. but usually
mantfests as a trad of refractory coagulopathy. progresstve
hypothermia, and perststent metabolic acidosts. 'Ad]aptixd from
Moore and Thomas =



HEMORRAGIA OBSTETRICA GRAVE

TABLE 1 CLINICAL FINDINGS IN PPH
Degree of Shock
Compensation Miid Moderate Severe

Blood loss 500-1000 miI | T000-1500 ml 1500-2000 ml 2000-3000 ml

10-15% 15-25% 25-35% 35-45%
Blood Pressure none slight fall marked fall profound fall
Change (80-100 mmHag) | (70-80 mmHg) | (50-70 mmHq)
(systolic pressure)
Symptoms and Signs| palpitations weakness restlessness collapse

dizziness sweating pallor air hunger

tachycardia tachycardia oliguria anuria




HEMORRAGIA OBSTETRICA GRAVE. TRATAMIENTO
TEST VISCOELASTICIDAD:

TEG RO l EM Figura 3: Figuras caracteristicas del tromboelas-
’

tograma: A: Normal, B: prolongada, (antocoagulacion
- y deficiencia de factores) C: Amplitud Maxima dis-
Table 1 TEG-based transfusion algorithm (from Royston and von Kier ' minuida (trombocitopenia y bloqueadores de la fun-
cion plaquetaria) D: fibrinolisis E: Hipercoagulabi-
lidad, F: Coagulacion intravascular diseminada, G:

TEG variable Implication Therapy CID estadio tardio, (hipocoagulabilidad).
R>14 and <21 mm [clotting factors One fresh frozen plasma

R>21 and <28 mm | | clotting factors Two fresh frozen plasma A
R>28 mm | | lclotting factors Four fresh frozen plasma

MA <48 mm | | platelet number/function  One pooled platelets

MA <40 mm || Iplatelet number/function  Two pooled platelets

Lys30 >7.5% Increased lysis Aprotinin

These methods allow guick differentiation
between a deficiency of coagulation factors,
fibrinogen, platelets or factor XIII and the
presence of hyperfibrinolysis

(11

LIMITACIONES: Realizados a 37°C - E
No detecta : déficit de factor von Willebrand

efecto de antiagregantes plaquetarios

efecto de anticoagulantes orales - F

!




HEMORRAGIA OBSTETRICA GRAVE. TRATAMIENTO

REANIMACION
A-B-C
Airway, Breathing, Circulation

Canula de oxigeno a altos flujos o anestesia general si procede
Monitorizacion no invasiva (FC,TANI, Sat02).

Post, si procede, invasiva (TAT, PVC)

Mantener normotermia (mantas, calentadores...)

Evitar y tratar acidosis, hipocalcemia, hiperpotasemia...
Canalizacién dos vias periféricas gruesas.

Post, si procede, catéter arterial, venosa central

Control hemorragia: reposicion volémica



HEMORRAGIA OBSTETRICA GRAVE. TRATAMIENTO MEDICO

3;’ Uterotdnicos
Productos sanguineos
Fibrindgeno
F. VIT recombinante
Compl protombinico

ue) c’

.........

9643386 O X %¥H

PROSTAGLANDINA E,
- PFIZER 10 mg/ml

~ solucién para perfusién
Dinoprostona

1 ampolla de 0,5 ml
Via intravenosa (perfusion)

o el o)

19

Haemocomplettan® P

Active ingredient:
~ Human Flbrinogen

~ Powder for

- solution for ‘ q &) 7 S |
- reconstitu 1} o
| oot o INDUA AN 1 N e ‘N \ 4 u.".L




HEMORRAGIA OBSTETRICA GRAVE. TRATAMIENTO

-10 Note time: t0 Set up monitoring Call for help

Oxygen

Bladder emptying Check blood group

Oxytocin

MRP + MEU Fluid loading:

{ venous line

. y . lloids, colloids
Vaginal examination i + Crysta %
g E 20 Ulinfused +1V +Ephedrine tests. £ blood
= repair Uterine massage +Hemocue®

-130

Hemocue®

Urinary catheter
Diuresis/h

Sulprostone: Full Lab. evaluation

RBCs for Hb = 10 g/dL

FFP: RBC ratio: 1:1
Fibrinogenand TA
Platelets if < 50000

with yasopressors
if needed:
norepiglephrine: 0.5 mg/h

500 ug (1 vial)

Antibioprophylaxis

for 1h (max rate)

Patient warming to be adapted

Arterial line?
Central line?

(echo)

+ 160 [rUt. tamponade}
Arterial e
— Embolization
rFVila
v(min) ‘ Hysterectomy

Use of clotting factors and other prohemostatic drugs for obstetric hemorrhage.
Mercier F, Bonnet M. Curr Opin Anaesthesiol 2010,23: 310-316
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Crystalloids

Colloids

RBC

FFP/PCC

Fg

Hct=21-24%

PT, aPTT>1.5xnormal

Fg=1.0 g litre~*

Pit

Plt<50x10°? litre™

0.5

1.0

15 20 25

Blood volume replacement

Table 2 Guidelines for replacement therapy in patients with coagulopathy

Coagulation parameter Recommended therapy

Prothrombin time >1.5 times normal Fresh frozen plasma,
prothrombin complex
concentrate

Activated partial thromboplastin time Fresh frozen plasma

>1.5 times normal

Fibrinogen <10 g litre ' Fibrinogen concentrate,
cryoprecipitate

Platelets <50 x 10” litre ' Platelets




HEMORRAGIA OBSTETRICA GRAVE. TRATAMIENTO

Concentrado de Hematies
1/1

Plasma fresco congelado
Plagquetas < 70000

Current Recommendations

Even though controversy does exist in the literature, most
authors agree that transfusion of a high ratio of FFP and plate-
lets to PRBCs confers a survival advantage in patients under-
going a MTPSISALREETTLIIT A¢ e nrecent time,
multiple authors and centers have adopted a 1:1:1 ratio as the
standard during transfusion in the exsanguinating
patient.>” !> 22103676977 11y order to achieve early high-ratio

Rossaint et al. Critical Care 2010, 14:R52

http://ccforum.com/content/14/2/R52 @ CRIT'CA.- CARE
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HEMORRAGIA OBSTETRICA GRAVE. TRATAMIENTO

CONCENTRADO ,DE FACTOR
PROTOMBINICO

Dosis: 20-30 unidades / kg
Indicacién: Persistencia sangrado tras admén PFC
con protombina y/o cefalina alteradas

Prothrombin complex concentrate

Recommendation 29 We recommend the use of pro-
thrombin complex concentrate for the emergency reversal
of vitamin K-dependent oral anticoagulants (Grade 1B).

Rossaint et al. Critical Care 2010, 14:R52

http://ccforum.com/content/14/2/R52
@ CRITICAL CARE

RESEARCH

Open Access
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HEMORRAGIA OBSTETRICA GRAVE. TRATAMIENTO
FIBRINOGENO

Paso de fibrindgeno a fibrina es el escalon final de
la coagulacién y esencial para la formacion del codgulo estable.

Adhesidn plaquetaria

Dosis: 2-4 gr ev.
Disuelto en agua bidestilada fria
Indicacion: alteracion coagulacion (analitica, TEG)

Simultdaneo a admon de CH 'y PFC

Concentracion de fibrindgeno en el

momento del dto de HPP puede servir de
marcador de la evolucion de la misma

IIIII —n |\ \ PRV W oW aN I NN~ .~

The use of fibrinogen concentrate to correct hypofibrinogenaemia rapidly during
obstetric haemorrhage. ITJOA (2010)19,218-234



HEMORRAGIA OBSTETRICA GRAVE. TRATAMIENTO
FIBRINOGENO

Fibrinogen and cryoprecipitate
Recommendation 26 We recommend treatment with
fibrinogen concentrate or cryoprecipitate if significant

bleeding is accompanied by thrombelastometric signs of a
functional fibrinogen deficit or a plasma fibrinogen level of
less than 1.5 to 2.0 g/l (Grade 1C). We suggest an initial
fibrinogen concentrate dose of 3 to 4 g or 50 mg/kg of
cryoprecipitate, which is approximately equivalent to 15 to
20 units in a 70 kg adult. Repeat doses may be guided by
thrombelastometric monitoring and laboratory assessment
of fibrinogen levels (Grade 2C).

Ventajas comparado con crioprecipitado
Eficacia en sangrado traumadtico, trasplantes, obstétrico ,
| cuando niveles <1.5-2 g/I

Rossaint et al. Critical Care 2010, 14:R52

http://ccforum.com/content/14/2/R52
@ CRITICAL CARE

RESEARCH Open Access
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HEMORRAGIA OBSTETRICA GRAVE. TRATAMIENTO
FACTOR VII RECOMBINANTE

Dosis: 70-90 ug / kg

Indicacidn: sangrado persistente tras reposicion
hemoderivados con inestabilidad HMDC

Uso compasivo en hemorragias obstétricas

Activated recombinant coagulation factor VIl
Recommendation 28 We suggest that the use of recom-
binant activated coagulation factor VII (rFVIla) be con-
sidered if major bleeding in blunt trauma persists
despite standard attempts to control bleeding and best-
practice use of blood components (Grade 2C).

Rossaint et al. Critical Care 2010, 14:R52

http://ccforum.com/content/14/2/R52
@ CRITICAL CARE

RESEARCH

Open Access
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HEMORRAGIA OBSTETRICA GRAVE. TRATAMIENTO
FACTOR VII RECOMBINANTE

v D

R

Previo admon factor VII:
Hb 9-10 g
Plaguetas > 70000

Fibrindgeno > 2 g

| APTT<15

No acidosis ni hipotermia
Calcemia OK

Excepcion: paciente inestable
sin disponibilidad inmediata de
productos sanguineos

The role of recombinant activated factor VII in obstetric hemorrhage.
Current Opinion Anesthesiol 2012,25: 309-314



HEMORRAGIA OBSTETRICA GRAVE. TRATAMIENTO
ANTIFIBRINOLITICOS

Antifibrinolytic agents

Recommendation 27 We suggest that antifibrinolytic
agents be considered in the bleeding trauma patient
(Grade 2C). We recommend monitoring of fibrinolysis
in all patients and administration of antifibrinolytic
agents in patients with established hyperfibrinolysis
(Grade 1B). Suggested dosages are tranexamic acid 10 to

Acido tranexdmico:
1 g ev en el momento dto HPP y 1 g a los 30 min (si persiste)

o en las 1* 24 h (si resangrado)

Use of clotting factors and other prohemostatic drugs for obstetric hemorrhage.
Mercier F, Bonnet M. Curr Opin Anaesthesiol 23: 310-316

Ducloy-Bouthors et al. Critical Care 2011, 15:R117
http://ccforum.com/content/15/2/R117
’ C, cRriTIcAL cARE
oM RESEARCH

High-dose tranexamic acid reduces blood loss in Cc CRITICAL CARE
postpartum haemorrhage 4genlh,perfusionlg/ h

Anne-Sophie Ducloy-Bouthors'”, Brigitte Jude?®, Alain Duhamel*®, Frangoise Broisin®, Cyril Huissoud’, o g of e
Hawa Keita-Meyer®, Laurent Mandelbrot>'®, Nadia Tillouche'", Sylvie Fontaine'’, Francoise Le Goueff'?, Dos IS elevadas TA pueden r'educ r Sang r'ado y mor‘bl l Idad (A4] HPP

Sandrine Depret-Mosser'?, Benoit Vallet'', for The EXADEL! Study Group'® and Sophie Susen®?

Management of bleeding following major trauma:
an updated European guideline
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HEMORRAGIA OBSTETRICA GRAVE. TRATAMIENTO
ANTIFIBRINOLITICOS

Shakur et al. Trials 2010, 11:40
http://www.trialsjournal.com/content/11/1/40

_TRIALS

STUDY PROTOCOL Open Access

The WOMAN Trial (World Maternal Antifibrinolytic
Trial): tranexamic acid for the treatment of
postpartum haemorrhage: an international
randomised, double blind placebo controlled trial

Haleema Shakur*?, Diana Elbourne?, Metin Gllmezoglu?, Zarko Alfirevic3, Carine Ronsmanss, Elizabeth Allen* and

lan Roberts! n= 15000

Acido tranexdmico:
1 g even el momento dto HPP y 1 g a los 30 min (si persiste)
o en las 1° 24 h (si resangrado)

HIPOTESIS:

Disminuye sangrado tras cesdrea electiva y parto vaginal
Disminuye resangrado

Efectos 2° nduseas, ho fendmenos trombdticos

Debe considerarse en el t1o de HPP




ANESTESIA HEMORRAGIA OBSTETRICA GRAVE

ANESTESIA
- Si bloqueo epidural previo y HDMC estable: continuar con
A. EPIDURAL

* Si no bloqueo epidural previo:
HDMC estable : A. INTRADURAL / A. EPIDURAL
HDMC inestable o coagulopatia:A. GENERAL

- Proteccion de aspiracion gdstrica (Ranitidina+Metoclopramida) IV
» Preoxigenacion
» Induccidn: Secuencia rdapida y maniobra de Sellick




POSTOPERATORIO HEMORRAGIA OBSTETRICA GRAVE

Vigilancia materna monitorizada

Prevencion fenomenos trombaoticos (HBPM
profildctica)

Antibioterapia agresiva (amplio espectro)

Tto complicaciones




FACTORES DE RIESGO TROMBOTICO POSTPARTO

Factor riesgo OR IC 95%
Edad>35a 1.4 1.0-2.0
Obesidad IMC > 30 2.65 1.09-6.45
Anemia 2.6 2.2-2.9
Embarazo mdltiple 4.2 1.8-9.7
Hemorragia anteparto 2.3 1.8-2.8
Cesdrea urgente 2.7 1.8-4.1

Hemorragia postparto
(> 11)

Transfusion

Hemorragia postparto
+cirugia

RCOG Guideline n® 37 , 2009



PROFILAXIS ANTITROMBOTICA POSTPARTO

Edad > 35 a

Obesidad (IMC > 30)

Paridad > 2 < 2 FR BAJO RIESGO
Tabaco Movilizacion

Cesdrea electiva Evitar deshidratacion

Cirugia en puerperio

Grandes venas varicosas
Infeccidn sistémica intercurrente
Inmovilidad

Preeclampsia

Forceps rotacional

Trabajo parto prolongado
Hemorragia postparto > 1| 2 o mas FR RIESGO INTERMEDIO
Transfusidn sangre HBPM 7 dias

RCOG 2009



SECUELAS HEMORRAGIA OBSTETRICA GRAVE

EAP, TRALI

Sindrome distres respiratorio

Coagulopatia

Shock
Isquemia miocdrdica
Insuficiencia renal
Hemorragia digestiva
Esterilidad

Sindrome Sheeham

ACOG, Obstet Gynecol Oct 2006




RECOMENDACIONES

] Deteccion factores de riesgo

O Deteccion precoz pérdidas hemorragicas

0 Protocolos de actuacion

O Coordinacion Anestesiologia / Obstetricia /
Hematologia / Radiologia

1 Seguimiento y control de complicaciones



