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Terminology



Life-threatening bleeding during delivery

PPH Postpartum Haemorrhage
Peripartum Haemorrhage







Bleeding in human childbirth

Vaginal delivery:

< 500 mi
Caesarean section:

< 1000 ml




Examples of definitions of peripartum haemorrhage

Organization Definition of PPH

World Health Organization " « Blood loss 2500 mL within 24 hours after birth
= Severe PPH: Blood loss 21000 mL within the same time frame.

American College of Obstetricians and Gynecologists &) o Cumutative blood loss 21000 mL or bicod loss accompanied by signs or symptoms of hypovolemia within 24 hours after the birth process (includes intrapartum ioss) regardiess of route of delivery.
Royal College of Obstetricians and Gynaecologists ! = Minor PPH (500 to 1000 mL) and major PPH (>1000 mL). Subdivisions of major PPH include moderate (1001 to 2000 mL) or severe (>2000 m).
International expert panel (4] » Active bieeding >1000 mL within the 24 hours follovang birth that continues despite the use of initial measures, including first-line uterotonic agents and uterine massage,
Saciety of Obstetricians and Gynaecologists of Canada ™! « Any amount of bleeding that threatens the patient's hemodynamic stability.
California Maternal Quality Care Coliaborative €! « Stage 0 Every woman in labor/giving birth

o Stage 1: Biood loss >500 mL after vaginal or >1000 mi after cesarean delivery; or change in wital signs >15% or heart rate 2110 beats/minute, blood pressure £85/45 mmHMg, O saturation <95%
» Stage 2 Continued bleeding with total blood loss <1500 mL.
» Stage 3: Total blood loss >1500 mL or >2 units packed red cells transfused; or unstable vital signs; or suspicion of disseminated intravascular coagulation

PPH: postpartum hemorrhage.

References:
1. Workd Health Orgonizotion. WHO recommendations for the prevention and treatment of postpartum hoemorrhoge. Geneva: Worid Health Orgonization; 2012
2. American College of Obstetricions and Gynecologists. ACOG Proctice Bufietin Number 183, October 2017. Postpartum hemorrhage. Obstet Gynecol 2017; 130:¢168.
3. Prevention and manogement of pastpartum hoemarrhoge: Green-top guideline No. 52. BIOG 2017; 124:¢106.
4. Abdul-Kodir R, McLintock C Ducloy AS, et ol. Evaluation and manogement of postpartum hemorrhoge: Cnsensus from an international expert ponel. Tronsfusion 2014; 54:1756.
5. Leduc D, Senikas ¥, Lalonde AB. et al. Active manogement of the third stoge of iabour: Pevention and treotment of postportum hemorrhoge. J Obstet Gynoecol Can 2009; 31:980.
6. CMQCC www.cmqcc. org/resources-tooi-kits/toolits/ob-hemorrhoge-toolkit (Accessed on Moy 17, 2017).
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2017 - revision of the definition of PPH

4

* blood loss > 500 ml vaginal delivery
or

* blood loss >1 000 ml Caesarean section

ACOG

The American College of
Obstetricians and Gynecologists

or

e change in vital functions
- heart rate >15% >110 bpm,
- blood pressure < 85/45 mmHg,

- saturation < 95%



There is strength in simplicity...

An acute, life-threatening condition



Peripartum haemorrhage — definition Czech Republic

According to the amount of blood loss:

* minor blood loss (500 - 1 000 ml)

* severe blood loss (> 1 000 ml)

* life-threatening peripartum hemorrhage (LTPPH) (> 1 500 ml)

(clinical and/or laboratory signs of tissue hypoperfusion)

DIAGNOSTIKA A LECBA
PERIPARTALNIHO ZIVOT
OHROZUJICIHO KRVACENI

Cesko-slovensky mezioborovy konsenzus

Doporudeny postup !O I 8




1500 ml

1000 ml

500 ml




1500 mi <

Lekar GP

1000 ml <

500 ml < Lékar GP
— Lekar ARO
Lekar GP

: ¥

Léekar ARO

Krizovy tym JeiSERE 10
Crisis plan

Krizova plan

Childbirth

Doctor - gynaecologist/obstetrician
Doctor - anaesthesiology-resuscitation
Crisis team

Crisis plan



Incidence



Peripartum hemorrhage
The most common and most dangerous complications of childbirth (from the mother's point of view)
It is one of the 5 most common causes of death in women (pregnancy, childbirth and the puerperium)

PPH

thromboembolic disease
hypertensive diseases
cardiomyopathy

sepsis

A S o



Incidence / \

The incidence of LTPPH/PPH varies greatly depending o the crlte ,960 dl‘ose the

pathology.

Estimate: 1 -5% of births %
a
tern

isks, and m nal outcomes: findings from the
nd Negborn Health. BJOG 2014, 121 Suppl 1:5.

Sheldon WR, Blum J, Vogel JP, et al. Postpartum haemorrhage
World Health Organization Multicountry Survey

Reale SC, Easter SR, Xu X, et al. Trends in Postpartum Hemorrhage in thWed States From 2010 to 2014. Anesth Analg 2020;
130:e119.

Prospective study: 10% of births
Deneux-Tharaux C, Bonnet MP, Tort J. [Epidemiologie poporodniho krvdceni ]. ] Gynecol Obstet Biol Reprod (PariZ) 2014; 43: 936.
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Maternal Death and Peripartum Hemorrhage

515,000 women worldwide die
during pregnancy and childbirth
every year

99% of maternal deaths occur in
developing countries

90% of cases of PPH are due to
uterine atony
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India registers a steep decline in maternal mortality ratio

Healthy trend o

The maternal mortality ratio (MMR) between 2016 and 2018
dropped to 113 in India, almost 100 deaths lesser than in the
2007-2009 period
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T pregnancy in the elderly woman

T obesity

T morbidity (hypertension, preeclampsia)

T st. p. surgical treatment of the uterus (fibroids)
T caesarean section, especially repeated

T placenta praevia

T placenta accrera spectrum

T pregnancies / births after IVF B multiple pregnancies

Increase in cases (PPH)

BJOG.. 2012 Feb;119(3):306-14.

Increasing trends in atonic postpartum haemorrhage in Ireland: an 11-year population-based cohort study.

Lutomski JE, Byrne BM, Devane D. Greene RA.



Physiology of postpartum
haemostasis



PPH is a specific problem

Woman
. pregnant woman

. 2nd half of pregnancy

This is a problem that occurs only from women,
only in pregnancy, only in the second stage of pregnancy.




Only in the second stage of pregnancy

—




® Pregnancy Gingivitis

e | Tone & Motility of Smooth Muscles
® Hemorrhoids & Constipation
e | Emptying of the gallbladder

® Normal Wt. Gain - 20-30 Ibs.

® Balanced Diet
1 Folic Acid & Iron
1 Caloric Intake %{ 300 cal/Day

* 1 Tidal Volume ot o
eed for Ho

® 10z Consumption
® Elevated Diaphragm

® Nasal Stuffiness

* Epistaxis

e T Lumbosacral Curve
® Altered Center of Gravity
e Duck Waddling Gait

.4

e 1 Blood Volume
e T HR
o T Cardiac Falpitations

Cardiovascular J ' :mfr:ljrrggemcnt

® Pseudoanemia

e 1 Breast Size
® Heaviness
e Tingling

® Fullness
* Darkening of Nipple Breasts

® Thin watery secretion

o | Saliva
® | Gastric Acidity Gastrointestinal

Freguenc
*N&V Urinary-Renal )W e

Renal Threshold for Sugar
Glomerular Filtration

e 15ize  * 1 BUN, Creatinine, Uric Acid
D. twr.

e 1 Fibrous Connective Tissue

® Braxton Hicks

¢ Cervical Softening

* Mucus FPlug
wNutrients To
Placenta >
“’éstc Away grot

Produces - HCB, HFL
® Dermatitis

. . T Size & Activity
® Vascular Spider Nevi 1 Basal Metabolic Rate

® ABD - Stretch Marks 1 Parathyroid Activity
Linea Nigra
9 Enlarges 2th Month

Produces FSH, LH, Thyrotropin
Adrenotropin & Frolactin

i Bladder Tone

® Estrogen Influence k( Vagina
® Hypertrophy

® Hyperplasia of Lining
ot 1PhicE white secretions

. T Skin Pigmentation
e Facial Mask
® Acne Vulgaris

‘!da ©2007 Nursing Education Consultants, Inc.



Mechanical hemostasis Coagulation factors
Retraction - tourniquet Fibrinogen







International society on thrombaosis and haemostasis diagnostic scoring system for
overt DIC.

1. Risk assessment: Does the patient have an underlying disorder known to be
assocated with overt DIC?
If yes: proceed
If no: do not use this algorithm
2. Order global coagulation tests (prothrombin time, platelet count, fibrinogen,
3. Score the test results
Platelet count (>100=0, <100 =1, <50=2)
Elevated fibrin marker (e.g. D-dimer, fibrin-degradation products) (no
m;lte increase = 2, strong increase = 3)
Prnlngged Emthmmhin time (<3s=0,>3 but<6s=1,>65=2)
Fibrinogen level (>1 g/L=0, <1 g/L=1)
4, Calculate score: —
=5 compatible with overt DIC: repeat score daily
<5 suggestive for non-overt DIC: repeat next 1-2 days




PPH DIC
95% Y0

The incidence of PPH and DIC.
95% of severe blood loss in childbirth is due to postpartum hemorrhage.



At the end of pregnancy,
myometrial perfusion is

600 to 700 milliliters

of blood per minute.




Physiology of retraction-tourniquet myometrium

« perfusion
e oxygenation
* energy reserves

« receptor readiness




Risk factors
Specific etiology



Risk factors and etiology of PPH

Study (690,000 births): 4 risk factors associated with the highest probability of
predicting the need for massive blood transfusion (n = 406) during hospitalization for
delivery
Mhyre JM, Shilkrut A, Kuklina EV, et al. Massive blood transfusion during hospitalization for delivery in New
York State, 1998-2007. Obstet Gynecol 2013; 122:1288.

1. abnormal placentation (pl. accreta or previa) (1.6/10,000 births, OR 18.5, 95% Cl 14.7-23.3)
2. placental abruption (1.0/10,000 births, OR 14.6, 95% Cl 11.2-19.0)
3. severe preeclampsia (0.8/10,000 births, OR 10.4, 95% Cl 7.7-14.2)
4. intrauterine fetal death (0.7/10,000 births, OR 5.5, 95% Cl 3.9-7.8)



Other risk factors for PPH

personal or family history of previous PPH, obesity, multiparity, Asian or Hispanic
race, precipitous delivery, excessive uterine distention (e.g. multiple pregnancy,
polyhydramnios, fetal macrosomia), chorioamnionitis, uterine inversion, uterine
fibroids, Couvelair uterus, inherited bleeding diathesis, acquired bleeding diathesis
(e.g. amniotic fluid embolism, abruptio placentae, sepsis, fetal death), assisted
reproduction technology, anaemia and the use of certain drugs: muscle relaxants,
antithrombotics.

ANTIDEPRESSANTS, especially selective serotonin reuptake inhibitors (SSRIs) and
serotonin and noradrenaline reuptake inhibitors (SNRIs) - ANAEMIA



B 0 An International Journal of
? Obstetrics and Gynaecology
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Antidepressant use in late gestation and risk of
postpartum haemorrhage: a retrospective cohort
study

LE Grzeskowiak,® R McBain,® GA Dekker,™® VL Clifton®

* School of Pasdiatrics and Beproductive Health, The Robinson Research Institgte, The TUniversity of Adelaide Adeliide 58, Anstralia
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In 2015, one of the first articles came out about the negative effect of antidepressants
on anemia in pregnancy a few years later the articles are incredibly increasing.



Risk of vaginal bleeding and postpartum hemorrhage after use of antidepressants in
pregnancy: a study from the Norwegian Mother and Child Cohort Study.

Lupattelli A, Spigset O, Koren G, Nordeng H.
J Clin Psychopharmacol. 2014 Feb;34(1):143-8. doi: 10.1097/JCP.0000000000000036.
PMID: 24135843

Antidepressants during pregnancy and postpartum hemorrhage: a systematic review.

Bruning AH, Heller HM, Kieviet N, Bakker PC, de Groot CJ, Dolman KM, Honig A.

Eur J Obstet Gynecol Reprod Biol. 2015 Jun;189:38-47. doi: 10.1016/j.ejogrb.2015.03.022. Epub 2015 Mar 30.

PMID: 25845914 Review.

Use of antidepressants near delivery and risk of postpartum hemorrhage: cohort study of

low income women in the United States.

Palmsten K, Herndndez-Diaz S, Huybrechts KF, Williams PL, Michels KB, Achtyes ED, Mogun H, Setoguchi S.

BMJ. 2013 Aug 21;347:f4877. doi: 10.1136/bm).f4877.
PMID: 23965506 Free PMC article.

The risk of postpartum hemorrhage with selective serotonin reuptake inhibitors and other

antidepressants.

Salkeld E, Ferris LE, Juurlink DN.

J Clin Psychopharmacol. 2008 Apr;28(2):230-4. doi: 10.1097/JCP.0b013e318166c52e.
PMID: 18344737

Oxytocin for preventing postpartum haemorrhage (PPH) in non-facili
Pantoja T, Abalos E, Chapman E, Vera C, Serrano VP.

Cochrane Database Syst Rev. 2016 Apr 14;4:CD011491. doi: 10.1002/14651858.CD01149
PMID: 27078125 Review.

T

Association of Antidepressant Use With Adverse Health Outcomes: A Systematic Umbrella
Review.

Dragioti E, Solmi M, Favaro A, Fusar-Poli P, Dazzan P, Thompson T, Stubbs B, Firth J, Fornaro M, Tsartsalis D, Carvalho
AF, Vieta E, McGuire P, Young AH, Shin JI, Correll CU, Evangelou E.

JAMA Psychiatry. 2019 Dec 1;76(12):1241-1255. doi: 10.1001/jamapsychiatry.2019.2859.

PMID: 31577342 Free PMC article.

Recent advances in understanding maternal perinatal mood disorders.

Robakis T, Jernick E, Williams K.

F1000Res. 2017 Jun 15;6:F1000 Faculty Rev-916. doi: 10.12688/f1000research.10560.1. eCollection 2017.
PMID: 28663781 Free PMC article. Review.

Increased postpartum haemorrhage, the possible relation with serotonergic and other
psychopharmacological drugs: a matched cohort study.

Heller HM, Ravelli ACJ, Bruning AHL, de Groot CJM, Scheele F, van Pampus MG, Honig A.

BMC Pregnancy Childbirth. 2017 Jun 2;17(1):166. doi: 10.1186/512884-017-1334-4.

PMID: 28577352 Free PMC article.

A few years later the articles are incredibly increasing.



Preventive measures

Recommendation

We recommend treatment of antenatal anaemia.
Pregnant women should be given iron preparations if their hemoglobin level
falls below 110g/l in the first trimester or below 105g/l in the 28th week of pregnancy.

Recommendation
We suggest considering parenteral iron in women with sideropenic anaemia
unresponsive to oral iron supplementation.
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Life-threatening peripartum haemorrhage

Risk factors

A.

multiple pregnancy

preeclampsia/gestational hypertension
placenta praevia

suspected premature separation of the placenta
suspected amniotic fluid embolism

B.

Life-threatening peripartum haemorrhage in previous
childbirth

Asians

Obesity (BMI > 35)

Anaemia (< 9g/ml)

C.

Acute Caesarean section
Induction of labour

Placenta adhaerens
Operative vaginal delivery
Prolonged labour (> 12 hours)
Large fetus (> 4 kg)

Fever during labour
Morther's age (> 40 years)

Medical history

Preemptive

medicine




Review > Curr Opin Anaesthesiol. 2019 Jun;32(3):278-284. doi: 10.1097/AC0.0000000000000717.

Postpartum hemorrhage revisited: new challenges
and solutions

Nicole Higgins ', Samir K Patel ', Paloma Toledo ' 2

Affiliations + expand
PMID: 31045634 DOI: 10.1097/AC0.0000000000000717

Summary: Although postpartum hemorrhage itself may not be preventable, early identification of
blood loss, and mobilization of resources may prevent adverse outcomes. Multidisciplinary planning
at the system level, ensuring that hemorrhage protocols exist, as well as for management of high-risk
patients is important for improving patient outcomes.




Preventive measures

Recommendation

Women with risk factors for life-threatening PPH should give birth in medical
facilities appropriately staffed and materially equipped to deal with life-
threatening PPH.

Recommendation

For patients with a high risk of PCOS (abnormal placentation), we recommend
formulating a care plan with the participation of a multidisciplinary team in
a reasonable time before delivery.



Causes of excessive blood loss



Before delivery
placental abruption

amniotic fluid
embolism

endo/myometritis

preeclampsia/HELLP

Bleeding in human childbirth

During delivery

- inlll. stage of labour
(delivery of the
placenta)

- during the operation

After delivery

hysterotomy




Disorders of uterine Tonus 70 — 80%

* postpartum uterine hypo-/atony

Birth Trauma 10 — 15%

 laceration of the cervix, vagina, perineum
* pelvic haematomas

e uterine rupture, intraoperative complications I I

* inversion of the uterus

Tissue pathology 1-5%

* placenta adherens, placenta accreta

Coagulopathy (Thrombin) 1-5%

* DIC early (amniotic fluid embolism, abruption!!!)



Dominant cause of PPH

Uterine Tone

Uterine hypotonia/atony 80%

Reale SC, Easter SR, Xu X, et al.
Trends in Postpartum Hemorrhage in the United States From 2010 to 2014.
Anesth Analg 2020; 130:e119.



Normal postpartum
condition with
contracted uterus

preventing hemorrhage.






Trauma

Trauma related to bleeding= tissue laceration (including uterine rupture)
or
surgical incisions.

Lacerations/ruptures of the cervix and vagina will be caused by
* fetus — passage through the birth canal

* assistance - intervention during childbirth

Lacerations/ruptures
* obvious

* hidden (haematomas of the vulva, paracolpia, retroperitoneum)






Thrombin - coagulation

® about 1in 500 births in the U.S.
* < 7% of PPH cases (placental abruption, amniotic fluid embolism)

Reale SC, Easter SR, Xu X, et al. Trends in Postpartum Hemorrhage in the United States From 2010 to 2014. Anesth Analg 2020; 130:e1189.

Congenital coagulopathies
von Willebrand disease = high risk of PPH
- von Willebrand factor level during pregnancy 1, after delivery { { {
Acutely acquired coagulopathy
* amniotic fluid embolism

placental abruption
* severe preeclampsia

HELLP syndrome (haemolysis, elevated liver enzymes, low platelets)



International society on thrombaosis and haemostasis diagnostic scoring system for
overt DIC.

1. Risk assessment: Does the patient have an underlying disorder known to be
assocated with overt DIC?
If yes: proceed
If no: do not use this algorithm
2. Order global coagulation tests (prothrombin time, platelet count, fibrinogen,
3. Score the test results
Platelet count (>100 =0, <100 = 1 <50=2)
Elevated fibrin marker (e.g. D-dimer, fibrin-degradation products) (no
increase = 0, moderate increase = 2, strong increase = 3
Prolonged prothrombin time (<3s=0,>3 but<6s=1,>65=2)
Fibrinogen level (>1 g/L=0, <1 g/L=1)
4. Calculate score: —
=5 compatible with overt DIC: repeat score daily

<5 suggestive for non-overt DIC: repeat next 1-2 days




Uterine atony = tourniquet dysfunction

uterine retraction disorder after delivery




Assessment of severity of blood loss



Diagnosis can be problematic

bleeding may not be externally visible

the blood in the collection bags may be mixed with the amniotic fluid



Blood loss, its rough estimate

500 ml

= 3 coffee cups
= 1 soup plate
= half a litre



















1500 ml

1000 ml

500 ml







Pulse

BP (hypotension)

...the pregnant woman compensates for a long time (haemodynamics)
and quickly decompensates...



A trip to (patho)physiology



Percent changes
from nonpregnant levels

50

@ Blood volume
e Plasma volume
A Red cell volume

10 20 30 40
Weeks of gestation

Delivery 6 weeks
postpartum



Clinical note:

During pregnancy, a woman's blood volume increases physiologically, where at the
end of pregnancy the increase is up to 40% of the original volume.

Initial symptoms of a haemorrhagic shock are therefore less pronounced during
pregnancy.

As long as the blood loss does not exceed 1000 ml, the systemic pressure and the
heart rate of the pregnant/partum/six-weeks-postpartum woman are maintained
within the physiological range.



Percent changes
from nonpregnant levels

50

@ Blood volume
e Plasma volume
A Red cell volume

25%

Slight drop in BP
Tachycardia 11!

\

10 20 30 40
Weeks of gestation

Delivery 6 weeks
postpartum



Clinical count in peripartum bleeding

Blood pressure

Volume of blood loss (systolic) Symptoms Degree of shock
500-1000 mL Normal 'Ilj'gi:r;'nit?:g:):ia Compensated
(10-15%) Dizzixess Class |
1000-1500 mL Slight drop \T"; ii';:gi;la Light
(15-25%) (100-80 mmHg) Perspiration Class Il
1500-2000 mL Moderate drop g:ﬁg?t Medium
(25—-35%) (80—70 mmHg) Oliguria Class lll

e Collapse
2000-3000 mL Significant drop Severe
(35-50%) (70-50 mmHg) | Jnortness of breath | -

Anuria




What Is New in Insights and Strategies

in Postpartum Hemorrhage?

Best Articles From the Past Year
Dunsmoor-Su, Rebecca MD, MSCE Author Information ®

Obstetrics & Gynecology: July 2018 - Volume 132 - Issue 1- p 210-212
doi: 10.1097/A0G.0000000000002713

Shock index

Ratio between systolic pressure and pulse rate

Normal condition: 60 bpm :120BP/s, 0.5
Developed shock: 100 bpm : 100 BP/s, 1.0
Severe shock: 120 bpm : 60 BP/s, 2.0

Shock index
e sensitive and useful parameter

e for the prediction of PPH intensive
care






Management
Treatment of PPH



Timely and accurate
registration of blood loss



Causes of non-standard care for a woman with PPH

* delayed diagnosis
* delayed treatment due to underestimated blood loss

* delayed preparation of blood products and coagulation factors

lack of management protocols

insufficient professional training of personnel

* poor communication between the interdisciplinary team

deficiencies in organization and delays in initiation of treatment




Reduction of maternal mortality and morbidity

* timely identification of PPH
* timely and correct diagnosis of the cause of bleeding

* rapid intervention/treatment of PPH




High risk of excessive
bleeding during delivery

lll. stage of labour
= myometrial perfusion 600 ml/min.

about 15% of the mother's cardiac output

Haemostasis

= after delivery of the placenta
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Timely and accurate
registration of blood loss



Irreplaceable role - midwife




Llife-threatening peripartum bleeding

When ? = start (time)
Where? = |ocalization
HOW? = amount







1500 ml

1000 ml

500 ml




1500 mi <

Lekar GP

1000 ml <

500 ml < Lékar GP
— Lekar ARO
Lekar GP

: ¥

Léekar ARO

Krizovy tym JeiSERE 10
Crisis plan

Krizova plan

Childbirth

Doctor - gynaecologist/obstetrician
Doctor - anaesthesiology-resuscitation
Crisis team

Crisis plan
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Thromboelastograph (TEG ©) Thromboelastometer









Peripartum life-threatening bleeding - obstetrician procedures
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Recommendation

We recommend prophylactic administration of uterotonics in lll. stage of labour immediately after
the birth of the child before ligation of the umbilical cord. The drug of first choice is oxytocin.

Recommendation

We suggest considering the administration of carbetocin in women with an increased risk of life-
threatening PPH.

Recommendation

For women with an increased risk of life-threatening PPH undergoing Caesarean section, we
suggest considering a single administration of tranexamic acid (TXA) along with carbetocin.



Recommendation

We recommend fibrinogen substitution in patients
with life-threatening PPH when its level drops below
2 g/l and/or when its functional deficit is detected

by viscoelastometric methods or when there is

a justified clinical assumption of fibrinogen deficiency
even without knowledge of its levels.
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Interventional radiology - an alternative/perspective



Round
ligament

ime level as the upper
anterior entry point

Closure of Cesarean
section/hysterotomy
incison

© Copyright B-Lynch'05 (C)

Chirurgickd hemostaza









Mechanicka hemostaza

Exacyl® o5g/5mi
injek¢ni roztok
acidum tranexamicum

0zni podani.

lek po 5 ml
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gelné |écivo vratte do lékarny.
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: 0062465

Koagulacni faktory
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Haemocomplettan P 2 g

Préasek pro injekéni/infuzni roztok
fibrinogenum humanum

Uchovavejte mimo dohled a dosah déti.

Uchovavejte v chladnicce.

Chrarite pfed mrazem.

Uchovavejte lahvicku ve vnéjsim obalu,

aby byl pripravek chranén pred svétlem.
" ""éZjvého pfipravku vazan na
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%
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(Oxytocinové aktivita pfibl. 50 IU/injekéni lahvieka.
Vasopresoricka aktivita <0,025 IU/injekéni fahvi¢ka).
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Obstetrics Forum.cz



Obstetrics
Forum

Obstetrics Forum.cz

Doporucené postupy

Predatestacni priprava mladych lékaru
Priprava porodnich asistentek
E-learningové kurzy

Kalendar akci

Odborné aktuality

Webinar

Prihlasit se

0 aplikaci

Hypotonie/atonie délohy

Hypotonie/atonie délohy

Krok 1
1. maséz délohy
2, uterotonika
® oxytocin, lépe carbetocin
® methylergometrie
. prostaglandiny
4. digitaIni nebo instrumentaIni revize dutiny délozni

Pri nedspéchu
Krok 2
1. odstranéni koagul
2. uterotonika
3. Bakriho balénkovy katétr, (event. tampondda posevni)

Pri neuspéchu neodkladné
Krok 3
1. chirurgicka intervence (postupnd devaskularizace
délohy)
® podvaz aa. uterinae a aa. ovaricae
® B-Lynchova sutura délohy
® podvaz aa. iliacae internae
. selektivni katetrizacni embolizace aa. uterinae (pokud
Jje dostupnd intervencni radiologie)
. zvazeni podani rekombinantniho aktivovaného
faktoru VIl (NovoSeven®)




Zasady dispenzarni péce v
téhotenstvi

Zasady dispenzarni péce v téhotenstvi

Stahnout PDF

@

'DOPORUCENE POSTUPY CGPS €LS JEP

Ceska gynekologickd a p 4 spoleénost (CGPS)
Ceské ékareké Spaletnast jana Evangelisty Purkynd (CLS JEP)

Sbirka doporutenych postupi & 1/2019

Zasady dispenzarni péce v téhotenstvi

Materid] je konsenzudlnim stanoviskem sekei CGPS C1S JEP

Oponenti: vybor Sekce perinatologie a fetomaternilni med; GPS CLS JEP
diagnostiky CCPS €|
1 Eynekolog CGPS CLS [EP
vybor €GPS €15 JEP
Reviz

DEFINICE POJMU

GRAVIDITA
Nuligravida je Zena, kteri dosud nebyla téhotni.

PARITA
Nulipara je zena, kterd dosud nerodila,

GESTACNI STARI
Vyjadiuje s
neliépe plesnd, exdy viko ech (napf, 40+0),
ud jdnech pak(xun\.:\c‘ku o dokoncenych tydnech (completed weeks) téhotenstvi (napt
'\y 27 -m n je 2740 a2 2746 atd ]
obihiajici tyden® (napF, probihajici 28, tjden je 2740 2% 2746 atd.), promoznost zimény
i tjany je viak neflépe pouEivat vyjadfovini v cydnech a dnech,

NASLEDUJICi PREHLED VYMEZU)E ZAKLADNI FREKVENCI KONTROL A ROZSAH PECE

prvnim vyet u ské poradné rozhodne registrujici gynekolog na z4kladé ziskanfch anamnestickych
lidajii a aktudlniho klinického nilezu o mife piipadného rizika a téhotnou zatadi do nékteré z nisledujcich
skupin

3) Téhomé s nizkym rizikem CLow risk pregnancy)
Dispen prenatilni p&e je poskytovina

* do34. tydne téhotenstyi v intervalu 4-6
* 0d34. tydne téhotenstvi do terminu pw prod x|mh‘ul\ml za 1-2 xydny.

Téhotnd miie byt preds antni péce zdravounického te ede porod, po vzdjernné do
iodé - nejpazdtfl viak v termin porodu, BEEe o poterminové téhotenstvi (b ‘wm.r‘s,‘:mlurl’olﬂmmm
téotenstvi) v ambulanci 1 0 gynekol ‘moina na zikladé eho dohody se zdravotnickym zaf
nim, kdebude Zena rodit.

b) Téhotné s rizikem (Risk p
i zafazena |)1||H\‘Hmv\3>r~lw|u\' hotenské poradn nebo kdykoll v priibéhu
ckych & laboratornich wsledki lefinu jf kon krétn  riziko. Frekvence nivitév
| rozsah Iaboratornich & konzliirnich vySetfen! jsou Individuilnt podie charaktery a zavaznost Klinlckého
stavu whotné.

Eg? DOPORUCENE POSTUPY CGPS CLS JEP

Shirka doporutenych postupi & 1/2019

nickd a laboratorni vydetfeni pfi poskytovini prenatdlni péde rozdélujeme na
pravidelna (providéji se pfi kazdé nivitévé téhotenské poradny
nepravidelna (providéji se pouze v uréeném tjdnu t@hotenstvi




Chirurgicka devaskularizace délohy

Podvaz aa. uterinae a aa. ovaricae

B-Lynchova sutura délohy
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The application is free to download for iOS and Android
and from your internet browser:

Download on the
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Peripartalni Zivot ohrozujici
krvaceni (PZOK)

o ° N estimation of
Prof. MUDr. Antonin Parizek, CSc.
blood loss

Timely
Leading cause

of death

Krvaceni u porodu ¢lovéka
Vaginalni porod: m Cisarsky rez: m

Mechanizmus hemostazy = kombinace dvou faktorua

Mechanicka hemostaza Koagulace
Retrakce myometria - uterotonikum ' Fibrinogen

e B =
» &6 aman
S Strategy and
Atony of the speed of
Peripartalni krvaceni - definice Ceska republika
uterus B p treatment
¢ fyziologicka krevni ztrata (500 - 1000 ml)
[ méné zavazna krevni ztrata (>1000 ml)
¢ zavazna krevni ztrata (>1500 ml)
é peripartalni zivot ohrozujici krvaceni (PZOK)
(klinické a nebo laboratorni zndmky tkanové hypoperfluze)
Tonus Trauma Tkan Trombin
80 % 0% 5% 5%
Hypotonie Ruptury Placenta DIC
Atonie délohy Lacerace accreta spectrum &asny/pozdni Training in Iife_savi ng
Organizaéni zasady procedures
é 1 fyziologicka krevni ztrdta  —>» porodni asistentka
. & 2 méné zavazna krevni ztrata —» privolan lékar - porodnik
Preve ntlon and & 3 zavazina krevni ztrata —>» privolan lékar - anesteziolog . .
treatment é 4 peripartalni Zivot ohrozujici krvaceni (PZOK) SlmUIat|On,
—>»  krizovy plan (standardni formalizovany postup)

—>  krizového tymu (organiza¢ni a odborna role jednotlivych ¢lend) SimUIatorS...

Drilling techniques...

Porodnictvi 2022 v Ceské republice

Dnes vie k dispozici:
znalosti
propracované postupy
potiebné léky
technika - operaéni, intenzivisticka

1500 ml

1000 ml Lékai GP
LékaF ARO
Lékar GP Krizovy tym

500 mi LékaF ARO | Krizovy plan
+ LékaF GP Budoucnost

¢ simulace, drilovaci techniky
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