Postpartum DVT

Dr. Gokhan yildirm




Gebelik, VTE riskindeki belirgin artisla iliskilidir
= jzole alt ekstremite DVT ve PE ile kendini gdsterir.

» PE, Ozellikle gelismis Ulkelerde maternal mortalitenin dnde gelen nedenleri arasindadir (7.

sirada) (%9).

insidansi 1000 gebelikte 0,5 — 2.




= VTE = DVT (%75 - 80) + PE (%20 — 25)

» DVI — antepartum donemde daha sik

» PE — postpartum daha sik




Risk Fakiorleri

Antepartum Postpartum
= Cogul gebelik » Sezaryen dogum, dzellikle acil sezaryen
» Varikdz venler » FEslik eden hastalik varligr (varikdz venler , kalp

hastaligl, inflamatuar barsak hastaligi)
» VKi >25kg/m?

» Frken gebelik haftasi (pretferm dogum <36
» Diabetes mellitus hof’ro)g (P 9

= [nflamtuar barsak hastaligi

= (riner sistem enfeksiyonu

= Doguma bagl olmayan hastane yatislan (ozellikle 3
gunden uzun)

= VKI>30 kg/m?2

» QObstetrik kanama
» OlJ dodum
= jleri anne yasi =35 yasi

= jleri anne yasi =35 yas
®» Hjpertensiyon
» Kalifsal/edinsel frombofili P Y
= Sigara

» Eklampsi veya preeekampsi

» Postpartum enfeksiyon

\I\ » Kalitsal/edinsel trombofililer
En onemli risk faktoru gecirilmis VIE oykusudur.
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Figure 1. Rate of VTE per 100 000 person-years by antepartum and postpartum week. (From Sultan et al. Br / Haematol 2011, with permission.)
Risk during the first postpartum week = 680/100,000. Total 12 postpartum weeks = 2870/100,000. Proportion of total postpartum risk during the

first week = 680/2870 = 0.24.

Postpartum 2 - 5 kat daha sik — ozellikle ilk 6 hafta




SMFM Papers

Postpartum venous thromboembolism readmissions in

the United States

Timothy Wen, MD, MPH; Jason D. Wright, MD; Dena Goffman, MD; Mary E. D’Alton, MD; William J. Mack, MD, MS;

Frank J. Attenello, MD, MS; Alexander M. Friedman, MD, MPH
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FIGURE
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Proportion of admissions for VTE, DVT, and PE occurring within 60 days of discharge from delivery
hospitalization by 10-day periods (1—10, 11—20, 21—30, 31—40, 41—50, or 51—60 days).

Wen et al. Postpartum venous thromboembolism readmissions. Am ] Obstet Gynecol 2018.

CONCLUSION: While the majority of events occurred within 20 days of
discharge, risk factors other than thrombophilia and prior venous throm-
boembolism were generally associated with modestly increased odds of
events, and only a small proportion of readmissions occurred among
women with thrombophilia and prior events, Our data demonstrate both
the challenging nature and urgent need for further research to determine
which clinical practices and interventions may reduce risk for venous
thromboembolism readmissions on a population basis.
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Hiperkoagulasyon

TROMBOZ

Koagulasyon faktorleri Gebelikte gorilen degisiklikler
Prokoagiilanlar
Fibrinojen Artar
Faktcr VII Artar
Faktor VIII Artar
Faktor X Artar
Von Willebrand faktor Artar
Plazminojen aktivatér inhibitor-1 Artar
Plazminojen aktivatér inhibitor-2 Artar
Faktor II Degismez
Faktor V Degismez
Faktor [X Degismez
Antikoagiilanlar
Serbest protein S Azalir
Protein C Degismez
Antitrombin III Degismez

Ancak, fromobolizis de belirgin sekilde artmustir.




Klinik

» Alt ekstremitede sicaklik artisi, hassasiyet ve eritem ile birlikte agrn ve 6dem
» Asil tendonunun sikistinimasi veya gerilmesiyle olan baldir agns—Homans bulgusu

» %70 — 90" sol alt ekstremite venlerinde meydana gelir — sag iliak arter ve uterus

kompresyonuna bagli sol iliak vendeki artmis staza bagli

» Pelvik venler — genel popuUlasyona goére pelvik venlerde DVT daha sk, ancak

insidansie




Tani

Klinik tani zor — olgularin yalnizca %10'unda dogrulanmistir,

Laboratuar testleri

= D-Dimer (fibrin yikim UrunU) — gebelik haftasi ilerledikce 1 (negatif ise glven verici)

Kompresyon ultrasonografisi — ilk basamak test

Manyetik rezonans venografi — iliofemoral ve pelvik ven trombozu tanisinda yararli

Kontras Venografi (altin standart) — negatif ongdru degeri %98




DVT kuskusu

l

lliak’'tan popliteal vena kadar proksimal vendz sistemin
proksimal vendz sistemin tamami CUS ve eksternal iliak
ven Doopler’i

l — Semptomlar ve eksternal iliak ven
DV1 DVT degi | Doppler'i izole iliak DVT'yi disindGriyorsa
MR

Antikoagulan kullanmadan
3. ve 7. gunde CUS tekrar

l ‘,

DVT DVT degi

A

Klinik izlem
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TROMBOPROFILAKSI

MEKANIK YONTEM
= Mobilizasyon, egzersiz

» Dehidratasyondan kacinma
= Varis corabl

®» Basinc uygulayan aletler
MEDIKAL YONTEM

= DMAH (ilk tercin)

» UFH

» Warfarin

®» Fondaparinux

\



Reducing the Risk of
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Antenatal Tromboprofilaksi

» Prenatal ve antenatal risk degerlendiriimesi:

» TUm kadinlar gebelik dncesi ve erken gebelikte VTE risk faktorleri
acisindan degerlendirimelidir.

» Yeni gelisen veya varolan herhangi bir nedenden dolayl hastaneye
yatinlan gebede risk degerlendirmesi tekrarlanmalidir.

» Risk degerlendirmesi intrapartum ve hemen dogum sonrasl
tekrarlanmalidr.




Risk Skorlamasi

Major cerrahi ile ilgisi olmayan gecirilmis VTE OykUsu

Major cerrahi sonrasi VTE dykusu

Bilinen yUksek riskli trombofili*

Medikal eslik eden hastaliklar (kanser, kalp yetmezligi, aktif SLE vb)

1. Derecede akrabada tetiklenmemis ya da ostrojenle iliskili VTE

VTE olmaksizin bilinen dusuk riskli trombfili varhgr**

>35 yas

Oberzite; gebelik baslangici VKI =30 kg/m?

Oberzite; gebelik baslangici VKi 240 kg/m?2

Parite 23

Sigara iciciligi (>10 adet/gun)

BUyUk varikdz venler

\\ /

*Yuksek riskli frombofili;

« Antitrombin eksikligi

« Protein C ya da S eksikligi

« Birden fazla dUsuk riskli trombofili varlig
* Homozigot dusuk riskli trombofili varlig

V S

**Dusuk riskli frombofili;
« Faktdr 5 Leiden heterozigotlugu
* Protrombin G20210A mutasyonu




Obstetrik Risk Faktorleri Puan
Mevcut gebelikte preeklompsi varligi 1

Uremeye yardimcl teknolojiler/IVF (yalnizca antenatal) |

Cogul gebelik |
Eylemde sezaryen ile dogum 2
Elektif sezaryen ile dogum |

Orta pelvis ya da rotasyonel operatif dogum ]
Uzamis eylem (>24 saat) |
Postpartum kanama (>1 It veya transfUzyon ihtiyaci) 1
Mevcut gebelikte preterm dogum (<37 hafta) 1
Mevcut gebelikte 6lU dogum 1
Gecici Risk Faktorleri

Gebelikte veye lohusalikta epizyotomi haric cerrahi girisim (appendektomi, postpartum sterilizasyon vb) 3

Hiperemezis gravidarum

Overyan hiperstimUlasyon sendromu (yalnizca 1. trimester)

Mevcut sistemik enfeksiyon (IV antibiyotik veya hastaneye yatis gereken)(pnémoni, postpartum yara enf.) |
immobilizasyon (=3 giin), dehidratason ]

Uzun mesafeli yolculuk (>4 saat) ]

\ \




®» Anfenatal donemde toplam puan;
» 4 2> — jlk trimesterden ifibaren
» 3 — 28. gebelik haftasindan itibaren

» Postnatal donemde toplam puan 2 2 — postnatal en az 10 gun sUreyle proflaksi
®» Antenatal donemde hastane yatisi varsa

» Puerperal ddonemde hastanede uzun yafis (2 3 gun) veya tekrarlayan
hastaneye yatis durumunda

PROFILAKSI ONERILIYOR

Risk faktorleri;

* Her trimester muayenesinde

* Her hastaneye yatista

« Dogumu takiben degerlendiriimelidir.

\




Intrapartum Tromboprofilaksi

Hastaneye yatista risk faktorleri gdzden gecirilir.

Terapdtik veya yuksek profilaktik dozda DMAH/AFH uygulanan gebelerde travay
sUresince tromboyprofilaksi dozu uygulanir.

Dogum planli veya bodlgesel anestezi uygulanilacaksa en az 12 — 24 saat Once
DMAH/AFH kesilir.

Bolgesel anestezi son profilaktik dozdan en az 12 saat, terapdtik dozdan en az 24 saat
sonra uygulanmali.

Bolgesel anestezi sonrasi profilaksiye 4 saat sonra baslanmali, kanUl son dozdan 10-12 saat
sonra cikarnimali. Kanul cikarildiktan 4 saat sonra profilaksiye baslanmali

Planli sezaryen durumunda profilaksi dozu dogumdan 1 gun dnce yapilmall ve operasyon
gUnu sabah dozu uygulanimamal




Postpartum Profilaksi

Gegirilmis herhangi bir VTE
Antenatal DMAH kullanimi gereken
herhangi biri

Yiuksek riskli trombofili

Disiuk riskli trombofili + aile 6ykiasa

YOKSEK RISK
En az 6 hafta postnatal profilakrik DMAH

Eylemde sezaryen

VKIiI =40 kg/m2

Puerperiumda yeniden yatis ya da uzun sire-
li yatis (= 3 gun)

Puerperiumda epizyotomi onarnimi harig her-
hangi bir cerrahi miudahale

Medikal hastalhiklar or. Kanser, kalp yetmez-
ligi, aktif SLE, IBH, inflamatuar poliartropati,
nefrotik sendrom, nefropatili tip 1 DM,orak
hiicre hastalig,, intravendz ilagc bagimliss

Parite = 3

Sigara kullanirma

Elektif sezaryen

VTE aile dykiusa

Diisuk riskli trombofili

Blayluk varikéz venler

Sistemik enfeksiyon

Immobilite: parapleji, uzun mesafeli
yvolculuk

Mevcut preeklampsi

Cogul gebelik

Mevcut gebelikte preterm dogumi(< 37
hafta)

Mevcut gebelikte Sl dogum

Orta pelvis rotasyonel ve operatif do-
gum

Uzamis eylem 8>24 saat)

P=>1 litre postpartum kanama ya da kan
transfuzyonu

DUSUK RISK
Erken mobilizasyon
Dehidrasyondan kagin

Yas >35
Obezite (VKI = 30 kg/m2)




Agirlik (kg)

<50

50-90

91-130

131-170

>170

DMAH icin Onerilen Dozlar

Enoksaparin
(Clexan)

20 mg/gun

40 mg/gun

60 mg/gun*

80 mg/gun*

0,6 mg/kg/gun*

*BOIUNmMUSs iki doz halinde verilebilir

Dalteparin
(Fragmin)

2500 U/giin

5000 U/gin

7500 U/gun*

10000 U/gUn*

75 U/kg/gun*

Tinzaparin
(Innohep)

3500 U/gin
4500 U/gin
7000 U/gin
9000 U/gin

75 U/kg/gln

Bemiparin

2500 U/giin

3500 U/giin

5000 U/gin

7500 U/gin

75 U/kg/gun
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Antepartum Tromboprofilaksi

» Gebelik sUresince terapdtik antikoagulasyon;

» Gebelikten dnce uzun sUreli tferapdtik antikoagulasyon kullanimi
= Multiple VTE dykUsu
» Gebelik sUresince intfermediate veya terapotik fromboprofilaksi;

= VTE dykUsU + antikoagUlan kullanma 6ykusu olmayan yuksek riskli frombofili varligr (antitrombin
eksikligi, APS).

» Gebelik sUresince profilaktik doz tromboprofilaksi;

= Anprovoke VTE Oykusu

= OKS kullanimi veya gebelikle iliskili VTE &ykuUsu

» Provoke VTE dykUsU + dUsUk riskli frombofili varligi

» Asemptomatik homozigot faktor V Leiden

» Asemptomatik homozigot protrombin gen mutasyonu 20210A
» Asemptomatik kombine tfrombofili

» Asemptomatik antitrombin Ill yetmezligi

» Gebelik sirasinda obstetrik nedenli olmayan cerrahi girisim

= |k antenatal vizitte VKI> 25 kg/m?2 olan bir kadinda =7 gin kati antepartum yatak istirahati




‘ Postpartum Tromboprofilaksi \

» Her

hanagi biri varsa:

VTE 6ykUsU

YUksek riskli trombofili: antifosfolipid sendromu, antithombin eksikligi, homozigot faktor V Leiden veya protrombin gene
mutasyonu 20210A veya kombine trombofili

>7 gunden katl yatak istirahati
>1 It peripartum or postpartum kanama veya kan/kan Uronu replasmani ve es zamanli postpartum cerrahi
Peripartum/postpartum enfeksiyon

hanai ikisi varsa:

ik antepartum vizitte VKIi 230 mg/kg?

Antepartum sigaraiciciligi >10/gun

Preeklompsi

Acil sezaryen

IUGR

Plasenta previa

>1 It peripartum or postpartum kanama veya kan/kan Oronu replasmani

DUsUk riskli trombofili varligi; faktor C veya S eksikligi, heterozigot faktor V Leiden veya protrombin gen mutasyonu
Maternal kalp hastaligl, SLE, orak hucreli anemi, inflamatuar barsak hastaligl, varikdz venler, gestasyonel diabet

Preterm dogum

OlU dogum




» Uc veya daha fazlasi varsa:

»YQas > 35

» Parite = 2
= ART gebelikleri

» Cogul gebelik

» Ablasyo plasenta
®» Frken memibran ruptury
®» Flektif sezaryen

» Maternal kanser

\\
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Table 3. Recommended Pharmacologic Thromboprophylaxis in Pregnancy and the Postpartum

Period

Clinical Scenario

Antepartum
Managemment

Postpartum Managemment

MNo history of WTE., no thrombophilia

Surwveillance™ wwithout
anticoagulation therapy

Surwveillance without anticoagulation therapy or
postpartum prophylactic anticoagulation

therapy if the patient has multiple risk factors.t

W TE diagnosed during pregmnamncy

Adjusted-dose LWWHSUFH

Adjusted-dose LMWMWHSUFH for a minimum of &
weeks postpartum. Longer duration of therapy
may be indicated depending on the timing of
WTE during pregnancy, prior WTE history, or
presence of a thrombophilia. Oral anticoagulants
may be considered postpartum based upon
plamnmed duration of therapy, lactation, amnd
patient preference.

single provoked WTE (precipitated by a speci
event such as surgery, trauma, or immobility}
unrelated to estrogen or pregnancy due to

a tranmsient esolwved) risk factor, Nno
thrombophilia

Surveillance” without
anticoagulation therapy

Surveillance without anticoagulation therapy or
postpartum prophylactic anticoagulation
therapy if the patient has additional risk factors.’

History of single unprovoked VTE (no identified
precipitating factor present; includes prior WTE
N pregnancy or associated with hormonal
contraception), not on long-term
anticoagulaticon

Prophylactic, intermediate-
dose, or adjusted-dose
LMW H S UIFH

Prophylactic, intermediate-dose, or adjusted-
dose LMWH/UFH regimen for 6 weeks
postparturm

Loww-risk thrombophilia® without prewvious W TE

Surveillance™ without
anticoagulation therapy

Surveillance without anticoagulation therapy or
postpartum prophylactic anticoagulation
therapy if the patient has additional risks factors™

Low-risk thrombophilia® with a family history
(first-degree relative) of WTE

Surveillance” without
anticoagulation therapy or
prophylactic LNWWH/UFH

FPostpartum prophylactic anticoagulation
therapy or intermediate-dose LMMWH/SUFH

Loww-risk thrombophilia® with a single prewvious
episode of WTE—MNot receiving long-term anti-
coagulation therapy

Prophylactic or
intermediate-dose LhAWHS
UIFH

Postpartum prophylactic anticoagulation
therapy or intermediate-dose LMMW/H/SUFH

High-risk thrombophilia¥ without prewvious WTE

Prophylactic or
intermediate-dose LMNWHYS
UIFH

Postpartum prophylactic anticoagulation
therapy or intermediate-dose LMMWHSUFH

High-risk thrombophilia® with a single previous
episode of WTE or an affected first-degree
relative—Mot receiving long-term anti-
coagulaticon therapy

Prophylactic, intermediate-
dose, or adjusted-dose
LMW H S UIFH

Postpartum prophylactic anticoagulation
therapy. or intermediate or adjusted-dose
LMAWHAUFH for 6 weeks (therapy level should be
equal to the selected anteparturm treatment)

Two or more episodes of WTE—MNot receiwvin
long-term anticoagulation therapy (regardless of
thrombophilial)

Intermediate-dose o
adjusted-dose LMWH/UFH

Postpartum anticoagulation therapy with
intermediate-dose or adjusted-dose LMNWH/UFH
for 6 weeks (therapy level should be equal to the
selected antepartum treatment)

Two or more episodes of WTE—Receiving long-
term anticoagulation therapy (regardless of
thrombophilia)

Adjusted-dose LMWWH or
UIFH

Resumption of long-term anticoagulation
therapy. Oral anticoagulants may be considered
postpartum based upon planned duration of
therapy. lactation, and patient preference.

Abbreviations: LhWWH,

*WTE risk assessment should be performed prepregnancy or early

particularly those necessitating hospitalization or prolonged immobility.

TFirst-degree relative wwi

immokbility, cesarean delivery).

Howw-risk thrombophili
deficiency, antiphospholipid antibody.

SHigh-risk thrombophilias include Factor

W Leiden homozygosity.

in pregnancy and repeated

loww-molecular-weight heparin; UFH, unfractionated heparin;: WV TE, venous thromboembolism.

if complications dewvelop.

h a history of a thrombotic episode. or other major thrombotic risk factors (eg. obesity, prolonged
Factor V Leiden heterozygote: prothrombin G20210A mutation heterozygote;: protein C or protein S

prothrombin gene G2027104A mutation homozwvgosity.,

heterozygosity for factor WV Leiden and prothrombin G20210A4 mutation, or antithrombin deficiency.

WOL. 132, NOL 1, JULY 2018
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Elastik Kompresyon Coraplart

» Hastaneye vyatisi yapilan ve antikoagulan tedavinin kontrendike oldugu
gebe/lohusalar

» Sezaryen sonrasi hastanede yatan, (DMAH/AFH tedavisine ilave olarak) ve VTE icin
yUksek risk grubunda oldugu dusunulen (geciriimis VTE OykusU olanlar veya 3'den
fazla risk faktoro bulunanlar) gebe/lohusalar,

» Gecirilmis VTE dykUsu olan poliklinik hastalan (DMAH/AFH tedavisine ilave olarak )

» 4 saatften uzun yolculuk yapacak gebe/lohusalar
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Objective Guidelines for pharmacologic obstetric venous
thromboembolism (VTE) prophylaxis from the American Congress
of Obstetricians (ACOG), the Royal College of Obstetricians and
Gynaecologists (RCOG), and the American College of Chest
Physicians (Chest) vary significantly. The objective of this study was
to determine the practical implications of these recommendations
in terms of prophylaxis rates for a tertiary obstetric population.

Under RCOG guidelines, 85.0% of patients would
receive post-caesarean pharmacologic prophylaxis (95% CI
80.5-88.6%). In comparison, 1.0% of patients would
receive pharmacologic prophylaxis under ACOG guidelines
(95% CI 0.3-3.0%) and 34.8% of patients would receive
prophylaxis under Chest guidelines (95% CI 29.6-40.4%).
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Postpartum venous thromboembolismrm
rrophylaxis may cause more harm tham bemnefit:
a critical amnalysis of inNntermnationmnal guidelimnes
through an evidence-based lens
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Whether low molecular weight heparin (LMWH) benefits

postpartum women with risk factors such as caesarean Tweetable abStraCt RandOmlsed trla]S ShOUld deOIlStrate more

delivery (CD) is unknown. Prospective evidence is lacking

and Cochrane reviewers have called for large randomised || Denefit than harm before widespread postpartum low-molecular-

controlled trials (RCTs).! However, based on case—control
studies and expert opinion, most national obstetric guideli- nght heparm IS reCOHlmendEd.
nes recommend LMWH prophylaxis in large numbers of

postpartum women and most women after CD.?

\ /

\ * The preventive effect of 1 week of postpartum LMWH is unknown.

« Estimate the risk of significant haemorrhage to be 0.3-1.1%.

« The drug cost for 7 days of enoxaparin is approximately £22 in the UK and $100 in
the USA, yielding a drug cost to prevent one VTE between £80,000 and $400,000,

not including the costs of administration and treating complications.
¥ \
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» Gebelikte VTE riski yUksektir

» Onemli bir mortalite nedenidir

» Her gebeyi VTE risk faktorleri acisindan degerlendirip uygun tedaviyi
dUzenlemek maternal mortalitenin azalmasini sagliyacaktir.




