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Y ABLE 2. Etiologies of Maternal Mortality, Worldwide

Developed Latin America
Countries Africa Asia and the Caribbean
Number of datasets 5 8 11 10

aemorrhage 13.4% 33.9% 30.8% 20.8%

ypertensive disorders A% 1% A% 1%
Sepsis/infections 2.1% 9.7% 11.6% 1.7%
Abortion 8.2% 3.9% 5.7% 12.0%
Obstructed labour 0.0% 4.1% 9.4% 13.4%
Anaemia 0.0% 37% 12.8% 0.1%
HIV/AIDS 0.0% 6.2% 0.0% 0.0%
Ectopic pregnancy 4.9% 0.5% 0.1% 0.5%
Embolism 14.9% 2.0% 0.4% 0.6%
Other direct causes 21.3% 4.9% 1.6% 3.8%
Other indirect causes 14.4% 16.7% 12.5% 3.9%
Unclassified deaths 4.8% 5.4% 6.1% 11.7%

Modified from Lancet. 2006;367:1066—-1074.
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PPH risk faktorleri
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* Plasenta previa

« Aciklanamayan yliksek
T
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Alarming rise of cesarean births:
a single center experience

Y. SIMSEK, S. CELEN., E. ERTAS, N. DANISMAN, L. MOLLAMAHMUTOGLU
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Travay ile iliskili faktorler

Odds ratio of PPH for the considered risk factors.

Risk factor Odds ratio (95% ) P value

Mother's age (5 years increment) 1.15(1.06 - 1.24) 0.001
| IViofher s weignt (5 Kg increment) T.OA (1.0] = L.US

Ethnical race (non-Caucasian vs Caucasian) 1.65(1.32 - 2.07) <0.0001

Blood group (0 vs non-0) 0.93 (0.81 - 1.07) 0.310

Hemoglobin (1 g;de increment) T 0.84 (0.78 — 0.90) <0.0001

Platelets (30 x 10*/uL increment) T 0.96 (0.93 - 0.99) 0.040

Placenta weight (100 g increment) 1.24 (1.13 - 1.36) <0.0001

Induced labour (yes vs no) 1.11 (0.94 - 1.31) 0.237

Analgesia (yes vs no) 0.94 (0.81 - 1.10) 0.449

Episiotomy

- no 1 (Reference)

- midline 1.35(1.01 - 1.81) 0.048

Use of vacuum extractor (yes vs no) 1.45(1.13 - 1.87) 0.004

Kristeller's maneuver (yes vs no)

- no 1 (Reference)

- 1or2 1.38 (1.15 - 1.65) 0.001

2D 1.34 (1.07 - 1.68) 0.012

Retained placenta (yes vs no) 9.21 (5.09 - 16.68) <0.0001

Genital tract lacerations (yes vs no) 1.65(1.32 - 2.07) <0.0001

/

.iguzzi E et al. Risk factors for postpartum hemorrhage in a cohort of 6011 Italian women. Thromb Res. 2012;129(4):%&-
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' PostPartum Hemoraiji :

' 2. HAZIRLAN




Postpartum kanamaya hazirlik
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PPH’ya hazirhk

* Dogumun 3. evresini aktif yénet!!

Steril-Apirojen
Synpitan Forte 5 LLU./ml
I.M./LV. Ampul

inénii Uni. Tip Fakiiltesi Kadin Hastaliklari ve Dogum Anabilim Dali Dogum Salonu, Y.Simsek




[Intervention Review]

Active versus expectant management in the third stage of
labour

Wialter JP Prendiville', Diana Elbourne?, Susan ] McDonald?

' Department of Obstetrics and Gynaecology, Coombe Lying-In Hospital, Dublin 8, Ireland. 2C/o Cochrane Pregnancy and Childbirth
Group, The University of Liverpool, Liverpool, UK. *Midwifery Professorial Unit, La Trobe University/Mercy Hospital for Women,
Heidelberg, Australia

3. evrenin slresi « 1000 ml > kanama
 Ek doz uterotonik

* Transfiizyon ihtiyaci
PPK insidansi
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Joint Statement
Management of the Third Stage of Labour to Prevent Post-partum Haemorrhage

International Confederation of Midwives (ICM)
International Federation of Gynaecologists and Obstetricians (FIGO)

ICM and FIGO are key partners in global Safe Motherhood efforts to reduce matemal death and disability in the world. Ther mission
statements share a common commitment in promoting the health, human rights and well-being of all women, most especially those at
greatest risk for death and disabiity associated with childbearing. FIGO and ICM promote evidence-based, efiective interventions that, when
used properly with informed consent, can reduce the incidence of matemal mortality and morbidity in the world.

Severe bleeding is the single most important cause of matemal death worldwide. More than half of all maternal deaths occur within 24 hours
of defivery, mostly from excessive bieeding. Every pregnant woman may face ife-threatening blood loss at the time of delivery; women with
anaemia are particularfy vulnerable since they may not tolerate even moderate amounts of blood loss. Every woman needs to be closely
observed and, if needed, stabilized during the immediate post-partum period.

Upon review of the available evidence, FIGO and ICM agree that active management of the third stage of labour is proven to reduce the
incidence of post-partum haemorrhage, the quantity of blood loss, and the use of blood transfusion.

Active management of the third stage of labour should be offered to women since it reduces the incidence of post-partum

haemorrhage due to uterine atony.

Active management of the third stage of labour consists of interventions degigned 1o facilitate the delivery of the placenta by increasing
uterine contractions and to prevent PPH by averting uterine atony. The usual components include:

e Administration of uterotonic agents

e Controlled cord traction

e Uterine massage after delivery of the placenta, as appropriate.

Every attendant at birth needs to have the knowledge, skills and critical judgment needed to carry out active management of the

third stage of labour and access to needed supplies and e




Postpartum Hemoraji |

* Tant koy

* Prepartum Hematokrit degerine gére
%10'dan fazla azalma*

+ Eslik eden klinik bulgular

*Rajan PV, Wing DA. Postpartum hemorrhage: evidence-based medical interventions for prevention and treatment:
. Clin Obstet Gynecol. 2010;53(1):165-81.






“PPK yonetiminin en onemli
unsuru belki de sorumlu
hekimin olay anindaki
tutumudur.

Dogumhanede kaotik ve
stresli ortamin olusmasini
onlemek hasta ic¢in kritik

onem arz eder”

Yinka Oyelese, Obstet Gynecol Clin N Am 34
(2007) 421-441
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Atonik PPH'de medikal tedavi |

Hemodinamik

instabilite ve

koagulasyon
bozuklugunu duzelt

terotonikleri kulla




PPH’de medikal tedavi standartlari

Uterotonik Doz Riskler

Oksitosin 20-40 1U/500 ml — 250 | Hipotansiyon, su
ml/s intoksikasyonu

Metilergobazin 0.2 mgl.M Hipertansiyon, aritmi

Misoprostol 600-1000 Mg — s.I-rektal 'Ates, usume-titreme,
kusma
PGF2alfa (Karboprost) KPS Eul:gR\! Bronkospazm

Dinoproston 2mg Hipotansiyon

Tranexamik asit 1g IV inflzyon Tromboemboli

Cabertocin 100 Mg IV inflizyon Kullanimi kisith, maliyet

RVlia 60-120 Mg/kg Ates, hipotansiyon,
maliyet

International Journal of Gynecology and Obstetrics 117 (2012) 108-118



W ] Hangi ajan 1. basamakta tercih
' edilmeli

PH'nin medikal tedavisinde ilk il
'basamakta oksitosin, diger Ll el
~ ajanlara ya da kombinasyon

tedavisine tercih edilmelidir




Oksitosine yanit alinamazsa? |

ksitosin elde edilemiyor, ya da
anamaya yanit alinamiyorsa ool
oksitosin+ergo alkaloidleri ya i ol s
~ da ergo alkaloidleri 2.
basamakta kullaniimalidir,




2. Basamak Tedaviye yanit yoksa |

anitsiz kalinan durumlarda
rostaglandinlerden herhangi WHO guidelines

for the management of

“biri 3. basamak olarak verilir i olicd plapera




Plasental rest |

* Vajinal dogumlarin < %3

* Umbilikal venden 20 U Oksitosin +
Izotonik salin 20-30 ml enjeksiyonu
(Pipingas teknigi)

« 30 dk beklenmesi




Sivi, elektrolit ve transflizyon
tedavisi




Kan kaybi ne kadar? |

Sinif| Kan kaybi | Volim kaybi (%) | Fizyolojik yanit

1 900 ml 15 Asemptomatik

-‘Z 1200-1500 ml 90-110 arasi tasikardi,
takipne, ortostatik
hipotansiyon

1800-2000 ml Tasikardide artis,
hipotansiyon,

4 >2400 ml 40 Sok, oliguri, biling kaybi

Obstetrics: Normal and problem pregnancies, 7th ed. 2007; 456-485




Sivi tedavisi

» Kanama miktarina gore replasman
kristaloidle 3:1 ya da kolloidle 1:1
saglanmal

* Hedef degerler
» Sistolik kan basinci>90 mm Hg
* Nabiz < 110/dk
« Saatlik idrar cikisi > 30 ml

Pacheco LD et al. Cutting-edge advances in the medical management of obstetrical hemorrhage.
Am J Obstet Gynecol. 2011;205(6):526-32

/



Sivi tedavisi 4

« 30 dk iginde 2 It kristaloid infiizyonu

!

* Hastay: degerlendir

« Direngli hipotansiyon- tagikardi varliginda

« 500 ml kolloid (isohes, gelafusin)

« Yanit varsa 250ml/saat hizda infiizyona devam

RCOG Green Top guideline no. 52. Prevention and management of postpartum haemorrhage.
RCOG May 2009

-




Transfuzyon |

« Semptomatik hastalarda transfiizyon yap

1 « ES / TDP: 2:1 ya da 1:1 olmah

* Hedef degerler
Hb > 9-10 g/dI,
Trombosit > 50.000/mm3,
Fibrinojen >100 mg/dl,

PT-aPTT < 1.5 x N

Pacheco LD et al. Cutting-edge advances in the medical management of obstetrical hemorrhage.
Am J Obstet Gynecol. 2011;205(6):526-32




Sonuclar |

Her kadin dogum klinigi PPH igin multidisipliner yénetim plani
olusturmalidir

{ * PPH agisindan riskli hasta takibi 6zeldir
* 3. evre aktif yonetilmelidir
« Oksitosin infiizyonu secilmis uterotonik tedavidir
« Sivi replasmani agresif yapilmahdir
« Transfiizyonda TDP gézden kagirilmamahdir

+ Cerrahiye gegis karari zamaninda verilmelidir




Tesekkurler

' 'Anneler tedavi edemedigimiz
hastaliklardan dlmiyor,
toplumlar hala kadin
hayatini kurtariimaya
deger gormedikleri igin
oliyor."

Mahmoud Fathalla

President of the International
Federation of Gynecology and

Obstetrics (FIGO),

World Congress, Copenhagen 1997




