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“Obstetrics is a bloody business”

Williams Obstetrics 23 edition

1

2



2

I have no relevant financial 
relationships to disclose

Introduction

Hemorrhage constitutes the most 
frequent form of shock in obstetrical 

practice

3

4



3

5

6



4

7

8



5

9

10



6

11

12



7

13

14



8

WOMAN Trial

• Large international multicenter trial

• Low, middle, and high income 
countries

• TXA decreased mortality due to 
bleeding and need for reoperation for 
uncontrolled hemorrhage

Lancet 2017 ;389:2105 16

WOMAN Trial

• No difference in transfusion of blood 
products

• Benefit seen only within 3 hours of 
birth

• Maximum dose was 2 grams in 24 
hours

Lancet 2017 ;389:2105 16
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WOMAN Trial

WHO recommendation  
on tranexamic acid  
for the treatment of  
postpartum haemorrhage

Key Messages 
 The World Health Organization (WHO) recommends early use of intravenous tranexamic acid 

(TXA) within 3 hours of birth in addition to standard care for women with clinically diagnosed 
postpartum haemorrhage (PPH) following vaginal birth or caesarean section.  

 Administration of TXA should be considered as part of the standard PPH treatment package and 
be administered as soon as possible after onset of bleeding and within 3 hours of birth. TXA for 
PPH treatment should not be initiated more than 3 hours after birth. 

 TXA should be used in all cases of PPH, regardless of whether the bleeding is due to genital tract 
trauma or other causes.  

 TXA should be administered at a fixed dose of 1 g in 10 mL (100 mg/mL) IV at 1 mL per minute  
(i.e., administered over 10 minutes), with a second dose of 1 g IV if bleeding continues after  
30 minutes. 

 TXA should be administered via an IV route only for treatment of PPH. Research on other routes 
of TXA administration is a priority. 
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TXA for treatment of obstetrical 
hemorrhage

Obstet Gynecol
2017;130(4):e168-86

Still unknown if benefits of this trial 
ill l i US

Percutaneous hypogastric artery 
balloon occlusion
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REBOA
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Cell saver in obstetrics

 Two theoretical major concerns:

1. Iatrogenic AFE

2. Maternal alloimmunization

May utilize in obstetrical surgery
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Only use in settings 
with access to 

surgery and blood 
bank (2 RCT’s 
showed harm)

Mostly studied with EBL < 1500 mL
Expensive
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Massive Transfusion

 Classic transfusion guidelines include

Early crystalloid administration

FFP to correct PT/aPTT >1.5x

Platelets to maintain >50K

Cryoprecipitate if fibrinogen <150-200 mg/dL

Massive Transfusion

 The latter guidelines IGNORE 
coagulopathy until it becomes overt

 New concept is haemostatic 
resuscitation
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Haemostatic resuscitation

 Limit early crystalloid, consider 
mantaining Ps 80-100 mmHg

(controlled hypotension)
 Ratio PRBC:FFP:Platelet (1:1:1)
 Early use of activated factors 

Crit Care Med 2010;38(9):S411-S420
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PROPPR Randomized trial

 In severe trauma, patients 
randomized to 
plasma/platelets/packed red cells 
ratio of 1:1:1 versus 1:1:2

 No difference in primary outcomes of 
mortality at 24 hours or 30 days

 1:1:1 ratio had faster hemostasis and less 
mortality from exsanguination

JAMA 2015;313(5):471-482
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Prothrombin complex concentrates

 Concentrates of K dependent clotting 
factors

 4 factor concentrates (Kcentra, FEIBA)

 More data needed
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Options  in Jehovah´s Witnesses

 Pre-op iron,folic acid, EPO
 Antifibrinolytics
 Desmopressin
 Recombinant activated Factor VII
 Cell saver
 Normovolemic hemodilution
 Blood substitutes (Polyheme)

Am J Med 2006;119(12): 1013-1018
J Am Coll Surg 2002; 195: 445-452

Thank you
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