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A Chague jour, plus 1500 femmes meurent de complications liée
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A Plus de 535 000 décés maternels dans le monde, dont la
plupart dans les pays en voie de développementjne
majeure partie pourraient étre evitee
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de Millénaire pour le développement adoptés par la
communauteé internationale ( OMD 5 : reduire la mortalité
maternelle de % entre 1990 et 2015)

A OMD non atteint en 2015, HPP : premiére cause de décés
maternels



Ou se produisent les déces maternels ?

On observe une répartition inéquitable de l'incidence des déces
imaternels dans le monde, ou se retrouve le fossé entre les riches et les
pauvres. Pour une femme des pays en développement, le risque, a la
haissance, de décés maternel est de 1 sur 75, contre 1 sur 7 300 dans
les pays développés. Au Niger, une femme sur sept meurt de
complications liées a la grossesse. A 'opposé, le risque de décés
imaternel est de 1 sur 48 000 en Irlande. [2]
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Causes de mortalité maternelle

B Hémorragics séveres 25%

Infections 15%
» Eclampsie 12%

m Dystocie 8%

m Avortement a risque 13%

m Autres causes directes 8%

B (Causes indirectes 20%

Sowrce: Rapport mondial de la santé 2005 - OMS



HPP : definition

Saignement provenant du tractus genital, anormal
par son abondance, survenant dans les 24 heures
adaA Ol yi f QSELJzf aA2y T dz
par césarienne.

A Peut étre brutale, imprévisible et de grand débit.

A Parfois bien tolérée, un volume de 500ml doit reste

le seuil a partir duguel une prise en charge active d
étre déclenchée.

Sévere atdela de 1000ml pour un accouchement p
voie basse et de 1500ml apres un accouchement p
césarienne



Etiologies : leur recherche doit étre systématiciue

SoubraSH et al.
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- Atonie utérine : 58%

- Rétention placentaire: 29%

- Anomalies insertion placentaire: 2%

- Rupture utérine : 2%

- Lésions filiere génitale : 3 a 4%

- Thrombus pelviens (vulvaire ou vaginal, ligament large
voire fossesischiorectaley: rare mais diagnostic plus
difficile, douleur périnéale + W travail rapide +
déglobulisation
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- Embolie amniotique .

Criticalilinessin pregnancy. anowerwiew. Crit care Med 2005; 33:10S248S255




Etiologies leur recherche doit étre systématique

SoubraSH et al.
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- Atonie utérine : 58%

Atonie utérine : facteurs favorisants

A Travail trop prolongé

A Surdistension utérine (grossesse multiple, hydramnios)
A Malformation utérine

A Globe vésical

A Chorioamniotite
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sulfate de Mg, deérives nitres

Criticalillnessin pregnancy. anowerwiew. Crit care Med 2005; 33:10S248S255
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Table |. Risk factors for PPH.
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Age = 40years

High BMI

Asian and African ethnicity
Multiple pregnancy

Placenta praevia

Anaemia and grand multiparicy
Pre-eclampsia

Hypertension

Previous PPH

Instrumental delivery
Macrosomia

Retained placenta

Suspected or proven placental abruption

Previous Caesarean sections — placenta accreta or percreta

Prolonged third stage of labour

BMI: body mass index; PPH: postpartum haemorrhage.
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Table 2. \the ‘Four Ts" mnemaonic for causes of PPH.

Cause Approximate incidence
Tone Uterine atony B’
Tissue Retained tissue, Invasive placentz !
Trauma enital tract [aceration or tear, uterine rupture, utering inversion |30
Thrombin Coagulopathy, disseminated intravascular coagulation (DIC) i




LES HEMORRAGIES DU POST-PARTUM IMMEDIAT : EPIDEMIOLOGIE
ET PRONOSTIC A LHOPITAL REGIONAL DE THIES AU SENEGAL
EPIDEMIOLOGY AND PROGNOSIS OF POSTPARTUM HEMORRHAGE
AT THE REGIONAL HOSPITAL OF THIES IN SENEGAL
SECK AS', BA MG?, LAICO A', N'DIAYE F', DIALLO D’, BEYE MD’, THIAM D*

'Gynécologie-Obstétrique, Hopital Régional de Thiés ; *Gynécologie-Obstétrique, CHU A. Le Dantec
3 Anesthésie-Réanimation, CHU A. Le Dantec ; ‘Laboratoire d' Hématologie, CHU A. Le Dantec
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Annales de la SOGGO N* 15, Vol. 5 (2010)

Tableau 11 : EtGologiecs des HPPi

Placenta pravia 4 1. 73
Inversion utérine 1 0.43
Coagulopathie 6 2.60

Fotal 231 100




Physiologie de la délivrance

Délivrance normale

T <€ Contractions utérines

Décollement placentaire

|

Rétraction uterine -

] L : : Véritable
hémostase mécanique lit placentaire a :
(Ligatures vivantes de Pinard) autotransfusion

(500ml)

Hémostase définitive : CIV locale (facteur tissulaire endometre)
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Effect of early tranexamic acid administration on mortality,
hysterectomy, and other morbidities in women with
post-partum haemorrhage (WOMAN): an international,
randomised, double-blind, placebo-controlled trial

WOMAN Trial Collaborators*

Lancet 2017;389:20156
Backoround Postpartum haemorehage i the leading cause of maternal death workdwide, Ealy administrtion of
ranexamic acd educe deaths et leedingin raumapatents, We aimed o asessthe effects of early administration
o tranesamic acidon death, hysterecomy, and other rlevant outcomes in women with pospartum haemorthage




20060 patients enrolled and randomly assigned

v

v

10051 assigned to receive tranexamic acid

10009 assigned to receive placebo

v

v

4 withdrew consent after randomisation

Iwithdrew consent after randomisation

v

v

10051 baseline data availble
3 did not fulfil eligibility criteria
1 randomly assigned twice
10027 received allocated dose 1
2836 received allocated dose 2

10009 baseline data availble
g did not fulfl eligibility criteria
0975 received allocated dose 1
2011 received allocated dose 2

—»| 11 no follow-up*

. o~

—» 21 no follow-up*

¥
< 10036 included in analysis > 0985 included in analysisﬁ




Tranexamic acid group | Placebo group
(n=10051) {(n=10009)
Age at randomisation (years
=16 1 (<1%) 3 (<1%)
16-25 3445 (34%) 3407 (34%)
2633 4580 (46%) 1608 (46%)
=34 2022 (20%) 1987 (20%)
Unknown 3 (=1%) 4 (=1%)
Baby delivered in the rnnd(*rnising hospital
Yes BBG69 (BBwu) 8756 (BEB%)
Mo 1181 (12%) 1251 (13%)
Unkrnown 1 (=1%) 2 (=1%:)
Ty pe of delivery
Vaginal 7093 (71%) 7126 (71%)
Caesarean section 2957 (29%) 2879 (29%)
Unknown 1 (=1%) 4 (=1%)
Time bebween -:I-Elilﬂ:ry+n:l randomisation (h)
=1 4852 (48%) 4733 (47%)
=>1to =3 2678 (27%) 2691 (27%)
=3 2517 (25%) 2574 (26%)
Unknown 4 (=1%) 11 (=1%)
Placenta fully deli
Yes 2089 (90%) 9016 (90%)
Mo 962 (109%) 990 (10%)




(n=10051)

Tranexamic acid gruh

Placebo group
{n=10009)

Primary cauvse of haesmorrhage

Uterine atony
Flacenta praevia or accreta
Surgical trauvma or tears

COtheer

Uk rvowwen

6437 (649%)
DA3 (D)
1834 (18%)
F20 (79%)
117 (12:)

Systolic blood pressure (mmp Hg)

=g

=90

Unknown

Estimated volume of blood
= 5O

=G0 tio =1 000

=100 o =1 500

=1500

Linmkmowwn

8138 (81%)
1908 (19%)
S (=1%)
lost (mlL)
295 (3%)
4949 (49%)
2832 (289%:)
19732 (20%)
2 (=1%)

Uterotonic prophylaxis givdgmn

Yes

Mo

Unkmown

Clinical signs of haemodyn
Yes

Mo

9687 (96%)
131 (19:)
233 (2%)

S961 (59%:)
A090 (41%)

ic imstability

63247 (63%)
Q35 (9%)
1857 (199%:)
737 (7))
133 (1%)

B065 (B1%)
1929 (19%)
15 (=12)

313 (3%)
4861 (49%)
2882 (29%)
19532 (20%:)

O

518 (96%)
1329 (1%)
252 (3%)

898 (599%)
42110 (41%:)




Tranexamic Placebo groupt Risk ratio
acid group (95% )

Time from defivery (h)

il 494846 (10%)  BIIFIH(13N) 0-80 {0-55-1-16)
21 A02674(15%)  &7/2682 (2.5%) (60 (0-41-0-88)
3 BO2514 (26%) 63256 (25%) 107 {076 150)
pe0-085"
Type of defivery

Vaginal 107083 (1-6%) 1357108 (19%) 0-82 [0-64-105)
Caesarean sectcn SIS SH2EL (9% 080 (D54-118)
a0

Primary cause of haemorrhage

Uterine atony TIGAT(L2%) 103633 (16%) 074 (055-099)
Ctherfunknown JE3008 (2% 8873052 (2-4%) 090 {0-66-1-21)
o035

All patients 16510036 (1.5%) 191/9085 (1.0%) 0-81 {0-65-1-00)
Two-aded p=0-045 .

04 17 14 16
+— —F
Favours tranexmic acid Favours placebo
Figure 3: Death from bleeding by subgroup A ~

"Heterogenaity p value. 0ne patient excluded from subgroup analysis because of missing baseline data.



Diagnosis and management

The diagnosis of PPH requires clinicians to recognize
excessive bleeding and follow a systematic method to
identify the cause. Its effective management regquires a
multi-disciplinary approach.

Clinical diagnosis is based on the following:

1. Blood loss = 500 mL following vaginal delivery.

2. Blood loss = 1000 mL following Caesarean section.

3 Signs of haemodynamic instability 1in the context
of excessive bleeding following delivery.

4. Swubstantial drop in the haematocrit (American

College of Obstetricians & Gynecologists

[ACOG] 1998).

Sousestimation au moin
de 50% pertes sanguines
par appreciation visuelle
selon methodes utilisee




Diagnosis and management

The diagnosis of PPH requires clinicians to recognize
excessive bleeding and follow a systematic method to
identify the cause. Its effective management regquires a
multi-disciplinary approach.

Clinical diagnosis is based on the following:

1. Blood loss = 500 mL following vaginal delivery.

2. Blood loss = 1000 mL following Caesarean section.

3 Signs of haemodynamic instability 1in the context
of excessive bleeding following delivery.

4. Swubstantial drop in the haematocrit (American
College of Obstetricians & Gynecologists
[ACOG] 1998).

Pesée des sacs et compre
permet une mesure plus

précise(facteur de conversio
. 7,7 ml pour 10g de sang)

Sousestimation au moins
de 50% pertes sanguines
par appreciation visuelle
selon methodes utilisee







