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EPIDEMIOLOGIA

o Dados recentes do Sample US Nationwide Inpatient :
e PCR ocorre em 1:12 000 admissoes para parto.

o 800 mortes maternas ocorrem diariamente no mundo.
o Centros de Controle e Prevencao de Doencas nos USA:

e documentaram um aumento de 7,2 mortes por 100 000
nascidos-vivos em 1987 para 17,8 mortes por 100 000 nascidos-
vivos em 2009.
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This is the first scientific statement from the
American Heart Association on maternal ‘
resuscitation.




PRE PLANEJAMENTO PARA PCR
MATERNO.

o Educacao e treinamento continuo do corpo clinico
para atendimento de PCR na gravida.

o Preparacao para o parto cesariana de emergéencia :

- Definir uma forma de contato e mobilizagdo de toda a
equipe responsavel por PCR materna, e assegurar a
disponibilidade de equlpamentos para cesariana e
reanimacao do recém-nascido.

o Preparacao para a gestao de complicacoes obstétricas:

- Estoque de medicamentos e equipamentos comumente
disponivelis em unidades obstétricas, incluindo oxitocina e
de prostaglandina F.

o As decisoes que envolvem a reanimacao do recém-
nascido:

- Decisao da viabilidade fetal deve ser feitas em colaboracao
com o obstetra, neonatologista e familia.
o Esta informacao deve ser claramente documentado.




RECOMENDACAO

o Code team members with responsibility for pregnant
women should be familiar with the physiological
changes of pregnancy that affect resuscitation
technique and potential complications (Class I; Level

of Evidence C).
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COMPRESSAO AORTOCAVAL
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Reducao do
retorno Mulheres IG 20 semanas ,dectibito lateral E houve

venoso um aumento significativo da fracao de ejecao de
8% e do Volume de ejetado de 27%.

Mulheres 1G=32 semanas, aumento mais
significativo da fracao de ejecao de 11 % e do
Volume ejetado de 35%.
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ADAPTACOES RESPIRATORIAS

- | capacidade residual * 1 consumo de 02
funcional 10 a 25% 20 a 33%

* 7 volume corrente e
vent/min 20 a 40%

Discreta alcalose
respiratoria

Rapido
desenvolvimento

de HIPOXIA




OUTRAS ADAPTACOES NA GRAVIDEZ

o Hemostasia
e 7 adesividade plaquetaria,] Fatores de Coagulacao e
fibrinogénio; | Fibrindlise
— HIPERCOAGUBILIDADE
o Metabolismo Glicose
o Farmacocinética:
o Absorcao, excrecao e biodisponibilidade.
o Relaxamento esfincter gastroesofagico, | transito
gastrointestinal




SUPORTE BASICO DE VIDA
(ACOES SIMULTANEAS E NAO
SEQUENCIAIS)

o Rapida notificacao da equipe de PCR materna.

o Documentar a hora que a auséncia de pulso foi
detectada.

o Compressoes toracicas de alta qualidade ( >5cm,
>100/min, retorno total do torax) e
descompressao aortocaval.

o Rapida desfibrilacao automatica, quando ritmo
apropriado.

o Via Aérea:
e Ventilacao Bolsa-valvula-mascara com O2 100%.

o No minimo 4 membros da equipe BLS devem
responder




Manual left uterine displacement by the 1-handed technique from the right of the patient
during adult resuscitation.
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Manual left uterine displacement by the 2-handed technique from the left of the patient.
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Cardiac arrest in pregnhancy in-hospital basic life support (BLS) algorithm: simultaneous C-A-
B-U (chest compressions/current-airway-breathing-uterine displacement).

Unresponsive
No breathing or no normal breathing
Uterus is at or above the umbilicus

v

Activate emergency response system:
* BLS response: minimum 3 additional staff + code cart
* ACLS: maternal code team activation
* Second responder: get AED immediately and apply

y

. pulse * Using bag-mask: give
= c““‘_‘ p_ulse. > 1 breath every 5-6 seconds
Definite pulse within 10 seconds? « Recheck pulse every
No pulse 2 minutes
or unsure

Document time
Start high-quality chest compressions*

v v '

‘ Apply AED ‘ | Perform appropriate airway management’ | Perform continuous manual LUD

Shockable * * Not shockable
Give 1 shock Resume CPR immediately for 2 minutes
Resume CPR immediately Check rhythm every 2 minutes; if not shockable
for 2 minutes Fluid resuscitation if PEA
“Chest compressions in pregnancy: tAppropriate airway management for pregnancy:
* Use a firm backboard * Open airway by using head tilt—chin lift maneuver
« Place patient supine (if not a trauma victim)
* Place hands in center of chest (as in * Administer 100% O, at 215 L/min
nonpregnant patient) * When available, perform bag-mask ventilation
* Compress at a rate of at least 100/min — Seal mask, ensure no leak around mask;
* Compress at a depth of at least 2-handed technique preferred
2 inches (5 cm) - Deliver each rescue breath over 1 second
* Perishock pause <10 seconds - Give 2 breaths for every 30 compressions
* Allow complete chest recoil after each - Give a sufficient tidal volume to produce visible
compression chest rise or fog within face mask.
+ Minimize interruptions If not seen, reopen airway and improve seal.

Consider using oral airway.
* Avoid excessive ventilation

* Perform continuous manual LUD
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EQUIPE DE SUPORTE AVANCADO DE VIDA
MATERNA

o Deve haver uma forma de chamada que acione
toda a equipe PCR materna, e assegure que todo
equipamento necessario esteja no local sem
demora (Classe I, Nivel de evidéncia C).

o A equipe 1dealmente composta: (Classe I, Nivel
de Evidéncia O):
e Uma equipe de reanimacao de adulto.
e Obstetra.
e Anestesista.
» Neonatologista.




Cardiac arrest in pregnancy in-hospital advanced cardiovascular life support (ACLS)

algorithm.

BLS team actions ongoing
+ High-quality chest compressions
* Defibrillation when indicated
* Monitor CPR quality
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| Maternal cardiac arrest team arrives
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Consider etiology
of cardiac arrest*
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Maternal interventions

Obstetric interventions
for patient whose uterus is at or above the umbilicus®
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Appropriate IV above * Give typical If patient receiving Continuous Remove/ Prepare for
airway diaphragm ACLS drugs IV magnesium manual LUD detach fetal || emergency
nent! and dosages prearrest, stop monitors cesarean
* Anticipate * Assess for magnesium and delivery
the difficult hypovolemia give IV/10 calcium
airway and give fluid chioride 10 mL in
« Most bolus +/- blood | [ 10% solution or
experienced products when calcium gluconate
provider required GIJ‘ m.L in 10%
preferred
Neonatal team: * If no ROSC by 4 minutes of resuscitative
* Prepare to > efforts, consider performing immediate
receive infant emergency cesarean delivery

“Potential etiology of maternal cardiac arrest: tAppropriate airway g t for preg ¥
A Anesthetic complicati idents * 100% oxygen at =15 L/min and ¢ BLS airway
B Bleeding * Optimally 2 attempts per technique:
C Cardiovascular ~ First intubation attempt—if failed go to
D Drugs - Second intubation attempt—if failed go to
E Embolic - First supraglottic airway attempt—if failed go to
F Fever - Second supraglottic airway attempt—if failed go to mask ventilation
G General nonobstetric causes of cardiac - If mask ventilation inadequate —attempt cricothyrotomy
arrest (H's and T's) * Avoid airway trauma
H Hypertension * Ventilate with 8-10 breaths/min
* Monitor capnography
* Minimize interruptions in chest compressions during advanced airway
placement
* Recommend 6.0- to 7.0-mm inner diameter ETT
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POS PARADA
(CLASSE I, NIVEL DE EVIDENCIA C)

o Se a paciente ainda estiver gravida, ela deve ser
colocada na posicao de decubito lateral esquerdo
Iintegralmente, ou o deslocamento lateral manual
do utero deve ser mantidas de forma continua

o Transferéncia para a UTI.
o Manter cuidado multidisciplinar.
o Avaliar e tratar causas da PCR.

o Avaliacao individual da indicacao de hipotermia
na gravidez.(Classe IIb; Nivel de evidéncia O).




Obrigado!




