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Taponamiento uterino. Principios.




Medidas compresivas intrauterinas




Medidas compresivas intrauterinas

El taponamiento uterino conlleva la colocacion, cuidadosa y
sistematica, de varios metros de gasa dentro de la cavidad
uterina para ocluir todo el espacio intrauterino y controlar

la hemorragia.

Bumm E. Tratado Completo de Obstetricia. F. Seix. 1906



Taponamiento uterino
con gasas

Orif. int,
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Experiencia para realizar un taponamiento firme con rapidez.

Retrasa el reconocimiento de una hemorragia persistente, ya que la
sangre debe empapar metros de gasa antes de que sea evidente.

Existe el riesgo potencial de traumatismo e infeccion.

La extraccion del paquete puede requerir un procedimiento
quirdrgico para dilatar y extraer el taponamiento. /




Taponamiento intrauterino con balén

Balon de Bakri Tubo de Sengstaken- Balon hidrostatico
Blakemoree de RUsch

Modificado de: C. B-Lynch, et al. A Textbook of Postpartum Hemorrhage. A comprehensive
guide to evaluation, management and surgical intervention. Sapiens Publishing: London. 2006.



Taponamiento uterino. Principios basicos.




Taponamiento intrauterino (balén de Bakri)

Equipo:

* Baldn intrauterino de Bakri. NG : ‘\;‘\ /
* Llave de doble via. [g( / v /_/
 Jeringa de 50 ml. ‘){/ | /

* Bolsa de drenaje.
e Solucién salina (500 ml).
* Sonda vesical.

* (Gasa con antiséptico para tapon vaginal.



Taponamiento intrauterino (balén de Bakri)




Taponamiento intrauterino (balén de Bakri)

e Colocacion transvaginal (parto):
* Sonda de Foley.
* Descartar:
Rotura uterina y desgarros.

Retencion de fragmentos de placenta.
* Insertar el baléon por la punta del catéter.
* Comprobar que todo el globo pasa el OCI.
* No forzar la aplicacion.
* Taponamiento vaginal con gasa con antiséptico. —




Colocacién
incorrecta

Colocacién
correcta
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Taponamiento intrauterino (balén de Bakri)

* Colocacion transabdominal (cesarea):

* Descartar: -

S
Rotura uterina y desgarros. / P,.(

Y
Retencion de fragmentos de placenta. d\r ~

* Insertar el balon por la histerotomia y pasar la
sonda a través del cuello hasta vagina.

* Tirar de la sonda desde vagina hasta que la base
del globo desinflado entre en contacto con el OCI.

e Cerrar la histerotomia antes de inflar el balon.
* Reposicionar e inflar el balon. — e L
* Taponamiento vaginal con gasa con antiséptico.



Taponamiento intrauterino (balén de Bakri)

® Yok \
Llenado del baldn: N N
e Medir 500 ml de solucidn salina en una jarra. / 7 e
N "Ght
* Llenar el balén usando la jeringa ‘)'K ~ |

* No sobreinflar (volumen maximo 500 ml).
e Aplicar una suave traccién a la sonda del globo

* Fijar la sonda a la pierna del paciente (tensién
traccion).

e Taponamiento con gasa (solucidn antiséptica) —



Taponamiento intrauterino (balén de Bakri)
Control
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Taponamiento uterino. Retirada.

» Maximo 24 horas

INSERCION

0 horas
VACIADO TOTAL

8-12 horas
VACIADO 50%



Taponamiento intrauterino (balén de Bakri)
Extraccion del baldn
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Taponamiento intrauterino (balén de Bakri)
Riesgos

y-

B
Perforacion de la pared uterina. (‘., /
Inflado excesivo.

Demora en realizar procedimientos quirurgicos.
Puncidén del baldn (sutura de la histerotomia).

Infeccion.



Taponamiento intrauterino (balén de Bakri)
Contraindicaciones
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‘Tamponade Test’Din the Management of
Massive m Hemorrhage

G. S. Gondous, MRCOG, S. Arulkumaran, PhD, FRCOG, I. Symonds, MD, MRCOG,
R. Chapman, FRCOG, A. Sinha, MD, MRCOG, and K. Razvi, MRCOG

OBSTETRICS &

Obstet Gynecol 2003:101:767-772 ; GYNECOLOGY

OBIECTIVE: Massive postpartum hemorrhage 1s a major cause of pregnancy-related death
In the United States. To date there 1s no diagnostic test to identify those women with
intractable hemorrhage who will need surgery. Delay in making this decision can be
catastrophic. The successful use of the inflated stomach balloon of a Sengstaken-
Blakemore tube as a therapy for obstetric hemorrhage has been reported previously.
Using the insertion of the Sengstaken-Blakemore tube as a diagnostic test has not been
reported. An inflated Sengstaken-Blakemore balloon catheter creates tamponade and
identifies those who will or will not need surgery. This i1s the basis for the "tamponade
test.” We evaluated the tamponade test in the management of women with massive
postpartum hemorrhage. METHODS: In this prospective study, 16 cases of intractable
postpartum hemorrhage were managed by the tamponade test. All 16 women had
persistent bleeding despite the maximal and optimal application of conservative measures.
Their condition deteriorated, such that surgical intervention was considered mandatory. It
was at this predefined end point that the tamponade test was applied. RESULTS:
Fourteen (87.5%) had a positive tamponade test result and therefore did not require
surgery. Two (12.5%) had a negative test result and underwent laparotomy.
CONCLUSION: This diagnostic test rapidly identifies those patients with postpartum
hemorrhage who will require a laparotomy. Even when results are positive, life-
threatening hemorrhage 1s arrested and Time i1s also allowed to correct any consumptive
coagulopathy.

PMID: 12681884 [PubMed - indexed for MEDLINE]
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Trends in the rate of invasive procedures after the addition of the
intrauterin o a protocol for management
of severe postpartum hemorrhage

Enora Laas, MD; Charles Bui, MD; Thomas Popowski, MD; Olivier Matondo Mbaku; Patrick Rozenberg, MD

)ared the outcomes of all patients with post-
.- \ Aas unresponsive to prostaglandin during 2
@/~ period) and after (second period) the intro-

| hade protocol.
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150s. Balon Bakri (31 vaginales, 12 cesareas)



Am J Obstet Gynecol 2012;207:281.e1-7.
OBSTETRICS

Trends in the rate

Invasive procedures after the addition of the
tamponade test

Intrauterine 0 a protocol for management
of severe postpartum hemorrhage

Enora Laas, MD; Charles Bui, MD; Thomas Popowski, MD; Olivier Matondo Mbaku; Patrick Rozenberg, MD

Among patients who delivered vaginally, the rates of arterial em-
bolization (8.2% vs 2.3% in the first and second period; P = .006; odds
ratio, 0.26; 95% confidence interval, 0.09—0.72) and conservative surgi-
cal procedures (5.1% vs 1.4%, in the first and second period; P = .029;
odds ratio, 0.26; 95% confidence interval, 0.0/—0.95) were significantly
lower after the uterine tamponade test was added to our protocol.

CONCLUSION: Intrauterine balloon tamponade is an attractive ad-
junctive strategy for the achievement of hemostasis in intractable
hemorrhages and prevention of the need for invasive procedures.











