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OBSTETRICS



INTENSIVE CARE 
MEDICINE

HOWEVER 

Obstetric patients get sick 

PPH is leading cause of maternal death worldwide

100,000 deaths / year 

Its important !



THE BACKGROUND (NOV ‘16)



MY CONCLUSION

The World Maternal Antifibrinolytic Trial (WOMAN Trial) is aiming to provide resolution, 
being a large multinational, randomised, double blind, placebo controlled trial 
investigating TXA use in PHH.  

In light of the above research, it appears that there is a paucity of high quality evidence 
for the use of TXA in Obstetric patients.  There is however good evidence of benefit in 
bleeding patients secondary to trauma, with no statistically significant increase in side 
effects compared to placebo (5).  It could be argued that in a life threatening situation 

such as a PPH, extrapolation from CRASH-2 coupled with the evidence base from 
smaller trials of TXA in obstetrics is enough to sway the risk / benefit decision, giving the 
clinician confidence in its administration.   



Ø Early treatment (≤1 h from injury) significantly reduced the risk of death due to 
bleeding (198/3747 [5·3%] events in tranexamic acid group vs 286/3704 [7·7%] in 
placebo group; relative risk [RR] 0·68, 95% CI 0·57–0·82; p<0·0001). 

Ø Treatment given between 1 and 3 h also reduced the risk of death due to bleeding 
(147/3037 [4·8%] vs 184/2996 [6·1%]; RR 0·79, 0·64–0·97; p=0·03). 

Ø Treatment given after 3 h seemed to increase the risk of death due to bleeding 
(144/3272 [4·4%] vs 103/3362 [3·1%]; RR 1·44, 1·12–1·84; p=0·004). 

Ø Tranexamic acid should be given as early as possible to bleeding trauma patients. 
For trauma patients admitted late after injury, tranexamic acid is less effective and 
could be harmful.



THE WOMEN TRIAL 
Ø International

Ø Randomised

Ø Double Blind

Ø Placebo controlled

Ø 193 hospitals in 21 Countries

Ø Published 26 April 2017 in Lancet 



INCLUSION
Over age of 16 years with clinically estimated blood loss of : 

Ø > 500ml Vaginal delivery

Ø > 1000ml Caesarean delivery

Ø Haemodynamic compromise 



ENROLMENT MARCH ‘10 – APRIL ‘16



RANDOMISATION

Total 20,021 patients 

Allocated to 1g TXA or placebo at 1ml/minute

At 30 minutes if not stopped or repeat bleeding a further dose of 1g TXA or 
placebo was given. 

Double Blinded 



PRIMARY OUTCOME  -
DEATHS (ALL CAUSE)

483 deaths (72% Bleeding)
374 (77%) within 24 hours 



483 DEATHS – 346 (72%) 
BLEEDING 

All TXA patients



DEATH DUE TO BLEEDING
<3 hours – RR 0.69 (95% CI 0.52-0.91)
>3 hours – RR 1.07 (95% CI 0.76-1.51)

All TXA 
patients

1.2% TXA
1.7% 
Placebo

Not 
significant



ALL CAUSE DEATH & 
HYSTERECTOMY

Risk of all cause death / hysterectomy not 
significantly reduced with TXA



LAPAROTOMY FOR BLEEDING



VTE EVENTS No significant difference 



COMPLICATIONS No significant difference 



DEATH OR VTE IN BREAST-FED 
BABIES

No significant difference 



Ø Early treatment (≤1 h from injury) significantly reduced the risk of death due to 
bleeding (198/3747 [5·3%] events in tranexamic acid group vs 286/3704 [7·7%] in 
placebo group; relative risk [RR] 0·68, 95% CI 0·57–0·82; p<0·0001). 

Ø Treatment given between 1 and 3 h also reduced the risk of death due to bleeding 
(147/3037 [4·8%] vs 184/2996 [6·1%]; RR 0·79, 0·64–0·97; p=0·03). 

Ø Treatment given after 3 h seemed to increase the risk of death due to bleeding 
(144/3272 [4·4%] vs 103/3362 [3·1%]; RR 1·44, 1·12–1·84; p=0·004). 

Ø Tranexamic acid should be given as early as possible to bleeding trauma patients. 
For trauma patients admitted late after injury, tranexamic acid is less effective and 
could be harmful.



WOMEN

CRASH II



SUMMARY 
Ø TXA given within 3 hours in PPH reduces death due to 

bleeding and laparotomy to control bleeding with no 
evidence of adverse effects.

Ø When given within 3 hours death from bleeding is reduced 
by 1/3 

Ø No reduction in hysterectomy

Ø Give it after your induction for PPH 



ANY QUESTIONS ?


