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RISK & PHYSIOLOGY - “Dynamic risk, not static stability”

. Intermediate-risk PE - Unstable trajectory despite stability
- Pregnancy may mask early descompensation

MULTIDISCIPLINARY CARE - “Good outcomes are planned, not reactive”

@ . Individualized Delivery Planning
. Escalation Strategies: ECMO, Thrombectomy...

ANTICOAGULATION AND NEURAXIAL

03 - Balance: Thrombosis vs Bleeding
. Follow ASRA/SOAP guidelines

POSTPARTUM - “The postpartum period is not a safe endpoint”

. Highest risk
. Close monitoring

. Interruption of anticoagulation = rapid deterioritation

IVC FILTER - “Use selectively, not routinely”
i ; 7 05 . Consider for progressive thrombosis + planned interruption of anticoagulation

-__________________________/
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