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Risk factors for failed conversion of labor epidural analgesia
to cesarean delivery anesthesia: a systematic review

and meta-analysis of observational trials
M.E. Bauer,” J.A. Kountanis,* L.C. Tsen,” M.L. Greenfield,* J.M. Mhyre® [
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Risk factors for failed conversion of labor epidural analgesia
to cesarean delivery anesthesia: a systematic review
and meta-analysis of observational trials

M.E. Bauer,” J.A. Kountanis,* L.C. Tsen,” M.L. Greenfield,* J.M. Mhyre® [
Proportion Converted to General Anesthesia F > 5%,
Year General Total Event Rala in %
Study Published n M percent (85% CI}  Waight
1
Gaiser 1094 0 109 | 0.00 (000, 275)  B.54
Adnright 1090 17 554 +i 307 (163, 450) 849
Gany 2002 B7 az7 i - 10.52 (8.43, 1261) T7.84
Riley 2002 23 248 i—i-— 0.35 (571, 12.88) 605
Toriosa 2003 5 184 —#—i 256 (035 4.81) 768
Pan 2004 74 1630 - 404 (394,495 66D
Kan 2004 53 850 i-— B.04 (523, 8685 624
Orbach-Zinger 2006 22 103 i — & 7135 (13.44, 29.27) 266
Kinsalla 2008 84 1332 i—-— B.75 (543, 807) 659
Campbel 2008 39 BES -1:~ 436 (302, 570) 658
Lea 2009 73 1033 + i 223(133,313) 669
Halpam 2009 71 501 * 410(244, 595) 819
Bamgbade 2009 2 o4 | 213 (000, 504) T35
Overll (1-5Quared = 91.7%, p = 0.000) ¢,‘n 5.00 (347, 6.53)  100.00
i
NOTE: Weights are from random eflects analysis !
LI
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Risk factors for failed conversion of labor epidural analgesia
to cesarean delivery anesthesia: a systematic review
and meta-analysis of observational trials

M.E. Bauer,” J.A. Kountanis,* L.C. Tsen,” M.L. Greenfield,* J.M. Mhyre® [
Proportion who Received a Second Anesthetic k > 7,5%
Year Total Event Rate in %
Stuay Published secondanes M percant (B5% CI)  Weignt
AG
Gaiser 1984 0 108 — i 0.00 (0.00, 3.33)  8.12 RaChlA
1
Alright 1999 25 554 - 451 (2.78,624) 810
Garry 002 &7 BT i—q-— 10.52 (.43, 1261) 7.98 Nvelle APD
Rilay 002 26 245 -i—-— 1057 (B.73, 14.41) 7.2
Toricsa 2003 5 ™ -+ 258 (0.35,481) 7893
Pan 2004 122 1830 #: B67 [5.52,781) 834
Kan 2004 50 B50 —-I— 604 (523, B85 810
Oroach-Zinger 2006 27 103 i ——=—— 3138 (13.44, 29.27) 4.98
Kinsells 2008 271 1382 i - 18.47 (17.38, 71.55) 7.98
Campbell 2009 o8 BES E+ 10.85 (8.50, 13.00) 8.00
Lea 2009 23 1033 * i 223(1.33,313) 838
Halpem 009 30 50 ' 590 (381,8B07) 798
Bamghade 2009 4 o4 426 ([0.17,834) 708

Overall (l-sguared = 96.6%, p = 0.000) 7.74 (496, 10.57) 100.00

NOTE: Weights are from random effects analysis
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Risk factors for failed conversion of labor epidural analgesia
to cesarean delivery anesthesia: a systematic review

and meta-analysis of observational trials
M.E. Bauer,” J.A. Kountanis,* L.C. Tsen,” M.L. Greenfield,* J.M. Mhyre® r

Proportion who Received Supplementation h::> 10%

Year Nat Event Rats in % BZD
Study  Published Received  Racaived percant (B5% CI) Waight . .
Ketamine
N20O
| Halogéné
Caiser 1004 16 100 e 1468 (804, 21.32) 2160 0gencs
1
Toripsa 2003 27 180 +s— 14.20(9.30, 19.27) 2307
1
1
Kinsella 2008 137 121 b 1222(1030,14.14) 2713
1
Halpsm 2000 14 471 = | 207 (1.44, 4.51) 27.36
1
Owverall (I-squared = B5.6%, p = 0L000) <{> 10.72 (4.17, 17-26) 100.00

MOTE: ‘Weights are from random effects analysis
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Risk factors for failed conversion of labor epidural analgesia
to cesarean delivery anesthesia: a systematic review
and meta-analysis of observational trials

M.E. Bauer,? J.A. Kountanis,* L.C. Tsen,” M.L. Greenfield,* J.M. Mhyre® r
Analgesic Top-ups Non-specialist versus Obstetric Anesthesiologist
Mumber of L
study Top-ups OR (B5% CI) Weight %
Study OR (B5% C1) Weight
Campbell 2009 >0 - 2.37 (160, 3.50) 5115
i Campbsll 2009 476 (145, 1550) B1.04
Halpern 2009 >1 s 3.07 (138, 6.85) 2771
H |
Les 2000 »1 4« EE5(247,1787) 2115 Riley 2002 1 ] 4.28 (0.7, 18.89) 3883
Overall (|-squared = 46.6%, p = 0.154) @ 317 (1.83, 5.46) 100.00 Overall {l-squared = 0.0%, p= 0.843) <> 456 (181, 11.54) 100.00
1
NOTE: Weights are from randem effects analysis NOTE: Weights are from random effects analysis E
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Risk factors for failed conversion of labor epidural analgesia
to cesarean delivery anesthesia: a systematic review

and meta-analysis of observational trials
M.E. Bauer,? J.A. Kountanis,* L.C. Tsen,” M.L. Greenfield,* J.M. Mhyre® [

Emergency versus Urgency

Yoar Emagency  Emagency  Ugany  Legancy .

Sty Fubishod  GA WAE OR [E5% O wagnt
i

Astrigrt 1908 2 o 1= g7 —+—  wm(7ee 37E53T) 1.48
1
1

Garry 002 e o &7 740 —4— TEGET 7. 1MM2OT 124
1
1

Ry 002 1 0 o 71 —— 7RI [LE, 1EMUE) 1.4
1
1
1

Othach-Ziger 2008 2 o 0 B —+—  maspu4szg 147
1

¥insala 008 18 58 45 Ba4 = i BUB0 [L50. 12.15) 20.80
1

Lsa 000 B o 19 1008 i SNBSS, 1INEDY 1205
1
1

Haipam 2009 8 = 12 05 | .45 [1.42. B.53) 2003

Ovarall (|-squarsd = B2.0%, p = 0.000) ¢> 40,43 (8.1, 185.50) 100.m
l
1

WETE: Wagies are Trm ratdem oTects analdb :

T
1010 14000

Highar G wilh Emergency

x 40
International Journal of Obstetric Anesthesia (2012)




Risk factors for failed conversion of labor epidural analgesia
to cesarean delivery anesthesia: a systematic review
and meta-analysis of observational trials

a - a b a a °
M.E. Bauer,” J.A. Kountanis,” L.C. Tsen,” M.L. Greenfield,” .M. Mhyre r
Duration of Epidural Analgesia
Weight at Delivery
® Yaar SMD in %
Study Publishad hours (95% CI) Weight
Sy Year SMD I Ky (95% Gl Wit
i
Riay o0 N 028 (0.7, 074} 1378 Riley 2002 _i_’— 017(-029,062)  15.43
| 1
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|

T % International Journal of Obstetric Anesthesia (2012)

Iower GA with CSE  higher GA wilh CSE

HOTE: Wieights are fram randarm effects analysss

2




British Journal of Anaesthesia 107 (5): 668-78 (2011) B A
doi:10.1093/bja/aer300 ]

Extending epidural analgesia for emergency Caesarean

section: a meta-analysis ) .,
y 11 études randomisées

779 patientes

S. G. Hillyard#*, T. E. Bate?, T. B. Corcoran-3, M. J. Paech3* and G. O’Sullivan?

LExF Bup/Levo or Ropi Mean diffarence Mean difierance
Study or subgroup Maan (min) so (min) Total Maan (min) so {min} Total Weight iwv. fixed, 95% CI {min) i.v. fixed, 95% CI {min)
Balaji and colloagues® 10 333 50 15 583 50 159%  —5.00(-6.85, -3.14) —
Goring-Morris and Russell®  10.8 75 30 145 8125 38 39% —3.70 (-7.47, 0.07)
Lucas and colleaguas” 10 5 30 14 475 30 9.0%  —4.00(5.47,-1.53) —_—
Sng and colleagues®® 9.5 233 30 10 25 30 368% 050 (—1.72,0.72) ::I:
Sng and colleagues®® 95 233 30 10 266 30 34.4% 050 (—1.77,0.77)
Total {95% CI) 170 176 100.0%  —1.66 (-2.40, 0.91) *
Heterogeneity: 1% =23.63, df=4 (P<0.0001); P=83% -%n _'5 5 5' 151]
Tast for overall effect: 7=4.37 (P<0.0001)

Favours LEF Favours Bup/Levo or F

Fig 3 The onset time of a block suitable to allow surgery, comparing LE + F (2% lidocaine, epinephrine, and fentanyl) top-up solutions with
either Bup/Levo (0.5% bupivacaine, 0.5% levobupivacaine), or Ropi (0.75% ropivacaine) solutions.

Fentanyl Control Mean differance Mean difference
Study or subgroup Mean {min} =0 (min) Total Mean (min) =0 (min) Total Weight iv. fixed, 95% CI (min) iv. fixad, 95% CI (min)
Hong and colloagues'™ 125 3.125 a1 15 3125 30 B79% 250 (-4.07,-0.93) ——
Malhotra and yentis® 10 4 &1 11 75 B4 324% —1.00 (-3.28, 1.28) —
Total (95%: CI) a2 84 100.0% 202 (-3.31,-073)
Haterogeneity: x2 =1.13, df=1 (P=0.20); *=11% — —t

4 20 2 4

Test for overall effect: £=3.06 (P=0.002) Favours fentanyl E rs control

Fig & The effect of the addition of fentanyl to a top-up solution on the onset time of a block suitable to allow surgery.

Rapidite du bloc : Lidocaine
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Extending epidural analgesia for emergency Caesarean
section: a meta-analysis

S. G. Hillyard#*, T. E. Bate?, T. B. Corcoran-3, M. J. Paech3* and G. O’Sullivan?

Bup/Levo LE£F or Ropi Risk ratio Risk ratio
Study or subgroup Events Total Events Total Weight M-H, fixed, 95% CI M-H, fixad, 05% CI
6.1.1 LEF
Balaji and colleagues® g 45 4 44 213%  2.:20(0.73, 6.62) T
Gorng-Momis and RussalF 5 34 2 27 114% 1.99(0.42, 9.45) —
Lucas and colleagues” B 26 6 28  304%  1.08 (040, 2.92)
Sng and colleaguos®” 3 30 2 30 105%  1.60(0.27, B8.34) %
Subtotal (95% CI) 135 120 73.8%  1.60(0.86, 2.98)
Total events 23 14

Heterogeneity: y =1.04, di=2 (P=0.80); P=0%
Test for overall effect: Z=1.50 (P=0.13)

6.1.2 Ropi

Hillyard and colleagues® 4 31 1 27 56% 3.48(0.41,20.31) —
Sanders and colleagues® g 24 2 23 100% 4.03(1.20, 20.26) —

Sng and colleaguas®™ 3 a0 2 30 {05%  1.50(0.27, B.34) —_—

Subtatal (95% CI) 82 80 262%  3.24 (1.26, 8.33) S =

Total events 16 B

Heterogeneity: x° =1.12, di=2 (P=0.57); I*=0%

Test for overall effect: Z=2.44 (P=0.01)

Total (95% CI) 217 200 100.0%  2.03 (1.22, 3.30) <>

Total events 20 10 . . . .
Heterogenaity: 2 =3.57, di=6 (P=0.73); *=0% . | . |
Tost frglge megg; j-fm;.:t:z: 272 {L: u_mT}J 0.01 0.1 1 10 100

Favours Bup/Levo Favours LEF or Ropi

Fig 5 The need for intraoperative supplementation, comparing Bup/Levo (0.5% bupivacaine or 0.5% levobupivacaine) top-up solutions to
LE + F (2% lidocaine, epinephrine, and fentanyl), or Ropi (0.75% ropivacaine) solutions.

Qualité du bloc : Ropivacaine
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LABOR, DELIVERY AND POSTNATAL MEDICINE Open Access

Remifentanil patient controlled analgesia versus Pregnancy & Childbirth
epidural analgesia in labour. A multicentre
randomized controlled trial Liv M Freeman'

Etude Hollandaise
APD > PCA Rémifentanil en terme de douleur

e Probléme de disponibilite
— Infrastructures
— Accouchement a domicile

e Comparaison
— en terme de satisfaction et non en terme de douleur
— En terme de cout

 Etude en cours



Labour analgesia: a randomised, controlled trial comparing
intravenous remifentanil and epidural analgesia with
ropivacaine and fentanyl

Tor O. Tveit, Stephen Seiler, Arthur Halvorsen and Jan H. Rosland

[ Enrolment J

Edited by B. . Pollaed

SA

| Assessed for eligibility (n = 62) |

Excluded (n = 23)

.| # Notmeeting inclusion criteria (n = 10)
| « Declined to participate (n = 8)

+ Other reasons (n =5)

| Randomised (n = 39) |

¥

, [ Allocation | !
Allocated to epidural analgesia (n = 20) Allocated to remifentanil IVPCA (n =19)
+ Received allocated intervention (n = 20) + Received allocated intervention (n = 19)
+ Did not receive allocated intervention (n =0) + Did not receive allocated intervention (n = 0)
v [ Follow-up ] -

Lost to follow-up (n =0)

Lost to follow-up (n =0)
Discontinued intervention (n =0)

Discontinued intervention (conversion to
epidural analgesia) (n = 2)

¥ { Analysis ] v
Analysed (n =20) Analysed (n = 17)
+ Excluded from analysis (n =0) + Excluded from analysis (n =0)

Ropivacaine 1 mg/ml, 10 ml/h Bolus 0,15 microg/kg, PR 2 min, DC 100 microg/min

Eur J Anaesthesiol 2012;29:129-136




Labour analgesia: a randomised, controlled trial comparing
intravenous remifentanil and epidural analgesia with

ropivacaine and fentanyl
Tor O. Tveit, Stephen Seiler, Arthur Halvorsen and Jan H. Rosland

Table 2 Quality of labour analgesia

Remifentanil (n=17) Epidural anaesthesia (n=20)

t)

al of Asaesthesiology

Eurng
Edite

Pollaed

Satisfaction with analgesia

Very satisfied 13 (76%) 15 (75%) 0917
Recommend analgesia method 17 (1 009%) 19 (96%) 0.360
Same analgesia next labour 16 (94%) 18 (90%) 0.647
Feeling of pain control {1-5] 1T{1-3) 2 {1-b) 0.061
Reduction in pain score, VAS (mm)
End of first stage 27 (38.5) 26 (36.8) 0.920
End of second stage 31 (15.7) 29 (45.1) 0.808
Mairnal 61 (19.8) 59 (22.9) 0.868
Pain score, VAS (mm)
Before star 82 (13.3) 70 (16.2) -
30min 49 (21.9) 29 (30.0) 0.027
BOmin 38 (17.3) 23 (30.2) 0.066
S0min 39 (24.0) (n=14) 24 (28.0) (h=18) 01486
120 min 36 (20.5) (n=12) 16 (27.6) (hn=10) 0.0786
180 min 48 (29.5) (n=9) 20 (22.7) (n="T7) 0.051
240 min 80 (18.1) (n=5) 35 (38.5) (h=4) 0.308

Feeling of pain control presented as median (range), other results as mean (SD) or n (%), Pain control are as follows: 1 =very good, 2 = good, 3 =moderate, 4 = poor,

5 =wery poor. VAS, visual analogue scale.

Eur J Anaesthesiol 2012;29:129-136




Labour analgesia: a randomised, controlled trial comparing
intravenous remifentanil and epidural analgesia with

ropivacaine and fentanyl
Tor O. Tveit, Stephen Seiler, Arthur Halvorsen and Jan H. Rosland

Edited by B. . Pollaed

SA

Time, minutes [

U 7 T T T T T T T T T T T T T T 1 T T 1
BY 1 30 45 60 5 90 0w 120 135 130 1 190 195 10

Reduction in pain score, VAS (mm)

—80 +

—100 — —8— epidural --a--remifentanil

Reluction in pain score (visual analogue scale, VAS) during labour analgesia with patient-controlled intravenous remifentanil and continuous epidural
infusion with ropivacaine and fentanyl. There were no significant differences in pain reduction between groups for the given time points (independent
ttest). From 150 min, n varied between 10 and 4.

Eur J Anaesthesiol 2012;29:129-136




Labour analgesia: a randomised, controlled trial comparing
intravenous remifentanil and epidural analgesia with [j A

ropivacaine and fentanyl
Tor O. Tveit, Stephen Seiler, Arthur Halvorsen and Jan H. Rosland

European Jowmal of Arasithedislogqy

Edited by B. J. Pollaed

SA

Table 3 Side-effects during labour

Remifentanil (n=17) Epidural anaesthesia (n =20)

Respiratory rate (beat/min)

Before start 17 (3.6) 17 (3.0) 0.746

1h 16 (3.5) 17 (4.6) 0.508

End of first stage 18 (4.0) 18 (3.9 0.119

End of second stage® 20 {3.3) 19 (5.3) 0.622
Oxygen saturation (%)

IM.t a7 (1.3) a7 (1.0 0.692

1h 95 (1.6) 97 (1.9) <0.01 |

End first stage 97 (1.6) 98 (1.3) 0.119

End second stage® 97 (1.5) 98 (1.6) 0.223
Oxygen supplement 11 (65%) [] <0.01 |
Respiratory depression (<9 beats/min) [i] [i]
ltching 0 3 (16%) 0.096
Nausea 4 (249%) 4 (209%) 0.967
Vomiting 6 (35%) 3 (15%) 0.260
Global sedation score, parturient

Sedated or very sedated 1717 (100%) 11/20 (55%) 0.001

Discomfort by sedation 07 111 (99%) 0.280

Amnesia from labour 2/17 (12%) 1/20 (5%) 0.731

Dizziness 11/17 (65%) 8/20 (40%) 0.365

Given as mean (SD) or n (). * n=remifentanil B, epidural 12. ® n = remifentanil 8, epidural 11.

Eur J Anaesthesiol 2012;29:129-136
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Advance Access publication 29 March 2011 - doi:10.1093/bja/aer058 ]
SPECIAL ARTICLES

Major complications of airway management in the UK: results
of the Fourth National Audit Project of the Royal College of
Anaesthetists and the Difficult Airway Society. Part 1:
Anaesthesia’

T. M. Cook ", N. Woodall? and C. Frerk3, on behalf of the Fourth National Audit Project

Etude de 184 airway catastrophes
— 133 lors d’ une anesthésie générale
— 36 en réanimation
— 15 en service d'accueil des urgences
* Reéanimation et SAU
— Plus souvent la nuit
— Personnel moins expérimenté sur 1’ IOT
— Plus de déces et de séquelles
« Prise en charge de bonne qualité 19%
* Prise en charge « pauvre »: 75%
— Défaut d’ indentification des patients a risque
— Défaut de matériel ou de personnel qualifié
— Défaut d’ utilisation ou d’ interprétation du capnographe
« Prise en charge de bonne qualité dans seulement 3 cas de déces...



Incidence of unanticipated difficult airway in obstetric patients
in a teaching institution

Weike Tao - Jason T. Edwards - Faping Tu - J Anesth (2012) 26:339-345 |

Yang Xie + Shiv K. Sharma

« 2001 -2006

« 82 054 naissances... (16 000/an)

e 20610 césariennes

« 2158 AG/IOT

» 12 intubations difficiles

* 99,9% de succes final

« Mallampati, DTM, OB, ... non prédictifs
L’ urgence ne change rien

« Expérience en anesthésie inférieure a un an



Incidence of unanticipated difficult airway in obstetric patients
in a teaching institution

Weike Tao - Jason T. Edwards - Faping Tu * J Anesth (2012) 26:339-345 |

Yang Xie + Shiv K. Sharma

« 2001 -2006
» 82 054 naissances... (16 000/an)

e 20610 césarienne
e 2158 AG/IOT [IOT difficile surestimée

12 10T difficile Inexpérience ?

* 99,9% de succes final
« Mallampati, DTM, OB, ... identiques
« L’ urgence ne change rien

* Expérience <un an



Incidence of unanticipated difficult airway in obstetric patients
in a teaching institution

Weike Tao - Jason T. Edwards - Faping Tu - J Anesth (2012) 26:339-345

Yang Xie + Shiv K. Sharma

J Anesth (2012) 26:324-325
DOI 10.1007/s00540-012-1403-9

EDITORIAL

Keep our guard up against general anesthesia
for cesarean section!

Hiroyuki Sumikura

J Anesth (2012) 26:321-323
DOI 10.1007/s00540-012-1375-9

EDITORIAL

Rapid-sequence induction of anesthesia in obstetric women:
how safe is it?

Takashi Asai




Unanticipated Difficult Airway in Obstetric Patients

Development of a New Algorithm for Formative Assessment in
High-fidelity Simulation

* Anesthésie obstétricale

— Fréquence augmentee ?

— Stratégie rendue difficile par la situation obstétricale

— Cause de mortalité

— Acquisition / maintien des compétences
e Ecriture d’ un algorithme décisionnel pour 1" IOT difficile
» Plusieurs scénarios

 Evaluation de 16 internes d’ anesthésie (4deme et Seme année)

M Balki Anesthesiology Aug 2012




Unanticipated Difficult Airway in Obstetric Patients

Development of a New Algorithm for Formative Assessment in
High-fidelity Simulation

Scenario 1. Fetal emergency (cord prolapse)—critical event
involving unanticipated difficult intubation and cannot
ventilate.

Scenario 2. Maternal emergency (massive antepartum hem-
orrhage and fetal distress)—critical event involving unantic-
ipated difficult intubation, can ventilate, and ongoing ma-
ternal hemodynamic instability.

Scenario 3. Fetal emergency (ruptured vasa previa)—critical
event involving unanticipated difficult intubation and can
ventilate.

Scenario 4. Elective CS under general anesthesia (regional
technically impossible due to previous spinal surgery)—crit-
ical event involving unanticipated difficult intubation and

can ventilate.

M Balki Anesthesiology Aug 2012



Unanticipated Difficult Airway in Obstetric Patients

(7

Development of a New Algorithm for Formative Assessment in
High-fidelity Simulation

UNANTICIPATED FAILED INTUBATION

'

BMV  cricoid’ » Not adequate

Scan monitors (SpO2, HR, BP, ETCO;)
Call for skilled HELP

Call for difficult airway cart

Inform Obstetrician

Clarify I|.|rg|5|nn.::.r2
Adequate

!

2™ Alternative approach to intubation®

¥ = = = =

L If failed
BMV £ cricoid (——# Not adequate

l h J
supraglottic device” l

M Balki Anesthesiology Aug 2012 l




Unanticipated Difficult Airway in Obstetric Patients ANESTHESIOLOGY®

Journal of the American Society of Anesthesiologists, Inc.

Development of a New Algorithm for Formative Assessment in
High-fidelity Simulation

\ + Jr
| CANVENTILATE < LMA! alternative _,_-
/ l \ supraglottic device” l

MATERNAL EMERGENCY FETAL EMERGENCY" ELECTIVE CS MATERNAL EMERGENCY
l | l FETAL EMERGENCY
* \L ELECTIVE CS
May change BMV to LMA Awaken l
l ¥ CRICOTHYROTOMY
Proceed with CS° Awake airway or

Regional anesthesia L

Proceed with C3 Proceed with I‘.‘.‘ST

For MATERNAL EMERGENCY:

If mother not likely to be
rapidly stabilized post delivery

.

Definitive airway
(e.g.. Fiberoptic through LMA,
Transtracheal airway efc.)

M Balki Anesthesiology Aug 2012




Unanticipated Difficult Airway in Obstetric Patients

ANESTHESIOLOGY@)

The Journal of the American Society of Anesthesiologists, Inc.

Development of a New Algorithm for Formative Assessment in
High-fidelity Simulation

Table 1. Percentage of Participants Completing the Critical Skills Checklist in Each Scenario

Scenario 1 Scenario 2 Scenario 3 Scenario 4 Overall
TASK 2 1 0 2 1 0 2 1 0 2 1 0 2 1 0
1. Recognized falled intubation 100 O 0 100 O 0 100 O 0 10 0 0 100 0 O
2. Recognized ease or difficulty 81 6 13 984 6 0 100 O 0 10 0 0D 84 1 5
with mask ventilation
3. Scanned monitors for 56 25 19 63 6 A 84 6 0 10 0 D 7 B8 14
deterioration of oxygen
saturation/hemodynamics
4, Called for skilled help 25 6 69 5H6 31 13 44 19 37 i2 13 75 34 17 49
5. Called for difficult airwaycatt 25 0 75 44 25 31 38 6 b8 19 25 568 31 14 55
6. Informed obstetrician 3| 31 H 50 25 25 50 31 18 B9 25 6 52 28 20
7. Considered second 33 13 54 75 6 19 b6 13 3 69 0 3H 59 8 33
intubation attempt/LMA
8. Used alternative approach 50 6 44 62 13 25 44 19 37 62 0 38 55 9 36
for intubation during
subsequent attempts
9. Scanned monitors, 62 13 25 B1 13 6 984 6 0 100 0 0O B4 6 10
communicated with team
10. Recognized inadequate 50 0 50 81 6 13 B7 13 0 10 0 0O BO 5 15
oxygenation/maintained
adequate oxygenation

11. Performed cricothyrotomy 94 6 0 na na na na na na na na nfa 94 6 0
it ventilation/oxygenation
difficult by any means

12. Considered CS if materalf 93 7 0 69 12 19 87 13 0 100 0 0 87 8 b
fetal urgency: a) if
ventilation possible -
allowed even without
securing definitive airway;
if ventilation not possible -
allowed after cricothyrotomy
a) If no urgency: stopped
the case and awakened
the patient

13. Took appropriate stepsio nfa nfa na 63 31 6 na nfa na na na na 63 31 6
manage maternal
hemodynamics

14. Considered definitive nfa na na 38 6 5 na na na na na na 38 6 56
airway postdelivery if
mother unstable

15. Performed appropriate 94 6 0 63 6 31 81 13 6 100 0 0 B4 6 10
ainvay management

Checklist iterms were rated on a 3-point scale (0-2; 0 = not parformed, 1 = performed but not imely, 2 = performed timaly).

M Balki Anesthesiology Aug 2012




Unanticipated Difficult Airway in Obstetric Patients

Development of a New Algorithm for Formative Assessment in
High-fidelity Simulation

Table 2. Critical Skills Checklist Scores

Scores PGY4 PGY5 Overall
Scenario 1 63.9 (1.4) 64.4 (1.3) 64.1 (1.3)
Scenario 2 70.3(1.2) 73.5(1.2) 721 (1.2)
Scenario 3 76.4 (1.1) 78.7 (1.1) 77.6 (1.1)
Scenario 4 78.9 (1.1) 80.1 (1.1) 79.6 (1.1)

Scores are reported as geometric means and SD of percent
performed.

PGY = postgraduate year.

M Balki Anesthesiology Aug 2012
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Enquéte de pratique en région Lorraine sur la prévention et le traitement de
I'’hypotension au cours de la rachianesthésie pour césarienne programmeée

C. Sertznig?, F. Vial %, G. Audibert®, P.-M. Mertes®, H. El Adssi€, H. Bouaziz**

Tableau 1
Taux de réponse selon le niveau du centre de périnatalité.

Nombre de MAR répondeurs Taux de

MAR réponse

(n=100) (n=65) (%)
Maternité de niveau I 49 28 57
Maternite de niveau I 43 29 67
Maternité de niveau III 3 3 100

MAR : médecins anesthesistes-reanimateurs.

Tableau 2

Méthodes de prévention.
Méthodes de prévention Répondeurs (n=65)

n (%)

Préremplissage seul 16 (25)
Préeremplissage et vasopresseur(s) 37 (57)
Coremplissage seul 1(1)
Coremplissage et vasopresseur(s) 11 (17)
Vasopresseur(s) seul(s) 0(0)
Aucun 0 (0)

Annales Francaises d'Anesthésie et de Réanimation 30 (2011) 630-635




Enquéte de pratique en région Lorraine sur la prévention et le traitement de
I'’hypotension au cours de la rachianesthésie pour césarienne programmeée

C. Sertznig?, F. Vial %, G. Audibert®, P.-M. Mertes®, H. El Adssi€, H. Bouaziz**

Tableau 3
Volumes de solutés administrés pour la prévention de I'hypotension.
Volumes de solutés Répondeurs (n=65)
n (%)
Cristalloides < 500 mL 13 (20)
Cristalloides 500-1000mL 39 (60)
Cristalloides < 500 mL + colloides < 500 mL 5(8)
Cristalloides 500-1000 mL+colloides < 500mL 7(11)
Cristalloides 500-1000 mL +colloides 500-1000 mL 1(1)
Tableau 4
Choix de vasopresseur(s) pour la prévention et le traitement.
Vasopresseur(s) Prévention Traitement
(n=65) (n=65)
n (%) n (%)
I:thédrine 24 (37) 38 (58)
Phényléphrine 2(3) 2(3)
l::phédrine et phénylephrine 16 (25) 9(14)
Ephédrine ou phényléphrine 6(9) 16 (25)

en fonction de la frequence
cardiaque de la patiente
Aucun 17 (26) 0(0)

Annales Francaises d'Anesthésie et de Réanimation 30 (2011) 630-635




Enquéte de pratique en région Lorraine sur la prévention et le traitement de
I'’hypotension au cours de la rachianesthésie pour césarienne programmeée

C. Sertznig?, F. Vial %, G. Audibert®, P.-M. Mertes®, H. El Adssi€, H. Bouaziz**

Tableau 6
Prise en charge en fonction de I'activité obstétricale exclusive ou non des médecins anesthésistes-reanimateurs (MAR).
Activité obstétricale Activité obstétricale non p
exclusive (n=11) exclusive (n=54)
n (%) n (%)
Meéthodes de prévention < 0,001

Préremplissage seul 3(27) 13 (24)
Préeremplissage et vasopresseur(s) 1(9)

Coremplissage seul 00 @
Coremplissage et vasopresseur(s) m 4 (7)

Vasopresseurs pour la prévention < 0,001
Ephédrine 0(0)
Phényléphrine 06 :
Ephédrine et phényléphrine m 8 (15)
Ephédrine ou phényléphrine en fonction de la FC 0 (T 5
Aucun 3(27)

Annales Francaises d'Anesthésie et de Réanimation 30 (2011) 630-635




Cesarean delivery fluid management

Frederic J. Mercier

KEY POINTS

e Crystalloid prelocdin? for cesarean delivery under
spinal anesthesia is clinically ineffective, and therefore

should be abandoned.

e Hydroxyethyl starch (HES) preloading reliably
decreases the incidence and severity of hypotension,
and may also decrease vasopressor requirements.

e HES coloading appears equally effective as preloading
if it is rapidly infused after initiation of anesthesia.

e Crystalloid coloading is a cheaper alternative to colloid
but its efficacy appears less reliable, at least when a
substantial volume cannot be infused rapidly during
onset of spinal sympathetic blockade.

e Fluid loading should be used cautiously in
preeclampsia and multiple gestations.

Curr Opin Anesthesiol 2012, 25:286-291
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Caesarean delivery vasopressor management

David W. Cooper

KEY POINTS

e The initial hypotensive effect of spinal blockade is
caused by a rapid decrease in systemic vascular
resistance, which makes a-agonists the logical first-
line therapy.

e In contrast to ephedrine, prophylactic phenylephrine
can effectively reduce maternal hypotension and
nausea during spinal anaesthesia without inducing
fetal acidosis.

o Effective prophylactic phenylephrine adminisiration can
be associated with reduced maternal cardiac output,
but this has not been associated with adverse maternal
or fetal effects.

e Effective prevention, or early treatment of hypotension,
may pre-empt the supine hypotensive syndrome by
simultaneously increasing venous tone.

e Vagolytics can, quite rightly, be given to treat
bradycardia associated with hypotension; however,
further vasopressor should be administered in a
cautious fashion to avoid hypertensive crises.

Curr Opin Anesthesiol 2012, 25:300-308
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A sequential compression mechanical pump to prevent
hypotension during elective cesarean section under spinal it ol o
anesthesia |N. Sujata, D. Arora, B.P. Panigrahi, V.M. Hanjoora

Department of Anesthesia, Max Super Speciality Hospital, New Delhi, India
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Fig. 2 Mean systolic blood pressure variation over time No. of doses of ephedrine
(Group C vs. Group M), significantly different at 3, 6, 9 and
21 min. " P = 0.002, TP =0.015, P = 0.041. Fig. 3 Number of doses of ephedrine.

International Journal of Obstetric Anesthesia (2012) 21, 140-145
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T ——
Table 3 Neonatal and maternal outcomes
Group C Group M P value
(n = 45) (n=4T7)
Apgar score <7 at 1 min 0 1 (2.1%) 0.33
Apgar score <7 at 5 min 0 0
Birth weight (kg) 3.0+04 3.1+04 0.25
Data are mean (+SD) or number (%).
Table 4 Vasopressor management
Group C Group M P value
(n = 45) (n=47)
Minimum systolic blood pressure (mmHg) 90 + 14 98 £+ 9 0.004
Ephedrine
Time to 1st dose (min) 84+49 7.5+2.7 0.78
Required during entire procedure 27 (60%) 12 (25.5%) 0.001
Required pre-delivery 25 (55.5%) 12 (25.5%) 0.003
Doses pre-delivery (mg) 6 [0-24] 0 [0-12] 0.002
Doses post-delivery (mg) 0 [0-18] 0 [0-6] 0.01
Cumulative dose (mg) 12 [0-24] 0 [0-12] <0.001
Data are mean (£ SD), number (%) or median [range].

International Journal of Obstetric Anesthesia (2012) 21, 140-145




Reduction in spinal-induced hypotension with ondansetron
in parturients undergoing caesarean section: A double-blind
randomised, placebo-controlled study

T. Sahoo, C. SenDasgupta, A. Goswami, A. Hazra
Department of Anaesthesiology, Institute of Post Graduate Medical Education & Research, Kolkata, India

* Rachi A pour césarienne programmeée
* Pre¢ remplissage cristalloide 20 ml/kg
* Bupivacaine 10 mg

* Décubitus lateéral gauche 15°

* Vasopressors protocol¢es
— PAS <90 mmHg ou PAD < 60 mmHg => Né¢osynéphrine 50 microgrammes
— FC <50 bpm => Atropine 0.3 mg

* Randomisation ondansetron vs placebo

* Recueil des donnees en aveugle

International Journal of Obstetric Anesthesia (2012) 21, 24-28
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Table 1 Demographic details and side effects
Group O Group S P value
(n=26) (n=26)
Age (years) 26.3 (5.07) 254 (4.19) 0.476
Weight (kg) 63.4 (6.57) 64.4 (6.55) 0.578
Discomfort/pain 3 5 0.703
Vasopressor use 2 11 0.009
Bradycardia 0 2 0.49
Rigor 2 6 0.249
Nausea 1 7 0.049
Data are mean (SD) or number.

International Journal of Obstetric Anesthesia (2012) 21, 24-28



Caesarean delivery vasopressor management

David W. Cooper
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o Observed
— Linear

+ p.16Arg/Arg (n =9)
o 0o p.16Arg/Gly and p.16 Gly/Gly (n =9)
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120.0

100.0

80.0

60.0

40.0

FIGURE 1. Influence of fetal genotype on fetal acidesis during spinal anaesthesia for caesarean delivery wherein ephedrine
infusion was used fo maintain maternal arterial pressure at baseline. Regression between uterine artery (UA) pH and
ephedrine dose (in mg) according to neonatal adrencreceptor 32 (ADRB2) genotype at codon 16. The X-axis represents UA
pH, and the Y-axis represents total ephedrine dose (in mg) given to the mothers from the time of the spinal injection until
delivery of the baby. The line represents the ‘fit line’ for p.16Arg/Gly and p.16Gly/Gly. Using Pearson correlation rank, UA

Variabilité inter-individuelle

Récepteurs aux catécholamines

Curr Opin Anesthesiol 2012, 25:300-308




The Effect of Maternal and Fetal 32-Adrenoceptor and
Nitric Oxide Synthase Genotype on Vasopressor
Requirement and Fetal Acid-Base Status During
Spinal Anesthesia for Cesarean Delivery ANESTHESIA®

L ) . . ) ANALGESIA
Ruth Landau, MD,* Shih-Kai Liu, MD,* Jean-Louis Blouin, PhD,T Richard M. Smiley, MD, PhD,¥
and Warwick D. Ngan Kee, MBChB, MD§

Table 3. Fetal Acid-Base Status According to

Neonatal ADRB2 Codon 16 Genotype
p.16Arg/Arg p.16Arg/Gly  p.16Gly/Gly

All neonates, N 32 AG 16

UA pH 7.31 = 0.03° 7.24 +0.12 7.27T = 0.07

LA lactate 2.67 + 0.09° 4.55 + 3.06 3.51+1.71
(mmol /L)

Junea 2011 « Volume 112 « Number 6
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Table 4. Ephedrine Group

p.16Arg Arg p.16Arg/Gly p.A6Gly/ Gly
Mothers, N 18 19 B
Dose of ephedrine {mg) 61 = 26 72 =20 60 = 29
MA ephedrine concentration (ng/mL) 368.3 = 186.4 449.2 = 144.9 428.0 + 243.2
UV ephedrine concentration (ng/mL}) 449.9 = 250.9 A488.2 = 156.2 A42.3 + 1223
UA:UV ratio 0.83 = 017 0.83 = 0.12 077 = 0411
UV:MA ratio 1.22 + 0.27 1.09 = 0.16 1.26 = 0.24
Meonates, N 10 28 i
UA ephedrine concentration (ng/mL}) 374.0 = 204.4 402.8 = 211.0 3145 + 101.0
UV ephedrine concentration (ng/mL}) 406.7 = 191.2 481.3 = 223.9 384.7 + 163.6
UA:UV ratio 0.90 = 0.15 0.86 = 0.20 0.83 = 0.13
UV:MA ratio 1.06 + 0.21 119 = 0.26 1.13 = 0.14
Meonates, N = 2 7
UA pH 7.30 = 0.02° 718 *0.11 7.22 = 0.07
UA lactate (mmol/L) 3.66 = 1.30° 6.10 = 3.04 4.60 = 1.86
Table 5. Phenylephrine Group
p.A6Arg/Arg  p.AGArg/Gly  p.16Gly /Gly
Mothers, N 16 24 O
Dose of 1342 £ 436 1403 = 494 1260 = 691
phenylephrine (pg)
Meonates, N - s 18 ' 9
UA pH 7.32 003 734003} 7.231 %005
UA lactate (mmaol /L) 227043 212040 267 = 1.02

Junea 2011 « Volume 112 « Number 6
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Nitric Oxide Synthase Genotype on Vasopressor
Requirement and Fetal Acid-Base Status During
Spinal Anesthesia for Cesarean Delivery

Ruth Landau, MD,* Shih-Kai Liu, MD,* Jean-Louis Blouin, PhD,T Richard M. Smiley, MD, PhD,¥

and Warwick D. Ngan Kee, MBChB, MD§

ANESTHESIA
'ANALGESIAS

Total ephedrine dose
(mg) until delivery

¢ p.16Arg/Arg (n=9)

(n] o p.16Arg/Gly and p.16 Gly/Gly (n =19)
40.0
O
120.0
© *
100.0 0g [n] "
L8]
0

6.90 7.00 710 7.20 1.30 740
UA pH

o Observed
— Linear
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Examens complémentaires



Recommandations formalisées d’experts SFAR 2012: Examens pré interventionnels systématiques

SFAR

Societe Francaise d'Anesthesie et de Reanimation

Société Francaise d’Anesthésie et de Réanimation

Examens preé interventionnels systématiques

Avec la collaboration de :

L'Association Francaise de Chirurgie (AFC)

- L'Association Francaise d'Urologie (AFU)

- Le College National des Gynécologues -Obstétriciens Frangais (CNGOF)
- L’Etablissement Francais du Sang (EFS)

- La Société de Chirurgie Gynécologique et Pelvienne (SCGP)



Recommandations formalisées d’experts SFAR 2012: Examens pré interventionnels systématiques

Il est recommandé d’évaluer le risque hémorragique d’aprés I'anamnése personnelle et
familiale de diathése hémorragique et d’aprés I'examen physique. (GRADE 1+).

Il faut probablement utiliser un questionnaire standardisé a la recherche de
manifestations hémorragiques pour évaluer I’anbmnése personnelle et familiale. (GRADE

2+).

Il est recommandé de ne pas prescrire de facon systématique un bilan d’hémostase chez
les patients dont I'anamnese et I'examen clinique ne font pas suspecter un trouble de
I'hémostase, quel que soit le type d’anesthésie choisi (anesthésie générale, anesthésie
neuraxiale, blocs périphériques ou techniques combinées), y compris en obstétrique.

(GRADE 1-).

SFAR

Sociéte Francaise d'Anesthésie et de Réanimation




Recommandations formalisées d’experts SFAR 2012: Examens pré interventionnels systématiques

Il est recommandé d’évaluer le risque hémorragique d’aprés I'anamnése personnelle et
familiale de diathése hémorragique et d’aprés I'examen physique. (GRADE 1+).

Il faut probablement utiliser un questionnaire standardisé a la recherche de
manifestations hémorragiques pour évaluer I'anbmnése personnelle et familiale. (GRADE

2+).

(GRADE 1-).
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Recommandations formalisées d’experts SFAR 2012: Examens pré interventionnels systématiques

Il est recommandé d’évaluer le risque hémorragique d’aprés I'anamnése personnelle et
familiale de diathése hémorragique et d’aprés I'examen physique. (GRADE 1+).

Il faut probablement utiliser un questionnaire standardisé a la recherche de
manifestations hémorragiques pour évaluer I’anbmnése personnelle et familiale. (GRADE

2+).

Il est recommandé de ne pas prescrire de facon systématique un bilan d’hémostase chez
les patients dont I'anamnese et I'examen clinique ne font pas suspecter un trouble de

I'hémostase, quel que soit le type d’anesthésie choisi (anesthésie générale, anesthésie

neuraxiale, blocs périphériques ou techniques combinées), |y compris en obstétrique.

(GRADE 1-).
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Morbi-mortalité maternelle



What about the mothers? An analysis of BJOG An International Journal of Obstetrics and Gynaecology © 2012

maternal mortality and morbidity in perinatal
health surveillance systems in Eu rope M-H Bouvier-Colle,* AD Mohangoo,® M Gissler,® Z Novak-Antolic,? € Vutuc,® K Szamotulska,’

J Zeitlin® for The Euro-Peristat Scientific Committee*

Table 1. Live births, matemal deaths, matemal mortality ratios, repartition (%) of the matemal deathe according to the obstetric causes, by

country in 2003/04

Countries* Live births (n) Maternal MMR per 100 000 Causes of maternal deaths (%)**

deaths (n) live births
H AFE OTE CHT oD Al UK

Austra’ 155 912 10 B4 (1] 10 10 20 10 50 (1]

Belgium?® 156 167 7 4.5

Cyprus Mo data

Czach Republic 191 249 19 949 1 16 21 a 26 21 5

Denmar® 129 466 12 a3

Estonia® 27028 8 296 a 20 a 20 60 a a

Finland 114 018 9 19 1 n a 1 4 22 a
| Francs 1529 280 107 10 18 14 14 14 28 B 4

Garmany” 1320 820 67 5.1 7 5 7 2 % 16 47

Greee™" 104 355 2 14

Hungary 190 274 14 74 14 (1] 14 (1] 36 prac 7

Ireland Mo data

taky®S 539 066 17 32 18 [ [ [ 53 [ [

Latvia 41 340 5 121 a 20 20 a a 60 a

Lithuania &1 017 & 98 a a 17 17 &7 a a

Luxembou rg"" 27 252 2 13 a a a a 100 a a

Malta 7923 1] 0o

The Nethedands 362 012 32 8.8 9 (1] 13 13 13 34 19

Morway® 113 408 4 35

Poland 107 208 £l d.d 39 13 3 [ ] (1] (1]

Portugal 221 945 17 7.7

Slonalk ia Mo data

Slovenia® 34 907 4 115 50 a 25 a a 25 a

Spain B96 472 41 4.6 a a a 25 5 a a

Swedean® 200 316 4 20

United Kingdam 1411 545 108 1.7 (] 14 B 9 41 2 (1]

All countries 8 308 B53 519 6.2 13 " 10 9 32 17 B

Countries with <10% of 6 626 021 420 6.3

unknown causes

AFE, amniotic fluid embaliemn; Al all indirect; CHT, complications of hypertension; H, olstetric hasmarhage; OD, ather direct (other direct obstet-

nc causes: chonoamnionitiskepsie, abortion/ectopic pregnancy; anaesthetic; uterine ruptuns and othersy OTE, Other thromboemboliems; UK,

urkrowsn.




What about the mothers? An analysis of BJOG An International Journal of Obstetrics and Gynaecology © 2012

maternal mortality and morbidity in perinatal
health su WE‘i I Iance Systems in Eu Fro pe M-H Bouvier-Colle,* AD Mohangoo,® M Gissler, Z Novak-Antolic,? C Vutuc,® K Szamotulska,’

J Zeitlin® for The Euro-Peristat Scientific Committee*

Table 3. Severe maternal morbidity rates per 1000 women by pathologies or interventions, according to the countries

Countries No. of Eclampsia icu Blood transfusion Hysterectomy Embolisation
women admission whatever the
number of units*

Austria**

Belgium Flanders 59 956 A, A 115 MA, MA,

Cyprus**

Czech Republic 96 771 02 MNA NA 08 M

Denmark 63 781 03 A 11.0 03 0.0

Estonia 13 879 06 A MA 09 MA,

Finland 56 878 02 MA 01 02 02

France T74 870 1.1 05 21 [03 03]

Germany—Bavaria 105 490 07 31 10.7 10 0.0

Greece

Hungary 93 913 05 A MA 1.0 0.0

Ireland™**

Itaby 534 568 16 A 4.6 09 0.0

Latvia 20 256 04 A 08 MA,

Lithuania**

Luxembourg

Malta 3838 13 A 5.2 05 MA,

The Metherlands 187 910 07 2.2 6.4 03 03

Norway**

Poland 213 190 02 MNA MNA M, Ma,

Portugal**

Scotland only 53 342 06 MA MNA 02 A,

Slovakia**

Slovenia 17 629 11 MNA 106 06 Ma,

Spain-Valencia 38 389 03 MNA 6.5 03 A,

Sweden**

United Kingdom 82 911 Q&F*** A MA 0.13*T* MA,
{(Wales and Scotland)




Understanding regional differences in maternal
mortality: a national case—control study in France

M Saucedo, C Deneux-Tharaux, M-H Bouvier-Colle

Table 1. Distribution of characteristics of women and deliveries
among cases and controls
Cases Controls P value*

(n = 328) (n = 14 878)
Region 328 14 878 <0.001
lle-de-France 299 213
Overseas districts (DOM) 12.8 41
Rest of continental France 57.3 74 6
Age (years) 328 14 687 <0.001
<25 116 19.2
25-34 47 3 64.7
35+ a41.2 16.1
Nationality 328 14 469 <0.001
French 80.8 88.0
Foreign 19.2 12.0

BJOG 2012;119:573-581.



Understanding regional differences in maternal
mortality: a national case—control study in France
M Saucedo, C Deneux-Tharaux, M-H Bouvier-Colle

Table 1. Distribution of characteristics of women and deliveries
among cases and controls

Cases Controls P value*
(n = 328) (n = 14 878)

Region 328 14 x 1.8
lle-de-France . .

Overseas districts (DOM) 12. 41

Rest of continental France 57.3 74 6

Age (years) 328 14 687 <0.001
<25 11.6 19.2

25-34 47 3 64.7

35+ 412 16.1

Nationality 328 14 469 <0.001
French 80.8 88.0

Foreign 19.2 12.0
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Understanding regional differences in maternal
mortality: a national case—control study in France
M Saucedo, C Deneux-Tharaux, M-H Bouvier-Colle

Table 1. Distribution of characteristics of women and deliveries
among cases and controls

Cases Controls P value*
(n = 328) (n = 14 878)

Region 328 14

lle-de-France

Overseas districts (DOM)

Rest of continental France 57.3 746

Age (years) 328 14 687 <0.001
<25 11.6 19.2

25-34 47 3 64.7

35+ 412 16.1

Nationality 328 14 469 <0.001
French 80.8 88.0

Foreign 19.2 12.0
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Understanding regional differences in maternal
mortality: a national case—control study in France
M Saucedo, C Deneux-Tharaux, M-H Bouvier-Colle

Table 1. Distribution of characteristics of women and deliveries
among cases and controls

Cases Controls P value*
(n = 328) (n = 14 878)

Region 328 14 ,: : x 1.8
lle-de-France 9.C .

Overseas districts (DOM) 2 41

Rest of continental France 57.3 746 X 4
Age (years) 328 14 687 <0.001

<25 11.6 19.2

25-34 : - age
35+ 412 16.1

Nationality 328 14 469 <0.001

French 80.8 88.0

Foreign 19.2 12.0

BJOG 2012;119:573-581.



Understanding regional differences in maternal
mortality: a national case—control study in France
M Saucedo, C Deneux-Tharaux, M-H Bouvier-Colle

Table 1. Distribution of characteristics of women and deliveries
among cases and controls

Cases Controls P value*
(n = 328) (n = 14 878)

Region 328 14 878 x 1.8
lle-de-France 9.C .

Overseas districts (DOM) 2 41

Rest of continental France 57.3 746 X 4
Age (years) 328 14 687 <0.001

<25 116 19.2

25-34 : - age
35+ 412 16.1

Nationality 328 14 469 <0.001

French 80.8 88.0 Acces au soin ?
Foreign T Lt

BJOG 2012;119:573-581.



Understanding regional differences in maternal
mortality: a national case—control study in France

M Saucedo, C Deneux-Tharaux, M-H Bouvier-Colle
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Understanding regional differences in maternal
mortality: a national case—control study in France

M Saucedo, C Deneux-Tharaux, M-H Bouvier-Colle

Table 1. Distribution of characteristics of women and deliveries
among cases and controls

Cases Controls P value*
(n=328) (n =14 878)

Hypertensive disorder 187 14 112 0.001
during pregnancy
Mo 90.4 95.4
Yes 9.6 4.6
Induced labour 195 14 234 <0.001
No 38.5 67.8
Yes 61.5 32.1
Mode of delivery 209 14 230 <0.001
Vaginal 38.2 80.4
Caesarean 60.8 19.6
Emergency caesarean 208 14 010 <0.001
MNo 471 90.2
Yes 52.9 9.8

BJOG 2012;119:573-581.



Understanding regional differences in maternal
mortality: a national case—control study in France

M Saucedo, C Deneux-Tharaux, M-H Bouvier-Colle

Table 1. Distribution of characteristics of women and deliveries
among cases and controls

Cases Controls P value*
(n=328) (n =14 878)

Hypertensive disorder 187 14 112 0.001

during pregnancy ,
No 00 4 o5 4 déclenchement
Yes
Induced labour '

MNo - 67.8
Yes 61.5 32.1
Mode of delivery 209 14 230 <0.001
Vaginal 38.2 80.4
Caesarean 60.8 19.6
Emergency caesarean 208 14 010 <0.001
Mo 47.1 90.2
Yes 52.9 9.8
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Understanding regional differences in maternal
mortality: a national case—control study in France

M Saucedo, C Deneux-Tharaux, M-H Bouvier-Colle

Table 1. Distribution of characteristics of women and deliveries
among cases and controls

Cases Controls P value*
(n=328) (n =14 878)

Hypertensive disorder 187 14 112 0.001
during pregnancy

Mo 90.4

Yes

Induced labour
No .

Yes 61.5

Mode of delivery

déclenchement

95.4

césarienne

Vaginal .

Caesarean 60.8 19.6

Emergency caesarean 208 14 010 <0.001
No 471 90.2

Yes 52.9 9.8
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Understanding regional differences in maternal
mortality: a national case—control study in France

M Saucedo, C Deneux-Tharaux, M-H Bouvier-Colle

Table 1. Distribution of characteristics of women and deliveries
among cases and controls

Cases Controls P value*
(n=328) (n =14 878)

Hypertensive disorder 187 14 112 0.001
during pregnancy
Mo 90.4
Yes 9.6
Induced labour 195
No .
Yes 61.5
Mode of delivery
Vaginal .
Caesarean 60.8 19.6

Emergency caesarean 208 14 010 <0.001

N 47.1 Qp 2

Ve En urgence
es . !

BJOG 2012;119:573-581.
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Pré éclampsie



Maternal and Fetal Outcomes After Introduction of Magnesium
Sulphate for Treatment of Preeclampsia and Eclampsia
in Selected Secondary Facilities: A Low-Cost Intervention

* Nigeria
* Mortalit¢ maternelle 500 a 1000/100 000... = 1%
* Introduction MgSO4 a la place du diazepam

— Formation des équipes

— Preeclampsie severe + Eclampsie
— Protocole:

Jamilu Tukur - Babatunde Ahonsi -
Salisu Mohammed Ishaku - Idowu Araoyinbo -
Ekechi Okereke - Ayodeji Oginni Babatunde

Hydratation
Hydralazine pour PAD < 110 mmHg
Dose de charge: 4g IVL + 10 g IM

Entretien: 5 g/ 6 h IM pendant 24 heures apres la dernicre crise ou la
naissance

Vérification des réflexes avant chaque injection

Matern Child Health J Septembre 2012




Maternal and Fetal Outcomes After Introduction of Magnesium
Sulphate for Treatment of Preeclampsia and Eclampsia
in Selected Secondary Facilities: A Low-Cost Intervention

Jamilu Tukur - Babatunde Ahonsi -
Salisu Mohammed Ishaku - Idowu Araoyinbo -
Ekechi Okereke - Ayodeji Oginni Babatunde

* Nigeria
e Mortalité maternelle 500 a 1000/100 000... = 1%

* Introduction MgSO, a la place du diazepam

— Formation des équipes

— Preeclampsie sévere + Eclampsie MORTALITE MATERNELLE
20.9 =>2.3%

— Protocole:
* Hydratation
* Hydralazine pour PAD <110 mmHg
* Dose de charge: 4g IVL + 10 g IM

* Entretient: 5 g/ 6 h IM pendant 24 heures apres la derniere crise ou la
naissance

* V¢érification des réflexes avant chaque injection

MORTALITE NEONATALE
353=>12.3%

Matern Child Health J Septembre 2012




Low-dose magnesium sulphate in the control of eclamptic fits:

a randomized controlled trial M. A. Abdul - U. L Nasir - N. Khan -
M. D. Yusuf

* Nigeria...
 FEtude randomisée
— Low dose (n = 39):
* Dose de charge: 4 gIVL +5 g IM

 Dose d’ entretien: 2.5 g / 4 h IM pendant 24h aprés la derniére crise ou la
naissance

* 24 grammes de MgSO,
— Standard dose (n = 33):

* Dose de charge: 4 g IVL + 10 g IM

« Dose d’ entretien: 5 g/ 4 h IM pendant 24h aprés la derniére crise ou la
naissance

* 44 grammes de MgSO,
— Récurrence des crises => 2 g [IVL

— Surdosage => 10 ml de GICa*" a 10%

Arch Gynecol Obstet. Aout 2012




Prise en charge multidisciplinaire
des formes graves de prééclampsie

Date de publication : 27 janvier 2009
Recommandations formalisées d’experts communes SFAR/CNGOF/SFMP/SFNN

Prise en charge hospitaliere des PE

(GI1+)En cas de PE sévere, la prévention de la crise d’E par du MgSO, est recommandée devant
I’apparition de signes neurologiques (céphalées rebelles, ROT polycinétiques, troubles visuels)
et en 1’absence de contre-indication (insuffispnce rénale, maladies neuromusculaires).

(G2+) Le schéma thérapeutique initial comporte un bolus (4 g) de MgSO, puis une perfusion IV
continue de 1 g/h

SFAR

Societé Francaise d'Anesthesie et de Réanimation




Prise en charge multidisciplinaire
des formes graves de prééclampsie

Date de publication : 27 janvier 2009
Recommandations formalisées d’experts communes SFAR/CNGOF/SFMP/SFNN

Eclampsie

(G1+) Le MgSO, est recommand¢ car il est supérieur au diazépam, a la phénytoine et a
l'association (phénergan, dolosal, largactyl) pour le traitement d’une crise en cours et pour la
prévention de sa récidive

(G2+) En cas de récidive critique, l'injection d’une dose additionnelle de 1,5 a 2 g IV est
possible

SFAR

Societé Francaise d'Anesthesie et de Réanimation




Prediction of adverse maternal outcomes in pre-eclampsia:
development and validation of the fullPIERS model

Peter von Dadelszen, Beth Payne, Jing Li, | Mark Ansermino, Fiona Broughton Pipkin, Anne-Marie C6té, M Joanne Douglas, Andrée Gruslin,
Jennifer A Hutcheon, K S Joseph, Phillipa M Kyle, Tang Lee, Pamela Loughna, Jennifer M Menzies, Mario Merialdi, Alexandra L Millman,

M Peter Moore, Jean-Marie Moutquin, Annie B Ouellet, Graeme N Smith, James | Walker, Keith R Walley, Barry N Walters, Mariana Widmer,
ShooK Lee, James A Russell, Laura A Magee, for the PIERS Study Group

@

THE LANCET

Vovmn T8 - Wt G734 - g 143 - by 38 2010

Lancet 2011; 377: 219-27 |

Panel: Variables considered in PIERS modelling

Demographic characteristics

Matemal age at expected date of delivery (years)
Number of fetuses

Gestational age at eligibility (weeks)

Gestational age at delivery (weeks)
Weight on admission (kg)

Body-mass index (kg/m®)

Gravidity (n)

Parity (n)

Smoking in this pregnancy (yes/na)

Past obstetric history

Gestational hypertension (yes/na)

Gestational proteinuria (yes/no)

Gestational diabetes mellitus (previous pregnancy) (yes/no)
Gestational diabetes mellitus (this pregnancy) (yes/no)

Past medical history
Hypertension {yes/na)
Renal disease (yes/no)
Diabetes mellitus (yes/na)

Symptoms
Severe nausea and vomiting (yes/no)

Frontal headache (yes/no)

Visual disturbance (yes/no)

Right upper quadrant/epigastric pain (yes'no)
Chest pain/dyspnoea (yes'no)

One or more symptom (yes/no)

Cardiorespiratory signs

Diastolic blood pressure at eligibility (mm Hg)
Systolic blood pressure at eligibility (mm Hg)
Mean arterial pressure at eligibility (mm Hg)
SpO, (%)/SpO (filled)* (%)

(Continues in next column)

(Continued from previous columin)

Haematological tests

Total levcogyte count (x10%1)

Platelet count {=10%L)

Mean platelet volume (fL)

Mean platelet volume/platelet ratio
International normalised ratio

Activated partial thromboplastin time (s)
Fibrinogen (prmol/L)

Renal signs and tests

Dipstick (categorical)

Dipstick (continuous)

24-hurine protein (g per day)

Urinary protein:creatining ratio (mg/mmol)
Creatinine (pmaol/L)

Uric acid {mmol/L}

Hepatic tests

Aspartate transamninase (/L)

Alanine transaminase (/L)

Lactate dehydrogenase as a ratio of the local normal range
midpoint (/L)

Bilirubin {pmol/L)

Alburnin (g/L)

Random glucose (mmaol/L)

Fetal assessment tests

Fetal heart rate {mormal/suspicious/pathological)y
Estimated fetal weight” (percentile category )/l

Abdominal circomference (percentile category) ¥

Umbilical artery Doppler end diastolic flow

Spl,mmeygen saturation [pulse ooametry). * Missing data filled 2ssuming 7%
(described in the Method). tClassied 25, trace, 14, 2+, 3+, and 4+, $(kesified 2 0,
05,1, 2,3 and 4. §0n the basis of Royal Colisge of Obstetricans and Gynascologists
defnitions ™ flamified s <10% 10-24% 25-4.9%, 50-5-9% 10.0-45.9%

50.0-B3.9%, 00.0.94.0%, 95007 4%, 97-5-28-0%, 2.99.0% on the basiz of BC

Within 48 hof Within7 days  Atany time
elighility  of ehigibility
Total 106 {5%) 203 {10%) 761 {13%)
Maternal desth o o o
CNS

Eclampsia (=1) & 10 1

Casgow moma score 13 1 1 3

Stroke or reversible ischasmic nevrological deficit o o 1

Transient ischaemic attack ] 1 1

Cortical blindness or retinal detachment o o o

Posterior reversible encephalopathy o o o
Cardicrespiratony

Positive inotropic support: o o 3

Infusion of a third parenterzl antihypertansive drug o 1 3

Myordial ischaemia or infarction 1 1 1

5p0, <90% 1 30 41

=50% R0, for=1h 1z H iz

Intubation {other than fior caesarean section) 1 4 6

Pulmonary oederma i 52 a3
Haematological

Transfusion of any blood product 18 63 a5

Platelet coumt « 50w 10" per L, with no transfusion 27 36 40
Hepatic

Drysfunction o 1 1z

Haematoma or nupture o o o
Renal

Acute renal insufficiency (creatining = 150 prmolfL; 3 4 6

no pre-exsting renal dsease)™

Acute renal failure {creatinine =200 pmolfL; 4 4 4

pre-existing renal dissase}

Dialysis o 0 1
Placantal abruption 15 24 34
Otther adversa events

Severs ascites 1 7 2

Bell's palsy o 1 1

5p0 = mcygen satumation (pulse acimetry). 0= fraction of inspired cocygen. * Definitions available on the FERS
study website.
Tabile 2: Ocowrence of adverse maternal outcomes by mortality or morbidity event”
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Prediction of adverse maternal outcomes in pre-eclampsia: @
development and validation of the fullPIERS model

Peter von Dadelszen, Beth Payne, Jing Li, | Mark Ansermino, Fiona Broughton Pipkin, Anne-Marie C6té, M Joanne Douglas, Andrée Gruslin,
Jennifer A Hutcheon, K S Joseph, Phillipa M Kyle, Tang Lee, Pamela Loughna, Jennifer M Menzies, Mario Merialdi, Alexandra L Millman, La nCE’t 2 D 11; 377 . 2 19_27

M Peter Moore, Jean-Marie Moutquin, Annie B Ouellet, Graeme N Smith, James | Walker, Keith R Walley, Barry N Walters, Mariana Widmer,

ShooK Lee, James A Russell, Laura A Magee, for the PIERS Study Group

Pre-eclampsia Integrated Estimate of RiSk
Final full PIERS equation

Logit(pi) = 2.68 + (-5.41 x 10-%; age gestationnel) + 1.23
(douleur thoracique ou dyspnée) + (-2.71 x 107%;
créatininémie) + (2.07 x 10°!; plaquettes) + (4.00 x 10-;
plaquettes?) + (1.01 x 10-2; ASAT) + (-3.05 x 10-6;
AST?) + (2.50 x 10%; créatininémie x plaquettes) +
(-6.99 x 10-°; plaquettes x ASAT) + (-2.56 x 1073;
plaquettes x SpO?)




G{)Ugle fullpiers

PIERS Website

piers.cfri.ca/ - Traduire cette page

The Pre-eclampsia Integrated Estimate of RiSk (PIERS) study is a multicentre
international study funded by the Canadian Institutes of Health Research (CIHR) ...

UBC CHILD . i i i
== O Elhuy Pre-eclampsia Integrated Estimate of RiSk (PIERS)
RESEARCH
W INSTITUTE
Home
Researchers
Resources The Pre-eclampsia Integrated Estimate of RiSk (PIERS) study is a multicentre international study funded by the Canadian Institutes of Health Research (CIHR) ,
Links the World Health Organization UNDP/UNFPA/WHO /World Bank Special Programme of Research, Development and Research Training in Human
Contact Us Reproduction, Preeclampsia Foundation, International Federation of Obstetricians and Gynecologists (FIGO), Michael Smith Foundation for Health Research
PIERS Calculator (MSFHR), and Child and Family Research Institute (CFRT).

A

Lancet 2011; 377: 219-27




Pre-eclampsia Integrated Estimate of RiSk (PIERS)

Lancet 2011; 377: 219-27

PIERS Calculator SI units Imperial units

Gestational age (at delivery, if gk #0160 postpartum pre-eclampsia):

weeks days
Did the patient have chest pain or dyspnoea? | - Select one —-| 3|
SpO2* (use 97% if unknown): %
Platelets (x109/L):
Creatinine (umol/L):
AST (U/L):
* _ Oxygen saturation by pulse oximetry
Probability of adverse maternal outcomes: %0

i b
L Calculate )




Pre-eclampsia Integrated Estimate of RiSk (PIERS)

Lancet 2011; 377: 219-27

PIERS Calculator SI units

Imperial units

Gestational age (at delivery, if de #otw postpartum pre-eclampsia):

32 weeks 4 days

Did the patient have chest pain or dyspnoea? | Yes |
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Creatinine (umol/L): 110
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* - Omypen saturation by pulse oximetry
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Did the patient have chest pain or dyspnoea? | Yes |
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Flou visuel Creatinine (umol/L): 110
PAS et PAD

AST (U/L): 25

* - Umypen saturation by pulse oximetry
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Prediction of adverse maternal outcomes in pre-eclampsia: @
development and validation of the fullPIERS model

Peter von Dadelszen, Beth Payne, Jing Li, | Mark Ansermino, Fiona Broughton Pipkin, Anne-Marie C6té, M Joanne Douglas, Andrée Gruslin,
Jennifer A Hutcheon, K S Joseph, Phillipa M Kyle, Tang Lee, Pamela Loughna, Jennifer M Menzies, Mario Merialdi, Alexandra L Millman,
M Peter Moore, Jean-Marie Moutquin, Annie B Ouellet, Graeme N Smith, James | Walker, Keith R Walley, Barry N Walters, Mariana Widmer,

ShooK Lee, James A Russell, Laura A Magee, for the PIERS Study Group
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Figure 1: Performance of the fullPIERS model, developed with data from first
48 h after eligibility

Figure 2: Mean fullPIERS area under the curve of the receiver operating
characteristic, 2-7 days after PIERS study eligibility

Error bars show 95% Cls. AUC ROC=area under the curve of the receiver
operating characteristic.




women: development of model in international prospective

Clinical risk prediction for pre-eclampsia in nulliparous BM] |
cohort

Robyn A North et al, BMJ 2011

Table 3|Clinical risk factors at 15 weeks and ultrasound scan variables at 20 weeks included in logistic regression model for pre-eclampsia

Clinical risk factors at 15 weeks* Plus ultrasound scan at 20 weekst
Mo pre-eclampsia Pre-eclampsia (n Adjusted OR Mo pre-eclampsia Pre-eclampsia Adjusted OR
(n=3343) =1846) (95%C1) (n=3167) (n=180) (95%C1)
Risk factorst
Decrease of 5 years in age 28.2(5.8) 27 (5.8) 1.2(1.1tn1.4) - - -
Increase of 5 mmHg in MAPS 7B (B) B4 (B) 1.4(1.3tp1.5) 78 (B) B4 (8) 1.401.210 1.5
Increase of 5 in BMI 25.41(5.1) 282 (6.7) 1.3(1.1tp 1.4) 25.4(5.1) 28.3 (6.8) 1.31.1t0 1.5
Family history of pre-eclampsia 309 (9%) 35 (19%) 20(1.3tp 3.0) 299 (9%) 35 (19%) 1.9(1.3t0 2.9)
Family history of coronary heart diseasef] 384 (1 29%) 35 (19%) 1.9(1.2to 2.8) 350 (11%) 35 (19%) 1.8(1.210 2.8)
Decrease of 500 g inwoman's birth weight** 3293 (552) 3177 (540) 1.2(1.1t01.4) 3292 (551) 377 (547) 1.2(1.1to 1.4)
Vaginal bleeding 25 days 125 (4%) 13 (79%) 2.0(1.1to 3.8) 116 (4%) 12 (7%) 1.9(1.0t03.7)
<6 months in sexual relations hiptt —_ - — 256 (B%) 26 (14%) 1.7 (1.04 to 2.6)
Bilateral notches — — — 327 (10%) 33 (18%) 1.7 (1.110 2.6)
Increase of 0.1 in mean uterine artery R - — — 056 (0.10) 0.60(0.12) 1.2(1.04to1.5)
Protective factors
One miscamiage 10 weeks, same partner 301 (%) 8 (4%) 0.45(0.22 to 0.93) 284 (99%) 8 (4%) 0.44 (0.21 t00.92)
212 months to conceive 384 (129%) 12 (79%) 0.40(0.22 to 0.75) 357 (11%) 12 (7%) 0.461 (0.22 to0.76)
High fruit intake (23 /day) 1347 (60%) 52 (28%) 0.6 (0.4 to 0.98) 1266 ([H0%) 48 (27%) 0.65 (0.45 to0.92)
Alcohol consumption 1st timester 1705 (51%) 69 (37%) 0.60 (0.44 to 0.83) 1616 (51%) 65 (36%) 0.57 (0.41 t00.79)
Increase of 5 cigarettes fday 0.8 (3.0) 0.6 (2.4) 0.73 (.53 to 1.0) —_ —_ —_

MaP=mean anterial pressure, BMI=body mass Index, Rl=utering resistance index.

*Risk scome for pre-eclampsia from logistic regression model based on clinical risk factors is calculated as =6.B855-0.0393xage+0.0659xMAP+0.0483xBEMI+0.6861=family history of pre-
eclampsia+0.6232xfamily history of coronary heart disease-0.3881=participant’s birth weight (kgl«0.7129=vaginal bleeding 25 days-0.803 3xone miscariage 10 weeks, same partner
=0.9070x212 months to concelve=0.37 33xhigh fruit intake at 15 weeks=0.508xalcohol consumption In first trimester=0.063xNo of clgarettes/day at 15 weeks,

thisk score for pre-eclampsia from logistic regression model based on clinical rsk factors and ultrasound scan data calculated as =%.111 3+0.0634 *MAP+ 0.048 5xBMI+0.653%=Family history
of pre-ec lampsla+0.6093 <family history of coronary heart disease=0.37 87=participant’s birth welght (kgle0.6493xvaginal bleeding 25 days+0.5008=months In sexoal relationship 6 months
+0.5084=bilateral notchess2,0802 smean uterine artery Ri- 0.8248x=one miscariage 10 weeks, same partner-0.8983=212 months to concelve-0.438%9=high frult Intake at 15 weeks
=0.5573=alcohol consumption In frst timester.

fVariable name (unit change for adjusted odds ratio (OR).

SMAP calculated from second blood pressure measurement at 14-16 weeks.,

fParticipant’s father had coronary heart disease.

“*Because of missing data numbers for woman's birth welght were 3145, 174, 2993, and 168, respectively.

126 months in sexual relationship with Father of baby before conceiving.




women: development of model in international prospective
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Robyn A North et al, BMJ 2011

Facteurs de risque a 14-16 SA
Age maternel
Pression artérielle moyenne
Index de masse corporel
ATCD familiaux de pré éclampsie
ATCD familiaux de pathologie coronaire
Poids de naissance maternel
Métrorragie > 5 jours

Facteurs protecteurs a 14-16 SA
ATCD de FCS avec le méme partenaire
D¢élai de conception > 12 mois
Consommation ¢levée de fruits
Tabac
Alcool au premier trimestre




Clinical risk prediction for pre-eclampsia in nulliparous
women: development of model in international prospective BM] |

cohort
Robyn A North et al, BMJ 2011
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Fig 3| Observed rate of pre-eclampsia compared with
predicted probabilities of pre-edlampsia based on clinical risk
factors model

Fig 2| Receiver operating characteristics curves based on
independent predicted values from ten 10-fold cross
validation runs of model of clinical risk factors at 15 weeks

Aire sous la courbe : 0,71 (non améliore par les dopplers)
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Nulliparous women (n=1000, 5.3% develop pre-eclampsia and 1.3% preterm pre-eclampsia)
|

| ! f

Step 1 Step 2 Step 3
Combinations of clinical If systolic blood pressure Mo risk factors (71%)
risk factors with =15% risk +120 or BMI =30 or family
of pre-eclampsia (6%) history of pre-eclampsia
and not in Step 1 (23%)
| -
* No scan 0.1%

20 week uterine artery Doppler

with fetal anatomy ultrasound Normal uterine

resistance index

Abnomal uterine
resistance index

3% | 20%
Y 4 * Y
Specialist referral Standard care
(87 women, 21% develop pre-eclampsia, (913 women, 4% develop pre-eclampsia,
8% preterm pre-eclampsia) 0.7% preterm pre-eclampsia)

Fig 4 |Framework for specialist referral when estimated risk of pre-eclampsia is 215% in model
or presence of clinical risk factor with abnormal result on uterine artery Doppler scan




Biomarkers in pre-eclampsia: A novel approach to early
detection of the disease

S.Masoura', I. A. Kalogiannidis', G. Gitas?, A. Goutsioulis’, E. Koiou3, A. Athanasiadis® & N. Vavatsi*

Defective remodelling of maternal spiral arteries

Placental hypoxia

Ll

Homocysteine
Leptin
PAPP-A ADMA
PP13 s-Endoglin
s-FIt1

N J
Y

Endothelial dysfunction

————

v

Clinical manifestation of pre-eclampsia

Figure 1. Mechanism of clinical manifestation of pre-eclampsia.

Journal of Obstetrics and Gynaecology, October 2012; 32: 609-616




Biomarkers in pre-eclampsia: A novel approach to early
detection of the disease

S.Masoura', I. A. Kalogiannidis', G. Gitas?, A. Goutsioulis’, E. Koiou3, A. Athanasiadis® & N. Vavatsi*

Résultat prédictif de prééclampsie

PAPP-A Facteur d’ invasion trophoblastique Abaissé au premier trimestre
Pregnancy Associated Plasma

Protein-A

PP-13 Transformation des arteres spiralées Abaissé au premier trimestre

Plasma Protein 13

Homocystéine Croissance cellulaire Elevé au premier trimestre
Pro-inflammatoire
FdR cardiovasculaire et thromboembolique

Endoglin soluble Fonction vasculaire/endothéliale Elevé au premier trimestre
ADMA Inhibiteur endogéne de la NO synthase Elevé au premier trimestre
Asymetric Dimethylarginine

Leptine Régulation de la masse grasse et de I'appétit Elevé au premier trimestre
VEGF, PLGF, sFit-1 Croissance et fonction endothéliale Elevé (sFlt-1) au premier trimestre

Journal of Obstetrics and Gynaecology, October 2012; 32: 609-616
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Carbetocin for preventing postpartum haemorrhage (Review)
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Carbetocin for preventing postpartum haemorrhage (Review)

11 études randomisées

100 mcg de Carbetocin

6 contre 1" ocytocine (4 CS, 1 AVB, 1 mode d’ accouchement inconnu)
4 contre la syntometrine

1 contre placebo

Authors’ condusions

For women who undergo cacsarcan section, carbetocin resulted in a statistically significant reduction in the need for therapeutic
uterotonics compared to oxytocin, but there is no difference in the incidence of postpartum haemorrhage. Carbetocin is associated
with less blood loss compared to syntometrine in the prevention of PPH for women who have vaginal deliveries and is associated with
significantly fewer adverse effects. Further research is needed to analyse the cost-eflectiveness of carbetocin as a uterotonic agent.

Cochrane revue 2012



Carbetocin for preventing postpartum haemorrhage (Review)

[nterventions Participants were allocated to receive a single intravenous injection of either 100 micro-
Barton 1996 |  prams of carbetocin or saline
Interventions Artilakos 2010 Women were randomised to receive either carbetocin 100 pg or oxytocin 5 IU Intra-
venously after delivery of the baby
Interventions Patients were randomised to receive either a single intramuscular dose of carbetocin (100
Askar 2011 pgl or a s]:n.gl: intramuscular dose uf:}rntum:trinc (5 units of u:ux].rtun:in and 500 ng of
ergometrine)
Interventions B t0 2009 Participants were mn-:lm'nlﬂ:rd_ to a single ]_'I}l] p.g]ntrav:nuu;_dm: of carbetocin with that
of a standard 2-hours 10 [U intravenous infusion of oxytocin
Interventions Boucher 2004 Allocation to receiving cither carbetocin (100 pg intramuscular injection) or oxytodn
{10 units intravenous infusion) given over 2 hours
Interventions Allocation to receiving either carbetocin (100 pg intravenous bolus followed by normal
Boucher 1998 saline infusion) or oxytocin (2.5 units of oxytocin as intravenous bolus, 10 units of

oxytocin as rapid infusion, followed by 20 units of oxytocin as intravenous infusion for
a total of 16 hours)




Carbetocin for preventing postpartum haemorrhage (Review)

Interventions
Barton 1996 Vs placebo => efficace

Interventions Antilakos 2010 I

Vs bolus => baisse ocytociques. NS sur 1" hémorragie

]]:I.tﬂ""l:ﬂtiﬂl'.ls

Askar 2011 I Vs bolus => baisse saignement post op de 82 ml

Interventions Vs 10 UI sur 2 heures => identique

]nt-l:rn:ntinns

Vs 10 UI sur 2 heures => identique pour HPP

Interventions

Vs IVL + continu => identique




Haemodynamic effects of carbetocin and

oxytocin given as intravenous bolus on women

undergoing caesarean delivery: a randomised

trial

MG Moertl,>®* S Friedrich,? J Kraschl,® C Wadsack,? U Lang,® D Schlembach®<*

Césariennes programmeées sous RA

Womean approached
(n=103) \
Dedlined 1o participate
‘ﬂz ‘9]
¥
Randomisation after consent
(n=84)

| R l

in {n=
(n=29)

24) Carbetocin
{(n=13)

Technical problems (n = 15)°
\ Change to general anaesthesia(n = 8) /

Excluded from
(n=1)

Arelacts(n=1)'

|

Inchuded in
(n=28)

Figure 1. Randomisation flow chart. *Dislocation of electrodes, patient

from analysis
(m=3)

Artefacts (n = 27
Patients withdrawal (m = 1)

!

Inchuded in analysis
(n=28)

movements, interference with electrocautery; "recording artefacts.

Juin 2011

Table 1. Subject characteristics of the entire study group

Carbetocin Oxytocin
(n = 28) (n = 28)
Age (years) 309+ 58 304 +46
Gestational age at delivery 39+2 39+2
(weeks)

MNulliparous 1 11
Body mass index {kg;'m"‘) 28.96 + 5.36 2795+ 3.92
Indications for caesarean delivery
Breech presentation 10 12
Previous caesarean delivery 12 10
Others B B
Difference in haemoglobin levels 1.10 £ 0.99 1.14 £ 0.76
Before/after surgery (g/dl)
Uterine tone (scale from 1 to 10) 7.65 + 1.56 783+ 1.70

ide effects
Nausea
Symptoms of flushing
Headache
Tachycardia

Feeling warm

= D M oW

O = MW R

Data are given as means + standard deviations or numbers.



Haemodynamic effects of carbetocin and
oxytocin given as intravenous bolus on women
undergoing caesarean delivery: a randomised
trial

MG Moertl,>®* S Friedrich,? J Kraschl,® C Wadsack,? U Lang,® D Schlembach®<* Juin 2011

HR [beats per minuke)

i
L]

Changea in HR (oeatz par minute )

™ . . . 1 1 T . T B T T R T T T R LR R R
0 € 100 4 o o M M0 40 M0 600 [ §0 180 150 200 260 300 350 400 460 S
Time after medication [sec| Time after mecication {sec)

Figure 2 Left: matermal heart rate {HR) after the administration of the gudy medication. Right: changes in maternal HR following adjustment of
different baselines between both groups. Data are deplayed as means = SEMs. Differences between both groups are indicated on the x-ads
{*P < 0.05; "P < 0.001).

sBP {mmHg)

Changes in $BP (mmHg)
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Figure 3. Left: matemal systolic blood pressure &BF) after the adminstration of the study medication. Right: changes in sBP following adjustment of
different basalines between both groups. Data are diplayed as means = SEMs. Differences between both groups are indicated on the x-axis
{*P < 0.05).




Postpartum hemorrhage treated with a massive transfusion
protocol at a tertiary obstetric center: a retrospective study
M.C. Gutierrez,* L.T. Goodnough,® M. Druzin,® A.J. Butwick?®
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Postpartum hemorrhage treated with a massive transfusion

protocol at a tertiary obstetric center: a retrospectlve study
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Postpartum hemorrhage treated with a massive transfusion

protocol at a tertiary obstetric center: a retrospective study
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Prevalence of Survivor Bias in Observational Studies on
Fresh Frozen Plasma:Erythrocyte Ratios in Trauma

Requiring Massive Transfusion  Anthony M.-H. Ho, MD |
Anesthesiology 2012; 116:716-28

26 observational studies'*°

4 studies'*'®* n=1,099

n=6,655

22 studies'**" n=5,556

SB-prone SB-prone SB-prone SB-prone
favoring favoring against against
high P:E high P:E high P:E high P:E

SB-unlikely SB-unlikely

l l

4 studies™"® n=1,099 1 study™ n=81

1

3 studies'?' n=945

Inclusion of
patients too early

7 studies®?® n=2,603

Inclusion of patients
too early

Y

High P:E
SUPERIOR

Inclusion of only patients
who survived to ICU

4 studies?™* n=668

A\

Time-dependent analysis®

n=237

Before-and-after design™*

n=431

High P:E/"1:1"

MNOT SUPERIOR

Inclusion of
patients too late

7 studies®™* n=1,259

\J

Before-and-after design®*

n=952

Time-dependent analysis*

n=307

High P:E/"1:1"
SUPERIOR



OBSTETRICS

Association between fibrinogen level and severity

of postpartum haemorrhage: secondary analysis
of a prospective trial

M. Cortet’234* C. Deneux-Tharaux?, C. Dupont®’, C. Coling, R.-C. Rudigoz®, M.-H. Bouvier-Colle?
and C. Huissoud210

British Journal of Anaesthesia 108 (6): 984-9 (2012) |

Predictive factors of advanced interventional

procedures in a multicentre severe postpartum
haemorrhage study

Etienne Gayat

Intensive Care Med (2011)




Specific second-line therapies for postpartum
haemorrhage: a national cohort study

G Kayem,? JJ Kurinczuk,? Z Alfirevic,® P Spark,® P Brocklehurst,® M Knight®

A Uterine compression sutures Treatment first used PPH treated successfully
therinecnmpres;inn sutLres n tﬂ: 95% ﬂ]
n=1

(a)
* | Literine compression sutures, = 161 120 (75; 67-81)
e, enanal AR, A=6 | | 25 Pelvic veszel ligation, n =14 5 (36; 13-65)
Interventional radiclogy, n = 14** 12 (B&; 57-98)
rAvlla, n = 16+ 531, 11-59)

n=3 n=4
32 hysterectomies

B #ehic artery ligation C  AFVia
Pelvic artery ligation RFVla
n=14 m=16 th]

Literine compression sutureg n =38 20 (53; 36-69)

Uterine RAFYila, n=2 Uterine Pelvic artery Interventbonal n=7 FEI""I": VE‘!'EI Ilﬁfﬂn. n==6 1 {1 ?; D_Ed}

COMPression Compression ligation, n=2 || radiclogy,n=1 _MMW.E B* 7 Ez . ! I_J m

sutures, #=5 ned suture, n=1
Pvila, i = 15%* 4 (27: B-55)

| 7 hysterectomies
nes - (a) Apres utérotoniques, (b) apres ballon intra utérin

B hysterectomies |

BJOG 2011;118:856—-864.




STUDY PROTOCOL Open Access

The FIB-PPH trial: fibrinogen concentrate as initial
treatment for postpartum haemorrhage: study
protocol for a randomised controlled trial

Anne Juul Wikkelsoe'", Arash Afshari>3, Jakob Stensballe*, Jens Langhoff-Roos®, Charlotte Albrechtsen?,
Kim Ekelund?, Gabriele Hanke? Heidi Fosgrau Sharif, Anja U Mitchell', Jens Svare®, Ane Troelstrup’,
Lars Moller Pedersen’, Jeannet Lauenborg®, Mette Gottge Madsen®, Birgit Badker'® and Ann M Maller’

STUDY PROTOCOL Open Access

The WOMAN Trial (World Maternal Antifibrinolytic
Trial): tranexamic acid for the treatment of
postpartum haemorrhage: an international
randomised, double blind placebo controlled trial

Haleema Shakur*!, Diana Elbourne?®, Metin Gllmezoglu?, Zarko Alfirevic?, Carine Ronsmans?, Elizabeth Allen* and
lan Roberts!
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Avoiding Subarachnoid or Intravascular Injection of

Local Anesthetics

A Single Test Dose
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The National Institute for Health and Clinical Excellence
(NICE) guidelines for caesarean section, 2011 update:
implications for the anaesthetist

S. Soltanifar, R. Russell
Nuffield Department of Anaesthetics, John Radeliffe Hospital, Oxford, UK

ABSTRACT

In 2004 the first National Institute for Health and Clinical Excellence guidelines on caesarean section were published with the aim
of providing evidence-based recommendations for best practice. With the publication of new evidence, the guidelines have been
revised with the second edition released in 2011. This review highlights the changes that have been made which are of specific rel-
evance to obstetric anaesthetists including planned caesarean section compared with vaginal birth in healthy women with an
uncomplicated pregnancy; management of the morbidly adherent placenta; mother-to-child transmission of maternal infections;
maternal request for caesarean section; decision-to-delivery interval for emergency caesarean section; timing of antibiotic admin-
istration and childbirth after caesarean section.

@© 2012 Elsevier Ltd. All rights reserved.

Keywords: NICE guidelines; Caesarean section; Anaesthesia




The National Institute for Health and Clinical Excellence
(NICE) guidelines for caesarean section, 2011 update:
implications for the anaesthetist S. Soltanifar, R. Russell |

o (ésarienne programmee (confort) vs AVB

— Pronostic maternel:

* Mortalité plus ¢élevée dans une étude. NS dans les 2 autres. Etudes de
faibles qualité.

* Plus de douleur a J3 en cas....d  AVB !
* Moins d’ hystérectomie d’ hémostase

e Moinsd ACRencasd AVB

* Moins de complications d” anesthésie en cas d” AVB dans une étude sur
deux de tres faible qualité

— Pronostic neonatal

e Moins d'admission en réanimation en cas d AVB
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Caesarean section for non-medical reasons at term.

Lavender T, Hofmeyr GJ, Neilson JP, Kingdon C, Gyte GM.
School of Nursing, Midwifery and Social Work, The University of Manchester, Oxford Road, Manchester, UK, M13 9PL.

DATA COLLECTION AND ANALYSIS: We identified no studies that met the inclusion criteria.
MAIN RESULTS: There were no included trials.

AUTHORS' CONCLUSIONS: There is no evidence from randomised controlled trials, upon which to base any practice recommendations regarding
planned caesarean section for non-medical reasons at term. In the absence of trial data, there is an urgent need for a systematic review of
observational studies and a synthesis of qualitative data to better assess the short- and long-term effects of caesarean section and vaginal birth.
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The National Institute for Health and Clinical Excellence
(NICE) guidelines for caesarean section, 2011 update:
implications for the anaesthetist S. Soltanifar, R. Russell |

Maternal request for caesarean section

If after discus-
sion and offer of support, including perinatal mental
health support if appropriate, a vaginal birth is not
acceptable to the woman, the guideline states that a
planned CS should be offered.

consultation with obstetric anaesthetists to discuss both
labour analgesia with women with a fear of childbirth, and
anaesthesia with those for planned maternal request CS.
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