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The COChrane lera y Evidence for healthcare decision-making

[Intervention Review]
Continuing education meetings and workshops: effects on professional practice and health care outcomes

Louise Forsetlundl, Arild Bjamdall, Arash Rashidianz, Grol amtvedtl, Mary Ann O‘Brienz, Fredtic Wo]f‘, Dave Daviss, Jan Odgaard-J ensenl, Andrew D Oxman®

Norwe gian Knowledge Centre for the Health Services, Oslo, Norway. Center for Academic and Health Policy, School of Public Health, Tehran University of Medical Sciences, Tehran, Iran. 3Supponive Cancer Care Research Unit, Juravinski

Cancer Centre, Hamilton, Canada. ‘Dep tment of Medical Education & Biomedical Informatics, University of Washington School of Medicine, Seattle, WA, USA. SContinuing Health Care Education and Improvement, Association of American
Medical Colleges, Washington, DC, USA

Cochrane Dafak of Spstemafic Reviews, Issue 4, 2009 (Status in this issue: Unchanged)

Copyright @ 2009 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.

DOI: 10.1002/14651858 CD003030 pub2

This version first published online: 15 April 2009 in Issue 2, 2009. Last assessed as up-to-date: 20 June 2008. (Help document - Dates and Statuses explained).

Next
Abstract
Background
Educational meetings are widely used for continuing medical education. Previous reviews found that interactive workshops resulted in moderately large improvements in professional practice, whereas didactic sessions
did not.
Objectives

To assess the effects of educational meets

Odborné prednasky a seminare
jen s malou pravdépodobnosti povedou
S i k vyznamné zmeéné postupu.

meetings (median adjusted RD 13.6) were more effective than
RD -0.3) compared to less complex behaviours, they appeared to be less effec

Main results
In updating the review, 49 new stu
adjusted RD in compliance with des
alone had similar effects (median adjust

comparisons), the median
rvention. Educational meetings
e relative to control was 10%
ivariate meta-regression analyses of
~oT), mixed interactive and didactic education

to be effective for complex behaviours (adjusted

Authors' conclusions
Educational meetings alone or combined with other interventions, can improve professional practice and healthcare outcomes for the patients. The effect is most likely to be small and similar to other types of continuing
medical education, such as audit and feedback, and educational outreach visits. Strategies to increase attendance at educational meetings, using mixed interactive and didactic formats, and focusing on outcomes that are
likely to be perceived as serious may increase the effectiveness of educational meetings. Educational meetings alone are not likely to be effective for changing complex behaviours.
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Rekni mi a ja zapomenu,
ukaz mi a ja si zapamatuji,
nech meé to vyzkouset, a ja pochopim.
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- Curr Opin Anesthesiol 2015, 28:275-284

Transfusion and coagulation management in major
obstetric hemorrhage

Alexander J. Butwick® and Lawrence T. Goodnough®©

INTRODUCTION

Obstetric hemorrhage is a leading cause of maternal death and morbidity worldwide. In Africa and Asia,
obstetric hemorrhage accounts for more than 30% of all maternal deaths [1]. By comparison, obstetric
hemorrhage is responsible for lower rates of maternal death in the developed world: 3.4% in
the UK between 2006 and 2008 and 11.4% in the USA between 2006 and 2010 [2].

Be=t @ QKOSICE sanaos QKARIM 17
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Sample Size Calculator

Home

o A A

Academy Blog About

Determines the minimum number of subjects for adequate study power

#h ClinCalc.com » Statistics » Sample Size Calculator

Study Group Design
i i

Two independent One study group
study groups vs. population

Two study groups will each receive different treatments.

Continuous
(means)

Primary Endpoint

Dichotomous

(yes/no)

The endpoint is binemial - only two possible outcomes.
Eg, mortality (dead/not dead), pregnant (pregnant/not)

Anticipated Incidence Type /1l Error Rate

Group 1 (® Alpha (3 0.05

Group 2 (@

Power (3) 80%

Incidence v

Enrollment ratio (2) 1

RESULTS

Dichotomous Endpoint,
Two Independent Sample Study

Samnle Size

Study Parameters

Incidence, group 1 3.4%
Incidence, group 2 2.55%
Alpha 0.05
Beta 0.2
Power 0.8

(2’ View Power Calculations
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The NEW ENGLAND JOURNAL of MEDICINE

ORIGINAL ARTICLE

High-Frequency Oscillation for Acute
Respiratory Distress Syndrome

Duncan Young, D.M., Sarah E. Lamb, D.Phil., Sanjoy Shah, M.D.,
lain MacKenzie, M.D., William Tunnicliffe, M.Sc., Ranjit Lall, Ph.D.,
Kathy Rowan, D.Phil., and Brian H. Cuthbertson, M.D.,
for the OSCAR Study Group*
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ABSTRACT

BACKGROUND

Patients with the acute respiratory distress syndrome (ARDS) require mechanical
ventilation to maintain arterial oxygenation, but this treatment may produce sec-
ondary lung injury. High-frequency oscillatory ventilation (HFOV) may reduce this
secondary damage.

METHODS
In a multicenter study, we randomly assigned adults requiring mechanical ventila-
tion for ARDS to undergo either HFOV with a Novalung R100 ventilator (Metran) or
usual ventilatory care. All the patients had a ratio of the partial pressure of arterial
oxygen (Pao,) to the fraction of inspired oxygen (Fio,) of 200 mm Hg (26.7 kPa) or
less and an expected duration of ventilation of at least 2 days. The primary outcome
was all-cause mortality 30 days after randomization.

RESULTS
There was no significant between-group difference in the primary outcome, which
occurred in 166 of 398 patients (41.7%) in the HFOV group and 163 of 397 patients
(41.1%) in the conventional-ventilation group (P=0.85 by the chi-square test). After
adjustment for study center, sex, score on the Acute Physiology and Chronic Health
Evaluation (APACHE) II, and the initial Pao,:Fi0, ratio, the odds ratio for survival
in the conventional-ventilation group was 1.03 (95% confidence interval, 0.75 to
1.40; P=0.87 by logistic regression).

CONCLUSIONS
The use of HFOV had no significant effect on 30-day mortality in patients undergo-
ing mechanical ventilation for ARDS. (Funded by the National Institute for Health
Research Health Technology Assessment Programme; OSCAR Current Controlled
Trials number, ISRCTN10416500.)

Veeobecni fakultni nemocnice v Praze
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0 5 10 15 20 25 30
Days
No. at Risk
Conventional 397 351 312 281 259 243 236
ventilation
HFOV 398 349 311 280 253 241 233
Figure 3. Kaplan—Meier Survival Estimates during the First 30 Study Days.
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The NEW ENGLAND JOURNAL of MEDICINE

ORIGINAL ARTICLE

High-Frequency Oscillation for Acute
Respiratory Distress Syndrome

Duncan Young, D.M., Sarah E. Lamb, D.Phil., Sanjoy Shah, M.D.,
lain MacKenzie, M.D., William Tunnicliffe, M.Sc., Ranjit Lall, Ph.D.,
Kathy Rowan, D.Phil., and Brian H. Cuthbertson, M.D.,
for the OSCAR Study Group®

In conclusion, in a large effectiveness study, we
were unable to find any benefit or harm from the
use of HFOV in adult patients with ARDS. We
recommend that this mode of ventilation not be
used for routine care.
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The NEW ENGLAND JOURNAL of MEDICINE

ORIGINAL ARTICLE

High-Frequency Oscillation for Acute
Respiratory Distress Syndrome

Duncan Young, D.M., Sarah E. Lamb, D.Phil., Sanjoy Shah, M.D.,
lain MacKenzie, M.D., William Tunnicliffe, M.Sc., Ranjit Lall, Ph.D.,
Kathy Rowan, D.Phil., and Brian H. Cuthbertson, M.D.,
for the OSCAR Study Group*

METHODS
Study Design

We conducted a ra
ventilation. Patients were
hospitals, 4 university-affiliated hos mn England, Wales, and
Scotland. Three hospitals had previous experience with HFOV with the use of SensorMedics 3100B
ventilators (CareFusion), and the remainder had limited experience (in 6 hospitals) or no experience
(in 20 hospitals) with HFQOV. Details regarding HFOV training are provided in the Supplementary
Appendix, available with the full text of this article at NEJM.org. The full protocol is also available at
NEJM.org.

3 nemocnice mély predchozi zkuSenost s pouzitym
HFOV ventilatorem, 6 nemocnic mélo néjakou zkusenost
a 20 nemocnic zadnou zkusenost s HFOV

Study Treatments
Patients in the HFOV group were treated with the use of a Novalung R100 ventilator (Metran)’
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Prague 1337: the first successful caesarean section
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Caesa rea n sections Babies bom by C-section in % of total births

s

1999-2001 0.6- 10- 20- 30- 40- N/

9.9 199 299 399 581

r"‘i'r"”-

r

7
Source; Row data used by The Lancet (WHO, OECD, DHS ond other sources)
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PORODNICKA 2 TRIAS

1. Riziko obtizné intubace u téhotné
2. Kazda tehotna ma plny zaludek

3. Plicni embolie je hlavni pricinou materské mortality
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OBTIZNA INTUBACE V TEHOTENSTVI
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)

VOICES.org (

Lyons. Anaesthesia 1985; 40:759-62

Barnardo. Anaesthesia 2000; 55:685-94
Rahman. Anaesthesia 2005; 60:168-71

McDonnell. Int J Obst Anest 2009; 17:292-7

(/]

10x vyssi riziko obtizné intubace u téhotnych !

1:300
1:249
1:238
1:274

VITAL VOIS
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PORODNICKA £ TRIAS

1. Riziko obtizné intubace
2. Kazda tehotna ma plny zaludek

3. Hlavni pricinou materské mortality je plicni embolie
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THE ASPIRATION OF STOMACH CONTENTS INTO THE LUNGS
DURING OBSTETRIC ANESTHESIA*

Curtis L. MENDELSON, M.D., NEw York, N. Y.

(From the Department of Obstetrics and Gynecology, Cornell Uniwversify Medical College and
New York Hospital)

Am J Obstet Gynecol 1945;49:554-66.

Summary

Sixty-six eases of aspiration of stomach contents into the lung

obstetric anesthesia are analyzed. ence of this complicatio @
cent in 44,016 pregnancies at the ¢ Lying-In Hospital from 1932

1945,

Table 7 Reported mcidence of aspiration in obstetig seneral surgical populations
Incidence of

Patient group aspiration
Study No. of cases cha.stics [no. of cases]
This study 1870 Obstetrie, peripartum; nonintubated 0.053% [1]
Kranz & Edwards [3] 37282 Obstetric; vaginal delivery; nonintubated 0.013% [5]
Kranz & Edwards [3] 3076 Obstetric; Caesarean section; intubated 0.228% [7]
Olsson et al. [2] 2643 Obstetric; Caesarean section; intubated 0.15% [4]
Olsson et al. [2] 111215 General surgery; nonintubated 0.018% [20]
Olsson et al. [2] 74143 General surgery; intubated 0.085% [63]
Cohen et al. [5] 112000 General surgery; intubated and nonintubated 0.064% [72]
Kallar [6] 529150 Outpatients; intubated and nonintubated 0.017% [90]
Warner et al. [4] 13427 General surgery; emergency 0.112% [15]
Warner et al. [4] 202061 General surgery; elective 0.0257% [52]

Ezri et al. Anaesthesia 2000; 55:421-426
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70./80. léta

90. léta

21. stoleti

ANESTEZIE A MATERSKA MORTALITA

celkova anestézie ma
17x vyssi mortalitu
nez regionalni

jiz “pouze“ 6x vyssi
mortalita CA proti RA

neni rozdil mezi
celkovou a regionalni
anestezii

167 —

Unit, 3

144 — [] Aspiration
124 [] [ tubation
Il Intensive care

5 10
g
= 89
z 644 |- | |t | f

44

I

70-72 73-75 76-78 79-81 2-84 85-87 28-90 91-93 94-96
15

Figure 4.—Coomon cause of anesthetic deaths. Deaths from aspirati®? = Tontinued to occur

despite increasing use of regional anaesthesia.

Some women survive the initial event to die later in the Intensive Care

Silva Mt al. Local Reg Anesth. 2010; 3: 143-153
Hawkins JL, Anesthesiology 1997;86:277-84
Hawkins JL, Clin Obstet Gyn 2003; 46: 679-87
Cochrane Database of Systematic Reviews 2012
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Oscar Kreis 1900
+ Total anesthesia of the lower body in 6 parturients
after subarachnoid isnjstion of.cocaine

INACNI ANESTEZIE,

Procaine first synthesize

Fidel Pagés Mirave

*Lumbar epidural anesthesia 1921

AM Dogliotti

+Loss of the resistance technique

Alberto Gutierrez

*Hanging drop to identify the epidural space

1933

Hingson & Southwort
*Continuous lumbar epidural anesthesia

TUOYHO JEHLA

1944

Curhala

§EP|D /' SAB K'SC

*Epidural analgesia using a Tuohy needie + epidural catheter

BUPIVAKAIN

Lee
*First catheter with closed tip and lateral hole to reduce
the trauma during the insertion

1962

Opioids in the epidural space for labor analgesia

Patient Controlled Epidural Analgesia for labor pain

Ropivacaine first synthesized
Use of low dose/low concentration of local
anesthetic

[ ] Fernand Cathelin
®1901 +Injected medications on the sacral canal for
n urologic procedures

KOKAIN

Walter Stoeckel

* 141 cases of caudal analgesia (Novocaine + Adrenaline)

* “Possible therapeutic application of the procedure described
by Cathelin for labor pain”

[
[
"
®1909

EPIDURALNI ANESTEZIE

Eugen Bogdan Aburel
*Continuous caudal block
+*Percaine + Soft catheter (similar to ureteric catheter)

EPIDURALNI KATETR

1931

Hingson & Edwards
942 + 30 obstetric deliveries using continuous caudal anesthesia
* Semiflexible malleable steel needle + catheter

=3

Tuohy

1945 *Continuous spinal anesthesia for surgical Procedures

1948 Lidocaine first synthesized

LIDOKAIN

1957 Bupi ine first sy

1961 Maleable needle is replaced with a polyvinyl catheter

Goldstein
1971 o
Discovery of opioid receptors

susfsnnnnnnfionnnnnnnhesnssnsndnnnnnnnnhossssnndisnsnnnnnnh

Behar
Morphine in the epidural space

SE

Morgan

*Combined Spinal Epidural for labor analgesia
*Single space needle through the needle
*Local anesthetic + opioids

ROPIVAKAIN
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Oral sodium citrate increases nausea amongst
clective Cesarean delivery patients

[Le citrate de sodium oral augmente les nausées pendant lo césarienne réglée]

Klaus Kjaer MD, Michele Comerford MD, Linda Kondilis BA, Lauren DiMaria BA, Sharon Abramovitz MD,
Michael Kiselev MD, Jon Samuels MD, Farida Gadalla MD, Barbara L. Leighton MD

TABLE I Occurrence of nausea and hypotension

25
Sodium citrate Control P-value

1 min after spinal

] Nausea 4/60 (7%) 2/63 (3%) 0.43
Hypotension 4/59 (7%) 4/061 (7%) 1

gu 5 min afl vt
: W Sl -@ 22/60 (37%) 9/63 (14%)  0.006
i - Hypotension BA6022%—H/63717%) 0.65
Uterine exteriorization
Nausea 14/53 (26%) 7/52(13%)  0.14
- Hypotension 1/53 (2%) 2/53 (4%) 1
Recovery room
o — — Nausea 17/58 (29%) 15/62 (24%) 0.54
s Time Point Hypotension 5/60 (8%) 9/63 (14%) 0.39

Nausea = 2-5 on a scale of 1-5, with 1 being no nausea and 5
being vomiting. Hypotension = systolic blood pressure < 100.
FIGURE 1 Average degree of nausea over time. Compared with Pearson Chi-square test.

Kjaer K et al. Can J Anaesth. 2006 Aug;53(8):776-80.
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RIZIKO ASPIRACE

50 50
Metoclopramide
.group p . [ ]Group |
20 - | [ 1Group Il
* [_]Saline group « p<0.05
* p<0.05
— 30
GCJ s
o
o
S 8 25 -
o (]
20 a
*
10
0 |
Nausea Vomiting 0
Figure 12-3. Incidence of nausea and vomiting with intra- Nausea \{9”,“,“”9
venous metg-tommaside fallaveine dnlisones ~¥+a fetus during Figure 12-2. Incidency.
cesarean sec Vandewalker VETIOUS rol fol
[droperidol fo
GE, Owen CI Pegan® 10 mg/2 ) ‘ cesarean section.
T reondh oo
SO0
Ieknibo oz @

S Sanpboy t—
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imL Single-dose  NDC 0‘0’
Metoclopramide I
10mg (5 mg/mL)

O'metoclopramide present
#the hydrochloride
or LV, or I.M. use.
0572 (9/04)
r Lake Forest L

Table 1. Lower Esophageal Sphincter, Intragastric, and Barrier Pressures
Obtained before and after Administration of 0.15 mg/kg Intravenous Metoclopramide

Before Metoclopramide After Metoclopramide

Cricoid Pressure

Baseline Baseline Applied
Lower esophageal pressure @2.9 19.6@ 5.0 + 43"
Intragastric pressure 46 14 57+1.9 58 +23
Barrier pressure 9.6 + 3.4 141 £ 55T —0.2 = 5.1%

Data are in mmHg = SD.

* P < 0.05 vs. respective baseline value. 1 P < 0.05 vs. respective pre-metoclopramide value.

Salem et al. Anesthesiology 2008; 109:806—10

.CEEES {@! {K0§ICE 28.11.2018 Mo’ﬁKASIM 38
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THE LANCET

Preliminary Communications

CRICOID PRESSURE TO CONTROL
REGURGITATION OF STOMACH CONTENTS
DURING INDUCTION OF ANASTHESIA

WHEN the contents of stomach or cesophagus gain
access to the air-passages during anzsthesia the conse-
.quences are disastrous. In spite of modern anasthetic
techniques——or sometimes, regrettably, because of them—
regurgitation is still a considerable hazard during the
induction of an=sthesia, particularly for operative
obstetrics and emergency general surgery.i—8

By a simple manceuvre during induction of anzsthesia,
regurgitation of gastric or cesophageal contents can be
controlled until intubation with a cuffed endotracheal
tube is completed. The same manceuvre may also be used
to prevent inflation of the stomach (a potent cause of
regurgitation) resulting from positive-pressure ventilation

. De Lee, J. B, Greenhill, J. P. Principles and Practice of Obstetrics;
p. 255, Prumielpm . 1951,
Mendelson, C. L. &_Obmr Gynec. 1946, 191.
Morton, H. J. V. Wyl;e, Anasthena, 1951, 6, 190,
Coleman, D. |, L. Lancer, 1956, i, 708,

Edwards, G., Moﬂon,H 1. V., et'al. Amnﬁmw 1956, ii, 194.
Lancer, 19.‘@

Rep. Publ ioh e Subj., Lond. no. 97, 1957.

Reports on Confidential Enquirics into Maternal Deaths in England
and Whales, 1952-54 and 1955-57. H.M. Sutionery Office

NGNS

\'( KO§IC E 28412018

Sellick B. The Lancet 1961;2:404
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@ Cricoid
cartilage
@ Esophagus

Esophagus

Cricoid cartilage

Cricoid pressure
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CRICOID PRESSURE DISPLACES ESOPHAGUS

N

C

)
(

A

VB

L1

4
<

Fig. 1. Schematic diagram of the measurements made in this
study. C = cricoid cartilage, E = esophagus, VB = vertebral body.
1 = amount of lateral displacement of C relative to the midline of
VB, 2 = amount of unopposed esophagus, 3 = amount of lateral
displacement of E relative to the midline of VB.

Smith KJ et al. Anesthesiology 2003; 99:60-4
Rice et al. Anesth Analg 2009;109:1546-52

Fig. 3. (4) Magnetic resonance image of the neck without cricoid
pressure. (B) Magnetic resonance image of the same subject
demonstrating 12.1 mm of lateral esophageal displacement to
the left with application of cricoid pressure. C = cricoid carti-
lage, E = esophagus, VB = vertebral body.
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...tlak 30 N na krikoidni chrupavku muze zcela ‘zrusit’ vizualizaci glotis

Haslam et al. Anaesthesia 2005; 60: 41-47
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Effect of Cricoid Pressure on the Success of

Endotracheal Intubation with a Lightwand

R. Eric Hodgson, M.B., Ch.B.(Hons.), F.C.A.(S.A.)(Crit. Care),* P. Dean Gopalan, M.B., Ch.B., F.C.A.(S.A.),”
Richard C. Burrows, M.B., Ch.B., F.C.A.(S.A.)(Crit. Care),T Khangelani Zuma, M.Sc.t

309 L
''''' - Cricoid pressure
— No Cricoid pressure

24 -

18 -
Patients

12 -

0 50 100 150

Time To Success In Seconds

Fig. 1. Kaplan-Meier plot of time to successful intubation for the
sixty patients. Thirty patients were intubated with cricoid pres-
sure, with values for four patients requiring multiple attempts
censored. Thirty patients were intubated without cricoid pres-
sure. Time to successful intubation was significantly prolonged
in the cricoid pressure group (P = 0.0001, log-rank test).

Hodgson. Anesthesiology 2001; 94:259-62
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Sellick’s Maneuver “BURP”

Backward, Upward, Rightward Pressure

V 90% pripadu ziskame nejlepsi “pohled” tlakem na stitnou chrupavku, nikoli krikoidalni!
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Méstska nemocnice h:

DOPORUCENI PRED ANESTEZII

informadni letdk pro pacienty ebjedndvané k pldnevanému vikonu

Vaiend klientke, vaZeny kliente, vaienl rodife,

Vai edborny lékaf Vam doperudil podrobit se v nalem zdravemickém zafizeni operafnimu vykonu, k némuz Vam (Valemu ditét)
poskytneme vhodné znecitlivéni [anestezii). Zdkrok | anestezie budou provedeny formou hospitalizace, cof znamend, Ze se dostavite do
nadi nemocnice den pfed vykonem nebeo po dohodé® s lékafem rdne v den vykonu, po némE stravite v nemoenicl nékolik dnb (rydnd). ©
délce potfebné hospitalizace rozhoduje ofetiujici lékaf. K zajifténi pribéhu celéhe procesu Vas fadame o dodrfovani nasledujicich

doporueni:

I Pfed vykonem

1.

-CEEEs {@’ K K0§ICE 28.11.2018

Peclivé si prodtéte a vyplite piiloZeny Anesteziologicky dotaznik. Odevzdate ho pfi nastupu do nemocnice na
pfisluiném odd@leni. Svym podpisem pod Prohldieni pacienta stvrzujete, Ze jste byl/a sezndmen/a & podminkami a
dopeorufenimi k anestezil, Ze je budete respektovat a Ze s provedenim vykonu ve zvolené anestezii souhlasite. U
nezletilych pacientd vyplni a podepidi Anesteziologicky dotaznik a dohlédnou na dodriovdni 2. a 13. bodu redide
nebo zakonni zdstupei.

Piineste s sebou Vaie lékafskd doporufen a vysledky viech pfedoperadnich vyietfeni.
Informujte anesteziologa pfesné o:
- zdravetnim stave Vail osoby (Vaisho ditéte),
- pribéhu pfedchozich narkdz v Vas (Valeho ditéte) | pokrevnich pfibuzmych,
- pfedchozich krevnich pfevodech (transfuzich),
- ndvycich, zejména koufeni, piti alkehelu, kdvy, ndvykovych latkach.

Pokud ufivate Vy (Vale dité) jakékallv léky, vezméte je s sebou.

Meutivejte alespofi tyden pfed vykonem tablety obsahujici salicylaty (Acylpyrin, Anopyrin, Alnagen). Pokud je ale
ufivite jake prevend proti vznike srdednibe infarktu nebo cévni mozkavé pihedy, nepferviujte tote chronické uZivani.

V den pfed operad jezte Vy (Vale dité) jen lehce stravitelnou strave, pokud nejste lékofem poulenf/a  jinak.
Mejménd & hodin pied vykonem nesmi/te jist vibec. Minerdlky, vodu a &gj pfed
operad, kdy také pfipadné polkne /te posledni léky, které béiné uliva {&. MNejlépe je nejist a nepit od pilnodi.

Alespofi 24 hodin pfed vikonem nekufte a nepijte alkohol!

Po pfijeti do nemocenice YVam (Vafemu ditétl) bude pfidélenc l0Zke v jednom z pokojl se soddlnim zafizenim. Pokud
mate zviiend naroky na vybaveni nebe cheete obyvat jednoliZkevy pokoj, informujte o viech svych poZadaveich
oietiujictho |&kafe.

Pied operac absolwijete Vy (Vaie dité) specidlni pfedoperaéni pfipravu podle charakteru operaénthe vykeonu,
kterou Vam pledepile ofetfujici lékaf. Pfed zdkrokem se osprchujte nebo vykoupejte!

V den vykonu si feny a divky odstrani svi] make-up a odlakuji si nehty. Menoste do nemocnice fperky a jiné
snimatelné ozdoby.

Q KARIM
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Vieobecna fakultni nemocnice v Praze Formular
Klinika anesteziologie, resuscitace a intenzivni mediciny F-KARIM-044

U Nemocnice 499/2, 128 08 Praha 2 Strana 1 z2
IC: 00064165, tel. 224 961 111 Verze ¢islo: 2

POROD Z POHLEDU ANESTEZIOLOGA — INFORMACE PRO RODICKY
- -l - o <. - = i oy

» B v B ‘ =y g . . - W

PLANOVANY CISARSKY REZ

.

Jidlo a piti pFed operaci:

Den pred vykonem rodicka ji a pije normalné, a to az do plinoci. Pokud se s anesteziologem nedohodne jinak, od ‘
plInoci by jiz neméla jist, predevsim nesnidat. Pit m{ze rodicka volné do 6 hodin rano, poté jiz jen po malych dousScich
maximalné 200 ml v priibéhu kazdé celé hodiny. Doporucuje se Cista voda, nesycena mineralka, slaby ¢aj. Tekutiny et
mohou byt ochucené, sladké, je mozno si rano dat i kdvu s mlékem. V_7adném pripadé nepit sycené (,bublinkové")

vody, kyselé dzusy, mléko.
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International Journal of Obstetric Anesthesia (2013) 22, 92 95
0959-289X/$ - see front matter © 2013 Elsevier Ltd. All rights reserved.
http://dx.doi.org/10.1016/j.ijoa.2013.02.001

ELSEVIER

www.obstetanesthesia.com

EDITORIAL

Enhanced recovery in obstetrics — a new frontier?

Even in the absence of a formal enhanced recovery programme, it has been recognised that women without
complications following caesarean section may be discharged at 24 h and followed-up at home. However,
although hospital stay after caesarean section has come down from 12-14 days in the 1950s to 2-3 days currently,
there seems to have been little take-up of this suggestion.

Before Delivery Day of Delivery After Delivery

Provision of information about
perioperative experience

Haemoglobin optimisation

Start breastfeeding teaching

Antenatal education about
postoperative analgesia/
thromboprophlyaxis

Minimise starvation time

Dedicated elective caesarean
section lists

Anaesthetic to include
intrathecal/epidural opioids*

Prophylactic antibiotics *

Venous thromboembolism
prophylaxis *

Farly re-establishment of eating and
drinking enabling removal of
intravenous cannula*

Regular analgesia including NSAIDs *

Early removal of urinary catheter to
facilitate mobilisation *

Support to establish breastfeeding
Good community support

. . . N . . * . - .
Fig. 1 Strategies for enhanced recovery after caesarean section. Strategy already in frequent use at caesarean section. Adapted
from NHS Enhanced Recovery Partnership.®

Eicee

£ Lucas et al. International Journal of Obstetric Anesthesia (2013) 22, 92-95
ESA N J_} \ RUJLULL 28.11.2018
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International Journal of Obstetric Anesthesia (2014) 23, 157-160
0959-289X/$ - see front matter © 2013 Elsevier Ltd. All rights reserved.
http://dx.doi.org/10.1016/j.ijoa.2013.11.006

CrossMark

ORIGINAL ARTICLE ELSEVIER

www.obstetanesthesia.com

Enhanced recovery from obstetric surgery: a UK survey of
practice

S. Alury, 1.J. Wrench
Department of Anaesthetics, Royal Hallamshire Hospital, Sheffield, UK

= p.o. prijem tekutin pred vykonem - povoleno do 2 hod (78% pracovist’)

po vykonu - zahajen v pribéhu 1 hod (70%)

= jidlo po vykonu - v priibéhu 6 hod (71%)
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Vieobecna fakultni nemocnice v Praze

F-VFN-139_GPK3

U Nemocnice 499/2, 128 08 Praha 2: IC 00064165, tel.: 224 961 111 Strana 1z 1
Vi rerre Bislo: 2
POOPERACNI ORDINACE Verze cislo:2
Jméno pacienta Datum: 1. ANALGEZIE ZAKLADNI po pfijezdu z operaéniho salu:

1 Almiral inj. 75 mg/100 ml F1/1 kape 20 min. i.v., dale & 12 hod.
Kontraindikace diklofenaku = alergie, tézke astma, velka krevni ztrata

dza 1/2 hod

i hod;

osetfujiciho |ékare
[ Kontrola hybnosti a citlivosti konéetin po regionalni blokadé
O Hodinova diuréza Qder+va hod,

OXYGENOTERAPIE:

3 0: maskou 5 l/min. ...
MEDIKACE:

Q Fraxiparine a

_min., dale jen pfi Sp0; <92%

inj mls.cv . had
Pri nauzee/zvraceni:
1 ondansetron inj.D 4 mg ds mg pomalu i.v., Ize & 8 hod.,

Q MgS04 20% inj. perfusorem 12 / ... hod. rychlosti 5 mi/hod

a Oxytocin inj. 2 j./F 1/1 100ml kape 2 hod., opakovat dle porodnika

KONTROLNI LABORATOR: v (¢as):

FF7ad o0 ml

O pii pokracuijici bolesti Paracetamol Kabi 1 g lag. (100 ml) i.v.
kape 15 min.; opakovat |ze nejdfive za 4 hod., max. 4 g/24 hod.

Qpr trvajici bolesti Dipidolor inj. 15 mg s.c.; opakovat nejdrive za 6 hod.

Po spindini anestezii:

[ Paracetamol Kabi 1 g lag. (100 ml) i.v. pfi néstupu bolesti,
kape 15 min; opakovat |ze nejdfive za 4 hod.; max. 4 g/24 hod.

[ pfi trvajici bolesti Dipidolor inj. 15 mg s.c.; opakovat nejdfive za 6 hod.

Po celkové anestezii:

O pipidolor inj. 15 mg s.c. aplikovén na operaénim séle v
dale pfi bolesti nejdrive za 6 hod.

1 paracetamol Kabi 1 g lag. (100 ml) i.v. pfi bolesti, kape 15 min;
opakovat lze nejdfive za 4 hod.; max. 4 g/24 hod.
3. ANALGEZIE DOPLNUJICT:

d Novalgin inj. 1 g / FY/; 100 ml i.v. v hod., kape 15 min.;
pfi bolesti Ize opakovat nejdfive za 4-6 hod., max. 5 g /24 hod.

Q Nalbuphin inj. 20 mg s.c. v hod.,; Ize opakovat za 3-6 hod.,

Qko  Dionty (+ car) AR, APTT O vhv

a CB, albumin Q. O Morfin 1% inj. 10 mg s.c. v hod., |ze opakovat za 4 hod.

INFUSE i.v.: od prijezdu z operacniho salu 0 sufentanil Torrex/ [ Sufenta Forte inj. 50 ug /F'/, 50 ml od hod

Linka A: v uvedeném pofadi kape rychlosti ~ml/hod.: perfusorem i.v. dle NRS <3; startovaci rychlost 5 ml/hod, max. 10 ml/hod

dz operacniho salu: a Epidurélné smés SPRINGFUSOREM rychlost 4 ml/hod. od .. hod.:

QIR 1/1 1000 mi + KCI 7,45% In ml+CaCl nj mi Marcain 0,5% inj 2 ml + ) Sufentanil Torrex/ = Sufenta inj. 10 pg/2 ml

+F/16ml

a .

Linka B kape rvchiosti— myhod.: o
POZOR: Pii vaze pac. < 50 kg je max. davka Paracetamolu 500 mg & 3 g/24 hod.

NA NOC: (jednorazové pii neklidu &i nespavosti pacientky) Podppis anesteziologa:

1 pormicum ... mg .......thl p.o. JINA DOPORUCENT:

[ [

OSTATNI:

Q. Cls » pocipls Kt

CHRONICKA MEDIKACE: ZAZNAM PORODNIKA:

ordinace [ poTvRZENY [ UKONCENY ofetfujicim Iékafem v ...... hod.

Cas & podpis ofetrufioho lékare:

o lehka strava za 4 hod




PORODNICKA £ TRIAS

1. Riziko obtizné intubace
2. Kazda tehotna ma plny zaludek

3. Hlavni pricinou materské mortality je plicni embolie
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Distribution of VTE in
pregnancy and puerperium

90=
80=
70+
60-
50
40
30
20
10
0

VTE (n)

12 24 361 6 12
Ante-partum T Post-partum

Weeks =i

Delivery

Number of VTEs per week.

Jacobsen. Incidence and risk patterns of venous

thromboembolism in pregnancy and puerperium. Am |
Obstet Gynecol 2008.
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Table 2.4: UK Maternal deaths and mortality rates per 100,000 maternities by cause 1985-2014
(Maternal deaths by suicide classified as indirect for comparahility)

Cause of death Rates per 100,000 maternities

1985~ 1988- 1991~ 1994~ 1997~ 2000~ 2003~ 2006- 2009- 2012-
87 20 93 96 99 02 05 08 1" 14

All Direct and Indirect deaths 983 1008 985 1219 114 1307 1395 1139 1063 854
Direct deaths zavedeni profylaxe LMWH !
Sepsis* 040 072 065 073 08 065 08 113 063 029
Pre-eclampsia and eclampsia 119 114 086 091 075 070 085 083 042 0.08
‘ Thrombosis and thromboembolism ~ 1.41 140 <151 218 165 150 194079 126 085
Amniotic fluid embolism 040 047 043 077 038 025 080 057 029 068
Early pregnancy deaths 0.71 102 073 068 080 075 066 048 017 029
Haemorrhage 044 093 065 055 033 085 066 039 059 0.56
Anaesthesia 026 017 035 005 014 030 028 0.31 0.12 0.09
Other Direct? 119 072 060 032 033 040 019 047 - -
All direct 613 614 553 610 499 531 624 467 349 284
Indirect deaths
Cardiac disease 1.01 076 160 177 165 220 227 231 214 218
Other Indirect causes 1.90 191 164 177 193 250 237 214 303 162
Indirect neurological conditions 0.84 127 1.08 214 1.60 2.00 1.75 1.57 126  0.94
Psychiatric causes % t 1 0.41 0.71 080 085 057 055 077
Indirect malignancies ' 1 i ' 052 025 047 043 0417 047
All Indirect 370 394 432 610 640 776 77N 659 715 568
Coincidental 116 165 199 164 137 180 260 218 098 175

“Including early pregnancy deaths as a result of sepsis

*Acute fatty liver and genital tract trauma; included with pre-eclampsia and eclampsia and haemorrhage from 2009 onwards

'Deaths from these causes not included in reports from earlier years Sources: CMACE, MBRRACE-UK
el ) k KOSICE 28.11.2018 (o KARIM 55
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Table 1 Doses of low molecular weight heparin recommended by the Royal College of Obstetrics and Gynaecologists

Weight (kg)

Enoxaparin

Dalteparin

Tinzaparin

< 50

50-90

91-130

131-170

> 170

High prophylactic
(intermediate)
dose for women
weighing

50-90 kg

Treatment dose

20 mg daily

40 mg daily

60 mg daily*

80 mg daily*

0.6 mg kg™! daily*
40 mg 12-hourly

I mg kg™ per 12 h antenatal:
1.5 mg kg™! per day postnatal

2500 units daily
5000 units daily
7500 units daily*

10 000 units daily*
75 units kg~! daily*
5000 units 12-hourly

100 units kg™! per 12 h antenatal:

200 units kg™' per day postnatal

3500 units daily
4500 units daily
7000 units daily*
9000 units daily*

75 units kg~! daily*
4500 units 12-hourly

175 units keg™" daily (antenatal
and postnatal)

*May be given in two divided doses.

-CEEES {@ k KOSICE 28112018

Patel JP et al. Journal of thrombosis and haemostasis 2011, 9(6):1269-71
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ZMENY V TEHOTENSTVi:

je pritomny fyziologicky prokoagulacni stav

= je celkové snizena ucinnost LMWH diky rozdilné farmakokinetice
= je az 0 60% zvetsen objem krevni plasmy = je zvétsen intravasku-
larni distribucni prostor pro LMWH (pFi své velikosti nepronikaji extravaskularné)

= od konce I. trimestru az o 50% stoupa glomerularni filtrace a
clearance = zkracuje se polocas LMWH

= vyznamna je i existence placentarni heparinasy
= je zmnozen ,,heparin binding* protein

(Kaiser, Harenberg et al. 2001; Sephton, Farquharson et al. 2003; Anderson 2005; Bates, Greer et al. 2008; Lebaudy, Hulot et al. 2008).
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LMWH <=

O 12 weeks

:\0.4 - & 24 weeks
"é' —&0— 36 weeks
0.3} —&— Postpartum
2
) 0.2 F
>(2 n
£01F
=
<

0.0 -

Time post dose (hours)

Figure 1. Anti-Xa levels in the first 12 hours after daltepa-
rin administration, expressed as mean and 95% confi-
dence intervals.

Sephton. Low Molecular Weight Heparin in Pregnancy. Obstet Gynecol 2003.
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R K Angle MA Cl LY30
min min deg mm %
PlIna krey —— 15,5 4,1 42,6 54,7 9,5 0,0
PIna krev s heparinasou ====- 7.4 2,5 54,6 55,7 -2,6 0,0
R K Angle MA Cl LY30
min min deg mm %
Plna krev —— 5,0 1,3 714 68,4 22 0,0
Pina krev s heparinasou ===-=- 5,0 12 734 66,6 2,2 0,1
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International Journal of Obstetric Anesthesia (2014) 23, 157-160
0959-289X/$ - see front matter © 2013 Elsevier Ltd. All rights reserved.
http://dx.doi.org/10.1016/j.ijoa.2013.11.006

CrossMark

ORIGINAL ARTICLE ELSEVIER

www.obstetanesthesia.com

Enhanced recovery from obstetric surgery: a UK survey of
practice

S. Aluri, 1.J. Wrench
Department of Anaesthetics, Roval Hallamshire Hospital, Sheffield, UK

= mobilizace rodicky do 12 hod po operaci
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Tab.8.43 Hlavnipfi¢iny matefskych imrtiv Ceské repub-

lice v priibéhu let 1991-2010 (Petr Velebil, UPMD, 2012)

) ) | hemoragie cca 23%
Figure 2.3: Maternal mortality by cause 2013-15
trombozy a embolie cca20%
e kardiovaskularni komplikace cca 16%
s absolutni pocet umrti cca 10 za rok
£
5 maternal mortality ratio cca 10
E 15 1
: gy
" é 7
& , %
g os / g % % 1
7
5 é /J % % /J . 77 w7z 27
2 £ 5 & E : 2 3 9 g 2 f;
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Hatched ba ow direct causes of death, solid bars indicate indirect causes of death;
*Rate for di epsis (genital tract sepsis and other pregnancy related infections) is shown in hatched and rate for indirect sepsis

(influenza, pneumonia, others) in solid bar
**Rate for suicides (direct) is shown in hatched and rate for indirect psychiatric causes (drugs/alcohol) in solid bar

Source: MBRRACE-UK

MBRRACE-UK - Saving Lives, Improving Mothers’ Care 2017
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Evolution of Maternal Mortality from
Heart Disease in the UK

Cardiac

29 =

20=1

15 -

10 -

0 T T T T T | 1
1985-1987 1988-1990 1991-1993 1994-1996 1997-1999 2000-2002 2003-2005

©

www.escardio.org/guidelines lournal 2011, doi: 10.1093/eurheartjlehr218  fociems:
Sociery oF

Roos-Hesselink et al. Heart 2009;95:680-6
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s A% INIVERZITA KARIOVA

Maternal, Newborn and \@ MBRRACE-UK Key messages »QJ MBRRACE_-_U K
Infant Clinical Outcome @ . mn:\t:t:‘r’scaor;: 3::«.-;5 R';‘d:t.:;:g :’-:: :nl:m from the repo rt 2 O 1 6 kg m\,d‘l"l.:t::-;sl:i':::::“cﬁgiIrrl-cs“:!:‘rok::h?:lj:

Review Programme

® ® & ¢ women per 100,000 died
Saving Lives, Improving Mothers’ Care ¢ ¢ ¢ ¢ gi‘::‘\’;gep;:g;ae’:‘;ﬁ;;&‘r‘t’h
Surveillance of maternal deaths in the UK 2012-14 and 2 gg:r;eﬁnf of pregnancy in
lessons learned to inform maternity care from the UK ﬁ ® 6 00
and Ireland Confidential Enquiries into Maternal Deaths ¢ ¢ ¢ women per 100,000 died
and Morbidity 2009-14 2 from heart @ disease

Heart disease
can happen

Women known to
have heart disease
are high risk and
need specialist care

Persistent breathlessness @ Be aware severe
when lying flat is not normal chest pain spreading
in pregnancy and may mean to the left arm or back
heart problems may be cardiac

Good care makes a difference

Becomberadis Less than 1 woman in every million who
gives birth now dies from pre-eclampsia,
but to detect it blood pressure and
/. urine must be checked at Q\B

2 every antenatal visit
HQIP g iicisica é pavesme o &P :‘:;;,gmi?f;:’,“““'"ﬂ npeu Y
: ;. o L SR
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PRIZNAKY

0\ KARDIALN SELHANI TEHOTENSTVI

zvysena télesna hmotnost,
fyziologicka anémie

snizena tolerance cviceni / Unava

vétsi tlak délohy na branici,

GiteRuoe vliv progesteronu a hyperventilace
dyspnoe pritomno u 76% zen v 34. tydnu
palpitace sinusova tachykardie

slabost / synkopa aortokavalni komprese

periferni otoky vyskytuje se u 2/3 zdravych téhotnych

ramaraj. cleveland clinic journal of medicine volume 76 ¢ number 5 may 2009
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@ KONTRAINDIKACE TEHOTENSTVI

SOCIETY OF
CARDIOLOGY

Conditions in which pregnancy risk is WHO IV

(pregnancy contraindicated)

* Pulmonary arterial hypertension of any cause.

* Severe systemic ventricular dysfunction (LVEF < 30%, NYHA Il1-V).

* Previous peripartum cardiomyopathy with any residual impairment
of left ventricular function.

* Severe mitral stenosis, severe symptomatic aortic stenosis.

* Marfan syndrome with aorta dilated > 45 mm.
* Aortic dilatation > 50 mm in aortic disease associated with bicuspid
aortic valve.

* Native severe coarctation.
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Figure 1.5. Maternal mortality rates by age group; UK: 2006-08.

The Eighth Report of the Confidential Enquiries into Maternal Deaths in the United Kingdom, 2011.
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International Journal of Obstetric Anesthesia (2018) 35, 42-51 ,')
0959-289X/$ - see front matter © 2018 Elsevier Ltd. All rights reserved.
https://doi.org/10.1016/j.ijoa.2018.04.001 LA
el TN L EGED
ORIGINAL ARTICLE ELSEVIER

www.obstetanesthesia.com

Labor analgesia in Czech Republic and Slovakia: a 2015

national survey

J. Blaha,™" P. Stourad,”" M. Grochova,® R. Klozova,! S. Richterova,® P. Noskova,”
D. Seidlov4,” V. Zenkner," A. Novotny,* D. Schwarz,' J. Séamburova,® M. Kosinova,
Ch. Kufa,"” M. Kirchnerovd,' J. Mackova,’ L. Varosova,“ R. Tobolakova, J. Cepak,™
J. Firment®, OBAAMA-INT Study Group *

b

Appendix B. Basic characteristics of parturients receiving labor analgesia

CZE (n=794) SVK (n=332)
Age (v)' n—787 n—330
30.2 (+5.0)/30.2 (21.9-38.4) 30.0 (+4.8)/29.9 (21.7-37.6)
<25 111 (14.0) 56 (16.9)
26-30 272 (34.3) 110 (33.1)
31-35 63367 108 (32.5)
—36 40 119 (15.0) 51 (13.4)
— =40 18 (2.3) 5 (1.5) >
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HYPOTENZE NA PORODNIM SALE

24-year-old woman with dilated cardiomyopathy secondary to Marfan syndrome, aortic arch, aortic valve
and mitral valve replacements and a left ventricular ejection fraction of 37%. Epidural anesthesia with 2%
lidocaine 20 mL, epinephrine and fentanyl 100 mcg
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Beaudry. Int J Obstet Anesth. 2016 Feb;25:82-5
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HYPOTENZE NA PORODNIM SALE
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Diagnostika a lécba zivot ohrozujiciho krvaceni
u dospélych pacientu vintenzivni a perioperacni péci

Cesko-slovensky mezioborovy doporu¢eny postup

Blatny J., Bldha J., Cvachovec K., Cerny V.*, Firment J., Kubisz P., Kvasni¢ka J., Masopust J., Penka M., Salaj P.,

Stasko J., Zahorec R., Zykova l.

Ceska spole¢nost anesteziologie, resuscitace a intenzivni mediciny CLS JEP

Ceska spole¢nost pro trombézu a hemostazu CLS JEP

Ceska hematologicka spoleé¢nost CLS JEP

Slovenska spoloénost anestéziologie a intenzivne] mediciny Slovenskej lekarskej spoloénosti
Slovenska spoloénost hemostazy a trombdzy Slovenskej lekarskej spolo¢nosti

Ceska spole¢nost intenzivni mediciny CLS JEP

Anest intenziv Med. 2017:.28:263-269

2.5.3
PouZiti syntetickych koloidi v tekutinové resuscitaci u pacientii se ZOK doporuujeme vyhradit

pro situace, kde jsou krystaloidni roztoky povazovany za nedostacujici k dosazeni a/nebo udrzeni
hemodynamickych cild resuscitace. (1)§

2.5.4
@ti syntetickych koloidii doporucujeme uprednostniovat balancované roztoky Zelatiny. (2)f
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ORIGINAL ARTICLE

Impact of experimental haemodilution on platelet function, thrombin
generation and clot firmness: effects of different coagulation factor
concentrates

Carolina Caballo', Gines Escolar', Maribel Diaz-Ricart', Irene Lopez-Vilchez', Miguel Lozano', Joan
Cid', Marcos Pino', Joan Beltran?, Misericordia Basora?, Arturo Pereira', Ana M. Galan!

"Haemotherapy-Haemostasis Department, Hospital Clinic, IDIBAPS, Barcelona, *Department of Anaesthesiology,
Hospital Clinic, Barcelona, Spain

Table II - Effect of 60% hagmodilution with different crystalloids and colloids on viscoelastic properties of forming clots.

Baseline Saline Ringer lactate Plasmalyte HES 130/0.4 5% Albumin Gelatin
CT (s) 60.942.0 88.6+3.0%* 75.5+4.3* 70.3+3.2* 163.5+17.1%* 111.3+4.6%* 104.34+22.7*
CFT (s) 79.643.6 205.4+16.5%* 202.9+15.4%* 210.7+17.1%* 457.9+42 5%* 243.7+16.4%* 344.0+63.2%*
A10 (mm) 57.0+1.1 33.74+1.3%* 34.3+1.1 ** 33.8+1.3%* 23.6+1.3%* 31.3+1.0%* 28.7+3.5%%*
MCF (mm) 65.0+1.6 42.742.3%* 44.7+2.3 ** 41.042.1%* 36.543.5%* 40.7+1.8%% 40.8+2.3%%*
Legend Data are expressed as Mean = o oo VL (1 5). 2 P <0.05; **: P <0.001 vs baseline.
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Effect of Balanced Crystalloid, Gelatin and Hydroxyethyl Starch on
Coagulation Detected by Rotational Thromboelastometry In Vitro

Silvie Sevcikova, Tomas Vymazal, Miroslav Durila

Department of Anaesthesiology and Intensive Care Medicine, Second Faculty of Medicine, Charles University and Motol University Hospital,
Prague, Czech Republic

krystaloidy vs. zelatina
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Figure 5. Comparison of cougulopathy effect of crystalloid versus gelatine on coagulation measured by thromboelastometry.
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Figure 6. Comparison of coagulopathy effect of hydroxyethyl starch versus gelatine on coagulation measured by thromboelas-
tometry.

63 - 6¢, in all graphs the first column (black) shows the coagulation state of ROTEM parameter of native blood-control. The second column
represents changes in coagulation after adding hydroxyethyl starch to the native blood in respective ROTEM-EXTEM parameters: CT - clot-
FT - clot formation time, angle a, MCF - maximum clot firmness, and changes in ROTEM-FIBTEM parameters: MCF - maximum
clot firmness.
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HYPOTENZE NA PORODNIM SALE
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Anesthesiology
76:792-798, 1992

The Vascular Mechanism of Ephedrine’s Beneficial Effect on
Uterine Perfusion during Pregnancy

Chuanyao Tong, M.D.,* James C. Eisenach, M.D.1

400 - METARAMINOL

800 1 UTERINE

200 - i/}_‘—{
p—0%
100 | /

FEMORAL §/%\%*m

CONTRACTION

300

200 -~

100

CONTRACTION

I 1 T T T
10”7 1078 10738 10-4 1078

CONCENTRATION (M)

Fic. 2. Effects of metaraminol. Contraction, expressed as percent
KCl response in uterine (top) and femoral (bottom) rings with functional
endothelium from nonpregnant (circles) and pregnant (squares) ani-
mals. *P < 0.05: Dose-response curves differ between nonpregnant
and pregnant rings in both vessel types by two-way ANOVA (see table
3 for additional comparisons).
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FiG. 1. Effects of ephedrine. Contraction, expressed as percent KCI
response in uterine (top) and femoral (boitom) rings with functional en-
dothelium from nonpregnant (circles) and pregnant (squares) animals.
*P '< 0.05: dose-response curves differ between nonpregnant and

pregnant rings in both vessel types by two-way ANOVA (see table 2
for additional comparisons).
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Heesen et al. | Prophylactic phenylephrine for spinal anaesthesia Anaesthesia 2014, 69, 143-165

PE infusions E infusions Risk Ratio Risk Ratio
Study or Subgroup  Events Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% CI
Ngan Kee, 2009 * 2 45 13 45 6.9% 0.15[0.04, 0.64)
Das, 2011 14 31 18 29 28.2% 0.73 [0.45, 1.18) —.r
Ngan Kee, 2008 * 1 24 8 25 3.8% 0.13[0.02, 0.96)
Cooper, 2004 # 12 30 19 30 26.6% 0.63 [0.38, 1.06) -
Cooper, 2002 * 23 48 34 50 34.5% 0.70 [0.50, 1.00] -
Total (95% Cl) 178 179 100.0% 0.58 [0.39, 0.88] k3
Total events 52 92
Heterogeneity: Tau? = 0.09; Chi* = 7.94, df = 4 (p = 0.09); I* = 50% 0-‘0 ” o: 3 3 1f0 1 00
Test for overall effect: Z = 2.60 (p = 0.009) ’ Fav-ours PE Favours E

Figure 4 Forest plot for the rate of hypotension during caesarean section before fetal delivery: prophylactic phenyl-
ephrine (PE) infusion vs ephedrine (E) infusion. M-H, Mantel-Haenszel; Random, random-effects model.
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Randomized Double-blinded Comparison of
Norepinephrine and Phenylephrine for Maintenance
of Blood Pressure during Spinal Anesthesia for
Cesarean Delivery

Warwick D. Ngan Kee, M.B.Ch.B., M.D., EFEAN.Z.C.A., FH.K.AM.,

Shara W. Y. Lee, B.Sc.(Hons.), M.Sc., Ph.D., Floria F. Ng, R.N., B.A.Sc.,
Perpetua E. Tan, B.Sc., M.Phil., Kim S. Khaw, M.B.B.S., M.D., ER.C.A., FH.K.A.M.

ABSTRACT L iE————E

e
Background: Duri inal ar ® P . ACT 1 i ternal heart rat
i i Mo & Noradrenalin LECIV o porent o sirencrgherecep
tor activity and therefore may §§ ' . fects on heart rate and cardiac
output compared with phenyle ?\\ koncentrét pro infuzni 0zt
Methods: In a randomized, do ;§ norepinephfinum “y under spinal anesthesia were
randomized to have systolic bl:% of norepinephrine 5 pg/ml or
phenylephrine 100 pg/ml. The“ﬁ\;; re heart rate and neonatal out-
come were also compared. )
Results: Normalized cardiac ot ' group versus the phenylephrine
group (median 102.7% [interq +, P=0.004, median difference
9.8%, 95% CI of difference bet 7@NTIVA ision, for norepinephrine versus
phenylephrine, systolic blood f ~su1dC OUTpUL Were greater, systemic

vascular resistance was lower, ar. —act. Neonatal outcome was similar between groups.

N5 m!

g 5 amp. po sm
~awusion during spinal anesthesia for cesarean delivery, norepinephrine was

effective for maintaining blood pressure and was associated with greater heart rate and cardiac output compared with phenyl-
ephrine. Further work would be of interest to confirm the safety and efficacy of norepinephrine as a vasopressor in obstetric

patients. (ANESTHEsIOLOGY 2015; 122:736-45)

Conclusions: When given by comp
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Randomized Double-blinded Comparison of
Norepinephrine and Phenylephrine for Maintenance
of Blood Pressure during Spinal Anesthesia for
Cesarean Delivery B

_:ﬁ.oradrenalin Léciva

o

Kkoncentrat pro infuzni roztok

Warwick D. Ngan Kee, M.B.Ch.B., M.D., EFEAN.Z.C.A., FH.K.AM.,
Shara W. Y. Lee, B.Sc.(Hons.), M.Sc., Ph.D., Floria F. Ng, R.N., B.A.Sc., _’
Perpetua E. Tan, B.Sc., M.Phil., Kim S. Khaw, M.B.B.S., M.D., ER.C.A,, FH.
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Fig. 2. Serial changes in systolic blood pressure (A) and heart rate (B). On the left side of the panels, data are serial values for the
first 20 measurements shown as mean and SD. Because the noninvasive blood pressure monitor took a variable time to start
and complete each blood pressure measurement, tick values on the horizontal axis represent the sequential number of each
measurement made with the monitor set to an automatic 1-min cycling time rather than exact chronological time. On the right
side of the panels, bars show the area under the curve for the two groups (N = norepinephrine and P = phenylephrine) standard-
ized for each patient by dividing by the number of data points recorded and shown as median and interquartile range. Compari-
son of the calculated values for standardized area under the curve showed that systolic blood pressure was similar between
groups (P = 0.36), but heart rate was greater over time in the norepinephrine group versus the phenylephrine group (P = 0.039).
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Int J Clin Exp Med 2017;10(8):12315-12321
www.ijcem.com /ISSN:1940-5901/1JCEM0O057154

Original Article

Comparison of prophylactic bolus norepinephrine and
phenylephrine on hypotension during spinal
anesthesia for cesarean section

Ling Dong?, Qian Dong?, Xiumei Song?, Yang Liu?, Yuelan Wang?

IDepartment of Anesthesiology, Qianfoshan Hospital, Shandong University, Jinan, Shandong, China; 2Department
of Marketing, Qilu Clinical Laboratory Company, Jinan, Shandong, China

Table 3. Adverse effects Table 2. Neonatal outcomes
Norepinephrine Phenylephrine i i i
groui (n z 62) grou;/ (np= 64) Pvalue Z‘::ZF;I?E F;hg;;a grrl)zrgl(?\p: rélirf) Pvalue
Hypertension 2 (3%) 3 (5%) 0.68 Apgar scores < 8 at 1 min 0 0
Bradycardia 1 (2%) 8 (13%) 0.02 Apgar scores < 8 at 5 min 0 0
Rescue vasopressor required 3 (5%) 5 (8%) 0.5 Umbilical arterial blood gas values
Nausea 2 (3%) 3 (5%) 0.68 PH 7.31(7.28-7.32) 7.29(7.28-7.31) 049
Vomiting 0 0 PO,, kPa 16 (14-22) 15 (13-20) 0.33
Values are numbers (%). PCO,, kPa 49 (46-55) 50 (47-54) 0.64
Base excess, mmol/I -1.9(-3.210-06) -2.3(4.1t0-0.5) 0.79
Lactate, mmol/I 2.4(2.0-2.6) 2.2(1.8-2.4) 0.25
Umbilical venous blood gas values
PH 7.34(7.33-7.36) 7.33(7.21-7.35) 0.21
PO,, kPa 30 (26-33) 28 (25-31) 0.42
PCO,, kPa 43 (40-45) 44 (41-46) 0.69
Base excess, mmol/I -14(-2.210-0.5) -16(-2.4t0-0.7) 0.28
Lactate (mmol/I) 2.3(1.9-2.5) 2.2(1.6-2.4) 0.09

Values are numbers or medians (interquartile range).
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Norepinephrine Intermittent Intravenous Boluses to
Prevent Hypotension During Spinal Anesthesia for
Cesarean Delivery: A Sequential Allocation
Dose-Finding Study

Desire N. Onwochei, MBBS BSc (Hons), FRCA,* Warwick D. Ngan Kee, MBChB, MD, FANZCA, FHKCA,t

Lillia Fung, MD, FRCPC,* Kristi Downey, MSc,* Xiang Y. Ye, MSc,#

and Jose C. A. Carvalho, MD, PhD, FANZCA, FRCPC*

Dose level

P
B

4 Ineffective dose
Effective dose
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Figure 2. The patient allocation sequence and
the response to the assigned dose. The patient
sequence number (x-axis) is the order of patient
exposures using the biased coin up-and-down
(BCUD) design. The assigned dose levels (y-axis)
are 3, 4,5, 6, 7, and 8 png. An effective dose is
denoted by a circle, while an ineffective one is
denoted by a triangle.

Table 2. Observed and PAVA-Adjusted Response
Rates

Assigned Observed  PAVA-adjusted

Dose Number of Number of Response Response
(ng) Successes Patients Rate (%) Rate (%)
g 5 6 0.83 0.706
4 1 2 0.50 0.706
5 6 9 0.67 0.706
6 19 20 0.95 0.95

7 3 3 1 1

PAVA-adjusted response rates were estimated using the weighted isotonic
regression method.
Abbreviation: PAVA, pooled-adjacent-violators algorithm.
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CELKOVA ANESTEZIE u SC

'The salient characteristics of RSI were delineated by
Stept and Safar in 1970 [3].

— Preoxygenation

— Predetermined doses ot thiopental and SCh
— Cricoid force

— Avoidance of ventilation by bag and mask
— "I'racheal intubation

Sharp LM, Levy DM. Current Opinion in Anaesthesiology 2009, 22:357-361
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FGR BABIES
™ Babywebcz Baised @

Q.,‘i,,mu 6.-9. 10. Blogy | Diskuze | SoutéZe | Poradna

A | Jména | Chci dité | Tehotenstvi II:M Miminko | Batole | PfedSkolak | Zena | Sex a vztahy | Nakupy

Pied porodem Porodnice Prirozeny Komplikovany Cisarsky rez Po porodu Tipy a triky

Domd > Porod > Pfed porodem > Epiduré! — ano & ne?

Pfi porodu budete uvolnénéjsi, kdyz

1. Budete znat viechny potfebné informace o porodu. Vyhnete se tak panice.

6. Budete se o vyhodach a nevyhodach tlumeni porodnich bolesti informovat predem.
Budete mit jasno dopfedu a nebudete muset o nevyhodach ,epiduralu® premyslet
na porodnim sa

Uvédomite si, Ze porod je fyziologicky jev, na ktery je Zenské télo pfipraveno:
Stejné jako miliony Zen pred vami tu bolest prekonate, nebojte se.

13. 11. 2015 | Michaela Mazancova

http://www.babyweb.cz/epidural-ano-ci-ne (pfistup 5.10.2016)
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http://www.babyweb.cz/epidural-ano-ci-ne

Porod je fyziologicky proces a bolest je prirozenou,

fyziologickou soucasti tohoto procesu.

Tudiz porodnicka analgezie muze porodni déj nebo

plod/novorozence/matku negativné ovlivnit...

TO SNAD NE !
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VYDAVA CESKA
LEKARSKA SPOLECNOST
J. E PURKYNE

CESKA  ~
GYNEKOLOGIE

CZECH
GYNECOLOGY

CASOPIS CESKE GYNEKOLOGICKE A PORODNICKE SPOLECNOSTI
JOURNAL OF THE CZECH GYNECOLOGY AND OBSTETRICS SOCIETY

DESATERO PPP

(Pfirozeny porod v porodnici)

BB DIALOG. Usilovat o dialog, vstiicnou

o

Pracovni skupina pro porodnictvi
Ministerstva zdravotnictvi Ceské republiky

Na zdkladé mnoha protestii a Zadosti 0 zménu sou-
€asného stavu porodnictvi, které byly adresoviny
Ministerstvu zdravotnictvi, potazmoi jinym instmu-
cim, které maji ve své agendé porodnicwi, minorit-
ni, ale velmi hlasitou skupinou aktivnich porodnich
asistentek, laickych kruhi i konzumentek porodnic-
ké péce se ministr zdravotnictvi rozhodl jmenovat
. Pracovni skupinu pro porodnictvi Ministerstva
zdravotnictvi®, Ta se méla pokusit o vytvoreni kon-
senzu mezi majoritni skupinou eské odbormé i laic-
kévefejnost a témito,, bojovniky za zménu“, Ministr

FArauarnicnd imanaual An Téra nraraund cning

Neuvazenym v‘pustemm porodmch asistentek do
systému primarni péce by se jisté naplnila obava ze
vzniku chaosu v prenatalni péci, Proto pred jal
koliv rozhodnutim o zménach v prenatdlni p
nutna rozsahld diskuse a dosaZeni konsenzu véech
poskytovatelil této péle, ke krerému zatim neni
ville ze stran zastupct odbornych spole¢nost.,

Pokud jde o nemocni¢ni porodni péci, jsem to-
ho nazoru, Ze pfi zavedeni moznosti pfirozeného
porodu, vedeni fyziologickych porodii porodnimi

sledki a koncepci naseho porodnictvi, proto podle
piedstavitell, poskytovatell porodnické lékaiské
péce neni nutno v nicem ménit. Na druhé suané
existuje heterogenni skupina odbornych (porodni
asistentky) i laickych kruhti a piijemkyn porodnické
péce. Tyto, inspirovany zejména porodnickymi sys-
témy na zapad od nasich hranic, se dozaduji zmén
v koncepci nadeho porodnictvi.

Jiz po prvni schiizi této skupiny a vyslechnuti argu-
menti zicastnénych stran mi bylo jasné, Ze ziskani
podpist vech zicasménych pod zavéreény doku-

monrhndanhii¥ni na-linama¥ns nrica Nirména

rodnictvi, kterou je mozné povazovat za neuspéch,
si kladu za cil pokracovat ve svych aktivitach tyka-
jicich se psychologicko-socialnich aspektd naseho
porodnictvi, a to zejména zavedeni postupu piiro-
zeného porodu do nasich porodnickych zaiizeni,
Jsem pfesvédcen, Ze pokud se ndm to podaii, bude
planovany porod v domacnosti a dalii porodnické
vystielky v CR raritou.

Prof. MUDr. Ale3 Roztocil

DESATERO PRIROZENEHO PORODU V PORODNICI

Dokument vychazi z materiala a doporuceni vyda-
nych Svétovou zdravotnickou organizaci (WHO),
Ceskou gynekologicko-porodnickou spoleénosti
(CGPS), Détskym fondem OSN (UNICEF), Koaliciza
zlepseni sluzeb v porodnictvi (CIMS) a Mezinarodni
iniciativou za porodni péci pro matku a dité (IMBCI)
anavazuje na dlouhodobé akrivity Spoleénosti pro
zdravé rodifovstvi - APERIO a Hnuti za aktivni
matefstvi (HaM) i dalsich organizaci usilujicich
o0 zkvalitnéni porodni péée v CR.

CESKA GYNEKOLOGIE 2012, 78, .1

Prirozeny porod je fyziologicky, spontanni porod,
jehoz priibéh si aktivné urcuje sama rodicka, ve-
deny porodni asistentkou, pfi zachovani co nej-
intimnéjsi atmosféry a nejpfirozenéjsiho prostie-
di, respektujici individualni nazory matky, bez
neopodstaténych rutinnich 1ékafskych zasahit
a medikace (napfiklad za iéelem urychleni pri-
béhu poredu), bez farmakologickych prostiedka
na riSeni bolesti, podle pfani za pfitomnosti otce,
duly, pfipadné dal§ich rodinnych piislusnika.

komunikaci a empatické jednani veskerého
personalu.

INDIVIDUALNI PRISTUP. Zohlediovat
individudini pfani a potfeby rodicky

i novorozence po celou dobu pobytu

v porodnici.

INFORMOVANOST. Informovat pravdivé,
srozumitelné, bez zastradovéni a véas o viech
ukonech v ramci poskytované péce.

RESPEKT. Respektovat intimitu a soukromi
Zeny, vyvarovat se familidarnimu pfistupu
k zené.

ODBORNOST. sledovat a uplatiiovat
nejnovéjdi odborna doporuceni (odborné
spolecnosti, WHO, ENCA apod.) a lege artis
postupy.

SOUHLAS. Provadet veskeré Iékaiské
zasahy a medikaci pouze v opodstatnénych
pipadech a vzdy na zakladé informovaného
souhlasu rodicky.

BEZ POPLATKU. Nezpoplatriovat
piitomnost blizké osoby u porodu a umoznit,
aby Zenu mohlo doprovazet vice osob
najednou.

SVOBODA. volbu polohy ponechat
ve viech dobach porodnich
na rozhodnuti rodicky.

STOP SKODLIVE SEPARACI.
Podporovat rany kontakt kéze na kiz*

a samopfisatl. Zajistit nepfetrzitou blizkost
matky a ditéte po porodu i na oddéleni
3estinedéli. Vysetiovat fyziologického
novorozence na téle matky nebo v jeji tésné
blizkosti.

KOJENI. v maximaln{ mozné mife podporovat
kojent, zajistit vlidnou a praktickou pomoc,
naslouchat potfebam a pozadavkiim matky.

Prirozeny porod
v porodnici

Ko O

Babyweb cz

KVALITA OCIMA PACIEN
www. hodneceni-namocnic cx
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Pracovni skupina pro porodnictvi
Ministerstva zdravotnictvi Ceské republiky

Na zdkladé mnoha protestii a Zadosti 0 zménu sou-
€asného stavu porodnictvi, které byly adresoviny
Ministerstvu zdravotnictvi, potazmoi jinym instmu-
cim, které maji ve své agendé porodnicwi, minorit-
ni, ale velmi hlasitou skupinou aktivnich porodnich
asistentek, laickych kruhi i konzumentek porodnic-
ké péce se ministr zdravotnictvi rozhodl jmenovat
. Pracovni skupinu pro porodnictvi Ministerstva
zdravotnictvi®, Ta se méla pokusit o vytvoreni kon-
senzu mezi majoritni skupinou eské odbormé i laic-
kévefejnost a témito,, bojovniky za zménu“, Ministr

FArauarnicnd imanaual An Téra nraraund cning

Neuvazenym vpusténim porodnich asistentek do
systému primarni péce by se jisté naplnila obavaze
vzniku chaosu v prenatdlni péci, Proto pied jakym-
koliv rozhodnutim o zménach v prenatdlni péci je
nutna rozsahld diskuse a dosaZeni konsenzu véech
poskytovatelil této péle, ke krerému zatim neni
ville ze stran zastupct odbornych spole¢nost.,

Pokud jde o nemocni¢ni porodni péci, jsem to-
ho nazoru, Ze pfi zavedeni moznosti pfirozeného
porodu, vedeni fyziologickych porodii porodnimi

sledki a koncepci naseho porodnictvi, proto podle
piedstavitell, poskytovatell porodnické lékaiské
péce neni nutno v nicem ménit. Na druhé suané
existuje heterogenni skupina odbornych (porodni
asistentky) i laickych kruhti a piijemkyn porodnické
péce. Tyto, inspirovany zejména porodnickymi sys-
témy na zapad od nasich hranic, se dozaduji zmén
v koncepci nadeho porodnictvi.

Jiz po prvni schiizi této skupiny a vyslechnuti argu-
menti zicastnénych stran mi bylo jasné, Ze ziskani
podpist vech zicasménych pod zavéreény doku-

monrhndanhii¥ni na-linama¥ns nrica Nirména

rodnictvi, kterou je mozné povazovat za neuspéch,
si kladu za cil pokracovat ve svych aktivitach tyka-
jicich se psychologicko-socialnich aspektd naseho
porodnictvi, a to zejména zavedeni postupu piiro-
zeného porodu do nasich porodnickych zaiizeni,
Jsem piesvédcen, Ze pokud se ndm to podaii, bude
planovany porod v domacnosti a dalii porodnické
vystielky v CR raritou.

Prof. MUDr. Ale3 Roztocil

DESATERO PRIROZENEHO PORODU V PORODNICI

Dokument vychazi z materiala a doporuceni vyda-
nych Svétovou zdravotnickou organizaci (WHO),
Ceskou gynekologicko-porodnickou spoleénosti
(CGPS), Détskym fondem OSN (UNICEF), Koaliciza
zlepseni sluzeb v porodnictvi (CIMS) a Mezinarodni
iniciativou za porodni péci pro matku a dité (IMBCI)
anavazuje na dlouhodobé akrivity Spoleénosti pro
zdravé rodifovstvi - APERIO a Hnuti za aktivni
matefstvi (HaM) i dalsich organizaci usilujicich
o0 zkvalitnéni porodni péée v CR.

110 CESKAGYNEKOLOGIE 201378, .1

Prirozeny porod je fyziologicky, spontanni pored,
jehoz priibéh si aktivné urcuje sama rodicka, ve-
deny porodni asistentkou, pfi zachovani co nej-

di, respektujici individualni nazory matky, bez
neopodstaténych rutinnich 1ékafskych zasahit
a medikace (napfiklad za iéelem urychleni pri-
béhu poredu), bez farmakologickych prostiedka
na riSeni bolesti, podle pfani za pfitomnosti otce,
duly, pfipadné dal§ich rodinnych piislusnika.

Povinnosti certifikovaného zarizeni bude zlep-
Sovat ukazatele u téchto vykonii:

e Epidural - porod s epidurdlni analgezii pod 5 %
z celkového poctu fyziologickych porodii (nevzta-
huje se na porody cisafskym fezem).
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Why is Labor Long in Humans?

[
7~ \
Stage 1 Stage 2

® Dilation and ® Expulsion of fetus
Effacement of cervix  ® Mean = 50 minutes in

® Mean = 14 hours in first births
first birth ® 20 minutes in later
births

Why is Labor Long in Humans?

Hiiiiiiiis _

Chimpanzees

Gorilla

T

Baboon

0 100 200 300 400 500 600 700 800

Minutes

B First Stage: Dilation and Effacement of Cervix
O Second Stage: Expulsion of Fetus

Dr. Cheryll Knott (http://sites.fas.harvard.edu/~anth1380/Slides/Lecture%2017.pdf)
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Epidural IM/IV Opioid OR OR

Study n/N n/N (95%Cl Random) (95%C! Random)

Clark 1998 157156 227162 0.68 [0.34,1.36]

Sharma 2000 11/170 151172 0.72 [0.32,1.63)
Bupivacaine 0.195% Sharma 1997 13/358 16/ 357 0.80 [0.38,1.70]

Hptvacaine 1. L=o Howell 2001 13/ 175 16 /178 0.81[0.38,1.74]

Loughan 2000 36/304 40/ 310 0.91[0.56,1.47]

Muir 2000 11797 9/88 -t 1.12[0.44,2.85]
Bubivacaine 0.95% Ramin 1995 43/ 664 37 /666 - 1.18[0.75,1.85]

upivacaine t.237 Muir 1996 3/28 2122 —p— 1.20{0.18,7.89]

Philipsen 1989,1990 10/ 57 6/54 —t— 1.70[0.57,5.06]

Bofill 1997 5/49 3151 —f- 1.82[0.41,8.06]
l%"])i\'-‘lcnjn{\ ”:";f; Thorp 1993 12 ! 48 1 )J 45 — 14.67[1.82,1 18.23]

Robinson (2) 1980 0117 0/18 Not Estimable

Robinson (1) 1980 0/28 0/30 Not Estimable

Nikkola 1997 0/10 0/10 Not Estimable

Total (95%Cl) 172/2161 16772136 ¢ 1,00[0.77,1.28}

T 1 T T
001 .02 1 50 1000
Favors Epidural Favors IV/IM opioid

Figure. Overall cesarean delivery rate for each randomized study. Individual and pooled (total) odds ratios (OR) and 95%

confidence intervals (C/) are shown. Odds ratios were not estimable for the 3 studies with no cesarean deliveries. Fach

box is centered at the point estimate of the OR and is proportional in size to the number of patients in the study. The

bars indicate 95% Cls. The center of the diamond represents the point estimate of the pooled OR, and the length of the dia-

mond is proportional to the pooled 95% CIL

Leighton BL et al. Am J Obstet Gynecol 2002;186:569-77
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Fig 1. Epidural analgesia and cesarean and instrumental vaginal Before After
CIEHVEW rates of 1000 consecutive mllliparculs women in sponta- Fig 1. Epidural analgesia use during labor and cesarean delivery rates both overall and for dystocia among nullipa-
neous labor at term in 3 different years. rous women, 1992-1996.
Table 1. Demographic details of 1000 consecutive nulliparous women in each of 3 different years
1987 1992 1994 Staistical stgnificance
Maternal age (v, 249 253 26.3 f=174. P< 001
G 1 (wk 400 398 40.1 NS
l}-![] \I\%f ]Jd‘( 2 ?\._ ot
Y S i ira o Zhang J, Yancey MK et al. Am J Obstet Gynecol 2001;185:128-34
lysis of v

Impey L et al. Am J Obstet Gynecol 2000;182:358-63
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Effect of labor analgesia on labor outcome
Stephen H. Halpern and Faraj W. Abdallah

University of Toronto and Sunnybrook Health Sciences
Centre, Division of QObstetrical Anesthesia, Toronto,
Canada
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e-mail: Stephen.Halpern@sunnybrock.ca

Current Opinion in Anaesthesiology 2010,
23:.317-322

Purpose of review

Labor is among the most painful experiences that humans encounter. Neuraxial
analgesia is the most effective means of treating this pain. In this review, we discussed
the effect of neuraxial analgesia on the progress of labor when compared with parenteral
opioids. We then compared initiation of analgesia with a combined spinal—epidural
technique (CSE) to conventional epidural analgesia. Finally we discussed the impact of
neuraxial analgesia, given early in labor, compared with later administration.

Recent findings

Compared with parenteral opioids, neuraxial analgesia does not increase the incidence
of cesarean section, although it is associated with a longer (~16 min) second stage
of labor. The incidence of operative vaginal delivery is higher in the epidural group
but this may be due to indirect reasons such as changes in physician behavior. There
was no difference in labor outcome when CSE was compared with low-concentration
epidural analgesia, but higher concentrations may prolong labor. Early administration of
neuraxial analgesia does not increase the incidence of operative delivery or prolong
la
Summary

Neuraxial analgesia does not interfere with the progress or outcome of labor. There is no
need to withhold neuraxial analgesia until the active stage of labor.

{® K KO§ICE 28.11.2018

Keywords
analgesia, cesarean section, combined spinal—epidural, epidural, labor pain, progress
of labor

Curr Opin Anaesthesiol 23:317-322
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Early versus late epidural analgesia and risk of
instrumental delivery in nulliparous women:
a systematic review

MMLH Wassen,? J Zuijlen,® FIME Roumen,® LJIM Smits,Y MA Marcus,® JG Nijhuis?

Favours early EA Control Risk ratio Risk ratio
Study or subgroup Events Total Events Total Weight M-H, Fixed, 95% ClI Year M-H, Fixed, 95% CI
Luxman 1998 2 30 3 30 0.2% 0.67 [0.12, 3.71] 1998
Wong 2005 65 366 75 362 4.5% 0.86 [0.64, 1.16] 2005 T
Ohel 2006 28 221 25 228 1.5% 1.16 [0.70, 1.92] 2006 e
Wang 2009 1486 6394 1456 6399 86.4% 1.02 [0.96, 1.09] 2009
Wong 2009 134 406 126 400 7.5% 1.05[0.86, 1.28] 2009
Total (95% CI) 7417 7419 100.0% 1.02 [0.96, 1.08]
Total events 1715 1685

H ity: Chiz = 1.84, df = 4 (P = 0.77); 12 = 09 —t—
oot oo a7 =% 01 02 05 1 2 5

-CEEES {@; K KOSICE 28112018
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Test for overall effect: £ = 0.57 (P = 0.57) Favours early EA Favours control
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intenzivni mediciny (CSARIM) CLS JEP
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vybor Ceské spolecnosti porodnich asistentek (CSPA)

ANALGEZIE U VAGINALNIHO
PORODU

Doporuceny postup

Ceské gynekologické a porodnické spole¢nosti (CGPS) _
Ceské lekarské spolecnosti Jana Evangelisty Purkyné (CLS JEP)

Pracovni skupina: Blaha J.!, Cerny V.2345 Jank( P.6, Kamenikova M.”, Kokrdova Z.%, Korbel M.2,
Noskova P.!, Pafizek A.%, Pafizkova P."°, Seidlova D.", Stouraé¢ P."2, Trenkler $.”

Svédsko 50%
Irsko 60%
USA 72%
Izrael 45%
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Labor analgesia in Czech Republic and Slovakia: a 2015
national survey

J.Blaha® ' P. Stourac® ' 2 & M. Grochova & R. Klozova ?, S. Richterova ®, P. Noskova 2, D. Seidlova &, V.
Zenkner %, A. Novetny 2, D. Schwarz ®, J. $&amburova @, M. Kosinova &, Ch. Kufa ", M. Kirchnerova |, J. Mackova |,

L. Varogova " R. Tobolakova ', J. Cepak ™ ... J. Firment ©
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Weiniger CF et al. Int J Obstet Anesth 2010; 19(4):410-416

The Swedish Medical Birth Register 1973-2010
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Epiduralni porodnicka analgezie:
10,6% porodt

OKARIM o,

Veeobecni fakultni nemocnice v Praze



International Journal of Obstetric Anesthesia (2018) 35, 42-51 ,')

0959-289X/$ - see front matter © 2018 Elsevier Ltd. All rights reserved.

https://doi.org/10.1016/j.ijoa.2018.04.001 LA

ORIGINAL ARTICLE ELSEVIER

www.obstetanesthesia.com

Labor analgesia in Czech Republic and Slovakia: a 2015

national survey

J. Blaha,™" P. Stourad,”" M. Grochova,® R. Klozova,! S. Richterova,® P. Noskova,”
D. Seidlova,® V. Zenkner,” A. Novotny,” D. Schwarz,' J. S¢amburova,® M. Kosinova,
Ch. Kufa,"” M. Kirchnerovd,' J. Mackova,’ L. Varosova,“ R. Tobolakova, J. Cepak,™
J. Firment®, OBAAMA-INT Study Group *

b

Table 3 Administration of epidural labor analgesia in CZE and SVK

CZE SVK
Number of deliveries (minus number of elective CS) n=6540 n=2471
Epidural analgesia (total) 11.8 (11.1-12.5) 13.3 (12.1-14.5)
Epidural analgesia (total, weighted estimate)” 12.2 (11.5-12.9) 13.7 (12.5-14.9)
University centers 17.3 (16.0-18.6) 20.8 (18.2-23.4)
Regional centers 7.0 (5.3-8.7) 11.7 (9.5-13.8)
Local centers 7.3 (6.5-8.0) 7.4 (6.2-8.7)

CZE, Czech Republic; SVK, Slovakia. Data are presented as % (95% confidence interval).
*Weighted on number of all deliveries minus number of cesarean deliveries in participating centers for the study period. CS = cesarean section.
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