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Compilation

« Déclenchement de I’accouchement »

Méthode de travail : Nous avons sélectionné 51 fiches parmi les 75 contenant le

mot-clé « Déclenchement » dans la base de données de ' AFAR, fin juillet 2004.

Convention : Le numéro entre [crochets] est celui de la fiche dans la base de données.

Les services qu
font autour de
20 % de

décl enchenent s
ont environ 2 %
de césari ennes.
Par contre, |es
services qui
font autour de
50 % ont 6 % de
césariennes. |
senbl e donc
qu' il faille
garder une
certai ne nesure
N en fai sons-
nous pas trop ?

[877] Si 1’on admet | es avantages :

- Amélioration de |la sécurité des nai ssances,
- Accessibilité a |la péridurale,

- Organisation individuelle et collective de
| " obst étri que noderne

Il faut néannmpi ns pratiquer une anal yse autocriti que.
Trois probl émes se posent

Le prenier danger est celui de la prématurité induite,
il faut savoir attendre quel ques jours nénme quand |l e co
est trés favorable plutét que de décl encher trop preés
des 38 senmi nes.

Le deuxi éme danger est une réflexion d obstétricien qui
dit : la décision de déclencher le travail est une
déci si on responsable, il ne faut pas que cel a devi enne
une responsabilité transfornée en culpabilité, c' est a
dire que nous avons tous nmal vécu le fait qu’un

décl enchenent ne se passe pas conme il avait été prévu

Par rapport a |’ accouchenent spontané ou |’ obstétricien
est considéré come | e sauveur et par rapport au

décl enchenent médical ou |la feme est prévenue des

ri sques de pathol ogie et du risque de césarienne, dans
| e décl enchenent de principe, on se sent responsabl e

d’ ou des déviations dans |a décision obstétricale
difficile & prendre dans ces cas.

Comme disait MALINAS, dans |e décl enchenent,
|"objectivité et la sérénité doivent étre mses a

| " honneur. On pratique parfois |les césariennes trop tot
par manque de patience mais parfois aussi trop tard, ce
qui expliquerait le taux de norbidité un peu él evé.

Troi si éme danger
obstétricales "

Dével oppenent de politiques
actives "

Il n'y a sans doute pas de taux idéal de décl enchenent
mai s i ncont establ ement entre 10 % de décl enchenents et
50 % les cas ne sont pas |les nénmes. Le probl éme est de
savoir si en augnentant de facon inportante le taux de

Source et mises a jour de ce document : http:/ /afar.ws/compilations/declenchement-compil.pdf
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décl enchenent, on ne devient pas nocif en décl enchant
dans des conditions nedi ocres.

Plus il y a de décl enchenments et plus il
décl encherments difficiles; i
ou 35 %

y a de
se peut qu’ au dela de 30
on rentre dans une certaine pathol ogi e

Les services qui font autour de 20 % de décl enchenents
ont environ 2 % de césariennes. Par contre, |es services
qui font autour de 50 % ont 6 % de césariennes.

Il senble donc qu' il faille garder une certaine nesure
N en faisons-nous pas trop ? J' étais prét il y a

quel ques nois a augrmenter non taux de décl enchenents
nai s je pense naintenant revenir un peu en arriére, un
taux de décl enchenent de 30 a 40% nme senbl ant idéa

Guerre, Philippe. L'induction artificielle du travai
est-elle susceptible d entrainer un risque foetal ?
Congreés « La programmation systématique de

| " accouchenment », 19 novenbre 1994, Bor deaux,
Gynécol ogi e de Bor deaux.

Col | ége de

http://ww. gyneweb. fr/ Sour ces/ obst etri que/ bx/ 94/ souf f oe.
ht m

Le décl enchenent
de

| accouchenment
est paradoxal :

il fonctionne au
m eux quand on
en a |l e noins

[22] *“Déclenchenent du travail: c’est la Nature qui

sait le meux que faire.” -- Le décl enchenent de

| " accouchement est paradoxal: il fonctionne au m eux
quand on en a |l e nbins besoin, et il échoue souvent
quand on en a le plus besoin. De plus, il est souvent a
| a source méne des probl énes qu’il est supposé prévenir

besoin, et il Goer, Henci. Induction of Labor: Modther Nature Knows
échoue souvent Best. In “The Thinking Wnman's Guide to a Better Birth.
quand on en a le |Practical Information for a Safe, Satisfying
pl us besoi n. Childbirth.” New York: Berkley, p.49-74
http://ww. henci goer. con betterbirth/
Remar ques
Pour conmander |’ ouvrage
http://ww. amazon. fr/ exec/ obi dos/ ASI N 0399525173/
Aucune donnée ni [36] “Dépassenent de terne: déclenchenent, ou
aucun indi ce ne surveiller et attendre?”
prouve que |le
décl enchenent Myt he: Pour éviter tout problénme, le travail devrait

systémati que a
n'inporte que
age gestationne
n anéliore les
résultats
péri nat aux.

étre déclenché en cas de dépassenent du terne de deux
(ou méne une) senmines.

Réalité: |l apparait dans toute la littérature
scientifique gqu’ aucune donnée ni aucun indice ne prouve
que | e décl enchenent systématique a n’inporte quel age
gestationnel n améliore les résultats périnataux.

Goer, Henci. Postdates Pregnancy: |nduction Versus

Wat ching and Waiting. In “Qostetric Myths Versus
Research Realities: A @uide to the Medical Literature.”
Westport: Bergin & Garvey, p.180-202

Alliance Francophone pour I’ Accouchement Respecté <http:/ /afar.info>
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http://ww. henci goer. conf obnyt h/ epi s. ht n

Remar ques

Pour commander |’ ouvrage

http://ww. amazon. conl exec/ obi dos/t g/ detail /-
/ 0897894278/

L’ acconpagnenent
gl obal réduit le
nonbr e des

i nterventions.

[718] OBJECTIVE: To review random sed controlled trials
of alternative maternity services characterised by
continuity of mdw fery care

METHCODS: A systematic review of random sed controlled
trials, analysed on an intention to treat basis, in

whi ch the study intervention was characterised by a
mdw fe or snall group of nidw ves providing care from
early pregnancy to the postnatal period (defined as that
provided on the postnatal ward); and the controls by
standard maternity care as practised in the place where
the trial was conducted. The seven trials identified

i ncluded 9148 wonen. Main outcone nmeasures were

i nterventions during | abour, maternal outcones and

i nfant out comnes.

RESULTS: The alternative nodels with continuity of

m dwi fery care were associated with | ess use of
obstetric interventions during |abour (eg, induction,
augnent ati on of |abour, electronic fetal nonitoring,
obstetric anal gesia, instrunental vaginal delivery and
epi si otony). However, the caesarean section rate did not
differ statistically between the trial groups (OR 0.91
95% Cl 0.78 to 1.05). The |l ower episiotonmy rate in the
alternative nodels of care (OR 0.69; 95% Cl 0.61 to
0.77) was associated with a significantly higher rate of
perineal tears in the pooled alternative groups (OR
1.15; 95% Cl 1.05 to 1.26). The percentage of intact
perineuns was very simlar for the two groups (OR 1.11;
95% Cl 1.00 to 1.24). There was no maternal death, and
rates of maternal conplications based on unpool ed
estimates did not show any statistically significant

di fferences. The proportion of babies with an Apgar
score < 7 at five minutes after the birth was

approxi mately the sane in the pooled alternative groups
as in the control groups (OR 1.13 95% Cl 0.69 to 1.84).
Adm ssion to intensive care or special care baby unit
was simlar (OR 0.86; 95%Cl 0.71 to 1.04). The
difference in perinatal deaths was bordering on
statistical significance (OR 1.60; 95% Cl 0.99 to 2.59).

CONCLUSI ON: Continuity of mdw fery care is associ ated
with [ower intervention rates than standard maternity
care. No statistically significant differences were
observed in maternal and infant outcones. However, nore
research i s necessary to nmake definite concl usions about
safety, for the infant as well as for the mother. This
reviewillustrates the variation in the different nodels
of alternative and standard maternity care, and thus the
probl ens associated with pooling data fromdifferent
trials.

Alliance Francophone pour I’ Accouchement Respecté <http:/ /afar.info>
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Wal denstrom U, Turnbull D. A systematic review
conparing continuity of mdw fery care with standard
maternity services

Br J hstet Gynaecol. 1998 Nov; 105(11):1160-70
http://ww. ncbi.nl mnih.gov/entrez/query.fcgi ?cnd=Retrie
ve&db=pubned&dopt =Abstract & i st _ui ds=9853764

Les taux de
ruptures

ut éri nes dans
des tentatives
d’ accouchenent
vagi nal apreés
une ou deux
césari ennes sont
de 0.8 et 3. 7%
respectivenent.
(Péri ode

d’ observati on
1984-1996)

[330] OBJECTIVE: W sought to determ ne whether there
is adifference in the rate of synptomatic uterine
rupture after a trial of labor in wonmen who have had 1
versus 2 prior cesarean deliveries.

STUDY DESI GN: The nedical records of all wonmen with a
history of either 1 or 2 prior cesarean deliveries who
el ected to undergo a trial of |abor during a 12-year
period (July 1984-June 1996) at the Brigham and Wnen’s
Hospital were reviewed. Rates of uterine rupture were
compared for these 2 groups. Potential confounding

vari abl es were controlled by using |ogistic regression
anal yses.

RESULTS: Wbnen with 1 prior cesarean delivery (n = 3757)
had a rate of uterine rupture of 0.8% whereas wonen
with 2 prior cesarean deliveries (n = 134) had a rate of
uterine rupture of 3.7% (P =.001). In a logistic
regression analysis that was controlled for materna

age, use of epidural anal gesia, oxytocin induction,
oxytocin augnmentation, the use of prostaglandin E(2)
gel, birth weight, gestational age, type of prior
hysterotony, year of trial of |abor, and prior vagina
delivery, the odds ratio for uterine rupture in those
patients with 2 prior cesarean deliveries was 4.8 (95%
confidence interval, 1.8-13. 2)

CONCLUSI ONS: Worren with a history of 2 prior cesarean
deliveries have an alnost 5-fold greater risk of uterine
rupture than those with only 1 prior cesarean delivery.

Caughey AB, Shipp TD, Repke JT, Zelop CM Cohen A

Li eberman E. Rate of uterine rupture during a trial of
| abor in wonen with one or two prior cesarean

del i veri es.

Am J Obstet Gynecol. 1999 Cct; 181(4):872-6

http://ww. ncbi.nl mnih.gov/entrez/query.fcgi ?cnd=Retrie
ve&db=PubMed&l i st _ui ds=10521745&dopt =Abstr act

Le taux de
ruptures

ut éri nes est
multiplié par 4
a 6 en cas de
décl enchenent

avec
accél ération du
travail, dans

une tentative
d’ accouchenent

[331] OBJECTIVE: CQur purpose was to exam ne the risk of
uterine rupture during induction or augmentation of
[ abor in gravid women with 1 prior cesarean delivery.

STUDY DESI GN: The nedical records of all gravid wonmen
with history of cesarean delivery who attenpted a trial
of labor during a 12-year period at a single center were
reviewed. The current analysis was limted to wonen at
termwith 1 prior cesarean delivery and no ot her
deliveries. The rate of uterine rupture in gravid wonen
wi thin that group undergoi ng i nduction was conpared with

Alliance Francophone pour I’ Accouchement Respecté <http:/ /afar.info>
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vagi nal apreés
une césarienne

that in spontaneously |aboring wonen. The associ ati on of
oxytocin induction, oxytocin augnmentation, and use of
prostaglandin E(2) gel with uterine rupture was

determi ned. Logistic regression analysis was used to
exam ne these associations, with control for confounding
factors.

RESULTS: OF 2774 wonen in the analysis, 2214 had

spont aneous onset of |abor and 560 wonen had | abor

i nduced with oxytocin or prostaglandin E(2) gel. The
overall rate of rupture anpbng all patients with

i nduction of |abor was 2.3% in conparison with 0.7%
among woren with spontaneous |abor (P =.001). Anong 1072
patients receiving oxytocin augnentation, the rate of
uterine rupture was 1.0% in conmparison with 0.4%in
nonaugnent ed, spontaneously |aboring patients (P =.1).
In a logistic regression nodel with control for birth
wei ght, use of epidural, duration of |abor, maternal
age, year of delivery, and years since last birth,

i nduction with oxytocin was associated with a 4.6-fold

i ncreased risk of uterine rupture conmpared with no
oxytocin use (95% confidence interval, 1.5-14.1). In

t hat nodel, augnentation with oxytocin was associ at ed
with an odds ratio of 2.3 (95% confidence interval, O.8-
7.0), and use of prostaglandin E(2) gel was associated
with an odds ratio of 3.2 (95% confidence interval, 0.9-
10.9). These differences were not statistically
significant.

CONCLUSI ON: I nduction of labor with oxytocin is
associated with an increased rate of uterine rupture in
gravid woren with 1 prior uterine scar in conparison
with the rate in spontaneously |aboring wonen. Although
the rate of uterine rupture was not statistically

i ncreased during oxytocin augnentation, use of oxytocin
in such cases should proceed with caution.

Zelop CM Shipp TD, Repke JT, Cohen A, Caughey AB

Li eberman E. Uterine rupture during induced or
augnented | abor in gravid women with one prior cesarean
delivery

Am J Obstet Gynecol. 1999 Cct; 181(4): 882-6.

http://ww. ncbi.nl mnih.gov/entrez/query.fcgi ?cnd=Retrie
ve&db=PubMed&l i st ui ds=10521747&dopt =Abst r act

Fact eurs de

ri sque de
rupture utérine
pendant un essa
d’ accouchenent
vagi nal :

not amment | e
décl enchenent,
avec ou sans
ammi otom e, et
la maturation
artificielle du
col

[299] The purpose of this study is to identify
pregnancy and | abor factors that place wonen at
increased risk for synptomatic uterine rupture during
trial of |abor follow ng cesarean section. The study
popul ati on consisted of 16 wonmen with uterine rupture
after a trial of I|abor who were conpared with 32 wonen
Wi thout uterine rupture after a trial of |abor.

Using a case-control study design with a 1:2 match, we
exam ned risk factors that m ght be associated with an
i ncreased risk of uterine rupture. Cases were nore
likely to have an induction of |abor with the use of
oxytocin and/or ammiotony (56 vs. 349 and nore likely

Alliance Francophone pour I’ Accouchement Respecté <http:/ /afar.info>
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to undergo augmentation with oxytocin (25 vs. 19% in
conparison with controls. In addition, cases were nore
likely to be given oxytocin (for either induction or
augnentation) (75 vs. 50% and cervical ripening agents
(31 vs. 9% versus controls.

Neonates born after uterine rupture had a higher rate of
significant acidosis (pH < 7.0, 57 vs. 0% p = 0.0002)
and | ower Apgar scores. There was a significantly higher
risk of maternal infection (36 vs. 3% p = 0.003),
transfusion (13 vs. 0% p = 0.03), and |onger |ength of
stay in patients with uterine rupture.

There is a trend for increased use of augnentation and
i nduction agents to be associated with uterine rupture.
Serious maternal and fetal norbidities are increased
follow ng uterine rupture.

Mles AL, Monga M Waller DK, Dande D, Pschirrer ER
Ri sk factors for synptonatic uterine rupture during a
trial of labor: the 1990s.

Am J Perinatol. 2000;17(7):385-9

http://ww. ncbi.nl mnih.gov/entrez/query.fcgi ?cnd=Retrie
ve&db=PubMed&l i st ui ds=12141526&dopt =Abst r act

Et ude des effets
de

["inpl émentation
d’ un protocol e
pour le

décl enchenment de
| accouchenment

[314] BACKGROUND: To exanine the effect of
i mpl enment ati on of guidelines for induction of |abor on
the process of care and outconme neasures.

METHOD: Gui delines for induction of |abor were

i npl emented in January 1996 followi ng an audit report
identifying inconsistency in clinical practice. A
prospective audit was carried out follow ng the

i npl ementation of a new strategy directed towards pre-

i nduction cervical ripening in nulliparae with

unf avorabl e cervices and the use of | ow dosages of

vagi nal prostaglandin E2 for induction of |abor. Level
of conpliance and outcone nmeasures were conpared before
and after inplenmentation of guidelines.

RESULTS: In the period of January 1995 to Novenber 1997,
1, 230 wonren were induced with a singleton viable
pregnancy in a cephalic presentation with a gestationa
age > or = 37 weeks with no history of rupture of

menbr anes or cesarean section. Conpleted fornms were
avail abl e for 1,147 wonen (370, 421 and 356 in 1995

1996 and 1997, respectively). Among nul liparous wonen,
there was a reduction in the nunber of wonen who were
admtted with cervical score of < or =4 (24% 40% and
54%in 1997, 1996, and 1995, respectively; p=0.0001), an
i ncrease in the nunber of wonen who had ammi ot ony on

adm ssion (32% 25%and 12%in 1997, 1996, and 1995,
respectively; p=0.0001) and a shorter induction-delivery
interval. No change in outcone neasures was noted anong
mul ti parous wonen despite reduced dose of prostaglandin
E2 used for induction of labor. A marginal reduction of
bot h Cesarean section and failed induction rates were

Alliance Francophone pour I’ Accouchement Respecté <http:/ /afar.info>
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noted in both nulliparae and mul tiparae. Level of
conpliance inmproved with successive rounds of audit.

CONCLUSI ON: Explicit guidelines do inprove clinica
practice, when introduced and nonitored in the context
of rigorous eval uations. However, the size of

i mprovenent coul d vary.

Mousa HA, Mahnmood TA. Do practice guidelines guide
practice? A prospective audit of induction of |abor
three years experience.

Acta Qbstet Gynecol Scand. 2000 Dec; 79(12):1086-92.

http://ww. bl ackwel | -
syner gy. conif openur | ?genre=arti cl e&si d=nl m pubmed& ssn=00
01- 6349&dat e=2000&vol ume=79&i ssue=128&spage=1086

Le décl enchenent
de

| accouchenment
par ammiotom e
pr écoce augmente
| es taux de
césari ennes.

[403] OBJECTIVE: To evaluate the effect of early

ami otonmy in termgestation on the node of delivery and
pregnancy outcome in conparison with premature rupture
of menbranes (PROM and oxytocin induction

STUDY DESI G\: The study popul ation consisted of 60
consecutive parturients induced by early amiotony. The
two conparison groups were 147 wonen admitted with term
PROM and 65 patients induced by oxytocin. Al study
partici pants were eval uated prospectively and had
unfavorabl e cervical scores.

RESULTS: The duration of the first stage of |abor was
significantly longer in the PROM group (987.8 +/- 572.3
mn) as conpared with the early amiotony group (615.0
+/- 389.6 min) and the oxytocin induction group (650.9
+/- 349.5 nmin, P<0.001). H gher rates of CS were found
in the study group (26.7% as conpared to the controls
(11.6% in the PROM and 16.9% i n the oxytocin groups,
p=0. 012). Neonatal outcome was similar in all groups. A
stratified analysis conparing the risk of CS while
controlling for a previous one did not show a
significant difference between the early amiotony and
the oxytocin adm nistration groups.

CONCLUSI ONS: Early ammiotony is associated with a higher
rate of CS. Wiile controlling for a previous CS, both
ways of induction were conparable. In order to decrease
the CS rates, induction should probably start with
cervical ripening techniques in order to inmprove the

Bi shop scores.

Shei ner E, Segal D, ShohamVardi |, Ben-Tov J, Katz M
Mazor M  The inpact of early amiotony on node of
del i very and pregnancy outcone.

Arch Gynecol bstet. 2000 Sep; 264(2): 63-7

http://ww. springerlink.conf app/hore/ contribution. asp?wa
sp=99a0lhcr xt p4kqnmBng86&r ef er r er =par ent &ackt o=i ssue, 2, 1
5;journal, 22,50; |inkingpublicationresults,id: 100399, 1

Et ude de | a

[404] BACKGROUND: Ami otony (deliberate rupture of the
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prati que de

| " ami ot oni e
seul e pour le
décl enchenent :
pas de
concl usi on

pr éci se.

nmenbranes) is a sinple procedure which can be used al one
for induction of |labour if the menbranes are accessible,
t hus avoi ding the need for pharnmacol ogi cal intervention.
However, the time interval fromamiotonmy to established
| abour may not be acceptable to clinicians and wonen,
and in a nunber of cases |abour may not ensue. This is
one of a series of reviews of nethods of cervica

ri pening and | abour induction using standardi sed

nmet hodol ogy.

OBJECTI VES: To determne the effects of ammi otony al one
for third trimester |abour induction in women with a
live fetus.

SEARCH STRATEGY: The Cochrane Pregnancy and Childbirth
Goup trials register, the Cochrane Controlled trials
regi ster and bibliographies of rel evant papers.

SELECTI ON CRI TERI A: The criteria for inclusion included
the following: (1) clinical trials conparing ammi otony
alone for third trimester cervical ripening or |abour

i nduction with placebo/no treatnent or other nethods
listed above it on a predefined list of |abour induction
met hods; (2) random or pseudo-random allocation to the
treatnent or control group; (3) ideally adequate

al | ocati on conceal nent (4) violations of allocated
managenent not sufficient to materially affect
conclusions; (5) clinically neaningful outcome measures
reported; (6) data available for analysis according to
the random al l ocation; (7) mssing data insufficient to
materially affect the concl usions.

DATA COLLECTI ON AND ANALYSIS: This is one of a series of
reviews of nethods of cervical ripening and | abour

i nduction using standardi sed nmet hodol ogy. A strategy was
devel oped to deal with the |arge volune and conplexity
of trial data relating to | abour induction. This

i nvol ved a two-stage nethod of data extraction. The
initial data extraction was done centrally, and

i ncorporated into the series of primary reviews arranged
by met hods of induction of |abour. The data fromthe
primary reviews will be incorporated into a series of
secondary reviews, arranged by category of woman to
reflect clinical scenarios. To avoid duplication of data
in the primary reviews, the |abour induction nethods
have been listed in a specific order, fromone to 25.
Each primary review includes conparisons between one of
the methods (fromtwo to 25) with only those nethods
above it on the list. This review includes conparisons
bet ween ammi ot ony al one (nunber 5 on the list) with only
t hose net hods above it on the list (no treatnent /

pl acebo; intravagi nal prostaglandins; intracervica
prost agl andi ns; and oxytocin al one).

MAI N RESULTS: Two trials conprising 50 and 260 wonen
respectively were eligible for inclusion in this review
No concl usions could be drawn from conpari sons of
ami ot ony al one versus no intervention, and amni ot ony
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al one versus oxytocin alone (snall trial, only one pre-
speci fied outcone reported). No trials conpared

ami otomy alone with intracervical prostaglandins. One
trial conpared ammiotony alone with a single dose of
vagi nal prostaglandins for wonmen with a favourable
cervix, and found a significant increase in the need for
oxytocin augnentation in the amiotony al one group (44%
versus 15% RR 2.85, 95% Cl 1.82-4.46). This should be
viewed with caution as this was the result of a single
centre trial. Furthernore, secondary intervention
occurred 4 hours after amiotony, and this time interva
may not have been appropriate

REVI EMER S CONCLUSI ONS: Data is |acking about the val ue
of ammi otony al one for induction of |abour. While there
are now ot her nodern net hods avail abl e for induction of

| abour (pharnmacol ogi cal agents), there renain clinica
scenari os where ammiotony al one may be desirable and
appropriate, and this nmethod is worthy of further
research. This research shoul d include eval uati on of the
appropriate time interval fromammiotony to secondary

i ntervention, wonen and caregivers' satisfaction and
econom ¢ anal ysi s.

Bricker L, Luckas M Ammiotony al one for induction of
| abour .
Cochrane Dat abase Syst Rev. 2000; (4): CD002862

http://ww. ncbi.nl mnih.gov/entrez/query.fcgi ?cnd=Retrie
ve&db=PubMed&l i st ui ds=11034776&dopt =Abst r act

Conpar ai son du
trinitrate de
gl ycérine et de
I a

pr ost agl andi ne
E2 pour la

mat uration du
col a terne.

[405] OBJECTIVE: To estimate the adverse effects of
glyceryl trinitrate conpared with prostaglandin (PG E2
vagi nal tablet for cervical ripening in term pregnancy.

METHODS: One hundred ten wonmen with term pregnanci es
referred for induction of [abor with Bishop scores of 6
or less were randomly assigned to receive a 500-m crog
glyceryl trinitrate tablet vaginally (n = 54) or a 3-ng
PCE2 tablet vaginally (n = 56), every 6 hours for

maxi mum of two doses. Subjects were sent to the | abor
ward for amiotomy or oxytocin if their Bishop scores
were nore than 6 or their cervices were not ripe 24
hours after treatnent. Adverse effects, changes in the
Bi shop scores, progress, and outcomes of |abor were
assessed

RESULTS: dyceryl trinitrate was associated with fewer
epi sodes of uterine tachysystole (0% versus 9% P =.02).
The medi an Bi shop score after 12 hours was |ower in
woren gi ven glyceryl trinitrate conpared with those

gi ven PGE2. Adverse effects, including headache and

pal pitations, were nore frequent with glycery
trinitrate than with PGE2. The cesarean rate was not
significantly different between groups.

CONCLUSI ON:  Cervical ripening with glyceryl trinitrate
resulted in fewer episodes of tachysystole, but there
were significantly nore mnor side effects. It can be
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used for cervical ripening at term but it was not as
ef fective as PGE2.

Chanrachakul B, Herabutya Y, Punyavachira P. Randomi zed
conparison of glyceryl trinitrate and prostaglandin E2
for cervical ripening at term

obstet Gynecol. 2000 Cct; 96(4): 549-53.

http://ww. sci encedi rect.com sci ence?_ob=Articl eURL& udi
=B6TB2- 417N83M

F& cover Dat e=1092F31%2F2000& al i d=141982247& rdoc=1& fnt
=& ori g=search& qd=1& cdi =5130& sort=d&vi ew=c& acct =C000
050221& versi on=1& url Versi on=0& useri d=10&nd5=b5243821a
a66f 3e73b98b1384f c745ae

Essai random sé
d’ adm ni stration

de gel de

pr ost agl andi ne
E2 pour le

décl enchenment du
travail, le
matin ou le
soir.

[411] OBJECTIVE: To conpare the outcone of induction of
| abor and patient’s preferences using a protocol wth
the first dose of prostaglandin E2 endocervical gel in
the evening versus a protocol with the first dose in the
nor ni ng.

DESI GN: W performed a randomi zed trial conparing

adm ni stration of prostaglandin E2 endocervical gel in
the norning with adm nistration of prostaglandin E2 gel
in the evening, followed if necessary by a second dose
bei ng given after six hours if |abor had not started or
the cervix was still unripe. Formal induction of |abor
by ammi ot omy and oxytocin infusion was perforned the
norning after the initial prostaglandin E2 dose.
Patients’ preferences were assessed using a
guestionnaire that was conpleted after delivery.

SETTING Tertiary care hospital in the Netherlands with
1,600 deliveries per year

PARTI Cl PANTS: One-hundred and twenty-six wonen with
vi abl e singl eton pregnancies at term who had i nduction
of labor wth prostaglandins.

MAI N QUTCOVE MEASURES: Tinme of delivery (daytine,
evening or night) and patient’s satisfaction.

RESULTS: Fifty-eight wonen were allocated for

adm nistration of gel in the norning, whereas 68 had
their gel in the evening. Adm nistration of gel in the
evening did not significantly reduce delivery between
23.00 hours and 08.00 hours, although there was a
reduction in delivery between 23.00 hours and 08. 00
hours in nulliparae. None of the nultiparous wonmen
del i vered between 18.00 hours and 23.00 hours after

i nduction of labor in the evening. The relative risk for
delivery by vacuum or forceps was increased after

al l ocation of gel in the evening (4.2; 95% confidence
l[imts 1.4 to 13). Patients’ preferences favored

adm nistration of gel in the norning

CONCLUSI ONS: There was no benefit in starting induction
of labor with prostaglandin E2 in the evening, conpared
with starting in the norning.
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Cei SG Jongmans L, Mol BW Randoni zed trial of

adm ni stration of prostaglandin E2 gel for induction of
| abor in the norning or the evening.

J Perinat Med. 2000; 28(1): 20-5.

http://ww. ncbi.nl mnih.gov/entrez/query.fcgi ?cnd=Retrie
ve&db=PubMed&l i st ui ds=10765510&dopt =Abst r act

Une politique de
décl enchenent
syst énati que des
grossesses a 41
- 42 semai nes

n' a pas
d’ i nfl uence sur
le risque

d’ accouchenent
par césarienne
par rapport a
une attitude
expectati ve.

L’ i nducti on du
travail a 41
semai nes ou pl us
per et une
réduction de la
nortalité fotal e
ou néonat al e.

[878] 1l y a dix-neuf études random sées ou quasi nent
randoni sées qui ont conparé une politique de

décl encherment de |’ accouchement avec une attitude
expectative sous surveillance fotal e serrée (17).

Dans | e groupe des patientes suivies de maniére
expectative, 20 a 36 % des femmes ont eu une induction
de | accouchement ou une césarienne avant |e début du
travail (31). Cela inplique qu une attitude expectative
ne signifie pas forcénent que le travail pourra
comencer spontanénent. Il n'y a aucune évidence qu’ une
politique de décl enchement systématique augnente |a
probabilité d accouchement par césarienne (17). Dans
certai nes études (26), |es patientes subissant un

décl enchenent artificiel du travail a 41 senmmines ou

pl us, avaient un taux significativenent plus bas de
césari enne par rapport aux patientes avec prise en
charge expectative (26, 32). Cette réduction du taux de
césarienne a été observée aussi bien pour les nullipares
que les nultipares (26).

Le fait dinduire le travail a 41 senai nes ou plus
pernmet d' obtenir une réduction du nonbre de CTG suspects
selon plusieurs auteurs. On note égal ement un plus

fai ble taux de |iquide amiotique méconial et de
macrosom e (17).

L' induction du travail a 41 senmines ou plus pernet une
réduction de la nortalité fotale ou néonatale (a

| " exclusion des nal formations congénitales | étales ou
maj eures) (17), par rapport a |’attitude expectative
(risque relatif 0.23; intervalle de confiance & 95%
0.06 a 0.90). Cette réduction est en grande partie due a
une dimnution du risque de nort in utero et la plupart
des décés observés dans ces études sont associ és a des
asphyxi es ou a des aspirations ngeconi al es.

Enfin, |’ adoption d une politique de décl enchenent a 41
senmai nes ou plus pernmet une dimnution du colt des soins
par rapport & une attitude expectative (33).

En résung, |e dépassenent de terne entralne un risque
pl us élevé de conplications maternelles fatal es et
néonat al es que | es grossesses se tern nant spontanénent
a ternme. Lorsque des norts périnatal es surviennent,

ell es sont frégquemment associ ées a des phénonenes

d’ asphyxie ou a des aspirations de |iquide amiotique
méconial. Il y a de nonmbreuses nethodes di sponi bl es pour
ef fectuer une surveillance fadal e dans | es grossesses a
terme, mais leur efficacité est encore incertaine. Les
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ét udes random sées conparant |’induction systématique du
travail a 41 senmines de gestation avec une attitude
expectative associ ée a une surveillance fodal e nontrent
que |’induction a 41 senmi nes dimnue | es anonalies du

CTG les liquides ammiotiques néconi aux, |es macrosomn es
fodales et le risque de décés durant |a période
périnatal e.

L' évi dence a disposition suggére qu’ une politique de
décl enchenent systémati que des grossesses a 41 - 42
senmai nes n'a pas d influence sur le risque

d’ accouchenent par césarienne par rapport a une attitude
expectative. Les patientes atteignant 41 semmi nes de
gestation devraient étre orientées de nani ére adéquate
Ell es devraient étre informées des risques et des
bénéfices des différentes attitudes. Les résultats de la
littérature suggéerent qu’ un décl enchenment devrait étre
di scuté avec la patiente. On peut estiner que 500

décl enchenments artificiels sont nécessaires pour éviter
une nort périnatale (17).

Conmmi ssion Qualité de |la Société Suisse de Gynécol ogi e
et Obstétrique. Recommandations pour |a pratique
clinique : Surveillance et prise en charge

en cas de dépassenent de terne.

htt p: // ww. sggg. ch/ F/ gui del i nes/ pdf / ueber wachung_f . pdf

Le m soprosto
est contre-

i ndi qué chez les
f ermes avec
césari enne

ant éri eure,

étant donné le
ri sque de
rupture utérine.

[885] De nonbreux auteurs ont éval ué |le m soprosto
comre noyen de décl enchenent du travail. Ce produit
senbl e avoir une efficacité au noins équival ente aux
PGE2 ou & |’ ocytocine. Le risque d effets secondaires
(hypercinésie, contracture utérine, hyperstinulation
acconpagnée d’ anonalies du tracé foetal, |iquide

ami oti que néconi al) senble plus inportant, surtout

| orsque des doses él evées sont utilisées. A faible dose,
les effets secondaires maternels et néo-nataux senbl ent
conparabl es a ceux des PGE2 ou de |’ ocytocine. La voie
et la dose optinmale restent a déterminer. Les conprings
de mi soprostol coltent noins cher que les
prostagl andi nes E2. Toutefois, |"analyse du rapport
colt/efficacité n"a pas été réalisée. Ce produit est
stable a |la tenpérature anbiante, ce qui facilite le
stockage. Le misoprostol est contre-indiqué chez |es
fenmes avec césarienne antérieure, étant donné |le risque
de rupture utérine

M Boulvain, C.-M Stan
décl enchenent du travail
obst étri que,
p. 47. CNGOF

M soprostol pour le
M ses a jour en gynécol ogi e
tome XXI'V, volune Gynécol ogi e obstétrique

http://ww. cngof.asso. fr/ D PAGES/ PUVA 2000. HTM#47

Faut-il wutiliser
| es oestrogénes
seuls, ou en

associ ati on avec
| * ammi ot om e
pour |a

[303] BACKGROUND: Studies in sheep showed that there is
a pre-labour rise in oestrogen and a decrease in
progesterone, both of these changes stinulate

prostagl andi n production and nay help initiate | abour
Though oestrogen has been suggested as an effective
cervical ripening or induction agent, research in humans
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mat urati on du
col ou le
décl enchenent ?

have failed to denonstrate a similar physiologica
nmechani sm The use of oestrogen as an induction agent is
not currently comon practice, as such this systenmatic
revi ew shoul d be regarded as an historical review This
is one of a series of reviews of nethods of cervica

ri pening and | abour induction using a standardi sed

met hodol ogy.

OBJECTI VES: To determ ne, fromthe best avail able
evi dence, the effectiveness and safety of oestrogens
alone or with amiotomy for third trinester cervical
ri pening and i nduction of |abour in conparison with
ot her nethods of induction of I|abour.

SEARCH STRATEGY: The Cochrane Pregnancy and Childbirth
Goup trials register, the Cochrane Controlled Trials
Regi ster and bi bl i ographi es of relevant papers. Last
searched: April 2001

SELECTI ON CRITERI A: (1) randomi sed controlled trials
conparing oestrogens alone used for third trinester
cervical ripening or |abour induction with placebo/no
treatnent or other nethods |isted above it on a
predefined list of Iabour induction nmethods; (2) random
allocation to the treatnent or control group; (3)
adequat e al |l ocati on conceal nent; (4) violations of

al | ocat ed nanagenent not sufficient to materially affect
concl usions; (5) clinically neaningful outcone nmeasures
reported; (6) data available for analysis according to
the random all ocation; (7) missing data insufficient to
materially affect the conclusions.

DATA COLLECTI ON AND ANALYSI S: A generic strategy has
been devel oped to deal with the |arge volume and
conplexity of trial data relating to |abour induction.
This involved a two-stage nethod of data extraction. The
initial data extraction was done centrally.

MAI N RESULTS: Wen conparing oestrogen wi th placebo
there was no difference between the rate of caesarean
section (7.1%versus 10.3% relative risk (RR) 0.70, 95%
confidence interval (Cl) 0.30,1.62). There were no

di fferences between rates of uterine hyperstinulation
with or without fetal heart rate changes or instrunenta
vagi nal delivery. None of the studies reported the rates
of either vaginal delivery not achieved in 24 hours, or
cervi x unfavourabl e/ unchanged after 12-24 hours. There
were insufficient data to nake any meani ngful
concl usi ons when conpari ng oestrogen with vagi nal PGEZ2,
intracervical PGE2, oxytocin alone or extra amiotic
PGF2a, as to whether oestrogen is effective in inducing
| abour .

REVI EMER S CONCLUSI ONS: There were insufficient data to
draw any concl usions regarding the efficacy of oestrogen
as an induction agent.

Thomas J, Kelly AJ, Kavanagh J. Qestrogens al one or
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with amiotony for cervical ripening or induction of
| abour.
Cochrane Dat abase Syst Rev. 2001; (4): CD003393.

http://ww. cochrane. or g/ cochrane/ r evabst r/ AB0O03393. ht m

L’ ammi ot om e

associ ée aux

ocytoci nes en
i ntravei neuse
pour le

décl enchenent

[304] BACKGROUND: | nduction of |abour is a conmon
obstetric intervention. Amiotony al one for induction of
| abour is reviewed separately and oxytocin al one for

i nduction of |abour is being prepared for inclusion in
The Cochrane Library. This review will address the use
of the conbination of these two methods for induction of
[ abour in the third trinmester. This is one of a series
of reviews of methods of cervical ripening and | abour

i nduction usi ng standardi sed nmet hodol ogy.

OBJECTI VES: To determine, fromthe best avail able

evi dence, the efficacy and safety of ammiotony and

i ntravenous oxytocin for third trinmester induction of
| abour.

SEARCH STRATEGY: The Cochrane Pregnancy and Childbirth
Goup Trials Register, the Cochrane Controlled Trials
Regi ster and reference lists of articles were searched.
Date of |ast search: May 2001

SELECTI ON CRI TERI A: The criteria for inclusion included
the following: (1) clinical trials conparing ami otony
pl us intravenous oxytocin used for third trinmester
cervical ripening or |abour induction with placebo/no
treatment or other nmethods |isted above it on a
predefined Iist of |abour induction nethods; (2) random
allocation to the treatnent or control group; (3)
adequat e al | ocati on conceal ment; (4) violations of

al | ocat ed nmanagenent not sufficient to materially affect
concl usions; (5) clinically neaningful outcone nmeasures
reported; (6) data available for analysis according to
the random all ocation; (7) missing data insufficient to
materially affect the concl usions.

DATA COLLECTI ON AND ANALYSIS: Trial quality assessnent
and data extraction were done by both reviewers. A
strategy was devel oped to deal with the |arge volunme and
conplexity of trial data relating to |abour induction.
This involved a two-stage nethod of data extraction. The
initial data extraction was done centrally, and
incorporated into a series of primary revi ews arranged
by met hods of induction of Iabour, following a

st andar di sed met hodol ogy. The data is to be extracted
fromthe primary reviews into a series of secondary
reviews, arranged by category of wonan.

MAI N RESULTS: Seventeen trials involving 2566 wonen were
i ncl uded. Amiotony and intravenous oxytocin were found
to result in fewer wonen bei ng undelivered vaginally at
24 hours than amiotony alone (relative risk (RR) 0.03,
95% confidence intervals (Cl) 0.001-0.49). This finding
was based on the results of a single study of 100 womren.
As regards secondary results amni otony and i ntravenous
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oxytocin resulted in significantly fewer instrumental
vagi nal deliveries than placebo (RR 0.18, C 0.05-0.58).
Ami ot ony and intravenous oxytocin resulted in nore

post part um haenorrhage than vagi nal prostagl andins (RR
5.5, C 1.26-24.07). Significantly nore women were al so
di ssatisfied with ammi otony and intravenous oxytocin
when conpared with vaginal prostagl andins, RR 53, Cl

3. 32-846. 51.

REVI ENER' S CONCLUSI ONS: Data on the effectiveness and
safety of amiotomy and intravenous oxytocin are

I acki ng. No recommendations for clinical practice can be
made on the basis of this review Amiotony and

i ntravenous oxytocin is a conbination of two methods of

i nduction of |abour and both nethods are utilised in
clinical practice. If their use is to be continued it is
important to conpare the effectiveness and safety of
these methods, and to define under which clinica
circunstances one nmay be preferable to another.

Howarth GR, Botha DJ. Amiotony plus intravenous
oxytocin for induction of |abour.
Cochrane Dat abase Syst Rev. 2001; (3):CD003250.

http://ww. cochrane. or g/ cochrane/ revabst r/ AB003250. ht m

Remar ques

Je suis pas sure que c’'est tout public, mais je nets
systemati quenent | es

Cochrane Review en Tout public .

I njection

i ntravei neuse

d’ ocyt oci nes
(sans
ami ot om e) pour
la maturation du
col oule

décl enchenent

[305] BACKGROUND: Oxytocin is the commonest induction
agent used worldwi de. It has been used alone, in

conbi nation with amiotony or foll ow ng cervica

ri pening with other pharnacol ogi cal or non-

phar macol ogi cal nethods. Prior to the introduction of
prostagl andi n agents oxytocin was used as a cervica

ri pening agent as well. In devel oped countries oxytocin
alone is nore conmonly used in the presence of ruptured
menbr anes whet her spontaneous or artificial. In

devel opi ng countries where the incidence of HV is high,
del ayi ng ammi otony in | abour reduces verti cal

transm ssion rates and hence the use of oxytocin with

i ntact nenbranes warrants further investigation. This
review will address the use of oxytocin al one for

i nduction of |abour. Amiotony alone or oxytocin with
ami ot oy for induction of |abour has been reviewed

el sewhere in the Cochrane Library. Trials which consider
concom tant adm nistration of oxytocin and ammi ot ony
will not be considered. This is one of a series of
reviews of nethods of cervical ripening and | abour

i nduction using a standardi sed net hodol ogy.

OBJECTI VES: To determ ne the effects of oxytocin al one
for third trimester cervical ripening or induction of

[ abour in conparison with other nethods of induction of
| abour or pl acebo/no treatnent.

SEARCH STRATEGY: The Cochrane Pregnancy and Childbirth
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Group Trials Register, the Cochrane Controlled Trials
Regi ster and bi bl i ographi es of rel evant papers. Last
searched: May 2001

SELECTI ON CRI TERI A: The criteria for inclusion included
the following: (1) clinical trials conparing vagi na
prostagl andi ns used for third trinester cervical

ri pening or |abour induction with placebo/no treatnent
or other methods |isted above it on a predefined |ist of
I abour induction nethods; (2) random allocation to the
treatnent or control group; (3) adequate allocation
conceal ment; (4) violations of allocated nanagenent not
sufficient to materially affect conclusions; (5)
clinically nmeaningful outcone neasures reported; (6)
data avail able for analysis according to the random
allocation; (7) missing data insufficient to nmaterially
affect the concl usions.

DATA COLLECTI ON AND ANALYSI S: A strategy was devel oped
to deal with the large volunme and conplexity of tria
data relating to I abour induction. This involved a two-
stage method of data extraction. The initial data
extraction was done centrally, and incorporated into a
series of primary reviews arranged by nethods of

i nduction of |abour, follow ng a standardi sed

net hodol ogy. The data is to be extracted fromthe
primary reviews into a series of secondary reviews,
arranged by category of woman.

MAIN RESULTS: In total, 110 trials were considered; 52
have been excl uded and 58 included examining a total of
11,129 wonen. Conparing oxytocin alone with expectant
managenent: Oxytocin al one reduced the rate of
unsuccessful vaginal delivery within 24 hours when
conpared with expectant nanagenent (8.3% versus 54%
relative risk (RR) 0.16, 95% confidence interval (Cl)
0.10,0.25) but the caesarean section rate was increased
(10.4% versus 8.9% RR 1.17, 95%Cl 1.01,1.36). This

i ncrease in caesarean section rate was not apparent in
t he subgroup anal yses. Winmen were less likely to be
unsatisfied with induction rather than expectant
nmanagenent, in the one trial reporting this outcone
(5.5% versus 13.7% RR 0.43, 95%Cl 0.33, 0.56).
Conpari ng oxytocin alone with vagi nal prostaglandins:
Oxytocin al one was associated with an increase in
unsuccessful vaginal delivery within 24 hours (52%
versus 28% RR 1.85, 95% Cl 1.41, 2.43), irrespective of
menbrane status, but there was no difference in
caesarean section rates (11.4%versus 10% RR 1.12, 95%
Cl 0.95, 1.33). Conparing oxytocin alone with

i ntracervical prostaglandins: Oxytocin al one was
associated with an increase in unsuccessful vagina
delivery within 24 hours when conpared with
intracervical PGE2 (51% versus 35% RR 1.49, 95% Cl
1.12,1.99). For all women with an unfavourabl e cervix
regardl ess of nenbrane status, the caesarean section
rates were increased (19.0% versus 13.1% RR 1.42, 95%
Cl 1.11, 1.82).
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REVI EMER S CONCLUSI ONS: Overal |, conparison of oxytocin
alone with either intravaginal or intracervical PGE2
reveal s that the prostaglandin agents probably overal
have nore benefits than oxytocin al one. The anount of
information relating to specific clinical subgroups is
limted, especially with respect to womren with intact
nmenbr anes. Conpari son of oxytocin alone to vaginal PGE2
in womren with ruptured nmenbranes reveal s that both
interventions are probably equally efficacious with each
havi ng some advant ages and di sadvant ages over the
others. Wth respect to current practice in wonmen with
ruptured menbranes induction can be recommended by
either method and in wonen with intact nenbranes there
is insufficient infornation to nmake firm
recomendat i ons.

Kelly AJ, Tan B. Intravenous oxytocin al one for
cervical ripening and induction of |abour.
Cochrane Dat abase Syst Rev. 2001; (3): CD003246.

http://ww. cochrane. or g/ cochrane/ r evabst r/ AB003246. ht m

Conpar ai son de
|"efficacité du
m soprostol et
de la

pr ost agl andi ne
E(2) pour le
décl enchenent

[306] BACKGROUND: Ammi ot ony and oxytocin infusion are
the routine nethods nost frequently applied to induce

| abor. These nethods are not effective when the cervix
is unripe. Prostaglandins nmay accel erate the process of
cervical ripening independently of the stinulation of
uterine contractions, since they induce the formation of
a gap junction (spread of excitation) and rel ease
uterine contractions. The purpose of this study is a
comparative anal ysis of the effectiveness and safety of
m soprostol and PGE2 in the process of cervical ripening
and inducing labor in patients at full termdelivery
with a live fetus and indications for inducing |abor due
to an unripe uterine cervix.

MATERI AL AND METHODS: The experinmental group consisted
of 30 patients at 38-41 weeks of gestation who received
m soprostol adm nistered into the posterior vagina
fornix (group M. The control group included 26 patients
at 39-42 weeks of gestation in whom | abor was induced
usi ng natural prostaglandin E(2) (group P)

RESULTS: There were no statistically significant
differences in maternal age, body wei ght and height, or
uterine cervical ripening between the two groups of
patients. The average tine of gestation was 0.92 weeks
shorter in group M The tinme from adm nistration of the
drug to the onset of regular contraction activity of the
uterus and delivery of an infant was shorter in the
group of patients receiving misoprostol intravaginally.

CONCLUSI ONS: Qur results would seemto indicate that

m soprostol is an effective drug that can be used for

el ective preinduction and induction of |abor. However,
the application of this drug to induce |abor with a live
fetus requires special caution and care, as well as
conti nuous cardi ot ocographic nonitoring to assure the
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safety of both the nother and the infant.

Leszczynska- Gor zel ak B, Laskowska M O eszczuk J.
Conparative analysis of the effectiveness of m soprosto
and prostaglandin E(2) in the preinduction and induction
of | abor.

Medi cal Science Mnitor. 2001 Sep-Cct; 7(5):1023-8.

http://ww. medsci noni t. conl medsci noni t/ nodul es. php?nane=
Get PDF&pg=28&i dn¥1731

Effets de la
pr ost agl andi ne
E2 par voie
orale pour le
décl enchenent

[308] BACKGROUND: This is one of a series of reviews of
net hods of cervical ripening and | abour induction using
st andar di sed net hodol ogy.

OBJECTI VES: To determ ne the effects of ora
prostaglandin E2 for third trinmester induction of
| abour.

SEARCH STRATEGY: The Cochrane Pregnancy and Childbirth
Goup trials register, the Cochrane Controlled Trials
Regi ster and bi bl i ographi es of relevant papers. Date of
| ast search: Decenber 2000

SELECTI ON CRI TERI A: The criteria for inclusion included
the following: (1) clinical trials conparing ora
prostaglandin E2 used for third trinester cervical

ri pening or |abour induction with placebo/no treatnent
or other methods |isted above it on a predefined |ist of
I abour induction nethods; (2) random allocation to the
treatnent or control group; (3) adequate allocation
conceal ment; (4) violations of allocated nanagenent not
sufficient to materially affect conclusions; (5)
clinically nmeani ngful outcone neasures reported; (6)
data available for analysis according to the random
allocation; (7) missing data insufficient to nmaterially
affect the concl usions.

DATA COLLECTI ON AND ANALYSI S: A strategy has been

devel oped to deal with the large volune and conplexity
of trial data relating to |abour induction. This

i nvol ves a two-stage nethod of data extraction. The
initial data extraction is done centrally, and
incorporated into a series of primary reviews arranged
by met hods of induction of Iabour, following a

st andar di sed nmet hodol ogy. The data will then be
extracted fromthe primary reviews into a series of
secondary reviews, arranged by category of woman. To
avoi d duplication of data in the primary reviews, the

| abour induction methods have been listed in a specific
order, fromone to 25. Each prinmary review includes
conpari sons between one of the nethods (fromtwo to 25)
with only those methods above it on the |ist.

MAI N RESULTS: There were 19 studies included in the
review. O these 15 included a conparison using either
oral or intravenous oxytocin with or w thout ammi otony.
The quality of studies reviewed was not high. Only seven

Alliance Francophone pour I’ Accouchement Respecté <http:/ /afar.info>



Compilation « Déclenchement de l’accouchement » ............ 19

studi es had clearly described allocation conceal nent.
Only two studies stated that providers and/or
participants were blinded to treatnent group. For the
out conme of vaginal delivery not achieved within 24
hours, in the conposite conparison of oral PGE2 versus
all oxytocin treatnments (oral and intravenous, wth and
wi t hout ammi otony), there was a trend favoring oxytocin
treatnents (relative risk (RR) 1.97, 95% confidence
interval (Cl) 0.86 to 4.48). For the outcome of cesarean
section, in the conparison of PGE2 versus no treatnment
or placebo, PGE2 was favored (relative risk (RR) 0.54,
95% confidence interval (Cl) 0.29,0.98). O herwi se,
there were no significant differences between groups for
this outcone. Oral prostaglandin was associated with
vom ting across all comparison groups

REVI EMER S CONCLUSI ONS: Oral prostagl andin consistently
resulted in nore frequent gastrointestinal side effects,
in particular vomting, conpared with the other
treatnments included in this review There were no clear
advant ages to oral prostagl andin over other nethods of

i nduction of |abour.

French L. Oal prostaglandin E2 for induction of
| abour .
Cochrane Dat abase Syst Rev. 2001;(2):CD003098.

htt p: // ww. cochr ane. or g/ cochr ane/ r evabst r/ AB003098. ht m

L'utilisation du
m soprostol par
voi e oral e pour
| e décl enchenent

[309] BACKGROUND: Prostaglandins are hornones naturally
present in the uterus that cause contractions during

| abour. A synthetic prostagl andi n anal ogue ni sopr ost ol
is produced in tablets that can be given orally or
vaginally, but it is not yet licensed for use in
pregnancy. Unlicensed use of m soprostol in pregnancy is
i ncreasingly common, because m soprostol is cheap,
stable at roomtenperature and effective in causing
uterine contractions. Oral use of the drug m soprosto
may be convenient, but high doses could cause uterine
hyperstimul ati on and uterine rupture which may be life-
t hreatening for both nother and fetus.

OBJECTI VES: The objective of this review was to assess
the effects of oral misoprostol used for |abour

i nduction in women with a viable fetus in the third
trimester of pregnancy.

SEARCH STRATEGY: The Cochrane Pregnancy and Childbirth
Goup trials register and the Cochrane Controlled Trials
Regi ster were searched in Decenber 2000.

SELECTI ON CRI TERI A Randomi sed trials of ora

m soprostol versus other nethods, placebo or no
treatnent, given to wonen with a viable fetus for |abour
i nducti on.

DATA COLLECTI ON AND ANALYSI S: This is one of a series of
t he Cochrane reviews of nmethods of cervical ripening and
| abour induction using standardi sed net hodol ogy. This
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revi ew i ncl udes conpari sons between oral mi soprosto

wi th placebo, vagi nal prostaglandins, intracervical
prost agl andi ns, oxytocin, amiotony, oxytocin and
ami ot oy or vagi nal nisoprostol. Data fromall rel evant
trials are extracted by the reviewer using centrally
desi gned data sheets.

MAI N RESULTS: One trial with 80 random sed wonmen with
prel abour rupture of nenbranes at term showed that,
conpared with placebo, oral misoprostol reduces the need
for oxytocin infusion fromb51 percent to 13 percent
(relative risk 0.25, 95%confidence interval (Cl) 0.1 to
0.6) and shortens delivery tinme by 8.7 hours (95%Cl 6.0
to 11.3). Conpared with vaginal or intracervical
prost agl andi ns, oral mi soprostol showed no beneficial or
harnful effects. However, only two trials with 962
random sed wonen in total conpared oral msoprostol with
vagi nal di noprostone and one trial with 200 wonen
conpared oral msoprostol with intracervica

di noprostone. Two small trials with 188 wonen in tota
conpared oral msoprostol and oxytocin in wormen with
term ruptured menbranes and found no significant
differences in prespecified outcomes. In seven trials
with 1278 random sed wonmen that conpared oral with

vagi nal misoprostol, oral nisoprostol appeared to be

| ess effective. More wonen in the oral m soprostol group
di d not achieve vaginal delivery within 24 hours of
randoni sation (50% conmpared with 39.7% in the vagina

m soprostol group (relative risk 1.27, 95% confidence
intervals 1.09 to 1.47). The caesarean section rate was
lower in the oral misoprostol group (16.7% conpared
with 21.7%in the vagi nal nisoprostol group (relative
risk 0.77, 95%confidence intervals 0.61 to 0.97). There
was no difference in uterine hyperstimulation with feta
heart rate changes (8.5%versus 7.4% relative risk
1.11, 95% confidence intervals 0.78 to 1.59). There were
no reported cases of severe neonatal and materna

nmorbi dity.

REVI EMER S CONCLUSI ONS: Oral misoprostol is an effective
met hod for |abour induction in the third trinester
However, the data on optinal regi mens and safety are
lacking. It is possible that effective oral regi mens nmay
have an unacceptably hi gh incidence of conplications
such as uterine hyperstinulation and possibly uterine
rupture

Alfirevic Z. Oral misoprostol for induction of Iabour
Cochrane Dat abase Syst Rev. 2001;(2):CD001338.

http://ww. cochrane. or g/ cochrane/ r evabst r/ AB001338. ht m

Le déchirenment
des nenbranes

| ors d un exanen
vagi nal favorise
| e décl enchenent
de

| " accouchenment

[310] BACKGROUND: This is one of a series of reviews of
net hods of cervical ripening and | abour induction using
st andar di sed nmet hodol ogy. Sweepi ng of the nenbranes,

al so commonly naned stripping of the nenbranes, is a
relatively sinple techni que usually performed w thout
adm ssion to hospital. During vagi nal exam nation, the
clinician’s finger is introduced into the cervical os.
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mai s ne produit
pas de résultat
clini que

i nt éressant .

Then, the inferior pole of the menbranes is detached
fromthe | ower uterine segnent by a circular novenment of
the exam ning finger. This intervention has the
potential to initiate |abour by increasing |ocal
production of prostaglandins and, thus, reduce pregnancy
duration or pre-enpt fornal induction of |abour with

ei ther oxytocin, prostaglandins or ammi otony.

OBJECTI VES: To determ ne the effects of nenbrane
sweeping for third trinmester induction of |abour

SEARCH STRATEGY: The Cochrane Pregnancy and Childbirth
Goup trials register, the Cochrane Controlled Trials
Regi ster and bi bl i ographi es of rel evant papers (I ast
sear ched Novenber 2000).

SELECTI ON CRITERI A: The criteria for inclusion included
the following: (1) clinical trials conparing menbrane
sweeping used for third trimester |abour induction with
no vagi nal exam nation or vagi nal exam nation for
cervical assessnment only or with other nethods |isted
above it on a predefined list of |abour induction

met hods (i.e. adm nistration of prostagl andins and
oxytocin); (2) randomallocation to the treatnent or
control group; (3) adequate or unclear allocation
conceal ment; (4) violations of allocated nanagenent not
sufficient to materially affect conclusions; (5)
clinically nmeani ngful outcone neasures reported; (6)
data avail able for analysis according to the random
allocation; (7) missing data insufficient to materially
affect the concl usions.

DATA COLLECTI ON AND ANALYSI S: The data extraction was
done centrally and incorporated into a series of reviews
arranged by met hods of induction of |abour, follow ng a
st andar di sed met hodol ogy. Two of the reviewers also
assessed trial quality and extracted data. To avoid
duplication of data in the reviews, the |abour induction
net hods have been listed in a specific order, fromone
to 25. Each review includes conpari sons between one of
the methods with only those nethods above it on the
list. Therefore, sweeping of menbranes was conpared to
no treatmnent, intravagi nal prostaglandins and oxytocin.
Results are reported as relative risk (RR) and their 95%
confidence interval (Cl) and nunber-needed-to-treat
(NNT) .

MAI N RESULTS: Nineteen trials were included, 17
conparing sweepi ng of nmenbranes with no treatnent, three
conparing sweeping with prostaglandi ns and one conpari ng
sweeping with oxytocin (two studies reported nore than
one conparison). Risk of caesarean section was simlar
bet ween groups (RR 0.97, 95% Cl 0.73 to 1.28). Sweeping
of the menbranes, perforned as a general policy in wonen
at term was associated with reduced duration of
pregnancy and reduced frequency of pregnancy continuing
beyond 41 weeks (RR 0.62, 95% Cl 0.49 to 0.79) and 42
weeks (RR 0.28, 95% Cl 0.15 to 0.50). To avoid one
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formal induction of |abour, sweeping of nenbranes nust
be performed in seven women (NNT = 7). There was no
evidence of a difference in the risk of maternal or
neonatal infection. Disconfort during vagi na

exam nation and ot her adverse effects (bl eeding,
irregul ar contractions) were nore frequently reported by
wonen al |l ocated to sweeping. Studies conparing sweeping
with prostaglandin adnministration are of limted sanple
size and do not provide evidence of benefit.

REVI EMER S CONCLUSI ONS: Routine use of sweeping of
nmenbranes from 38 weeks of pregnancy onwards does not
seemto produce clinically inportant benefits. Wen used
as a neans for induction of |abour, the reduction in the
use of nore formal nethods of induction needs to be

bal anced agai nst wonen’s disconfort and other adverse

ef fects.

Boulvain M Stan C, Irion O  Menbrane sweeping for
i nduction of |abour.
Cochrane Database Syst Rev. 2001; (2): CD000451

http://ww. cochrane. or g/ cochrane/ r evabst r/ AB0O00451. ht m

Conpar ai son de
["utilisation du
m soprostol par
voi e oral e et
vagi nal e pour le
décl enchenent a
terne

[313] OBJECTIVE: To conpare the efficacy of oral with
vagi nal mi soprostol for induction of |abour at term

DESI G\: Randomi sed tri al
SETTING Tertiary Care hospital

PARTI Cl PANTS: One hundred and si xty-seven wonen
requi ring induction of |abour.

METHODS: The women were random sed to receive 50 microg
of msoprostol orally or vaginally every 6 h until the
cervix was favourable for amiotony, spontaneous rupture
of menbranes, or active |abour occurred. Sanple size was
calculated with a two-tailed al pha of 0.05 and a power
of 95%to detect a 5 h difference in induction-to-
delivery tinme. Student’s t test was used for conparison
of normally distributed continuous variables and the
Mann- Whi tney U test was used for non-Gaussi an

di stributed continuous variables. Fisher’ s exact and
chi 2 tests were used for conparison of categorical

vari abl es. The main outcome nmeasure was induction to
delivery tine.

RESULTS: The nedi an i nduction to delivery tinme was
significantly shorter with vaginal msoprostol (15.7 h
range 4.3-55.7), conpared with oral msoprostol (23.0 h
range 3.2-141.7, P = 0.0013). The nedi an nunber of doses
was al so significantly less in the vagi nal m soprosto
group, 1 (range 1-3), conpared with the oral group, 2
(range 1-8), (P < 0.0001). The significant differences
in outcone held true when nulliparous and multiparous
wonmen were anal ysed separately. There were no

di fferences between the two routes of administration
with respect to rates of hyperstinulation or neonatal
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asphyxia. There were nore caesarean sections in the
vagi nal m soprostol group, but the difference was not
statistically significant.

CONCLUSI ONS: Conpared with oral m soprostol, vagi na

m soprostol for induction of |abour at termresults in a
shorter induction-to-delivery time, with fewer doses
requi red per patient. Vaginal msoprostol may be

associ ated with higher rates of caesarean section than
oral mi soprostol

Kwon JS, Davies GA, Mckenzie VP. A conparison of ora
and vagi nal m soprostol for induction of |abour at term
a random sed trial

BJOG International Journal of Cbstetrics and

Gynaecol ogy. 2001 Jan; 108(1): 23-6.

Les résultats de
cette étude
(7430 cas)
suggerent que le
décl enchenent du
travail est
associ é a un

ri sque accru de
césariennes (2.4
fois plus) et de
certaines
conplications
péri nat al es:
soins intensifs,
réani mati on etc.

[872] Nous avions pour objectif d évaluer les risques
de norbidité naternelle et périnatal e associ és au

décl enchenent du travail pour des grossesses a terne
sans conplications. Nous avons mené une étude
rétrospective concernant 7430 femmes qui n’avai ent pas
été transférées d' une autre institution, et qui
attendai ent un bébé en position de vertex aprés 38 a 40
semai nes de gestation. Parnm ces femes, 3546 ont été
exclues de |’ étude car elles avaient eu des
conplications de grossesse avant |e début du travail
Nous avons calcul é les risques relatifs (RR), ajustés
selon la parité, conparant 3353 fenmes dont |e travai
avait début é spontanénent, avec 531 dont |e travai
avait été décl enché

Nous avons trouvé que | e déclenchement du travail était
associ é a un risque accru de césarienne [RR = 2.4, 95%
Cl 1.8, 3.4]. L' utilisation d anal gésie autre que |la
péridurale [RR = 1.5 95%Cl 1.2, 1.8] et de la
péridurale [RR = 1.4, 95%Cl 1.1, 1.7] ont été plus
fréquentes aprés un déclenchenment. La réaninmation du
nouveau-né [RR = 1.2, 95%Cl 1.0, 1.5] et son admi ssion
en soins intensifs [RR=1.6, 95% Cl 1.0, 2.4] ou en
photothérapie [RR = 1.3, 95% Cl 1.0, 1.6] ont été plus
fréquentes apres un décl enchenent.

Les résultats étaient senbl ables |orsqu’ on contrdlait
sinmultanénent la parité, |’'age maternel, |’ age
gestationnel, |'année de |’ accouchenent, le poids a la
nai ssance et | e médecin chargé de |la surveillance, dans
une anal yse de régression |ogistique

Les résultats de cette étude suggérent que |le

décl encherment du travail est associé & un risque accru
de césariennes et de certai nes conplications
périnatales. |l devrait étre réservé aux cas pour

| esquel s | es bénéfices maternel s et périnataux dépassent
ces risques de conplications.

Boul vai n, Marcoux, Bureau, Fortier and Fraser. Risks of
i nduction of |abour in unconplicated term pregnancies.
Paedi atric
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& Perinatal Epidemology 15 (2), 131-138.

http://ww. bl ackwel | -

syner gy. conf Jour nal s/ cont ent/ abstract s/ ppe/ 2001/ 15/ 2/ abs
tract _ppe337. asp?j our nal =ppe& ssuei d=6360&arti d=119523&c
i d=ppe. 2001. 2&f t ype=abstracts

[294] Induction of labor is one of the nost inportant
nmeans for therapeutic intervention in nodern obstetrics.
The aimof |abor induction is to achieve a better
perinatal result for nother and baby as conpared to
expectative managenent. Different nethods for induction
i nclude adm nistration of oxytocin or prostagl andins,
ami ot oy, and mechani cal nmeans of cervical dilatation
The success of the |abor induction depends primarily on
the readi ness of the uterus to go into |labor, and the
met hod used for induction. If the cervical ripeness is
very advanced, induction with amiotonmy and oxytocin
seens beneficial. However if the cervix is not yet
ready, intravagi nal or intracervical prostaglandins are
nore promising. Until recently, prostaglandins E2 are
used in the first line. Now, the prostaglandin E1-

anal ogon mi soprostol is also increasingly used. As a
rul e, induction of |abor should be performed as an
inpatient procedure in order to be able to provide the
surveillance for maternal and fetal safety.

Surbek DV, Hosli |, Holzgreve W [Current aspects of
I abor induction] [Article in German]
Ther Unsch. 2002 Dec; 59(12): 650-9.

http://ww. ncbi.nl mnih.gov/entrez/query.fcgi ?cnd=Retrie
ve&db=PubMed&l i st ui ds=12584952&dopt =Abst r act

Le choi x d’ une
pr ost agl andi ne
pour le

décl enchenent

[295] Sl ow rel ease prostagl andin pessary (propess) is
conpared with instant rel ease prostagl andin gel
(prostin) for the induction of |abour in nulliparous
wonmen with a nodified Bishop’s score of less than 6. In
this random sed study 50 women received prostin gel and
45 received propess. Mre than one dose of prostaglandin
was required to achieve amiotony nore often in the
propess group (53% compared with the prostin group
(34% (P=0.03). Propess was unable to denonstrate any
advant age over Prostin gel group. Propess was not cost-
effective in this study.

Mukhopadhyay M LimKJ, Fairlie FM |s propess a better
nmet hod of induction of |abour in nulliparous wonmen?
J Obstet Gynaecol. 2002 May; 22(3):294-5.

http://ww. ncbi.nl mnih.gov/entrez/query.fcgi ?cnd=Retrie
ve&db=PubMed&l i st _ui ds=12521503&dopt =Abstr act

Le dosage
opti mal du
m soprostol pour
un décl enchenent

[296] OBJECTIVE: To conpare the efficacy and safety of
100 mcrog oral msoprostol for induction of |abor

bet ween the regi men of 3 hour and 6 hour interval

adm ni stration.

METHODS: Si ngl eton pregnanci es indicated for induction
of | abor between 34 and 42 weeks of gestation in the
condi tion of unfavorable cervix (Bishop score < or = 4)
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and no contraindication for prostaglandi ns therapy were
recruited into the study. Al pregnant wonen were
random y assigned to receive 100 nmicrog oral msoprosto
every 3 hours or 6 hours until the cervix was favorable
for ammi otonmy, spontaneous rupture of menbranes or
active | abor occurred.

RESULTS: The nean tine interval frominduction to

vagi nal delivery was significantly shorter in the 3 hour
interval group, conpared with the 6 hour interval group
(13.82 +/- 6.98h and 17.66 +/- 7.48h, P = 0.0019). There
was no significant difference between the groups with
regard to node of delivery, anal gesic requirenent,

mat ernal conplication and neonatal outcome.

CONCLUSI ONS: 100 microg oral msoprostol every 3 hours
is nore effective for |abor induction than every 6 hours
but there was no difference in node of delivery,

anal gesi ¢ requi renent, maternal conplications and
neonatal outcone. A dose of 100 mcrog nisoprosto

orally every 3 hours seens to be the optinumregi nen and
the new option for |abor induction. However, further
study shoul d be perforned.

Pongsatha S, Sirisukkasem S, Tongsong T. A conparison
of 100 m crog oral msoprostol every 3 hours and 6 hours
for labor induction: a randonized controlled trial.

J Cbstet Gynaecol Res. 2002 Dec; 28(6):308-12.

http://ww. bl ackwel | -
syner gy. conf openur| ?genre=arti cl e&si d=nl m pubmed& ssn=13
41- 8076&dat e=2002&vol une=28&i ssue=6&spage=308

Conpar ai son de

| "efficacité et
des effets
secondai res du
nononitrate

i sosorbide et du
m soprostol pour
|l a maturation du
col

[298] OBJECTIVES: To assess the adverse effects of
i sosorbide nononitrate (I MN) conpared with m soprosto
for cervical ripening at term

METHODS: One hundred and seven women with term
pregnanci es referred for induction of |abor with Bishop
scores of 6 or less were randomy allocated to receive
either a 40-nmg | MN tablet vaginally (n = 55) or 50

m crog msoprostol vaginally (n = 52) every 6 h for a
maxi mum of three doses. They were sent to the |abor ward
for amiotony or oxytocin if either their Bishop scores
were nore than 6 or their cervices were not ripe 24 h
after the treatnment. Adverse effects, progress, and

out cones of |abor were assessed

RESULTS: |sosorbide nononitrate was associated with
fewer adverse effects especially uterine tachysystole (0
vs. 19.2% P < 0.01) and hyperstinmulation (0 vs. 15.4%
P < 0.01). The time fromstart of nedication to vagi nal
delivery in I MN group was significantly |onger (25.6 +/-
6.1 vs. 14 +/- 6.9 h, P < 0.01). Oxytocin was needed in
51 wonen (92% of the isosorbide nononitrate group and
six women (119 of the msoprostol group (P < 0.001).
The cesarean rate was not significantly different

bet ween the groups, but the major indications were
different: dystocia (45% in the | MN group vs.

Alliance Francophone pour I’ Accouchement Respecté <http:/ /afar.info>



Compilation « Déclenchement de l’accouchement » ............ 26

persi stent non-reassuring fetal heart rate pattern (56%
in the m soprostol group

CONCLUSI ONS: Cervical ripening with IMN resulted in
fewer adverse effects, but was |ess effective than
m sopr ost ol

Chanrachakul B, Herabutya Y, Punyavachira P. Random zed
trial of isosorbide nononitrate versus m soprostol for
cervical ripening at term

Int J Gynaecol Obstet. 2002 Aug; 78(2):139-45

http://ww. sci encedi rect.com sci ence?_ob=Articl eURL& ud
=B6T7M 462BNYK-

2& cover Dat e=08%2F31%2F2002& al i d=136283461& rdoc=1& fnt
=& ori g=search& qd=1& cdi =5062& sort =d&vi ew=c& acct =C000
050221& versi on=1& url Versi on=0& useri d=10&nd5=b10287aef
a7b791c9f 9f f 1bad802ebab

Conpar ai son de
| ammi ot om e
pratiquée

i mrédi at enent
ou apres

adm ni stration
d’ ocyt oci ne,
suite a la

mat urati on du
col avec un
cat heter de
Fol ey

[301] OBJECTIVES: Ripening of the cervix with a Fol ey
catheter conmonly results in cervical dilatation wthout
contractions. We exami ned the outconme of |abour in wonen
who underwent induction of |abour using a Fol ey
catheter, followed by either 1. early ammiotony, or 2.
augnent ati on of |abour by oxytocin and |ate ammi ot ony.

DESI GN: Prospective randonised clinical trial

SETTI NG Labour and delivery ward of a university

t eachi ng hospital. PARTICl PANTS: Pregnant wonen > or =38
weeks of a singleton gestation, who had had no prior
caesarean section

METHODS: All women underwent cervical ripening using a
Fol ey catheter. Follow ng renmoval of the catheter, wonen
were randomy assigned to either early (n = 80) or late
ami otony (n = 88).

MAI N QUTCOVE MEASURES: Conparison of node of delivery
and duration of |abour between the two groups.

RESULTS: The rate of caesarean section was significantly
hi gher in the early ammiotony group conpared with the

| ate ami otomy group (25%vs 7.9% relative risk 1.74;
95% Cl 1.3 - 2.34). The increase in caesarean section
rate was due primarily to dystocia (15%vs 3.3%
relative risk 1.8; 95% Cl 1.32 - 2.45). Wen excluding
caesarean deliveries, no significant difference was
found in duration of |abour between the groups (8.3
hours (3.8) vs 7.7 hours (2.9)).

CONCLUSI ONS: I n wormen who undergo cervical ripening with
a Fol ey catheter, augnentation of |abour by oxytocin
foll owed by ammiotony during active |abour results in a
| ower rate of caesarean delivery for dystocia.

Levy R, Ferber A Ben-Arie A Paz B, Hazan Y, Blickstein
I, Hagay ZJ. A randomi sed conparison of early versus
| ate ami otony followi ng cervical ripening with a Fol ey
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cat heter.
BJOG 2002 Feb; 109(2):168-72

http://ww. ncbi.nl mnih.gov/entrez/query.fcgi ?cnd=Retrie
ve&db=PubMed&l i st ui ds=11888099&dopt =Abst r act

Le décl enchenent
de convenance
entraine un taux
significativenen
t plus inportant
de césari ennes,
et | égérenent

pl us él evé

d’ extractions

i nstrunent al es.

[881] Introduction: Labor induction is considered

el ective when it is undertaken for the purpose of

conveni ence and in the absence of any maternal or fetal
condition that justifies delivery. The elective |abor

i nduction is commonly practiced in Flanders (North

Bel gium). From 1996 to 1997, 30%of all deliveries were
i nduced, of which 71% were el ective. Therefore, 1in 5
pregnant woman in Flanders had a | abor induction for
conveni ence. The outcone of elective induction conpared
with | abor of spontaneous onset has not been extensively
st udi ed.

Ai ns: The study was desi gned to determ ne whether the
current practice of elective labor induction in Flanders
was associated with differences in node of delivery,
demand for pain relief, and need for neonatal care when
conpared with | abor of spontaneous onset.

Met hods: During the study, from January 1, 1996, through
Decenber 31, 1997, 124,680 deliveries took place in

FI anders. Labor was induced in 30% of the deliveries,
and el ective | abor induction took place in 21% of the
deliveries. O the deliveries, 46% were nulli parous;

14. 3%\ere cesarean deliveries; 13.2%were instrunenta
deliveries; 53%required epidural anal gesia; 16.8% were
transferred to the neonatal ward; and 1.7% of infants
had congenital mal formations. The perinatal nortality
rate was 0.7% The inclusion criteria for the woman with
el ectively induced | abor and those with a | abor of

spont aneous onset were as follows: nulliparous wonman
with a lowrisk, singleton pregnancy in cephalic
presentation, and delivery of a liveborn infant. Both
study groups were matched for maternal age, gestational
age (between 266 and 287 dy), birth wei ght (between 3000
and 4000 g), and gender of the infant. There were 7683
cases of electively induced | abor and 7683 cases of
spont aneous | abor selected as controls. The vari abl es
studi ed included: incidence of cesarean delivery,
instrunmental delivery, epidural analgesia, transfer to

t he neonatal ward, congenital malformations, and
neonat al death. The nonparametric Mann-Witney U test
was used for comparing the induction rates in the
hospitals with a different |evel of specialization. Chi-
square tests were used to evaluate the association

bet ween di screte variables. The relative risks were

gi ven together with their 95% confi dence intervals to
measure the strength of these associations.

Results: Elective | abor induction was nost frequently
performed in the four university hospitals (nmean, 25%
foll owed by the teaching hospitals (nean, 23%. The

i nduction ratio in the peripheral hospitals anbunted to
20% (P < 0.001 Mann-Wiitney U test). Induced | abor was
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associated with significantly nore cesarean deliveries
(9.9% versus 6.5% and slightly, but significantly, nore
instrunental deliveries. The increased frequency of
cesarean delivery in induced | abor was predom nantly the
result of higher incidence of first-stage dystocia (5.9%
versus 3.3% . Fetal distress as a reason for cesarean
delivery was nore frequently encountered when | abor had
been el ectively induced (2. 6% versus 1.8% . Babies who
were born after induced |abor were transferred nore
often to the neonatal ward (10.7% versus 9.4% . The

epi dural anal gesia was utilized nmore often in the

el ective induction group (79.8% versus 57.6% .

Cammu H, Martens G Ruyssinck G Any J. CQutcone after
el ective labor induction in nulliparous wonen: a matched
cohort study. AmJ Qobstet Gynecol 2002, 186:240-244.

htt p: // wwv. bi onedcentral . coml content/ pdf/cr-w 312ct. pdf

Et ant donnée | a
popul arité

croi ssante des
décl enchenent s
d’ accouchenent s,
méne un faible
ri sque de
césarienne pour
I es nullipares
peut se traduire
a |’ échelle du
pays par une
augnent ation

i mportante du
nonbr e

d’ accouchenent s
en césarienne

[882] Methods: This study was based on the data from
the National Center for Health Statistics during the
years 1989 to 1999. The study anal yzed several variables
in nulliparous and nultiparous patients.

Resul ts: Between 1990 and 1998, the rate of |abor

i nduction increased from9.5%to 19.4%of all births
nati onwi de. Wiite worman were nore likely to have induced
| abor in conparison with those of other races (20.6%
versus 149% . Maternal age had little inpact, except in
the very young age group, in whominduction of |abor was
| ess common. Nul liparas had a higher rate than

nmul ti paras. The rate of |abor induction for conplicated
pregnanci es i ncreased substantially, especially for
those with renal diseases during pregnancy and those who
had previously given birth to an infant who wei ghed | ess
than 4000 g. The induction rate for pregnancies with an
abruptio placentae, breech presentation, and nulti-fetal
pregnancy renuined | ow during the study period; however,
the rate increased significantly. The induction rate
increased with education and earlier initiation of
prenatal care

Based on these findings, the authors conclude that given
the increasing popularity of elective induction of

| abor, even a small risk of cesarean delivery in

nul lipara may translate into a | arge nunber of cesarean
deliveries in excess nationw de. Considering the direct
financial costs, potential increase in materna
norbidity, and |ikelihood of repeat cesarean delivery in
subsequent pregnanci es, the conveni ence of elective

i nduction of |abor bears a stiff price

Editor’s comments

Based on this study, there is no question that elective
i nduction of |labor is becom ng nuch nore conmon. The
rate of elective induction of |abor has doubled in the
past 10 years and is expected to reach 30% by the year
2007. The cause for an increased rate of elective
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i nduction of labor is nost likely due to increased feta
surveillance, inprovenents in neonatal care,

i nprovenents in cervical ripening agents, and increased
nunmber of patients with medical risks (due to ol der
mat er nal age, reproductive technol ogi es). However, the
article states that the increase in indicated induction
was significantly smaller than the overall increase (70%
versus 100% i ncrease), which suggests that the rate of

el ective induction has risen nuch nore rapidly. The use
of pre-induction diagnoses such as inpending

macr osomati a and i npendi ng pregnancyi nduced
hypertensi on, and induction for patient or physician
conveni ence have inpacted this rate of growth. W should
begin to study and revi ew our nethods of practice
regardi ng el ective inductions because long-term

ram fications of cesarean sections and nore conplicated
pregnancy outcones might result, specifically for the
nul | i parous patient.

Experi enced obstetricians know from years of practice
that an el ective induction of |abor in a nultiparous
patient with a ripe cervix is conpletely different from
i nduction in a nulliparous patient with an unripe
cervix. Most likely, the answer for the future is to
becone nore stringent with guidelines in the prim parous
patient and | ess concerned with the nultiparous patient
with a ripe cervix.

Zhang J, Yancy MK, Henderson C. U.S. National Trends in
Labor Induction, 1989-1999. J Reprod Med 2002,
47:120-124.

htt p: // ww. bi onedcentral . coml content/ pdf/cr-w 312ct . pdf

L’ adm ni stration
nassi ve

d’ ocytocines --
conbi née ou non
avec des
procédures de
mat uration du
col -- ne pernet
pas en généra
dinitier le

travail
progressif, a
moins qu il ne

soit sur le
poi nt de se
décl encher
nmene.

lui -

[883] Les conplications des décl enchenents ont deux
origines: |a physiologie du début du travail et les
ef fets secondaires des procédures et des nedi canents.

Pour commencer, contrairement a ce qu on croit
communénment, |es obstétriciens ne peuvent pas dénarrer
un accouchenent en pressant un bouton... Pour démarrer |e
travail et lui donner de |’intensité, il faut nmettre en
pl ace une cascade de necani snes en boucle rétroactive
qui se renforcent et se limtent nutuellenment. 1]
s'agit d' une danse él égante et subtile d’ hornones et
autres substances échangées entre |le bébé, qui initie et
contréle |l e processus, et sa nere. L’administration
nmassi ve d’ ocytoci nes -- conbinée ou non avec des
procédures de nmaturation du col -- ne pernet pas en
général d'initier le travail progressif, a nmoins qu’i

ne soit sur le point de se déclencher |ui-néne. C est
la raison principale pour laquelle |es études nontrent
de mani ére cohérente que | e décl enchenent de

| " accouchement, quelle qu en soit la raison, augnente
consi dérabl enent |a probabilité d une césarienne pour

| es femmes qui accouchent de |eur premer enfant.

(Quel ques études sont arrivées a |l a conclusion inverse.
Les raisons en sont intéressantes a connaitre, et nous
| es abordons dans |l a 2e partie.)
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Goer, Henci. Elective Induction of Labor. Revi sed and
reprinted fromChildbirth Instructor Magazine.

http://ww. henci goer.confarticles/el ective_induction/

Nous ne devri ons
pas procéder a
des

décl enchenent s
dans une
popul ati on de
femes et de
bébés qui vont
bi en, a noins
qu'ils soient
vrai nent dans
une situation
propice a

| " accouchenent .

[17] En avoir assez d étre enceinte, ou vouloir faire
coi nci der |’ accouchenent avec |es dates du vol de la
belle néere font partie des raisons |es npins

convai ncantes de décl encher un accouchenent. “On ne
demande tout | e tenps des décl enchements” renarque
Nat al e, qui aj oute que beaucoup de praticiens ne

consi dérent pas |le cbté pratique comre une raison
suffisante pour déclencher le travail.

Pour quoi pas ? Comme tout autre nedi canent ou procédure
médi cal e, | es décl enchenments conportent un risque qui
doit étre pesé par rapport au bénéfice potentiel.

Certai nes femes peuvent avoir une réaction inhabituelle
au médi cament, et avoir des contractions intenses, sans
interruption qui n'ouvrent pas toujours le cervix, et
qui peuvent causer une détresse foétale.

Particuliéerenment si le cervix n'a pas commencé a se
ramol lir, un travail déclenché peut durer plus |ongtenps
qu'un travail qui a comencé spontanénent, augnmentant
ainsi la probabilité qu une femme optera pour |a
péridural e. Quel ques études ont nontré une relation
entre ce genre d’ anti-doul eur et des accouchenents plus
| ongs, ce qui peut alors augnenter |es chances

d interventions suppl énentaires, telles que

| " épisiotonie et méne | es césariennes.

« Si vous conparez |les femres pour lesquelles |e travai
comence spontanénent avec celles, sans aucun risque
identifiable, dont le travail est déclenché, |e second
groupe pourrait en fait avoir un taux de césarienne plus
él evé » explique Natal e

Difficile de dire de conbien celui-ci est plus élevé.
Les recherches sont en désaccord : selon certaines
études, | e décl enchenent plus que double | es chances de
césarienne ; cependant, une revue de la littérature
scientifique a conclu que | e décl enchement n’a aucun
effet sur le taux d accouchenent chirurgical, du noins
dans |l e cas de grossesses dont le terne est dépassé

Al ors qu’une étude publiée en 2001 dans « obstetrics and
gynecol ogy » a nontré un lien entre | e décl enchenent et
| a césarienne, |les auteurs affirnent que ¢’ est |le taux
de péridurale plus élevé parnmi |les femes dont le
travail a été déclenché et les facteurs de risque tels
que : prem er accouchenent, et un cervix non dilaté
avant | e déclenchement qui sont a blamer et non la
procédure elle-nméne.

Il est égal enent inportant de remarquer que beaucoup de
fermes dont |le travail est déclenché pour soit disant
dépassenment de terme ne renplissent pas vrainment |es
critéres, ce qui pourrait aussi augnenter la probabilité
de la césarienne. Un audit d un gros hbépital a nontré
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gu’ avant qu’ un protocole ferne concernant |e

décl encherment soit ms en place, 1/3 des patientes qu
ét ai ent décl enchées pour dépassenent du terne n’ avai ent
en fait pas encore atteint la linmte des 41 semai nes et
6 jours. Quand le travail est déclenché trop tot, les
nmedi canents sont noi ns susceptibles de décl encher un
véritable travail, ce qui peut déclencher une réaction
en chaine d interventions finissant en césarienne

“Dans | e cas de décl enchenents, |a cause de césarienne
I a plus commune est probabl enent un décl enchenent raté”
dit M Donald

C est parce qu’ un décl enchenent ¢’ est un peu come
prendre un tapis roulant ; il est parfois difficile

d’ appuyer sur | e bouton stop une fois que vous étes en
route. Par exenple, si |es prostagl andi nes ou | es
ocytocines ne marchent pas, il peut étre difficile de
vous convai ncre ou de convaincre | e personnel

hospitalier de |aisser |es choses évol uer pendant

quel ques jours, néne si vous et votre bébé étes en bonne
sant é. Egal enent, si votre poche des eaux a été ronpue
pour installer |le noniteur interne ou pour essayer de
faire avancer le travail vous pouvez étre forcée

d’ accoucher dans une période donnée, et si vous ne le
faites pas, vous pouvez vous retrouver en chenin pour |la
salle d opération. Et, bien sir, un accouchenent
chirurgical a ses propres risques, depuis |es sérieuses
conplications telles que |’infection, jusqu a

[ "inconfort suivant |a naissance qui rend |es soins du
bébé plus difficiles.

« Nous ne devrions pas procéder a des décl enchenents
dans une popul ation de fenmres et de bébés qui vont bien
a noins qu'ils soient vrainent dans une situation qui
soit favorable a |’ accouchenment » souligne Natale.

Haaf, Wendy. Induction of Labour. The Cons of Induction

http://ww. t odayspar ent. conl pregnancybirth/l abour/artic
e.j sp?cont ent =20030523 131728 1388

Le choi x d’ une
net hode pour le
décl enchenent

[288] Induction of I|abour is a conmon obstetric
instrunent to enpl oy when the potential risk to continue
a pregnancy is higher than to ternminate it. The nethods
of induction can be pharnacol ogi cal or nechanical; the
choi ce of the method mainly depends by the cervica
ripening, as it is significantly able to influence,
according to the type of induction, its final issue. The
nechani cal nmethods are: stripping and sweeping of the
menbr anes, hand dilatation of cervix, intrauterine
pressure catheters, Lam naria Japonicum transcervica
Fol ey catheter and ami otony. To pharnmacol ogi cal net hods
i ncl ude some agents such as the prostaglandins (PG, the
nmost conmon approach to i nduce a | abour, and used above
all by vaginal way in patients with unripe cervix. They
simul ate the natural PG effects at the beginning of
delivery and show a great efficiency. There are a | ot of
PG on the market, but except sonme of them as
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Di noprostone for PGE(2) and M soprostol for PGE(1), no
one of them shows the sane safety in managenent of

| abour. Oxitocin, another inductive nmethod, adm nistered
by diluted intravenous infusion, is utilized al one or
mainly with other nmethods when the |abour is started or
with rupture of the menbranes, because it begins or

mai ntai ns the nyonetrial contraction.

Tinelli A Tinelli R Tinelli FG [Induction of |abour
which nethod to use? ] [Article in italian]
M nerva G necol. 2003 Dec; 55(6):463-82

http://ww. ncbi.nl mnih.gov/entrez/query.fcgi ?cnd=Retrie
ve&db=PubMed&l i st _ui ds=14676736&dopt =Abstr act

Conbi en de tenps
attendre avant
de décl encher
apres une
rupture

spont anée des
nmenbr anes, sur
un co
favor abl e?

[289] Premature rupture of nenbranes (PROM occurs in
8% of termdeliveries. In this situation |abour

i nduction with prostaglandins, conpared with expectant
managenent, results in a reduced risk of

chori oamionitis, neonatal antibiotic therapy, neonata
intensive care (NICU) adm ssion, and increased naternal
satisfaction. The use of prostaglandin is associated
with an increased rate of diarrhoea and use of

anal gesi a/ anaest hesi a. Conpared w th oxytocin,

prostagl andin induction results in a |lower rate of

epi dural use and internal fetal heart rate nonitoring
but a greater risk of chorioamionitis, nausea

vom ting, nmore vagi nal exam nations, neonatal antibiotic
t herapy, NI CU adnission and neonatal infection. Wnen
shoul d be infornmed of the risks and benefits of each
met hod of induction. M soprostol is gaining increasing
interest as an alternative induction agent. It appears
to be an effective nmethod of |abour induction with term
PROM Further research is needed to identify the
preferred dosage, route and interval of adm nistration
and to assess uncommon naternal and neonat al

out cones. There has been linited research on the use of
prostagl andi ns, including msoprostol, for induction of
| abour with a favourable cervix and intact menbranes.
Conpared with intravenous oxytocin (wth and without
ami ot onry), | abour induction using vagina
prostaglandins in wonmen with a favourable cervix (with
and without PROV results in a higher rate of vagi nal
delivery within 24 hours and increased naternal
satisfaction. In wonen with a favourabl e cervix,
artificial rupture of menbranes foll owed by oral

m soprostol has similar tine to vagi nal delivery
conpared with artificial rupture of nenbranes foll owed
by oxytocin. Further research with prostagl andins,

i ncluding msoprostol, is needed to eval uate ot her

mat ernal and neonatal outcones in wonmen being induced
with a favourable cervix.No form of prostaglandin

i nduction in women with PROM or favourabl e cervix has
proven clearly superior to oxytocin infusion

Crane JM Young DC. Induction of labour with a
favourabl e cervix and/or pre-labour rupture of

menbr anes.

Best Pract Res Clin Cbstet Gynaecol. 2003 Cct; 17(5): 795-
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809.

http://ww. ncbi.nl mnih.gov/entrez/query.fcgi ?cnd=Retrie
ve&db=PubMed&l i st _ui ds=12972015&dopt =Abst r act

Comrent

décl encher apreés
une rupture
spont anée des
nenbr anes, sur
un co

déf avor abl e?

[290] Labour induction is undertaken when the

advant ages for the nother and/or the baby are considered
to outwei gh the di sadvantages. Wen the uterine cervix

i s unfavourable, oxytocin, with or without amiotony, is
frequently ineffective. Vaginal prostaglandin E(2) is
nost commonly used if it is affordable. Evidence
regardi ng many alternative nmethods is discussed in this
chapter. O particular interest are m soprostol and
extra-amiotic saline infusion.Msoprostol, an orally
active prostagl andin E(1) anal ogue, has been used wi dely
by the vaginal and oral routes for |abour induction at
or near term Several recent trials have confirnmed that
it is highly effective. Overall Caesarean section rates
appear to be reduced, despite a relative increase in
Caesarean sections for fetal heart rate abnornalities.
Concern remai ns regardi ng i ncreased rates of uterine
hyperstimul ati on and neconi um stai ned amiotic fluid,

al t hough data on perinatal outcone have been reassuring.
Post part um haenorrhage may be increased foll ow ng | abour
i nduction with msoprostol, and isolated reports of
uterine rupture, with or without previous Caesarean
section, have appeared. Using snmall dosages appears to
reduce adverse outconmes. Very large trials are needed to
eval uate rare adverse outcones. Extra-ammiotic saline
infusion is an effective nmethod which appears to reduce
the risk of uterine hyperstimulation that occurs with

t he use of exogenous uterotonics.

Justus Hofnmeyr G Induction of |abour with an

unf avour abl e cervi Xx.

Best Pract Res Clin Cbstet Gynaecol. 2003 Cct; 17(5):777-
94.

http://ww. ncbi.nl mnih.gov/entrez/query.fcgi ?cnd=Retrie
ve&db=PubMed&l i st _ui ds=12972014&dopt =Abstr act

Et ude random sée
de

| adm ni stration
vagi nal e de
nononitrate

i sosor bi de pour
|l a maturation du
col

[366] OBJECTIVE : Qur aimwas to exam ne the effect of
the nitric oxi de donor isosorbide nononitrate on the
uterine cervix at termand to eval uate possi bl e adverse
effects of this treatnent.

STUDY DESIGN : Term pregnant woren were randonmy
selected to receive either 40 ng vagi nally adm ni stered
i sosorbi de nononitrate or placebo 4 hours before

el ective cesarean section. Cervical status, maternal

bl ood pressure, maternal pulse rate, fetal heart rate,
unbilical arterial Doppler indices, and various side

ef fects were exam ned

RESULTS : Isosorbide nononitrate i nduced a significant
increase in cervical distensibility. It also caused a
significant change in maternal bl ood pressure and
maternal pulse rate. In addition, the frequency of
mat er nal headache and pal pitati ons was significantly
hi gher in the isosorbide nononitrate group versus the
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pl acebo group. However,
was noder at e.

the intensity of these synptons

CONCLUSI ON : Vagi nal administration of 40 nmg of

i sosorbide nononitrate induces cervical ripening at
term Al though the majority of wonmen experienced side
effects, no serious clinical maternal or fetal adverse
effects, resulting in specific nedication or emergency
cesarean section, were diagnosed.

Ekerhovd E, Bullarbo M Andersch B, Norstrdom A. Vagi na
adm nistration of the nitric oxide donor isosorbide
nononitrate for cervical ripening at term a randon zed
control | ed study.

Anerican Journal of Qbstetrics and Gynecol ogy

2003; 189(6) : 1692- 1697.

[393]

Pitkin RM Conmentary on pelvic scoring for elective
i nducti on. Bi shop EH. Pelvic scoring for elective

i nduction. CObstet Gynecol 1964;24:266-8, Page 846.
Qostetrics & Gynecol ogy 2003; 101(5):846. Editorial

http://ww. sci encedi rect.com sci ence?_ob=Articl eURL& ud
=B6TB2- 4BGHLGH M2& user =10& handl e=W WA- A- A- VD- M6 SAYWA-

UUA- AUDVYDUYDD- AEEYWCAEB- VD-

U& fnt=summary& cover Dat e=05%2F31%2F2003& rdoc=4& ori g=b
rowse& srch=%23t 0c%®23513092320039%23998989994. 79989234765
26! & cdi =5130&vi ew=c& acct =C000050221& versi on=1& url Ver
si on=0& useri d=10&nd5=8a8de94b7b60dc4a9b69ddb26cecf eab

Pl us de
déchirures
séveres | orsque
| " accouchenment
est en
dépassenment de
terme, déclenché
avec nmcrosoni e
foetal e,
utilisation de
| a péridural e,
extraction
instrunental e
(not anment
forceps), ou

si npl ement
conduit par un
obst étricien.

[ 795] BACKGROUND: The incidence of anal sphincter tears
i s hi ghest anong nulliparous wonen. The aimof this
study was to ascertain if there were other factors that

i ncreased their risk.

METHODS: This was a retrospective study of al
primgravid vagi nal deliveries that had sustained an
anal sphincter tear (n = 122), conpared with deliveries
that did not have this conplication (n = 16,050). The
study sanple was drawn froma conputerized maternity

i nformati on dat abase, conprising 52 916 deliveries in
the South d anorgan regi on during 1990-99. SPSS version
10 was used for statistical analysis.

RESULTS: The incidence of anal sphincter tears in this
study popul ation was 0.8% (122/16172). Postdates (OR =
1.8, 95% Cl = 1.3-2.6) and fetal nacrosoma (OR = 3.8,
2.4-6) together with induction of labor (OR = 1.5, 1.01-
2.2), use of spinal analgesia at delivery (OR = 3.1,
1.1-8.4), assisted vaginal delivery (OR=1.9, 1.3-2.7,;
especially the use of forceps, OR = 2.2, 1.3-3.9) and
doctor-conducted deliveries (OR = 2.2, 1.6-3.2) were
found to be associated with a significantly higher

i nci dence of anal sphincter tears. Logistic regression
reveal ed fetal macrosom a and doct or-conduct ed
deliveries to be independent risk factors that, when
occurring together, were associated with a fourfold
increase in the risk of occurrence of anal sphincter
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tears.
CONCLUSI ONS: This study suggests that careful assessnent
and counseling of wonen, particularly > 40 weeks
gestation or those potentially having nacrosonic
fetuses, especially if forceps are to be used for
prol onged second stage in primgravid women, may help to

identify those at significant risk of anal sphincter
tears.
GQupta N, Kiran TU, Mulik V, Bethel J, Bhal K. The

i nci dence, risk factors and obstetric outcone in
primgravid wonen sustaining anal sphincter tears.
Acta Obstet Gynecol Scand. 2003 Aug; 82(8): 736-43.

http://ww. bl ackwel | -
syner gy. conif openur | ?genre=arti cl e&si d=nl m pubmed& ssn=00
01- 6349&dat e=2003&vol une=82&i ssue=8&spage=736

Ny aurait-i

pas risque,

aussi bien pour

| e soignant que
| es parents nmis
aussi |’ enfant,
a ainsi
perturber un
phénonene qui
donnai t aucun
si gne de
probl ene ?
Cette étude
approfondie a
ét é publiée par
| es Dossiers de
| " Cbst étri que.

ne

[876] La naitrise d une technique nédicale — dans le
cas présent, |e déclenchenent de |’ accouchenent —
inmplique-t-elle la nécessité d étendre |’'utilisation de
cette technique au plus grand nonbre de parturientes
possi ble ?

Ny aurait-il pas comme une perversion du r6le du
médecin, réle qui consiste a soigner et soul ager, a

déf aut de toujours guérir, a inférer ainsi dans un
processus — |’ accouchement — qui ne requiert
nedi cal ement son intervention que dans di x a qui nze pour
cent des cas au plus ?

Ny aurait-il pas risques, aussi bien pour |e soignant
que les parents mais aussi |’ enfant, a ainsi perturber
un phénomene qui ne donnait aucun signe de problénme ?

Et L' ENFANT ? C est SA NAISSANCE, et il ne naitra qu’ une
fois...Cette nai ssance que de nonbreux chercheurs

d’ obédi ences di verses appel | ent "noment fondateur”

cette nai ssance qui senble s’ inpriner, pour le neilleur
ou pour le pire. au fer rouge, au plus profond de
["individu...Le premier respect de |'enfant a naitre ne
serait-il pas — quand tout se déroule bien — de le

| ai sser venir en SON tenps et en SON heure ?

Nous ne savons pas a noyen et long ternes |es
répercussions réelles du décl enchement de convenance sur
["individu, sur sa vie et sa santé a venir ni sur sa
facon de gérer ses relations et ses probl énes...

Pourtant, un certain nonbre d études sur les

retenti ssenents de |a naissance sur |’individu devrait,
pour le moins, inciter a la plus grande des prudences...
L' interventionni sne nmédi cal | NUTILE autour de

| "accouchenent senble |aisser des séquelles durables
dans un nonbre de cas non négligeabl e.

Poitel, Blandine. Progranmation de |’ accouchenent I es
sirenes de |la toute puissance. Les Dossiers de
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| Cbstétrique No 316, mai 2003, p.10-15; No 317,
2003, p.16-21; No 318, juillet 2003, p.30-33.

juin

http://users. sw ng. be/ carrefour. nai ssance/ Articl es/sc/Pr
ogramAcc. htm

Remar ques

Pour commander un tiré a part de cet article, il suffit
d’ envoyer vos nom prénom et adresse, ainsi que votre
reglenment (10 euros, conprenant les frais de port) a

Bl andi ne PO TEL, 1 Rue du Docteur Calnette, |ogenent 38

17000 LA ROCHELLE.

Les meédeci ns ont
de la difficulté
a reconnaitre
| eurs erreurs.

O celle-ci est
de taille: le
décl enchenent
des

accouchenent s
vagi naux apres
césariennes a
| " ai de du
Cytotec

(m soprostol),
reconmandé par
| Ameri can
Col | ege of
Qbstetricians
and
Gynecol ogi st s,
qui persiste
depui s des
années...

[880] Doctors find it difficult to admit m stakes. Here
we have a big m stake—€ytotec induction wth VBAC—hat
went on for years. Yet, there is no discussion of the
error or what to do so it won't happen again

Those doctors and m dw ves using Cytotec for induction
of labor off-label need to understand that they are
taking very big chances with the safety of the wonen and
babi es they serve. Just about everyone in the world,
after taking a careful look at the scientific evidence
has concluded we don’t yet know enough about the risks
to be willing to use it. This is illustrated in the
following list of organizations that do and do not
recomrend Cytotec (m soprostol) for Iabor induction

Reconmends

1. Anerican College of Cbstetricians and Gynecol ogi sts
(ACOQ)

Does not recomend

1. U.S. Food and Drug Adm nistration

2. Best scientific opinion—€ochrane Database

3. Searle (manufacturer of Cytotec)

4. Society of Cbstetricians and Gynaecol ogi sts of Canada
5. British Royal College of Obstetricians and

Gynecol ogi sts

6. Al obstetric organizations in Scandi navi a
7. FIG (International Federation of Gynecol ogy and
Qostetrics)

8. Wrld Health Organization
9. Obstetric organi zati ons and drug regul atory agenci es
in many other countries

How can ACOG possibly be willing to stand alone in
opposition to the best scientific opinion in the world?
Because so many of ACOG s nenbers already use Cytotec

i nduction off-label for its incredible convenience, the
organi zati on needs to support its nmenbers by
recomrendi ng this practice. This neans ACOG nust find a
paper published in a prominent U S. journal supporting
Cytotec induction. In ACOG s recommendati on on Cytotec
i nduction, the organization | eans heavily on a paper by
A.B. Gol dberg and ot her authors published in the New
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Engl and Journal of Medicine (2). Let’'s take a careful

| ook at the contents of this paper, as it is a superb
exanple of torturing the data until it confesses to what
the authors want it to say..

Wagner, Marsden. Cytotec Induction and O f-Label Use.
M dwi fery Today, 67, Fall 2003.

http://ww. m dwi ferytoday.confarticl es/cytotec. asp

En mati ére de
décl enchenent,
tout est loin

d étre réglé. Ce
qui conpte par-
dessus tout,

c’ est

[ "indication du
décl enchenent .

Il faut en peser
| es avant ages et
| es

i nconvéni ent s,
pour la nere et
son enfant,
apres une

| ecture critique
des données

épi démi ol ogi ques

[884] Le décl enchenent de |’'accoucherment est une
pratique devenue fréquente (22 % des accouchenents en
France sont décl enchés). Ce n’est pourtant pas un
exercice toujours facile notament |orsque |les
conditions |ocal es sont défavorables. A terne, toutes
i ndications et parités confondues, |es décl enchenents
sur conditions |ocal es défavorables sont grevés d’' un
taux de césariennes supérieur a 20 % Les indications
doi vent donc étre posées avec rigueur

Hors indication nédicale, plusieurs enquétes de pratique
nmontrent un exces de césariennes en cas de

décl enchenment, résultats contraires a ceux des travaux
randomi sés ; probabl enent les strictes conditions

d’ inclusion de ces derniers ont-elles été oubliées au
quoti dien de |’ exercice obstétrical

En cas d indication nédicale, il ne senble pas en

prem ére anal yse que | es décl enchenents soi ent dél étéres
; attention cependant de ne pas dépasser dans |la
pratique |l es conclusions des neilleurs travaux. Personne
nN"a janmai s dénontré qu' il fallait déclencher a 41

semai nes plutdt qu a 41 senaines + 6 jours ; personne
n"a janmai s nontré une supériorité quel conque du

décl enchenent avant terne dans |es ruptures prénaturées
des nenbranes par rapport a une surveillance bien

condui te

Les espoirs venus des techniques de maturation sont un
peu décus quel que soit le procédé utilisé ; certes les
scores de Bishop s’ améliorent, certes |es naissances
sont plus rapides aprés nmaturation, nais |les taux de
césari ennes restent sensiblenment |es ménes.

Il apparait donc qu’ en mati ére de décl enchenment tout est
loin d étre réglé. Ce qui conpte par-dessus tout, c’est
| "indication du décl enchenent. Il faut en peser les
avant ages et |es inconvénients, pour la mere et son
enfant, aprés une lecture critique des données

épi démi ol ogi ques.

Mar peau, L. Maturation du col utérin. Déclenchement du
travail. Apport des systénes intravagi naux de PGE2.

M ses a jour en gynécol ogi e obstétrique, tome XXVII

vol une Gynécol ogi e obstétrique, p. 125. CNGOF

http://ww. cngof. asso. fr/ D _PAGES/ PUMAGO 2003. HTM#125

Et ude de | a
fiabilité du

[423] OBJECTIVE: To evaluate the agreenent within three
pairs of observers regarding the Bishop score and an
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score de Bishop
avant le

décl enchenent a
terne

i nformal gl obal eval uation of the cervix
(favour abl e/ unf avour abl e) .

STUDY DESI GN: We conducted a reliability study of the
Bi shop score. Three pairs of exami ners (A?B, A?C and
D?E) performed i ndependently a cervical exanination in
156 term pregnant woren adnmitted for |abour induction.
We cal cul ated the proportion of agreement and the Kappa
coefficient.

RESULTS: Perfect agreement between two observers for the
Bi shop score was found in 44 wonen (28% . Accepting a

di fference of one point between the observers, agreenent
increased to 66% Weighted Kappa coefficients for the

Bi shop score were 69, 54 and 35% for each pair of
observers. Kappa coefficients for the infornal

eval uation of the cervix were 64, 45 and 46,
respectively.

CONCLUSI ON:  Agr eenent between two observers eval uating
the cervix is fair to substantial. An infornal

eval uation of the cervix is as reliable as the Bi shop
score.

Faltin-Traub EF, Boulvain M Faltin DL, Extermann P
Irion O Reliability of the Bishop score before | abour
i nduction at term

Eur opean Journal of Cbstetrics & Gynecol ogy and
Reproductive Bi ol ogy 2004; 112(2):178-181.

http://ww. sci encedi rect.com sci ence?_ob=Articl eURL& udi
=B6T69- 4B7HML9- 2& user =10& handl e=W WA- A- A- BU- Ms SAYZW
UUW AUDCZAAEAD- WADAYBWCZ- BU-

U& fnt=summary& cover Dat e=029%2F10%2F2004& rdoc=11& orig=
browse& srch=%23t 0c%235025%232004%23998879997%23476654! &
_cdi =5025&vi ew=c& acct =C000050221& versi on=1& url Versi on
=0& useri d=10&nd5=abec8194f 001f ab82343455f 178693a4

Essai conparatif
random sé de
deux protocol es
de gestion
active du
travail en
présence d’ un
col défavorable

[457] OBJECTIVE : The purpose of this study was to
conpare the efficacy of two protocols for active
managenent of |abor at termin the presence of an
unf avorabl e cervi x.

STUDY DESI GN : Pregnanci es that underwent | abor

i nduction at 37 weeks of gestation with an unfavorable
cervix (Bishop score, 6) were randomly assigned to
receive vaginally either a single dose of sustained-

rel ease di noprostone (Cervidil) with concurrent |ow dose
oxytocin or multidosing of msoprostol (25 g every 4
hours) followed by high-dose oxytocin. The prinary

outcone was the tine interval frominduction to vagina
delivery. OQther parameters included excess uterine
activity and cesarean delivery rates.

RESULTS : A total of 151 patients (dinoprostone, 74
patients; msoprostol, 77 patients) were enrolled. The
mean tine fromthe initiation of induction to vagina
delivery was the sane in the dinoprostone and

m soprostol groups (15.7 hours; 95% Cl, 13.7-17.7 hours
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vs 16.0 hours; 95% Cl, 14.1-17.8 hours; P = .34),

regardl ess of parity. The di noprostone and ni soprostol
groups did not differ statistically in the percent of
patients who were delivered vaginally by 12 hours (36.2%
vs 29.7%, 18 hours (63.8%vs 56.3%, and 24 hours
(81. 0% vs 81.3% . Excess uterine activity was not nore
comon in either group, and hyperstinul ation syndrone
was absent in all cases. Primary cesarean delivery rates
were simlar (dinoprostone, 21.6% misoprostol, 16.9%
relative risk, 1.3; 95% Cl, 0.7-2.5), with a failed

i nduction that occurred in one case in each group

CONCLUSI ON : Sust ai ned-rel ease di noprostone with
concurrent | ow dose oxytocin and intermttent

m soprostol w th del ayed hi gh-dose oxytocin are
effective alternatives for active managenent of | abor
wi th an unfavorabl e cervi x.

Bol nick JM Vel azquez MD, Gonzal ez JL, Rappaport VJ,
Mel | wai n-Duni van G Rayburn W. Randomi zed tri al
between two active | abor managenment protocols in the
presence of an unfavorabl e cervix.

American Journal of Obstetrics and Gynecol ogy

2004; 190( 1) : 124- 28.

http://ww. sci encedi rect. com sci ence?_ob=Articl eURL& ud
=B6VWP- 4BHSWFC- X& user =10& handl e=W WA- A- A- CY- Ms SAYZA-
UUA- AUDZCZW/UB- \BZVAAEUU- CY-

U& fnt=full & coverDat e=01%2F31%2F2004& rdoc=22& orig=bro
wse& srch=%23t oc%236688%232004%23998099998%23476806! & cd
i =6688& art Qutl i ne=Y&vi ew=c& acct =C000050221& versi on=1&
_url Versi on=0& useri d=10&md5=f 93789c57eb432ad0078d018ec7
83bbf #t oc5

Le risque de
césari enne est
mul tiplié par
12. 4 pour une
nul | i pare ayant
dépassé 41
semai nes d’ dge
gestationne
avec un bébé en
vertex, s'i

n’ est pas encore
engagé.

[458] OBJECTIVE : The purpose of this study was to
det ermi ne whet her an unengaged vertex significantly
increased the risk of cesarean delivery in nulliparous
patients at 41 weeks or greater.

STUDY DESIGN : The nedi cal records fromall nulliparous
patients greater than 41 weeks’ gestation delivered at a
single institution were reviewed. Patients undergoing
bot h spont aneous and i nduced | abor were included.

Mul tivariate anal yses were used to conpare the influence
of admi ssion fetal station versus induction of |abor on
the risk of cesarean delivery.

RESULTS : Four hundred forty-eight nulliparous wonen at
greater than 41 weeks’ gestation were delivered at our
institution during the study period. Sixty-two percent
of these patients underwent induction of |abor. There
was a statistically significant increase in cesarean
delivery rate conpared with station (6% of patients at -
1 station, 20%at -2 station, 43%at -3 station, and 77%
at -4 station; P = .001). Conpared with patients with an
engaged vertex, patients with an unengaged vertex had
12.4 tinmes the risk of cesarean delivery. Mst of the
cesarean deliveries were performed for failure to
progress. On the basis of nmultivariate analysis, the
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odds of cesarean delivery were better predicted by fetal
station than induction of |abor.

CONCLUSI ON : Nul l'i parous patients at 41 weeks or greater
with an unengaged vertex are 12.4 times nore likely to
be delivered by cesarean section than a patient with an
engaged vert ex.

Shin KS, Brubaker KL, Ackerson LM Risk of cesarean
delivery in nulliparous wonen at greater than 41 weeks
gestational age with an unengaged vert ex.

Anerican Journal of Qbstetrics and Gynecol ogy

2004; 190( 1) : 129- 34.

http://ww. sci encedi rect.com sci ence?_ob=Articl eURL& udi
=B6VOP- 4BHSWFC- Y& user =10& handl e=W WA- A- A- CY- Ms SAYZA-
UUA- AUDZCZW/UB- WBZVAAEUU- CY-

U& fnt=summary& cover Dat e=019%2F31%2F2004& rdoc=23& ori g=
br owse& srch=%23t 0c%236688%232004923998099998%23476806! &
_cdi =6688&vi ew=c& acct =C000050221& versi on=1& url Versi on
=0& useri d=10&n5=2b83b7225434c6c34f 859a17f 20717d5

La pratique

d’ une

échogr aphi e au
prem er
trimestre pernet
de réduire les
taux de

décl enchenent
pour dépassenent
de terne.

(Essa

randomi sé)

[743] bjective

This study was designed to test the null hypothesis that
first trimester ultrasound crown-runp | ength nmeasurement
for gestational age determ nation will result in no
difference in the rate of induction of |abor for
postterm pregnancy, compared with second trinmester

bi onetry al one.

St udy design

Two hundred ei ghteen women were randonly assigned to
receive either first trimester ultrasound screening or
second trinmester ultrasound screening to establish the
expected date of confinenent. Sanple size was cal cul at ed
by using a 2-tailed = .05 and power (1-) = 80% Data
were analyzed with 2 and Fi sher exact tests.

Resul ts

O 104 wonmen randomly assigned to the first trinester
screeni ng group, 41.3% had their gestational age

adj usted on the basis of the crown-runp |ength
measurenent. O 92 wonen randomy assigned to the second
trinmester screening group, 10.9% were corrected as a
result of bionetry (P < .001, relative risk = 0.26, 95%
Cl = 0.15-0.46). Five wonmen in the first trinester
screeni ng group and 12 wonen in the second trinester
screeni ng group had | abor induced for postterm pregnancy
(P =10.04, relative risk = 0.37, 95% Cl = 0.14-0.96).

Concl usi on

The application of a programof first trinester

ul trasound screening to a lowrisk obstetric popul ation
results in a significant reduction in the rate of | abor
i nduction for postterm pregnancy.
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Bennett KA, Crane JM5 O Shea P, Lacelle J, Hutchens D
Copel JA. First trimester ultrasound screening is
effective in reducing postterm|labor induction rates: A
random zed controlled trial

Anerican Journal of Qbstetrics and Gynecol ogy

2004; 190(4): 1077-1081.

http://ww. sci encedirect. conisci ence/articl e/ B6VOP-
4C7D32V- 1P/ 1/ d9bc1c466c103af 200260c4a069d29c7

Grande disparité
des taux de
péridural e,

décl enchenent,
épi si ot omi e,
déchirures,
forceps, entre
deux maternités
francai ses.

[791] BUT: Conparer |es pratiques obstétricales entre
une maternité de type 1 et une de type 3 chez les
nul | i pares a bas risque.

MATERI EL ET METHODES: Etude rétrospective en 2000 et
2001 regroupant 1 532 nullipares & bas risque dans 2
maternités d’ 11e-de-France. Le critére de jugenent
principal était |le taux de césariennes pendant travail.
Les autres critéres recherchés ont été |le taux de

décl enchenent et d extraction instrunentale, le type

d’ anal gési e, |es conséquences périnéal es et néonatal es.

RESULTATS: Le taux de césariennes pendant travail

n était pas siginificativement différent entre | es deux
maternités (11,5 %dans le type 3 versus 10,2 %dans |le
type 1). Le taux de décl enchenent était
significativenent plus élevé dans |la maternité de type 1
(14,2 %versus 8,7 % p < 0,01). Le taux de péridurales
est plus élevé dans |la maternité de type 3 (95,1 %
versus 75,5 % p < 0,01) avec deux fois noins

d’ anest hésie générale (0,6 %versus 1,2 % p < 0,01).
Les taux de forceps (27,5 %versus 17,4 % p < 0,01) et
d épisiotonme (72,7 %versus 39,3 % étaient
significativenment plus élevés dans |a maternité de type
3 mais avec plus de déchirures périnéales dans |a
maternité de type 1 (29,8 %versus 17,4 % p < 0,01).
Les transferts en médeci ne néonatal e étaient plus
fréquents dans |le type 3.

CONCLUSI ON: Dans cette étude, certaines attitudes
obstétricales, mais pas toutes, senblent noins «
interventionnistes » parm |es nédecins et |es sages-
fermes qui prennent en charge essentiellenment des
grossesses a bas risque que parni ceux qui prennent en
charge quoti di ennement des grossesses pat hol ogi ques nai s
sans différence sur |le taux de césariennes. Les

di fférences principal es concernent |es taux de
péridural es, de forceps, et d épisiotonie alors que |es
taux de décl enchenent et de déchirures périnéal es sont
plus élevés dans |la maternité de type 1. Les raisons ne
sont pas forcénent |iées au type de structure, et ne
peuvent donc pas étre généralisées a |’ ensenble des
maternités de type 1 et 3, mais peuvent étre |liées a des
politiques obstétricales différentes au sein des deux
équi pes.

Le Ray C, Gaudu S, Teboul M Cabrol D, Goffinet F.
Prise en charge du travail et de |’accouchenent chez |a
nul li pare a bas risque : conparaison d une nmaternité de
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type 1 et d’ une nmaternité de type 3
J Gynecol (ostet Biol Reprod 2004 Feb; 33: 30-6.

http://ww. e2ned. com i ndex. cf n?f useacti on=vi ewArt Dossi er
&Dart 1 dx=171071&DI ssl| dx=9532&DChapl dx=71852

En cas de
rupture

spont anée des
nmenbr anes a
terme, la

neill eure
approche
consiste a

décl encher si le
travail n a pas
début é

spont anénent
apreés 24 heures.

[823] OBJECTIVES: To determne the significant
predi ctors of clinical chorioamonitis and neonat al
infection in patients with prelabor rupture of the
menbranes at term and to apply this information to
determ nation of optimal timng of |abor induction

STUDY DESIGN: A retrospective case control series of
woren at 37 weeks’ with prelabor rupture of the

menbr anes. The study group consisted of wonmen with

evi dence of maternal or neonatal infection. Controls had
no evidence of infection. Three types of managenent were
compared. (1) Imediate induction of |abor, (2)
expectant managenent up to 24 h followed by induction of
labor if still necessary, or (3) expectant nanagenent
for over 24 h. Univariate and multivariate anal yses were
performed by stepw se | ogistic regression (SPSS software
package). The size of the study and the control groups
was cal cul ated for a 90% power with two sided P val ue of
0.05 in order to denmobnstrate an odds ratio of 2 for
expectant managenent (two groups: early and |late) versus
i medi at e i nduction of |abor (132 and 279 wonen in the
study and the control groups, respectively).

RESULTS: The rate of expectant nmanagenent for over 24 h
versus expectant nmanagenent until 24 h foll owed by

i nduction of |abor when still necessary, was higher
anong cases than anong controls (OR=1.84; P<0.017; 95%
Cl, 1.127-3.003). Conversely, the rate of imediate

i nduction of |abor versus expectant managenent until 24
h foll owed by induction of |abor when still necessary,
was al so hi gher anbng cases (OR=2.66; P<0.001; 95% Cl

0. 222-0. 644) .

CONCLUSI ON: I'n wonen with prel abor rupture of the
menbranes at term the best approach is to induce |abor
i f spontaneous | abor has not begun after 24 h.

Ezra Y, M chael son-Cohen R, Abranov Y, Rojansky N
Prel abor rupture of the nmenbranes at term when to
i nduce | abor?

Eur opean Journal of Obstetrics & Gynecol ogy and
Reproductive Biol ogy 2004; 115(1): 23- 27.

http://ww. sci encedi rect.com sci ence/articl e/ B6T69-
4CGNT17-4/ 1/ 2b63503ab51d04e690131492aea8c275

Il existe une

di stinction

f ondanent al e
entre
accouchenent

vagi nal (c’ est-
a-dire nai ssance
par les voies

[834] Le débat actuel entourant |la possibilité pour les
fermes d’ obtenir de | eur obstétricien une césarienne sur
demande a fait |'objet d un article paru dans votre
journal en mars 2004. Dans cet article, Hannah nous
informe du fait que seul e une nouvell e étude randoni sée
contrél ée pourrait pernmettre d’ évaluer les risques et

| es avantages d’ une césarienne programee par opposition
a4 un accouchenment vaginal planifié. Afin dillustrer
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naturel | es) et
accouchenent
physi ol ogi que
(expression d’ un
processus
physi ol ogi que
nor mal non
perturbé).

certai ns avantages de |a césarienne élective, Hannah
introduit plusieurs résultats statistiques reliés en
particulier aux taux d incontinence urinaire.

O, dans cet article, le terme d accouchenent vagi nal
spontané nériterait d étre meux défini. Quand Hannah
fait référence au taux d incontinence urinaire suivant
un accouchenent vagi nal spontané, on est en droit de se
demander, par exenple, si dans |’ étude citée |les femes
nmettant au nonde | eur bébé ont fait |’ expérience d’ une
poussée physi ol ogi que involontaire, non dirigée, faisant
intervenir le réflexe de poussée. Qu plutdt, s’il s’ est
agit d’ un accouchenent vagi nal spontané, sous péridurale
par exenple, durant |lequel a dilatation conpléte |la
fenmme s’ est vu encouragée a inspirer, bloquer, pousser.
Les résultats et |es conséquences sur |e périnée fémnin
sont-ils les ménes d’ une mani ére ou de |’ autre?

Ceci nous aneéne a questionner |’autorité que |’ on doit
accorder a Hannah des lors qu elle fait référence a la
noti on d accouchement vagi nal spontané. Lorsqu’on parle
de spontané cela veut dire que |’ accouchenent s’est
déroul é spontanénent, c’est-a-dire physiol ogi quenent. S
c'est le cas, |I'induction, la stimulation, le
nonitoring, la restriction des positions pour |a
poussée, la péridurale, |e «coaching» de | a poussée,

| " épisiotonmi e, |es ventouses, |es pressions abdom nal es,
les forceps, seraient tous des él énents qui excluraient
ces accouchenents de |a catégorie accouchenment vagi na
spont ané.

Il est évident pour ceux qui en ont été témpins qu’i

exi ste une distinction fondanental e entre accouchenent
vagi nal (c’ est-a-dire nai ssance par |es voies
naturel |l es) et accouchenent physiol ogi que (expression

d’ un processus physiol ogi que normal non perturbé). Le
mlieu hospitalier est reconnu corme un nilieu ou |les
conportenents sont fortenent codifiés et structurés. Une
femme qui y accouche aujourd hui ne devrait trop espérer
y étre soutenue dans sa «spontanéité». L’accouchenent
vagi nal spontané observé en nmilieu hospitalier conporte
un biais énornme, celui-la méne d avoir |ieu dans un
espace, |’ hopital, ou |le processus physiol ogi que nornal
de la mse au nonde d’ un bébé est quasi nent toujours
perturbé. L' hépital est un biais systématique inportant
introduit dans toutes |es études sur |’accouchenent,
sans jamais étre nentionné come une des linmtes des

ét udes.

L’ accouchenent vagi nal spontané devrait étre clairenment
défini dans les futures études scientifiques, incluant
celles dirigées par Hannah. Si |’ on souhaite vrainent
conparer |es césariennes sur denande avec |’ accouchenent
vagi nal spontané, on devrait le faire en se concentrant
sur |’ espace |l e plus propice a un accouchenent spontané
et physiologique, c est-a-dire |’ accouchenent a la

mai son.
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Gerbelli C FElective cesarean section. Letters.
Canadi an Medi cal Association Journal 2004;171(1):15.
http://ww. crmaj.cal/cgi/content/full/171/1/ 15%etoc
http://ww. crmgj.cal/cgi/reprint/171/ 1/ 15-a. pdf
Les [873] Le déclenchenent du travail est une intervention
obstétriciens controversée, et les obstétriciens, assez souvent, sont
devraient étre confront és aux demandes des patientes, soit de reporter
i ntransi geants | e décl enchenent alors qu' il est justifié par une
envers |es i ndi cation nmédicale, soit encore de demander un
pati ents conme décl enchenent sans indication particuliére.
envers eux- nénes
quand ils La seul e indication, pour nous, d un décl enchenent “de
envi sagent un routine”, est le dépassenent de terne au dela de 42
décl enchenent de |senmines de gestation
travail sans
i ndi cation La décision de déclencher le travail dépend des risques
particuliére, de continuer |a grossesse en comparai son avec ceux de
afin d éviter de |l'interronpre. |l existe des conplications
prendre des obstétricales dont on sait bien qu’'elles induisent des
ri sques d’ échec ri sques caractérisés pour le foetus et la nere,
de not anment | a pré-écl anpsi e nodérée ou sévere, le
décl enchenent, di abéte, la nmal adie de rhésus et une forte insuffisance
ou de césarienne |placentaire. Les autres indications sont noins fortes,
causée par une et les obstétriciens devraient étre intransigeants
pr ogr essi on envers |l es patients comme envers eux-ménes quand ils
i nadéquat e du envi sagent un décl enchenent de travail pour de telles
travail . i ndications, afin d éviter de prendre des risques
d’ échec de décl enchenent ou de césarienne causée par un
travail dysfonctionnel
Danny Tucker. |Induction of |abour - A guide for SHO s.
Jessop Hospital for Wnen, Sheffield (UK)
http://ww. wonens- heal th. co. uk/iol.htm
Ressour ces [874] MAJOR RECOMVENDATI ONS
bi bl i ogr aphi ques
sur le Each recomendation is rated based on the level of the
décl enchenent evi dence and the grades of reconmendation. Definitions
of the grades of the recommendations (A B, C Good
Practice Points) and | evel of the evidence (Level |-
Level V) are presented at the end of the Mjor
Recommendat i ons field.
C - Induction of labour is indicated when the benefits
of delivery to the nother or foetus outweigh those of
continuing with the pregnancy. The risks of induction
shoul d be wei ghed agai nst the benefits of continuing
with the pregnancy. (Grade C, Level 1V)
C - The decision to performa social induction of |abour

shoul d be taken on a case-by-case basis, after fully
di scussing the potential risks and di sadvantages with
the patient (Royal College of Obstetricians &
Gynaecol ogi sts [RCOG, 1998). (Grade C, Level 1V)

C - Induction of |abour should be performed in an

envi ronment where trained personnel and facilities are
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avail able to deal imediately with any conplication of
i nduction of |abour. (Grade C, Level 1V)

C - Continuous electronic foetal heart rate nonitoring
in active |abour is recomended (RCOG 1998; Anerican
Col | ege of (nbstetricians & Gynaecol ogi sts, 1995; Spencer
& Ward, 1993). (Grade C, Level 1V)

A - The favourability of the cervix, or otherw se,

shoul d be assessed prior to induction. If the cervix is
unfavourabl e and the induction necessary, ripening of
the cervix is useful. (G ade A Level |a)

C - Prostaglandins should be adninistered at a facility
where continuous uterine activity and foetal heart rate
nmonitoring can be performed. (Grade C, Level V)

A - The oxytocin levels required to produce effective
contractions vary w dely anmong individuals (Anm co,

Sei tchi k, & Robinson, 1984; Arul kumaran et al, 1985) and
thus the oxytocin titrated nust be individualised.
(Grade A, Level Ib)

C - Continuous electronic foetal nmonitoring is
recommended whenever an oxytocin infusion is used.
(Grade C, Level 1V)

B - Induction of |abour is not contraindicated in wonen
with one previous | ow segnment transverse caesarean
section as long as the labour is nonitored closely.
(Grade B, Level I11)

G ades of Recommendati on

Grade A (evidence levels la, Ib): Requires at |east one
randomni zed controlled trial as part of the body of
literature of overall good quality and consistency
addressing the specific recommendati on.

G ade B (evidence levels Ila, Ilb, IIl): Requires
availability of well conducted clinical studies but no
random sed clinical trials on the topic of

recomendat i on.

Grade C (evidence level 1V): Requires evidence obtai ned
fromexpert committee reports or opinions and/or
clinical experiences of respected authorities. |ndicates
absence of directly applicable clinical studies of good
quality.

Good Practice Points: Recomrended best practice based on
the clinical experience of the guideline devel opnent

group.
Level s of Evi dence

Level la: Evidence obtained from neta-anal ysis of
random sed controlled trials.
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Level I|b: Evidence obtained fromat |east one random sed
controlled trial

Level Ila: Evidence obtained fromat |east one well -
desi gned control |l ed study w thout random sation

Level I1b: Evidence obtained fromat |east one other
type of well-designed quasi-experinental study.

Level I11: Evidence obtained fromwell-designed non-
experi nental descriptive studies, such as conparative
studies, correlation studies and case studies.

Level |V:Evidence obtained fromexpert commttee reports
or opinions and/or clinical experiences of respected
authorities.

M nistry of Health, Singapore. Induction of |abour.

Bi bl i ographi ¢ sources. Singapore Mnistry of Health
I nducti on of |abour. Singapore: Singapore Mnistry of
Heal t h; 2000 Aug. 22 p. [28 references]

http://ww. gui del i ne. gov/ summary/ sumary. aspx?doc_i d=283
9&nbr =2065

Le décl enchenent
peut s’ avérer
une procédure
utile lorsqu’il
est urgent de
faire naitre le
bébé, mais il
présente des

i nconvéni ents.

[875] Le décl enchenent peut s’ avérer une procédure
utile lorsqu il est urgent de faire naitre | e bébé, nmais
il présente des inconvénients:

* On pensait autrefois que | e décl enchement augnentait
le risque que le travail se finisse par une césarienne
Les travaux de recherche ont nontré que ce n'est pas le
cas lorsque |a seule raison du déclenchenment est |e
dépassenent de terne.

* |l peut y avoir un risque accru de césarienne si la
cause du décl enchenent est |a pré-éclanpsie ou toute
autre raison signifiant que | e bébé ne se porte pas
bien. Toutefois, dans ces cas, il existe un risque que
| e bébé nai sse par césarienne, de toute maniére, et i
est difficile de prouver que ce risque serait accru par
| e décl enchenent.

* Les accouchenents décl enchés peuvent étre rapides et
violents. Certains fenes se réjoui ssent que tout se
soit passé rapidenent, tandis que d autres auraient
préféré une transition plus graduelle vers la naternité
I Si votre accouchenent doit étre déclenché, il faut
vous préparer a des contractions soudaines et fortes, et
di scuter avec votre partenaire de nai ssance vos choi x de
traitement de |la doul eur.

Babyworld site (UK). Risks of induction

http://ww. babywor | d. co. uk/i nformation/birth/induction/r
i sks_i nduction. asp

Remar ques
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Cette page parle de résultats des recherches nais ne
cite aucune référence a |’ appui de ses affirmations.
Ell e n" aborde pas | e sujet des décl enchenents pour
convenance, voir par exenple la fiche 872 de cette
base:

Ri sks of induction of |abour in unconplicated term
pregnanci es. Paediatric
& Perinatal Epidemology 15 (2), 131-138.
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