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Nemam konflikt zajmu.



Prednaska je inspirovana skutecnymi udalostmi.



Preoxygenace
Thiopental
Sukcinylcholin

Apnoicka pouza

po probéhnuti fascikulaci

Intubace
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Sufentanil
10 pg (& 2.5 pg)

Rocuronium
0.6 mg/kg

Prodychani vakem
1T min

LMA
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Journal of Anesthesia, Analgesia and Critical Care https://doi.org/10.1186/544158-026-00435-2 Table 3: GENERAL ANESTHESIA - characteristics of elective and acute caesarean sections

. . Czech Republic Slovakia
Artlde in PreSS a OBAAMA-COV Elective Emergent Elective Emergent
N =154 N = 387 N =90 N =127
Obstetric anaesthesia for caesarean section in fesscniferedminictegnaloepealinzestiesla

Urgency 0,6 69,5 5,6 86,6

central Europe: d prospedive pOPUIation-WEighted Preferences of the mother 59,7 14,4 59,6 5.5
binational audit (OBAAMA-COV Study) LMWH applied 26 1.0 1, 1.6

Bleeding complications 0,6 1,6 2,2 1,6
TR, TR w——T———— Failure of neuraxial blockade 16,9 57 16,9 2,4
R ived: 07 Mar 2026 an blaha, Faviina Noskova, Dagmar >eidlova, Maria Grochova, Ra 0zova, Jose . .
A:::w:: $01J alrmz " Firment, Hana Harazim, Katefina Kusalové, Michal Svoboda, Deana Slovjakovd, Nela Placentation disorder 1.9 18 0,0 0.0
. Rezbérikové, Quynh Nguyenovi, Petr Stouraé, Miriama Kaéakova, Klara Fabiankova, ther 7,7 , 4, A4
P u y § Oth 1 6,0 14,6 2
Published enline: 08 July 2026 Jaroslava S¢éamburova, Petr Reimer, Monika BureSova, Richard Tesafik, Pavel Kettner, Securing the airway
RSl induction 87,8 96,5 96,6 98,4
Sellick's manoeuvre 10,6 28,1 49 34,0
99 L Complications in securing the airway
9 QJQ odo Difficult intubation 2,6 1,6 2,2 0,8
6;9 9([9):) (- ;93 0 " ;\; 9 Regurgitation 0,0 0,8 0,0 0,8
7\7 g Y- Q-9 \Qso)a Aspiration 0 0 0 0
5 P ZQ ée5509 Q o *9 Vomiting 0 0 0 0
§ 09 ”"’"‘ /"L Hyposaturation 3,2 0,5 0,0 0,0
*\\ v ) w 2Zilin
9 Bugq;_w v 9 9° g 99\1 97 ,,,9:/\2 Other 13 0,0 0,0 0,0
N \«\ Cesky 5'“-‘.«9 v \\ o T 0 9 / - o
\;_;\.f 9/ s|ovensko Q vq”ce 9 / Induction to anaesthesia
e 00 © Vo e Thiopental 41,6 37,6 24,7 323
w'(t’aremsnava fo ;’"‘—\/ Propofol 53,9 60,8 75,3 66,1
ey K Hypnomidate 1,3 0,3 0,0 0,0
Suxamethonium 94,2 97,4 94,4 95,3
Rocuronium 2,6 2,3 2,2 3,1

Data are given in %.



Sharp LM, Levy DM. Current Opinion in Anaesthesiology 2009, 22:357-361

'I'he salient characteristics ot RSI were delineated by
Stept and Satar in 1970 [3].

— Preoxygenation

— Predetermined doses of thiopental and SCh
— Ciricoid force

— Avoidance of ventilatton by bag and mask
— 'I'racheal intubation

... jenze je rok 2026 ?!
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é U téhotné je 10x vyssi riziko obtizné intubace, tak si musime vytvorit
OPTIMALNi PODMINKY, a ne NEDOSTATECNE !

podani ukonceni
anestetikal intubace podavani anestetik extubace

™

Uvod do Anestezie /
anestezie chirurgie

| P

zaCatek konec preklad
chirurgie chirurgie na PACU

Preoxygenace Probouzeni  Zotaveni
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Cephalic
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Doba nastupu ucinku myorelaxancia
zalezi ale i na zpusobu aplikace !!
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Table 3. Onset Times and Durations of Neuromuscular 100- i . * .
Block D g e Y R SR Pussrere |
N\ 904 ]
Succinylcholine Onset Duration of w80
dose (mg/kg) time(s) block (min) n E 7o
0.3 72 £ 30 44+14 13 T 5o B Excellent
0.5 68 + 44 52+ 1.8 27 & . C1Good
1.0 53 + 23 5.9 + 1.9t 30 2 3Poor
1.5 56 = 31 7.2 2% 30 o 20 &R Failed
2.0 52 + 21 7.5 = 1.7* 30 = 301
m -
Values are means = SD. \_/ 20
*P < 0.01 versus succinylcholine 0.3, 0.5, and 1.0 mg/kg groups; 1P < 0.05 10-
versus succinylcholine 0.3 msj/luj group.

2.0 1.5 1.0 0.5 0.3 0.0
Succinylcholine Dosage (mg/kg)

Figure 1. Intubating conditions with different doses of succinylcho-
line (n = 30 in. each group). The incidence of excellent intubating
conditions was significantly more frequent (*P < 0.001) in patients
receiving succinylcholine than in those of the control group and in

Doba nastupu Ucinku i ¢as do intubace

jSOU na davce zavisle ! the 2.0 mg/kg succinylcholine group (P < 0.05) than in the
0.3 mg/kg succinylcholine group (Kruskal-Wallis test for multiple
aompauqonq)

Naguib M et al. Anesth Analg 2006;102:151-5



Intubacni podminky SX vs ROC

Anesth Analg 2016;122:1536—45)

Low-Dose or High-Dose Rocuronium Reversed with
Neostigmine or Sugammadex for Cesarean Delivery
Anesthesia: A Randomized Controlled Noninferiority
Trial of Time to Tracheal Intubation and Extubation

Petr Stourac, MD, PhD,* Milan Adamus, MD, PhD,f Dagmar Seidlova, MD, PhD,%

Tomas Pavlik, MSc, PhD,§ Petr Janku, MD, PhD,| Ivo Krikava, MD, PhD,§ Zdenek Mrozek, MD, PhD,t
Martin Prochazka, MD, PhD# Jozef Klucka, MD,* Roman Stoudek, MD,* Ivana Bartikova, MD,{
Martina Kosinova, MD,§ Hana Harazim, MD,{ Hana Robotkova, MD,t Karel Hejduk, MSc,§

Zuzana Hodicka, MD, PhD,| Martina Kirchnerova, MD,} Jana Francakova, MD,t

Lenka Obare Pyszkova, MD,t Jarmila Hlozkova, MD,t and Pavel Sevcik, MD, PhD**

Table 3. Evaluation of Intubating Conditions

ROC group (n =120)  SUX group (n = 120)

n % n % P
Resistance to laryngoscopy 0.019
None 105 88 89 74
Mild (slight) 14 12 25 21
Severe (active) 1 1 6 5

International Journal of Obstetric Anesthesi (2019) xx, xo-nxx
09359-289/§ - see front matier © 2019 Elsevier Lid. All rights reserved
https://doi.org/10.1016/j.ijoa.2019.08.005

ORIGINAL ARTICLE

Surgical conditions with rocuronium versus suxamethonium
in cesarean section: a randomized trial

J. Blaha,™" P. Noskova,"" K. Hlineckd,” V. Krakovska.® V. Fundova,* T. Bartosova,"
P. Michalek,* M. Stfitesky*

A:  INTUBATION CONDITIONS
® ROC mSUX

30 A
25 1
20 A
15 -
10 -
g m N
0

Excellent Above average Average Below average Poor
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Tomas Vymazal, Pavel Michélek, Olga Klementova a kolektiv

Anesteziologie

(nejen) k atestaci

2., prepracované a doplnéné vydani
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Porodnicka anestezie

75.3 (Celkova anestezie

Nejcastéji uzivanym svalovym relaxanciem k intubaci u cisafského fezu je stdle
sukcinylcholin v dnes doporucované dévce 1,2-1,5 mg/kg. Ddavka 1 mg/kg muze

byt pro vytvoreni optimdlnich intubacnich podminek nedostatecnd. Doporuceno je
kazdopddné pouzivani relaxometrie k monitorovdni ndstupu tc¢inku, protoze pro-
béhnuti fascikulaci je nespolehlivou znamkou nastupu plného efektu. Navic v te-

. ¥ W

nylcholinu. Poddni prekurarizacni davky neni doporuceno, protoze mize zpomalit
nastup plného ucinku sukcinylcholinu. Davodi, pro¢ u cisaiského fezu si udrzel
sukcinylcholin (na rozdil od ostatni briSni chirurgie) svoje vysostné postaveni, je
nékolik. Tim prvnim je nepochybné obrovska tradice jeho pouzivani v této indikaci.
A tim druhym je fakt, ze pfi primeérné deélce cisarského rezu 25-40 minut je Gc¢inek
alternativy, tj. rokuronia, prili§ dlouhy. Pritom rokuronium je z mnoha divodu vy-
hodnéjsi alternativou sukcinylcholinu. Rokuronium v ddvce 1 mg/kg i u téhotnych
zen navozuje shodné intubac¢ni podminky jako sukcinylcholin, a to v prijatelném
¢ase pro apnoickou intubaci. Vyhodou rokuronia ve srovndni se sukcinylcholinem
je jeho priznivejsi farmakologicky profil s méné nezadoucimi ucinky, ale predeviim
existence specifického antidota sugammadexu. V pripadé nezdarené intubace Ize totiz
poddnim sugammadexu okamzité a trvale antagonizovat efekt rokuronia s uplnym
odeznénim relaxace v krat$im case, nez je tomu po podani sukcinylcholinu. Vira, ze
spontanni odeznéni tcinku sukcinylcholinu v piipadé selhdni intubace je dostatecné
rychlé k véasnému obnoveni spontdnniho dychdni, je totiz u téhotnych zen s fyzi-
ologicky zvysenou spottebou kysliku mylnd. V této situaci se nabizi jasnd otdzka,

zda rokuronium v dévce 1 mg/kg, které nabizi srovnatelné intubac¢ni podminky se

sukcinylcholinem, by v kombinaci se sugammadexem nemelo jiz sukcinylcholin
i u cisafského rezu nahradit.
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Barbora Jindrova, Jan Kunstyt, Jan Blaha a kolektiv

Praktické postupy
v anestezii

3., pfepracované a doplnéné vydani
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PORODNICKA ANESTEZIE A ANALGEZIE

Celkova anestezie

Aktudlni vyhodnoceni rizika obtiznosti OTI, CAVE: piercing v oblasti ust!

Zkontrolovat okamzitou dostupnost vybaveni pro alternativni zajisténi DC, vcetné
funkéni odsavacky.

U rodicek s téz8i HT je vhodna redukce TK pred ivodem do CA: pro rychlé snizeni
TK na OS lze pouzit predevsim urapidil v davce 10-20 mg a 5 min.

Preoxygenace/denitrogenace plic!

Uvod do CA: TP 5 mg/kg nebo propofol (2,5 mg/kg) + rokuronium 1 mg/kg (SCH
1,2-1,5 mg/kg).

Intubace za 50 sekund od podani relaxancia!
NE Sellickéiv manévr!

Zvaz: = Prfi HT remifentanil 0,5-1 pg/kg.
= Pfi hypotenzi ketamin 0,5-1 mg/kg.
= Laryngoskop s flexitipem; ETK €. 7, event. se zavadécem.
« Uz po 1 nezdafilém pokusu o OTI jako prvni alternativu pouzit LM.
Podstatna je oxygenace, nikoli intubace!

Anestezie do vybaveni plodu: inhalace O, + vzduch + sevofluran 0,7% (zvaz N,O
jako analgetikum).

Relaxace: pti OTI v SCH podat nedepolarizujici svalové relaxans ihned po OTI
(neprostupuji placentou), napf. atrakurium 15-25 mg.

Anestezie po vybaveni plodu: sufentanil bolus 30-50 pg, sevofluran zvysit na
1,0 MAC nebo dle potteby. A déle standardni postup pro CA.



KARIM
1.LF UK
VFN v Praze

Zmeéena standardu CA u cisarského rezu:

= thiopental 5 mg/kg

« rokuronium 0,6/1 mg.kg"
+ sugammadex

= zvaz remifentanil 1 ug/kg

XXX, kongres Ceské spoleénosti anesteziologie, resuscitace a intenzivni mediciny  Brno 17. zafi 2026 = ® & 2



Prodychani maskou u sekce... ?

... APROC NE?

. on
mask Ventilation during Inducti

ce
- «Gentle” Enough?
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THE ASPIRATION OF STOMACH CONTENTS INTO THE LUNGS
DURING OBSTETRIC ANESTHESIA*

Curris L. MENDELSON, M.D., NEw YoRK, N. Y.

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

Summary

Sixty-six eases of aspiration of stomach contents into the lungs during
obstetric anesthesia are analyzed. The incidence of this complication per

cent in 44,016 pregnancies at the New York Lying-In Hospital from to
1945.

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

Table 7 Reported incidence of aspiration in obstetric and general surgical populations

Incidence of

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

Ezri et al. Anaesthesia 2000; 55:421-426

Anaesthesia, 1993, Volume 48, pages 53-57

Forum
An evaluation of gastric emptying times in pregnancy and the puerperium
E. M. Whitehead,* BSc, FFARCS, Research Registrar, M. Smith,} MB, BS, FFARCS, Y. Dean, MB, BS,

FRCA, Senior Registrars, G. O'Sullivan, MD, FFARCS, Consultant Anaesthetist, St Thomas’ Hospital,
Lambeth Palace Road, London SE1 7EH.

Plosma paracetamal concentration (mg. ™

! L 1 1 I I

4] 20 40 60 BO 100 120 140

Time post-poracetamol ingestion (min)

Fig. 1. Plasma paracetamol concentration vs time postparacetamol ingestion for the control (W),
first (+), sccond (*) and third (O) trimester groups, Plasma paracetamol concentrations are
expressed as median values,

20 -
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Time post-paracetamal ingestion {min}
Fig. 2. Plusma paracetamol concentration vs lime postparacetamol ingestion for the control group
(®) and 30 females during the third trimester of pregnancy (4) and postdelivery between 18 and
4% h (*). Plasma paracetamol concentrations are expressed as median values.




THE ASPIRATION OF STOMACH CONTENTS INTO THE LUNGS
DURING OBSTETRIC ANESTHESIA*

Curtis L. MeENDELSON, M.D., NEw YoRK, N. Y.

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

Summary

Sixty-six cases of aspiration of stomach contents into the lungs
obstetric anesthesia are analyzed. The incidence of this complication

cent in 44,016 pregnancies at the New York Lying-In Hospital from
1945,

during
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10mg (5 mg/mL)
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#sthe hydrochloride

For LV, or |.M. use.
=572 (9/04)

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

Table 7 Reported incidence of aspiration in obstetric and general surgical populations

Incidence of

Patient group aspiration

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

T—

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

Before Metoclopramide After Metoclopramide

Cricoid Pressure

Baseline Baseline Applied
Lower esophageal pressure 141 +29 19.6 = 4.7t 50+ 43"
Intragastric pressire 4= h7=19 5823
Barrier pressure 9.6 =34 14.1 @ —-0.2 £56.17

Data are in mmHg = SD.

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

Ezri et al. Anaesthesia 2000; 55:421-426

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




TABLE 9. Side effects of

succiny!ahm’ ine.

e Massive hyperkalemia in
susceptible patients

e (Cardiac arrhythmias

e Muscle fasciculations

e Myalgias

e Rhabdomyolysis

e Increased intracranial

ressure
Increased intragastric

ressure

e Increased mitraocular
pressure

e Malignant hyperthermia

e Masseter muscle spasm or

jaw rigidity
e Prolonged apnea (1-4 hours),
if atypical plasma

cholinesterase

From Bevan DR. Complications of mus-
cle relaxants. Semin Anesth. 1995;14:63.
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e NEW ENGLAND
JOURNAL o MEDICINE

ESTABLISHED IN 1812 FEBRUARY 28, 2019 VOL. 380 NO.9

Bag-Mask Ventilation during Tracheal Intubation
of Critically Il Adults

Jonathan D. Casey, M.D., David R. Janz, M.D., Derek W. Russell, M.D., Derek J. Vonderhaar, M.D.,
Aaron M. Joffe, D.O., Kevin M. Dischert, M.D., Ryan M. Brown, M.D., Aline N. Zouk, M.D.,
Swati Gulati, M.B., B.S., Brent E. Heideman, M.D., Michael G. Lester, M.D., Alexandra H. Toporek, M.D.,
Itay Bentov, M.D., Ph.D., Wesley H. Self, M.D., Todd W. Rice, M.D., and Matthew W. Semler, M.D.,
for the PreVent Investigators and the Pragmatic Critical Care Research Group*

Subgroup

Body-mass index
=30
=30
Meuromuscular blockade
Nondepolarizing
Depolarizing
Laryngoscopy
Direct
Video
Indication for intubation
Hypoxemia
Other indication

Spo, at induction
<97%
=97%

Table 3. Outcomes of Tracheal Intubation.

Qutcome (N=199)
96 (87-99)

21/193 (10.9)

Primary: median lowest oxygen saturation (IQR) — %*

Secondary: lowest oxygen saturation of <80% — no./total no. (%)

Exploratory safety outcomes

Bag-Mask Ventilation No Ventilation

Relative Risk or
Mean Difference
(95% CI)

3.9 (L4t06.5)F
0.48 (0.30t0 0.77)

(N=202)
93 (81-99)
45/197 (22.8)

Bag-Mask
Ventilation

Mean Difference
No in Lowest Spo,

Ventilation

median lowest Spo, % (IQR)

96 (89-99)
95 (83-99)

95 (86-99)
98 (90-100)

96 (89-99)
96 (86-99)

92 (83-98)
99 (95-100)

89 (83-94)
98 (92-100)
96 (87-99)

93 (82-100)
93 (77-97)

93 (80-98)
93 (81-99)

95 (81-99)
92 (80-97)

91 (80-97)
96 (82-100)

82 (71-92)
96 (87-100)
93 (81-99)

(percentage points)

I T T
-15 -10 -5

Mo Ventilation
Better

Bag-Mask
Ventilation
Better

P Value for
Interaction

0.56

0.27

0.70

0.11

0.01

2 (1.0)

Operator-reported aspiration — no. (%) 5(2.5) 8 (4.0) 0.63 (0.21 to 1.91)
New opacity on chest radiography — no./total no. (%) 31/189 (16.4) 29/196 (14.8) 1.11 (0.70to 1.77)
New pneumothorax — no./total no. (%) 2/189 (1.1) 6/196 (3.1) 0.34 (0.07 to 1.66)
New vasopressor after induction — no./total no. (%) 39/196 (19.9) 46/199 (23.1)  0.86 (0.59to 1.26)
New systolic blood pressure of <65 mm Hg — no./total no. (%) 8/195 (4.1) 17/197 (8.6) 0.48 (0.21 to 1.08)
Cardiac arrest within 1 hr after intubation — no. (%) 4 (2.0 0.51 (0.09 to 2.74)
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Real-time Detection of Gastric Insufflation Related
to Facemask Pressure-controlled Ventilation Using
Ultrasonography of the Antrum and Epigastric

ABSTRACT

Background: The authors sought to determine the level of inspiratory pressure minimizing the risk of gastric insufflation
while providing adequate pulmonary ventilation. The primary endpoint was the increase in incidence of gastric insufflation
detected by ultrasonography of the antrum while inspiratory pressure for facemask pressure-controlled ventilation increased
from 10 to 25¢cm H,O.

Methods: In this prospective, randomized, double-blind study, patients were allocated to one of the four groups (P10, P15,
P20, and P25) defined by the inspiratory pressure applied during controlled-pressure ventilation: 10, 15, 20, and 25cm H,0.

. - - Anesthesia was induced using propofol and remifentanil; no neuromuscular-blocking agent was administered. Once loss of
Au Scu Itatlo n In Non pa ra Iyzed Patlents eyelash reflex occurred, facemask ventilation was started for a 2-min period while gastric insufflation was detected by auscul-
tation and by real-time ultrasonography of the antrum. The cross-sectional antral area was measured using ultrasonography
before and after facemask ventilation. Respiratory parameters were recorded.
Results: Sixty-seven patients were analyzed. The authors registered statistically significant increases in incidences of gastric
insufflation with inspiratory pressure, from 0% (group P10) to 41% (group P25) according to auscultation, and from 19 to
59% according to ultrasonography. In groups P20 and P25, detection of gastric insufflation by ultrasonography was associated
with a statistically significant increase in the antral area. Lung ventilation was insufficient for group P10.

A Prospective, Randomized, Double-blind Study

Lionel Bouvet, M.D., Marie-Laure Albert, M.D., Caroline Augris, M.D., Emmanuel Boselli, M.D., Ph.D.,
René Ecochard, M.D., Ph.D., Muriel Rabilloud, M.D., Ph.D., Dominique Chassard, M.D., Ph.D.,
Bernard Allaouchiche, M.D., Ph.D.

Conclusion: Inspiratory pressure of 15cm H,O allowed for reduced occurrence of gastric insufflation with proper
lung vendilation during induction of anesthesia with remifentanil and propofol in nonparalyzed and nonobese

patients. (ANESTHESIOLOGY 2014; 120:XX-XX)

Table 3. Probability (95% CI) of Absence of Gastric Insufflation and Probability of Acceptable Facemask
Ventilation According to the Applied Peak Airway Pressure

Probability of
No Gastric Insufflation (%)

Peak Airway
Pressure

(cm H,0)

Probability of
Probability of Probability of Too Acceptable
Hypoventilation (%) High Tidal Volume (%) Ventilation (%)

According to  According to
Auscultation Real-time US

10 100 (83-100)
15 88 (66-98)

20 59 (35-80)
o5 59 (35-80)

81 (57-95) 75 (50-91) 7 (1-27)
65 (41-84) 12 (2-34) 24 (8-47) 65 (41-84)
47 (25-70) 6 (0-26) 59 (35-80) 35 (16-60)
41 (20-65) 0 (0-16) 100 (84-100) 0 (0-16)

19 (5-43)

US = ultrasonography.
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British Journal of Anaesthesia 115 (6): 815-18 (2015)
Advance Access publication 28 October 2015 - doi:10.1093/bja/aev296

Obstetric Anaesthetists’ Association/Difficult Airway
Society difficult and failed tracheal intubation

guldelines — the way forward for the obstetric airway
M. C. Mushambi®* and S. M. Kinsella?

Box 1 Summary of important points and changes in obstetric
alrway management

[ * Gentle mask ventilation [iIGHEOIRBPICEEIE 2 fter administering induction agents is recommended. ]

* Cricoid pressure should be reduced or released if there is a poor view at laryngoscopy.

» Supraglottic airway device or facemask ventilation are valid first options after failed tracheal intubation.
A second-generation supraglottic airway device 1s recommended.
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Cricoid Pressure on the Success of
Endotracheal Intubation with a Ligbmxami

B iHons), F.CASAJCH Gare).- P. Dean Gopalan, 1B, chB., FOABAL

.

R. Eric Hodgson, M.8., Ch.
Richard C. Burows, M.B., ChB. F,C.A.fS.A.}(Crfr. Care).t #hangelant Zuma, M.

0 ( ' Cricold pressure
' _— No Cricold pressut®

L Anesthesio
Sthesiology 2003 4

il h Analg 2009: 1 154
" 6l 31, Anaesthesiz ;
sthesia 200

Time To Success In Seconds

Hodgson. anesthesiolody 2001; 94:259 62
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Anaesthesia 2015, 70, 1286-1306 doi:10.1111/anae.13260

Guidelines

Obstetric Anaesthetists’ Association and Difficult Airway Society guidelines
for the management of difficult and failed tracheal intubation in obstetrics™

M. C. Mushambi,' S. M. Kinsella,” M. Popat,” H. Swales,® K. K. Ramaswamy,” A. L. Winton® and A. C. Quinn”?®

Master algorithm - obstetric general anaesthesia and failed tracheal intubation

Algorithm 1

Safe obstetric

-
Pre-induction planning and preparation J
general anaesthesia

Team discussion

Rapid sequence induction
Consider facemask ventilation (P__ 20 cmH,0)

¥

-
Laryngoscopy Success Verify successful tracheal intubation
{maximum 2 intubation attempts; 3 intubation and proceed
attempt only by experienced colleague) Plan extubation

L

wd

Declare failed intubation
Call for help
Maintain oxygenation

Supraglottic airway device (maximum 2
attempts) or facemask

Fail *

- ™,

Declare CICO
Give 100% oxygen

Exclude laryngospasm - ensure
neuromuscular blockade

Front-of-neck access (

"

-

Algorithm 2
Obstetric failed
tracheal intubation

Is it essential/safe
to proceed with surgery
immediately?

Success

Algorithm 3
Can't intubate,
can't oxygenate

Wake

J [ Proceed with surgeryj

© Obstetric Anaesthetists’ Association/Difficult Airway Society (2015)

Consider facemask ventilation: Mask ventilation before
laryngoscopy has generally been avoided during rapid
sequence induction for fear of gastric insufflation and
increasing the risk of regurgitation [104], but this
should not occur with correctly applied cricoid pressure

and using low peak ventilatory pressures [105, 106].

(Currently, gentle bag/facemask ventilation (1‘11.':1}1(111‘1211N
inflation pressure < 20 cmH,0) is recommended after
during

rapid

administration of induction drugs

\ Sequence induction as it can reduce oxygen desaturation y

[104], and may allow an estimation of the likelihood of
should it be

required during prolonged or failed intubation attempts.

successful bag—facemask ventilation
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Cough at the emergence of anesthesia } - i '

Hoarseness —— .
= META-ANALYSIS ’
Second-Generation Supraglottic Airway Devices Major complications —
Versus Endotracheal Intubation in Adults Undergoing :
Abdominopelvic Surgery: A Systematic Review and Sore throat ——i |
Meta-Analysis .
PONV ——
Clistenes Cristian de Carvalho, PhD,* loannis Kapsokalyvas, MSc,t and Kariem El-Boghdadly, MSc +§ ’
Dysphagia | S —
Regurgitation
Aspiration
[ ]
Tissue damage fr——t—
Failed first attempt —t—o|

T
3
-

Failed insertion

» ' . !
Gastric insufflation — b - {

|nadequa(e ventilation — : - - -

Favors SGAs 0 Favors ETTs
Log Risk Ratio

Figure 4. Forest plot with the summarized risk ratios (95% CI) from the pairwise analyses comparing second-generation supraglottic airway
devices with endotracheal tubes for 9 outcomes in adults aged =16 y undergoing abdominopelvic procedures under general anesthesia. It was
not possible to perform meta-analysis for pulmonary aspiration as there was no event available. Cl indicates confidence interval.



Forest Plot showing various airway complications
ys ematic ke W an eta-Analy

S I - - d [l d h I San ET INTUBATION Risk Ratio Risk Ratio
Study or Sul B Total veots TYotal Weight M-H Random. 9! i} M-H, R m, $5% Cl
upraglottic airway devices versus endotrachea ey T Ty L
" . . . AnnJHelal 2020 4 2 2 2 &% 0.18[0.07, 0.47] —
intubation for laparoscopic surgeries: An updated ori oy o ® + ® . e o swveaTon o o
x : i © d . . Study or Sutgroy Evens Total Events  Total Weight M. Random, 95% C1 ndlom, 95% C1
. . . . Crmnugul 201z 1% 3 o 2N b o) 3.05) S = Abdi W etal 2010 . 6 o 6 205% 0341022, 0.54| —
systematic review and meta-analysis of randomised | i oue t: L iE A =l im0 % R a% awmorim ———
Honi s - . o - LIMUTE 2 V&S LS ETR B EVAR S ) uvapeo 1.3¢|
orvriodor Mat ol 2007 2 % 4 50 38% 0.50(0.10, 261] ——p - phpctes . 2 s bl
H Hong et 2011 8 20 T M 6% 0.85[035 2.10] —— uhmsnet ) B |
Controued tr|a|s 54 — Kang S Hooet al: South Keree, 2019 12, 0 % ba% 0.1 0.02.0.82| [
% Se Hee et al, South Korea, 2019 3 28 9 28 51% 0.33(0.10, 110} Kim D etal 2916 M s FH a8 144% 04817, 1.20] |
Kim D ot 2l 216 B R 1r s 0.76[0.43, 1.37] —1 R o5 5 potifions s gon) :
- 1 . LYY 201 % 0 = 28 0% 92201008 Bl Yoot ol Chiro 2018 3 & 1 0 120% 0.14[0.08, 0.45] —_—
Tushar Kumar, Bharati', Saurabh Suman’, Sanjay Kumar?, Gaurav Acharya®, Mider DonaidM. el ak 2006 B o0 2 42 A 0.70(049, 1.01] =3
Padkh S S etal, 2017 0 8 30 16% 0.05[0.00,098 Teotal (95% C1) 40 79 1000% 0.8 (0.21,0.69] ->
Ladhu Lakra* Sacaswat N et al 2011 3 T 30 ae% 0.43(0.12, 1.50] — o ks ‘
) Uerpaoihi K 2008 76 17 88 82% 1.00[0.56, 1.79] -+
Departments of Anaesthesiology- Trauma, *Anaesthesiology - peciality an th Watg X 200 2 ® 3 0 37% 0.40[0.08, 1.97] _ ;‘:ﬁ”mf” 3“32:9 ’35,;.‘,"”’ 000073 v om o1 Y w00
Rajendra Institute of Medical Sciences, Ranchi, *Department of Anaestheslolngy, AII Indla Institute of Yeelal Chra 2018 2 & 15 30 &3% 007 @02 027) —— Favours SAD Fumer
Medical Sciences, Deoghar, Jharkhand, *Department of Anaesthesiology, BMHRC, Bhopal, Madhya Pradesh, Total {85% C) a9 7 1000% 0.44[0.30,9.65) S
India Total events 13 245
Hoteroganoty: Teu® = 0.38; CA? = 66.96, of = 16 (P < 0.00001K 1" = 72% e —
Test for overall effcct 2 = 436 (P < 0.0001) . Favours SAD Favours ET

El Sore throat b Hoarseness

sAD ET INTUBATION Risk Ratio Rieh Ratio SAD ET INTUBATION Risk Ratio Risk Ratio

Stucy or Subgrou| Everts Total Evants  Tolal Weight M, Random, 95% C1 M.M_Random 5% G Stuey or Subjroup Events Total Events Total Weight M-, Fixed, 05% CI Year NH, Flaed, 95% C1
Grffiths J © ot al; 2013 ) 2r 7 ne% 1,00 (088, 1.47] Habiriucier M at ol 2007 18 6 S0 184% 097 0.02 1.33] 2007 2 p——
Hobirieder M ol al; 2007 2 50 10 50 43% 0.20{0.05, 087) Uerpoircikt K 2009 o 9 4 68 138% 0111001203 200
Keng So Hee ot st Scuth Koroa, 2019 3 = " 2 63% 027 [0.09,087] e Homg et s 20T ol o « Notestmatle 2011
Kim D ot 2076 ® a3 2 a3 u2% 1.04 [0.75, 1.42) GCouon et 5012 % 2 3 7T% 02010014021 2012 ¢ S S
Prikh € S o al; 2017 R 0 1 e 1101025 214} 90 Dot #2000 v ;: ': 43 /3% 077|033 1.56) 2016 bl

‘od 50 5

sl » o

0
0
Porith S etat 2007 o £ Nt satrmebie 2017
Usrpeisojiit K 2009 18 18 8 1BI% 1.13 (063, 2.02) j il 5 & e uww”";‘s; e — L
Ye o &, China 2018 " ” 30 W% 058031, 1.10) Kang Se Hoe # at South Koreo. 2019 0 8 Notestimable 2019
Total (95% ¢ 3% 07 100.0% 0,83 (0.60,1.15) Total (95% C1 5 06 1000%  0.55(0.32,063) e
Total ovests 113 Total avanis n 30
Hatarogeneily: Tau® = 0.00; Chi? = 1256, df = G(P 0.05) 12 = 52% TR : == Hetorogenoly O = 4,65 df= 4 (P = .32 = 14% o = o~ s
Tost for cvarill effost 2= 1.13(° =0.26) nm.nsAD Famm" Test for oveal aftact: 7= 223 (P =0.03) Fancurs (mparmenty) .mﬂkmj >
c] N d| Vomiti
SAD ETINTUBATION Risk Ratio Risk Ratio
Study or Subgrou Events Total Events Total Wl M-H_Random. 95% C| M.H. Random, 85% C| SAD ET INTUBATION Risk Ratio Risk Ratio
Arn J H et 3l 2020 1 k-] 3 32 7.5% 008 [0.01,085| Total Total M-H ndom, M d 5% Cl
Camron M ol & 2012 3 3% 29 35 18.2% 0.10 [0.0%, 0.31] — WMasliby J Rogurs, 2002 2 =0 - s 493% 0.44 [0.08, 2.17) ]
Maltoy J Rogers; 2000 8 a8 2 38 30.5% 022[0.11,043| Makby J Rogers; 2003 2 104 [ 108 505% 0.34[007 1.5%
', Malttyy J Regers; 2002 2 50 <8 55 135% 005[0.01,0.18]
Malttyy J Rogers; 2003 8 104 a1 105 30.2% 009 [D.05,0.17] Total (95% C1) 154 160 100.0% 0.380.13,1.18]
Total evenis 4 11
Totol (06%.G) 0 BEAN0E:  BHNBRIN) Hatarogenaity: Tau = 0.00; Chi* = 0.05, d'= 1 (P = 0.81); 7 = 0% e :
e 2 > 1 1 Rl 1
Tetal evonts 2 209 Tost for ovxcal offect 2 = 1,67 (P = 0.09) oI s . e
Heterogensity: Teu? » 0.18; Ch? = 695, df « 4 (P = 0.14). ' = 42% P 0
Test for overall effect: 2 = 7.42 (P < 0.00001) FMW,SAD meET

| Cough Stridor

Figure 3: Forest plot for various airway related complications with supraglottic airway devices and endotracheal intubation
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| systematic Review and Meta-Analysis

Comparison between supraglottic airway devices
and endotracheal tubes in patients undergoing

| . Study name Statistics for each study Std diff in means
aparoscopic surgery ST LoWSF Ut and 95% CI
Sun Kyung Park, MD, PhD?* Geum Ko, MD®, Geun Joo Choi, MD, PhD®, Eun Jin Ahn, MD, PhD?, 2
Hyun Kang, D PhD. MPHF Abdi 2010 2454 -2896 -2012  0.000 |
Carron 2012 0.952 0458 1.447 0.000 v
Abstract N ; c
Lim 2007 6668 -7.416 -5920  0.000 B as
Results: In total, 1433 patients from 17 studies were included in the final analysis. SGAs and ETTs showed no difference in insertion .
success rate on the first attempt (relative risk [RR] 1.01, 95% confidence interval [Cl] 0.99-1.03), insertion time (standardized mean Roth 2005 -0.047 -0.602 0.507 0.867 < Z aved e n I
difference 1.57, 95% Cl —3.74 to 0.61), and oropharyngeal leak pressure (OLP) (mean difference —2.54, 95% Cl —7.59 to 2.50). The i ﬁ
incidence of desaturation (RR 3.65, 95% CI 1.39-9.62), gastric insufflations (RR 0.90, 95% CI 0.48-1.71), regurgitation (RR 0.98, Hartmann 2000 0.315 0.079 0.710 0.117
95% Cl 0.02-49.13), and aspiration (RR 0.99, 95% CI 0.01-78.4) also showed no intergroup differences. However, the incidence of -1.567 -3.739 0.605 0.157 |
laryngospasm (RR 3.12, 95% CI 1.29-7.52), cough at removal (RR 6.68, 95% CI 4.70-9.48), dysphagia (RR 1.47, 95% ClI
1.12-1.95) or dysphonia (RR 4.41, 85% CI 1.25-15.55), sore throat (RR 1.60, 95% Cl 1.33-1.93), and hoarseness (RR 1.53, 95% Cl -30.00 -15.00 0.00 15.00 30.00
1.29-1.81) was higher in the ETT group than in the SGA group.
Conclusions: The incidence of laryngospasm, cough at removal, dysphagia or dysphonia, sore throat, and hoarseness were Favours SGAs Favours ETTs
higher in the ETT group than in the SGA group. However, the groups showed no differences in the rate of insertion success on the first
attempt, insertion time, OLP, and other complications. Therefore, SGAs might be clinically more useful as effective airways in Figure 2. Forest plot showing the device insertion time.
laparoscopic surgery.

Study name Statistics for each study Risk ratio and 95% CI
Risk Lower Upper
ratio limit limit p-Value

Carron 2013 0.667 0.119 3.748 0.645 ——

Hartmann 2000 0.961 0.000 6103.053 0.993

Maltby 2000  1.288 0.465 3566 0.626 -

Maltby 2002 3636 0420 31455 0.241 = Insuflace
Maltby 2003 ~ 0.306 0065  1.438 0.134 ™ Y sa1udk
X Sinha2007 0750 0183 3068 0.689 N Zaludku
0901 0476 1708 0.750 I
Favours ETTs Favours SGAs

Figure 5. Forest plot showing gastric insufflation.

Park et al. Medicine (2016) 95:33(e4598)



EJA Eur J Anaesthesiol 2024; 41:668—-676
ORIGINAL ARTICLE

The role of supraglottic airway devices for caesarean section under

general anaesthesia. A scoping literature review with a proposed

algorithm for the appropriate use of supraglottic airway devices (\
for caesarean sections

Urvi Sanganee*, Karen Jansen®, Nuala Lucas and Marc Van de Velde

Evidence ukazuje, ze u

KEY POINTS vybranych rodi¢ek miize
byt LMA 2. generace

pouzita jako primarni volba

e In seclected low-risk patients, second-generatio]
supraglottic airway devices seem to be well tolerated

e Growing evidence suggests that a second-genera%

tion supraglottic airway device can be used in
sclected patients as the primary method for se- <
curing the airway for caesarean sections requiring
general anaesthesia.

Kdo je v tomto pripade
~selected” rodicka?




Fig. 2 Algorithm to guide the use of a supraglottic airway device in parturients.

: : : : High risk of pulmonary aspiration
Determine aspl ration risk - Obesity: prepregnancy BMI > 30 kg m-2
- Not fasted

- Diabetes mellitus

- Diagnosed gastroparesis

Fasted and low aspiration - Symptomatic GERD
risk o

Not fasted or high
aspiration risk

. : If SGA considered:
Intubation difficulty - Fasted > 6 h
assessment - Antacid prophylaxis given (H, receptor
blocker and prokinetics)
- No symptomatic GERD/hiatus hernia

Anticipated No anticipated - Prepregnancy BMI < 30 kg m-2

. . . . - Expected uncomplicated caesarean section
difficult alrway difficult ai rway - Consult obstetrician for gentle fundal

pressure

Emergency STEP 3

category For SGA insertion

- Preoxygenate and consider oxygenation
with high flow nasal oxygen during
insertion attempt

Category2or3 - Modified RSI with propofol and muscle

ord (elective) relaxant (succinylcholine or rocuronium)

- Cricoid pressure optional but release if it
causes difficulty during insertion

- Insert orogastric tube through port of device

Consider and attempt to aspirate gastric contents

Case based:

ETT preferred SGA orETT

ETT, endotracheal tube; GERD, gastro-oesophageal reflux disease; OAA/DAS, Obstetric Anaesthesia Association/Difficult Airway Society; SGA, Supraglottic airway.

EJA Eur J Anaesthesiol 2024; 41:668—-676
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Obstetric Anesthesiology October 2020 e Volume 131 » Number 4

== META ANALYSIS

Comparison of Supraglottic Airway Devices With Endotracheal Intubation

in Low-Risk Patients for Cesarean Delivery: Systematic Review and

Meta-anaIySis Leigh D. White, MBBS,*t Christopher Thang, MD, BE,*+ Anthony Hodsdon, MBBS,+§
Thomas M. Melhuish, MBBS, ||| Fiona A. Barron, MBChB, FANZCA,t
M. Guy Godsall, MBBS, BChemEng, BSc, FANZCA, MclinTRes,t and Ruan Vlok, MBBS#**

SGA ETT Mean Difference Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI
Ahmed & Hasan et.al. 2015 9.08 1.94 40 968 345 40 14.5% -0.60 [-1.83, 0.63] =
Panneer et.al. 2017 10.3 24 40 125 3.2 40 145% -2.20 [-3.44, -0.96] -
Saini et.al. 2016 20.67 6.84 30 18.33 497 30 14.3% 2.34 [-0.69, 5.37] T
Yan 2017 15.03 2.26 34 2862 453 34 144% -13.59[-15.29, -11.89] -
Yao 2016 17.12 354 100 39.27 1085 100 14.4% -22.15[-24.39,-19.91] —™ 2 - vy oz
Yao et.al. 2019 1641 39 460 391 7.2 460 14.5% -23.00[-23.75,-22.25] Cas uspesm,eho
Zhao 2014 146 45 30 683 182 30 13.5% -53.70[-60.41,-46.99] ¢ zavedeni
Total (95% CI) 734 734 100.0% -15.80 [-25.30, -6.31] =
Heterogeneity: Tau? = 161.91; Chi? = 1660.05, df = 6 (P < 0.00001); I> = 100% = = = =
-20 -10 0 10 20
Test for overall effect: Z = 3.26 (P = 0.001) SGA ETT

Figure 4. Time to successful insertion with SGA versus endotracheal tube intubation. Cl indicates confidence interval; ETT, endotracheal
intubation; IV, inverse variance; SD, standard deviation; SGA, supraglottic airway.
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Ultiva remifentanil 1 ng/kg pred avodem do celkové anestezie
sUItiva
| B

HARMA

§2 mg for Vust*
v B Remifentanil B Standard
10 T
Noskova et al. BMC Anesthesiology (2015) 15:38
DOl 10.1186/s12871-015-0020-1 BMC 9
Anesthesiology

RESEARCH ARTICLE Open Access

Apgar score
~l

Neonatal effect of remifentanil in general 6 -
anaesthesia for caesarean section: s
a randomized trial 1 min Smin 10min

Pavlina Noskova', Jan Blaha'"", Hana Bakhouche?, Jana Kubatova', Jitka Ulrichova’, Patricia Marusicova’,

Jan Sm\'sekj, Antonin Parizek?, Ondrej Slanar® and Pavel Michalek’ G ra ph 4: Apgar SCOr €. pata are shown as meanstSEM.

Abstract

Background: Remifentanil has been suggested for its shont duration of action to replace standard opicids for

induction of general anaesthesia in caesarean section. While the stabilizing effect of remifentanil on maternal )
circulation has been confirmed, its effect on postnatal adaptation remains unclear, as currently published studies = Remifentanil == Standard w— Remifentanil = Standard

are not powered sufficiently to detect any clinical effect of remifentanil on the newborn 120 70
Methods: Using a double-blinded randomized design, a total of 151 parturients undergoing caesarean delivery . I 50 /\

under general anaesthesia were randomized into two groups — 76 patients received a bolus of remifentanil prior to W
130 =3

L]
induction, while 75 patients were assigned to the control group. Remifentanil 1 pg/kg was administered 30 seconds / \I\
110

before the standard induction of general anaesthesia. The prirmary cutcome measure was an assessment of neonatal
o
Results: The incidence of lower Apgar scores between 0 and 7 was significantly higher in the remifentanil group at

Heart rate (minute)
Blood pressure (mmHg)

adaptation using the Apgar score, while secondary outcomes included the need for respiratory support after delivery
one minute (25% vs. 93% of newborns, p==0017); whilst at five minutes and later no Apgar score differences were : \}\\l-lj
observed. There was no difference in the need for moderate (nasal CPAP) or intensive (intubation) respiratory support, -

and differences in umbilical blood gas analysis (Astrup).

but significantly more necnates in the remifentanil group required tactile stimulation for breathing support (21% vs. 7% o ————
of newborns, p =0017). There was no difference in the parameters from umbilical cord blood gas analysis between
the groups.
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Conclusion: At a dose of 1 pg/kg, remifentanil prior to induction of general anaesthesia increases the risk of neonatal Time (minutes) Time (minutes)

respiratory depression during first minutes after caesarean delivery but duration of dinical symptoms is short.

Trial registration: ClinicalTrials.gov: NCTO1550640. Graph 2:  Heart rate changes. v sounes mesnsssew Graph 1: Blood pressure changes (systolic, diastolic).

Data are shown as means$SEM.
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Neuraxial anesthesia and pain management
for cesarean delivery

Ruth Landau, MDj; Pervez Sultan, MBChB, FRCA, MD (Res)

URRENT
PINION

Supplemental intravenous medication

For pain
* 1%line — opioids
* 2" |ine- ketamine, dexmedetomidine

For anxiety
* Midazolam, dexmedetomidine

Supplemental inhalational medication

. Nitrous oxide (not particularly effective)
*  Sevoflurane is usually restricted to patients

with a secured airway

Curr Opin Anesthesiol 2024, 37:207-212

Failed spinal anesthesia for cesarean delivery:
prevention, identification and management

Thierry Girard® and Georges L. Savoldelli®

Table 3. Management of intraoperative pain

If the patient says she is in pain, believe her

Repeat boluses of fast acting opioids might relieve the pain

Hypnotic agents should be used cautiously and in conjunction
with fast acting opioids

first line treatment should consist
of repeated intravenous boluses of fast acting opioids,
such as remifentanil (20 ng), alfentanil (250-500 p.g)
or fentanyl (25-50 pg) since they alleviate intraoper-
ative pain.
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Statement on the Use of Adjuvant Medications and
Management of Intraoperative Pain During Cesarean
Delivery

Developed by: Committee on Obstetric Anesthesia American SOCIG’[y of
Original Approval: October 23, 2024 "' Anesthesiologists’

Manage pain with analgesic medications.

o Short-acting opioids are recommended for the first-line management of pain during cesarean delivery.F® The
efficacy of systemic opioid analgesia and incidence of maternal side effects (sedation, nausea, pruritis, and
respiratory depression) are largely dose-, rather than drug-dependent. All opioids cross the placenta and are
associated with a risk of neonatal respiratory depression and neurobehavioral changes.2? The most appropriate

Best . opioids for analgesia during cesarean delivery have a quick onset and short duration of action.

Practices » Remifentanil (20 mcg boluses or 0.05 - 0.1 mcg/kg/min infusion)2?-31
= Alfentanil (250 to 500 mcg boluses, maximum cumulative dose < 10 mcg/kg prior to delivery of the fetus)??
» Fentanyl (25 to 50 mcg boluses, maximum cumulative dose < 1.5 mcg/kg prior to delivery of the fetus)2?:33
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Review Article

Best practice in obstetric general anaesthesia: an umbrella review of , _ »
. Robert Craig, (©) Amelia Carnachan, Kay A. Mak, Olivia Beesley, Lauren Borg Xuereb,
pha rma colog ical strategies for induction of general anaesthesia JamesE. O’Carroll, () Sohail Bampoe, (©) Nuala Lucas () and Peter M. Odor

Table 1 Summary of findings forinduction opioid medications. Effect sizes are mean difference or odds ratio.

Induction opioid Type of Number of Number of Effect (95%Cl) Certainty of
evidence studies patients evidence

Opioid Control

Remifentanil vs. control

Mean 1 min Apgar Meta-analysis 2(5RCTs)[8,9]; 218 217 MD -0.27 (-0.74t0 0.19) e
178 177 MD -0.84(-1.52t0-0.15) Moderate“”
Systematicreview  1[10]
Mean 5 min Apgar Meta-analysis 2(5RCTs)[8]; 218 217 MD-0.19(-0.40t0 0.02) SBH0)
(5RCTs)[9] 178 177 MD-0.30(-0.570t0-0.021) Moderate“P
Systematicreview  1[10]
1 min Apgarscore < 7 Meta-analysis 1(3RCTs)[10] 61 61 OR1.51(0.75-3.02) 000
Very Low”P
5 min Apgarscore < 7 Meta-analysis 1(3RCTs)[10] 61 61 OR1.52(0.43-5.32) 000
RCT 1[11] 27 25 ORO0.66(0.20-2.18) Very Low™P

Fentanyl vs. control

Mean 1 min Apgarscore Meta-analysis 1(3RCTs)[8] 105 105 MD -0.02 (-0.30-0.26) 00
Low™P

Mean 5 min Apgarscore  Meta-analysis 1(3RCTs)[8] 105 105 MD -0.20(-0.33to-0.08) eeO0
Low™P

RCT, randomised controlled trial: MD, mean difference; OR, odds ratio.
A, downgraded for number of patients; B, downgraded for risk of bias (study quality); C, downgraded for heterogeneity; D, downgraded
forrisk of bias (review quality).
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‘ Clanek je uveirejnén v dvojjazyéné verzi. / The article is published in a bilingual version.

Spinalni anestezie a hypotenze rodicky:
zakladni patofyziologie a stanovisko
mezioboroveé pracovni skupiny k jejimu reseni

Blaha J.!, Herman H.2, Kacerovsky M.?, Koucky M. Luksova M.%, Noskova P. ', Nguyenova Q. G.,
Parizek A.*, Seidlova D.’, Stranak Z.2, Stouraé P. %7

Autofi jsou uvedeni v abecednim poradi, podil jednotlivych autord je uveden v prohldseni autor.
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