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Antenatal corticosteroids are most effective in reducing RDS in
pregnancies that deliver 24 hours after and up to 7 days after
administration of the second dose of antenatal corticosteroids.

* RDS siklik ve siddetini azaltur.

* Ayrica antenatal kortikosteroid tedavisi
preterm fetusta

— Dolasim starbilitesi,
— [VH ve
— NEC’te azalma saglar.




KIMLER ONERIYOR?

34 haftanin altinda preterm eylem morbidite ve
mortalitesini azaltmak icin:

National Institutes of Health (NIH ) 1994
American College of Obstetricians and

Gynecologists (ACOG) 2011
Royal College of Medicine (RCOG) 1996
Ve bir cok kurulus

23-34 hafta arasi 7 glin icinde dogum riski olan
olgulara

ANTENATAL KORTIKOSTEROID ONERMEKTEDIR.




National and Guidelines Recommending Antenatal Corticosteroids for Preterm Labor

A non-comprehensive list compiled for the in December 2012

Country
USA

USA

USA

Europe

UK

France

Canada

Canada

Organization

Institute for Clinical
Systems
Improvement (ICSI)
American Congress
of Obstetricians
and Gynecologists
(ACOG)

National Institutes
of Health (NIH)

European
Association of
Perinatal Medicine
Royal College of
Obstetricians and
Gynaecologists
College National
des Gynécologues
et Obstétriciens
Frangais (CNGOF)

BC Children’s and
BC Women'’s
Hospital & Health
Centre

The Society of
Obstetricians and
Gynaecologists of
Canada (SOGC)

Year
2011

2011

2007

1994

2000

2010

2010

2002

2008

2002

2003

Publication

Health Care Guideline: Management of
Labor

Committee Opinion No. 475: Antenatal
Corticosteroid Therapy for Fetal
Maturation

ACOG Practice Bulletin No. 80:
Premature rupture of membranes:
Clinical management guidelines for
obstetrician-gynecologists

Consensus Statement: The Effect of
Corticosteroids for Fetal Maturation on
Perinatal Outcomes

Consensus Statement: Antenatal
Corticosteroids Revisited: Repeat
Courses

European Consensus Guidelines on the
Management of Neonatal Respiratory
Distress Syndrome in Preterm Infants
Green-top Guideline No. 7: Antenatal
Corticosteroids to Reduce Neonatal
Morbidity and Mortality
Recommandations pour la Pratique
Clinique : La menace d'accouchement
prématuré a membranes intactes
(Clinical Practice Recommendations:
The threat of premature delivery with
intact membranes)

Management of the newborn delivered
at the threshold of viability

Preterm Birth: Clinical Practice
Guidelines

Committee Opinion: Antenatal
Corticosteroid Therapy for Fetal
Maturation

Argentina

Argentina

Argentina

Colombia

Brazil

Brazil

Peru

Chile

Uruguay

Dominican
Republic

Malaysia

Singapore

Ministerio de Salud

Federacion Argentina de
Sociedades de Ginecologia y
Obstetricia (FASGO)
Colegio de Médicos de la
Provincia de Buenos Aires
Distrito Il

Secretaria Distrital de Salud
de Bogota, D. C., Asociacion
Bogotana de Obstetricia y
Ginecologia (Asbog)
Ministerio de Saude,
FEBRASGO

Federagdo Brasileira das
Sociedades de Ginecologia
e Obstetricia (FEBRASGO)

Sociedad Peruana de
Obstetricia y Ginecologia
Ministerio de Salud

Ministerio de Salud Publica

Secretaria de Estado de
Salud Publica y Asistencia
Social

Perinatal Society of
Malaysia, Malaysian
Paediatric Association,
Obstetrical and
Gynaecological Society of
Malaysia, et al.

Ministry of Health

2010

2006

2004

2002
or
later

2004

2004

2012

2011

2007

2004

2001

2001

Guia para el diagnéstico y tratamiento de la
Hipertension en el Embarazo (Guide to the diagnosis
and treatment of Hypertension in Pregnancy)
Consenso : Manejo de la Preeclampsia

Grave - Eclampsia (Consensus: Management of
Severe Pre-eclampsia/Eclampsia)

Guia de Procedimientos en Obstetricia, Capitulo 9:
Parto prematuro (Obstetrical Procedures Guide,
Chapter 9: Preterm birth)

Guia de manejo del sindrome hipertensivo del
embarazo (Management guide for hypertension in
pregnancy)

Urgéncias e Emergéncias Maternas: Guia para
diagndstico e conduta em situagdes de risco de
morte materna (Guide to diagnosis and management
in situations of risk of maternal death)

Diabete e Hipertensdo na Gravidez: Manual de
Orientagdo, Uso dos Corticosterdides (Diabetes and
Hypertension in Pregnancy: Guidance Manual,
Section: Use of Corticosteroids)

Manejo del RPM Pretermino (Management of
Preterm PROM)

Guia Clinica AUGE: Sindrome de Dificultad
Respiratoria en el recién nacido (Clinical Guide:
Respiratory Distress Syndrome in the newborn)
Guias en Salud Sexual y Reproductiva, Normas de
atencion de la Mujer embarazada (Guidelines on
Sexual and Reproductive Health, Chapter: Standards
of Care for Pregnant Women)

Protocolo de Atencidn en Hospitales 2do y 3er
Nivel.Obstetricia y Ginecologia (2"9- and 3'-level
Care Protocols in Obstetrics and Gynecology)
Guideline on the use of Antenatal Corticosteroids to
Prevent Respiratory Distress Syndrome

Clinical Practice Guidelines: Management of
Preterm Labour

Additional guidelines have been identified in other
countries, but were not available in electronic formats

online.



ETKi MEKANIZMASI

AkcigerdeTip 1 ve Tip 2 Pneumositlerin morfoljik gelisimini
hizlandirirak yapisal ve biokimyasal degisikler yolu ile

— Maksimal volim -Komplians -Gaz degisimini arttirir
Tip 1 Pnomosit--- Gaz degisimi

Tip 2 Pnomosit surfaktan yapim ve sekresyonundan sorumludur.
Walther FJ 1996, Ballard Pl 1978, Polk DH 1997

KS Surfaktan baglayan protein lGretimi ve Akciger antioksidan
enzimlerini arttirir.

Bu etkilerin olmasi icin fetal akcigerlerin kortikosteroidlere cevap
verecek gelisim asamasina gelmesi gerekir.

Kortikosteroidlerin biyokimasal surfaktan Gretimi uyarisi hicre
kiltarlerinde gecici oldugu gosterilmistir.  vidaeff Ac 2004, Ballard PL 1995

Ancak yapisal maturasyon gibi etkiler kalicidir. Bunton 1984
ANTIMITOTIK ETKIiSi VARDIR.



KORTIKOSTEROID SECIMI VE DOZ

—BETAMETAZON ve DEXAMETAZON her ikisi de Akciger
maturitesini hizlandirmada etkindir.

Aralarinda etkinlik bakimindan fark yoktur.

Brownfoot FC, Cochrane Database Syst Rev. 2013
Betametazon ile ilgili veriler daha fazla oldugu icin tercih edilir.
Tipik Kullanim Dozlari:
Betametazon :24 saataraile 2 doz12 mg. IM.
Deksametazon :12 saat ara ile dort doz 6 mg IM.
Her ikiside plasentada metabolize olmaz.
Obezlerde doz degismez.
Hidrokortizon plasentada metabolize edilir.

Baska amacla hidrokortizon alan preterm dogum adaylari standart
Beta/deksametazon almalidir.




Hangi Gebelik Haftalarinda Uygulayalim?

23-34 hafta arasi 7 ginde preterm dogum riski
olan gebelere uygulanir.

23 haftada dogum bekleniyor ise ve girisim
arzu ediliyor ise 22. hafta da uygulanabilir.
Liggins GC and Howie Rn 1982

22-25 hafta arasi KS yarari genis serili calismada gosterilmistir.

22 . Haftanin altinda yarari gosterilmemistir.  carlo La 2011

>34 hafta RDS, IVH ve perinatal ortalite diisiik oldugu yaran ?
NIH >34 haftada pulmoner immaturite kanitlanmis ise KS 6neriyor. NIH 1994




Ne zaman Dogurtalim

Dogum 1-2 saat icinde beklenmiyorsa tim preterm dogum
riski olan gebelere KS yapilmalidir.

Neonatal yararlari bir kac saat icinde gorulir. NIH 1994

Hucre kalturinde kolin fosfolide 6 saatte baglanir ve 48
saatte pik degere ulasir. Gross |, Ballard PL 1983

Akciger albumini 8 saatte azalir. lkegami M 1996

KS uygulamasindan 15 saat sonra Akciger albumini azalir,
akciger basinci diser ve volimu artar. Elimian A 2003




Tek Uygulama Kortikosteroid in Guvenligi
ve Yan Etkileri

e — Tek uygulama antenatal Kortikosteroid
verilmesi (iki doz betametazon veya dort

doz deksametazon ) fetus/infant ve anne icin
glvenlidir ve ayni yan etkilere sahiptir.




Potansiyel Yan Etkileri- Fetal

FHR ve davranista 4-7 glinde geriye donen
degisiklikler olur.
FHR duser (2-3. glin)

Fetal solunum hareket azalir- Dustk BPP skoru
Verdurmen KM 2013, Subtle D 2003

Umbilikal arter diastole sonu akimda %63-71
artis- 8.saatte baslar ort. 3 gtin surer(1-10 giin).

Diastol sonu akim degisiklikleri her zaman olmaz.

Artis olmayan olgular daha derin asidozda olabilir-
Edwards A, 2003, Wallace EM, Baker LS 1999



http://www.uptodate.com/contents/antenatal-corticosteroid-therapy-for-reduction-of-neonatal-morbidity-and-mortality-from-preterm-delivery/abstract/40
http://www.uptodate.com/contents/antenatal-corticosteroid-therapy-for-reduction-of-neonatal-morbidity-and-mortality-from-preterm-delivery/abstract/40
http://www.uptodate.com/contents/antenatal-corticosteroid-therapy-for-reduction-of-neonatal-morbidity-and-mortality-from-preterm-delivery/abstract/40
http://www.uptodate.com/contents/antenatal-corticosteroid-therapy-for-reduction-of-neonatal-morbidity-and-mortality-from-preterm-delivery/abstract/55
http://www.uptodate.com/contents/antenatal-corticosteroid-therapy-for-reduction-of-neonatal-morbidity-and-mortality-from-preterm-delivery/abstract/55
http://www.uptodate.com/contents/antenatal-corticosteroid-therapy-for-reduction-of-neonatal-morbidity-and-mortality-from-preterm-delivery/abstract/55
http://www.uptodate.com/contents/antenatal-corticosteroid-therapy-for-reduction-of-neonatal-morbidity-and-mortality-from-preterm-delivery/abstract/57

Potansiyel Yan Etkileri-Infant
ocukluk ve Eriskin Ya

* Infant Donemi: Neonatal sepsis, SGA , Hipotalamik
hipofizer adrenal supresyon artisi yok.

Roberts D, Dalziel S Cochrabe Database Syt. 2006

e Cocukluk ve Eriskin Yas: 3-6-12-22 ve 30 yas izlemlerinde
buyume, akciger fonksiyonu, psikosekstiiel, motor,
norolojik, ve oftalmolojik yan etki gozlenmemistir.

Smolders-de Haas H1990, Dalziel SR 2005

* Artmis psikososyal stres ve kortizol reaktivitesi gosterilmis.
Doyle LW 1989

« Az da olsa Insulin rezistansi gosterilmis. Dalziel SR 2005




Potansiyel Yan Etkileri-Maternal

Tek doz uygulamada maternal 6lim,
korioamnionitis ve puerperal riski artisi
ngte r||mem|§t|r Roberts D, Dalziel S. Cochrane Database Syst Rev2006

Ozellikle tokoliz ile beraber sivi yiiklenmesi, cogul
gebelik ve korioamnionit durumlarinda pulmoner
ddem vakalari bildirilmistir.

Gecici hiperglisemi (+)

Total Lokosit sayisi %30 artar, lenfosit sayisi azalir.
3 gliinde bazal degerlere donuldr.

Vaisbuch E 2002, Kadanli S, Inge¢c M 1997




Uygulama Tekrari

NIH Consensus Statement

Volume 17, Number 2
August 17-18, 2000

 The current benefit and risk data
are insufficient to support routine
use of repeat or rescue courses of
antenatal corticosteroids in clinical
practice.

e Clinical trials are in progress to
assess potential benefits and risks
of various regimens of repeat
courses. Until data establish a
favorable benefit to-risk ratio,
repeat courses of antenatal

Antenatal Corticosteroids corticosteroids, including rescue

e therapy, should be reserved for

LR e patients enrolled in clinical trials




Uygulama Tekrari

* ACOG Recue/salvage Kortikosteroid Uygulamasini
desteklemektedir.

 Duzenli tekrardan kacinmayi ve
* |ki uygulama ile sinirlamayi ®nermektedir.

ACOG Committee Opinion No. 475: antenatal corticosteroid therapy for fetal maturation.

Obstet Gynecol 2011
ACOG practice bulletin no. 127: Management of preterm labor. Obstet Gynecol 2012

Rescu/Salvage Tedavi
- 7 glin icinde preterm dogum riski yliksek olanlar

- Ilk uygulama 28. haftadan 6nce yapilanlar.
- ilk uygulama 1- 2 hafta énce yapilanlar.




' f"""{_. The American College of P RA‘ I I ‘ E

¢ Obstetricians and Gynecologists

9 WOMEN'S HEALTH CARE PHYSICIANS B | I l l I : r I \ l P I

CLINICAL MANAGEMENT GUIDELINES FOR OBSTETRICIAN—GYNECOLOGISTS

NumBer 127, JuNE 2012 (Replaces Practice Bulletin Number 43, May 2003)

ACOG practice bulletin no. 127: Management of preterm labor 2012
Management of Preterm Labor

 The following recommendations and conclusions are based on
limited and inconsistent scientific evidence (Level B):

* Asingle course of repeat antenatal corticosteroids should be
considered in women whose prior course of antenatal
corticosteroids was administered at least 7 days previously and who
remain at risk of preterm birth before 34 weeks of gestation.

* KS 2 hafta 6nce yapilmis ise tekrar oneriliyordu
* 33. haftaya kadar yapilmasi 6neriliyordu.




Uygulama Tekrari

Greendop Guldsline No. 7

October 2000

Antenatal Corticosteroids to Reduce Neonatal Morbidity
and Mortality

11. When should an antenatal course of corticosteroids be repeated?

Weekly repeat courses of antenatal corticosteroids reduce the occurrence and severity of neonatal
respiratory disease, but the short-term benefits are associated with a reduction in weight and head
circumference. Weekly repeat courses are not recommended.

A single rescue course may be considered with caution in pregnancies where the initial course was given
at less than 26" weeks of gestation. Senior opinion should be sought if a rescue course is to be

considered.
NHS Evidence
Mcreasied provider
A i oo by AR
wwew woiers o rha i



Antenatal Kortikosteroid
Uygulamasinda DOZ

Doz arttirrmanin, doz arasini kisaltmanin, oral
veya intravenoz uygulamanin etkinligini
gosteren kanit yoktur.

Ilk doz erken haftalarda uygulanmis ise (<28) ve
doguma 1-2 haftadan uzun zaman varsa ikinic doz
uygulamanin yararini destekleyen veriler vardir.

Daha Yiiksek Doz: 24 saat ara ile 12 mg Betametazon
uygulamanin maksimum reseptor doygunlugu
sagladigi gosterilmistir. Yiiksek dozlar down
regulasyon yapabilir. Ballard PL 1972,Ballard PL, Ballard RL 1986




OZEL DURUMLAR-1

e PPROM: 23-34 hafta arasi maternal fetal risk

artisi olmaz, kullanilmalidir.
Roberts D 2006,Harding JE2001

* Hipertansiyon: Betametazonun disuk
mineralokortikoid aktivitesi oldugundan
hipertansiyona olumsuz etkisi yoktur.

Amorin MM 1999




OZEL DURUMLAR-2 DIABET

Dikkatli kullaniimahdir.
Kan sekeri artisi ilk 12 saatte baslar 5 guin kadar surer.

IIk 5 gin insulin dozlari sirasi ile %6,38,36,27,ve 17 oraninda
artis gosterir.

KS uygulamasindan 12 saat sonra saatlik glukoz kontrolu

yaplilir.

KS >120 mg/dl olursa subkitan insulin, artmaya devam ederse
veya 180-200 mg /dI Gizerine cikarsa insulin Inflizyonuna
baslanir.

Reglilasyonu zor vakalarda Pompa dusnulebilir.
Bedalov A, 1997, Mathiesen ER, 2002




OZEL DURUMLAR-3
IKIZ-UCUZLERDE KS KULLANIMI

Cogul gebeliklerde rutin KS kullanimindan
kacinilmalidir, yan etkileri olabilir.

Preterm eylemi olan 7 gun icinde ciddi preterm
dogum riski olanlara uygulanmalidir. ( fetal
fibronektin(+), servikal uzunluk <15 mm )

Preterm dogum kanitlari gucli ise
— Uctizlerde 28-30 hafta da?

Standart doz uygulanir. siickstein 1 2005,2006, Gyamfi ¢ 2010




POSTNATAL SURFAKTANT TEDAVISI

e Postnatal surfaktan tedavisi antenatal KS
tedavisi yerine gecmez,

e Antenatal KS tedavisi surfaktan etkisini arttirir.
Andrews EB, 1995




DOGUM SEKLI

* Dusuk Dogum Agirliklig::

e Dusik dogum agirhgi (LBW) : < 2500 gr
* Cok disuk dogum agirligi(VLBW) : < 1500 gr
* Asiri disik dogum agirhgi(ELBW) : <1000 gr
* Dogum yonetiminde amac:
— Travma ve

— Asidozu Onlemek

* Rutin C/S 6nermenin mantigi:Dogum eylemi ve
vaginal dogumdan kacinarak hipoksik stres,
intrakranial travma ve intraventrikuler kanamadan
korumak.




Vertex prezentasyonda yapilan bir ¢cok
retrospektif calisma C/S’nin vaginal doguma gore
sonucu olumlu etkiledigi gosterilmemustir.

Worthington D 1983, Alfirevic Z, Milan SJ, Livio S.. Cochrane Database Syst Rev 2013

Yiiksek kalite diizeyinde dogum seklinin veya
bas kompresyonunun kanama diatezi olmayan
fetusta Intraventrikiiler kanamay1 engelledigine dair
bulgu yoktur.

Preterm ve diisiik dogum agirliginda C/S e
dogum fetusa yarar1 olmadig1 gibi maternal riskleri
arttirmaktadr.




Survival Rate of Extremely Low Birth Weight Infants and Its Risk Factors:
Case-Control Study in Japan

Masaki Ogawa, Yoshio Matsuda, Eriko Kanda, Jun Konno,Minoru Mitani,
YasuoMakino, and Hideo Matsui Obstetrics and Gynecology 2013

- ELBW OLGULARDA SURVIYI ETKILEYEN FAKTORLER
2001-2002 1713 ELBW infant 22-36 hafta,

- Bulgular:24-31 haftada C/S ve Vaginal dogum arasinda anlaml .fark
vardi

>400 gram (Uzerinde C/S belirgin avantajli

Sonuc: ELBW dogumlarda >24 hafta ve >400 gram Uzerinde C/S Avantaji
vardir.

Non-vertex prezentasyon, vaginal dogum, plasenta dekolmani kétu
prognostik faktorlr olarak saptanmistir.
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Mode of Delivery and Neonatal Outcomes in Preterm, Small-for-

Gestational-Age Newborns Erika F. Werner, David A. Savitz, et al. M.
Obstet Gynecol.2012

* Objective: To compare neonatal outcomes by method of delivery in preterm (34
weeks of gestation or prior), small-for-gestational-age (SGA) newborns in a large
diverse cohort.

* Methods: Birth data for 1995-2003 from New York City were linked to hospital discharge data. Data were
limited to singleton, liveborn, vertex neonates delivered between 25 and 34 weeks of gestation. Births

complicated by known congenital anomalies and birth weight less than 500 g were excluded. Small for
gestational age was used as a surrogate for intrauterine growth restriction.

*  Associations between method of delivery and neonatal morbidities were estimated using logistic regression.

* Results: 2885 SGA neonates meeting study criteria were identified; 42.1% were
delivered vaginally, and 57.9% were delivered by cesarean.

* There was no significant difference in IVH, subdural hemorrhage, seizure, or sepsis
between the cesarean delivery and vaginal delivery groups.

* Cesarean delivery compared with vaginal delivery was associated with increased
odds of respiratory distress syndrome.

* Conclusion: Cesarean delivery was not associated with improved neonatal
outcomes in preterm SGA newborns and was associated with an increased risk of
respiratory distress syndrome




Comparison of fetal outcome in premature vaginal or cesarean
breech delivery at 24-37 gestational weeks Mia Vidovics - et al.,
UniversityClinic of Salzburg, Austria. Arch Gynecol Obstet 2014

Purpose T o compare the fetal outcome of preterm breech infants delivered vaginally (VD)
or by cesarean section (CS).

Methods A monocentric, retrospective consecutive case series of preterm breech deliveries
between 24-37 gestational weeks over 10 years from 1/2000 to 12/2009

was performed in a perinatal care center (Level 1) at the University Clinic of Salzburg, Austria. Data from hospital database
were statistically analyzed and compared regarding birth weight, head circumference, parity, transfer rate to neonatal intensive
care unit (NICU), arterial and venous cord blood pH and base excess (BE), arterial cord blood pH < 7.10 and BE < -11.

Special focus was on fetal outcome of elective CS preterm breech deliveries with a non-urgent
medical indication compared to VD.

*  Results Among 22.115 deliveries, there were 346 liveborn preterm singletons and twins in
breech presentation (1.56 %), born between 24 + 0 and 37 + 0 gestational weeks. 180 CS and 36 vaginally delivered
preterm breech infants were statistically evaluated. On comparing CS vs. VD for premature breech singletons, arterial
cord blood pH and BE were lower in the VD group. VD twins had a lower arterial cord blood pH than CS twins. All other

parameters were comparable. In preterm breech singletons with nonurgent CS, a statistical

analysis was not possible due to small numbers. The VD twin group revealed lower values in birth
weight, head circumference, arterial cord blood pH and BE, but no significant difference in venous cord
blood pH and BE and transfer rate to NICU.

Conclusions Although general recommendations regarding a superior mode of delivery for
improved fetal outcome of preterm breech infants cannot be given, these data do not

support a policy of routine CS.




The relationship between delivery mode and mortality in very low
birthweight singleton vertex-presenting infants Arieh Riskin,et al.

In collaboration with the Israel Neonatal Network
International Journal of Obstetrics and Gynaecology, 2004

Objective To investigate the factors associated with caesarean delivery and the relationship between mode of
delivery and mortality in singleton vertex-presenting very low birthweight (1500 g) live born infants.

Design Observational population-based study.

Setting : Data collected from all 28 neonatal departments comprise the Israel National Very Low Birth

Weight Infant Database.: Population 2955 singleton vertex-presenting VLBW infants registered in
the database from 1995 to 2000, and born at 24-34 weeks of gestation.

Methods The demographic, obstetric and perinatal factors associated with caesarean delivery and subsequent
mortality were studied. The independent effect of the mode of delivery on mortality was tested by multiple
logistic regression.

Main outcome measure Mortality was defined as death prior to discharge.

Results Caesarean delivery rate was 51.7%. Caesarean delivery was directly associated with increasing maternal
age and gestational age, small for gestational age infants, maternal hypertensive disorders and antepartum
haemorrhage, and was inversely related to premature labour and prolonged rupture of membranes. Factors
associated with increased survival were increasing gestational age, antenatal corticosteroid therapy, maternal
hypertensive disorders and no amnionitis. Mortality rate prior to discharge was lower after caesarean delivery
(13.2% vs 21.8%), but in the multivariate analysis, adjusting for the other risk factors associated with mortality,
delivery mode had no effect on infant survival (OR 1.00, 95% Cl 0.74-1.33). In a subgroup with amnionitis, a
protective effect of caesarean delivery was found.

Conclusions Caesarean delivery did not enhance survival of
vertex-presenting singleton very low birthweight babies.
Caesarean delivery cannot be routinely recommended,
unless there are other obstetric indications




The relationship between delivery mode and mortality in very low
birthweight singleton vertex-presenting infants Arieh Riskin,et al.

In collaboration with the Israel Neonatal Network
International Journal of Obstetrics and Gynaecology, 2004
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Fig. 1. Relanonship between gestatonal age, caesarcan dehvery rate and
the rate of death prior to discharge according to delivery mode, in very low
birthweight singleton vertex-presenting infants.



lml College of
Chsetrictans and Gynaccollogist

Caesarean section

November 2011

NICE Chnical Guideline

Number Recommendation

13 Preterm birth is associated with higher neonatal morbidity and mortality. However,
the effect of planned CS in improving these outcomes remains unceriain and
therefore CS should not routinely be offered outside a research context. [C] [2004]

Number Recommendation

14 The nsk of neonatal morbidity and mortality is higher with “small for gestational age’

babhies. However, the effect of planned CS in improving these outcomes remains
uncertain and therefore CS should not routinely be offered outside a research

context. [C] [2004]




Caesarean section versus vaginal delivery for preterm birth in
singletons (Review)

Alfirevic Z, Milan S, Livio §

Objectives

To assess the effects of a policy of planned immediate caesarean delivery versus planned vaginal birth for women in preterm labour.

THE COCHRANE
COLLABORATION®

Authors’ conclusions

There is not enough evidence to evaluate the use of a policy of planned immediate caesarean delivery for preterm babies. Further studies

are needed in this area, but recruitment is proving difficult.
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Perinatal care at the limit of viability between 22 and 26 completed weeks of
gestation in Switzerland

2011 Revision of the Swiss recommendations , Thomas M. Bergerl1,a, et al.
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Tabde 2. Comparnson of moralty rabes reported fnom Fatizefand, the United Staes, Sweden and susirala

Mortallty rates’

Gestational age Switzerland | Switzerfand | USA_MICHD | USA—MICHD | USA—VOM Sweden Australla (2005)

[woeks) (20002004  |(2005-20057 | (1956-2003) | (2003-2007)  |(1996-2003) | [200&-2007) | [16]
23] junpublished] | [20] [22] [21] [19] n=1s7
n=516 n =562 n= 4448 n= 41860 n = 4477 n=T707

22 07 —22 &7 [ 100% | 100% | a5% " | 9e% £ | 95%
| (HA) | (H&) . | | |

23 07 — 23 &7 e e 74% 74% e2% a5 78%
| (B0-100] | (F3-100] . . . . .

24 07 — 24 &7 0% e e 455 7% a3 a5
47-100) @7-100)

25 OI7 — 25 &7 4% 5% 5% 2% 24% 15% 33%
(26-52) | m1-s2)

* 35 percentage of all Ive Dom Infants
? figures In parenthesls Indcate ranges batwaen the cantres

Table 3: Mortailty rates and rates of parmanent neurosensory Impaiment amang extremely preden Infants.

Gestational ags
[wasks)

X T —22 6T
25T — 23 6T

24 T —24 T

25T —25 .7

Mortality rates’

s
[20, 21]

B2-Td%

| 20, 21]

IT—dd%

| (20, 21]

24-25%

| (20, 21]

|20, 21, 28
|20, 21, 28)

|20, 21, 28

Furyival with savers

Impairmant™

|73-20%
20, 21]

ZT-52%

o T

20T

| Survival without savers or
profound Impalrment >

20-27%
[20. 21)

| 1053
[20, 21, 28)

16-55%

[20. 21, 28]

45-61%

120, 21, 28]



OZET

« Karar verirken sadece bu gebeligi degil
gelecekteki gelbelikleri de diistinmek gerekir.

* Vertex prezentasyonda C/S in Vaginal doguma
bir ustiinlugu gosterilememaistir.

* IJUGR ve makadi prezentasyonda daha liberal
olunabilir.




OZET

Antenatal Kortikosteroid

24-34 haftalar arasi beklenen dogumlarda rutin olmalidir.
Steroid zamanlamasi erken yapilmamali

NIH 6nerileri gecerlidir. Ancak 6zel durumlarda salvage/recue KS
dusunulebilir. Deneyimli perinatolog gortsu ile yapiimahdir.

34 haftadan sonra yarar- zarar dengesini iyi dusinmeli.
22 den 6nce etki etmez ?? Yan etkiler ...

Dogum Sekli

Vertex gelisler icin C/S ile dogumunn vaginal doguma UstlnlGg
gosterilememistir.

Ik CS iyi karar vermel

Sezaryen iyi perinatal outcome garanti etmez.

Makat IUGR icin daha liberal olmali




