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Momtor danh gla swc khoethal

Q thwc sa’ cai thlen ket cuc thai ky?




Co giup giam ty Ié tir vong chu sinh sém hoac
muon ?

1

Monitor danh-gia strc kh’Qgthai‘:
= S

Két qua nghién ciru Cochrane

THE COCHRANE
COLLABORATION"®
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Main results

Thirteen tras were included with over 37,000 women; only two were judged to be of high qualiy

Compared with intermiteent auscultaion, continuons cardiotocography showed no significant mprovement in overal pernatal death
rate {rsk rato (RR) 0.86, 95% confidence interval (C) 039 t0 123, n = 33,313, 11 ries], but ws associated with a halving of
neonatal sizures (RR.0.50,95% CI0.31 to 0.80, n = 32,386, nine tias. There was no sipnificant ifference n cerebral palsyrates (RR

1.75, 95% CI 0.84 to 3,63, n = 13,252, two til). There was  significant increase in caesarean sectins associated with continuous

cardiotocography (RR 1.63, 95% CI 1.29.t0 2.07, n = 18,861, 11 trials). Women were also more likely to have an instrumental vaginal
birth (RR 1.15, 95% CI 1.01 to 1.33, n = 18,615, 10 trias).



Huwéng dan cia FIGO 2015

« Ngay cang nhiéu bang chtng cho thiy lay
mau mau dau thai nhi va/hodac STAN co6
nhicu g1 diém hon bi€u do6 nhip tim thai

Huwéng dan ciia FIGO 2015

* Nhirng dir li¢u nay khong thuc sy am chi
rang CTG monitoring khong hitu ich

« Nhung phan 16n phu thudc vao quyét dinh
cua cac chuyén gia




Huwéng dan cia FIGO 2015

* Nhitng dir li€u nay khong thyc sy am chi
rang CTG monitoring khong hiru ich

« Nhung phan 16n phu thudc vao quyét dinh
cua cac chuyén gia

M§: giam dang keé ty 1€ tir vong so sinh
s6m va mudn

TABLE 3
Number of pregnancies needed in the EFM (NNT)
to prevent 1 neonatal or infant death®

Early neonatal
mortality

Gestational ages, wk  NNT

Infant mortality
NNT  95% CI

95% Cl
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electronic monitoring to prevent one death); MNTB, NNT (benefifl; MVTH, NNT (harm).

27542921
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2232-23,646

al; M, electronic fetal monitoring; NNT, number needesd o treat (number of women who nead fo have

* Analysas adjusted for matemnal age, matemal raca/ethnicity, martal status, education, tobacco use, alcohol use, and newbom

infant's sex.

Chen. Elecrromic fetal monitoring and mortality. Am ] Obstet Gymecol 2011




C0 nghia la, can theo déi 11.000 ca
sinh da thang dé ngan ngira 1 ca tik
vong so sinh

« Vi chi phi cia hon 700 ca mo lay thai

« Va3 cavo TC val case nhau cai rang lugc
accreta/increta ¢ thai ky tiép theo (néu 1 nira sb

thai phu nay lai cé thai)

e Tiép d6?

EDITORIALS www.AJOG.org

Thomas J. Garite, MD, Editor in Chief

he search for an adequate back-up test for intrapartum
fetal heart rate (FHR) monitoring has spanned the entire
history of this technology. Although randomized controlled
trials (RCTs) of electronic FHR monitoring (EFM) have been
disappointing, the expectations may have been unrealistic.
The hope that this technology would lower the rate of cere-
bral palsy from intrapartum asphyxia has not materialized.
There is, however, reasonable good evidence that EFM does
decrease the rate of perinatal mortality, particularly early infant
death because of hypoxia. Two analvses 1 a large populallon
analysis' and 1 metaanalysis of 9 RCEsEand
have confirmed this reduction in
EFM, intrapartum deaths were rel
in approximately 2-3 per 1000 labd
deaths are rare. Nevertheless, the
ogy is high. It is a very difficult a
nology. All studies that have eval
increase in cesarean delivery rates|
tored patients. EFM has created al
obstetricians because of the unrealisi
prevent all cases of neonatal encephalopath} wnh earlv opera-
tive intervention in hypoxic babies. Perhaps if we examine
what the technology can and cannot do, these results with EFM
should not be totally surprising. EFM is highly reliable (sensi-
tive) for the detection of fetal hypoxia. Virtually no signifi-

2013

The search for an adequate back-up test for
intrapartum fetal heart rate monitoring

rum screen for aneuploidy), a back-up test is needed. For a
serum screen, this is a diagnostic test (amniocentesis or chori-
onic villus sampling) that gives a definitive answer. With EFM,
there is therefore a desperate need for such a back-up test.
Indeed, we have been searching for such a back-up since the
inception of this technology.

Initially, scalp pH monitoring was the back-up test. Al-
though still used in certain parts of the world, scalp pH moni-
toring has disappeared largely from use in the United States,
mainly because of its technical difficulty and unreli

gesl that thls modallt} may hold pron‘use to prowde us with the
back-up test that we need for EFM®; one of the trials suggested
that ST analysis could also reduce the rate of metabolic
acidosis.”

I this issne of the Lonrnal Schuit et al® have nedformed 2 so_




Bing chirng tot

Vi chi phi cho nhiing case c6 so suit y khoa
Tang ty 16 mo 1y thai, cung véi

Nhiing hé luy cho thai ky sau

Tang 20-30% ty 1é roi loan mién dich va béo
phi cho thé hé sau

Tiép d6?

Visser GHA, Neonatology, 2015

C4c van dé ciia biéu do6 theo déi nhip tim
thai trong chuyén da

Phan loai biéu do tim thai phai dung va su khac
biét lon giltta nhitng nguoi danh gid biéu do
khac nhau

Xt tri ding trong nhitng truong hop bat thuong
nhip tim thai

Tinh dic hiéu thap cua biéu do

Hiéu biét kém vé mau mau dau thai nhi va
nhimng k¥ thuiat danh gid khac trong suot qué
trinh chuyén da




Biéu d6 tim thai trong chuyén da

Do nhay cao

P§ dic hiéu thap

Biéu do0 tim thai trong chuyén da

Do nhay cao:
binh thwong = binh thwong

Do dac hi¢u thap:
bat thuong = chi vai ca bat thwong thuc su







Biéu do tim thai trong chuyén da

Do nhay cao:
binh thwong = binh thuwong

P§ diic hiéu thap:
Obstetric cowboys

Binh thudng la binh thudng, nhung tinh dic hiéu cta bat thuong
rat thap

Vi vay, can xem xét thém tién st thai ky cua me, kich thudc thai,
cu dong thai, giai doan chuyén da, nhiét d9, phan su, thoi gian va
dién tién cua nhip tim thai bat thuong

Két hop thém céc ki thuat chdn doan khac, nhu kich thich thai
hoac pH mau da dau thai, danh gia hiéu qua truyén 0i, ngung
oxytocin, st dung thuoc giam go,...

No6i cach khac, hiy bat dau suy nghi




Cac loai biéu do tim thai bat thuwong

« Hay lam gi do
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Cac loai biéu do tim thai bat thwong

Lam gi do:

Lay mau méau da dau

Kich thich thai

Ngung oxytocin

Cho thudc giam go

Truyén 6i

Cho sinh

Xin y kién trudng tour truc, dic biét 12 tour dém

Cac loai biéu d6 tim thai bat thuwong

Lam gi do:

Lay mau mau da dau

Kich thich thai

Ngung oxytocin

Cho thudc giam go

Truyén 6i

Cho sinh

Xiny kién trudng tour truc, dac biét 1a tour dém

Nhung dung bo mac khong lam gi
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RCT monitoring dién tir - Nghe tim thai

SL Apgar Tramcam Co giat MLT
thir nghiém sau sinh (Odds)

Chi EFM 2717 1

EFM+FBS 6 RN |

(from: Effective care in pregnancy and childbirth, 1989)

Am J Obstet Gynecol. 1979 Jun 15;134(4):399-412.

A controlled trial of the differential effects of intrapartum fetal monitoring
Haverkamp AD, Orleans M, Langendoerfer S, McFee J, Murphy J, Thompson HE.

« N=6 90; khong c6 su khac biét trong két cuc chu sinh

Nghe tim thai CTG CTG+FBS

e Tyle MLT 6% 18% 11%

I
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Kich thich da dau thai

Table 1. Comparison of Fetal Heart Rate Response to
Digital Scalp Stimulation and Scalp Puncture with
Fetal Scalp Blood pH

Fetal scalp pH

Digital scalp

stimulation Scalp puncture
Fetal heart rate response

(=15 bpm, =15 sex) <7.2 =7.20 =720 =720

Nonreactive 15(26%) 42(74%) 15(26%} 43(74%)
Reactive 0 51{I00%) O 30 (100%)

bpm = beats per minute.
P < .001 for digital scalp stimulation and scalp puncture.

Elimian et al, O&G 1997 ; Clark et al AJOG 1984, similar results

Giam go trong chuyén da

i® o 0o 0 0 0 00 o
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Giam go trong chuyén da

Ty 1¢ ngat so sinh lién quan dén thuc
hanh sai tai Thuy Dién ( n= 177)

B6 mac khong theo ddi strc khoe thai (n=173)
Khéng cé biéu db nhip tim thai sau nhap vién 12

Biéu d6 tim thai khong giai thich dwoc (chét luong kém) 41

Khéng 1am mau pH da diu thai du chi dinh rd rang 100

Khéng theo déi mau pH da diu trude d6 di CTG nghi ngd 20

B6 mac cac dau hiéu ngat cua thai (n=126, 71%)
CTG bat thudng kéo dai lién tuc hon 45p dén Itic sanh 126
Tang oxytocin TM di biéu db tim thai bat thuong 126
Con g0 TC dbn dap 61

Berglund et al, BJOG; 2008, 115:316-323
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Khéi phat chuyén da
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Két cuc thai ky

5cm, MBO 7.39
CTC tron

d 2100 g, Apgar 4-9
pH uv 7.25, BE-3.8

STAN® S21 and S31

» Bidu dd CTG va ECG théng qua dién cuc
da dau

» Dién giai va phan loai CTG

» Tw dong tinh ty 1& T/QRS va phan loai
thay d6i ST

» Tw dOng phat hién va bao ddng nhirng
thay d0i ST dang ké

18



Phan tich sobng ST trong
phirc hop ECG

oy Ti hug i ch hi
LLULLE R

i

I
/RR interval

—— QRS amplitude
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QRS complex J L ST seghent

i
L ST interval
I

T

Su co bdp clia cic budng tim ‘ Thay déi khi
thiéu oxy

12 trwomg hgp am tinh gia cia STAN tai

Thuy Pién

In three cases, the fetuses had a preterminal fetal heart rate

(FHR) admission test (absent variability with late deceler-
.__/\—"\7_:’\/"" 0w .
ations; ‘flat tracing’), but the obstetrician did not act due to

the absence of STAN events.
In three cases, the obstetrician did not act despite an omi-

nous cardiotocogram (CTG), again due to the absence of
STAN events.
In six cases, the obstetrician did not take proper action

despite both an ominous CTG pattern and positive STAN
events. However, in three of the cases, the STAN events
appeared late in the hypoxic process.

Ingemarsson & Westgren, BJOG, 2007
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Van dé 16n nhat van la

Y€u td con nguol

Van dé 16n nhat
* Yéu t6 con nguoi
« NOI cach khac:

« Con ngudi méi 1a quyét dinh,
khong phai cong cu!!!

20



Két qua phén tich ST

Giam 50% ty 18 1dy mau da dau thai

Giam 10% thu thuat giup sanh nga ADb

Giam 30% toan chuyén hoa

Hiéu qua kinh té it hoac nhiéu hon

Khong rd tai sao két qua |2 tét hon (cac danh gia da
chuin hoa, huin luyén, tin hiéu canh b&o (doi hoi hanh déng
hogc khong), cac dac diém ECG

Van dé cua nghién ciru RCTs

* RO rang rang nhom chung c6 két cuc tot hon
nhiéu so vo1 dl_l’ doan (tu(mg tu voi nghién cttu RCT
cua Nunes va cs, SisPorto System, O&G 2016; Infant trial
Lancet 2017)

« Diéu gi chi ra cac yéu to khac dong 1 vai tro
quan trong hon?

21



Toan chuyén héa UMCUtrecht
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Nhirng cai tién trong theo déi nhip tim thai

Uu tién theo ddi tim thai trong phong sanh!!
Ludn san ¢6 cac chuyén gia 24/7

Pao tao lién tuc, lién tuc

K¥ thuat moi

Bang phan loai CTG cai tién ciia FIGO 2015

Tim thai co ban

110 — 160l/p

Nghi ngo

<100l/p

Dao dong ndi tai

5—25 nhip

Nhip gidm

Khéng cé nhip giam
1ap lai*

Thiéu it nhat mot dac diém
cla biéu dd binh thudng
nhuwng khéng cé dic diém

cla biéu d6 bénh ly

Gidm dao dong néi tai
Tang dao déng noi tai
Biéu db hinh sin

Nhip gidm mudn Idp lai hodc
nhip gidm kéo dai trén 30 phat
(hodc trén 20 phut néu gidm dao
dong noi tai)

Nhip gidm trén 5 phat

Khéng can xtr tri gi dé
cai thién tinh trang
cung cap oxy cho thai

Hanh déng dé tac dong
vao cac nguyén nhan cé
thé thay d8i néu xac dinh
dugc rd nguyén nhan,
theo ddi sat hodc chi dinh
thém cac k¥ thuat khac

*Nhip giam goi |a 13p lai khi xuat hién véi trén 50% s6 con go
Su vang mat nhip ting trong chuyén da cd y nghiia khéng rd rang

Hanh ddng ngay |ap tirc dé tac
ddng vao céc nguyén nhan, chi
dinh ki thuat khac néu khong
cho sinh ngay duoc. Trong
trwdng hop khan cap thi phai
cho sinh ngay.
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Hwéng dan CTG cai tién cia FIGO 2015

International Journal of Gynecology and Obstetrics 131 (2015) 3-4

Contents lists available at ScienceDirect

International Journal of Gynecology and Obstetrics

journal homepage: www.elsevier.com/locate/ijgo

www.figo.org

FIGO GUIDELINES
FIGO consensus guidelines on intrapartum fetal @mm
monitoring: Introduction ¥

Diogo Ayres-de-Campos ?, Sabaratnam Arulkumaran °,
for the FIGO Intrapartum Fetal Monitoring Expert Consensus Panel !

FICO GUIDELINES FICO GUIDELINES
FIGO consensus guidelines on intrapartum fetal monitoring: Physiology \!’

FIGO consensus guidelines on intrapartum fetal monitoring

of fetal oxygenation and the main goals of intrapartum

fetal monitoring#* Intermittent auscultation¥%

D e e st oo Coci il Debrah Lewis *, Soo Downe "; for the FIGO Intrapartum Fetal Monitoring Expert Consensus Pand
FIGO GUIDELINES
FIGO consensus g}lidelixles on intrapartum fetal sus guidelines on intrapartum fetal monitoring: @ .
monitoring: Cardiotocography» Adjuncive technologiest

Diogo Ayres-de-Campos *, Catherine Y. Spong , Edwin Chandraharan ©;

for the FIGO Intrapartum Fetal Monitoring Expert Consensus Panel ' Gerard H. Vi

g0 Ayres-de-Campos”; for the FICO Intrapartum Fetal Monitoring Expert Consensus Panel

! Thank you
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