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Déclaration d’intérêts



! Pas de synchronisme entre : 
– Maturation cervicale : processus long
– Contraction utérine : facile et rapide à provoquer

! Risque de contractions prolongées et de mauvaise tolérance fœtale 

! Idéal ?
– Accélérer la maturation cervicale?
– Provoquer la maturation cervicale sans induire de contractions

! Candidats ?

Maturation cervicale et déclenchement du 
travail sur col défavorable



Schmitz et al. J Immunol 2007

Maturation cervicale: modifications anatomiques

Milieu de grossesse
Col immature

Fin de grossesse
Col mûr

Désorganisation des
fibres de collagène

Augmentation du  
contenu hydrique

Augmentation de la
sécrétion de mucine

• Relaxine ?
• Donneurs de NO ?
• Cytokines pro-inflammatoires ?
• Progestérone / anti-progestérone ? 
• Ocytocine ?
• Prostaglandines ?



Prostaglandines en thérapeutique pour le 
déclenchement du travail

! Avantages théoriques: 
" PGs un des agents majeurs du travail spontané 
" Quel que soit le mécanisme causal, les PGs sont augmentées 

pendant le travail

! Possible effets délétères : 
" PGs induisent la maturation cervicale (lent) ET des contractions 

utérine (rapide)
" Risque de contractilité excessive sur col non modifié
" Risque d’altération des échanges utéro-fœto-placentaires



Prostaglandines 
• Prostaglandines naturelles (dinoprostone = PGE2)

– 0,5 mg intra-cervical

– gel vaginal 1 ou 2 mg

– dispositif vaginal 10 mg

• Prostaglandines de synthèse (PGE1)
• Misoprostol vaginal hors AMM 
• Misoprostol dispositif vaginal 
• Misoprostol per os



Quels bénéfices de l’utilisation des PGs ?
Par rapport à l’oxytocine IV en cas de col défavorable ?

! Pas de bénéfice sur :
" Taux de césariennes
" Accouchements instrumentaux

! Pas d’effet délétère sur :
" Hyperstimulation utérine avec anomalies du RCF
" Bien-être fœtal / état néonatal 

! Avantages: 
" délai induction-accouchement plus court
" Plus de patients accouchées dans les 24h
" Plus de patients avec un col favorable dans les 12-24h



2.3. Stratégie d’analyse et analyses statistiques

La population de la cohorte MEDIP a été présentée en décrivant
les caractéristiques sociodémographiques et gestationnelles des
femmes avec un déclenchement du travail et les caractéristiques
de leur lieu d’accouchement. Les caractéristiques des déclen-
chements ont également été décrites, à savoir l’âge gestationnel au
déclenchement, l’indication principale, le mode de décision, le
score de Bishop, la première méthode utilisée, le nombre de
méthodes successives en cas de maturation cervicale et l’exposi-
tion globale à l’oxytocine au cours du déclenchement.

Le score de Bishop au début du déclenchement et les modalités
d’utilisation de l’oxytocine (c.-à-d., exposition à l’oxytocine au cours
du déclenchement, durée sous oxytocine et durée à débit maximal)
ont été comparées selon la méthode de déclenchement initiale.

Les facteurs associés à l’utilisation des principales méthodes de
déclenchement ont été recherchés en analyse univariée. Les
méthodes de maturation comparées étaient la dinoprostone en
dispositif vaginal, la dinoprostone en gel vaginal, le misoprostol en
comprimé vaginal et le ballonnet intracervical. Les facteurs associés
ont été recherchés parmi les caractéristiques des femmes et des
grossesses (âge, indice de masse corporel, parité, antécédent de
césarienne, gémellité, présentation du siège, indication du déclen-
chement, score de Bishop) ; et parmi celles des lieux d’accou-
chement (statut, type et nombre d’accouchements annuel).

Les variables qualitatives ont été décrites à l’aide de fréquences
et pourcentages et comparées avec les tests du Chi2, de Fisher

(n < 5), d’analyse de la variance Anova ou de Kruskal-Wallis (écart
à la normalité). Les analyses ont été réalisées à l’aide du logiciel
Stata/SE version 15.0. Le seuil de significativité a été fixé à 0,05.

3. Résultats

Pendant le mois de l’étude, 15 103 femmes ont accouché dans
les maternités participantes : 3171 (21 %) d’entre elles ont eu un
déclenchement du travail avec un fœtus vivant et 3042 (95,9 %) ont
accepté de participer à l’étude MEDIP au sein des sept réseaux
périnataux (Fig. 1). Les caractéristiques des femmes et des lieux
d’accouchement dans la cohorte MEDIP sont présentées dans le
Tableau 1.

Le terme au déclenchement était pour la majorité des femmes
entre 39+0 et 40+6 SA (35,4 %) et à 41+0 SA et plus (33,4 %). Pour 5,3 %
des femmes le déclenchement avait lieu avant 37+0 SA et pour
25,8 % entre 37+0 et 38 SA+6. (Tableau 2) L’indication du
déclenchement était médicale dans 90,2 % des cas. Les indications
médicales de déclenchement les plus fréquentes étaient la
grossesse prolongée ou la prévention du dépassement de terme
(28,7 %) et la rupture prématurée des membranes (25,4 %). Les
autres indications médicales de déclenchement étaient les
pathologies hypertensives (7,2 %), le retard de croissance intra-
utérin (5,0 %), une autre anomalie de la vitalité fœtale avant
41 semaines d’aménorrhée (i.e. diminution des mouvements actifs
fœtaux, anomalies du rythme cardiaque fœtal, oligo-anamnios
(8,9 %)), le diabète sous insuline (4,1 %) ou sous régime (3,0 %), la[(Fig._1)TD$FIG]

Fig. 1. Réseaux périnataux participants à la cohorte MEDIP et nombres d’inclusion. n : nombre de femmes incluses par réseau. OMBREL : organisation mamans bébés de la
région Lilloise ; MYPA : maternité en Yvelines et périnatalité active ; RPPS : réseau périnatal Paris sud ; Périnat 92 : réseau de santé périnatal des Hauts-de-Seine ; AURORE :
association des utilisateurs du réseau obstétrico-pédiatrique régional.
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Tableau 3
Score de Bishop et modalités d’utilisation de l’oxytocine selon la méthode de déclenchement.

Méthode de déclenchement Oxytocine
intraveineuse
(n = 1117)

Dinoprostone,
dispositif vaginal
(n = 1245)

Dinoprostone,
gel vaginal
(n = 359)

Misoprostol,
cp vaginal
(n = 117)

Ballonnet
intracervical
(n = 138)

pa

Score de Bishop initial
0–3 87 (8,2) 801 (67,2) 169 (47,9) 63 (58,3) 72 (55,4) <0,001
4–5 445 (42,0) 354 (29,7) 154 (43,6) 40 (37,0) 52 (40,0)
!6 527 (49,8) 37 (3,1) 30 (8,5) 5 (4,6) 6 (4,6)

Exposition à l’oxytocineb 1117 (100) 766 (61,5) 224 (62,4) 51 (43,6) 93 (67,4) 0,001
Durée à débit maximum, h 2,0 (1,0–3,3) 1,3 (0,7–2,7) 1,5 (1,0–2,6) 1,4 (0,5–3,0) 1,7 (1,0–2,9) 0,25
Durée totale sous oxytocine, h 5,3 (3,7–7,3) 4,4 (2,3–7,0) 4,6 (2,5–7,0) 4,2 (2,0–8,5) 5,8 (3,0–8,1) 0,02

Données exprimées en n (%) ou médiane (25e–75e percentile).
a p globale pour la comparaison des quatre méthodes de maturation cervicales (prostaglandines ou ballonnet).
b Déclenchement ou augmentation ultérieure du travail.

Tableau 4
Caractéristiques des femmes et des grossesses selon la méthode de maturation cervicale.

Dinoprostone,
dispositif vaginal
(n = 1245)

Dinoprostone,
gel vaginal
(n = 359)

Misoprostol,
cp vaginal
(n = 117)

Ballonnet
intracervical
(n = 138)

p

Âge, années 30,4 ("5,4) 30,8 ("5,3) 31,4 ("5,3) 30,3 ("5,5) 0,16
IMC, kg/m2 25,1 ("5,6) 24,6 ("5,4) 23,9 ("4,3) 26,2 ("6,4) 0,01
Parité et utérus cicatriciel

Nullipare 788 (63,7) 210 (55,7) 72 (62,1) 57 (41,3) <0,001
Multipare, sans antécédent de césarienne 443 (35,8) 148 (41,3) 44 (37,9) 42 (30,4)
Multipare, avec antécédent de césarienne 6 (0,5) 0 (0) 0 (0) 39 (28,3)

Grossesse multiple 15 (1,2) 5 (1,4) 1 (0,9) 2 (1,5) 0,97
Siège 9 (0,7) 2 (0,6) 0 (0) 1 (0,7) 0,82
Âge gestationnel, SA 0,44
<37+0 58 (4,7) 24 (6,7) 5 (4,3) 12 (8,7)
37+0–40+6 754 (60,6) 211 (58,8) 70 (59,8) 79 (57,3)
!41+0 432 (34,7) 124 (34,5) 42 (35,9) 47 (34,1)

Indication <0,001
Grossesse prolongée ou prévention du
dépassement de terme

379 (30,5) 95 (24,5) 40 (34,2) 40 (29,0)

Rupture prématurée des membranes 271 (21,8) 129 (35,9) 27 (23,1) 26 (18,8)
Pré-éclampsie ou hypertension artérielle 125 (10,1) 25 (7,0) 5 (4,3) 13 (9,4)
Retard de croissance intra utérin 80 (6,4) 16 (4,5) 9 (7,7) 13 (9,4)
Autre anomalie de la vitalité fœtale avant 41 SA 133 (10,7) 29 (8,1) 6 (5,1) 9 (6,5)
Diabète 111 (8,9) 25 (7,0) 14 (12,0) 6 (4,3)
Autre indication médicale 92 (7,4) 22 (6,1) 11 (9,4) 24 (17,4)
Sans indication médicale 53 (4,3) 18 (5,0) 5 (4,3) 7 (5,1)

Score de Bishop 2,9 ("1,5) 3,6 ("1,4) 3,2 ("1,6) 3,3 ("1,3) <0,001

Données exprimées en n (%) ou moyennes ("déviation standard). IMC : indice de masse corporelle ; SA : semaines d’aménorrhée.

Tableau 5
Caractéristiques des maternités selon la méthode de maturation cervicale.

Dinoprostone,
dispositif vaginal
(n = 1245)

Dinoprostone,
gel vaginal
(n = 359)

Misoprostol,
cp vaginal
(n = 117)

Ballonnet
intracervical
(n = 138)

p

Statut <0,001
Public universitaire 234 (18,8) 129 (35,9) 117 (100) 85 (61,6)
Public non universitaire 530 (42,6) 142 (39,6) 0 (0) 38 (27,5)
ESPIC 168 (13,5) 20 (5,6) 0 (0) 8 (5,8)
Privé 313 (25,1) 68 (18,9) 0 (0) 7 (5,1)

Type <0,001
III 232 (18,6) 126 (35,1) 117 (100) 86 (62,3)
II 770 (61,9) 146 (40,7) 0 (0) 40 (29,0)
I 243 (19,5) 87 (24,2) 0 (0) 12 (8,7)

Nombre d’accouchements annuela <0,001
<1500 352 (28,3) 91 (23,4) 0 (0) 16 (11,6)
[1500–3000[ 570 (45,8) 126 (35,1) 0 (0) 36 (26,1)
!3000 323 (25,9) 142 (39,6) 117 (100) 86 (62,3)

Données exprimées en n (%) ; ESPIC, établissement de santé privé d’intérêt collectif.
a En 2015, à partir de la statistique annuelle des établissements de santé.
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Etat des lieux 2015
Etude MEDIP

Blanc-Petitjean et al. 2019 GOFS 2019

Oxytocine
37,5 %

Ballonnet 
4,5 %

Prostaglandines
57,3 %



Misoprostol per-os
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Oral misoprostol for induction of labour (Review)
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Oral misoprostol for induction of labour.
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2014

10 études comparent misoprostol per os à dinoprostone vaginale

• Accouchement dans les 24h : RR 1.10 [0,99 – 1.22]

• Hypertonie avec anomalies RCF: RR 0.95 [0.59 – 1.53]

• Césariennes: RR 0.92 [0.81 – 1.04]

Pas de différence significative en termes d’efficacité / tolérance



Misoprostol per os
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Oral misoprostol for induction of labour (Review)
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2021

13 études comparent le misoprostol per os à la dinoprostone vaginale

• Accouchement dans les 24h: RR 0.93 [0,87 – 1.00]

• Hypertonie avec anomalies RCF: RR 0.49 [0.40 – 0.87]

• Césariennes: RR 0.84 [0.78 – 0.90]

• Dose 10 à 25 µg RR 0.80 [0.74 – 0.87]

• Dose 50 µg RR 1,10 [0.91 – 1.34]

Entre 2014 et 2021 ? - 3 études de plus avec doses < 50 µg
- moins d’hypertonies et délais plus longs
- taux de césariennes plus bas 

Cochrane
Library

 

Cochrane Database of Systematic Reviews

  Low-dose oral misoprostol for induction of labour (Review)  

  Kerr RS, Kumar N, Williams MJ, Cuthbert A, Aflaifel N, Haas DM, Weeks AD  

  Kerr RS, Kumar N, Williams MJ, Cuthbert A, Aflaifel N, Haas DM, Weeks AD. 
Low-dose oral misoprostol for induction of labour. 
Cochrane Database of Systematic Reviews 2021, Issue 6. Art. No.: CD014484. 
DOI: 10.1002/14651858.CD014484.

 

  www.cochranelibrary.com  

Low-dose oral misoprostol for induction of labour (Review) 

Copyright © 2021 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.



Ballonnets intra-cervicaux

• Effet de maturation cervicale
• Pas/peu d’induction de contractions

Méthode de maturation idéale ?



Articles

2098 www.thelancet.com   Vol 378   December 17/24/31, 2011

the treatment eff ect is presented as relative risks (RR) 
with 95% CIs. We calculated p values with the χ² test, 
unless the expected cell count was less than 5, in which 
case we used Fisher’s exact test. For continuous data 
with a non-normal distribution, we used the 
Mann-Whitney U test. For time-to-delivery data, we 
constructed Kaplan-Meier survival curves and calculated 
log-rank test and p values.

Calculation of the percentages was based on the 
number of valid observations. We included footnotes in 
the tables and fi gures if 1% or more of information was 
missing. Because the data were stratifi ed for centre and 
parity, we also calculated RRs, CIs, and p values, which 
were adjusted for stratifi cation. We took parity into 
account as a fi xed eff ect and centre as a random eff ect in 
a generalised linear mixed eff ects model, created with 
lme4 package (version 0.999375-39). 

We did an exploratory subgroup analysis to assess the 
consistence of the overall treatment eff ect in nulliparous 
and multiparous women. We used an interaction term to 
test the eff ect of the induction method on caesarean 
section rate in nullipara and multipara. We also did a 
post-hoc per-protocol analysis. We calculated RRs 
adjusted for stratifi cation in R (version 2.12.1), all other 
statistical analyses were done with SPSS (version 18.0). 
We considered p values of less than 0·05 to indicate 
statistical signifi cance.

Role of the funding source
There was no funding source for this study. MJ and KOR 
had full access to all the data in the study. MJ, KOR, 
BWM, and KWMB had fi nal responsibility for the 
decision to submit for publication

Results
Between Feb 10, 2009, and May 17, 2010, 1111 women 
were assessed for eligibility and 824 women were 
included in the trial (fi gure 1). There were no missing 
values for the primary outcome. All secondary outcomes 
had less than 1% of participants missing, except umbilical 
cord pH, which was missing in 23% of cases (192 of 819), 
evenly distributed between both groups.

Baseline characteristics were much the same between 
the two groups (table 1) and representative of the 
population of Dutch women with induced labour.20 Post-
term pregnancy and hypertensive disorders were the 
most frequently noted indications for induction of labour 
(table 1). 

None of the participants met the criteria for failed 
induction. We recorded no diff erence between the groups 
in caesarean section rate in unadjusted analysis (table 2) 
or after adjustment for stratifi ed randomisation (RR 1·14, 
95% CI 0·88–1·46). We recorded no statistical diff erence 
in the frequency of vaginal instrumental deliveries 
between the two groups (table 2). Most caesarean sections 
were done for failure to progress during the fi rst stage of 
labour, which occurred more often in the Foley catheter 
group than it did in the prostaglandin group (table 2). 
When combined, we recorded fewer operative deliveries 
for fetal distress in the Foley catheter group than in the 
prostaglandin gel group (table 2).

The median time from start of induction of labour to 
birth was longer when a Foley catheter was used for 
labour induction than it was when prostaglandin gel was 
used (table 2). This diff erence was only seen in the fi rst 
36 h (fi gure 2), and seems to be caused by the longer 
interval to active labour in the Foley catheter group 

Foley catheter (N=411) Prostaglandin E2 gel (N=408) Relative risk (95% CI) p value

Mode of delivery

Spontaneous 273 (66%) 272 (67%) 1·00 (0·90–1·10) 0·94

Vaginal instrumental 45 (11%) 54 (13%) 0·83 (0·57–1·19) 0·32

Caesarean section 93 (23%) 82 (20%) 1·13 (0·87–1·47) 0·38

Indication for caesarean section

Failure to progress in fi rst stage 51 (12%) 31 (8%) 1·63 (1·07–2·50) 0·0218

Failure to progress in second stage 14 (3%) 10 (3%) 1·39 (0·63–3·09) 0·42

Fetal distress 28 (7%) 38 (9%) 0·73 (0·46–1·17) 0·19

Maternal reason 0 2 (<1%) NA 0·25*

Elective 0 1 (<1%) NA 0·50*

Indication for vaginal instrumental delivery

Failure to progress in second stage 22 (5%) 19 (5%) 1·15 (0·63–2·09) 0·65

Foetal distress 22 (5%) 35 (9%) 0·62 (0·37–1·04) 0·07

Maternal complication 1 (<1%) 0 NA 0·50*

Operative deliveries for fetal distress 50 (12%) 73 (18%) 0·68 (0·49–0·95) 0·0218

Oxytocin augmentation 353 (86%) 239 (59%) 1·66 (1·34–1·61) <0·0001

Time from start of induction to birth (h; median [IQR])* 29 (15–35) 18 (12–33) NA <0·0001

Data are n (%) unless otherwise stated. NA=not applicable *Fisher’s exact test. 

Table 2: Mode of delivery

Jozwiak et al. Lancet 2011

Quelle est l’efficacité des ballonnets ?

Césarienne 1.13 (0.87-1.47) 0.38

Césarienne pour dystocie 1ère phase      1.63 (1.07-2.50) 0.0218

Direction par ocytocine 353 (86%) 239 (59%) <0.0001

Délai induction – accouchement 29h (15-35) 18h (12-33) <0.0001

PROBAAT Trial : 12 Centres aux Pays-Bas; 824 patientes incluses

11 h de moins avec les PGE2



Quelle est l’efficacité des ballonnets ?
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Abstract

Background

Prolonged pregnancies are a frequent indication for induction of labour. When the cervix is

unfavourable, cervical ripening before oxytocin administration is recommended to increase

the likelihood of vaginal delivery, but no particular method is currently recommended for cer-

vical ripening of prolonged pregnancies. This trial evaluates whether the use of mechanical

cervical ripening with a silicone double balloon catheter for induction of labour in prolonged

pregnancies reduces the cesarean section rate for nonreassuring fetal status compared
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Abstract

Background

Prolonged pregnancies are a frequent indication for induction of labour. When the cervix is

unfavourable, cervical ripening before oxytocin administration is recommended to increase

the likelihood of vaginal delivery, but no particular method is currently recommended for cer-

vical ripening of prolonged pregnancies. This trial evaluates whether the use of mechanical

cervical ripening with a silicone double balloon catheter for induction of labour in prolonged

pregnancies reduces the cesarean section rate for nonreassuring fetal status compared

PLOS MEDICINE

PLOS Medicine | https://doi.org/10.1371/journal.pmed.1003448 February 11, 2021 1 / 11

a1111111111
a1111111111
a1111111111
a1111111111
a1111111111

OPEN ACCESS

Citation: Diguisto C, Le Gouge A, Arthuis C, Winer
N, Parant O, Poncelet C, et al. (2021) Cervical
ripening in prolonged pregnancies by silicone
double balloon catheter versus vaginal
dinoprostone slow release system: The MAGPOP
randomised controlled trial. PLoS Med 18(2):
e1003448. https://doi.org/10.1371/journal.
pmed.1003448

Academic Editor: Gordon C Smith, Cambridge
University, UNITED KINGDOM

Received: June 5, 2020

Accepted: January 13, 2021

Published: February 11, 2021

Peer Review History: PLOS recognizes the
benefits of transparency in the peer review
process; therefore, we enable the publication of
all of the content of peer review and author
responses alongside final, published articles. The
editorial history of this article is available here:
https://doi.org/10.1371/journal.pmed.1003448

Copyright: © 2021 Diguisto et al. This is an open
access article distributed under the terms of the
Creative Commons Attribution License, which
permits unrestricted use, distribution, and
reproduction in any medium, provided the original
author and source are credited.

Data Availability Statement: Data cannot be
shared publicly because we wish to control who

Diguisto et al. (GROG) 2021

• Ballonnet Cook vs Propess dans les grossesses ≥ 41 SA

• Critère de jugement principal : taux de césariennes pour ARCF

Ballonnet
(n = 607)

PGE2 disp. Vag.
(n = 609) p

Césarienne pour 
ARCF 35 (5,8%) 32 (5,3%) ns

Césarienne (total) 148 (24.5%) 143 (23.5%) ns

Besoin d’ocytocine 503 (83%) 360 (59%) < 0,001

Délai maturation-
accouchement 32h 23h < 0,001
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Labor Induction vs. Expectant Management

Maternal Outcomes
The percentage of women who underwent cesar-
ean delivery was significantly lower in the induc-
tion group than in the expectant-management 
group (18.6% vs. 22.2%; relative risk, 0.84; 95% 
CI, 0.76 to 0.93; P<0.001) (Table 3). This finding 
did not change materially after adjustment for 
previous pregnancy loss. Women assigned to 
induction of labor were also significantly less 
likely than women assigned to expectant man-
agement to have hypertensive disorders of preg-
nancy (9.1% vs. 14.1%; relative risk, 0.64; 95% 
CI, 0.56 to 0.74; P<0.001) and to have extensions 
of the uterine incision during cesarean delivery; 
in addition, women in the induction group re-
ported less pain (i.e., had lower scores on the 
10-point Likert scale) and more perceived control 
during childbirth (i.e., had higher scores on the 
Labor Agentry Scale). Although differences in 
scores were statistically significant, they were 
relatively small. Women in the induction group 
spent more time in the labor and delivery unit, 
but the length of their postpartum hospital stay 
was shorter (Table 3). Other secondary maternal 

health outcomes were similar in the two groups 
(see the Supplementary Appendix).

Subgroup Analyses
Prespecified baseline subgroup analyses of the 
primary perinatal outcome and of the secondary 
outcome of cesarean delivery showed no signifi-
cant differences in results according to race or 
ethnic group, maternal age, body-mass index, or 
modified Bishop score (all P>0.05 by the Breslow–
Day test for homogeneity) (Fig. 2). Subgroup 
analysis also revealed no significant between-
group difference in the two outcomes according 
to type of admitting provider.

Discussion

In this randomized trial involving low-risk nul-
liparous women, we did not find a significant 
difference in the frequency of the primary out-
come (a composite of adverse perinatal outcomes) 
between women randomly assigned to labor in-
duction at 39 weeks of gestation and women 
assigned to expectant management. Nevertheless, 

Outcome
Induction Group 

(N = 3059)

Expectant-
Management 

Group 
(N = 3037)

Relative Risk  
(95% CI)† P Value‡

no. (%)

Primary composite outcome 132 (4.3) 164 (5.4) 0.80 (0.64–1.00) 0.049

Perinatal death 2 (0.1) 3 (0.1) 0.66 (0.12–3.33)

Respiratory support 91 (3.0) 127 (4.2) 0.71 (0.55–0.93)

Apgar score ≤3 at 5 min 12 (0.4) 18 (0.6) 0.66 (0.32–1.37)

Hypoxic–ischemic encephalopathy 14 (0.5) 20 (0.7) 0.70 (0.35–1.37)

Seizure 11 (0.4) 4 (0.1) 2.74 (0.91–8.12)

Infection 9 (0.3) 12 (0.4) 0.74 (0.31–1.76)

Meconium aspiration syndrome 17 (0.6) 26 (0.9) 0.65 (0.35–1.19)

Birth trauma 14 (0.5) 18 (0.6) 0.77 (0.38–1.55)

Intracranial or subgaleal hemorrhage 9 (0.3) 7 (0.2) 1.28 (0.48–3.42)

Hypotension requiring vasopressor 
support

2 (0.1) 5 (0.2) 0.40 (0.06–1.79)

*   Details regarding the components of the primary perinatal outcome are provided in the Supplementary Appendix.
†  Exact confidence intervals are provided for rare outcomes. The widths of the confidence intervals for components of the 

primary outcome have not been adjusted for multiplicity, so they should not be used to infer definitive effects of the 
management strategies.

‡  We used a group sequential method to control the type I error with the Lan–DeMets characterization of the O’Brien–
Fleming boundary. One interim analysis was performed; in the final analysis of the primary outcome, a two-tailed P value 
of less than 0.046 was considered to indicate statistical significance. Since the adjustment is minimal, we report the 95% 
confidence interval for the relative risk.

Table 2. Primary Perinatal Outcome and Components.*
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BACKGROUND
The perinatal and maternal consequences of induction of labor at 39 weeks among 
low-risk nulliparous women are uncertain.

METHODS
In this multicenter trial, we randomly assigned low-risk nulliparous women who 
were at 38 weeks 0 days to 38 weeks 6 days of gestation to labor induction at 39 
weeks 0 days to 39 weeks 4 days or to expectant management. The primary out-
come was a composite of perinatal death or severe neonatal complications; the 
principal secondary outcome was cesarean delivery.

RESULTS
A total of 3062 women were assigned to labor induction, and 3044 were assigned 
to expectant management. The primary outcome occurred in 4.3% of neonates in 
the induction group and in 5.4% in the expectant-management group (relative risk, 
0.80; 95% confidence interval [CI], 0.64 to 1.00). The frequency of cesarean delivery 
was significantly lower in the induction group than in the expectant-management 
group (18.6% vs. 22.2%; relative risk, 0.84; 95% CI, 0.76 to 0.93).

CONCLUSIONS
Induction of labor at 39 weeks in low-risk nulliparous women did not result in a 
significantly lower frequency of a composite adverse perinatal outcome, but it did 
result in a significantly lower frequency of cesarean delivery. (Funded by the Eunice 
Kennedy Shriver National Institute of Child Health and Human Development; 
ARRIVE ClinicalTrials.gov number, NCT01990612.)
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T h e  n e w  e ngl a nd  j o u r na l  o f  m e dic i n e

Outcome
Induction Group 

(N = 3059)

Expectant-
Management Group 

(N = 3037)
Relative Risk  

(95% CI) P Value

Neonatal

Transfusion of blood products — no. (%) 4 (0.1) 5 (0.2) 0.79 (0.20–2.74) 0.75

Hyperbilirubinemia — no. (%)† 145 (4.7) 142 (4.7) 1.01 (0.81–1.27) 0.91

Hypoglycemia — no. (%) 37 (1.2) 35 (1.2) 1.05 (0.66–1.66) 0.84

Admission to neonatal intermediate or intensive care 
unit — no. (%)

358 (11.7) 394 (13.0) 0.90 (0.79–1.03) 0.13

Maternal

Cesarean delivery — no. (%) 569 (18.6) 674 (22.2) 0.84 (0.76–0.93) <0.001‡

Operative vaginal delivery — no. (%) 222 (7.3) 258 (8.5) 0.85 (0.72–1.01) 0.07

Hypertensive disorder of pregnancy — no. (%) 277 (9.1) 427 (14.1) 0.64 (0.56–0.74) <0.001‡

Chorioamnionitis — no. (%) 407 (13.3) 429 (14.1) 0.94 (0.83–1.07) 0.35

Third-degree or fourth-degree perineal laceration  
— no. (%)

103 (3.4) 89 (2.9) 1.15 (0.87–1.52) 0.33

Postpartum hemorrhage — no. (%) 142 (4.6) 137 (4.5) 1.03 (0.82–1.29) 0.81

Postpartum infection — no. (%) 50 (1.6) 65 (2.1) 0.76 (0.53–1.10) 0.15

Admission to ICU — no. (%) 4 (0.1) 8 (0.3) 0.50 (0.13–1.55) 0.26

Death — no. (%) 0 0 NA NA

Median duration of stay in labor and delivery unit 
(IQR) — hr§

20 (13–28) 14 (9–20) <0.001‡

Postpartum hospital stay — no. (%) 0.01‡¶

<2 days 322 (10.5) 317 (10.4)

2 days 2191 (71.6) 2084 (68.6)

3 days 399 (13.0) 452 (14.9)

4 days 130 (4.2) 166 (5.5)

>4 days 17 (0.6) 18 (0.6)

Median scores on Labor Agentry Scale (IQR)∥

At 6–96 hr after delivery 168 (148–183) 164 (143–181) <0.001‡

At 4–8 wk after delivery 176 (157–189) 174 (154–188) 0.01‡

Median labor pain scores (IQR)**

Worst score 8 (7–10) 9 (8–10) <0.001‡

Overall score 7 (5–8) 7 (5–9) <0.001‡

*  Additional secondary outcomes are provided in the Supplementary Appendix. Exact confidence intervals and P values are provided for rare 
outcomes. The P values and 95% confidence intervals presented have not been adjusted for multiple comparisons of the secondary out-
comes. ICU denotes intensive care unit, IQR interquartile range, and NA not applicable.

†  Data are missing for 4 women (1 in the induction group and 3 in the expectant-management group).
‡  The P value remained significant after controlling for multiple comparisons with the false discovery rate method.
§  The totals exclude 7 women who delivered before admission to the labor and delivery unit. Data are missing for 2 women (1 in each group).
¶  The variables were compared with the Cochran–Armitage trend test.
∥  Scores on the Labor Agentry Scale range from 29 to 203, with higher scores indicating greater perceived control during childbirth; included 

are women who had spontaneous labor, labor that started spontaneously but then was augmented, or induced labor. Data for 6 to 96 hours 
after delivery are missing for 288 women (127 in the induction group and 161 in the expectant-management group); data for 4 to 8 weeks 
after delivery are missing for 736 women (349 in the induction group and 387 in the expectant-management group).

**  Labor pain was scored according to a 10-point Likert scale, with higher scores indicating greater pain; included are women who had spon-
taneous labor, labor that started spontaneously but then was augmented, or induced labor. Data on worst score are missing for 274 women 
(110 in the induction group and 164 in the expectant-management group); data on overall score are missing for 275 women (110 in the 
induction group and 165 in the expectant-management group).

Table 3. Secondary Outcomes.*
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Outcome
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(N = 3059)

Expectant-
Management Group 

(N = 3037)
Relative Risk  

(95% CI) P Value
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Admission to neonatal intermediate or intensive care 
unit — no. (%)

358 (11.7) 394 (13.0) 0.90 (0.79–1.03) 0.13
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Cesarean delivery — no. (%) 569 (18.6) 674 (22.2) 0.84 (0.76–0.93) <0.001‡

Operative vaginal delivery — no. (%) 222 (7.3) 258 (8.5) 0.85 (0.72–1.01) 0.07

Hypertensive disorder of pregnancy — no. (%) 277 (9.1) 427 (14.1) 0.64 (0.56–0.74) <0.001‡

Chorioamnionitis — no. (%) 407 (13.3) 429 (14.1) 0.94 (0.83–1.07) 0.35

Third-degree or fourth-degree perineal laceration  
— no. (%)

103 (3.4) 89 (2.9) 1.15 (0.87–1.52) 0.33

Postpartum hemorrhage — no. (%) 142 (4.6) 137 (4.5) 1.03 (0.82–1.29) 0.81

Postpartum infection — no. (%) 50 (1.6) 65 (2.1) 0.76 (0.53–1.10) 0.15

Admission to ICU — no. (%) 4 (0.1) 8 (0.3) 0.50 (0.13–1.55) 0.26

Death — no. (%) 0 0 NA NA

Median duration of stay in labor and delivery unit 
(IQR) — hr§

20 (13–28) 14 (9–20) <0.001‡

Postpartum hospital stay — no. (%) 0.01‡¶

<2 days 322 (10.5) 317 (10.4)

2 days 2191 (71.6) 2084 (68.6)

3 days 399 (13.0) 452 (14.9)

4 days 130 (4.2) 166 (5.5)

>4 days 17 (0.6) 18 (0.6)

Median scores on Labor Agentry Scale (IQR)∥

At 6–96 hr after delivery 168 (148–183) 164 (143–181) <0.001‡

At 4–8 wk after delivery 176 (157–189) 174 (154–188) 0.01‡

Median labor pain scores (IQR)**

Worst score 8 (7–10) 9 (8–10) <0.001‡

Overall score 7 (5–8) 7 (5–9) <0.001‡

*  Additional secondary outcomes are provided in the Supplementary Appendix. Exact confidence intervals and P values are provided for rare 
outcomes. The P values and 95% confidence intervals presented have not been adjusted for multiple comparisons of the secondary out-
comes. ICU denotes intensive care unit, IQR interquartile range, and NA not applicable.

†  Data are missing for 4 women (1 in the induction group and 3 in the expectant-management group).
‡  The P value remained significant after controlling for multiple comparisons with the false discovery rate method.
§  The totals exclude 7 women who delivered before admission to the labor and delivery unit. Data are missing for 2 women (1 in each group).
¶  The variables were compared with the Cochran–Armitage trend test.
∥  Scores on the Labor Agentry Scale range from 29 to 203, with higher scores indicating greater perceived control during childbirth; included 

are women who had spontaneous labor, labor that started spontaneously but then was augmented, or induced labor. Data for 6 to 96 hours 
after delivery are missing for 288 women (127 in the induction group and 161 in the expectant-management group); data for 4 to 8 weeks 
after delivery are missing for 736 women (349 in the induction group and 387 in the expectant-management group).

**  Labor pain was scored according to a 10-point Likert scale, with higher scores indicating greater pain; included are women who had spon-
taneous labor, labor that started spontaneously but then was augmented, or induced labor. Data on worst score are missing for 274 women 
(110 in the induction group and 164 in the expectant-management group); data on overall score are missing for 275 women (110 in the 
induction group and 165 in the expectant-management group).

Table 3. Secondary Outcomes.*
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∥  Scores on the Labor Agentry Scale range from 29 to 203, with higher scores indicating greater perceived control during childbirth; included 
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T h e  n e w  e ngl a nd  j o u r na l  o f  m e dic i n e

Outcome
Induction Group 

(N = 3059)

Expectant-
Management Group 

(N = 3037)
Relative Risk  

(95% CI) P Value

Neonatal

Transfusion of blood products — no. (%) 4 (0.1) 5 (0.2) 0.79 (0.20–2.74) 0.75

Hyperbilirubinemia — no. (%)† 145 (4.7) 142 (4.7) 1.01 (0.81–1.27) 0.91

Hypoglycemia — no. (%) 37 (1.2) 35 (1.2) 1.05 (0.66–1.66) 0.84

Admission to neonatal intermediate or intensive care 
unit — no. (%)

358 (11.7) 394 (13.0) 0.90 (0.79–1.03) 0.13

Maternal

Cesarean delivery — no. (%) 569 (18.6) 674 (22.2) 0.84 (0.76–0.93) <0.001‡

Operative vaginal delivery — no. (%) 222 (7.3) 258 (8.5) 0.85 (0.72–1.01) 0.07

Hypertensive disorder of pregnancy — no. (%) 277 (9.1) 427 (14.1) 0.64 (0.56–0.74) <0.001‡

Chorioamnionitis — no. (%) 407 (13.3) 429 (14.1) 0.94 (0.83–1.07) 0.35

Third-degree or fourth-degree perineal laceration  
— no. (%)

103 (3.4) 89 (2.9) 1.15 (0.87–1.52) 0.33

Postpartum hemorrhage — no. (%) 142 (4.6) 137 (4.5) 1.03 (0.82–1.29) 0.81

Postpartum infection — no. (%) 50 (1.6) 65 (2.1) 0.76 (0.53–1.10) 0.15

Admission to ICU — no. (%) 4 (0.1) 8 (0.3) 0.50 (0.13–1.55) 0.26

Death — no. (%) 0 0 NA NA

Median duration of stay in labor and delivery unit 
(IQR) — hr§

20 (13–28) 14 (9–20) <0.001‡

Postpartum hospital stay — no. (%) 0.01‡¶

<2 days 322 (10.5) 317 (10.4)

2 days 2191 (71.6) 2084 (68.6)

3 days 399 (13.0) 452 (14.9)

4 days 130 (4.2) 166 (5.5)

>4 days 17 (0.6) 18 (0.6)

Median scores on Labor Agentry Scale (IQR)∥

At 6–96 hr after delivery 168 (148–183) 164 (143–181) <0.001‡

At 4–8 wk after delivery 176 (157–189) 174 (154–188) 0.01‡

Median labor pain scores (IQR)**

Worst score 8 (7–10) 9 (8–10) <0.001‡

Overall score 7 (5–8) 7 (5–9) <0.001‡

*  Additional secondary outcomes are provided in the Supplementary Appendix. Exact confidence intervals and P values are provided for rare 
outcomes. The P values and 95% confidence intervals presented have not been adjusted for multiple comparisons of the secondary out-
comes. ICU denotes intensive care unit, IQR interquartile range, and NA not applicable.

†  Data are missing for 4 women (1 in the induction group and 3 in the expectant-management group).
‡  The P value remained significant after controlling for multiple comparisons with the false discovery rate method.
§  The totals exclude 7 women who delivered before admission to the labor and delivery unit. Data are missing for 2 women (1 in each group).
¶  The variables were compared with the Cochran–Armitage trend test.
∥  Scores on the Labor Agentry Scale range from 29 to 203, with higher scores indicating greater perceived control during childbirth; included 

are women who had spontaneous labor, labor that started spontaneously but then was augmented, or induced labor. Data for 6 to 96 hours 
after delivery are missing for 288 women (127 in the induction group and 161 in the expectant-management group); data for 4 to 8 weeks 
after delivery are missing for 736 women (349 in the induction group and 387 in the expectant-management group).

**  Labor pain was scored according to a 10-point Likert scale, with higher scores indicating greater pain; included are women who had spon-
taneous labor, labor that started spontaneously but then was augmented, or induced labor. Data on worst score are missing for 274 women 
(110 in the induction group and 164 in the expectant-management group); data on overall score are missing for 275 women (110 in the 
induction group and 165 in the expectant-management group).

Table 3. Secondary Outcomes.*

The New England Journal of Medicine 
Downloaded from nejm.org on August 8, 2018. For personal use only. No other uses without permission. 

 Copyright © 2018 Massachusetts Medical Society. All rights reserved. 



Déclenchement sans indication médicale
• N’améliore pas la santé périnatale
• Est associé à une réduction des césariennes aux USA  
• Augmente la durée passée en salle de naissance

Quelle perception de la part des patientes ?

Est-ce une attitude généralisable ? 

Etude « French ARRIVE » en cours



Déterminants de l’insatisfaction maternelle

• Observationnelle entre Nov et Dec 2015 dans 94 Maternités françaises
• 1/6ème de toutes les naissances en France
• Toutes les femmes ayant eu un déclenchement du travail
• Questionnaire envoyé 2 mois après l’accouchement

Etude MEDIP

• Taux de réponse 47,8% (1453 / 3042)

• Taux d’insatisfaction 25,5%



Déterminants de l’insatisfaction maternelle
Etude MEDIP

• Prise en charge insuffisante de la douleur OR 6,4 [4,6 – 9,0]

• Durée du travail > 12h OR 2,0 [1,1 – 3,6]

• Inconfort vaginal OR 2,7 [1,8 – 4,1]

• Manque d’écoute des attentes des femmes OR 4,8 [3,3 – 6,9]

• Interventions (césar) et complications OR 3,2 [1,9 – 5,3]
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Questionnaire prénatal sur les attentes concernant le déclenchement 1h avant

Randomisation misoprostol oral 25 mcg/2h vs misoprostol vaginal 200mcg 

Questionnaire postnatal sur l’expérience du déclenchement avant sortie de Mater

Seul facteur de risque retrouvé d’avoir une mauvaise experience du déclenchement:

La crainte de l’accouchement (score prénatal > 85) OR 3,7 [1,04-13,41]

Pas d’effet significatif : du mode d’administration des PGs OR 1,12 [0,5-12,46]
de l’âge maternel >40 OR 1,2 [0,39-3,82]
de la durée du W > 24h OR 1,3 [0,57-2,9]

Pas de bénéfice en termes d’expérience maternelle
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12-  Accouchement idéal ?  
 
Concernant les 6 choix proposés, les femmes ont répondu que l’accouchement idéal se déroulerait : 

- Par voie basse pour 51,7% d’entre elles ;   
- Se déclenchant naturellement pour 37.4% ; 
- Sans douleur pour 22.2% ; 
- Avec le professionnel de son choix pour 12.2% ; 
- À une date programmée pour 2.1%; 
- Par césarienne pour 1.7%. 

 
 

13-   Score de vécu  
 

La variable score du vécu de l’accouchement a été recodée 3 classes : 0 à 4, 5 à 7, 8 à 10. 
 
Un score inférieur à 5/10 a été qualifié de mauvais vécu et concerne 7.4% des femmes (n=156). 
 

Figure 13. Répartition des répondantes selon leur vécu de l’accouchement  
Si l’on met de côté les émotions relatives à l’arrivée de votre bébé, pour vous en tant que femme, votre vécu a été :  

 

 
 
A noter, que 14 femmes n’ont pas répondu à cette question.  
 

 
 
 
 
 
 
 
 
 
 
 
 

Accouchement idéal ?
Concernant 6 choix proposés: • Par voie basse 51,7 %

• Se déclenchant naturellement 37,4 %
• Sans douleur 22,2 %
• Avec le professionnel de son choix 12,2 %
• A une date programmée 2,1 %
• Par césarienne 1,7 %
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Tableau 5. Facteurs d’information et vécu de l’accouchement (en 3 classes)  

 
 Evaluation du Vécu en classes*  
Variables 0 - 4 5 - 7 8 - 10 p-value 
Effectif 156 464 1501  
Episiotomie     
Information reçue (« avoir été prévenue avant »)   

- Non 
- Oui 
- Ne sait plus 

 
16 (14.03)     
4 (3.30)            
0 (0.00) 

 
30 (26.31)     
37 (30.57)       
 5 (41.66) 

 
68 (59.64)     
80 (66.11)          
7 (58.33) 

 
0.030 

Accord demandé avant réalisation  
- Non 
- Oui 
- Ne sait plus 

 
19 (12.41)     
1 (1.35)            
0 (0.00) 

 
45 (29.41)     
21 (28.37)           
6 (30.00) 

 
91 (58.16)     
52 (70.27)           
14 (70.00) 

 
0.024 

Aide instrumentale     
Information reçue (« avoir été prévenue avant »)  

- Non 
- Oui 
- Ne sait plus 

 
6 (28.57) 
35 (12.45)                  
0 (0.00) 

 
7 (33.33) 
96 (34.16)                   
2 (33.33) 

 
8 (38.09) 
150 (53.38)                  
 4 (66.66) 

 
0.273 
 

Raisons expliquées   
- Non 
- Oui 
- Ne sait plus 

 
9 (33.33)   
30 (10.87)                  
1 (20.00) 

 
9 (33.33)   
95 (34.42)                   
1 (20.00) 

 
9 (33.33)  
151 (54.71)                  
 3 (60.00) 

 
0.016 

Accord demandé avant réalisation 
- Non 
- Oui 
- Ne sait plus 

 
28 (18.79)         
9 (6.97)          
4 (12.90) 

 
55 (36.91)         
40 (31.00)          
10 (32.25) 

 
66 (44.29)         
80 (62.01)          
17 (54.83) 

 
0.014 

Déclenchement     
Information reçue  

- Non 
- Oui 

 
3 (50.00) 
56 (11.18) 

 
0 (0.00) 
142 (28.34) 

 
3 (50.00) 
303 (60.48) 

 
0.023 

Accord demandé avant réalisation 
- Non 
- Oui 

 
12 (16.90) 
48 (11.32) 

 
26 (36.62) 
109 (25.71) 

 
33 (46.48) 
267 (62.97) 

 
0.031 

Décollement des membranes      
Information en fin de grossesse   

- Non 
- Oui 
- Ne sait plus 

 
98 (7.55) 
52 (7.62) 
5 (3.65) 

 
283 (21.80) 
156 (22.87) 
25 (18.25) 

 
917 (70.65) 
474 (69.50) 
107 (78.10) 

 
0.28 
 

Accord demandé avant réalisation 
- Non 
- Oui 
- Ne sait plus 

 
93 (8.12) 
32 (6.91) 
14 (7.49) 

 
243 (21.22) 
101 (21.81) 
49 (26.20) 

 
809 (70.66) 
330 (71.27) 
124 (66.31) 

 
0.56 

Informations données par les professionnels ont répondu 
aux interrogations des femmes   

    

- Non 
- Oui 

28 (41.18)   
128 (6.24) 

25 (36.76)  
439 (21.40) 

15 (22.06)  
1484 (72.35) 

<0.05 

* A noter, que 4 femmes ont répondu « Non concerné » sur leur vécu de l’accouchement. Et 10 femmes n’ont pas répondu à cette question.  
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* A noter, que 4 femmes ont répondu « Non concerné » sur leur vécu de l’accouchement. Et 10 femmes n’ont pas répondu à cette question.  
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Tableau 4. Facteurs caractéristiques des modalités d’accouchement et vécu (en 3 classes) 

 
 Evaluation du Vécu en classes*  
Variables 0 - 4 5 - 7 8 - 10 p-value 
Effectif 156 464 1501  

Mode accouchement (%) 
- Voie basse 

- Césarienne  

 

97 (5.33) 

59 (19.67) 

 

351 (19.3) 

112 (37.33) 

 

1371 (75.37) 

129 (43.0) 

 

<0.001 

Episiotomie (%) 
- Oui 

- Non 

 

20 (8.1) 

77 (4.92) 

 

72 (29.15) 

277 (17.69) 

 

155 (43) 

1212 (77.39) 

 

<0.001 

Césarienne programmée 
Césarienne programmée mais a eu lieu à un autre moment 

Césarienne en urgence  

5 (6.58) 

2 (8) 

52 (26.13) 

21 (27.63) 

8 (32) 

83 (41.71) 

50 (65.79) 

15 (60) 

64 (32.16) 

 

0.602 

Déclenchement (%) 
- Oui 

- Non 

 

60 (11.61) 

93 (5.84) 

 

144 (27.85) 

317 (19.91) 

 

313 (60.54) 

1182 (74.25) 

 

<0.001 

Si déclenchement : 
- Maturation 

- Oxytocine 

 

45 (15.36) 

15 (6.70) 

 

87 (29.69) 

57 (25.45) 

 

161 (54.95) 

152 (67.86) 

 

0.002 

Heure accouchement (%) 
- Jour  

- Nuit 

 

67 (6.85) 

89 (7.81) 

 

215 (22.01) 

248 (21.75) 

 

695 (71.14) 

803 (70.44) 

 

0.71 

Extraction Instrumentale (%) 
- Oui 

- Non 

 

41 (13.23) 

56 (3.72) 

 

105 (33.87) 

246 (16.33) 

 

164 (52.90) 

1204 (79.95) 

< 0.001 

Si extraction instrumentale : 
- Ventouse  

- Forceps ou Spatules 

 

27 (12.56) 

14 (14.89) 

 

76 (35.35) 

29 (30.85) 

 

112 (52.09) 

51 (54.26) 

 

0.70 

Péridurale (%) 
- Oui 

- Non 

 

137 (22.22) 

18 (7.03) 

 

394 (27.78) 

67 (21.73) 

 

1152 (50.0) 

337 (71.24) 

 

< 0.001 

Transfert du nouveau-né 
- Oui 

- Non 

 

12 (22.22) 

144 (7.03) 

 

15 (27.78) 

445 (21.73) 

 

27 (50.0) 

1459 (71.24) 

 

<0.001 

Prise en charge : 
- Satisfaisante 

- Moyenne / Insatisfaisante  

 

112 (5.57) 

44 (40.00) 

 

424 (21.08) 

40 (36.36) 

 

1475 (73.35) 

26 (23.64) 

 

<0.001 

* A noter, que 4 femmes ont répondu « Non concerné » sur leur vécu de l’accouchement. Et 10 femmes n’ont pas répondu à cette question.  
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Tableau 4. Facteurs caractéristiques des modalités d’accouchement et vécu (en 3 classes) 

 
 Evaluation du Vécu en classes*  
Variables 0 - 4 5 - 7 8 - 10 p-value 
Effectif 156 464 1501  

Mode accouchement (%) 
- Voie basse 

- Césarienne  

 

97 (5.33) 

59 (19.67) 

 

351 (19.3) 

112 (37.33) 

 

1371 (75.37) 

129 (43.0) 

 

<0.001 

Episiotomie (%) 
- Oui 

- Non 

 

20 (8.1) 

77 (4.92) 

 

72 (29.15) 

277 (17.69) 

 

155 (43) 

1212 (77.39) 

 

<0.001 

Césarienne programmée 
Césarienne programmée mais a eu lieu à un autre moment 

Césarienne en urgence  

5 (6.58) 

2 (8) 

52 (26.13) 

21 (27.63) 

8 (32) 

83 (41.71) 

50 (65.79) 

15 (60) 

64 (32.16) 

 

0.602 

Déclenchement (%) 
- Oui 

- Non 

 

60 (11.61) 

93 (5.84) 

 

144 (27.85) 

317 (19.91) 

 

313 (60.54) 

1182 (74.25) 

 

<0.001 

Si déclenchement : 
- Maturation 

- Oxytocine 

 

45 (15.36) 

15 (6.70) 

 

87 (29.69) 

57 (25.45) 

 

161 (54.95) 

152 (67.86) 

 

0.002 

Heure accouchement (%) 
- Jour  

- Nuit 

 

67 (6.85) 

89 (7.81) 

 

215 (22.01) 

248 (21.75) 

 

695 (71.14) 

803 (70.44) 

 

0.71 

Extraction Instrumentale (%) 
- Oui 

- Non 

 

41 (13.23) 

56 (3.72) 

 

105 (33.87) 

246 (16.33) 

 

164 (52.90) 

1204 (79.95) 

< 0.001 

Si extraction instrumentale : 
- Ventouse  

- Forceps ou Spatules 

 

27 (12.56) 

14 (14.89) 

 

76 (35.35) 

29 (30.85) 

 

112 (52.09) 

51 (54.26) 

 

0.70 

Péridurale (%) 
- Oui 

- Non 

 

137 (22.22) 

18 (7.03) 

 

394 (27.78) 

67 (21.73) 

 

1152 (50.0) 

337 (71.24) 

 

< 0.001 

Transfert du nouveau-né 
- Oui 

- Non 

 

12 (22.22) 

144 (7.03) 

 

15 (27.78) 

445 (21.73) 

 

27 (50.0) 

1459 (71.24) 

 

<0.001 

Prise en charge : 
- Satisfaisante 

- Moyenne / Insatisfaisante  

 

112 (5.57) 

44 (40.00) 

 

424 (21.08) 

40 (36.36) 

 

1475 (73.35) 

26 (23.64) 

 

<0.001 

* A noter, que 4 femmes ont répondu « Non concerné » sur leur vécu de l’accouchement. Et 10 femmes n’ont pas répondu à cette question.  
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Attention aux dérives ? Au CHPG 
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Déclenchements Césariennes

PAG / GAG / terme / HTA / RPM… et sans indication médicale

Grobman 2018

L’absence d’augmentation des césariennes nous aurait-elle désinhibés ? 



CONCLUSION

• Aucune méthode de déclenchement infaillible

• Toujours évaluer le rapport bénéfices / risques du déclenchement

• Prendre en compte la perception des patientes; surtout si 
absence d’indication médicale  


