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Abstract: Background and Objectives: We aimed to evaluate the current uterotonic adminis-
tration practices among anesthesiologists and obstetricians and gynecologists (OBGYNs)
during cesarean section (CS), focusing on variations in approaches for low- and high-risk
postpartum hemorrhage (PPH) cases. The objective was to identify key differences and
provide evidence that could contribute to the development of standardized national proto-
cols for uterotonic usage. Materials and Methods: A snapshot online survey was employed
between October 2021 and January 2022 and distributed to anesthesiologists and OBGYNs
from university-affiliated, government, and private hospitals across Turkey, consisting of
23 questions addressing demographic data, institutional PPH rates, first-line uterotonic
choices, administration methods, and dose adjustments for low- and high-risk PPH cases.
Specific questions also targeted uterotonic usage in the presence of comorbidities such as
pre-eclampsia and cardiac disease. Results: There were 204 responses (54% anesthesiologists
and 46% OBGYNs) out of 220, yielding a response rate of 92.7%. Oxytocin was the most
common first-line uterotonic for CS with low-risk PPH (99.1% of the anesthesiologists
and 96.8% of the OBGYNs). In total, 60% of the anesthesiologists favored an intravenous
(IV) bolus followed by infusion, while 56.4% of the OBGYNs preferred IV infusion alone
(p < 0.001). For CS with high-risk PPH, approximately half of the participants reported
increases in oxytocin dose, while 26.4% of the anesthesiologists and 20.2% of the OBGYNs
opted for combined oxytocin and carbetocin use. During intrapartum CS, 69.1% of anes-
thesiologists and 77.7% of OBGYNs reported no change in dose. However, 11.8% of the
anesthesiologists indicated combining oxytocin and carbetocin (p < 0.05). In managing
pre-eclampsia and cardiac disease, the anesthesiologists were likely to reduce uterotonic
doses (15.5%) and avoid methylergonovine (35.5%) compared to the OBGYNs, who re-
duced doses less frequently (4.3%), but 79.8% of the OBGYNs avoided methylergonovine
(p < 0.001). Conclusions: There was considerable variability in uterotonic administration
practices between the anesthesiologists and OBGYNs.

Keywords: uterotonic; oxytocin; cesarean section; postpartum hemorrhage; uterus; survey

1. Introduction
The debate on either standard or rational protocols for the administration of utero-

tonics in parturients having low or high risk for postpartum hemorrhage (PPH) during
cesarean section (CS) is still continuing. Since there is a worldwide variability in oxytocin
use during CS in clinical practice, the attitudes of obstetricians and/or anesthesiologists
towards uterotonic practices have been evaluated via surveys in a number of countries, like
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Australia, New Zealand, Israel, Canada, and the UK [1–4]. Uterotonic usage during elective
CS was first determined via the survey conducted in Australia and New Zealand in 2021,
and there was a significant variation in the oxytocin use among members of the Obstetric
Anesthesia Special Interest Group [1]. According to the Israeli survey, oxytocin practices
significantly varied between obstetricians and anesthesiologists in primary CS, while there
was no difference in repeat CS. Additionally, the aggressive approaches of administering
an IV bolus of 5 or 10 international units (IUs) with or without methergine as a second-line
uterotonic management were reported [2]. Meanwhile, the Canadian survey reported that
the first-line agent for vaginal delivery, in majority, was oxytocin (94%), whereas carbetocin
was preferred at a very low rate (6%). However, for women undergoing CS at low risk for
PPH, the rates of oxytocin and carbetocin were reported to be 66% and 34%, respectively.
Regarding the women scheduled for CS with high risk of PPH, physicians reported initial
use of both oxytocin (60%) and carbetocin (40%) [3]. The UK survey revealed that the
majority of the respondents used initial doses of 5 IU, while the rest (5.3%) administered
doses of <5 IU for elective CS, with a broad range of administration methods [4]. Besides
uterotonic drugs in the management of placenta accreta spectrum (PAS), which has a high
risk of PPH, hemostatic procedures, including modified one-step conservative uterine
surgery (MOSCUS), have been presented as a new successful approach versus cesarean
hysterectomy [5].

All these major surveys concluded that there is a need for national protocols due to
the wide variation and lack of strong evidence to guide this practice. Therefore, we aimed
to investigate the current situation by collecting data via the present countrywide survey to
present the uterotonic preferences of obstetricians and/or anesthesiologists during CS to
prepare standard/rational protocols that would potentially contribute to the literature in
this clinically important practice area.

2. Materials and Methods
This study was structured as a prospective observational investigation utilizing a

targeted online survey approach. Institutional Ethics Committee approval was obtained
from the Gazi University School of Medicine (Number: E-77082166-604.01.02-196986; Date:
21 October 2021). This study was registered at https://inclinicaltrials.com/cesarean-
section-complications/NCT05089721/details/ (accessed on 1 October 2021 and verified on
October 2021). The survey targeted anesthesiologists and obstetricians and gynecologists
(OBGYNs). For data collection, 220 email addresses were sourced from the websites
of university, government, private, and teaching hospitals. Afterward, e-mails with a
questionnaire were sent to OBGYNs and anesthesiologists, and in cases of unavailable or
inaccessible email addresses, these individuals were contacted via WhatsApp notifications
to request the return of their completed questionnaires. Inclusion criteria were based on
the voluntary participation of the clinicians in this survey, and individuals who chose not
to participate were excluded. The inclusion criteria for this study were being a specialist
anesthesiologist or OBGYN and participating voluntarily. The exclusion criterion was a
questionnaire that was filled out incompletely.

An invitation letter detailed the study objectives, accompanied by a link to the ques-
tionnaire hosted on the “Survey Monkey” platform (Surveymonkey.com, Palo Alto, CA,
USA). Consent to participate was inferred if the contacted person agreed to respond to
the questionnaire, which consisted of five sections, including 23 questions prepared in
Turkish, based on international/national surveys [1–4,6] (Table 1). Then, it was translated
into English for the publication of this article (See Appendix A). The survey was conducted
during a three-month snapshot window between 21 October 2021 and 21 January 2022. The
first 3 out of 23 questions were related to demographic information, while questions 4–5

https://inclinicaltrials.com/cesarean-section-complications/NCT05089721/details/
https://inclinicaltrials.com/cesarean-section-complications/NCT05089721/details/
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questioned the CS (where the final indication was made by OBGYNs) and PPH rates of the
centers. Questions 6 to 13 inquired about the initial choice of uterotonic agent during CS, as
well as preferences for uterotonic agents in case of either a low or high risk of PPH. These
questions specifically addressed the usage of oxytocin and/or carbetocin in parturients hav-
ing either low or high risk of PPH. Question 14 inquired about the uterotonic preferences
and dose adjustments during CS where labor had commenced. Questions 15–17 addressed
second-line uterotonic agent preferences. Questions 18–23 explored uterotonic preferences
and dose regimens in pre-eclampsia (new onset preeclampsia BP > 140/90 mmHg) and
cardiac disease (valve disease and/or congenital) with accompanying PPH.

Table 1. Survey description.

Questions 1–3 Demographics

Questions 4–5 Rate of CS and PPH

Questions 6–13 Initial choice uterotonic for CS (low or high PPH)

Questions 14 Uterotonic for intrapartum CS

Questions 15–17 Second line uterotonics

Questions 18–23 Uterotonic preference for comorbidities and PPH

Statistical Analysis

A total of 220 participants who responded to the e-mail were included through a
simple random sampling technique that targeted at least a 70% response rate based on a
previous major survey [4]. With a population size of 220 participants, a 95% confidence
interval, and a 5% marginal error, the sample size was calculated as 141 participants. The
Statistical Package for the Social Sciences (SPSS) 22.0 (IBM SPSS, Inc., Chicago, IL, USA,
2020) statistical software was used for statistical analysis, and the results were presented.
After descriptive statistics, categorical variables were expressed as n or percent where
appropriate. A Pearson chi-square test was used to compare categorical variables. A
p value less than 0.05 was considered as statistically significant.

3. Results
A total of 204 out of 220 clinicians responded. The response rate was 92.7%. Since

participation in the study was voluntary, 16 individuals who chose not to participate were
excluded. Among 204 respondents, 110 (54%) were anesthesiologists, and 94 (46%) were
OBGYNs as shown in the flowchart (Figure 1).

Most of the participants were from state-affiliated hospitals (p < 0.016) with 10–20 years
of practice experience in their specialties (p < 0.001) (Table 2). The majority of the partici-
pants (47.3% of the anesthesiologists and 63% of the OBGYNs) reported that the annual CS
rate was greater than 30%. The PPH rate exceeding 3% was similar between the anesthesi-
ologists and OBGYNs (18.2% and 17%). However, there was a considerable disparity in
the reported rate of PPH less than 3% (76.6% of OBGYNs vs. 47.3% of anesthesiologists).
Furthermore, a considerable percentage of anesthesiologists noted that insufficient infor-
mation was provided about PPH rates, highlighting an important observation within the
data (Table 2).

In CS with a low risk of PPH, oxytocin was the most common first-line uterotonic
both by the anesthesiologists (99.1%) and OBGYNs (96.8%). Carbetocin preference was
significantly lower compared to oxytocin (0.9% for anesthesiologists and 3.2% for OBGYNs).
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Figure 1. Flowchart.

Table 2. Institutional and professional data of survey respondents and rates of CS and PPH reported
by the clinicians [n (%)].

Total
n = 204

Anesthesiologists
n = 110

OBGYN
n = 94 p

Workplace
State hospital 88 (43.1) 55 (50) * 33 (35.1)

0.016University hospital 83 (40.7) 44 (40) 39 (45.1)
Private hospital 33 (16.2) 11(10) 22 (23.4)

Duration of clinical practice (years)
<5 49 (24.0) 16 (14.5) * 33 (35.1)

<0.001
5–10 51 (25.0) 30 (27.3) 21 (22.3)
10–20 67(32.8) 49 (44.5) * 18 (19.1)
>20 37 (18.1) 15 (13.6) 22 (23.4)

CS Rate
<10% 11 (5.4) 8 (7.3) 3 (3.2)

0.03
10–20% 35 (17.2) 23 (20.9) 12 (12.8)
21–30% 43 (21.1) 27 (24.5) 16 (17.0)
>30% 115 (56.4) 52 (47.3) * 63 (67.0)

PPH Rate
<3% 124 (60.8) 52 (47.3) * 72 (76.6)

<0.001>3% 36 (17.6) 20 (18.2) 16 (17.0)
Unknown 44 (21.6) 38 (34.5) * 6 (6.4)

CS: Cesarean section; PPH: postpartum hemorrhage; OBGYN: obstetrician and gynecologist; * p < 0.05 between
anesthesiologists and OBGYNs; Pearson chi-square test.

Notably, 60% of the anesthesiologists preferred IV bolus followed by the infusion
method, whereas 56.4% of the OBGYNs favored IV infusion, which was statistically signifi-
cant (p < 0.001) (Table 3). The preferred method of administering carbetocin as the primary
uterotonic during CS with a low risk of PPH via IV bolus using a slow bolus technique
(slower than one minute) did not differ between the two specialties (Table 3). Regarding
the preference for administering oxytocin and carbetocin concurrently via the IV bolus
alongside oxytocin via IV infusion, there was no significant difference between the two
specialties (Table 3).
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Table 3. Preferences for uterotonics for CS at low risk of PPH [n (%)].

Anesthesiologist
n = 110

OBGYN
n = 94 p

First-choice uterotonic
Oxytocin 109 (99.1%) 91 (96.8%)

0.241Carbetocin 1 (0.9%) 3 (3.2%)

Route for oxytocin

IM oxytocin 5 (4.5%) 2 (2.1%)

<0.001
IV infusion 26 (23.6%) * 53 (56.4%)

IV bolus + infusion 66 (60%) * 20 (21.3%)
IV bolus, (>1 min) 5 (4.5%) 10 (10.6%)
IV bolus, (<1 min) 8 (7.3%) 9 (9.6%)

Route for carbetocin
IM carbetocin 10 (9.1%) 11 (11.7%)

>0.05IV rapid bolus (<1 min) 6 (5.5%) 7 (7.4%)
IV slow bolus (>1 min) 33 (30%) 29 (30.9%)

Route for oxytocin +
carbetocin

Oxytocin + carbetocin bolus 5 (4.5%) 6 (6.4%)

>0.05
IV carbetocin bolus +
IV oxytocin infusion 24 (21.8%) 27 (28.7%)

Oxytocin bolus + carbetocin
bolus + oxytocin infusion 23 (20.9%) 14 (14.9%)

CS: Cesarean section; PPH: postpartum hemorrhage; OBGYN: obstetrician and gynecologist; IV: intravenous;
IM: intramuscular; * p < 0.05 between anesthesiologists and OBGYNs; Pearson chi-square test.

In cases of CS with a high risk of PPH, almost 50% of anesthesiologists and 56.4% of the
OBGYNs stated that they increased the dose of oxytocin (p > 0.05). Both anesthesiologists
(26.4%) and OBGYNs (20.2%) reported using oxytocin and carbetocin together without
increasing the dose (p > 0.05) (Table 4). When oxytocin was the first-choice uterotonic,
63.6% of anesthesiologists and 40.4% of OBGYNs preferred the IV bolus + infusion method,
while 29.8% of OBGYNs and 10% of anesthesiologists preferred the IV infusion method
(p < 0.002) (Table 4). However, when carbetocin alone and oxytocin + carbetocin were the
first-choice uterotonics, there was no significant difference between the two specialties
(p > 0.05) (Table 4).

For the question, “Does your uterotonic dose change in patients in labor during CS?”
(intrapartum CS), 69.1% of anesthesiologists and 77.7% of OBGYNs answered that “it does
not change”. Unlike OBGYNs, 11.8% of anesthesiologists reported using oxytocin and
carbetocin together (p < 0.05) (Table 5).

In high-risk patients, such as those with preeclampsia and pregnant women with
cardiac disease, there was a protocol change for using uterotonic agents according to the
replies of the OBGYNs (84%) and anesthesiologists (70.9%) (p = 0.026). Regarding these
attitudes, 15.5% of anesthesiologists reduced the doses of oxytocin and carbetocin, 35.5%
of them did not use methylergonovine, and 21.8% of them reduced all uterotonic doses
(p < 0.001). In contrast, the 79.8% of OBGYNs stated that they did not use methylergonovine,
while 4.3% reduced uterotonic doses (p < 0.001) (Table 5).

In the treatment of PPH, 51.8% of anesthesiologists preferred the IV bolus oxytocin
dose of less than 5 IU, while 36.2% of OBGYNs preferred 10 IU, showing a significant
difference between clinicians (p < 0.05). As for the oxytocin infusion dose, 41.8% of anesthe-
siologists and 19.1% of OBGYNs preferred less than 20 IU, and 1.8% of anesthesiologists and
17% of OBGYNs preferred ≥40 IU, which was significantly different (p < 0.001). But there
was no significant difference in those who preferred 20–30 IU versus 30–40 IU (Table 6).
Both anesthesiologists and OBGYNs preferred to treat PPH with 50 µg of IV bolus carbe-
tocin (p > 0.05) (Table 6). Notably, 97.9% of OBGYNs reported using misoprostol, while no
anesthesiologists did (p > 0.001) (Table 6).
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Table 4. Preference for uterotonics in CS at high risk of PPH [n (%)].

Anesthesiologist
n = 110

OBGYN
n = 94 p

Increase dose

Only oxytocin 55 (50%) 53 (56.4%) >0.05
Only carbetocin 2 (1.8%) 1 (1.1%) >0.05

Choose Oxytocin +
carbetocin 29 (26.4%) 19 (20.2%) >0.05

Both oxytocin and carbetocin 7 (6.6%) 8 (8.5%) >0.05

Route of oxytocin

IM oxytocin 3 (2.7%) 1 (1.1%) >0.05
IV rapid bolus (<1 min) 13 (11.8%) 14 (14.9%) >0.05
IV slow bolus (>1 min) 13 (11.8%) 13 (13.8%) >0.05

IV infusion 11 (10%) * 28 (29.8%) 0.002
IV bolus + infusion 70 (63.6%) * 38 (40.4%) 0.002

Route for carbetocin

IM carbetocin 8 (7.3%) 8 (8.5%) >0.05
IV bolus, rapid bolus

(faster than 1 min) 10 (9.1%) 16 (17%) >0.05

IV bolus, slow bolus
(slower than 1 min) 33 (30%) 28 (29.8%) >0.05

If the first choice is oxytocin
+ carbetocin at high-risk CS
for PPH, what is the
preferred route?

Oxytocin + carbetocin Bolus 3 (2.7%) 6 (6.4%) >0.05
IV carbetocin bolus +
IV oxytocin infusion 17 (15.5%) 26 (27.7%) >0.05

Oxytocin bolus + carbetocin
bolus+ oxytocin infusion 38 (34.5%) 25 (26.6%) >0.05

CS: Cesarean section; PPH: postpartum hemorrhage; OBGYN: obstetrician and gynecologists; IV: intravenous;
IM: intramuscular; * p < 0.05 between anesthesiologists and OBGYNs; Pearson chi-square test.

Table 5. Preference for uterotonic in intrapartum and high-risk CS [n (%)].

Questions Response Options Anesthesiologist
n = 110

OBGYN
n = 94 p

Uterotonic dose change
during intrapartum CS

Increase oxytocin 19 (17.3%) 20 (21.3%) >0.05
Oxytocin + carbetocin 13 (11.8%) * 1 (1.1%) 0.01
Increase oxytocin and

carbetocin doses 2 (1.8%) 0 (0%) >0.05

No change 76 (69.1%) 73 (77.7%) >0.05

Route for methylergonovine
IV 9 (8.2%) 6 (6.4%) >0.05
IM 89 (80.9%) 75 (79.8%) >0.05

Both of them 12 (10.9%) 13 (13.8%) >0.05

Protocol change for
uterotonics choice in
high-risk patients
(preeclampsia, pregnant
women with cardiac disease)

Yes/No 78 (70.9%)/
32 (29.1%) *

79 (84%)/
15 (16%) 0.026

If answer is yes

I use oxytocin and carbetocin
by reducing their doses 17 (15.5%) * 0 (0%) <0.001

I do not use
methylergonovine 39 (35.5%) 75 (79.8%) <0.001

I reduce the doses of all
uterotonic agents 24 (21.8%) 4 (4.3%) <0.001

CS: Cesarean section; PPH: postpartum hemorrhage; OBGYN: obstetrician and gynecologists; IV: intravenous;
IM: intramuscular; * p < 0.05 between anesthesiologists and OBGYNs; Pearson chi-square test.
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Table 6. Uterotonic preference in the treatment of PPH [n (%)].

Anesthesiologist
n = 110

OBGYN
n = 94 p

Oxytocin bolus dose

<5 IU 57 (51.8%) * 19 (20.2%) <0.001
5 IU 28 (25.5%) 23 (24.5%) >0.05

5–10 IU 0 (0%) 1 (1.1%) >0.05
10 IU 18 (16.4%) * 34 (36.2%) <0.001

no bolus 7 (6.4%) * 17 (18.1%) <0.001

Oxytocin infusion dose

<20 IU 46 (41.8%) * 18 (19.1%) <0.001
20–30 IU 45 (40.9%) 41 (43.6%) >0.05
30–40 IU 16 (14.5%) 18 (19.1%) >0.05
>40 IU 2 (1.8%) * 16 (17%) <0.001

I do not use 1 (0.9%) 1 (1.1%) >0.05

Carbetocin IV bolus

<50 µg 12 (10.9%) 6 (6.4%) >0.05
50 µg 27 (24.5%) 24 (25.5%) >0.05

100 µg 20 (18.2%) 23 (24.5%) >0.05
> 100 µg 3 (2.7%) 1 (1.1%) >0.05

I do not use 48 (43.6%) 40 (42.6%) >0.05

Misoprostol Yes/No 37 (33.6%)/
73 (66.4%) *

92 (97.9%)/
2 (2.1%) <0.001

OBGYN: obstetrician and gynecologists; PPH: postpartum hemorrhage; µg: microgram; IU: international unit;
* p < 0.05 between anesthesiologists and OBGYNs; Pearson chi-square test.

4. Discussion
In the present snapshot survey, the first-line uterotonic choice during both elective

and emergency CS was found to be oxytocin with an overall rate of 98% by both OBGYNs
and anesthesiologists. The oxytocin administration via IV bolus + infusion and infusion
alone were preferred by anesthesiologists and OBGYNs, respectively. In cases of CS with a
low risk of PPH, the administration methods for either carbetocin alone (IV slow bolus)
or oxytocin plus carbetocin did not differ between physicians. However, in the treatment
of PPH, the use of less than 5 IU of IV bolus oxytocin was significantly greater among the
anesthesiologists compared to OBGYNs. There was a significant difference in the attitudes
between anesthesiologists and OBGYNs, particularly in terms of oxytocin IV bolus and
infusion regimens.

The beliefs and practice for uterotonic use during elective CS was surveyed among
members of the Obstetric Anesthesia Special Interest Group in Australia and New Zealand;
the response rate was 33% from an analysis of 279 completed reports. It was reported that
oxytocin was routinely administered via the IV bolus as a first-line uterotonic as 5 IU (38%),
as <5 IU (38%), 10 IU (10%), and carbetocin of 100 µg (13%) [1]. In the current survey, our
response rate was 92.7%, which is quite high. Among the 204 respondents, 110 (54%) of
them were anesthesiologists, and 94 (46%) of them were OBGYNs. In our initial survey,
which was conducted between the years 2016–2018 by the obstetric anesthesia subcommit-
tee of our national society, an oxytocin IV bolus of 5 IU followed by infusion of 20 IU/L was
used as the routine protocol for the management of elective CS [6]. Hereby, we encountered
that the protocol included oxytocin via IV infusion by OBGYNs, IV infusion + bolus (the
effective dose 90% (ED90) or less than 5 IU) by the anesthesiologists, and carbetocin via
IV slow bolus by anesthesiologists + OBGYNs. In case of using two uterotonics together,
carbetocin (in bolus) + oxytocin (via infusion) was preferred similarly by the clinicians.

According to the Israeli survey, 391 out of 429 physicians responded; oxytocin practices
significantly varied between obstetricians and anesthesiologists in primary CS, while no
significant difference was observed in repeat CS. In addition to the reported aggressive
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approach of administering the IV bolus of 5 or 10 IU, increased treatment with methergine as
a second-line uterotonic management was found [2]. Instead of categorizing CS as primary
or repeat, we structured our survey similarly to the Canadian survey [3] by questioning
whether CS has either a low or high risk of PPH, since PPH has been a major source of
high maternal mortality rate (MMR). The MMR resulting from PPH in Turkey was 13.1 in
100,000 live births in 2019 [7].

In the Canadian survey, 33 out of 92 clinicians (obstetricians and anesthesiologists)
where 24 out of 46 were from university affiliated hospitals. The response rate was 35%.
The first-line agents for vaginal delivery were oxytocin (94%) and carbetocin (6%). As for
women at low risk of PPH undergoing CS, 66% reported that oxytocin was a first-line
uterotonic, while 34% reported carbetocin. Regarding CS at high risk of PPH, 60% of
physicians reported oxytocin and 40% reported carbetocin. The second-line uterotonic use
varied mainly based on perceived efficacy by the Society of Obstetricians and Gynecologists
of Canada (SOGC) guidelines [3].

According to UK survey, which has a 72.9% response rate, the majority of the respon-
dents were using an initial 5 IU dose, while the rest (5.3%) administered a dose <5 IU for
elective CS. The administration of a 10 IU dose has ceased altogether. There has been a
broad range of administration methods, particularly with infusions. Forty (26.8%) respon-
dents stated a different oxytocin regimen following CS in severe preeclampsia, 72 (48.3%)
in those with cardiac disease of New York Heart Association class 1–2, and 100 (66.7%)
with class 3–4. [4]. The findings in these surveys highlighted differences in clinical ap-
proaches between OBGYNs and anesthesiologists while also underscoring the need to
establish standardized guidelines supported by the recent literature to ensure consistent
management practices.

Our results are consistent with previous surveys conducted in other countries [1–4].
In our national anesthesiology society’s survey including only 191 anesthesiologists,

69% of them stated that they preferred IV bolus + infusion, while 30% of them preferred
oxytocin of 20 IU/1000 mL saline or Ringer’s lactate solution [6]. The current survey
revealed that after delivery, the majority of OBGYNs (86.2%) preferred to use methyler-
gonovine when compared to anesthesiologists (65.5%), while 25.5% of OBGYNs routinely
used methylergonovine in addition to oxytocin and/or carbetocin. However, anesthesiolo-
gists (64.5%) preferred methylergonovine when compared to OBGYNs (43.6%) in case of
uterine atony. Notably, almost all the specialists preferred the intramuscular administration
route for methylergonovine as prescribed.

Bolus studies in determining the effectiveness of different doses of uterotonics demon-
strated that 0.35 IU of oxytocin effectively achieved an adequate uterine tone in 90% of
women 3 min after administration [8]. This finding provides a specific dosage that can
reliably prevent uterine atony. Additionally, there was a ceiling effect for oxytocin dose
>0.5 IU [9].

The reported benefits of oxytocin infusion after bolus administration compared to
bolus-only regimens include reduced estimated blood loss, less need for blood transfusion,
and less requirement for additional uterotonics. These findings highlight the potential
advantages of incorporating infusion into uterotonic protocols during CS [10,11]. Oxytocin
has been commonly administered via rapid, rather than slow, infusion to initiate and
further maintain uterine tone. Because of the need for optimizing the uterotonic dose,
which is essential to minimize adverse effects, a “rule of threes” algorithm, rather than
continuous infusion of oxytocin, during elective CS has become popular [12].

The ED90 dose of oxytocin infusion to obtain the satisfactory uterine tone at an initial
assessment 4 min after delivery was found to be 0.29 IU min−1 or 17.4 IU h−1. Later, it
was reported that ED90 dose for oxytocin was 0.27 IU min−1 or 16.2 IU h−1 to initiate
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and maintain an adequate uterine tone. These findings suggested that a standardized
approach to oxytocin infusion rates can ensure consistent outcomes in terms of uterine
tone and minimize the risk of PPH [13,14]. It has been reported that a comparison of high-
rate infusion of oxytocin (15 IU h−1) with low-rate infusion (2.5 IU h−1) during elective
CS neither enhanced the uterine tone nor decreased the rate of PPH. According to the
consensus guideline on the use of uterotonic agents during CS, the administration 1 IU of
oxytocin in the IV bolus followed by infusion at 2.5–7.5 IU h−1 was recommended rather
than that of outdated traditional 5 or 10 IU IV bolus doses [11,15–21].

Anesthesiologists in the UK used to administer 5 IU IV bolus as a routine practice,
according to the Royal College of Obstetricians and Gynecologists (RCOG)’s guideline
in 2016 [15]. Although RCOG has not recently launched an updated guideline, later, in
2021, the favored oxytocin dose was <5 IU, and the carbetocin dose was 100 µg in the
Australian and New Zealand guidelines [1]. In contrast to the Canadian survey’s findings,
we documented the first-choice uterotonic for oxytocin (98%) and for carbetocin (2%) at
a low risk of PPH when undergoing CS. The higher rate of carbetocin administration
in Canada (66% for oxytocin and 34% for carbetocin) compared to our survey may be
attributed to the participants referencing the SOGC guidelines. While the SOGC guidelines
recommended carbetocin 100 µg as the first-line medication [22], based on the ED90 dose of
carbetocin, which was 14.8 µg, carbetocin doses as low as 20 µg were recommended [22,23].
In our current survey, respondents administered carbetocin via the slow IV bolus route
together with oxytocin infusion.

The Australian survey revealed that 58% preferred an oxytocin bolus plus infusion
at high doses, such as 40 IU. In the Canadian survey, oxytocin infusion either alone or
followed by a bolus was used. In Turkey, we observed that while OBGYNs preferred the
infusion-only method, anesthesiologists preferred the bolus + infusion method.

Several studies have indicated that lower doses of oxytocin may be sufficient to
establish an adequate uterine tone during elective cesarean delivery compared to traditional
recommendations [8,9]. However, the optimal oxytocin dosage can vary depending on
the clinical scenario. For instance, pregnant individuals undergoing CS due to labor arrest
following oxytocin augmentation may require nearly nine times the standard dose of
oxytocin to achieve the adequate uterine tone [24]. Similarly, pregnant individuals with
a body mass index (BMI) ≥40 kg/m2 may require approximately twice the amount of
oxytocin compared to those with a BMI <40 kg m2. The estimated ED90 doses for twin
pregnancies to achieve the adequate uterine tone for oxytocin were found to be 4.38 IU
(95% CI, 3.68–4.86 IU) and 3.41 IU (95% CI, 2.83–3.98 IU), respectively. They recommended
an initial bolus dose of 5 IU for elective CS under neuraxial anesthesia in these particular
patients [25].

During intrapartum CS, multiple pregnancies, previous PPH history, polyhydram-
nios, which carry a high risk of PPH, and an oxytocin bolus dose of 5 IU were a routine
UK practice, whereas the preferred infusion regimen was 7.5–10 IU h−1. In our survey,
almost half of the respondents from both specialists chose to increase the dose of oxytocin.
Approximately 20–25% of respondents used oxytocin and carbetocin together without an
increase in dose. The Canadian guideline recommends 100 µg IM of carbetocin if a vaginal
delivery has a risk factor for PPH, but, interestingly carbetocin recommendation for CS
having high risk for PPH lacks in the guideline. However, the Canadian survey reported
carbetocin use at a rate of 40% for CS with high-risk PPH [3]. In our institution, we have
been administering IV slow bolus of carbetocin 50 µg and 100 µg for elective CS having
low and high risk PPH, respectively. An emerging trend to use carbetocin (100 µg over
1 min) rather than oxytocin as the first-line uterotonic in some units was supported by the
recommendation of SOCG for using carbetocin for elective CS [22].
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Intrapartum CS represents an increased risk associated with prolonged labor, oxytocin
receptor desensitization, and uterine overdistension. However, none of the major surveys,
except the consensus statement, investigated this issue [1–4,11]. Therefore, we decided
to make it clear in our questionnaire. Our results showed that 69.1% of anesthesiologists
and 77.7% of OBGYNs reported no change in uterotonic dosing during intrapartum CS.
This finding might be contradictory to the international consensus statement [11], which
favors increasing oxytocin doses during intrapartum CS. In our survey, anesthesiologists
(11.8%) reported using oxytocin plus carbetocin, while only 1.1% of OBGYNs’ choice was
a combination of oxytocin and carbetocin. This suggests a more proactive approach by
anesthesiologists to mitigate uterine atony risks through combination therapy.

The combined use of oxytocin and carbetocin was a notable preference among anesthe-
siologists, particularly at reduced doses for high-risk patients, such as those with preeclamp-
sia or cardiac disease. In our study, 15.5% of anesthesiologists reported dose reductions
for both agents in high-risk scenarios. Carbetocin’s prolonged action and reduced need
for additional infusions make it a valuable option during intrapartum CS. Obstetricians
overwhelmingly avoided the use of methylergonovine (79.8%). Since methylergonovine’s
potent vasoconstrictive properties can exacerbate hypertension or cardiac complications,
avoidance of methylergonovine in such patients aligns with best practices [11].

The survey also highlighted differences in uterotonic preferences in the treatment of
PPH. While 51.8% of anesthesiologists favored IV bolus doses of oxytocin below 5 IU for
PPH treatment, 36.2% of obstetricians preferred 10 IU. Anesthesiologists commonly utilized
infusion doses below 20 IU (41.8%), whereas obstetricians more frequently administered
doses exceeding 40 IU (17%). Misoprostol was widely used by obstetricians (97.9%) but not
by anesthesiologists.

We believe that the different approaches of OBGYNs and anesthesiologists during CS
are due to their different priorities: obstetricians often target a strong uterine tone, using
higher uterotonic doses to prevent bleeding, while anesthesiologists focus on maternal
hemodynamic stability, preferring optimal doses or alternative methods to avoid side
effects such as hypertension.

In our survey, we observed the IV bolus + infusion method by both physician groups.
Despite it seeming reasonable to give a higher dose for parturients with a high risk of PPH,
high rates of hypotension, tachycardia, and dysrhythmia can occur. Our survey’s results
were similar and mostly consistent with the literature, except a lower rate of carbetocin
preference than that of the Canadian survey.

One of the limitations of this study could be the population of the respondents chosen.
Since obstetric anesthesia has not yet become a subspecialty in the country, anesthesiologists
who responded to the survey were not practicing only obstetric anesthesia. Another
limitation of this survey could be not questioning the role of tranexamic acid use along
with uterotonics. Recently, the role of tranexamic acid in reducing calculated blood loss
during cesarean delivery was investigated, but it did not show a significantly lower risk of
a composite outcome of maternal death or blood transfusion compared to a placebo [26].
Further survey studies can be planned to investigate the hemostatic agents used in the
management of PPH together with uterotonics.

5. Conclusions
Basically, oxytocin remained the predominant first-line uterotonic, with variations

in dose, administration methods, and management strategies. Since most of the surveys,
including ours, until now have questioned carbetocin use limitedly, upcoming protocols
might favor effective insights for better maternal outcomes.
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Appendix A
UTEROTONIC PRACTICE OF OBGYNS’ AND ANESTHESIOLOGISTS’

QUESTIONNAIRE

1. Which type of hospital do you work?

a. Private
b. State
c. University

2. What is your area of expertise?

a. Anesthesiologist
b. Obstetrician-Gynecologist

3. How long is your professional experience?

a. <5 years
b. 5–10 years
c. 10–20 years
d. >20 years

4. What is the annual cesarean section (CS) rate among all deliveries in your hospital?

a. <10%
b. 10–20%
c. 21–30%
d. >30%
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5. What is your annual estimated postpartum hemorrhage (PPH) rate in your hospital?

a. <3%
b. >3%
c. I don’t know

6. What is your first choice of uterotonic agent for CS?

a. Oxytocin
b. Carbetocin
c. Oxytocin+carbetocin

7. If oxytocin is your first choice for CS with low risk PPH, which route do you prefer
to use?

a. IM oxytocin
b. IV bolus, rapid push (faster than 1 min)
c. IV bolus, slow push (slower than 1 min)
d. IV infusion
e. IV bolus + infusion

8. If carbetocin is your first choice for CS with low risk for PPH, which route do you
prefer to use?

a. IM carbetocin
b. IV bolus, rapid push (faster than 1 min)
c. IV bolus, slow push (slower than 1 min)

9. If oxytocin + carbetocin is your first choice for CS with low risk for PPH, which
route do you prefer to use?

a. Oxytocin+carbetocin bolus
b. IV carbetocin bolus + IV oxytocin infusion
c. Oxytocin bolus + carbetocin bolus + oxytocin infusion

10. Do you change your uterotonic and/or dose in CS with high risk PPH?

a. Yes, I change and I increase the oxytocin dose
b. Yes, I change and I increase the carbetocin dose
c. Yes, I change and I use oxytocin and carbetocin together
d. Yes, I change and I increase the oxytocin and carbetocin doses together
e. No, I do not change any of them

11. If your first choice is oxytocin in CS with high risk for PPH, which route do you
prefer to use?

a. IM oxytocin

b. IV bolus, rapid push (faster than 1 min)
c. IV bolus, slow push (slower than 1 min)
d. IV infusion
e. IV bolus + infusion

12. If your first choice is carbetocin in CS with high risk PPH, which route do you
prefer to use?

a. IM carbetocin
b. IV bolus, rapid push (faster than 1 min)
c. IV bolus, slow push (slower than 1 min)



Medicina 2025, 61, 253 13 of 15

13. If your first choice is oxytocin + carbetocin in CS with high risk PPH, which route
do you prefer to use?

a. Oxytocin + carbetocin bolus
b. IV carbetocin bolus + IV oxytocin infusion
c. Oxytocin bolus + carbetocin bolus + oxytocin infusion

14. Does your uterotonic dose change for parturients in labor during a CS (intrapartum
cesarean section)?

a. Yes, it changes, I increase the oxytocin dose
b. Yes, it changes, I increase the carbetocin dose
c. Yes, it changes, I use oxytocin and carbetocin together
d. It varies and I increase the dose of oxytocin and carbetocin together
e. No, it does not change

15. Do you prefer to use methylergonovine after cesarean delivery?

a. Yes
b. No

16. If your answer is yes, when/how do you prefer to use it?

a. Routinely in addition to oxytocin and/or carbetocin
b. In cases of bleeding
c. In cases of uterine atony
d. Other (please explain)

17. What is your routine route of methylergonovine administration?

a. Intravenous
b. Intramuscular
c. Both

18. Does your protocol for using uterotonic agents change in high-risk patients
(preeclampsia, and cardiac disease, etc.)?

a. Yes
b. No

1G. If your answer is yes;

a. I use oxytocin and carbetocin by reducing their doses
b. I do not use methylergonovine
c. I reduce the dose of all uterotonic agents
d. I do not change

20. What is your bolus oxytocin dose for PPH treatment?

a. Under 5 international units
b. 5 international units
c. 5–10 international units
d. 10 international units
e. I do not use bolus
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21. What is your oxytocin infusion dose for PPH treatment?

a. Under 20 international units
b. 20–30 international units
c. 30-40 international units
d. 40 international units and above
e. I do not use infusion

22. What is your bolus carbetocin dose for PPH treatment?

a. Under 50 micrograms
b. 50 micrograms
c. 100 micrograms
d. Over 100 micrograms
e. I do not use carbetocin bolus

23. Do you use misoprostol for PPH treatment?

a. Yes
b. No

References
1. Terblanche, N.C.; Otahal, P.; Sharman, J.E. A survey of anaesthetists on uterotonic usage practices for elective caesarean section in

Australia and New Zealand. Anaesth. Intensive Care 2021, 49, 440–447. [CrossRef] [PubMed]
2. Orbach-Zinger, S.; Einav, S.; Yona, A.; Eidelman, L.A.; Fein, S.; Davis, A.; Ioscovich, A. A survey of physicians’ attitudes

toward uterotonic administration in parturients undergoing Cesarean section. J. Matern.-Fetal Neonatal Med. 2018, 31, 3183–3190.
[CrossRef] [PubMed]

3. Thorneloe, B.; Carvalho, J.; Downey, K.; Balki, M. Uterotonic drug usage in Canada: A snapshot of the practice in obstetric units
of university-affiliated hospitals. Int. J. Obstet. Anesth. 2019, 37, 45–51. [CrossRef]

4. West, R.; West, S.; Simons, R.; McGlennan, A. Impact of dose-finding studies on administration of oxytocin during caesarean
section in the UK. Anaesthesia 2013, 68, 1021–1025. [CrossRef] [PubMed]

5. Vuong, A.D.B.; Pham, T.H.; Pham, X.T.T.; Truong, D.P.; Nguyen, X.T.; Trinh, N.B.; Nguyen, D.V.; Nguyen, Y.O.N.; Nguyen, T.N.;
Ho, Q.N.; et al. Modified one-step conservative uterine surgery (MOSCUS) versus cesarean hysterectomy in the management of
placenta accreta spectrum: A single-center retrospective analysis based on 619 Vietnamese pregnant women. Int. J. Gynaecol.
Obstet. 2024, 165, 723–736. [CrossRef]

6. Turkish Anaesthesiology and Reanimation Society Website. Available online: https://www.tard.org.tr/anket/sezaryen/
(accessed on 20 December 2024).

7. Turkish Republic Ministry of Health. Available online: https://sbsgm.saglik.gov.tr/Eklenti/40566/0/health-statistics-yearbook-
2019pdf.pdf (accessed on 20 December 2024).

8. Carvalho, J.C.; Balki, M.; Kingdom, J.; Windrim, R. Oxytocin requirements at elective Cesarean delivery: A dose-finding study.
Obstet. Gynecol. 2004, 104, 1005–1010. [CrossRef] [PubMed]

9. Butwick, A.J.; Coleman, L.; Cohen, S.E.; Riley, E.T.; Carvalho, B. Minimum effective bolus dose of oxytocin during elective
Caesarean delivery. Br. J. Anaesth. 2010, 104, 338–343. [CrossRef] [PubMed]

10. Sheehan, S.R.; Montgomery, A.A.; Carey, M.; McAuliffe, F.M.; Eogan, M.; Gleeson, R.; Geary, M.; Murphy, D.J.; ECSSIT Study
Group. Oxytocin bolus versus oxytocin bolus and infusion for control of blood loss at elective caesarean section: Double blind,
placebo controlled, randomised trial. Br. Med. J. 2011, 343, d4661. [CrossRef]

11. Heesen, M.; Carvalho, B.; Carvalho, J.C.A.; Duvekot, J.J.; Dyer, R.A.; Lucas, D.N.; McDonnell, N.; Orbach-Zinger, S.; Kinsella,
S.M. International consensus statement on the use of uterotonic agents during caesarean section. Anaesthesia 2019, 74, 1305–1319.
[CrossRef]

12. Kovacheva, V.P.; Soens, M.A.; Tsen, L.C. A randomized, doubleblinded trial of a “rule of threes” algorithm versus continuous
infusion of oxytocin during elective Cesarean delivery. Anesthesiology 2015, 123, 92–100. [CrossRef]

13. George, R.B.; McKeen, D.; Chaplin, A.C.; McLeod, L. Up-down determination of the ED (90) of oxytocin infusions for the
prevention of postpartum uterine atony in parturients undergoing Cesarean delivery. Can. J. Anesth. 2010, 57, 578–582. [CrossRef]
[PubMed]

https://doi.org/10.1177/0310057X211002838
https://www.ncbi.nlm.nih.gov/pubmed/34657486
https://doi.org/10.1080/14767058.2017.1366981
https://www.ncbi.nlm.nih.gov/pubmed/28797187
https://doi.org/10.1016/j.ijoa.2018.09.002
https://doi.org/10.1111/anae.12381
https://www.ncbi.nlm.nih.gov/pubmed/23944710
https://doi.org/10.1002/ijgo.15220
https://www.tard.org.tr/anket/sezaryen/
https://sbsgm.saglik.gov.tr/Eklenti/40566/0/health-statistics-yearbook-2019pdf.pdf
https://sbsgm.saglik.gov.tr/Eklenti/40566/0/health-statistics-yearbook-2019pdf.pdf
https://doi.org/10.1097/01.AOG.0000142709.04450.bd
https://www.ncbi.nlm.nih.gov/pubmed/15516392
https://doi.org/10.1093/bja/aeq004
https://www.ncbi.nlm.nih.gov/pubmed/20150347
https://doi.org/10.1136/bmj.d4661
https://doi.org/10.1111/anae.14757
https://doi.org/10.1097/ALN.0000000000000682
https://doi.org/10.1007/s12630-010-9297-1
https://www.ncbi.nlm.nih.gov/pubmed/20238255


Medicina 2025, 61, 253 15 of 15

14. Lavoie, A.; McCarthy, R.J.; Wong, C.A. The ED90 of prophylactic oxytocin infusion after delivery of the placenta during Cesarean
delivery in laboring compared with nonlaboring women: An updown sequential allocation dose-response study. Anesth. Analg.
2015, 121, 159–164. [CrossRef] [PubMed]

15. Mavrides, E.; Allard, S.; Chandraharan, E.; Collins, P.; Green, L.; Hunt, B.J.; Riris, S.; Thomson, A.J. Prevention and management
of postpartum haemorrhage. Br. J. Obstet. Gynaecol. 2016, 124, e106–e149. [CrossRef]

16. Shields, L.E.; Goffman, D.; Aaron, B. Practice Bulletin No. 183: Postpartum Hemorrhage. Obstet. Gynecol. 2017, 130, e168–e186.
[CrossRef]

17. Sentilhes, L.; Vayssière, C.; Deneux-Tharaux, C.; Aya, A.G.; Bayoumeu, F.; Bonnet, M.P.; Djoudi, R.; Dolley, P.; Dreyfus, M.;
Ducroux-Schouwey, C.; et al. Postpartum hemorrhage: Guidelines for clinical practice from the French College of Gynaecologists
and Obstetricians (CNGOF): In collaboration with the French Society of Anesthesiology and Intensive Care (SFAR). Eur. J. Obstet.
Gynecol. Reprod. Biol. 2016, 198, 12–21. [CrossRef] [PubMed]

18. Schlembach, D.; Helmer, H.; Henrich, W.; von Heymann, C.; Kainer, F.; Korte, W.; Kühnert, M.; Lier, H.; Maul, H.; Rath, W.; et al.
Peripartum haemorrhage, diagnosis and therapy. Guideline of the DGGG, OEGGG and SGGG (S2k Level, AWMF Registry No.
015/063, March 2016). Geburtshilfe Frauenheilkd. (GebFra) 2018, 78, 382–399. [CrossRef] [PubMed]

19. World Health Organization. WHO Recommendations: Uterotonics for the Prevention of Postpartum Haemorrhage; World Health
Organization: Geneva, Switzerland, 2018; Available online: https://apps.who.int/iris/bitstream/handle/10665/277276/9789241
550420-eng.pdf?ua=1&ua=1 (accessed on 20 December 2024).

20. Lalonde, A. Prevention and treatment of postpartum hemorrhage in low-resource settings. Int. J. Gynaecol. Obstet. 2012, 117,
108–118. [CrossRef] [PubMed]

21. National Institute for Health and Care Excellence. Intrapartum Care for Healthy Women and Babies; NICE Clinical Guideline 190;
National Institute for Health and Care Excellence: London, UK, 2014.

22. Leduc, D.; Senikas, V.; Lalonde, A.B. No 235—Active management of the third stage of labour: Prevention and treatment of
postpartum hemorrhage. J. Obstet. Gynaecol. Can. 2018, 40, e841–e855. [CrossRef] [PubMed]

23. Khan, M.; Balki, M.; Ahmed, I.; Farine, D.; Seaward, G.; Carvalho, J.C.A. Carbetocin at elective Cesarean delivery: A sequential
allocation trial to determine the minimum effective dose. Can. J. Anesth. 2014, 61, 242–248. [CrossRef]

24. Balki, M.; Ronayne, M.; Davies, S.; Fallah, S.; Kingdom, J.; Windrim, R.; Carvalho, J.C. Minimum oxytocindose requirement after
cesarean delivery for labor arrest. Obstet. Gynecol. 2006, 107, 45–50. [CrossRef]

25. Peska, E.; Balki, M.; Maxwell, C.; Ye, X.Y.; Downey, K.; Carvalho, J.C.A. Oxytocin at elective caesarean delivery: A dosefinding
study in women with obesity. Anaesthesia 2021, 76, 918–923. [CrossRef] [PubMed]

26. Pacheco, L.D.; Clifton, R.G.; Saade, G.R.; Weiner, S.J.; Parry, S.; Thorp, J.M., Jr.; Longo, M.; Salazar, A.; Dalton, W.; Tita, A.T.N.; et al.
Tranexamic Acid to Prevent Obstetrical Hemorrhage after Cesarean Delivery. N. Engl. J. Med. 2023, 388, 1365–1375. [CrossRef]
[PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1213/ANE.0000000000000781
https://www.ncbi.nlm.nih.gov/pubmed/25902327
https://doi.org/10.1111/1471-0528.14178
https://doi.org/10.1097/AOG.0000000000002351
https://doi.org/10.1016/j.ejogrb.2015.12.012
https://www.ncbi.nlm.nih.gov/pubmed/26773243
https://doi.org/10.1055/a-0582-0122
https://www.ncbi.nlm.nih.gov/pubmed/29720744
https://apps.who.int/iris/bitstream/handle/10665/277276/9789241550420-eng.pdf?ua=1&ua=1
https://apps.who.int/iris/bitstream/handle/10665/277276/9789241550420-eng.pdf?ua=1&ua=1
https://doi.org/10.1016/j.ijgo.2012.03.001
https://www.ncbi.nlm.nih.gov/pubmed/22502595
https://doi.org/10.1016/j.jogc.2018.09.024
https://www.ncbi.nlm.nih.gov/pubmed/30527079
https://doi.org/10.1007/s12630-013-0082-9
https://doi.org/10.1097/01.AOG.0000191529.52596.c0
https://doi.org/10.1111/anae.15322
https://www.ncbi.nlm.nih.gov/pubmed/33227150
https://doi.org/10.1056/NEJMoa2207419
https://www.ncbi.nlm.nih.gov/pubmed/37043652

	Introduction 
	Materials and Methods 
	Results 
	Discussion 
	Conclusions 
	Appendix A
	References

