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Objectifs

1. Comprendre le rôle de l’analgésie & anesthésie neuraxiales
lors de l’accouchement ;

2. Déterminer le risque de l’analgésie & anesthésie neuraxiales
dans un contexte obstétrical ;

3. Planifier une prise en charge sécuritaire pour l’analgésie & 
anesthésie adaptée à la parturiente présentant une anomalie 
de l’hémostase.



1. Comprendre le rôle de 
l’analgésie/anesthésie neuraxiale

lors de l’accouchement ;



Donner naissance
Accouchement vaginale

• Retentissement psychologique
• Majoration du débit cardiaque

• Douleur & anxiété; tachycardie & hypertension
• Contractions; é retour veineux
• Manœuvres de Valsalva de la poussée

• é Débit cardiaque entre les manoeuvres
• ê Précharge et é postcharge pendant les manœuvres

• Hyperventilation & é consommation O2

Arendt et al. Int J Obstet Anesth 2019;37:73-35
Hensley et al. Anesth Analg 2015;120:554-69
Jooste et al. J Clin Anesth 2013;25:417-23



Donner naissance
Postpartum

Majoration du débit cardiaque immédiate 
Ø Auto-transfusion utérine
Ø Levée obstacle aortocave
Ø Résorption des oedèmes

Augmentation des résistances systémiques
Ø Involution utérus
Ø Pertes sanguines

Rôle utérotoniques
Ø Oxytocine; vasodilatation & é pression pulmonaire
Ø Ergonovine; vasospasme coronarien, é pression pulmonaire
Ø Caboprost; é pression pulmonaire
Ø Misoprostol

Arendt et al. Int J Obstet Anesth 2019;37:73-35
Turnbull et al. Best Pract Res Clin Obstet Gynaecol 2014;28(4):593-605
Gajewski et al. Prog Cardiovasc Dis 2012;54:502-11



Impact de la péridurale

• Permettre d’accoucher sans douleur

• Préserver la stabilité cardio-respiratoire

• Faciliter les manœuvres obstétricales

• Éviter la césarienne?

Turnbull et al. Best Pract Res Clin Obstet Gynaecol 2014;28(4):593-605



Donner naissance
Césarienne
• Majoration des risques 

• Hémorragiques
• Infectieux
• Thromboemboliques
• Anesthésiques

• Douleur post opératoire
• Impacts sur les futures naissances
• Modifications hémodynamiques plus brusques

Dolbeau et al. Ann Fr Anesth Reanim 2011;30:64-66



Impact de la péridurale = optimiser 
les chances d’éviter l’AG

• Classiquement; éviter l’intubation, l’éveil per-
opératoire, limiter la médication au foetus
• Analgésie plus optimale
• Moins de risque infectieux
• Moins de risque thromboembolique
• Contact plus immédiat avec le nouveau-né
• Moins d’impact psychologique?

Azbarga. Int J Obstet Anesth 2026;68: 105224
Xie. Eur J Anaesthesiol 2026;43(1):66-73
Guglielminotti. Anesth Analg 2020;131(5):1421-1429
Guglielminotti. Anesthesiology 2019;130(6):912-922

NE PAS RETARDER 
L’ANESTHESIE POUR 

ÉVITER L’AG;
- CONTRÔLE DU CF 
- TEST À L’AIGUILLE



Bénéfices

Problèmes associés;
- Cardiopathie
- Pathologie 

respiratoire
- …

Manœuvres
Risques de césarienne

Voies aériennes
Contraintes AG

Analgésie optimale
Bébé à bord



2. Déterminer si une 
analgésie/anesthésie 

neuraxiale est sécuritaire ;



Hawkins. N Engl J Med 2010; 362:1503-10



Hématome péridural SPONTANÉ

Thrombogène
Espace compliant
Pathologie lombaire 
rare

> 35 hématomes SPONTANÉS
C3 à T12; majorité > 35 sem
Fragilité vasculaire (hormonale)
Engorgement plexus périduraux
    

Jha. Surg Neurol Int 2024;15:267
Consolo. AFAR 2007;26:455-458

9 hématomes SPONTANÉS
C4 à T8 en dorsal; à terme
Naissance ad 3 sem post partum
AV & CS ; avec neuraxiales ou sans
Plexus veineux sensible fluctuations
de pression abdo et thorax
Rôle de la neuraxiale …

Wu. Heliyon 2023;9: e22855
Zheng. World Neurosurg 2020;137:214-217



Hématome péridural & NEURAXIALE

Thrombogène
Espace compliant
Pathologie rare

Engorgement 
Coagulopathie

Péridurale
Cathéter
Ponction 

16 hématomes rapportés 
10/16 Coagulopathie;

- 4/16 HELLP/PE
- 3/16 HBPM (hors guideline?)

3/16 structurelle 

Toledano. Anesthesiology Cin 2026;44:421-32
Kopp et al. Reg Anesth Pain Med 2025;0:1-29
Pujic et al. Int J Obstet Anesth 2019;39:7-11
D’Angelo et al. Anesthesiology 2014;120:1505-12

Incidence
 1:250 000



Benzon. Reg Anesth Pain Med 2024;49:900-6
Pujic et al. Int J Obstet Anesth 2019;39:7-11
Horlocker et al. Reg Anesth Pain Med 2018;43:263-309

Pujic, 2019
Année 2018
Rachi
14 hrs pré rachi = nadroparine
Post rachi = nadroparine BID (à risque TPP)
J3 Dlrs dos 
J10 Dlrs sévère – hématome L4 10X14X30mm
Pas de laminectomie
Pas déficit neuro au congé J34

Benzon, 2024 (ajout???)
1954 – juillet 2022

4  anticoagulants (2/4 non ⏀ des règles ASRA)
7  Coagulopathies (5 ponctions, 2 retraits)

71

93, TS é 



Leffert et al. Anest Analg 2017;125:223-31



Risques

Problèmes associés;
- Anomalie hémostase
- Anomalie structurelle 

rachi
- …

Hémorragie
Embolie amniotique

HRP

Entraves à la 
neuraxiale;
- Refus
- Instabilité HD
- Difficultés 

techniques
- Anticoagulation



3. Planifier une conduite 
anesthésique sécuritaire adaptée à 

la parturiente présentant une 
anomalie de l’hémostase. 



Évaluation

• Travail d’équipe
• Hématologie; hémostase = quantifier le risque
• GO; mode d’accouchement = quantifier une partie 

bénéfice
• Anesthésiste; 

• Quantifier le bénéfice
• Statuer la balance risque/bénéfice 

• Conduite évolutive établie
• Notion de marge
• Possibilité d’échec technique



Balance risques/bénéfices

• Travail d’équipe
• Planification

Problèmes associés 
(accouchement)

Anomalie hémostase

Manipulations
Risques de césarienne
CIVD/CAO/dilution

Voies aériennes
Contraintes AG

Analgésie optimale
Bébé à bord

Entraves neuraxiale

Chi et al. Thromb Haemost 2009;101:1104-1111



Thromboprophylaxie 

• Anticoagulation particulière
• Nombre d’anticoagulants limité
• Planification prépartum

• Littérature peu abondante
• Guidelines de l’ASRA – Consensus par le SOAP

• Revue de la littérature & réclamations assurances
• Pas d’hématome lorsqu’on respecte les règles (?)
• Pharmacocinétique différente

• Craintes avec la protamine

Kopp et al. Reg Anesth Pain Med 2025;0:1-29
Leffert et al. Anesth Analg 2018;126(3):928-44
Leffert et al. Anesth Analg 2017;125:223-31
Wittmaack et al. J Reprod Med 1994;39(8);655-6



Héparine non fractionnée SC

Leffert et al. Anesth Analg 2018;126(3):928-44
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• For all women on UFH for >4 days, check plate-
let count before neuraxial procedure to rule out HIT 
(Class I C-EO).b

Intrapartum Recommendations
A primary goal in the intrapartum period is to minimize the 
chance that the pregnant woman has recently received her 
thromboprophylaxis or higher dose anticoagulants when she 
desires labor epidural analgesia or needs a neuraxial anes-
thetic. Key elements in proactive planning include well-estab-
lished protocols for elective procedures and tools to guide 
the decision-making process in unplanned circumstances. To 
facilitate anesthetic decisions in urgent or emergent situations, 
the SOAP VTE taskforce members have created Decision Aids 
(Figures 3 and 4) that integrate the ASRA guidelines, pharma-
cokinetics of anticoagulants in pregnancy, and the competing 
risks of general anesthesia and fetal well-being.

• Protocols in every unit:

1.  Every unit should have easily accessible protocols 
available to patients and to all obstetricians, physi-
cian anesthesiologists and other practitioners, and 
nurses involved in their care delineating when preg-
nant and newly postpartum women should have 
anticoagulant medications held. These protocols 
should be incorporated into the medical record, with 

associated alerts to hold anticoagulant if patient is 
admitted for delivery. The drug hold should trigger 
an obstetric evaluation and a plan for appropriate 
next management steps (Class IIa C-EO).

2.  Similarly, every unit should have standardized pro-
tocols to ascertain when women receiving throm-
boprophylaxis or higher dose anticoagulants are 
eligible for neuraxial anesthesia. These protocols 
should be shared with patients, obstetricians, and 
nurses so that all members of the care team develop 
consensus on the available analgesic or anesthetic 
options (Class I C-EO).

• Preprocedure huddles and daily multidisciplinary 
rounds should emphasize the mode of thrombopro-
phylaxis, timing and amount of the most recent antico-
agulant dose, and plans for reinitiating therapy for all 
relevant patients (Class IIa C-EO).

• Time intervals between anticoagulant dosing and 
neuraxial procedure:

Elective obstetric procedures (eg, cerclage, induction 
of labor, planned cesarean delivery, external cephalic 
version, or postpartum bilateral tubal ligation):

1.  Both the magnitude of each individual dose and 
the total daily dose are considered in the recom-
mended time intervals between the last dose and 
the neuraxial procedure. These time intervals 
also apply to removal of an epidural catheter. All 

Figure 3. Decision aid for urgent or emergent neuraxial procedures in the obstetric patient receiving UFH. *Assume normal renal function, 
body weight > 40 kg, and no other contraindications to neuraxial anesthesia. aPTT indicates activated partial thromboplastin time; GA, gen-
eral anesthesia; SEH, spinal epidural hematoma; SQ, subcutaneous; UFH, unfractionated heparin. Note: This SOAP consensus statement is 
not intended to set out a legal standard of care and does not replace medical care or the judgment of the responsible medical professional 
considering all the circumstances presented by an individual patient.

Yes                                   No

ASSESS DIFFICULT AIRWAY & 
BALANCE RELATIVE RISKS OF GA 

COMPARED TO SEH

BASED ON URGENCY OF CLINICAL SITUATION
& PATIENT COMORBIDITIES

Yes Yes

No

No

UFH SQ LOW DOSE
(5,000U twice or three times daily)

UFH SQ INTERMEDIATE DOSE
(7,500U or 10,000U twice daily)

Total daily dose ≤ 20,000U

Yes                            No

LIKELY LOW RISK TO

PROCEED WITH
NEURAXIAL

> 4-6 hours since last dose

CONSIDER NOT PROCEEDING
WITH NEURAXIAL

MAY BE INCREASED RISK FOR SEH

UFH SQ HIGH DOSE
(individual dose > 10,000U per dose)

Total daily dose > 20,000U 

No

Yes

> 24 hours since last dose

MINIMAL DATA
TO GUIDE

RISK
ASSESSMENT

Coagulation status available: 
aPTT within normal range 
or anti factor Xa level is 

undetectable

> 12 hours since last dose

Coagulation status available: 
aPTT within normal range 

or anti factor Xa level is 
undetectable

Coagulation status available: 
aPTT within normal range 
or anti factor Xa level is 

undetectable

Yes No

bPregnant patients receiving LMWH heparin without additional risk factors 
have <1% risk of HIT, and therefore routine monitoring of platelet counts is 
not recommended.







Héparine bas poids moléculaire

Kopp et al. Reg Anesth Pain Med 2025;0:1-29
Leffert et al. Anesth Analg 2018;126(3):928-44
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recommendations assume the absence of other 
contraindications to neuraxial anesthesia, renal 
insufficiency, or body weight <40 kg.

   Unfractionated Heparin

a.  For low-dose UFH thromboprophylaxis (ie, 5000 
U SQ twice daily or 3 times daily), consider hold-
ing the dose for 4–6 hours before placing neur-
axial anesthetic or assessing coagulation status, 
as per ASRA recommendations, for elective pro-
cedures (Class IIa C-EO).

b.  For intermediate-dose UFH thromboprophy-
laxis, (eg, 7500 U SQ twice daily or 10,000 U SQ 
twice daily), consider holding the dose 12 hours 
and assessing coagulation status before placing a 
neuraxial anesthetic (Class IIa C-EO).

c.  For high-dose UFH (eg, individual dose >10,000 
U SQ per dose, or >20,000 U SQ total daily dose), 
consider holding the dose 24 hours before plac-
ing a neuraxial anesthetic and assessing coagula-
tion status to help guide anesthetic management 
(Class IIa C-EO).

d.  For IV heparin, consider stopping the infusion 4–6 
hours and then assessing coagulation status before 
placing a neuraxial anesthetic (Class IIa C-EO).

Low Molecular Weight Heparin

e.  For low-dose LMWH thromboprophylaxis (eg, 
enoxaparin ≤40 mg SQ once daily or 30 mg 
SQ twice daily, or dalteparin 5000 U SQ once 

daily), consider holding the dose ≥12 hours 
before placing a neuraxial anesthetic as recom-
mended by the FDA and ASRA (Class I C-EO).

f.  For intermediate-dose LMWH thromboprophy-
laxis (eg, enoxaparin >40 mg SQ once daily or 30 
mg SQ twice daily and <1 mg/kg SQ twice daily 
or 1.5 mg/kg SQ once daily or dalteparin >5000 
U SQ once daily and <120 U/kg SQ twice daily 
or 200 U/kg SQ once daily), there are insuf#cient 
published data to recommend a speci#c interval 
between 12 and 24 hours to wait before proceed-
ing with neuraxial anesthesia (Class IIb C-EO).

g.  For higher dose LMWH (eg, enoxaparin 1 mg/kg 
SQ twice daily or 1.5 mg/kg SQ once daily; dalte-
parin 120 U/kg SQ twice daily or 200 U/kg SQ 
once daily), consider holding the dose ≥24 hours 
before placing a neuraxial anesthetic as recom-
mended by the FDA and ASRA (Class I C-EO).

2. Urgent and emergent obstetric procedures:

a.  Educate the pregnant woman to hold UFH or 
LMWH dose if she suspects that she is in labor, has 
rupture of membranes, and/or if she has vaginal 
bleeding, pending timely discussion with her obste-
trician about appropriate next steps (Class IIa C-EO).

b.  SOAP Neuraxial Anesthesia Decision Aid for 
UFH (Figure 3)
i.  For low-dose UFH thromboprophylaxis (ie, 

5000 U SQ twice or 3 times daily), the 2017 ASRA 
guidelines now suggest waiting 4–6 hours after 

LOW DOSE LMWH

e.g. enoxaparin < 40 mg SQ once daily 
or 30 mg SQ twice daily or

dalteparin 5,000U SQ once daily

> 12 hours since last dose

HIGH DOSE LMWH

e.g. enoxaparin: 1 mg/kg SQ twice daily 
or 1.5 mg/kg SQ once daily or

dalteparin: 120U/kg SQ twice daily or 
200U/kg SQ once daily 

> 24 hours since last dose

CONSIDER NOT PROCEEDING
WITH NEURAXIAL

BALANCE POTENTIAL INCREASED RISK
FOR SEH WITH RISK OF GA

YesNo NoYes

LIKELY LOW RISK TO PROCEED WITH
NEURAXIAL

INTERMEDIATE DOSE LMWH

e.g. enoxaparin > 40mg SQ once daily or 30 
mg SQ twice daily and < 1mg/kg SQ twice 

daily or 1.5 mg/kg SQ once daily 
or dalteparin > 5000U SQ once daily and         

< 120U/kg SQ twice daily or 200U/kg SQ once 
daily

INSUFFICIENT PUBLISHED DATA TO RECOMMEND A
SPECIFIC INTERVAL BETWEEN 12- 24 HOURS TO

DELAY NEURAXIAL ANESTHESIA. 

Figure 4. Decision aid for urgent or emergent neuraxial procedures in the obstetric patient receiving LMWH. *Assume normal renal function, body 
weight >40 kg, and no other contraindications to neuraxial anesthesia. GA indicates general anesthesia; LMWH, low molecular weight heparin; SEH, 
spinal epidural hematoma; SQ, subcutaneous. Note: This SOAP consensus statement is not intended to set out a legal standard of care and does not 
replace medical care or the judgment of the responsible medical professional considering all the circumstances presented by an individual patient.
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WHY WAS THIS CONSENSUS STATEMENT 
DEVELOPED?
This consensus statement was commissioned by the Society 
for Obstetric Anesthesia and Perinatology (SOAP) in antici-
pation of the expanded 2016 obstetric venous thrombo-
embolism (VTE) prophylaxis guidelines published by the 
National Partnership for Maternal Safety (NPMS)1 and the 
recommendations from the California Maternal Quality Care 

Collaborative (CMQCC).2 The primary goal is to provide 
practical and evidence-based guidance for physician anesthe-
siologists and other practitioners to help manage a growing 
number of women receiving antepartum and/or postpartum 
thromboprophylaxis with increasing doses of unfractionated 
heparin (UFH) or low molecular weight heparin (LMWH).

WHAT OTHER STATEMENTS OR GUIDELINES ARE 
AVAILABLE ON THIS TOPIC?
Guidelines on the use of neuraxial anesthesia for anticoagu-
lated patients have been published by several anesthesia 
professional organizations (Table 1). The American Society 
for Regional Anesthesia (ASRA) guidelines, "rst published 
in 1998, are based on expert consensus opinion, pharmacoki-
netic principles (such as elimination half-lives), and vigilant 
tracking of spinal epidural hematoma (SEH) cases; however, 
these and the other anesthesia recommendations have not 
differentiated between pregnant and nonpregnant women,3 
despite differences in pharmacokinetics of anticoagulants, 
competing risks of general anesthesia, and fetal needs.3,5–8,10 
Only the Scandinavian Society of Anaesthesiology and 
Intensive Care Medicine guidelines incorporate the type of 
neuraxial procedure performed (ie, single injection spinal 
versus epidural) and the impact on maternal morbidity and 
mortality into their recommendations.9,11

For LMWH, the general consensus among professional 
organizations and the US Food and Drug Administration 
(FDA)12 is to wait 12 hours after “prophylactic” doses  

Venous thromboembolism is recognized as a leading cause of maternal death in the United 
States. Thromboprophylaxis has been highlighted as a key preventive measure to reduce venous 
thromboembolism–related maternal deaths. However, the expanded use of thromboprophylaxis 
in obstetrics will have a major impact on the use and timing of neuraxial analgesia and anesthe-
sia for women undergoing vaginal or cesarean delivery and other obstetric surgeries. Experts 
from the Society of Obstetric Anesthesia and Perinatology, the American Society of Regional 
Anesthesia, and hematology have collaborated to develop this comprehensive, pregnancy-spe-
ci!c consensus statement on neuraxial procedures in obstetric patients receiving thrombo-
prophylaxis or higher dose anticoagulants. To date, none of the existing anesthesia societies’ 
recommendations have weighed the potential risks of neuraxial procedures in the presence of 
thromboprophylaxis, with the competing risks of general anesthesia with a potentially dif!cult 
airway, or maternal or fetal harm from avoidance or delayed neuraxial anesthesia. Furthermore, 
existing guidelines have not integrated the pharmacokinetics and pharmacodynamics of anti-
coagulants in the obstetric population. The goal of this consensus statement is to provide a 
practical guide of how to appropriately identify, prepare, and manage pregnant women receiving 
thromboprophylaxis or higher dose anticoagulants during the ante-, intra-, and postpartum peri-
ods. The tactics to facilitate multidisciplinary communication, evidence-based pharmacokinetic 
and spinal epidural hematoma data, and Decision Aids should help inform risk–bene!t discus-
sions with patients and facilitate shared decision making.  (Anesth Analg 2017;XXX:00–00)
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WHY WAS THIS CONSENSUS STATEMENT 
DEVELOPED?
This consensus statement was commissioned by the Society 
for Obstetric Anesthesia and Perinatology (SOAP) in antici-
pation of the expanded 2016 obstetric venous thrombo-
embolism (VTE) prophylaxis guidelines published by the 
National Partnership for Maternal Safety (NPMS)1 and the 
recommendations from the California Maternal Quality Care 

Collaborative (CMQCC).2 The primary goal is to provide 
practical and evidence-based guidance for physician anesthe-
siologists and other practitioners to help manage a growing 
number of women receiving antepartum and/or postpartum 
thromboprophylaxis with increasing doses of unfractionated 
heparin (UFH) or low molecular weight heparin (LMWH).

WHAT OTHER STATEMENTS OR GUIDELINES ARE 
AVAILABLE ON THIS TOPIC?
Guidelines on the use of neuraxial anesthesia for anticoagu-
lated patients have been published by several anesthesia 
professional organizations (Table 1). The American Society 
for Regional Anesthesia (ASRA) guidelines, "rst published 
in 1998, are based on expert consensus opinion, pharmacoki-
netic principles (such as elimination half-lives), and vigilant 
tracking of spinal epidural hematoma (SEH) cases; however, 
these and the other anesthesia recommendations have not 
differentiated between pregnant and nonpregnant women,3 
despite differences in pharmacokinetics of anticoagulants, 
competing risks of general anesthesia, and fetal needs.3,5–8,10 
Only the Scandinavian Society of Anaesthesiology and 
Intensive Care Medicine guidelines incorporate the type of 
neuraxial procedure performed (ie, single injection spinal 
versus epidural) and the impact on maternal morbidity and 
mortality into their recommendations.9,11

For LMWH, the general consensus among professional 
organizations and the US Food and Drug Administration 
(FDA)12 is to wait 12 hours after “prophylactic” doses  

Venous thromboembolism is recognized as a leading cause of maternal death in the United 
States. Thromboprophylaxis has been highlighted as a key preventive measure to reduce venous 
thromboembolism–related maternal deaths. However, the expanded use of thromboprophylaxis 
in obstetrics will have a major impact on the use and timing of neuraxial analgesia and anesthe-
sia for women undergoing vaginal or cesarean delivery and other obstetric surgeries. Experts 
from the Society of Obstetric Anesthesia and Perinatology, the American Society of Regional 
Anesthesia, and hematology have collaborated to develop this comprehensive, pregnancy-spe-
ci!c consensus statement on neuraxial procedures in obstetric patients receiving thrombo-
prophylaxis or higher dose anticoagulants. To date, none of the existing anesthesia societies’ 
recommendations have weighed the potential risks of neuraxial procedures in the presence of 
thromboprophylaxis, with the competing risks of general anesthesia with a potentially dif!cult 
airway, or maternal or fetal harm from avoidance or delayed neuraxial anesthesia. Furthermore, 
existing guidelines have not integrated the pharmacokinetics and pharmacodynamics of anti-
coagulants in the obstetric population. The goal of this consensus statement is to provide a 
practical guide of how to appropriately identify, prepare, and manage pregnant women receiving 
thromboprophylaxis or higher dose anticoagulants during the ante-, intra-, and postpartum peri-
ods. The tactics to facilitate multidisciplinary communication, evidence-based pharmacokinetic 
and spinal epidural hematoma data, and Decision Aids should help inform risk–bene!t discus-
sions with patients and facilitate shared decision making.  (Anesth Analg 2018;126:928–44)
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Thrombocytopénie

10% femmes enceintes Plt < 150 

Matusiak. Hematology Am Soc Hematol Educ Program 2025;1:503-10



Thrombocytopénie

• SOAP 2021 ; plt ≥ 70 x10^9/L sans coagulopathie
• Études cohortes rétrospectives & méta-analyses - 

Statistiques difficilement interprétables
• Pratique clinique
• Flou sur les plt 50-70 x10^9/L ; AW, AG, technique

• Prudence avec les généralisations

• Vision risque/bénéfice variable
• Obtenir un diagnostique; qualité de la plt

Seiler et al. Anesth Analg 2021; 133:5 e59
Bauer et al. Anest Analg 2021;132:1531-44
Levy. Int J Obstet Anesth 2018; 35:4-9
Lee. Anesthesiology 2017;126(6):1053-1063



Chino. Res Pract Thromb Haemost. 2026;10:e103378 

Lemieux. Int J Lab Hematology 2026; 0: 1-10



Thrombocytopénie 
gestationnelle 

• 5-11% des grossesses 
• Plaquettes <  150 x10^9/L  & (2)-3ième trimestre
• PAS UNE MALADIE = PHYSIOLOGIQUE

• Littérature
• Décompte ≥ 75 x10^9/L

• Danger de confusion…

Matusiak. Hematology Am Soc Hematol Educ Program 2025;1:503-10
Bauer et al. Anest Analg 2021;132:1531-44
Bailey. Can J Anaesth 2019; 66(11); 139-1414
Gonzalez-Fiol et al. Semin Perinatol 2014;38(6):370-7



Prééclampsie sévère
HELLP

• Prééclampsie 5-8% & HELLP < 1%
• Littérature

• Risques surajoutés 
• Notion cinétique; ê 10 x10^9/L/heure
• Agrégation plt ???
• Notion dysfonction hépatique

• Bénéfices 
• Stabilité hémodynamique
• Pas de manipulation des voies aériennes

• Attention au ddx; PTT
Savros. Life 2026;16 (462);1-20
Jakobsen et al. Platelets 2019;30(5):549-62
Davies. Anesth Analg 2007;104:416-20
Orlikowski. Br J Anaesth 1996;77:157-161

PTT
é é é Plt
é é é Anémie
é é  Créatinine
é é  Bilirubine
é é  LDH



• Seuil neuraxiale autorisée
•  Plt ≥ 75 x10^9/L 

• Plt de la dernière heure (HELLP); considérer la 
cinétique de ê 10 x10^9/L/heure

• Coagulogramme normal

• Préparation à la neuraxiale 
• Installation du cathéter précocement
• S’assurer un accouchement prévu à COURT TERME
   « piège de la lune de miel »
• Pas de transfusion plt

Neuraxiale &
Prééclampsie sévère/HELLP



• < 1% des grossesses 
• Indices diagnostiques

• Hors grossesse ou tôt en grossesse
• Plt varient dans le temps avec ou sans traitement

• Littérature vers des cibles plus basses si autres bilans N
• Diathèse hémorragique obst; plt ≥ 50 x10^9/L 

• Fonction plaquettaire N; plt 54 – 60 x10^9/L 

• Traitements
• Corticothérapie et/ou IVIG pour assurer la sécurité
• Transfusion plt 

•SOAP si hémorragie ou préparation chx
•Quelques cases reports Matusiak. Hematology Am Soc Hematol Educ Program 2025;1:503-10

Peterson. Res Prect Thromb Haemost 2021;5:e12491
Bauer et al. Anest Analg 2021;132:1531-44
ACOG. Obstet Gynecol 2019;133:e181-e93
Bailey. Can J Anaesth 2019; 66(11); 139-1414

Purpura thrombocytopénique
idiopathique - PTI



Neuraxiale et PTI

• Seuil neuraxiale autorisée
•  Plt ≥ 60 x10^9/L 

• Plt 50 - 60 x10^9/L; jugement clinique
• Plt < 50 x10^9/L ; neuraxiale contre-indiquée

• Préparation à la neuraxiale 
• Corticothérapie et/ou IVIG préalables
• Pas de transfusion plt 



Von Willebrand type I 
(quantitatif) 

• Guidelines hémato (UK-USA) & Ob (UK-Can)
• Quelques séries & cases reports
• Normalisation du bilan 3ième trimestre

• Bilan 
• vWF:RiCof, vWF:Ag, FVIII ≥ 50% & TS, coag normaux
• Majorité se normalise 

• Traitements
• DDAVP 
• Concentré FVIII/vWF
• Acide tranexamique post partum
• FVIII ≥ 50% un minimum de 6hrs post retrait Kt 

Connell. Blood Advances 2021;5(1);301-25
Peterson et al. Res Pract Thromb Haemost 2021;5:e12491
Demers et al. J Obstet Gynaecol Can 2018; 40(2);e91
Pavord et al. BJOG 2017;124:e193-263
Lee et al. Haemophilia 2006; 12; 301-36



Von Willebrand 
types II & III

• Type II (qualitatif) - plusieurs sous types
• Bilan généralement non normalisé
• Quelques cases reports
• Attention aux concentrés FVIII/vWF; ⏀ assurance de 

correction…

• Type III (quantitatif)
• Un case report
• Attention aux concentrés FVIII/vWF; ⏀ assurance de 

correction…
Lavin et al. J Thromb Haemost 2021; oct 18
Peterson et al. Res Pract Thromb Haemost 2021;5:e12491
Pavord et al. BJOG 2017;124:e193-263
Lee et al. Haemophilia 2006; 12; 301-36



• Seuil neuraxiale autorisée à 32 semaines
•  vWF:RiCof, vWF:Ag, FVIII ≥ 50% & TS, coag normaux
• Répéter bilan à 36 semaines sinon non corrigé

• Préparation à la neuraxiale 
• Type I

• Bilan 40-50% et connue avec bonne réponse au DDAVP et 
naissance 4-6h : DDAVP + A tranexamique
• Bilan non corrigé; concentré FVIII/vWF

• Type II & III ; PAS DE NEURAXIALE
• Ne pas garder le cathéter post accouchement (F

Neuraxiale & MVW



Déficits FVIII & FIX

• Guidelines hémato (UK) & Ob (Can-UK)
• Quelques séries & cases reports
• Normalisation du bilan 3ième trimestre pour le FVIII 

• Bilan
• Coagulogramme normal & Facteur ≥ 50% 
• Majorité se normalise pour le déficit FVIII

• Traitements 
• DDAVP pour les déficits en FVIII
• Facteur recombinant

 
Togioka et al. J Anesth 2021;35:288-302
Demers et al. J Obstet Gynaecol Can 2018; 40(2);e91-103
Pavord et al. BJOG 2017;124:e193-263
MASCA 2017; document 251
Lee et al. Haemophilia 2006;12:301-36



• Seuil neuraxiale autorisée à 32 semaines
•  Pas de diathèse hémorragique
• Coagulogramme normal
• Facteur ≥ 50%

• Préparation à la neuraxiale
• Déficit FVIII 

• Bilan 40-50% et naissance 4-6h : DDAVP + A tranexamique
• Bilan non corrigé; rFVIII

• Déficit FIX ; rFIX

Neuraxiale &
Déficits FVIII & FIX



Déficits FXI

• Guidelines hémato (UK) et ob (UK)
• Quelques séries & cases reports
• ⏀diathèse hémorragique & ⏀ déficit sévère FXI
 

• Bilan
• PAS DE DIATHÈSE HÉMORRAGIQUE (le plus fiable)
• Facteur ≥ 30-40% 

• Varie peu en grossesse
• Plus bas dans certains centres

• Traitements
• Acide tranexamique prophylaxique
• Concentré FXI (non disponible au Canada – thrombose)
• Plasma frais congelé (surcharge) 

Handa. Blood Advances 2023;7(11);1967-1975
Pavord. BJOG 2017;124:e193-263
Singh. Anesth Anesth 2009;108:1882-5
Pepino. Ann Fr Anesth Reanim 2009; 28:86-90
Lee. Haemophilia 2006;12:301-36



• Seuil autorisé à 32 semaines
•  PAS DE DIATHÈSE HÉMORRAGIQUE
• Coagulogramme normal
• Facteur ≥ 40% 

• Préparation à la neuraxiale; 
•Histoire OU facteur < 40%; Plasma frais congelé à 
débuter la veille ajuster avec le PTT

Neuraxiale &
Déficits FXI



Conclusion
• La balance risques/bénéfices

• Neuraxiale outil pour la sécurité 
• Risque 0 n’existe pas
• Risque acceptable 

• Plt ≥ 70-75 x10^9/L avec coagulation normale
• Correction au 3ième trimestre de l’hémostase

• Risque à discuter
• Plt 50-70 x10^9/L ou recours à la transfusion plt
• Facteurs <  50% ; recours produits de remplacement 

• Anesthésiste membre à part entière de l’équipe 
SAC = PLANIFICATION!!


