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ANAESTHETIC POLICIES, PROTOCOLS AND GUIDELINES 

 
 
1 Introduction 

Welcome to Doncaster Women’s Hospital!  I am Dr Paul E Shannon, the Lead 
Clinician in Obstetric Anaesthesia, (OA).  This handbook provides some 
useful advice on how to cope easily with life as an Anaesthetist attached to 
the Women’s Hospital. Anaesthetists of all grades are welcome on the Labour 
Ward, (LW), to gain experience in all aspects of obstetric anaesthesia and 
analgesia.  If you encounter any problems contact me:- 

• Via the anaesthetic department, Brenda on 3516, or Liz on 4155 

• Email: paul.shannon@nhs.net 
 
The other Obstetric Anaesthetists are:- 

Dr Pat Ganley, consultant 
Dr Ashraf Farid, consultant 
Dr Aziza Sharawi, associate specialist 
 
1.1 What happens when: 
 
Mon-Fri, 08:30 – 17:30, there is always a senior anaesthetist available for:- 

• Support and advice on LW analgesia, including epidural provision 

• Teaching trainee anaesthetists and midwives 

• Anaesthesia for Caesarean deliveries, elective and emergency 

• Anaesthesia for other obstetric emergencies 

• Support and advice to obstetric staff in the management of critically ill 
patients, especially those treated in the HDU 

• Follow-up of previous epidurals 

• Anaesthesia for gynaecological emergencies, if feasible  
 
When attached to LW please liaise with the senior anaesthetist    
 
Out of normal working hours (17:30 – 09:00, and weekends) 
 

• LW is covered by a dedicated anaesthetist, 24/7 

• Before leaving in the evening, the daytime LW anaesthetist must check 
that the appropriate anaesthetist is free from scheduled lists etc, and do a 
handover 

• Further help is available from the general Consultant on-call, or from any 
of the obstetric anaesthetists  

• Requests for epidural analgesia may be referred to suitably trained SHOs 

• If there is likely to be a delay in providing epidural analgesia of more than 
30 minutes, then see if another on-call anaesthetist can attend 
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2 Scope of anaesthetic activity 
 
Only regional techniques will be carried out on LW.  General anaesthesia 
must be done in the Obstetric Theatres. 
 
2.1 The obstetric patient 
 
By definition, a pregnant woman becomes “obstetric” at 20 weeks gestation.  
She remains “obstetric” until 48 hours post partum.   
 
However, the physiological changes of pregnancy can manifest themselves at 
different stages in different patients.  Prior to 12 weeks, no special precautions 
are usually needed.  Between 12 – 20 weeks, an increasing number of 
women may exhibit gastric reflux and/or delayed gastric emptying.  Beyond 20 
weeks all patients must be considered at risk of gastric aspiration and receive 
preoperative ranitidine and sodium citrate.  In addition, all “obstetric” patients 
must have a rapid sequence induction with tracheal intubation and cricoid 
pressure.  All “obstetric” patients must be attended by an appropriately 
experienced anaesthetist.  
 
2.2 Preparation for Caesarean section 
 
Light diet can be maintained so long as labour is progressing normally.  With 
complicated labours, or as soon as problems are noted, there should be nil by 
mouth and ranitidine should be given 6 hourly: 

• Ranitidine 150mg orally, provided no opioid has been given 

• Ranitidine 50mg IV if opioids have been used  
 
Emergency lower segment Caesarean section (LSCS) 
 

• Ranitidine 50mg by slow intravenous injection, if not already given 

• 30ml 0.3M sodium citrate orally, up to 20 minutes preop 
 
Elective LSCS 
 

• Ranitidine 150mg orally the night before operation 

• Ranitidine 150mg orally on the morning of operation 

• 30ml 0.3M sodium citrate orally, up to 20 minutes preop 
 
Posture 
 
Full lateral position is preferred preoperatively.  Left lateral tilt with a wedge 
under the right hip, or in emergencies, lateral and upward displacement of the 
uterus helps to avoid aorto-caval compression. 
 
2.3 HDU 
 
The care of patients in HDU is multidisciplinary.  HDU should be used to 
stabilise and monitor critically ill patients before and after interventions.  Any 
patient needing respiratory support must be transferred to ITU. 
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2.4 Lumbar epidurals in labour 
 
It is up to women themselves to decide how much pain they have in labour 
and how much they can tolerate.  Removal of pain does not necessarily 
correlate with maternal satisfaction of labour.  Other factors can be important, 
such as, sympathetic attendants, supportive partners, relaxed surroundings, 
etc.  Some of the negative effects of pain are: 
 

• maternal and fetal acidosis with increased oxygen demands 

• raised catecholamine levels and systemic hypertension 

• reduced intervillous blood flow 

• hyperventilation and hypocapnia 
 
Epidurals provide effective analgesia in labour and remain, for the time being 
at least, the ‘gold standard’, for pain relief in labour.  Other methods are 
available with varying degrees of success in different individuals. 
 
Epidurals can also provide other benefits in certain conditions such as pre-
eclampsia, by helping to control hypertension by reducing systemic vascular 
resistance.  In addition, they may improve oxygenation of the fetus by 
improving placental blood flow, (so long as maternal hypotension is avoided).  
Some maternal conditions, such as cardiac or pulmonary disease, can best be 
managed with an epidural in situ to reduce the physiological stress to a 
minimum and provide straightforward anaesthesia for a LSCS if required.  
Epidurals can also be useful for breech or operative deliveries, multiple 
pregnancies, and LSCS.  Epidurals are remarkably safe so long as they are 
done properly. 
 
2.4.1 Contraindications 
 

• Allergy to any component of the epidural, (usually lidocaine) 

• Unwilling patient.  Information on pain relief and epidurals is provided 
antenatally, including leaflets and videos, which can be reviewed on labour 
ward if required.  A verbal consent should always be documented 

• Skin sepsis, bacteraemia, prolonged rupture of membranes.  Epidural 
abscess and/or meningitis can occur.  Beware a pyrexial patient.  Once 
antibiotics have been initiated an epidural can be considered  

• Abnormal clotting.  The danger is causing a haematoma which can cause 
nerve compression or provide a focus for infection.  Beware in pre-
eclampsia, HELLP syndrome, or patients on anticoagulant therapy.  If 
platelets are found low, (<100 000/mm3), on routine blood count, consider 
full clotting screen 

• Hypovolaemia/hypotension.  Resuscitate the patient before considering an 
epidural.  Any regional technique can reduce the sympathetic response to 
hypovolaemia.  Take special care in patients with placenta praevia, and be 
prepared for rapid fluid replacement therapy, i.e. two big drips! 

• Neurological disease. Caution is advised although there is no evidence to 
support the contention that epidurals exacerbate or revitalise symptoms  

• Skeletal abnormality is a challenge even for an experienced epiduralist! 
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2.4.2 Pain pathways in labour 
 

• Uterine contraction pain is carried by sympathetic afferents entering the 
spinal cord at T11/12 and L1 via the paracervical ganglia.  Fibres 
accompanying the ovarian vessels may play a part.  Cervical dilatation 
pain is mainly mediated by the pelvic splanchnic nerves, (S2/3/4) 

• Perineal distension and vaginal pain is carried by somatic afferents via the 
pudendal nerves, (S2/3/4) 

 
Many attempts have been made to provide analgesia without motor block and, 
to date, the most successful has been the “mobile” epidural.  Dilute solutions 
of local anaesthetic combined with low-doses of opioids appear to have a 
synergistic effect for pain relief.  The local anaesthetic acts at the nerve roots 

in the cauda equina whereas the opioid acts at µ-receptors in the spinal cord.  

Interestingly, α2-receptors in the spinal cord also appear to mediate analgesia 
and so adrenaline in the local anaesthetic, (LA), solution may help.  Some 
authorities also recommend clonidine, though this is not widely practiced in 
the UK. 
 
2.4.3 A technique of epidural insertion 
 
I’ll describe what I do.  The usual precautions are taken.  The lumbar region 
should be well flexed to allow easy access to the epidural space.  I prefer the 
left lateral position although the sitting position can be used.  
 
Infiltrate the skin and subcutaneous tissues to a depth of about 2cm using 
0.5% bupivacaine at L2/3 in the midline.  Advance the Tuohy needle till 
through the supraspinous ligament, (usually at about 1-2cm), and then attach 
a 10ml syringe filled with saline.  Advance the needle applying continuous 
pressure to the plunger.  As soon as the ligamentum flavum is breached 
there is a loss of resistance and the plunger will gush saline into the epidural 
space and the needle will stop advancing.  Note the depth of the space.  
Thread the catheter into the epidural space leaving about 5cm in the space.  
Check for blood and CSF.  Fix in place.  
 
Inject a test dose of 3ml 0.5% bupivacaine +/- adrenaline.  If you are in CSF, 
you will produce a spinal block with rapid onset of analgesia and muscle 
weakness.  Intravenous injection may produce a tachycardia if using 
adrenaline.  
 
2.4.4 “Ordinary or mobile?” 
 

• For an ordinary epidural, (LA only), now inject 6-10ml 0.25% plain 
bupivacaine and use this dose for subsequent 1st-stage top-ups.  For 
denser blocks e.g. for perineal pain during forceps, use 6-10ml 0.5% plain 
bupivacaine. 

 

• For a mobile epidural, (LA+ fentanyl, see p10), now inject 50 micrograms 
of fentanyl in 10ml N/Saline.  For subsequent top-ups use 10-15ml 0.1% 
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plain bupivacaine with fentanyl 2 micrograms/ml.  You can convert to an 
ordinary one at any time and back again, if appropriate.  After any top-up 
do the usual observations 

 
2.4.5 Pitfalls and complications 
 

• Poor positioning is the most common reason for failure.  Insist on good 
positioning before you start 

• Bloody tap is rarely due to catheter in a blood vessel and should flush 
clear.  However, if persistent and you’re not happy, re-site 

• Dural puncture is increased by novice operators, the intermittent technique 
of finding the epidural space, the sitting position, and twisting the Tuohy 
needle once in the space.  CSF, unlike saline, usually flows freely from a 
Tuohy needle, is warm to the skin, and shows sugar reaction to ‘BM stix’.  
It also tends to ‘foam’ when aspirated through the in-line filter 

• Subdural injection is difficult to predict and test for.  It is used as a reason 
for unexpectedly high blocks or unusual features 

 
2.4.6 Inadvertent dural puncture 
 
Either: 

• Call for senior advice 

• Re-site in an adjacent space 

• Normal conduct of labour 

• Give top-ups yourself, cautiously 

• Mobilise normally and encourage oral fluids, especially tea and coffee 
  
Or: 

• Insert catheter into subarachnoid space and run as a continuous spinal 

• Give 1ml of 0.25% plain bupivacaine for top-ups yourself 

• Remove catheter after delivery, but leave in situ >6hrs if possible 

• Mobilise normally and encourage oral fluids, especially tea and coffee 
 
2.4.7 Post dural puncture headache  
 
Classically, this is a severe, incapacitating headache at the occipital or frontal 
region, which usually presents within 3 days of the puncture and is postural.  
That is, it is relieved by lying down and exacerbated by standing up.  It may 
radiate to the neck and shoulders and be associated with nausea, vomiting, 
photophobia and tinnitus.  It may last days, weeks or even longer. 
 
Treatment: 
 
Exclude other causes of severe headache, including meningitis 

• Give explanation and reassurance 

• Offer blood patch – 10-20ml of the patient’s own blood injected sterilely 
into the epidural space.  (This is a two-person technique) 

• Conservative treatment consists of rest, oral fluids, and simple analgesics 

• Many pharmacological treatments have been tried with little success 
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2.4.8 Total spinal block 
 
This is a cardio-respiratory emergency, and must be managed as such, viz. 
 
A  Airway 
B  Breathing 
C  Circulation 
 
Be aware of special considerations for resuscitation in pregnancy, especially 
the use of lateral tilt or manual displacement of the uterus. 
 
2.4.9 Hypotension 
 
Significant hypotension can be caused by sympathetic blockade, (including 
total spinal), and/or aorto-caval compression.  Always have good venous 
access and never allow a pregnant woman to lie flat on her back.  
Occasionally, small doses of ephedrine may be necessary and, of course, full 
resuscitation facilities must be available. 
 
2.4.10 Accidental intravenous injection   
 
A test dose containing adrenaline may produce tachycardia.  Intravenous 
bupivacaine is potentially toxic with the usual symptoms and signs. 
 
2.4.11 Neurological sequelae 
 
Minor effects, such as urinary retention, resolve rapidly once the epidural is 
discontinued.  Direct needle trauma of a spinal nerve root is very rare and full 
recovery can be expected although this may take several months.  Epidural 
haematoma and/or abscess can result in irreversible damage.  This is why 
coagulation defects and systemic infections are taken so seriously. 
 
The vast majority of neurological defects after labour are not due to the 
epidural, but rather other causes, such as pressure on the sacral nerves by 
the baby’s head or the obstetrician’s forceps.  If you are asked to see a 
woman with any neurological defect, examine and record the defect and seek 
senior advice. 
 
2.4.12 Others 
  

• Air embolism has been reported, and bubbles in the epidural space may 
prevent spread of LA.  Avoid using air to identify the epidural space. 

• Shivering can be troublesome but explanation and reassurance are usually 
all that’s required.  Warm air blown onto the face and neck stops shivering! 

• Motor block of the uterus.  The uterus receives a supply from sympathetic 
nerves originating at T7/T8 which are not usually affected.  Moreover, 
uterine contractions are predominantly controlled by hormones. 
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2.4.13 General management 
 
Other things being equal, epidurals should be given on request and the 
anaesthetist should attend within 30 minutes.  Midwives will provide the usual 
care regarding posture, nutrition, bladder care and top-ups.  Midwives will 
assess pain and give appropriate top-ups, including for forceps deliveries, 
suturing and manual evacuation of the uterus, following the standard 
protocols.  After delivery the catheter is removed by the midwives and 
checked that it is complete.  Mobilisation is only allowed where there is no 
appreciable motor or proprioceptive block.  Active and/or passive movements 
in bed can help prevent venous stasis and thrombosis. 
 
2.4.14 Midwife participation in epidurals 
 
Midwives are an integral part of epidural provision.  They take part following 
protocols and standing orders agreed in advance.  However, responsibility for 
the epidural remains with the anaesthetist performing it.  The anaesthetist 
should give the primary dose and the midwife should be properly trained in the 
whole procedure.  Before giving a top-up, the midwife should perform the 
following checks: 
 
1. Assess pain using a verbal or numeric rating scale 
2. Position the patient comfortably semi-recumbent or on her side 
3. Observe the exposed portion of epidural catheter for blood.  Flush clear 

with saline, or call the anaesthetist, if needed 
4. Aspirate gently at the filter with a syringe to check for blood or CSF 
5. Give the top-up 
 
‘Standing order’ for ordinary (local anaesthetic only) epidurals: 
 
1st stage (mainly uterine pain).  Bupivacaine 0.25% plain, 3ml test dose, 
wait 3 mins and assess for any effect.  If no effect, give a further 3-7ml. 
 
2nd stage (includes perineal pain).  Bupivacaine 0.5% plain, 3ml test dose, 
wait 3 mins, if no effect give a further 3-7ml. 
 

• The patient should never be supine when giving a top-up 
• Do 3 sets of readings of BP, HR, FHR at 5 min intervals after each top-up  

• Assess pain after 20 mins 
 
2.4.15 Troubleshooting (anaesthetists only) 
 
Always explain to the patient that their pain will be reduced by their epidural 
not necessarily completely abolished.  The aim is to achieve maternal 
satisfaction not necessarily the removal of all pain.  
 
1. If no effect at all after 20 mins, re-site 
2. Inadequate height of block can be due to poor spread in the epidural 

space.  Therefore, try injecting 10ml N/Saline to increase volume.  Next, 
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try supplemental dose of 5-10ml 0.25% plain bupivacaine.  Fentanyl 50 
micrograms in 10ml N/Saline may help.  If in doubt, re-site 

3. Unilateral block may be due to excessive length of catheter in the space, 
so try withdrawing 1cm.  If you suspect a midline septum, (pure one-sided 
effect), site another epidural to the unblocked side, and give half the dose 
down each catheter 

4. Missed segment.  Treat as for 2 above 
5. Low sacral pain.  Try perineal top-up 
 
 
If in doubt ask for senior advice 
 
 
2.4.16 Mobile Epidural Protocol 

 
Selection of patients  

• The usual criteria for ordinary epidurals apply 

• At least 4 hours should elapse after any systemic opioid use 
 
Technique  

• The anaesthetist will site the epidural in the usual manner 

• The anaesthetist will give a test dose of 3ml of 0.5% bupivacaine +/-
adrenaline (1 in 200 000) 

• The anaesthetist will give 50 micrograms of fentanyl in 10ml N/Saline 

• Carry out the usual observations 

• After 20 minutes assess the adequacy of pain relief  

• Assess motor block (modified Bromage scale).  If the mother has full 
control, i.e. can perform the partial knee bend test, she can walk around, 
but must have a midwife with her at all times 

 
General management 

• A “Scope of Practice” assessment must be completed and confirmed  

• The cardiotocograph (CTG) may be disconnected to allow wider activity, if 
there are no other obstetric indications for fetal monitoring 

• The intravenous infusion may be disconnected and the cannula blocked 
off, so long as the cardiovascular observations are stable and normal 

 
Top-ups  

• Position the mother semi-recumbent in bed 

• Attach the IV and set it running 

• Recommence CTG recording and continue for 20 minutes afterwards 

• Give 10-15ml of 0.1% bupivacaine with 2 micrograms per ml of fentanyl 

• No need for a test dose  

• Use the prepared solution from pharmacy  

• After 20 mins, check the usual observations. 

• If necessary, a further 10ml of the solution can be given after ½ hour 

• Revert to “ordinary” top-ups for denser blocks, i.e. 3ml test dose followed 
by 3 - 7ml of 0.25% - 0.5% plain bupivacaine 
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Pitfalls 

• The usual side effects and complications of an epidural technique can 
occur, e.g. dural tap, hypotension, total spinal, urinary retention, etc 

• Muscle weakness and loss of proprioception, (perception of stretch), can 
be subtle, but still cause falls.  Therefore, check thoroughly before walking 

• If respiratory depression or cardiovascular collapse should occur, manage 
as for total spinal block in ordinary epidurals 

• Itching can be treated with chlorpheniramine or small doses of naloxone 

• Systemic opioids should not be given concurrently with epidural opioids 
 
BE VIGILANT ! 
 
3 Caesarean Section 
 
Women having Caesarean sections present some special challenges for the 
anaesthetist.  Not least, is the fact that there are two patients to consider: the 
woman and the fetus.  Happily, in general, what is good for the mother is good 
for the fetus, so focus on the mother! 
 
Some hazards to be aware of: 
 
Airway 

• Difficult intubation: laryngeal oedema, awkward access  

• Vomiting and regurgitation of stomach contents due to reduced lower 
oesophageal sphincter tone, abdominal mass compressing the stomach, 
use of opioid analgesics.  This could lead to Acid Aspiration Syndrome. 

 
Breathing 

• Reduced functional residual capacity (FRC) limits effect of pre-oxygenation  

• Increased cardiac output speeds desaturation 
 
Circulation 

• Aorto-caval compression 

• Pregnancy-induced hypertension (PIH): vasoconstriction, hypovolaemia 

• Dehydration from long labour 

• Metabolic acidosis increases with time 
 

In addition, the mother must be protected from awareness if having a GA and 
provided with constant explanation and reassurance if awake.  After delivery, 
myometrial contraction is achieved using oxytocics, etc to avoid bleeding. 
 
Fetal requirements: 
 

• No hypoxia: utero-placental transfer of oxygen may be reduced in 
placental abruption, infarction, PIH, intrauterine growth retardation (IUGR), 
prematurity, postmaturity   

• Lack of depression from maternal drugs:  all lipophilic agents cross the 
placenta, such as opioids and anaesthetics  

• Appropriate resuscitation: assist the paediatrician in dire emergencies 
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3.1 General anaesthesia for LSCS 
 

• Usual preparation (see p4) 

• Ensure blood has been “Group and Saved”, at least 

• Rapid Sequence Induction, (RSI), with good pre-oxygenation and cricoid 
pressure.  Thiopentone 500mg and suxamethonium 100mg 

• Endotracheal intubation with cuffed tube.  Start with a size 7.5 or 7.0 

• Maintain anaesthesia with 50% O2:50% N2O and enough volatile agent to 
keep end-tidal MAC >0.7.  For instance, 1-1.5% isoflurane 

• At delivery give a bolus of 5units syntocinon.  Give infusion if requested (10 
units/hr) 

• Avoid using opioids till after delivery; use morphine 200-300µg/kg 

• Prophylactic antibiotics are routine 

• Extubate as for any acute laparotomy, i.e. awake! 

• Post-op analgesia: use paracetamol ± NSAID orally or rectally, and 
morphine as per ward protocol.  

 
3.1.1 Feeding policy in labour 
 

• Light diet is allowed so long as labour is progressing normally 

• High risk patients, (operative intervention likely, PIH, opioids used, fetal 
distress etc), should be nil by mouth and given ranitidine 6 hourly (see p4). 

 
3.1.2 Acid Aspiration Syndrome  
 
Originally described by Mendelson in 1946: progressive dyspnoea, hypoxia, 
wheeze, patchy consolidation and collapse of the lung following inhalation of 
gastric contents during GA. 
 
Prevention:  
 

• dietary control in labour 

• avoidance of opioids if possible 

• use of antacids 

• RSI with cricoid pressure – force of 10-20N applied directly backwards to 
the cricoid cartilage before induction, increasing to 30N with loss of 
consciousness; (damage to soft tissues may result if more than 40N used).  
Check your pressure on the baby scales! 

 
Management: 
 

• Intubate and ventilate 

• Aspirate airway thoroughly – check pH if possible 

• Treat obvious wheeze with bronchodilators, consider steroids 

• Give the usual prophylactic antibiotics 

• Transfer to ITU for appropriate monitoring  
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3.1.3 Unexpected Difficult Intubation  
 
Before induction, identify potential difficulties and seek help first! 
 
1. Re-position head for maximum head extension.  This is best achieved with 

a gloved finger against the hard palate 
2. Expect larynx to be in an unusual position.  It usually appears more 

anterior than normal and may be to one side due to cricoid pressure 
3. Ask assistant to reduce cricoid pressure 
4. Try using McCoy laryngoscope  
5. Use a bougie early with a small diameter tube, 6.5 or 7.0 
6. Do not give a second dose of suxamethonium unless you are very 

confident of being able to intubate.  The reappearance of spontaneous 
respiration can be life-saving 

7. Avoid prolonged repeated attempts at intubation, rather re-oxygenate 
using mask ventilation 

8. Jaw thrust using two hands and a Guedel airway can open most airways, 
enlist someone else to squeeze the bag, e.g. the surgeon 

9. Adopt “Failed Intubation Protocol” earlier rather than later (see p14)  
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Failed Intubation Protocol 

 
 
 
                                  Mask ventilation impossible 
                                  CALL FOR HELP 

 
                     
             
                                                                                                          LMA fails 
             
CALL      Mask 
FOR        Ventilation  
HELP      Possible 
 
 
 
              
 
 Nonurgent  
 Nonurgent                             Non-urgent 
 
 
             Fetal distress or             
             Maternal emergency   
                                   
                                     
                                          
                                         
                                          
                                 Successful         
                                        
                                         
             
              
 
 
             Unsuccessful  
 
 
 
 
 
 
 
 
(Modified from Datta S: Common problems in Obstetric Anesthesia 2nd Ed) 
 

Failed 
intubation 

Ventilate with 
cricoid pressure 

Attempt intubation 
using ancillary 

techniques  
(2-3 minutes) 
e.g. McCoy, 

retrograde intubation 
 

Consider completion of 
surgery using mask 

ventilation and cricoid 

Anaesthesia 
with secure 

airway 

Laryngeal mask 
airway (LMA) 

maintaining cricoid 
pressure 

Combi-tube 
Transtracheal jet ventilation 

Cricothyroidotomy 

Allow patient to wake up 

Awake 
intubation or 

regional 
technique 
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3.2 Regional anaesthesia for LSCS 
 
Potential advantages 
 

• Reduces maternal mortality by avoiding airway problems with general 
anaesthesia, especially in emergency.  Also, no worries of awareness. 

• Good, prolonged post-op analgesia, especially with neuraxial opioids 

• Enhanced maternal-fetal and family bonding 

• Early post-operative mobility, thus, reduced risk of deep vein thrombosis 

• Early  maternal nutrition and breast-feeding more successful 

• Less drug-induced fetal depression 

• Less blood loss 
 
Potential disadvantages 
 

• May cause a delay in delivering a fetus in jeopardy 

• Anxiety-producing for some mothers, obstetricians and anaesthetists! 

• Discomfort or pain may be felt at some stage and is the most common 
reason for litigation in obstetric anaesthesia 

• Hypotension may occur, therefore caution in hypovolaemia 

• Nausea and vomiting and shivering quite common 

• Risk of PDPH 
 
EPIDURAL SPINAL 
Time  consuming Quick, surgical anaesthesia in 10-15mins  
Large dose of LA, toxicity possible Small dose of LA, toxicity unlikely 
Slow onset analgesia Rapid onset analgesia 
Slow onset of side-effects Rapid onset of side-effects 
Adjustment easy Single-shot technique 
Less dense block Intense block 
Small chance of dural puncture Dura breached deliberately 
PDPH possible PDPH possible 
Post-op opioids only used on HDU Opioids can be given at same time 
 
Prepare the patient as if for a GA.  For epidurals from scratch, use 15–20ml 
of 0.5% plain Bupivacaine given in divided doses.  Test block after 20 mins 
and adjust as necessary.  To top-up an existing epidural give 10-15ml 0.5% 
plain bupivacaine.  Alternatively, 10-20ml 2% plain lidocaine may be quicker. 
 
For spinals in the lateral position, use 1.8 – 2.4ml 0.5% hyperbaric 
bupivacaine. In the sitting position, up to 3.0ml may be needed.  Intrathecal 

opioids, such as fentanyl 10-25µg or diamorphine 200-400µg improve intra- 
and post-operative analgesia.  Vasodilatation is best treated by 

vasoconstriction; use titrated boluses of phenylephrine (100µg) or ephedrine 
(3mg)  
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Combined spinal/epidurals (CSE) are quite useful as the effective height and 
duration of the block can be increased.  CSE can also be used for pain relief 

in labour (initial spinal dose of 1ml 0.25% plain bupivacaine + 25µg of 
fentanyl).  This has the advantage of rapid onset of analgesia and may be 
especially useful later on in the first stage of labour. 
 
NB Always discuss with the Obstetrician the urgency of the situation, and 
document the agreed time available to provide adequate anaesthesia.  In the 
best hands, regional techniques take longer than GA’s.  Ask the midwife to 
record the FHR during the procedure to reassure everyone, and document it! 
 
3.3 Classification of urgency of LSCS 
 
The urgency of CS should be documented using the following standardised 
scheme in order to aid clear communication between healthcare professionals 
about the urgency of a CS: 
 

1. immediate threat to the life of the woman or fetus 
2. maternal or fetal compromise which is not immediately life-threatening 
3. no maternal or fetal compromise but needs early delivery 
4. delivery timed to suit woman or staff. 

 
3.4 Pitfalls in LSCS 
 
3.4.1 Respiratory 
 

• Oxygen at 4l/min by mask should be used before delivery to maximise 
fetal oxygenation by compensating for any maternal V/Q mismatch 

• Reassurance and explanation overcomes the dyspnoea caused by high 
blocks affecting the intercostal nerves 

 
3.4.2 Cardiovascular 
 

• Closely monitor BP changes and treat hypotension promptly.  Think of 
aorto-caval compression, hypovolaemia, and vasodilatation 

• Ensure good IV access, (at least 16G ), and have blood readily available     

• Ensure uterine contraction with a bolus of 5units Syntocinon.  Uterine 
atony can be treated with manual stimulation, further boluses, or an 
infusion, of Syntocinon, bolus of Ergometrine, or even prostaglandin F2α 

which is given directly into the myometrium, IM, or controversially, by 
syringe driver-controlled, IV infusion (0.5 -1mg over 1 hour) 

 
3.4.3 Psychology 
 

• Maintain a good rapport with the patient and partner, explaining what’s 
going on and warning about particular stages in the operation e.g. feeling 
tugging and pulling when the baby is delivered 

• Soft music of the patient’s choice can induce a feeling of calm   

• Nausea is best treated with reassurance, avoidance of hypotension and 
judicious use of anti-emetics 



Labour Ward Handbook – 3rd edition 

 -  - 17 

• After delivery, congratulate the family and encourage early cuddling of the 
baby, firstly by the mother. 

• Continue to reassure the patient during the remainder of the operation 
 
3.4.4 Post-op care 
 

• Usual post anaesthetic nursing care 

• Analgesia is best provided by combinations of analgesics.  For instance, 
NSAIDs  ± Paracetamol,  ± Morphine as per ward protocol 

• Early mobilisation and nutrition  
  
3.4.5 Miscellany 
 

• “Crash” section is a non-specific term to denote the need to deliver a fetus 
immediately, as fetal or maternal death is imminent.  The usual reasons 
are uterine rupture, cord prolapse, placental abruption and profound, 
persistent fetal bradycardia.  The final common pathway is fetal anoxia.   
Anything other than an immediate, rapid sequence GA, would be difficult to 
defend except where there is a strong, known contra-indication to GA 

 

• Delivery of the uterus can be very unpleasant for the awake patient, 
causing pain, nausea and sometimes vagal reflex bradycardia.  The 
Obstetricians should warn you before they do this manoeuvre.  Neuraxial 
opioids are a great help in this situation. 

 


