
DECISION TO 
DELIVERY 

TIME: 
WHICH 

ANESTHESIA

DR. SSA ORNELLA MERLO

Ospedale Buccheri La Ferla F.B.F. Palermo

UOC di Anestesia e Rianimazione- Direttore L.Calderone



DECISION TO DELIVERY TIME

The interval between the time at which the senior obstetrician makes the decision that a caesarean section is required 

and the time at which the fetus (or first fetus in the case of multiples) is delivered. The decision time should ideally 

be recorded contemporaneously in the medical notes or partogram.

It is recommended:

• CT Grade 1 or Emergency: 30 minutes or as soon as possible (Massive placental abruption, umbilical cord prolapse, uterine rupture)

• CT Grade 2: 30-75 minutes

The NICE (National Institute For Health And Clinical Excellence, UK) recommends performing grade 1 and 2 CT as soon as possible after making the 

decision, especially grade 1.

Evaluation of decision to delivery interval and its effect on feto‐maternal outcomes in Category‐I emergency cesarean section deliveries in Phuentsholing General Hospital, 2020: A retrospective cross‐sectional study. Y.Dorjei et al. Health Sci. 
Rep.2023;6:e1050.



CD is a multidisciplinary procedure…

• The figures involved must have clear tasks and responsabilities;

• Rapid maternal/fetal assessment

• Clear and effective communication (with mother and in the team);

• DDI

Loco-regional anesthesia is the preferred technique!!!
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Pay attention to:

• Venous accesses (1/2 18G-16G);

• Antibiotic prophylaxis;

• Avoid aorto-caval (wedge) compression;

• Monitor maternal and fetal parameters!!!



• Vascular congestion and edema >tendency to bleed

• Uterine distension with cranial dislocation of the diaphragm>reduction  CFR of 20-30% >Reduced maternal oxygen reserve with increased 

consumption of 40-60%!!

• Increased intragastric pressure with reduced tone of the lower esophageal sphincter,less acute His angle, gastric hyperacidity (  levels of 

gastrin of placental origin). Reduced gastric emptying during labor: PREGNANT PATIENTS CONSIDERED TO BE ON A FULL 

STOMACH!

More complex airway management

INCIDENCE OF FAILED INTUBATION 1:300!!! 
Loco-regional anesthesia

•           maternal satisfaction (early skin-to-skin)

•           postpartum analgesia.



Which Anesthesia?

Depuydt E, Van de Velde M. Unplanned cesarean section in parturients with an epidural catheter in-situ: how to obtain surgical anesthesia? Acta Anaesthesiol Belg. 2013;64(2):61–74.



CAESAREAN SECTION CODE RED/YELLOW

• The ideal situation is to have an 
epidural catheter already in place!

• Top-up (in labour room) with 
lidocaine 2% (1 mEq sodium 
bicarbonate 8.4%/10ml Local 
anaesthetic +Adrenaline 4 mcg ) 
15-20ml (rapid surgical plan 7-9’)

• 5% of labor epidurals are not 
suitable for conversion to CT.

Reg Anesth Pain Med 2022;47(Suppl 1):A1–A315



Risk factors:

• Increased number of boluses;
• Breakthrough pain during labor;
• Increased BMI;
• Increased duration  of epidural analgesia;



…

Depuydt E, Van de Velde M. Unplanned cesarean section in parturients with an epidural catheter in-situ: how to obtain surgical anesthesia? Acta Anaesthesiol Belg. 2013;64(2):61–74.







Goals:
• To Reduce the use of general anesthesia;
• To Reduce the risks associated with general 

anesthesia and maternal mortality;
• To Reduce fetal risks associated with AG 

(worst Apgar)



General Anesthesia in rapid sequence

WHEN?
• Loco-regional anesthesia failure;
• Severe bleeding with hemodynamic instability;
• Coagulopathies;
• Anticoagulant therapy;
• Sepsis;
• Lumbar area infection;
• Intracranial hypertension;
• Extreme emergencies;

/kg







Take-home messages:
❖ THE CHOICE OF ANESTHESIOLOGICAL TECHNIQUE IS MULTIFACTORIAL, PREFERRING NEURO-

AXIAL ANESTHESIA;

❖ CAREFUL EVALUATION OF PATIENTS IN THE LABOR ROOM AND MULTIDISCIPLINARY 

MANAGEMENT IS RECOMMENDED;

❖ COMMUNICATION BETWEEN THE VARIOUS FIGURES INVOLVED IS IMPORTANT;

❖ IMPORTANCE OF SIMULATION;

❖ EPIDURAL TOP-UP AND SINGLE-SHOT SPINAL ANESTHESIA ARE TECHNIQUES AS RAPID AS AG;



One for all and all for 
one!
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