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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.

Raccomandazioni
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? nicazione chiara ed efficace ra far : X

COUETe e o e o it Patient received by scrub The time taken by the R

1 raccomanda i utizzare la seguente versione modficata della classificazione df Lucas: Preoperative nurses and taken over by anesthetists to successful ir:by Closure

 oadlg osso - ercolo immediat p la vt della e e/ del feo the anesthetist administration of anesthesia

« codice giallo - compromissione delle condizionl mateme e/o fetall che non costituisce un Imme- Order form Of

diao pericolo d vita

-;:Icfls:v;rdp;;ssemdlmmmisslmdellecundllunlmtemeﬁutelnli.manmmman- signed with uterus,
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Decision to delivery interval (DDI)

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

Anaesthetist

Pay attention to:

i stetrics * Venous accesses (1/2 18G-16G);
Neonatologist .C D Obstet

. Antibiotic prophylaxis;
Gynecologist

* Avoid aorto-caval (wedge) compression;

. Monitor maternal and fetal parameters!!!

* 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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More complex airway management

* 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! '

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

- M maternal satisfaction (early skin-to-skin)
« 4 postpartum analgesia.
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Which Anesthesia?

UNPLANNED CESAREAN SECTION IN PARTURIENTS 65
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GA «» surgical
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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.

Fig. 1. — Flowchart for the clinical situation of an unplanned Cesarean section
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CAESAREAN SECTION CODE RED/YELLOW

Practice Guidelines for Obstetric Anesthesia

An Updated Report by the American Society of
e The ideal situation is to have an Anesthesiologists Task Force on Obstetric Anesthesia and

ep idural catheter alrea dy in D lace! the Society for Obstetric Anesthesia and Perinatology*

. . nique used; (3) consider sclecting ncurhaxietl t‘cchniqucr‘a in
* Top-up (in labour room) with e by i b
lidocaine 2% (1 mEq sodium S Gclery oo indweling cpidure <oty b s o
. X an alternative to initiation of spinal ancsthesia; and (6) GA
b I C a r b O n ate 8 . 4%/ 1 O m l LO Ca l c.;\\'(b may be the most appropriate choice in some circumstances
anaesthetic +Adrenaline 4 mcg) N
. . %)
1 5-20ml (rapld Su rglca l. pla n 7-9,) OQ\ o . ‘ ;ﬂ'lcﬁrcramrcli.sin;lfﬁcicnt.toasschss
| S b o o b vl i
® 5 0/0 Of la b O r e p I d u ra ls a re n Ot 0 O\\/ lj:glzdun:‘::;tc?tlon of analgesia, improves maternal or neo-
. . \Q Q The consultants and ASA members
S u Ita b le fo r C O nve rS I O n to CT. @ stronfgh’ agb:cc tclr consider clar|)r iny:l"tion ofa ncuraxia|lcath—
cter ror obstetric ((’-g"‘ ™Win gcstatloﬂ or Pmcdampsla) or
ancsthetic indications (e.g, anticipated difficult airway or
Reg Anesth Pain Med 2022;47(Suppl 1 ):A1 -A315 obesity) to reduce the need for GA if an emergent procedure

IJCCOITICS ncccssa r}:

Anesthesiology 2016; 124:270-300
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= e Risk factors for labor epidural conversion failure requiring
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Risk factors:

* Increased number of boluses;

* Breakthrough pain during labor;

* |Increased BMl;

* Increased duration of epidural analgesia;
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UNPLANNED CESAREAN SECTION IN PARTURIENTS 65

Testing block OK
A Y
[ Yes l No
1 1
- —
Epidural top-up + GA + surgical
surgical defivery defvery

Fig. 1. — Flowchart for the clinical situation of an unplanned Cesarean section

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.
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ﬁ@ Anaesthesia

© Journal of the Association of Anaesthetists of Great Britain and Ireland

Anaesthesia, 2010, 65, pages 664-669 doi:10.1111/.1365-2044.2010.06368.x

ORIGINAL ARTICLE
Rapid sequence spinal anaesthesia for category-1 urgency
caesarean section: a case series

S. M. Kinsella," K. Girgirah? and M. J. L. Scrutton’

Box 1: Components of the rapid sequence
spinal (adapted from reference [4])

e Deploy other staff for intravenous cannulation and
monitoring — don’t inject spinal till cannula secured.

® Pre-oxygenate during attempt.

e ‘No touch’ technique — gloves only with glove
packet as sterile surface for equipment. Skin prepared
with single wipe of 0.5% chlorhexidine solution.

e If no opioid — consider increased dose hyperbaric
bupivacaine 0.5% (up to 3 ml); add fentanyl 25 pg if
procuring it does not produce unacceptable delay.

e Local infiltration not mandatory.

e One attempt at spinal unless obvious correction
allows a second.

e If necessary start surgery when block = T10 and
ascending. Be prepared to convert to general
anaesthesia — keep mother informed.

Dermatomerie TC

T4-Tg: afferenze da peritoneo
Tg-T4o: afferenze da annessi
T4o-L,: afferenze da corpo e collo utero

S,-S;: afferenze da vescica e plica
vescico-uterina

m Estensione ottimale dell’anestesia da T, a S5
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SCIE zrovmme... Orgnal Arcte
From the literature, it is difficult to determine the time
Rapid Sequence Spinal Anesthesia for required precisely and clearly to initiate the case with re-
. . gional or GA in an emergency (category |-3) CS. In the
Category 1 Cesarean SECUOH: Is it FaSt’ case series of Kinsella et al., the median duration of spinal
Effe ctive and Reli able? preparation was 2 min.[”? Another observational study of
’ emergency CS showed that the average time from wearing
Kubra Taskin,' @ Cansu Ofluoglu,? ® Hulya Yilmaz Ak @ irem Durmus, gloves to positioning the patient after spinal injection was
Merve Bulun Yediyilchz," ® Kemal Saracoglu, ® Banu Cevik’ 5 min."3) In their study, Gunka and Douglas found a mini-

mal difference between GA induction and spinal injection
in anesthesia administration for simulated CS, with an me-
dian of 2 min 6 s f¢ the first one and | min 58 s for the
second.['] Within the study conducted by Bhattacharya et
Taskin. Rapid Sequence Spinal Anesthesia al, RSGA and RSSA were compared, and 144.80£3.42 s
with RSGA versus 131.20+3.40 s with RSSA; the shorter
duration of SA with p<0.001 supports this study!'*l In
this study, the application time was shorter than both the

Table 1. Minimum-maximum and mean values of the original time of Kinsella et al. and the other studies men-
processing times tioned (preparation time 52.1£0.4 s, administration time

Min.-Max. Mean (SD) 47.3%1.6 s). The reason for this is considered to be the

changes made in the RSSA technique. Since the procedure

Preparation time (sec) 39-76 52.1+0.4 is easier to perform in the sitting position, the spinal in-
Application time (sec) 24-120 47.3+1.6 jection was performed in this position in this study, and

this step was skipped since the patients already had intra-
venous access. For asepsis, a one-time wiping was applied
with 0.5% chlorhexidine solution, which was proven to be
adequate according to previous studies.*'
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BJA Education, 20(6): 201-207 (2020)

doi: 10.1016/j.bjae.2020.03.003
Advance Access Publication Date: 21 April 2020
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G O a lS ° General anaesthesia in obstetrics

C. Delgado™, L. Ring” and M.C. Mushambi®

TO R e d u C e t h e u S e Of ge n e r a l a n e St h e S i a ; lUr}lversuy of Washington, Se.attle,WA, USA, “Columbia University Medical Center, New York, NY, USA and

3Leicester Royal Infirmary, Leicester, UK

*Corresponding author: delgadou@uw edu

To Reduce the risks associated with general

anesthesia and maternal mortality; ——
uwﬂdngnmmmmmmlmsm
To Reduce fetal risks associated with AG OBSTETRIC ANESTHESIA (LR LEFFERT, SECTION EDITOR

o

(worst Apgar)

The Current Role of General Anesthesia for Cesarean Delivery
Laurence Ring ' - Ruth Landau' (5 - Carlos Delgade’

A ek 2 Febauaty 2021 S Publiched onfine: 24 February 2021
i The Authank), under exdushe Bende 1o Springer Sdence+Busines Medis, LLC part of Springer Natus 2021

Abstract
Hrpusedﬂ'neriew [ us

In ﬁl:t T.hc mlc nF gc:lml a.nwﬂm:m ﬁ:q' cosaran rlkll‘nttl’_'f' has ‘tcm mttcd hu:amc &iqm: oot devices ﬁl:Llltarmg
endotmcheal intubation and clinical algorithms, guiding anesthesiologists facing challenging scenarios, risks, and complications
of general anesthesia at the time of delvery for both mother and neonatels) remain significant. n this review, we will discuss
clinical scenarios and risk factors associated with general ancsthesia for cesarean delivery and address reasons why anesthesi
ologists should apply strategies to minimize its use.

Recent Findings Unnecessary general anesthesia for cesarean delivery is associated with maternal complications, including

serious mesthesiz-elated complications, surgical site infection, and venous throm boembaolic events. Racial and sociocconomic
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General Anesthesia in rapid sequence

WHEN? Algorithm 1 - safe obstetric general anaesthesia

* Loco-regional anesthesia failure; plniesbloui oy —
. . . . oy Fasti us Identify senior help, alert if a riate

» Severe bleeding with hemodynamic instability; ek exiymse Pl ccupmen for dffctfald iubton
. \Intrau&erine fetal resuscitation if appropriate Plan for/discuss: wake up or proceed with surgery (Table 1)

 Coagulopathies; ( 2 \

* Anticoagulant therapy; Chiinuny o o, s $mte

. Optimise position — head up/mmpipg + left uterine displacement

* Sepsis; i 1 S e

« Lumbar area infection; | Consr sk vntton (P 20G0)

* Intracranial hypertension; ¥

1* intubation attempt
. . If poor view of larynx optimise attempt by:
b EXtI’eme emel’genCIeS, « reducing/removing cricoid pressure
« external laryngeal manipulation
* repositioning head/neck
+ using bougie/stylet

Verify successful tracheal intubation

7 Success

Ventilate with facemask . .

Fail

g 1 [ Communicate with assistant ] FICCB0G WL sl 1t Sgey
Plan extubation

Ipnoinduttori Analgesici
Pppf 2mg/kg Fentanil 1-5 i

TiopentoneAmg/li\%\. . ';‘ ng/kg S altemaivel scope
iorilassanti * removing cricoid pressure

=Succinilcolina 1-1,5mg/kg 3 Intubation attempt only by experienced colleague
L J

Fail
Follow Algorithm 2 - obstetric failed tracheal intubation
% © Obstetric Anaesthetists' Association/Difficult Airway Society (2015) @:

=
2" intubation attempt
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Guidelines

Obstetric Anaesthetists’ Association and Difficult Airway Society
guidelines for the management of difficult and failed tracheal

intubation in obstetrics®

ML Muoshambi ' 5. M. Kinsell,® M. Popat,” H. Swales,” B K Ramaswamy,” A L Winton™ amd

A O O™

Anaesthesia 2015, 70, 1286-1306

Mushambi et al. | Guidelines for failed intubation in obstetrics

Master algorithm - obstetric general anaesthesia and failed tracheal intubation

Algorithm 1

Safe obstetric
general anaesthesia

Algorithm 2
Obstetric failed
tracheal intubation

Algorithm 3
Can't intubate,
can't oxygenate

Pre-inductiof{ planning and preparation

Rapid sequence induction
Consider facemask ventilation (P__ 20 cmH,0)

\

|

Laryngoscopy
(maximum 2 intubation attempts; 3¢ intubation
attempt only by experienced colleague)

Success

Verify successful fracheal intubation
and proceed
Plan extubation

-3

Declare failed intubation

Call for help

Maintain oxygenation

Supraglottic airway device (maximum 2
attempts) or facemask

Fail ‘

Is it essential/safe
to proceed with surgery

Success

Declare CICO
Give 100% oxygen

Exclude laryngospasm - ensure
neuromuscular blockade

Front-of-neck access

4

immediately?

{ Wake J [Proceed with surgeryJ
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Algorithm 2 - obstetric failed tracheal intubation

Declare failed intubation
Theatre team to call for help
Priority is to maintain oxygenation

Is adequate
oxygenation possible?

Follow Algorithm 3 Is it
Can’t intubate, essential/safe

can’t oxygenate to proceed with surgery
immediately?

[ Wake ] ( Proceed with surgery ]

% © Obstetric Anaesthetists’ Association/Difficult Airway Society (2015) @




The European Society

o Regiral ARSI ESRA ITALIAN CHAPTER | NATIONAL MEETING

& Pain Therapy P e
ESRA ITALIA 13-15 NOV 2025, NAPOL]

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;
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