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Obstetric patient vs. Obstetric anaesthetist 

 Knowledge (physician) 

  

 Skills  

  

 Communication – MDT 

  

•Complex medical conditions 

 

•Maternal age/IVF choices 

 

•Higher expectations 

 

•Prepared to get pregnant against 
doctors advice 

 

•Those who survive against all odds 
come back again 

 

 



IVF – in 73yr old woman 
Successful twin delivery 

In The ‘i’  
7th September 2019 



Imagine you are on call and this patient 
comes in for emergency CS….. 

48yr old 

BMI 48 

Endstage renal failure (HD/RT)  

BBI 

Hypertrophic cardiomyopathy 

Previous laparotomy 

Thyroidectomy/DVT 

IVF/Pregnant with twins 

  



Advances in Obstetric anaesthesia? 

1. Management of spinal hypotension 

2. Use of uterotonics 

3. Enhanced maternal care 

4. Obesity   

5. Cardiac diseases 

6. Airway management 

7. Abnormal placentation 

8. PDPH 

 

1. MDT in Obstetrics 

2. Ultrasound in obstetric anaesthetic 

practice 

3. Maintenance of epidural analgesia – 

PIEB/CIPCEA 

4. Exit procedure and intra-uterine 

fetal surgery 



1st line drug – alpha agonist 
Phenylephrine  - Infusion of 100 mcg/ml at 15 - 30 ml/h  (25–50 mcg/min). 
  - Boluses 50 – 100 mcg 
 
 

Management of spinal hypotension 
Consensus statement - 2018 



Oxytocin boluses:      1-3 iu 

 

Carbetocin:             100 mcg 

 

Move onto 2nd line drugs 

Uterotonics  
International consensus statement - 2019 



Care of the critically ill woman 
Enhanced maternal care 

Key messages of document 

Staff and  teams   

 - Named lead for enhanced maternal care  

 - Obs team review ITU Pt every 24hr  

 

Education and training – competencies 

 

EWS - modified for Obs 

 

Where care is delivered – LW or ITU  



Advances in Obstetric anaesthesia? 

1. Management of spinal hypotension 

2. Use of uterotonics 

3. Enhanced maternal care 

4. Obesity   

5. Cardiac diseases 

6. Airway management 

7. Abnormal placentation 

8. PDPH 

 



Why Obesity? 

+ Obesity (30%) 



Super morbid obesity 

Age: 27 

Weight: 226Kg BMI 72 

 

Antenatal MDT - plan 

•Elective CS under RA 

•Main theatres 

•Extra theatre staff and 
equipment 

•HDU post-op 



Consent 

Category 1-2 CS 

https://www.google.co.uk/imgres?imgurl=http://img.thesun.co.uk/aidemitlum/archive/01965/A_woman_so_FAT_she_1965888n.jpg&imgrefurl=http://www.thesun.co.uk/sol/homepage/news/5591378/54st-mum-bids-to-slim-and-wed-her-20-year-old-toyboy.html&docid=3nMHPH23tKgRUM&tbnid=VTmXfyOXUGKwsM:&w=620&h=348&bih=774&biw=1244&ved=0ahUKEwi72LuE0dTNAhULI8AKHXDuCh8QxiAIAygB&iact=c&ictx=1


Failed inductions 

The effect of maternal obesity on the rate of failed induction of labour 
Wolfe KB, Rossi RA, Warshak CR  AJOG 2011 

13% vs 29% 



CMACE 2010 
Mode of delivery vs obesity 

_________________________________________ 

                UK 35-39.9    40-49.9      ≥50 

_________________________________________ 

 

SVD         62.4     56.6         52.9          47.9 

 

Instrum 12.1     8.5             6.4            5.8 

 

CS 24.6     34.7         40.4           45.8 

_______________________________________________________ 



Super morbid obesity - BMI 72 

Emergency admission on a Saturday  

Reduced FM 

Unable to pick up baby’s HR on CTG properly 

 



Case  – BMI 72 
New Plan 

Called for more help 

US (depth- 10.5cm) 

CSE (depth 11cm) 

Anaesthesia uneventful 

Obstetrician – shoulder injury 



RA in the obese 
parturient 

Ultrasound 

Iliac crest/sacrum 

Level of spine 

Midline 

Depth – 8cm vs 11cm Tuohy needle 

Angle of needle 

Skin markings 

 

Tips:  Mark 2 levels 

 Do the US yourself 

 

 



Surgery in the obese parturient 



Alexis O-Ring 



Alexis O-Ring 



Cardiac disease in pregnancy 



Types of cardiac diseases 

Congenital :  
Shunts (TOFs, Eisenmenger, TGA) 

Valve lesions  

Pulm HT 

 

Acquired: 
IHD 

Cardiomyopathy 



Ischaemic heart disease 

 
24yrs old, previous 1 NVD 

Previous recent MI &  Stent  

Frequent ‘Angina’ 
Significant SOB - 12 yards 
Cocaine and Heroin abuser 
Still smoking 60/day 



Emergency Admission 

Pregnant against medical advice 
 

27 weeks – twins   
 
CCF 
  



Plan 

MDT meeting 

Deliver by CS at 32 weeks 

Cardiac centre 

  

  



Anaesthetic plan 
  

Sequential CSE  

• 1ml 0.5% Heavy Bupivacaine 

• 25mcg Fentanyl 

• Incremental epidural 0.5% levobupivacaine total 9 mls 

over 20 mins 

No Syntocin 

 



Anaesthetic 

 Uneventful Anaesthetic 

 Discharged home 12 days post op 

 Result: 

 Anaesthetists stressed 

 Patient – happy and refused sterilisation 



Obstetric anaesthesia and cardiac 
disease – IJOA 2019 

Cardiac conditions 

Physiological effects of pregnancy 

Anaesthetic goals 

Risk stratification 
 



Anaesthetic management of patient with 
ischaemic heart disease 



Anaesthetic options 

1. Sequential CSE  

2.5 – 5 mg hyperbaric Bupiv (0.5-1ml) + 15-
25 mcg fentanyl 

 

2. Spinal catheter - CSA 

 

3. GA   Opiates/TOE 

 

 



Uterotonics 

Oxytocin – avoid if possible /infusion 

Misoprostol – OK but may not be sufficient  for  PPH 

X Ergometrine – avoid 

X Carboprost avoid esp Right heart sided (Increases PAP) 



Airway management  



Obstetric airway morbidity and mortality  
 
Incidence of FI 
    

 All obs cases 1   :      390  
 CS    1   :      443 
 General   1   :    2,000 

Mortality  
              
 Obs GA  1     :   43,000 
 NAP4  1     : 180,000 
 FI   1     :   90-102 
 
FON incidence 
   
 Obs GAs         1    :   30,000  
 General   1    :   50,000 
 FI  1    :          60  

 



Airway challenges 

Unanticipated difficult airway 

 

Anticipated difficult airway 



Management of the unanticipated difficult airway in the 
pregnant woman.  

 
Obstetric Difficult Airway Guidelines   

2015 



Success 

Algorithm 1 - safe obstetric general anaesthesia 

Pre-theatre preparation 

Airway assessment 
Fasting status 
Antacid prophylaxis 
Intrauterine fetal resuscitation if appropriate 

Plan with team 

WHO safety checklist / general anaesthetic checklist 

Identify senior help, alert if appropriate 

Plan equipment for difficult / failed intubation 

Plan for / discuss: wake or proceed with surgery (Table 1) 

Rapid sequence induction 

Check airway equipment, suction, intravenous access 
Optimise position – head up / ramping + left uterine displacement 
Pre-oxygenate to FETO2 ≥ 0.9 / consider nasal oxygenation 
Cricoid pressure (10 N increasing to 30 N maximum) 
Deliver appropriate induction / neuromuscular blocker doses 
Consider facemask ventilation (Pmax 20 cmH2O) 

Follow Algorithm 2 – obstetric failed tracheal intubation 

Verify successful tracheal intubation  

Proceed with anaesthesia and surgery 

Plan extubation 

1st intubation attempt 

If poor view of larynx optimise attempt by: 
• reducing / removing cricoid pressure 
• external laryngeal manipulation 
• repositioning head / neck 
• using bougie / stylet 

2nd intubation attempt 

Consider: 
• alternative laryngoscope 
• removing cricoid pressure 

3rd Intubation attempt only by experienced colleague 

Ventilate with facemask  
Communicate with assistant 

Fail 

Fail 

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



Airway challenges 

Unanticipated difficult airway 

 

Anticipated difficult airway 



 

Conradi Hunermann syndrome 
 

Short stature 

Kyphoscoliosis 

Midfacial hypoplasia, low nasal bridge. 

 

 

 

 

 

 



Conradi Hunermann syndrome 

20 yr old 

Spinal ops aged 4 and 6 years  

G8 P0 (7 miscarriages) 

DNA clinic appointments 

 



Anaesthetic assessment 
 

33/40 - preterm labour 

A potential very difficult airway 

 Airway-MP 3 

 Poor neck extension. 

 Short neck. 

 High larynx with TMD<6.0 



MRI 

MRI – Arnold Chiari Malformation with  

     upper cervical syrinx. 

Cerebellar tonsils herniating through  

    foramen magnum to C2. 





X 



Continuous spinal catheter 
anaesthetic (CSA) 

 Pajunk Intralong, 22G Spinal needle with 27G 

catheter 

  1.2mls of 0.5% heavy bupivacaine and 25mcg  

fentanyl 

 Spinal catheter threaded 3.0cms into space. 

 Bilat T4 block to cold and neurotip 

 No PDPH/No new neurological changes 



Second pregnancy 

 

9 months later 

32 /40 presented to A+E  

Overdose of NSAIDs and antidepressants 

No NNU beds, so in-utero transfer 

Receiving unit, decelerations were noted on the CTG 

 



Third pregnancy 

 

Changed hospitals 



Haemorrhage 



Placenta accreta spectrum  

Other risks: 
 

• Maternal age >35yrs 
• IVF 



MDT planning and preparation 

USA/2017 



Case report 

26yr old  - BMI 48 

7 Prev CS ( last CS - adhesions +++) 

Old burns to face, neck and chest 

Very limited neck movement & MO 

Ant Placenta praevia – confirmed on MRI 

 

   Risk of Placenta accreta = >67% 
  



Anaesthetic technique 

•CS under CSE 

•4 units blood ready 

 

 

•Placenta percreta 

 

•What would you do next? 

•Closed and planned to come 
back 2/7 later 

 
 



2nd attempt 
 

• Internal iliac catheters under LA 

•Cell salvage 

•Awake intubation with videolaryngoscope 

•MOH 
 4L EBL 
 6 units blood, 2 units FFP, 1unit platelets 
 1L cell salvaged blood 
 Hysterectomy 



Internal iliac catheter balloons 

Concerns  
 
 Benefits 
 Maternal limb ischaemia 
 Internal/common iliac thrombosis 
 Fetal compromise 
 Fetal radiation 



Occlusion vs no occlusion 

Retrospective - 1985 - 2014 
 
    Blood loss 
__________________________________________ 
No occlusion   3.7 +/- 2.9 L 
Internal iliac artery ligation  4.1 +/- 1.9 L 
Common Iliac balloon catheter 2.0 +/- 1.6 L 
 
Fetal radiation exposure 29 +/- 25 milliGray (mGy) 
(Max allowable <100) 

Prospective observational 



Comparison between prophylactic balloon 
catheters (PBC) and control group 

   PBC  Control  P 

__________________________________________________________________ 

Numbers   13  14 

RBC   5.2 ±6.2  4.1±3.8  0.9 

FFP   2.8 ±5.4  1.7 ±2.7   .84 

Cryo   0.8 ±2.8  0.7 ±2.7  .99 

Calc. blood loss  4.95 ±5.0 4.7 ±3.4  .72 

Hysterectomy  6 (40%)  7 (50%)  .84 

___________________________________________________________ 

Salim R, Chulski A, Romano S, Garmi G, Rudin M, Shalev E. 
Obstet Gynecol 2015;126:1022–8. 

Prospective randomised 

No difference in use of blood products 

and calculated blood loss 



Complications of  
Prophylactic balloon catheters 

2 women (15.4%) in PBC group had reversible complications 

 

 

Right common iliac artery thrombosis requiring embolectomy 

 

1 – leg weakness and pain resolved  before discharge 

1 – Buttock claudication 2 weeks post discharge, resolved 5 days post 

re-admission  

Salim R, et al Obstet Gynecol 2015;126:1022–8. 



RCOG guidance 

When is interventional radiology indicated? 
Larger studies are necessary to determine the safety and efficacy of interventional 
radiology before this technique can be advised in the routine management of 
placenta accreta spectrum. 



Dural tap and PDPH 
2009 MBBRACE 

•Two deaths after dural tap 

•Deaths from cerebral vein thrombosis and 

subdural haematoma 

•Poor communication/Inadequate follow up 

•OAA survey  

•OAA working party on guidance on treatment 
  



 

Treatment of PDPH Guidance  IJOA 

2019 



PDPH 

•Bed rest  -  not prolonged – DVT 

•Oral/iv fluids – Normal hydration 

•Simple oral analgesics –   

         Paracetamol/NSAIDs/Weak opioids 

•Stronger opioids – if simple analgesics fail 

•Caffeine - ?efficacy 

Conservative and pharmacological  management 



Epidural blood patch guidelines 

•>48 hr better success 

•Use of a check list (check last dose of anticoagulant) 

•Follow up and inform GP 

 

•Written informed consent (OAA leaflet) (50-80% success) 

•Level of EBP – same level or space lower 

•Blood volume – Aim for 20ml 

•Blood cultures – No 

•Position after EBP - ?evidence -  1-2hr supine 



•Headache within 5 days of lumbar 

puncture (Incl ADT) 

•Caused by CSF leak 

•Accompanied by neck stiffness ± 

hearing symptoms 

•Resolves within 2 weeks or after EBP 

  

• 18 month follow up 
• 45 women with DT 
• 39 followed up 
• 12 headache at 18 months 
• 6 new onset 
• 6 worsening of headache 
• 30% chronic headache rate 

International Headache Society (IHS) PDPH 
 





Obstetric patient vs. Obstetric anaesthetist 

 Knowledge (physician) 

  

 Skills  

  

 Communication – MDT 

  

•Complex medical conditions 

 

•Maternal age/IVF choices 

 

•Higher expectations 

 

•Prepared to get pregnant against 
doctors advice 

 

•Those who survive against all odds 
come back again 

 

 



 

Thank you 





Success 

Algorithm 1 - safe obstetric general anaesthesia 

Pre-theatre preparation 

Airway assessment 
Fasting status 
Antacid prophylaxis 
Intrauterine fetal resuscitation if appropriate 

Plan with team 

WHO safety checklist / general anaesthetic checklist 

Identify senior help, alert if appropriate 

Plan equipment for difficult / failed intubation 

Plan for / discuss: wake or proceed with surgery (Table 1) 

Rapid sequence induction 

Check airway equipment, suction, intravenous access 
Optimise position – head up / ramping + left uterine displacement 
Pre-oxygenate to FETO2 ≥ 0.9 / consider nasal oxygenation 
Cricoid pressure (10 N increasing to 30 N maximum) 
Deliver appropriate induction / neuromuscular blocker doses 
Consider facemask ventilation (Pmax 20 cmH2O) 

Follow Algorithm 2 – obstetric failed tracheal intubation 

Verify successful tracheal intubation  

Proceed with anaesthesia and surgery 

Plan extubation 

1st intubation attempt 

If poor view of larynx optimise attempt by: 
• reducing / removing cricoid pressure 
• external laryngeal manipulation 
• repositioning head / neck 
• using bougie / stylet 

2nd intubation attempt 

Consider: 
• alternative laryngoscope 
• removing cricoid pressure 

3rd Intubation attempt only by experienced colleague 

Ventilate with facemask  
Communicate with assistant 

Fail 

Fail 

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



Cardiac disease risk scoring in pregnancy 

 

 

1. CARPREG I 

2. CARPREG II 

3. ZAHARA  

4. WHO 



CARPREG II risk score 

✔ 
✔ 

✔ 

✔ 

>4  = 41% risk of cardiac complications 
IHD Pt total score = 10 



 
 Myometrial contractility 

  

Studies suggest that obesity results in impaired myometrial 

contractility  and that leptin, which is released by adipose tissue, 

may contribute to inhibit uterine contractions. 
 

 

 

 

  

 

Moynihan AT, Hehir MP, Glavey SV, Smith TJ, Morrison JJ. Inhibitory effect of leptin on human uterine contractility in vitro. American 
Journal of Obstetrics and Gynecology 2006; 195: 504-509.  



PDPH – conservative treatment 
No evidence 

•ACTH 

•Steroids 

•Gabapentinoids 

•DDAVP 

•Aminophylline 

•Neostigmine 

•etc 

 



 
 
 

Patients with Arnold Chiari 
 

•Some patients are undiagnosed 
(20%) 

 

•Mode of delivery 

 CS or avoid prolonged 
 labour 

•Type of anaesthetic/ analgesia 



Analgesia and anaesthesia in 
patients with Arnold Chiari 

 RA/GA 

 Case reports assoc with RA  

 1992 – Spinal – PDPH/visual 
changes – EBP – MRI – ACM 

 1993 – ADT – new neurological 
signs – MRI showed ACM – 
occipital decompression 

 When EBP fails, consider ACM 

Barton JJ Ann Neurol 1993;33:418-21 
Hullander Anesth Analg 1992;75:1025-6 



ITC for prevention of PDPH 
   ITC   No ITC 

_______________________________________________________________________ 

N   35   30  

PDPH   24 (69%)   16 (53%) 

EBP   15 (43%)     8 (27%) 

_______________________________________________________________________ 

EBP    ITC   <24hrs  6/11    

  >24hrs  0/2 
 

Concerns 

Increased anaesthetic workload 

1 ITC had catastrophic high block with CVS collapse and LOC 

3 ITC vs 1 ER  had conversion to GA 

Safety concerns over having ITC for >24hrs 
      Lau HY IJOA 2019;39 S1:S45 

      Duraisamy K IJOA 2019; 39 S1:S46 
      


