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Spinal analgesia for labor

                                Protocol for Ridge Hospital, Accra, Ghana

The patient must have an intravenous cannula connected to a continuous intravenous fluid (normal saline or ringers lactate only).
If intravenous fluid of the patient already has oxytocin added, piggyback an additional intravenous fluid without oxytocin to it prior to spinal procedure.
Monitoring Patient before and after placement of spinal analgesia

Immediately before spinal placement maternal Blood pressure (BP) and heart rate (HR) and fetal heart rate (FHR) should be determined. Ask patient to empty bladder.
After spinal placement, maternal BP and HR and fetal heart should be checked every 5 minutes for 15 minutes (3 checks). 

Encourage mother to lie on her side.
Once it is determined that the mother and fetus are hemodynamically stable or after 15min, the maternal and fetal vital signs should be checked once an hour by midwife.

The parturient should have a vaginal examination every 2 hours until sensation returns. An examination should be done if the mother complains of rectal pressure or has a feeling of the need to have a bowel movement.

The patient should be warned not to get out of bed (ambulate) without the assistance of the midwife. Patient can stand up only if she can raise her leg straight up from the bed without bending her knees and crouch by bedside with midwife assistance (do a deep knee bend). If she cannot do these two tests, she needs to be transported to second stage room or theater in a wheel chair or trolley. 
Trouble shooting problems after spinal analgesia:

If systolic BP is less than 100 mmHg, the mother should be placed on her left side and the anaesthetist should be immediately called. Ephedrine (5 mg-10 mg) should be given intravenously until systolic BP is more than 100 mmHg. Intravenous fluid bolus of 500 ml should be given.    
If fetal heart rate is less than 100 per min, the patient should be placed on her left side and oxygen administered. The obstetrician should be notified. A 500 ml bolus of intravenous fluid should be given. If FHR does not increase the patient should be turned to the right side. Ensure BP is greater than 100 mmHg systolic. A vaginal examination should be done to provide fetal scalp stimulation and ephedrine (5-10 mg) can be given intravenously. 
If the patient complains of severe itching narcan 0.04 mg should be given IV (to achieve this dose, 1 ampule of naloxone should be diluted in a 10 ml syringe with sterile saline making up 0.04 mg per ml of naloxone)

Eligibility for spinal analgesia


The parturient must have good general health.

She must be at least 4 cm dilated and in established labor.

Patient must agree to plan of spinal analgesia and procedure;   Explain effects –  weakness of legs, duration, failure of procedure, potential complications (headaches).

The obstetrician should be aware and initiate the request for the service from the anaesthetist.

Contraindications to spinal anesthesia


Patient refusal


Unavailability of the required equipment documented above

Maternal hemorrhage with hypotension
(Estimated blood loss>one litre)

Significant bleeding/clotting disorders

Skin infection at the site of spinal insertion on the back

Febrile patients who are not receiving antibiotic therapy

Patients with evidence of significant fetal distress

Spinal analgesia protocol

Patient should have a functioning IV cannula and intravenous fluid in place.

The parturient should be sat up in bed with her legs extended on the bed, unless the anaesthetist requests the lateral position (the parturient should lie on her side with her back close to the edge of the bed).

Maternal vital signs should be taken and the fetal heart auscultated.

The blood pressure cuff should be left in place.

The spinal equipment should be prepared and include: 
Sterile sponges and a sponge forceps
Sterile bowl x2 – with sterilizing soap and spirit (alcohol solution)

One  25 G needle (blue) for skin infiltration*
One 18 G needle (green) as a guide
One 5 ml syringe

One 3 ml syringe

One pencil point spinal needle (25 or 27 G)
A sterile drape*
Sterile gloves




* = optional
Procedure

Identify site of insertion before putting on sterile gloves and mark site. Site should be at level of iliac crest (L3/4) or just below (L4/5)

The back should be prepped with cleaning solution three times. Clean up to 6 inches away from site in all directions
The skin should be anesthetized both superficially and deep with lidocaine.

The following medications need to be drawn up using sterile technique.
- In 5 ml syringe: 3-5 ml lidocaine for skin infiltration with 25 G 


needle.

- In 3 ml syringe, only one of the following options to be used

- 2.5 mg of plain bupivacaine (1/2 ml of 0.5%) 



Or 


- 1.25 mg of plain bupivacaine (1/4 ml of 0.5%) and 10-


12.5 mg pethidine (if ineffective, only increase bupivacaine 

to 2.5 mg)




Or 


- 2.5 mg of plain bupivacaine (1/2 ml of 0.5%) + fentanyl 


25 mcg (1/2 ml of fentanyl 50mcg/ml concentration).
- (Note: if plain bupivacaine is unavailable, heavy 



bupivacaine can be substituted but the duration of analgesia 


may be shorter with reduced spread)

 
- The spinal space should be entered using a pencil point needle. (note: the 18 g needle should be used only as an introducer) Once free flow of CSF is identified, the 3 ml syringe containing the spinal solution should be attached and 1ml of CSF aspirated into syringe before the whole content injected slowly into patient. 

- Every 5 min monitoring of BP, HR and fetal heart rate for 15 min.

- Midwife to follow midwife protocol for assisting anesthesia.

- Ask the patient her Pain Score (0 – 10) before and 5 minutes after spinal.

- Document in patient chart and database.

Post spinal monitoring

Immediately after spinal placement the parturient should lie on her left side. While she has spinal analgesia, she should not be allowed to lie flat on her back. The supine position (lying flat) allows the uterus to fall back and compress the major abdominal blood vessels (vena cava and aorta) and compromise the blood flow to the uterus and the parturient’s  heart, a problem made worse by the presence of the spinal. This can cause hypotension in the parturient or fetal bradycardia. 
Blood pressure should be taken every five minutes for fifteen minutes or until stable.

If BP is less than 100 systolic it should be immediately treated with 5-10 mg of ephedrine IV.

The fetal heart should be auscultated while the uterus is not contracting every 5 minutes x 3 after the procedure.

The mother should be instructed not to get up without assistance. 

After 2 hours, she should be encouraged to urinate in a bedpan. If she is unable, her bladder should be palpated to ensure that it is not distended. If distended, it should be catheterized. 
She should have a vaginal examination every 2 hours while she has spinal analgesia and is not feeling her contractions.

Possible complications

1. Hypotension – this usually occurs in the first 15 minutes after spinal placement but can occur after that – the patient should be observed closely. She may complain of dizziness or vomit if her BP has declined. The usual treatment is fluid and IV ephedrine 5-10mg. It is critical to make sure she is lying on her left or right side in the lateral position. 
2. Itching – most women will experience some itching – which is a usual side effect and does NOT mean she is having an allergic reaction. Usually, the itching subsides after 30 minutes. Occasionally it may be severe – this can be treated with a small dose of naloxone – 0.04-0.08 mg IV or 0.2 mg IM.

3. Respiratory depression – it is important to monitor for excessive sleepiness or decrease in breathing. Although very rare, a patient could experience respiratory depression after spinal opioid placement. If the rate of breathing falls below 10 per minute, naloxone 0.4 mg IV should be given immediately.  The patient should respond to this quickly if the spinal opioid narcotic is the cause. The anaesthetist should be notified immediately.  Administering oxygen is recommended until the patient is breathing at a normal rate.

4. Headache – spinal anesthesia carries a small risk of post dural puncture headache. This headache classically has a presentation of being postural – occurs when the patient stands up and resolves when they down.  It can also be associated with shoulder and neck pain, and rarely, double vision or hearing changes or loss. The usual treatment is bed rest, oral caffeinated fluids (cola, coffee) and pain medication. Regular doses of ibuprofen 800 mg every 6 hours are recommended. The anaesthetist should be notified if a woman complains of headache. A mobile phone number should be obtained for follow up of all patients.
IMPORTANT

Safety is Paramount

Sterility is Paramount
Keep procedure simple

Keep environment tidy
Our intervention must benefit and not harm our patients

Midwife Protocol for Assisting Anesthesia

Identify suitable parturient for spinal pain relief - The woman must have good general health, she must be at least 4 cm dilated and in established labor, and agree to plan of spinal analgesia.
BP, HR and fetal heart rate must be monitored before spinal analgesia. Encourage patient to use bedpan to empty bladder

Sit patient up and encourage patient – Many of our patients are afraid!

Encourage patient to curve her back like the shape of a banana – Makes procedure easier to do.
After procedure, place parturient on her side. Encourage her to only lie on side

Check BP, HR and fetal heart every 5 min for 15 minutes. After this, check every one hour.
If BP is less than 100 systolic or fetal heart is less than 100, inform anesthetist  IMMEDIATELY, place patient on her left or right side and increase IV drip. If instructed, ephedrine (5 mg) may be given IV. 
If pain is more than 6 and patient is not fully dilated, inform anesthesia

The patient should be warned not to get out of bed (ambulate) without the assistance of the midwife. Patient can stand up only if she can raise her leg straight up from the bed and crouch by bedside with midwife assistance (do deep knees bend). If she cannot do these two tests, she needs to be transported to second stage room or theater in a wheel chair or trolley). 
 PLEASE FOLLOW THESE INSTRUCTIONS THOROUGHLY SO OUR PATIENTS CAN EXPERIENCE GOOD AND SAFE CARE 
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