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Introduction: The optimal protocol for epidurals in labour remains
unknown. Our institution aims to introduce a programmed intermittent
epidural bolus (PIEB) protocol. We prospectively reviewed our PCEA
(10mL bolus, 20 min lockout, no background infusion, 0.1% bupiva-
caine and fentanyl 2 lg/mL) service for labour to see if there was a need
for improvement and change.

Methods: After receiving hospital audit committee approval, we col-
lected prospective data over two months including patient demograph-
ics, cervical dilatation, maternal satisfaction scores, breakthrough
pain, need for anaesthetic troubleshooting, degree of mobility, mode
of delivery and whether women would like an automatic top-up.

Results: Forty-nine women with a mean age of 32 ± 4.9 years and
body mass index of 25 ± 5.8 kg/m2 were included. Epidurals were sited
by trainee anaesthetists in 93% of cases at an mean cervical dilatation of
3.8 ± 2.1 cm with only 8.5% epidurals sited at >7 cm. 44.9% of women
said the epidural wore off at some point. An anaesthetist was asked to
troubleshoot the epidural in 32.7% but only 8.5% of epidurals were
re-sitied. Subjectively, 51% patients reported that they were not mobile.
Overall, 85% women scored their satisfaction as P7/10 and 91.8%
reported they would have an epidural again. 26.5% of women had a
spontaneous vaginal delivery, 36.7% had an instrumental delivery and
34.7% proceeded to caesarean section.

Discussion: Our epidural satisfaction rate is below the Royal College
of Anaesthetists’ standard (98%) suggesting a need for improvement.1

We have a high degree of breakthrough pain with need for anaesthetic
troubleshooting perhaps due to a high number (93%) of trainee opera-
tors2 and need for anaesthetic administered top-ups (14%).3 Our re-site
rate meets the standard of <15%.1 Motor block occurs in over half.
Operative vaginal deliveries are high at 36.7% compared with UK rates
of between 10 and 13%,4 possibly explained by our high- risk patient
cohort. With 63% women reporting they would like an automatic top
up, the introduction of PIEB has the potential to improve breakthrough
pain, maternal satisfaction, motor block and instrumental delivery rate.5

A re-audit is planned using a PIEB protocol to allow comparison against
PCEA.
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Introduction: COVID-19 is an international public health emergency
leading to dramatic shifts in health care. The main challenges for

obstetric anaesthesia have been rapidly changing theatre pathways,
measures implemented to prevent spread of infection and use of per-
sonal protective equipment (PPE).1 We investigated how the pandemic
and resulting measures influenced the choice of anaesthetic technique
for caesarean section (CS) and compared practice to RCOA standards
and pre-COVID performance at the University Hospitals of Leicester
(UHL).2

Methods: Data were collected retrospectively from the Euroking E3
database from both maternity units in UHL covering the period from 30
March 2020 to 18 May 2020 for all women undergoing CS. Findings
were compared to RCOA standards for the proportion of regional anaes-
thesia (RA), conversion rates and targets for decision-to-delivery time.
Results were also compared to a recent audit of local practice enabling
us to directly identify the impact of the pandemic.

Results: Data from 395 patients were included. 97.5% of CS were
performed under RA. Although there was an increase in the proportion
of category 1 CS done under RA (87.1%), there was also an increase in
the RA to general conversion rate (6.5%). Mean decision-to-delivery
time was 28 min with 68% of deliveries done within the recommended
30 min interval. No significant changes in anaesthetic technique or con-
version rates appeared in categories 2-4 CS.

Figure: Regional anaesthesia conversion for category 1 CS
Discussion: An unchanged proportion of RA in categories 2-4 CS

reflected adherence to RCOA standards and widespread preference of
RA. In the pandemic, the upward trend in RA for category 1 CS was
attributed to early active encouragement of epidurals for labour and
choosing regional as a default option unless contraindicated to minimise
delays due to PPE. Failure to meet decision-to-delivery time standards is
largely due to the pandemic-induced changes in theatre pathways and
their rapid evolvement at the beginning of the pandemic. No short- term
clinical impact on the mothers or the neonates was noted during the
audit period.
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