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Anatomy of the department: 
 
 
Labour ward  	 	 	= 6F  	Rooms 15 – 31, for higher risk deliveries  
 
Antenatal and delivery suite  	= 6E  	Rooms 1-14, for low risk deliveries and inductions  
 
Postnatal ward  	 	= 8F  
 
Antenatal clinics  	 	= 8E 
 
 
Obstetric theatres are located across the bridge from labour ward 
 
	Theatre 5   	= larger theatre at end of corridor; the emergency theatre  
	Theatre 6   	= smaller theatre; for elective LSCS lists or if a second emergency theatre is required 
 
Labour ward office 	 = by nurses’ station at top of 6F: holds the patient board and elective paper list 
 
	Labour ward seminar room =  opposite room 28-30 on 6F: for multidisciplinary handovers, teaching and audit 
 
Obstetric anaesthetic office =  Door on left, round the corner from the main entrance to labour ward (6F) 
Computer for departmental database entry and Anaesthetic Communication Board Leave this room locked when not occupied  
 
Obstetric HDU / recovery  = 	4-bed unit on link corridor between 6F and Obstetric theatres  

	 	 
  
 
	 	 	Contains 3 HDU beds and 1 recovery bay – can be used flexibly 

	Trolleys: 
 
 
 
	Outside antenatal high risk rooms: 
· PET trolley 
· Haemorrhage trolley 
· Cardiac arrest trolley 
 
· Epidural trolley (stocked by ODPs)  in treatment room opposite room 20 
Code for door: 2 & 4 together then 3 
Please keep stocked with OAA information leaflets and consent sheets  
· Sepsis trolleys – in treatment rooms on 6F, HDU and 8F 

	Drugs:  
	Drawn up in theatre fridges (see daily duties below) 

	 	 
 
	There is a post-partum haemorrhage box in the bottom basket of the fridges containing uterotonics  

	 
	 




Staffing of Labour ward and escalation pathway: 
 
· Daytime in–hours cover: 
· Consultant obstetric anaesthetist 07:30-20:00 Monday-Friday and 08:00-18:00 at weekends (carry DECT phone: 45634) 
· 2nd consultant Monday, Wednesday and Friday to cover elective LSCS list
· Advanced obstetric anaesthesia trainee  
· CT2 trainee to gain basic obstetric competencies 
· Occasional trainees undertaking intermediate or higher competency 
 
· The 1326 Obstetric Anaesthetic bleep is carried 24hr a day, either by the anaesthetic registrar
 
· Out of hours 
Bleep 1220 for senior anaesthetic assistance  
Bleep 1061 (Paediatric anaesthetist, also based on 6th floor) for extra pair of hands 
· Consultant on call after 20:00 weekdays and 18:00 weekends and bank holidays is the general consultant anaesthetist on call 	 
· ODPs:  Bleep 1128 is first on call Obstetric ODP  
 A second OPD is available on elective caesarean section days  
	 
 
 
Current Obstetric Anaesthetic Consultants at RLH: 
	

	 
	
	

	Matt Wikner  - Lead     
Sarah Wray – advanced trainees
Chris Sadler 
Mira Razzaque – Antenatal high risk
Steve Hallworth – Database
Tony Allnatt 
Parvesh Verma
Kara Bruce-Hickman

	
	James Noblet – College Tutor, ISSD
Monica Naik – College Tutor, HDU
Nusrat Usman – College Tutor and basic trainees
Omaima Glesa – Cardiac Obstetrics, ISSD
Joe Bellon
Duncan Mitchell
Stephen Barrett

 

	Contacts: 	 	 	 	Bleep:  
 
Obstetric Anaesthetic Registrar: 	1326 
	 
	Dect Phone: 

	Consultant Anaesthetist 	 	 	 Obstetric ODP:  	 	 	1128 
	 
	45634 

	Midwife coordinator:   	 	1462  
Obstetric SpR  	 	 	1437/ 1439 
Obstetric SSpR:  	 	 	1288 
Obstetric SHO:  	 	 	1311 
	 
	45636 

	Consultant Obstetrician 	 	 	 
	 
	45635 


	 
 	 	 
Daily duties and routine of 1326: 
 
Bleep 1326 is the duty anaesthetist immediately available for labour ward 24 hours a day 
 
Regardless of the activity in general theatres or trauma calls, the 1326 bleep holder must at all times be able to return immediately to labour ward 
 
Shift times and handover: 
 
· Anaesthetic Handovers between incoming and outgoing 1326 days and nights happen at 0730 and 1930 
 
· If you are in general theatres downstairs and only covering the evening shift on labour ward: 
Handover is from 1700-1730 –  please excuse yourself on time from your day list to come to Labour Ward and allow the Labour Ward day registrar to leave by 1730 
 
· Multidisciplinary handovers at the Labour Ward board happen at 0800 and 2000 

· Handover sheets are available in the anaesthetic office 
 
 
Daily duties of 1326: 
 
· To check the anaesthetic machine in both operating theatres at the beginning of each shift 
 
· Following handover, 1326 draws up the emergency drugs for theatre 5  
 
Drugs are drawn once/day in the morning, however should be checked at the beginning of each shift. The boxes should be labelled with the date / time / name / signature of person drawing them up 
 	 
 	Box 1 (GA drugs) 	  	 
 	 
· Predrawn Thiopentone 500mg in 20mL syringe 
· Predrawn Suxamethonium 100mg in 2mL syringe 
· Spare labelled Suxamethonium syringe and vial  
· Predrawn Atropine 600mcg in 2 ml
· Labelled Atracurium syringe and 50mg Ampoule 
 	 
 	Box 2 (Vasoactive drugs) 
 	 	 
· Phenylephrine 10mg added to 100ml bag of saline (100mcg/mL solution) labelled infusion – draw an aliquot into a 20mL syringe, label and attach a “curly-wurly” connector
· Predrawn Ephedrine 30mg (3mg/mL) in 10mL syringe
· Predrawn Meteraminol 10mg (0.5mg/mL) in 20mL syringe 
 	 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Box 3 (Epidural top
-
up drugs) YELLOW Dish
 
 
Do not pre
-
draw this Fast Mix Solution until it is required as it is unstable in solution: 
 
 
 
 
Lignocaine 2% 
 
20
ml ampoule
 
 
 
Sodium bicarbonate 8.4% 
 
10
 
ml ampoule
 
 
 
Adrenaline 1:10 000 
 
 
 
20
 ml syringe
 
 
 
1
ml syringe
 
 
 
Drawing up needle
 
 
Epidural Top
-
 Section
Ups for Caesarean
 
 
FAST MIX
 
Top
-
up mixture in 20 
ml syringe:
 

17
ocaine
ml 2% lid
 
1
ml 1:10,00
0
 adrenaline
 

 
2
ml 8.4% sodium bicarbonate
 
 

 
 
NOTE: To prevent the wrong drug being given by the wrong route, please ensure that you keep these 3 boxes of drugs physically separate 
In particular, local anaesthetic / epidural drugs MUST be kept in the dedicated YELLOW TRAY unless the syringe in connected to the epidural catheter.
 
 	 	 	 
· 1326 joins the obstetric team on the morning and evening ward rounds on 6F unless there is an emergency /epidural to attend to, and joins the multidisciplinary round on Obstetric HDU 
 
· To provide labour analgesia on the delivery suite as appropriate, and anaesthesia in the labour ward operating theatre for obstetric patients  
· Any requests for labour analgesia epidurals should be attended to promptly  (within 30 minutes, no longer than 60 minutes)  - Call for help from 1061 or 1220 if you are stuck in theatre 
· Bleep 1128 (ODP) to request assistance with positioning the patient and setting up equipment  
· The epidural trolley is stocked by the ODPs and kept in the locked store room opposite room  20 on Labour Ward 
· Consent forms for patient signature are in the obstetric anaesthetic  office/on the epidural trolley
· For labour epidurals, remember to document your epidural insertion in the patient’s yellow notes and enter all details onto the Obstetric Anaesthetic Database.
· For theatre cases, your written Anaesthetic Chart is the documentation for the procedure but please also enter details onto the Obstetric Anaesthetic Database
· For labour epidurals, add an “Obstetric Epidural Prescription” sticker to the PRN side of the patient’s drug chart.
 
· Complete the Computer  Database for all procedures:
 
· The Obstetric Anaesthetic database is accessed via:  	My Computer  I Drive  All Trust  Obstetric Anaesthetic  Database 

· o To log into the database, make sure the Username is blank and use Password:  CSE             

·  o Enter records for every procedure or theatre case – regional or GA section 
	 	 	 	 	 	GA sections have a separate pop up section to complete 
· Follow-up sticker needed for every patient to be placed on page 5 of the maternal postnatal (purple) notes
· Please tick box for “follow-up by anaesthetist” on database, if the patient needs follow-up (criteria for follow-up listed on wall by office computer). 
· Follow-ups should be seen the following day during day shift 
· Hand over any concerns to senior anaesthetist or incoming team, and highlight on the white board in the Anaesthetic Office
· Follow-up data must be transferred onto the Obstetric Anaesthetic Database.
  
 
· To ensure that the RCOG/RCA grading system for LSCS and the related decision to delivery times  are adhered to and discussed with the obstetric team: 
 
 
	Category 	  1:  	Immediate threat to the life of the woman or fetus  
· aim to deliver within 30 minutes 
  
Category 	 2: 	Maternal or fetal compromise which is not immediately life-threatening  
· aim to deliver within  60 minutes (ideally 30 minutes) 

Category 	3: 	No maternal or fetal compromise but needs early delivery  
· aim to deliver within 24 hours (ideally 12 hours) 
 
Category 	4: 	Delivery time to suit woman or staff 


 
 
 
· To ensure careful and complete records are maintained at all times 
· The anaesthetic chart should be completed in full
· When appropriate, records should also be written in the mother’s medical notes  or on CRS
 
· To ensure that maternity incident forms “Datix” are filled in on Intranet  and reported to Lead Obstetric Anaesthetic Consultant, Dr Sarah Wray
 
· To communicate with the consultant anaesthetist covering labour ward regarding any problems encountered or foreseen 
 	 
 


Elective Caesarean Section List: 
 
 
· There are 3 elective LSCS lists: 
· 3-4 section slots are on Tuesday, Wednesday and Thursday in Theatre 6  
· Dedicated anaesthetic consultant, ODP, Theatre and Obstetric team (separate from Labour Ward team) brief at 08:15 outside theatre 6 for whole team 
 
 
· A maximum of one elective LSCS case may be booked for Monday or Friday if the above slots are full.
· If more slots are required, all efforts will be made by labour ward management to provide an additional elective section list with separate staffing  
 
 	 
· No elective work is to be undertaken outside of normal working hours (after 18:00 on week days or at weekends) 
· If asked to anaesthetise for any elective work outside of normal working hours, please discuss with the general on call consultant anaesthetist  
 
 
· The elective list is pinned to the board on the wall of the midwives’ office, and as they arrive their room numbers will be on the main whiteboard 
· Beware of changes to the list not necessarily updated on the paper forms  
 
 
· Any trainee allocated to the elective list on CLW does not need to attend the multidisciplinary handover at 08:00, but should:  
· Assist the consultant anaesthetist in pre-assessing the elective LSCS patients
· double check up to date FBC and Group and Save 
· attend the team brief at 08:15 outside theatre 6  
  
The first elective patient should go to theatre on time at 08:30.
 

 Recovery of patients on Labour Ward 
 
· The 4 bedded HDU / Recovery unit is covered 24/7 with critical care trained nursing and midwifery staff 
 
· Patients post-theatre must be discharged to an appropriate area according to their needs:
· Either a recovery bay on HDU, or to remain in theatre until fully recovered
· No patient should ever be recovered in a labour ward room 
· If HDU/recovery is full, no patient can be moved and a theatre patient requires recovery, then the patient MUST remain in theatre 
· recovery care provided by the case midwife with the scrub nurse present to act as “runner” 
 
· Venous cannulae should be left in situ unless the anaesthetist requests otherwise 
 
· Handover from the anaesthetist to the recovery staff must convey 
· full clinical details 
· blood loss and concerns raised at “sign out” 
· fluid/infusion pump settings 
 
· Discharge criteria for a woman post-theatre 
 
	
	· A minimum duration of stay of  	20-30 minutes for regional and general anaesthesia  

	
	· The ability to maintain their own airway independently with protective airway reflexes present  	 

	
	· Satisfactory respiration and oxygenation (normally saturation greater than 95% on air)  	 

	
	· A return of their 	 optimum level of consciousness   

	
	· An optimum lev	el of comfort has been achieved  

	
	· The cardiovascular system is stable with no unexplained cardiac irregularity or persistent bleeding  

	
	· Specific values of pulse and blood pressure should approximate to normal pre-operative values or be at an acceptable level commensurate with the planned post- operative care 

	
	· Peripheral perfusion should be adequate 
· Temperature should be within acceptable limits
· Parturients should not be returned to the ward if significantly hypothermic
· Oxygen and IV fluids should be prescribed if appropriate


	
	

	
	



 
· If discharge criteria are not met, the patient should remain in recovery and the anaesthetist informed.   If there is any doubt as to whether a parturient fulfills the criteria, or there has been a problem during the recovery period, the obstetric anaesthetist must assess the patient and arrange transfer of the parturient to an appropriate area (HDU, ITU, theatre) 
 
· For any complicated deliveries, a joint post-operative care plan (obstetrician and anaesthetist) should be specified in the patient’s case notes 
 
· A fully recovered woman should vacate the monitored area to make room for the next patient.  The woman should not block this recovery space because there is no bed space available on the postnatal ward, but should be moved back onto labour ward. If there is no post-natal bed available, the woman should be temporarily moved back onto a labouring bed.
 
· The HDU is able to look after patients with invasive monitoring, check with the individual midwife/nurse caring for the patient that they are competent to manage invasive monitoring.
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