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1.0

Purpose of the Guideline

1.1

An on demand 24 hour epidural analgesia service for patients in labour should be
offered.

1.2

Where there are contraindications to siting of an epidural these must be sympathetically
explained by an anaesthetist.

1.3

Where there are medical reasons why an epidural is advisable this must be explained
carefully and sympathetically to the patient and her partner and informed consent for the
procedure sought.

2.0

Equality and Diversity

2.1

Mid Essex Hospital Services NHS Trust is committed to the provision of a service that is
fair, accessible and meets the needs of all individuals.

3.0

Indications

3.1

The indications for siting an epidural are as follows:
•
•
•
•
•
•
•
•
•
•
•

Proteinuric pregnancy induced hypertension
Twins, breech and premature infants
Inco-ordinate uterine actions and cervical dystocia
Trial of labour
Elective forceps or lower segment caesarean section (LSCS)
Cardiac or respiratory disease
Operative delivery when the stomach is known to be full
Operative delivery when there is a past history of intubation difficulties
Failure of conventional analgesia and impending loss of morale in an otherwise
normal or lengthy labour
Fear of repetition of a particularly painful experience in a previous labour
The patient’s wish to have a painless labour

4.0

Contraindications

4.1

The contraindications for siting an epidural are as follows:
•
•
•
•
•
•
•
•

Coagulation defects and treatment with low dose heparin
(Refer to the ‘Guideline for the management of women requiring antenatal
thromboprophylaxis’. Register number 08014)
Lack of resuscitation facilities
Lack of experience in anaesthetist, obstetrician or midwife.
Insufficient staff to adequately monitor and deal with possible complications
Unwillingness/lack of consent or inability to understand or co-operate with procedure
Uncorrected hypovolaemia or shock
Previous severe allergy to local anaesthetic
Explanation and written consent is required in patients with neurological disease or
previous spinal surgery
3

5.0

Care of the Patient with an Epidural in Labour

5.1

An epidural will ideally be sited on a patient whose cervix is fully effaced and 3cm dilated,
following discussion with the Labour Ward Co-ordinating midwife.

5.2

Prior to insertion of the epidural auscultate the fetal heart and check maternal blood
pressure, temperature, respirations and pulse, which should be documented on the
partogram if the patient is in established labour and on the Maternity early warning score
(MEOWS) chart, recording the MEOWS score in the labour care record booklet.

5.3

The patient’s pressure areas should be assessed using the Waterlow score assessment
chart and the midwife responsible for the patient should document the assessment
findings in the labour care record booklet.

5.4

Establish an intravenous (IV) infusion with a 16g cannula and pre-load the patient with
500ml Hartmanns solution or as per anaesthetist’s instructions.

5.5

Details of epidural insertion should be clearly documented on the epidural analgesia
chart and in the health care records.
(Refer to Appendix B)

6.0

Following Insertion of an Epidural

6.1

Continuous monitoring of the fetal heart should ensue.
(Refer to the ‘guideline for fetal monitoring in pregnancy and labour’. Register number
04265)

6.2

Check blood pressure (BP) and pulse every 5 minutes for 20 minutes after siting of
epidural and after each injection and thereafter every 20 minutes.

6.3

If the BP drops to a systolic of less than 100 mmHg, or if the patient feels faint, or if the
fetal heart rate changes dramatically carry out the following procedures:
•
•
•
•

Turn the patient onto her left lateral position
Give oxygen at 10 litres/minute by a reservoir mask
Increase the rate of the hartmanns’ intravenous infusion
Call the anaesthetist to review the patient

6.4

The anaesthetist will check the effacing and sensory level of the block 30 minutes after
the initial epidural dose and the midwife to check the level of the block 30 minutes after
top-ups and every hour when using an infusion. This is most easily done by putting ice
cubes onto the mother’s skin and finding the level at which there is a change in sensation
from simply wet to cold and wet.
(Refer to Appendix C)

6.5

The patient should empty her bladder before the insertion of the epidural and at least
every 4 hours afterwards. If there is persistent continuous lower abdominal pain, it may
be worthwhile encouraging the mother to empty her bladder or catheterise.

6.6

A dense motor blockade may produce difficulty in moving the legs. Reassess the mean
aterial pressure score (MAPS) and check the patient’s pressure areas and record
in the labour care record booklet to complete the Waterlow score assessment. All
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patients with reduced mobility should have their pressure areas checked hourly and
position changed appropriately.
6.7

If any skin areas are red the midwife responsible for the patient should document as such
in the labour care record and report findings on handover. The midwife should ensure
that the effected area and bedding remains clean and dry, that the women changes her
position at least 1-2 hourly and that the area effected is monitored during changing of
position.

6.8

For any pressure area damage identified the midwife responsible for the patient should
document as such in the labour care record, inform the Labour Ward Coordinator report
findings on handover and complete a risk management form electronically via Datixweb.

6.9

If pain returns, call the anaesthetist or a midwife trained in administering top-ups or, if an
infusion is being used, increase the rate as instructed below.

7.0

Topping-up the epidural

7.1

This procedure should be carried out by midwives who have been assessed a competent
to administer epidural anaesthetic top-ups.

7.2

Check the BP prior to the epidural top-up.

7.3

With the patient lying slightly onto her left side, aspirate while observing the epidural
catheter in the region of the puncture site, look for blood or CSF if there is none inject 3
mls of the local anaesthetic agent and if the blood pressure (BP) is satisfactory 5 minutes
later, give the rest of the top-up dose.

7.4

Check the BP in the usual way after the top-up.

7.5

Do not top-up more frequently than hourly. If in doubt, call the anaesthetist to review the
patient.

8.0

Procedure for Patient-controlled Epidural Analgesia (PCEA) on Labour Ward

8.1

The following equipment should be required:
•
•

Abbott Gemstar PCEA pump
250ml pre-mixed bags containing bupivacaine 0.1% with 2mcg/ml of fentanyl
(These are stored in the controlled-drug cupboard on labour ward)

8.2

Procedure - following epidural insertion, establish analgesia using preferred choice of
drug. Consider a 15ml bolus of the epidural solution, given by hand.
(This is also suitable as the test dose as it is equivalent to 3mls of 0.5% bupivacaine).
(Refer to Appendix A for detailed instructions)

9.0

Patient Monitoring

9.1

Blood pressure measurements should be recorded on the epidural assessment form
every 5 minutes for 20 minutes following loading and bolus doses. This form should be
retained securely in the patient’s health care records.

9.2

Sensory block height tested with ice or ethyl chloride every 30 minutes.
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9.3

Dermatomes - remember that a block higher than T6 in labour is dangerous and needs
prompt action. In addition, saddle anaesthesia is NOT produced by simply increasing the
height of the block.

10.0

Post Delivery Care

10.1

Remove the epidural catheter, note ‘blue tip’ present. If incomplete or damaged, save for
inspection by the anaesthetist.

10.2

Apply a sterile dressing or nobecutane to site of skin puncture.

10.3

The mother can be ambulant once full power and normal sensation has returned to her
lower limbs.

10.4

If a central spinal fluid (CSF) leak has occurred, this should be recorded by the
anaesthetist.
(Refer to the ‘Guideline for the management of accidental dural puncture’. Register
number 08077)

11.0

Complications arising from Epidurals

11.1

Failure to produce pain relief - epidurals may fail for a variety of reasons i.e. a blocked or
misplaced catheter.

11.2

One sided block - If the patient is topped up with the most effective side uppermost, lying
completely on her side the lower side may block with the next dose of drug. If this is not
effective then the epidural should be resited or cannula adjusted.

11.3

Missed segment - check that groin pain is not due to the woman having a full
bladder. If one top up with patient lying on side with unblocked segment lowest does not
work, infiltration over superficial nerve may help.

11.4

Perineal pain or forceps needed - give top up with the patient sitting upright,
provided blood pressure satisfactory.

11.5

Occipito-posterior and abnormal positions - pain often “breaks through” - if
effective epidural becomes ineffective consider something wrong with the labour or
displaced catheter.

11.6

If the pain relief is inadequate despite adequate top-ups then the anaesthetist should be
informed to review the epidural.

11.7

If toxicity occurs either due to excessive doses of local anaesthetic or due to
placement or migration of the catheter tip into an epidural vein. It is characterised by
twitching, restlessness, convulsions, hypotension and dysrhythmias. This is a serious
complication and necessitates ceasing epidural infusions or top ups and summoning the
anaesthetist.

11.8

Infection - epidurals must be sited using an aseptic technique and treated as a
potential entry point for micro-organisms. All dressing changes should be done with
adequate asepsis and all drugs should be injected via a filter. Epidurals should be
removed at the end of labour or caesarean section.

11.9

Neurological symptoms. Neurological symptoms occur moderately frequently after
childbirth whether epidurals are used or not. The most frequent lesion is caused by
6

pressure on the lumbo-sacral trunk by the head of the fetus; this results in a well
recognised pattern of weakness and altered sensation in the lower limb.
11.10 Due to the diagnostic problems which may occur, all patients with neurological deficits
following epidural, spinal or general anaesthesia should be referred to the anaesthetic
team.
12.0

Additional Information

12.1

Anatomy - the dura mater extends from the foramen magnum to the sacrococcygeal membrane with the dural sac ending at S2. The contents of the epidural space
are: nerve roots, a plexus of veins, spinal artery and its branches, lymphatics and fat.

12.2

Innervation of the Birth Canal:
Uterine body

-

Motor
Sensory

-

T 5-10 sympathetic
T 11 and 12 sympathetic

Cervix

-

Motor
Sensory

-

S 2-4 parasympathetic
S 2-4 parasympathetic

Vagina

-

No motor supply
Sensory
-

Upper - S 2-4 parasympathetic
Lower - S 2-4 somatic - pudendal
nerve

Perineum and Vulva - motor and sensory supply - S2-4 somatic - pudendal nerve and
perineal branch of posterior cutaneous nerve of thigh
(Refer to patient controlled epidural analgesia (PCEA) guideline for patient controlled
epidurals

13.0 Advantages of Epidural Analgesia
13.1

Outlined below are the following advantages of epidural analgesia:
•
•
•
•
•
•

Continuous, high quality analgesia providing more effective pain relief than opioids i.e.
pethidine injection
Analgesia selective for first and second stage
Alert, co-operative non-exhausted mother
Better placental blood flow
Can be used for lower segment caesarean section (LSCS)
No risk of pulmonary aspiration of gastric contents

14.0

Disadvantages of Epidural Analgesia

14.1

Outlined below are the following disadvantages of epidural analgesia:
•
•
•
•

It is only available in obstetric units
Hypotension can occur – intravenous infusion required
Loss of motor power - immobility (can be aided by lower doses)
It will be accompanied by a more intensive level of monitoring and intravenous access
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•
•
•
•
•
•
•
•

•

High level of skill needed to initiate
Small risk of dural puncture and spinal headache
The patient must not lie supine nor be left alone
May prolong labour if initiated too early but patients who desire regional anaesthesia
should not be denied it, including patients experiencing severe pain in the latent first
stage of labour
May be ineffective if initiated too late
Increase in use of oxytocin to augment labour significantly associated with
instrumental birth
Loss of bearing down reflex if high concentrations used which may lead to need for an
instrumental delivery
Instrumental rate is higher in patients having epidurals, but remember that the majority
of situations in which they are used would expect a higher incidence of forceps
anyway and many patients can have spontaneous vaginal deliveries with an epidural
if lower concentrations are used and motor power and some sensation is maintained.
Many of these patients are less exhausted and able to push with a midwife helping
her to time her efforts
Modern epidural solutions contain opioids and, whatever the route of administration,
all opioids cross the placents and in larger doses (greater than 100 micrograms in
total) may cause short term respiratory depression in the baby and make the baby
drowsy

15.0 Staffing and Training
15.1

Anaesthetists practicing in the obstetric area will have had a thorough theoretical training
and will on average have completed between 50-100 epidural procedures.

15.2

These anaesthetists will be at the level of ST3 and above.

15.3

On commencement of placement in the maternity unit, anaesthetic registrars are
supervised for the first 3-4 weeks, allocated daytime duties with access to a consultant
anaesthetist during that period.

15.4

Anaesthetists performing epidurals should be aware of the guidelines for managing
accidental dural puncture.

15.5

All midwifery and obstetric staff are to ensure that their knowledge and skills are
up-to-date in order to complete their portfolio for appraisal.

16.0

Infection Prevention

16.1

All staff should follow Trust guidelines on infection prevention by ensuring that they
effectively ‘decontaminate their hands’ before and after each procedure.

16.2

All staff should ensure that they follow Trust guidelines on infection prevention. All
invasive devices must be inserted and cared for using High Impact Intervention
guidelines to reduce the risk of infection and deliver safe care. This care should be
recorded in the Saving Lives High Impact Intervention Monitoring Tool Paperwork
(Medical Devices).
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17.0

Audit and Monitoring

17.1

Audit of compliance with this guideline will be considered on an annual audit basis in
accordance with the Clinical Audit Strategy and Policy, the Maternity annual audit work
plan and the NHSLA/CNST requirements. The Audit Lead in liaison with the Risk
Management Group will identify a lead for the audit.

17.2

The findings of the audit will be reported to and approved by the Multi-disciplinary Risk
Management Group (MRMG) and an action plan with named leads and timescales will
be developed to address any identified deficiencies. Performance against the action plan
will be monitored by this group at subsequent meetings.

17.3

The audit report will be reported to the monthly Maternity Directorate Governance
Meeting (MDGM) and significant concerns relating to compliance will be entered on the
local Risk Assurance Framework.

17.4

Key findings and learning points from the audit will be submitted to the Patient Safety
Group within the integrated learning report.

17.5

Key findings and learning points will be disseminated to relevant staff.

18.0

Guideline Management

18.1

As an integral part of the knowledge, skills framework, staff are appraised annually to
ensure competency in computer skills and the ability to access the current approved
guidelines via the Trust’s intranet site.

18.2

Quarterly memos are sent to line managers to disseminate to their staff the most
currently approved guidelines available via the intranet and clinical guideline folders,
located in each designated clinical area.

18.3

Guideline monitors have been nominated to each clinical area to ensure a system
whereby obsolete guidelines are archived and newly approved guidelines are now
downloaded from the intranet and filed appropriately in the guideline folders. ‘Spot
checks’ are performed on all clinical guidelines quarterly.

18.4

Quarterly Clinical Practices group meetings are held to discuss ‘guidelines’. During this
meeting the practice development midwife can highlight any areas for future training
needs will be met using methods such as ‘workshops’ or to be included in future ‘skills
and drills’ mandatory training sessions.

19.0

Communication

19.1

A quarterly ‘maternity newsletter’ is issued to all staff to highlight key changes in clinical
practice to include a list of newly approved guidelines for staff to acknowledge and
familiarise themselves with and practice accordingly. Midwives that are on maternity
leave or ‘bank’ staff have letters sent to their home address to update them on current
clinical changes.
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19.2

Approved guidelines are published monthly in the Trust’s Staff Focus that is sent via
email to all staff.

19.3

Approved guidelines will be disseminated to appropriate staff quarterly via email.

19.4 Regular memos are posted on the guideline and audit notice boards in each clinical area
to notify staff of the latest revised guidelines and how to access guidelines via the intranet
or clinical guideline folders.
20.0

References
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Appendix A
Procedure for Patient-controlled Epidural Analgesia on Labour Ward
The following instructions should be adhered to:
•

Program the pump to deliver a 10ml bolus with 30 minute lockout and no background
infusion. (In conjunction with the Abbott Gemstar System Operating Manual)

•

Switch on pump (White button) Unit will self test

•

If using batteries, press enter to confirm

•

Current therapy: Press options (allowing you to unlock and re-program pump)

•

Press 3 for keypad lock and 3 for full lock and enter lock sequence number (13000)
The keypad is now unlocked

•

Press change and 3 for new program

•

Press 2 for bolus only

•

Press 3 for select ml

•

Program a loading dose? Press number

•

Set bolus dose: 10ml and press enter when done

•

Bolus lockout: 30 minutes and press enter when done

•

Press 4 for number limit selected

•

Container size: Press 230 ml and enter

•

Air sensitivity: Press 1 for on

•

To review program scroll down with white triangle

•

Press enter when review is completed (program will be saved)

•

Prime the infusion set

Priming the Infusion Set
•

Use the Gemstar intravenous (IV) pump set, which comes in two separate halves,
which are then joined by a luer lock connection and follow the instructions outlined
below:

•

Hold the Infusion bag with administration port pointing towards the ceiling and insert
the piercing pin of the proximal line

•

Squeeze infusion bag firmly to eliminate air and prime proximal line fully
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•

The infusion line can be closed to prevent leakage by pressing the other white button
or by using the slide lock

•

To prime the distal line, connect the luer lock and load the IV pump set by inserting
the cassette with the white buttons facing the pump

•

Press the cassette in firmly to lock in place (two clicks). (To release the cassette,
press the black button on the top of the Pump)

•

Press the purge button

•

Press yes to purge the set, then push and hold the purge key to eliminate all air from
the distal line

•

Prime complete: Press yes

•

Hang infusion bag on hook and lock the transparent container

•

Connect patient control button and mains supply to underside of pump (3VDC and
bolus respectively) the green power light will illuminate.

•
•

Press start to Infuse
Lock keypad? Press yes

•

Press 3 for full lock

•

Enter lock sequence number (13000); pump is now ready for use.

Additional operating pointers are as follows:
•

To turn off pump, depress and hold the white button

•

When the pump is turned off during locked mode it is necessary to unlock the keypad
before re-programming the pump when it is next used

•

To unlock keypad: press options: press 3 for keypad lock: press 3 for full lock: enter
lock sequence number (13000).

•

To scroll back when entering program: Press back-up.

To deliver an Additional Bolus Dose of Epidural solution via the pump:
•
•
•
•
•
•

Unlock the keypad
Press stop
Press yes, immediately followed by 0
Press yes to program a loading dose
Set loading dose and press enter
Press yes to deliver loading dose
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Appendix B

Record of Epidural Form
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Appendix C
Epidural Record Sheet
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