
Chronic	pain	a+er	caesarean	sec.on	is	an	important	problem.	22%	of	pa.ents	experience	ongoing	
pain	 a+er	 one	 year,	 with	 severe	 pain	 in	 the	 immediate	 postopera.ve	 period	 a	 risk	 factor	 for	
developing	 chronic	 pain1.	 NICE	 recognised	 that	 evidence	 for	 pa.ent	 controlled	 analgesia	 vs	 oral	
analgesia	 following	 caesarean	 sec.on	 under	 general	 anaesthe.c	 is	 scarce2.	 	 Standard	 care	 as	
recommended	in	our	ter.ary	centre	a+er	LSCS	under	general	anaesthe.c	includes	abdominal	wall	
blocks,	pa.ent	controlled	analgesia	with	morphine,	 regular	paracetamol	and	 regular	 ibuprofen.	A	
previous	review	in	our	hospital	demonstrated	that	morphine	PCAs	are	rou.nely	taken	down	within	
24	 hours,	 with	 50%	 being	 taken	 down	 a+er	 pa.ent	 request.	 Reasons	 cited	 at	 that	 .me	 were	
unwanted	 side	 effects	 and	 difficulty	 nursing	 a	 baby	with	 a	 PCA.	 This	 follow	 up	 project	 reviewed	
morphine	PCA	use	in	this	seQng	with	a	view	to	poten.ally	introducing	an	oral	alterna.ve.	

Retrospec.ve	data	was	collected	from	the	notes	of	39	pa.ents	who	had	a	caesarean	sec.on	under	
general	anaesthe.c	between	May	and	September	2021.		
	
Use	of	neuraxial	anaesthesia,	use	of	PCA	 (dura.on	of	use,	 total	opioid	given,	 reason	 for	stopping	
PCA	 and	 frequency	 of	 anaesthesia/pain	 review)	 and	 dose	 of	 alterna.ve	 opioid	 (when	 PCAs	 not	
used)	was	determined.		

Of	39	pa.ents,	12	had	neuraxial	opioid.	Of	 the	 remainder,	59%	had	a	PCA.	Pain	 scores	were	not	
documented	 for	any	pa.ent	with	no	PCA.	 In	pa.ents	with	a	PCA,	mean	dura.on	of	use	was	24.8	
hours.	Oral	opioid	use	of	those	who	did	not	have	a	PCA	was	converted	to	the	equivalent	dose	of	IV	
morphine	(see	graph).		
	
The	decision	to	 take	the	PCA	down	was	made	by	 the	midwife	 in	17%	of	cases,	 the	anaesthe.st	/	
pain	team	in	41%,	the	pa.ent	in	17%	 	and	the	obstetrician	in	5%;	in	the	other	17%	of	cases	it	was	
unclear.		

We	have	demonstrated	an	 inconsistency	 in	provision	of	analgesia	 including	PCAs	 following	GA	CS	 in	
our	hospital.	 	There	is	a	substan.al	difference	in	opiate	consump.on	between	women	with	PCAs	and	
those	without.	However,	pain	assessments	are	not	consistently	done	and	without	this	we	do	not	know	
what	the	impact	of	this	is	on	outcome.	
	
A	more	standardised	approach	to	post	opera.ve	analgesia	should	be	adopted	and	the	team	are	going	
to	review	the	possibility	of	moving	away	from	PCAs	to	oral	opiates	in	line	with	sugges.ons	from	NICE.	
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