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Previous cases in literature1

Likelihood of fetal surgical procedures during EXIT
Airway Compression: Tracheo-Esophageal Displacement Index 12mm or greater2

Solid masses (eg teratoma) 53-67% (vs lymphatic 8-11%)3,4

Polyhydramnios5

Soft uterus
Baby cried on 

delivery of head

normal cord gases
10 units syntocinon
+ 10units/h infusion
0.5mg Ergometrine IM
1g  Tranexamic acid 
(prophylactic)
EBL 500ml
No PDPH

case: 35yo,  P3+1

 Epidural, Forceps, 3rd Degree Tear. PDPH. Blood Patch
 Elective C/S, difficult spinal, USS
 Elective C/S, difficult spinal, USS
 XR Lumbar puncture for headache 

BMI 37, 111 kg,    MP1
Mild asthma, COVID-19 2 months prior
Uncomplicated GA for laparoscopic cholecystectomy
Needlephobic
Fetal Ultrasound:

Cystic mass inferior to chin in right parapharyngeal

space, no solid components, likely lymphatic 

malformation. Airway deviated to left but patent. Lungs 

normal and no extension into chest.
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desperate for 

regional 
technique

Beware over-enthusing benefits of regional in difficult patients:
this patient accepted less familiar treatment in order to avoid general anaesthesia

Maternal counselling important – theatre busy, GA may be easier to manage
MDT discussion beforehand, prediction of duration of hysterotomy and fetal surgery
With good preparation and monitoring, time before knife to skin can be minimised
Manage Uterine tone: low during hysterotomy, resulting higher PPH risk
Fetal Anaesthesia/analgesia: remifentanil pharmacokinetics variable6

prepare to give supplemental drugs to fetus intrapartum IM/IV: needed in 38% cases 1

Maintain Uteroplacental perfusion: Arterial line aids quicker titration of vasopressor
Thorough team brief and pre-planned lines of communication

Spinal: 13.5mg heavy bupivacaine (2.7ml 0.5%) and 300µgdiamorphine, T4 block

Remifentanil : 2mg/40ml, Minto TCI, to light sedation (3.5ng/ml by knife to skin)

GTN: 50mg/50ml, increased gradually to 15ml/h(2.5µg/kg/min), titrating vasopressor

Differences to normal LSCS

Uterine relaxation

Maintenance of 
uteroplacental blood flow

Fetal anaesthesia

For time between fetal head delivery 
completion of treatment and birth

GOALS

2 to 157 minute 
hysterotomy

1 to 21 minute 
hysterotomy
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Lessons:


