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Introduction
Method

* We conducted a online poll of OAA leads across the

When should this discussion

take place?

* [tis potentially too late to have this
discussion in the midst of a failed
Intubation or the moments leading
up to a category 1 CS.

Discussion:
What is the problem?

* The majority of trusts do not routinely discuss wake versus proceed before a category
one CS

* Theincidence of difficult airway in obstetrics is higher than in the general
population at 1in 49[1]. The 2015 Obstetric Anaesthetists’ Association
(OAA) and Difficult Airway Society (DAS) guideline [2] tries to offer a
systematic approach to difficult obstetric intubations.

UK for obstetric anaesthesia surveying whether
“Wake or Proceed” was routinely discussed before a

category one CS under general anaesthesia (GA).

Is this because trusts are unaware, or they disagree with the guidance, or simply have

In the event of a failed intubation post induction, the team must make a not found a way to incorporate it?

OAA advises a discussion both
prior to induction and then re-
reviewed if failed intubation occurs

decision whether it is appropriate to proceed or to wake the patient up.

Though it is rarely necessary to wake the patient, guidelines recommend a

Table 1 — proceed with surgery?

discussion on its appropriateness in the event of a failed intubation. = .
PPTOP [ Factors to consider WAKE L —— PROCEED
: : . : : : Maternal condition *No compromis;ei 7 * Mild acute compromise . Haemqrrh.age responsive to . Hypovqlaemia requiring
When looking to implement this guidance into our trust, we sought to find resuscitation corrective surgery Why does there need to be an
» Critical cardiac or . .
out whether or not other trusts did so and how they approached this espiratory compromise discussion?
cardiac arres
SenSitive tOpiC. Fetal condition * No compromise « Compromise corrected with « Continuing fetal heart rate » Sustained bradycardia ° Wa ke VEIrsus PrOceed ISa com plex
intrauterine resuscitation, abnormality despite intrauterine  « Fetal haemorrhage . .
pH <72but>7.15 reSUSCitation, pH <719 oSuspected uterine rupture tO.pIC. Ta ble. 1 ) p.rOVIded. Py OAA/.DAS
Master algorithm — obstetric general anaesthesia and failed tracheal intubation § |Anaesthetist Novice - Junior trainee - Senior trainee + Consultant/specialist aims to assist with decision making.
Algorithm 1. Pre-ind.uctior.\ planning and preparation ] -é Obesity + Supermorbid . Morbid «Obese « Normal As this is time critica l, pPrior
e e [ / _ - awareness of the table is advisable.
; * 1 . o Surgical factors - Complex surgery or * Multiple uterine scars » Single uterine scar * No risk factors
Rap|d sequence induction YeS NO’ bUt plannlng to NO E’ maJ:O.r haemorrhage *Some Surgical difficulties
| Consider facemask ventilation (P,,,, 20 cmH,0) anticipated expected
* Aspiration risk * Recent food * No recent food * No recent food * Fasted
= = 1n .
maximum 2 intubation attempts; 3" intubation 1] . . . ..
i il oo Sl e or Proceed" before a category one GA CS + Antacids not given + Antacids given involved in this decision?
Fail l Alternative anaesthesia * No anticipated difficulty * Predicted difficulty * Relatively contraindicated * Absolutely contraindicated Th . . . t f th
: N * regional or has failed ° IS requires inputitrom tne
Algorithm 2 Declare failed intubation  securing airway awake * Surgery started STV T . .
e multidisciplinary team, including
Obstetric failed Call for hel e e e ——————————————————————————————————————————————————— ’
tracheal intubation Maaint::n z:ygenation R c Su lt g g Airw.ay fievicel . Difﬁgult. facemask ° Adegugte facemask . F.irst genergtion supraglottic * Second ggneration | anaesthetist and obstetrician
:;2;?3::;&: ?;::v::]);:zvice (maximum 2 ¢ Cl| n|Cal leadS frOm 48 tl’u StS S ponded tO the SuU rvey. :.'_-E '..g ventilation .\sgrt:f;'f?:eck ventilation airway device supraglottic airway device
\ J : : o &2 . . .
il s teasentisiate 6 (12.5%) stated yes. 2 (4.2%) stated no, but they were & 2 [Airway hazards TP - Bleading o ST * A paternalistic approach is usually
p " : : I 0 " <, - « Stridor  Trauma I I
P E— — immediately? planning to. 40 (83.3%) stated no. See figure 1. u - adopted by anaesthetists to actin
Can't ntubate, Give 100% oxygen 6? what they deem to be the mother’s
can’t oxygenate Exclude | _ . . ‘ ‘D P .
nzﬁrg.:u:foroﬁgii':dee"s"re Respondents Consented to pLI bllSh d nonymlsed data s ©) Nhstetric Anaesthetist]’ Assnciatinn/Nifficiilt Airvav Sacietv (2015) 3 beSt Interests.
Front-of-neck access j [Proceed with surgery

% © Obstetric Anaesthetists’ Association/Difficult Airway Society (2015)

How have we tackled Wake versus Proceed at our trust?

 Atourtrust, it was felt to be difficult and potentially inappropriate to include wake or proceed in the presence of an awake patient and therefore was not included in our category 1 checklist.
However, we have re-introduced the topic as part of a category 1 CS under GA scenario in our Practical Obstetric Multi-Professional Training (PROMPT) course.

Algorithm 1 — safe obstetric general anaesthesia

(- B
Pre-theatre preparation Plan with team . . L L. . . . . . .
Airway assessment WHO safety checklist/general anaesthetic checklist * This aimsto educate the multidisciplinary labour ward team about the challenges of wake versus proceed and the importance of its early consideration. Ideally this should be done in a calm and
Fasting status Identify senior help, alert if appropriate "y .
Antacid prophylaxis Plan equipment for difficult/failed intubation sensitive manner when patlents are present-
Intrauterine fetal resuscitation if appropriate sl P|an for/discuss: wake up or groceed with surgery ‘Table 1247 ] ] ] ] ] ) ] ] ] o ] ) ]

: == o Staff are also reminded to do prompt airway assessments for new labour ward admissions to identify patients with potentially difficult airways early and plan with the MDT accordingly.
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