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INTRODUCTION

Although the use of general anaesthesia in obstetrics has declined, the risk of failed intubation is higher compared to the general
population?. Joint guidelines from the Difficult Airway Society and Obstetric Anaesthetists’ Association emphasise the importance
of conducting a thorough airway assessment for obstetric patients, with clear documentation in patient notesZ2. A recent audit in

METHODS

Queen Elizabeth University Hospital, Glasgow demonstrated that airway assessment is poorly documented in our labour ward.

RESULTS

57 anaesthetists responded (21 Consultants, 36 Anaesthetic Residents).

An online qualitative survey was developed to examine variations in current practice and explore opinion regarding airway
assessment in the obstetric population. All anaesthetists in our institution were invited to participate over a 90 day period in
2024. The project was registered with the local quality improvement directory.
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In what scenario would you perform an airway assessment in
labour ward?

What aspects do you routinely include in your airway
assessment, and what would you document?

What do you perceive as potential barriers to airway assessment
and documentation in obstetric patients?

In patients receiving remifentanil PCA

In patients receiving an epidural for labour analgesia

When asked to review a patient antenatally on labour ward

In planned caesarean births under regional anaesthesia

In unplanned caesarean births/instrumental delivery under
regional anaesthesia (spinal/epidural top up)

For any other unplanned operative interventions under
regional anaesthesia (spinal/epidural top up)

In patients requiring general anaesthesia (GA) for any reason
In labour ward theatre

In patients with known risk factors for conversion to GA or
difficult intubation
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Figure 1. Indications for airway assessment in obstetric patients
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Most stated they routinely perform airway assessment in obstetric patients requiring general
anaesthesia, planned/ unplanned caesarean births and instrumental delivery under regional
anaesthesia. They are less frequently performed for patients receiving epidural, remifentanil
PCA and other antenatal review. Most were supportive of airway assessment at the earliest
opportunity.
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Figure 2. Aspects reportedly routinely included in airway assessment

The commonest features reported routinely assessed were mouth opening, Mallampati score,
neck movement, dentition and jaw movement. This was consistent with what was considered an
‘appropriate assessment’ in previous audit (two of Mallampati score, neck movement and jaw
movement). All assessments were reportedly routinely practiced at a higher rate than
documented.
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Figure 3. Reported barriers to airway assessment and documentation

Additional Feedback

DISCUSSION

Our survey suggests compliance with airway assessment in obstetrics should be high, with opinion widely supportive of early review. However recent audit demonstrated that documentation is
poor. The audit view of ‘appropriate airway assessment’ aligns with department opinion. Several barriers to practice and documentation of airway assessment were highlighted, with further work

required to mitigate these and improve patient safety in this area.
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/“We should be reinforcing the importance of airway assessment and documentation with each nevﬁ
cohort of anaesthetic trainees”

“‘Seems nonsensical to not assess airway at earliest opportunity given number requiring unplanned
theatre/anaesthetic intervention (and often OOH when less about and no consultant immediately
available, the risk of conversion to GA and the incidence of awkward/difficult airways in obstetric

patients compared to general population.” /
Consultants
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“In my opinion, all pregnant women should have an anaesthetic assessment in the 3rd trimester where they
get an airway assessment, receive information about epidural and remi (unless contraindicated) and spinal
Q/s GA but | appreciate there are not enough anaesthetists or enough money to pay anaesthetists for that. /
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Figure 4. Examples of additional feedback and general comments.
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“The standards should be set by example and enforced/reminded of - education and training”




