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BACKGROUND

Emergency Caesarean section (Em CS) is a major abdominal operation performed to expedite delivery Total (n = 1207) DDI (<75 mins) achieved DDI NOT achieved P-value <0.05) Other

Table 1: DDI AS PER PLURALITY GRAPH 1: DOCUMENTED REASONS FOR DELAY IN ACHIEVING 75MINS DDI

when there is a threat to the life of the woman and/or her fetus. The NICE guidelines have defined Singleton 1148 (95.2%) 616/1148 (53.6%) 21/59 (35.6%)

Cat 2 Em CS t I tal ise which is not immediately life threatening and 0.0074
ALegory £ £m L5 a5 m.a erna. (.)r neona .a corpproml WhICh | ! ! v ne Multiple Pregnancies 59 (4.9%) 532/1148 (46.3%) 38/59 (64.4%)
recommended a 75 mins decision to delivery interval (DDI).

OT unavailable d/t prior case

O&G unavailable - other reasons

Historically, the 30mins DDI was used as a cut off for all Em CS, but there was no strong evidence it Table 2: DDI AS PER PARITY Midwifery staft unavailable
improved maternal/fetal outcomes (1). Additionally, it was difficult to achieve the 30mins DDI in Total (n = 1207) DDI (<75 mins) achieved DDI NOT achieved P-value (<0.05) Neonatology staff unavailable
certain clinical settings (2, 3). Hence, £ 75mins DDI for Cat 2 CS was established. Some studies have Nulliparous 840 (69.5%) 487/840 (58.0%) 353/840 (42.0%) 0&G managing another simultaneous case
suggested that exceeding the 75 mins DDI was associated with adverse outcomes (4, 5), while another Multiparous 367 (30.5%) 150/367 (40.9%) 217/367 (59.1%) <0.0001 o

study reported that meeting the 75mins DDI did not improve fetal outcomes (6). A couple of recent More urgent case took priority
studies from Singapore & the UK investigated the DDI more closely (6, 7) Table 3: COMPARISON OF BASELINE DEMOGRAPHICS Anaesthetics delays

Patient not adequately prepped for OT

The aim is to determine the ability of an Australian tertiary maternity department in meeting the 75 0 10 20 30 40
mins DDI, identify any causes for delays and investigate if those delays have negatively affected Maternal Age (n =1207) (n =637) (n =570) ** Only 106/570 of the “DDI NOT Achieved” cohort had appropriately documented reasons for delay
maternal and neonatal outcomes. 0.33 |
-Mean % SD (yrs) 30.8+5.1 30.9+4.9 30.8+5.3 RESULTS
METHODS Pre-preg BMI (n=1179) (n =621) (n =558) e Almost half, 47.2% (570/1207), did not meet the recommended 75 mins DDI.
Design e The average delay was 63mins in the “DDI not achieved” cohort
 Retrospective cohort study using data gathered from the birth register and medical charts Mean + 5D (kg/m?) 25.9£6.2 25.4%5.4 26.5£6.9 0.003 e Top 3 reasons for delays were (Graph 1):
* Time frame: 01/01/2019 to 31/12/20 -BMI > 40 (%) 3.2% (38/1179) 2.0% (13/637) 4.5% (25/558) o Anaesthetics issues
 Location: RBWH, a tertiary maternity hospital in Brisbane, QLD, Australia -
Do er Y Y P Gestational Age (n = 1207) (n = 637) (n = 570) o A more urgent ca.se that took priority '
opulation | | o O&G staff unavailable b/c they were managing another concurrent emergent case
* Atotal of 9413 women gave birth to 9614 babies Mean + SD (yrs) 38w0d * 3w5d 38w3d + 3w2d 37w2d = 4w0d <0.0001 e Multiparous women and multiple pregnancies were more likely to fail to achieve the recommended
* 3468/9413 (36.8% d t Em CS
/9413 ( ")o""ome” Hhderwent tm Birthweight (n=1263) (n = 658) (n = 605) DDI (Table 1 and 2)
o 1928/3468 (55.6%) were Em CS e The “DDI not achieved” cohort was more likely have
o 1207/1928 (62.6%) were categorized as Category 2 Em CS that delivered 1267 babies -Mean = SD (g) 3044 + 931.5 3155+ 842.3 2923 + 1006 <0.0001 o Higher pre-pregnancy BMI -- particularly the % of those with BMI >40 (Table 3)
" 1148 (95.1%) were s.ingle.tons; 58 (4.8%) were tV\{ins; 1 (0.08%) were triplets o Length of Stay (n=1207) (n = 637) (n =570) o Longer hospital admissions for mothers (Table 4)
" 1253 (98.9%) were live births; 10 (0.79%) ended in neonatal deaths; 4 (0.32%) were stillbirths o Lower average birth weight (Table 3)
prior to delivery - Mean + SD (days) 4.5+ 3.7 41+25 49+ 4.6 <0.0001 o Younger gestational age at birth (Table 3)

e Exclusion criteria: stillbirths prior to delivery o Longer SCN/NICU admissions (Table 5)
Outcomes Table 4: MATERNAL OUTCOMES o Higher incidence of low APGAR scores at 5min (Table 5)
* Proportion of Cat 2 Em CS meeting the 75mins DDI EBL > 1000mls Length of Stay DISCUSSION

e Reasons for delay and not achieving the DDI

. Differences in outcomes between those that achieve the 75mins DDI and the cohort that doesn’t (%) P-value (<0.05) Mean (days) P-value (<0.05) Despite having a 24/7 dedicated obstetrics operating theatre, the 75 mins DDI was only achieved about
o Maternal: Length of inpatient hospital admission, EBL > 1000mls DDI achieved 84/637 (13.2%) 060 4.1+2.5 20,0001 50% of the time, but it did not appear to significantly affect maternal and neonatal outcomes.
o Neonatal: Admission to SCU/NICU, length of stay (LoS), APGAR <7 at 5 mins, Arterial pH < 7.10, DDI not achieved 69/570 (12.1%) ' 49 +4.6 '
neonatal death Women with higher BMI may be more difficult to transport from birthing suite to the operating theatre
Statistical analysis: Analysis was done with GraphPad Prism 9 by using the Student T-test and Pearson’s (5|20 =0l i e three] V= and more challenging to anaesthetise. This could explain the delay in DDI.
chi-square test where applicable. A P-value of <0.05% was taken as statistically significant. Admission to LoS in APGAR Arterial

Neonatal Death Multiple pregnancies may also have contributed to delays in achieving the recommended DDI. They are

SCN/NICU (%) SCN/NICU (days) <7 at5 mins pH<7.10
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