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INTRODUCTION

The standards expected for the anaesthesia care of the obstetric patient should be equal t0
those described by the Association of Anaesthetists as necessary for surgical paticm_s. No unit
should undertake the responsibility of providing anaesthesia for the obstetric patient unless
it is able to offer the level of care that is considered routine for other surgical patients.
Standards in the obstetric operating theatre and recovery area should be the same as in other
theatre suites.

Departments of anaesthesia that also offer an acute pain relief service in labour using regional
analgesia undertake an increased commitment. Units offering regional analgesia at maternal
request require extra anaesthesia staff. "Epidural analgesia is entirely oomramdicaicd‘ for
safety reasons unless a trained anaesthetist is immediately available whenever the technique
is in use".

Women and purchasers should be informed of the availability of regional analgesia services
in each unit. Units that are only able to offer a limited regional analgesia service should wam
women at antenatal booking that this service is not available at all times®.

(1)

STAFFING
(i) Consultant Anaesthetist

Each obstetric unit with an anaesthesia service should have a nominated consultant in
charge of obstetric anaesthesia. The nominated consultant should organise the service,
maintain or raise standards of practice, review facilities, audit the service and take
responsibility for the training of junior anaesthetists. Sessions should be granted for
these responsibilities and these should be regarded as fixed sessional commitments,
not flexible sessions. Consultant anaesthesia sessions should be contracted on the
basis of at least one notional half day per 500 deliveries per year. Extra scssions over
and above this minimum may be required in units with a substantial number of high
risk cases. During contracted obstetric sessions the consultant should be based on the
labour ward with minimal other commitments. Every Matemity Service Liaison
Committee or its equivalent should have a consultant obstetric anaesthetist as a
member.

In addition to the contracted consultant obstetric anaesthesia sessions, an obstetric unit
with an anacsthesia service should have a consultant anaesthetist on call and
responsible for the unit at all times, in the same way as a consultant anaesthetist is
always available for other hospital emergency services. These responsibilities should
be shared between consultants and local departmental arrangements should prevail.
Each unit should prominently display the name of the consultant responsible for the
labour ward at that time. That consultant should not be more than half an hour away

from the labour ward at any time, in Keeping with the NHS terms and conditions
of service.

(ii)  Duty Anaesthetist

A duty anaesthetist should be available for the obstetric unit 24 hours a day. If the
duty anaesthetist is unlikely to be able to respond because of another emergency case
a second anaesthetist should be available. This second anaesthetist does not need to
be routinely present on the labour ward but must be available to come in if needed.

A clear line of communication from the duty anaesthetist to the duty consultant should
be assured at all times.

If the duty anaesthetist is a trainee, he/she should have been assessed as competent by
the consultant in charge of obstetric anaesthesia and have at least one year's

anacsthesia experience before undertaking independent clinical duties on the labour
ward.

(iii)  Resuscitation Team
A multidisciplinary resuscitation team with immediate response time as approved by

the hospital should be available for maternal emergencies at all times. Resuscitation
cquipment and drugs must be available on the labour ward and regularly checked.
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