COVID obstetric theatre action cards

COVID in obstetric patients
-COVID patients provide a huge logistical challenge, which can mean the usual decision
to delivery time targets for category 1 deliveries will be very diﬃcult to achieve.
-There are a multitude of possible outcomes with respect to delivery: spontaneous vaginal
delivery in the room, caesarean section or instrumental delivery under epidural blockade,
spinal anaesthesia or general anaesthesia, and mid-operative conversion of regional
anaesthesia to general anaesthesia. Women may also need to go to theatre for third
degree tear repairs, haemorrhage or manual removal of the placenta. Women come in at
various stages of labour. In an ideal scenario the anaesthetist would have pre-assessed
the patient in her room before any emergency ensues, but the realities of labour means
this may not always be possible particularly in those presenting to the delivery suite very
late in their labour.
-Both the safety of the mother and baby need to be taken into consideration.
-Ensuring the well-being of other patients and staﬀ is also of paramount importance, and
it is important to mitigate against the spread of COVID and burdening the healthcare
system further.
Proposed solution:
1. Protocolised action cards
2. In an emergency, the midwife in the room will pull the buzzer
3. Only the surgeon and midwife coordinator will initially enter the room to assess the
nature of the emergency and the patient. The rest of the team who assemble outside
of the room will await further instruction from the midwife coordinator.
4. If an emergency transfer to theatre is required for a category 1 delivery is required the
midwifery coordinator will allocate a member of the team to place a 2222 call.
5. The nominated person will state “Emergency maternity COVID theatre transfer” to
the switchboard operator- this phrase must be printed on a label on all labour ward
phones.
6. Switchboard will be responsible for placing the voice message to the designated bleep
holders and also to contact the on call obstetric and anaesthetic consultants.
7. The transfer phase will begin
8. Transfer phase: action cards are led by the mid-wife coordinator (aka MPLmidwife practitioner lead)
• Disposable copies located both in the delivery rooms allocated to COVID patients, and
immediately outside in the corridor
• Double sided sheet of paper
• Green side is used to coordinate the actions of the team in the room prior to transfer
• Red side is used to coordinate the initial actions of the team in theatre
• The midwife coordinator transfer card is designed to overlap with the anaesthetic
action card using the key question “Is the patient at “high” or “low” risk of needing
general anaesthesia?”-the response to this question determines what level of PPE
the team will wear.

• It prompts the surgeon to confirm operative delivery is still required, and the
anaesthetist to do an airway assessment and assess the likelihood of regional
anaesthesia success.
9. Anaesthetic action card
• This ideally relies on the presence of two anaesthetists, albeit the actions of the junior
anaesthetist can be delegated to other team members (although this is not ideal).
• The anaesthetists should both go straight to theatre
• The action card describes the level of PPE required for all emergency theatre cases
• It links directly with the key question described in point 8 pertaining to the risk of GA
• THE ANAESTHETIC ACTION CARDS (ONLY) ARE LOCATED ON TOP OF THE FRIDGE
IN OBSTETRIC THEATRE 2 (A DUPLICATE COPY IS LOCATED WITH THE COVID
AIRWAY TRAY)-spare copies are located with the COVID airway trolley in the
anaesthetic room
10. Non-anaesthetist role specific action card
• Explains the initial level of PPE
• Describes the tasks that need to be performed by each member of the theatre team.
• Located above the sinks in obstetric theatre 2
11. Change in layout of anaesthetic equipment:
• A COVID shelf/portable trolley in theatre 2 next to the metal stack of shelves on the
righthand side of theatre. This area will have a
A) COVID airway tray (see below)
B) x3 bags of plasmalyte
• RATIONALE: Having the majority of resources in theatre would mean if the
anaesthetist forgets to take one of the grab bags into theatre, they aren’t reliant
on the runner who may not understand what they want or alternatively have to
DOFF in an already time pressured situation.
• Checking the contents of the fridges in both theatres/COVID airway tray and
COVID airway trolley would be the responsibility of the anaesthetist and ODP
allocated to labour ward on each shift.
• A COVID drugs fridge:
• RATIONALE: There are two fridges in the anaesthetic room.
• One of these will be relocated onto the floor next to the big set of metal
shelves in theatre 2. This will be our designated COVID drugs fridge (this can
be locked). This will contain the COVID GA drug pack and COVID PPH drug
pack only. The COVID spinal and epidural drug packs will live on top of the
fridge due to the potential issue of aﬀecting the speed of onset by cooling
local anaesthetics.
• The other fridge will be moved from the anaesthetic room into obstetric
Theatre 1 (for simplicity and also to minimise contamination during aerosol
generating procedures, in the scenario where you have a COVID +ve patient
in theatre 2 who has been intubated, you will not be able to enter the
anaesthetic room to obtain drugs if you have another patient in theatre 1).
• The COVID airway tray trolley: This would have the same set up as the other COVID
airway trolleys in main theatre. It would be located in the anaesthetic room and be
covered in a large plastic bag in the anaesthetic room to protect it from aerosols. It
would only be brought in if an airway disaster ensued. This is too complex an area to
be asking a non-anaesthetically trained runner to pass you pieces of equipment, whilst
under pressure.
• A COVID airway tray (this is synonymous with the tray that is brought into the ward
area for MERIT team intubations but contains stock as below):

• RATIONALE: This would would contain x1 size 7.0 and x1 size 8.0 ET tubes, a
syringe, bougie, aqueous gel, in-line suction, ties & iGEL, face mask, HME, copy
of the intubation checklist. The tray’s contents will be suﬃcient for the vast
majority of general anaesthetics in obstetrics. It would mean the whole COVID
airway trolley does not routinely need to be brought into theatres, risking
contamination of the trolley and its contents. It would be up to the anaesthetists
clinical acumen whether they want to select additional equipment from the trolley
or bring the whole trolley additionally into theatre. There is an an amended
version of kit dump yellow card that will be stuck to the bottom of the tray and to
act as an aid memoire for repeat stocking.
• CMAC video laryngoscope: The CMAC will live in theatre 2: It is better to accept that
bringing a disposable CMAC from main theatre will lead to the ODP being delayed in
arriving in theatre, particularly out of hours. If we are mid “surge” a disposable CMAC
may not be available. Using the obstetric CMAC by default and autoclaving it if its
used simplifies this issue.
• Layout: Due to the shared ventilation system the anaesthetic room will potentially be
contaminated during any aerosol generating procedure. Large plastic drapes will be
placed over the essential equipment shelves to allow access but also help reduce
contamination.
• Isolation Drape: on top of the metal shelves in obstetric theatre 2 is a large isolation
drape (this can be used to cover the shelves in the advent of a COVID+ve GA)
• Donning:
• As per the COVID19 maternity SOP, donning is done in the anaesthetic room. There
should be one exception to this rule (see below)
• Other centres have reported that up to 13 people may need to fully donn in a
COVID+ve obstetric theatre case. If all staﬀ donn full PPE with an FFP3 mask for all
theatre cases in suspected or confirmed COVID+ve women, this will potentially
waste a huge amount of stock.
• These are likely time critical situations with a severely compromised baby or
mother, therefore repeated donning, doﬃng and donning for all staﬀ is not
practical.
• A compromised approach is therefore required as follows:
a. The lead Anaesthetist, second surgeon and scrub nurse ONLY should always DON in
AEROSOL GENERATING PROCEDURE STERILE PPE i.e with an FFP3.
• The lead anaesthetist is therefore in a position to do a spinal or GA-which caters
for the patient without any neuraxial blockade AND the patient with a sub-optimal
epidural without having to doﬀ.
• The scrub nurse can carry on preparing the instruments, and start the prep and
draping of the patient with the second surgeon without having to doﬀ and re-donn.
• If the RISK ASSESSMENT is “patient is high risk of GA” the remainder of the team
can doﬀ and re-donn in aerosol generating procedure PPE whilst the lead
anaesthetist is drawing up the drugs and pre-oxygenating the patient. The scrub
and second surgeon can drape and prep the patient.
• It will potentially waste three FFP3 masks but this provides the safest balance of
preservation of stock whilst expediting delivery of baby in the most timely fashion
b. If a GA has occurred i.e. aerosol generating procedure, within the next 20 minute
period anyone else entering theatre should donn in an area outside the vicinity of the
obstetric theatres and corridor.

c. Using the approach described in the action cards would mean the entire team would
assemble in theatre initially to help with the transfer of the patient across on to the bed.
The patient would then be re-assessed by the surgeon to confirm delivery is still
necessary (if the indication for delivery is still clear-this can be omitted). The anaesthetist
will make a judgement call on the airway and eﬀectiveness of epidural/ease with which a
spinal can be inserted AND confirm that the IV access is sited and working. The “risk of
general anaesthesia assessment” will then determine the level of PPE needed to be
donned by the rest of team.
Doﬃng
• For a case done under regional anaesthesia i.e. where no aerosol generating
procedure has occurred this can take place in the anaesthetic room.
• However for a case done under general anaesthesia immediately post intubation or
extubation the anaesthetic room will be a red zone. A mobile HEPA filter is being
procured to help with air clearance (see SOP/ventilation report). However you must
leave your FFP3 mask on in this area following a GA.
• As a result of the two above permutations the anaesthetic room will be designated an
amber zone.
Who does 2222 “Emergency maternity COVID theatre transfer” alert

Maternity Bleep Holder Bleep 335
Labour ward anaesthetist Bleep 300
MERIT (anaesthetic) consultant Bleep 631
Maternity ODP Bleep 364
Neonatal Reg Bleep 533
Neonatal SHO Bleep 176
Neonatal Nurse Bleep 973
Obstetric consultant: Bleep 926
Obstetric registrar: Bleep 342
Gynae registrar: Bleep 309
When should the “2222” call be used:
-Category 1 deliveries

-The action cards themselves can be used for all COVID +ve obstetric theatre cases, the
2222 is just for category 1 deliveries. The standard bleep system should be used to alert
extra staﬀ including a second anaesthetist for all other theatre cases.
Limits of the action cards:
• It is impossible to cater for all eventualities, and common sense and good clinical
acumen is still required.
• Particularly during a surge, there must be close communication with the anaesthetic
and obstetric consultants to ensure adequate staﬃng provision in an emergency.
• There must be a good team working ethos, with all staﬀ showing a willingness to help
colleagues with their allocated tasks if it is within their skills remit and safe to do so e.g.

any of the staﬀ in theatres should be able to apply a blood pressure cuﬀ or saturations
probe.

