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Hannah Greener




Hannah Greener

A Died January 28 1848, Newcastle
A Chloroform, toenail removal
A Mr Meggison(a surgeon)

A | seated her in a chair, and put a teaspoon of chloroform into a
tablecloth, and held it to her nose

A When the semicircular incision was made, she gave a struggle or
jerk

A Her mouth was open, and her lips and fadanched dcalled for
water when | saw her face blanched, and | dashed some of it in he
faceX Mhen gave her some brandy, a little of which she swallowed
with difficulty

A1 then laid her on the floor and attempted to bleed her in the arm
and jugular vein, but only obtained about a spoonful. She was
dead, Ibelieve
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ASPIRATION PNEUMONITIS

AN OBSTETRIC HAZARD

CHARLES C. HALL, M.D.
OAKLAND, CALIF.

In October 1937 one of my patients entered the
Samuel Merritt Hospital in Oakland in labor at term.
She was a healthy normal woman in excellent physical
condition, looking forward eagerly and happily to the
birth of her first child. She had an ample pelvis, the
presentation was normal, and she was assured with con-
fidence that before long her dreams would be realized.

Dilatation progressed normally, and eventually the
head was bulging the perineum. The patient was given
gas anesthesia for a low forceps extraction. During the
course of the anesthesia she gagged and vomited and
became very cyanotic. Respiration ceased. Artificial

Jour, A. M. A.
Mazca 2, 1940




THE ASPIRATION OF STOMACH CONTENTS INTO THE LUNGS
DURING OBSTETRIC ANESTHESIA*

Curtis L. MeNpELsoN, M.D., NEw York, N. Y.

(From the Department of Obstetrics and Gynecology, Cornell Universify Medical College and
New York Hosnital)
AMERICAN JOURNAL OF OBSTETRICS AND GYNECOLOGY
August, 1946, pages 191-205

There have been sixty-six instances of aspiration of stomach contents into
the lungs in 44,016 pregnancies at the Lying-In Hospital from 1932 to 1945.
The incidence of this complication is 0.15 per cent.
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A Caesarean Section 0828

A Significant Bleeding

A HDU care 1115

A EUA finished at 1205

A 1220 patientextubated

A Died 4 hours later cardiac arrest

A Twoanaesthetists
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A One Consultant 1300340
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A During recovery breathing irregular
A Bag and mask ventilation
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A Locum consultant in other theatre on his own

A Help requested from ICU
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Whydo we need a guideline?

-to defend practice

A Guideline was produced that supported bag
and mask

A Expert witness did not address the duration of
mask ventilation




Failled Intubation Guidelines




The Obstetric Anaesthetists’ Association

Chairman: Dr D.B. Scott, Edinburgh.

Secretary: Dr B.A. Waldron, Nottingham.
Treasurer: Dr G.A.D. Rees, Cardiff.

Minute Secretary: Dr J.D. Holdsworth, Dewsbury,

The meeting at Nottingham, 26 March 1976

Failed intubation drill. M .E. Tunstall, Aberdeen

The procedure as recommended in Aberdeen was as follows: Maintain cricoid pressure,
put the patient head down and on left side (ask surgeon and sister to ‘unscrub’ and help),
Oxygenate by 1.P.P.V.; it may be difficult—try different positions and sizes of guedel airway—
get someone else to squeeze the bag if necessary and aspirate pharynx as required.

If obstruction persists, try effect of releasing cricoid pressure. The patient must be in the
lateral position before this is done.

If ventilation and oxygenation easy, ventilate with N,O, O, and either ether or methoxy-
flurane and establish surgical anaesthesia with spontaneous ventilation using face mask,
pass wide-bore stomach tube through mouth, aspirate, instil 15 ml mag. trisil., withdraw
tube and clear pharynx and level the table and place in lateral tilt position. Allow operation
to proceed using inhalational anaesthesia with a face mask.

If oxygenation difficult, allow suxamethonium to wear off and let patient wake up,
empty stomach, undertake an inhalational induction and continue with spontaneous in-
halation anaesthesia.

Consider local or regional analgesia as an alternative to the above techniques.




CONTROVERSIES IN OBSTETRIC ANAESTHESIA

March 1991
12.00 noon

The Laryngeal mask should never be used in failed intubation unless the
anaesthetist has special expertise

Proposer: Dr Archie Brain

Opposer: Professor James Moore

Moderator:  Dr Felicity Reynolds

CONTROVERSIES IN OBSTETRIC ANAESTHESIA

16th March 1992

11.30 am

Only maternal, not fetal, survival should persuade the anaesthetist to proceed with
G.A. Caesarean section after failed intubation

Proposer: Dr Michael Harmer

Opposer: Dr Toby Rubin

Moderator:  Professor Richard Beard

CONTROVERSIES IN OBSTETRIC ANAESTHESIA

15th March 1994

3.30 pm

Cricoid pressure is unnecessary in obstetric general anaesthesia
Proposer: Dr Dan Benhamou

Opposer: Dr Richard Vanner

Moderator: Dr Tom Bryson




CASES & CONTROVERSIES IN OBSTETRIC ANAESTHESIA

7 March 2007

09.00 REGISTRATION & COFFEE
09.50 Opening remarks: Dr Chris Elton
10.00 Debate: At Caesarean section for fetal compromise, failure to intubate
means waking the patient up
Proposer: Dr David Bogod
Opposer: Dr David Levy
Moderator: Dr Mary Mushambi

For Against Abstain

Pre- 474 43,7 8.9
Fost- 38.3 56.3 2.4




Box 1 Summary of hypothetical case presented to obstetric anaesthetists [1]."

A healthy, 80-kg nulliparous woman in labour at 38 weeks, requiring category-1
caesarean section for sudden, severe, prolonged fetal bradycardia at night, 4 h after
food. Normal airway/neck movement. No anaesthetist available to help for at least
20 min. Ranitidine/sodium citrate given. After pre-oxygenation, thiopental 400 mg
+ suxamethonium 100 mg given; grade-4 view on laryngoscopy; failed intubation
despite re-positioning and two further attempts. Facemask ventilation fails despite
Guedel airway; 5pQ); falls to 653%. Bag-ventilation effective but not perfect
(inspiratory/expiratory noise around the device) with a standard laryngeal mask.
S5p0; 96% on 100% oxvgen. Cricoid pressure maintained throughout.

RucklidgeM . Internationaldournal of Obstetric Anesthesia
2013; 22: S37.




Question

A In this case | would

A A. Wake patient up

A B. ContinuéAnaesthesiavith the Laryngeal
Mask, breathing spontaneously

A C.ContinueAnaesthesiavith the Laryngeal
Mask,with NMB and IPPV

A D. Use NMBind havehavea further attempt at
Intubationegvia LMA, Video Laryngoscope,
Fibreoptic etc.




Anaesthesia 2015, 70, 1221-1229

M. W. M.RucklidgeS. M.Yentis

Anaesthetist:

Obstetric difficult airway quidelines — decision-making in critical
situations

A 52% responded that they would maintain
anaesthesidollowing failed intubation

A 47% chose to abandon surgery and wake the
mother
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A healthy, 80-kg nulliparous woman in labour at 38 weeks, requiring category-1
caesarean section for sudden, severe, prolonged fetal bradycardia at night, 4 h after
tood. Normal airway/neck movement. No anaesthetist available to help for at least
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