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satisfaction with spinal anesthesia was 90%.Conclusion: Most of the
patients in the study were satisfied with their experience with spinal
anesthesia although there was a high frequency of postoperative

backache.
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Introduction:

Caesarean section (LSCS) is one of the commonest operations performed in the developing world and is often
carried out in difficult circumstances [1]. Spinal anesthesia has many advantages regarding anesthetization for LSCS
in which patient still awake and in this situation, the airway(s) is safe [2]. The baby is not sedated and is usually
born in a good condition if hypotension-related spinal anesthesia is avoided [3]. If the baby is born with low Apgar
score, the anesthesia is free to resuscitate the baby. With a little experience, the technique is as quick as giving a
general anesthesia and provide good operating conditions with some reduction in surgical hemorrhage[4]. It has the
advantage of giving good pain relief for several hours after surgery and is straightforward to learn and teach. It is
inexpensive and appropriate for virtually all cases except those with un-resuscitated preoperative hypovolemia,
those with specific contraindications of a bleeding disorder, sepsis at the sight of the injection and allergy to a local
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anesthetic. Spinal anesthesia should be avoided in a patient suspected of having raised intracranial pressure. Patients
with hypertensive disease of pregnancy should have their clotting function to be checked [5].

Materials & Methods:

Patients who received SA for LSCS during the years 2015-2016 in MCH Hospital, Makkah, and KAUH in Jeddah in
KSA, who fulfilled the inclusion criteria for this study were recruited. Exclusion criteria were eclamptic and
preeclampsia pregnant patients and those with medical problems e.g. Coagulopathy, heart disease, skin inflection,
fetal distress and obstetric complication e.g. cord prolapse and placenta previa.

Data for the study was collected from patients’ files by a telephone questionnaire. All spinal anesthesia were
conducted by the same anesthesia consultant.

We followed this protocol:-

We explained the technique and its advantages to the patient. There are widely varying views on spinal anesthesia
among different patient populations(also between surgeons). We ensured that the patient understood that pain
sensation will be abolished but pulling and pressure sensation will be present during surgery, which may be
unpleasant, but is short-lived.All pre-operative preparations are necessary,e.g. antacids, IV access, a wedge, a
sucker, an assistant who can give cricoid pressure, full GA, resuscitation drugs, oxygen until the baby is delivered
and blood for transfusion. A sterile surface should be prepared for the procedure with all equipment for spinal
anesthesiaavailable.

Technique:

We measured a baseline blood pressure. We pre-loaded the mothers with one liter of normal saline or Ringer’s
locate solution (Hartmann’s) prior to performing the block.We had a vasopressor drawn up and diluted. Ready for
injection. The block can be performed either with the mother sitting up with her feet on a stool and her body bent
forward with a pillow on her lap; or lying on her side. The spine should well flexed. The injection should be at the
level L3/4.

The injection should be performed with full sterile precautions. The skin must be prepared with an alcoholic or
iodine based skin preparation. The anesthetist should be wearing sterile, gloves and facemask. A sterile surgical
drape should be placed over the patient if they are in the local lateral position.We explained what happened to the
patient as this helped them to stay still. We injected local anesthetic to the skin. While awaiting for the local
anesthetic to take effect, we drew up the correct dose of the spinal injection, which we plan to use and leave it ready
beside the patient on a sterile surface. We made sure that the patient is drawing up the injected dose as needle
touches only the inside of the ampoule we are using. The anesthetist should check anesthetic drug name,
concentration and expiry date of the spinal anesthetic on two occasions. Almost all serious neurological
complications of the spinal blocks had been due to the wrong anesthetic drug being injected into the subarachnoid
space due to the lack of vigilance. The anesthetist should also record the batch number and expiry date of the drug
on his anesthetic chart.

For the mid-line approach, a spinal needle is introduced (23 Gauge) between the lumbar spines to a depth of 2 or 3
cm until it is firmly held through the interspinous ligament. The spinal needle is inserted with the stillette through
the introducer and advanced steadily and carefully feeling for the slight extra resistance of the ligamentum flavum
followed by the ease of resistance which occurs when the subarachnoid space is entered. This normally lies at a
depth of about 4-6 cm.Depth estimation can be checked from time to time by withdrawing the stillette, seeing if CSF
flows back. During entering into the subarachnoid space, the hub of the needle is firmly held in place by resting the
back of the left hand(for a right handed person) on the patient’s back and holding the hub between thumb and
forefinger. The syringe of the spinal anesthetic solution is attached carefully and withdrawn gently on the
plunger.CSF should flow back steadily, and can be seen as “oily” streaks if heavy solution is used. If everything is
going well, the anesthetic solution is injected steadily and the needle and introducer are withdrawn. A small dressing
or a sticking plaster is applied over the puncture wound.The effect of the block can be assessed by testing for loss of
temperature sensation using a cotton wool soaked with Ether. An alternative test is done using a sterile
needlechecking for loss of pinprick sensation. The block should be above umbilicus and preferably towards the
Xiphisternum . The blocks work almost immediately;the anesthetist can allow the surgeon to proceed after 5
minutes.Drugswere 1.2 to 1.4 ml of 5% lignocaine, and 2.0 to 2.5 mcg of fentanyl.
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Parameters Studied:

For each patient the following data were identified from his/her file which include: age,weight,gravity and previous
spinal anesthetization. Also some fetal outcome data such as Apgar scoring at 1 and 5 minutes, birth weight and sex
were included.

Paper questionnaires were given to patients on the post- operative day 2 or 3, and include the following questions:
Was the information adequate ?

Did you feel the needle insertion?

Did you feel nausea post operatively?

Did you have vomiting post operatively?

Did you feel pain intraoperatively?

Did you have headache post operatively?

Did you feel backache post operatively?

Were you satisfied with the SA experience?

Would you go through the same experience again?

Would you recommend the epidural for your friends?

Any side-effects noted?

The answers for the questionnaire questions were given by numerical values to be easy analyzed statistically in
correlation with other data of the spread sheet. Patients who reported no pain, no nausea, no vomiting, and no
headache were considered satisfied. Those who reported one or more of them were considered partially satisfied
while those who reported all of them were considered unsatisfied with spinal anesthesia.

Results:
The study included 200 patients, who received spinal anesthesia within the 1 year study period andresponded to the
questionnaire.

As shown in Figure (1), prim gravidas constituted 43.5% while 56.5% were multigravidas.

n=87; 43.5%
Primigravidas

H multigravidas

Figure 1:-distribution of the participants according to their gravidity.

As illustrated in table (1), patients' ages ranged from 19 to 44 years with a mean of 27.7years and standard deviation
of 5.2years.
Table 1:-Distribution of patients according to their age.

Patients age (years) Frequency Percentage
<25 65 325

26-35 96 48

>35 39 19.5
Range 19-44

Mean+SD 27.745.2

Regarding patients” weights, as it is obviously seen from table (2), was ranged from 52 to 96 kg (73.6 £10.5). The
weight of slightly more than one third of patients (37.5%) was less than or equal 70 kg while 31.5%were between 70
to 80 kg and 22% were ranged between 80 and 90 Kg. 18 patients (9%) weighing more than 90 Kg.
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Table 2:-Distribution of patients according to their weight.

Patients weight (kg) Frequency Percentage
<70 75 375
>70-80 63 315
>80-90 44 22

>90 18 9

Range 52-96

Mean+SD 73.6+£10.5

Regarding sources of background experience/information (influence) about spinal anesthesia, relatives and doctors
were nearly equally asimportant sources of information whereas media was the least cited source of
information(15.5%). Figure (2)

50 _ :
37 47.5 == M Relatives
0 - 15.5 ﬂ H Doctors

Relatives Doctors Media

Figure 2:-Source of information about spinal anesthesia

As shown in table (3), 81.1% of patients whose source of information was doctors were satisfied with spinal
anesthesia compared to 75.7% and 71% of those whose source of informationwas relatives and media respectively.
However, this difference was not statistically significant.

Table 3:-Patients” satisfaction with spinal anesthesia according to their source of information

Source of information Satisfied Partially/unsatisfied
No. (%) No. (%)

Doctors (n=95) 77 (81.1) 18 (18.9)

Relatives (n=74) 56 (75.7) 18 (24.3)

Media (n=31) 22 (71.0) 8 (29.0)

72=1.12, DF=2, p=0.570

Regarding the outcome of spinal anesthesia: all neonates had an Apgar score greater than 7 in 1 minute and score of
9 or 10 in 5 minutes.

Development of side effects:
From table (4), it is evident that more than half of the participants (54%) had pain with needle insertion, 18% of
patients had nausea, 10% of them had vomiting, 12% of them had pain intra-operatively, 13% of patient had
headache while 45% of the patients had backache. In general, the prevalence of side effects was 55%.
As obvious from table (5), there was no statistically significant relation between the weight of the mother and the
incidence of the side effects. Also there was no statistically significant relation between the weight of the baby and
the incidence of side effects.

Table 4:-Distribution of spinal anesthesia side effects

Side effects Frequency Percentage
Pain with needle insertion 108 54
Nausea 36 18
Vomiting 20 10
Intra-operative pain 24 12
Headache 26 13
Backache 90 45
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Table 5:-Incidence of side effects according to Patient’s weight

Patients™ weight Frequency Percentage
<70 (75) 39 52

>70-80 (63) 33 52.4
>80-90 (44) 26 59.1

>090 (18) 11 61.1

x2=0.94, DF=3, p=0.817

Table 6:- Incidence of side effects according to baby's weight

Patients” weight Frequency Percentage
<3 kg (118) 59 50
>3 kg (82) 51 62.2

¥2=2.91, p=0.088

For an overall evaluation, 96% of all patients would have advised their friends to have SA done as of a method of
anesthesia for LSCS (figure 3). In addition, 90.5% of all patients would repeat the experience in future deliveries
(figure 4).

%4.0 ,8

\

J Yes

No

%96.0 ,192
Figure 3:- Patients™ advise to their friends to have SA as of a method of anesthesia for LSCS in thefuture.

%9.5,19 ~

¥ Yes

No

%90.5 ,181

Figure 4:-percentage of patients that would repeat the experience of SA in future deliveries.

Discussion:
Maternal satisfaction for cesarean section regarding the techniques and outcomes of regional anesthesia and analgesia has
been doubtful for years [6,7].

It is still surrounded by old beliefs that decreased its acceptance-even in developed countries—such as the belief that the
needle will cause paralysis [8]. Therefore it is not surprising that our study showed the relevance of the source of the
information about SA. In our study we found that when doctors were the source of information about SA, the patient
satisfaction increased, which could be explained by the clear and scientific evidence of doctors which had a strong positive
impact. media was the least source of information that satisfied patients' outcomes.

This could be explained by checking out newspaper articles about spinal and epidural analgesia in the USA, where a
significant number of negative articles have been written about one isolated even and many others were involving
incorrect information.
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The present data also showed that patient satisfaction with SA depends on many factors in addition to the source of
background information/acquaintances experience. It was found that previous experience with SA yields more satisfaction
with subsequent SA.

Validity as well as reliability of the questionnaire were verified and showed good results. This study was designed to avoid
selection bias and measurement.

Selection bias was eliminated by randomization. Regarding the measurement bias, the tools for measurement for
satisfaction were verified and showed good validity and reliability. Data was collected during postoperative period (1-2
hours) in PACU when the patient can recall exactly the events in the operative period (24-28 hours) for these postoperative
uncomfortable conditions from SA. The questionnaire in the study was self-administered , which enabled patients to judge
freely.

The actual neonatal outcome of the study was excellent and nearly all babies' Apgar scores were> 9 after 5 minutes.
Unlike other investigators who stated that in terms of better Apgar score, acid-base status should be maintained and earlier
initiation of breast feeding is ensured . SA may be a better choice to a general anesthesia (GA) for CS [9]. This enthusiasm
to SA encourage Parsons and Sonnenvel,[10,11] recommend that a pediatrician was not required routinely to attend CS
under SA but otherwise should be present for the baby of Sa under GA.

Reports regarding breastfeeding stated that it was started earlier in patients undergone SA than in GA patients for
CS.Although both xylaine and marciane were found to be excreted, yet no negative effects were reported in this aspect and
researchers came to the conclusion that both drugs used for SA are safe regarding breastfeeding [12].

One of the important issues concerning SA is side-effects. Our study revealed that getting enough background information
by the patient about SA did not alter the incidence of side-effects. Youngprimigavidas were more prone to develop side
effects than older multigravidas while obese mothers are equally liable to develop side effects as slim mothers [13].
Backache, which could be confused with local tenderness at the puncture site, was the most frequently occurring post-
epidural complaint (45%) which could be attributed to the postpartum long bed recumbency despitefrequent advises of
early mobilization [14]. Technically, the subarachnoid block was done in the sitting position which might contribute to the
postpartum backache [15]. Retrospective studies demonstrated an association between SA and chronic backache of the
lower back and leg muscles which lead to prolonged periods of lower posture and decreased perception of muscle strain
[16,17,18,19,20]. However, this was not the case in our study where motor lock was minimal and the patient could
ambulate after 3 hours. Those studies were limited by its recall bias and patient’s perception of the association between SA
and chronic backache. Several prospective studies(2) have shown that SA for labor did not result in postpartum backache
[21,22]. Short term (5-7 days) local tenderness at the site of the needle puncture occurred in about 50% of mothers [23].

Only 13% of patients included in the study complained of headache. This side-effect is presumably due to needle in
subarachnoid space injected large volume of air which might produce pneumocephalus resulting inseverepost-partum
headache which happen characteristically earlier than post-Dural puncture headache [24]. Nausea and vomiting can be
unpleasant for patients and has a multi factorial entity such as surgical and anesthetic factors but can be easily treated by
antiemetic drugs. Post spinal anesthesia related urinary retention was not mentioned by patients in our study as a side
effect, which can be explained by the policy adopted which involve routine urinary catheterization of all patients
undergone spinal anesthesia and the fact that urinary catheters being left for 6 hours postpartum [25].

Although approximately 12% of women would continue to feel pain after spinal anesthesia,which may be confused with
pressure sensation during delivery of the baby,it also significantly improve respiratory function [26]. In addition, patients
who choose spinal anesthesia have more satisfactionthan women who refused the procedure. Furthermore, it showed no
detrimental effect on the neonatal outcome [27].

Conclusion:

Most of patients were satisfied with their experience of spinal anesthesia although there was a high frequency of
postoperative backache. Because advantages of spinal anesthesia are numerous and the fact that unpleasant side-
effects of general anesthesia are avoided , we should encourage all pregnant womenscheduled for elective LSCS to
go for spinal anesthesia.
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