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Abstract: Objective: To make an inventory of anesthesia used during caesarean section in an urban medical center with surgical
antenna in Bobo-Dioulasso. Patients and methods: This was a descriptive and retrospective study covering the year 2013. It
concerned all women who delivered by caesarean section at Dafra, an urban district hospital. The caesarean indications were
classified into extreme emergency, real/absolute emergency, delayed emergency and scheduled caesarean section. We reviewed
medical records to extract data. Then analysis was performed with Excel 2000 Software. Results: A total of 291 operated women
were collected, which represented 50% of the surgical activity of this hospital; 97.6% were performed in emergency. Half were
extreme emergencies (50.2%) followed by real emergencies (34.7%) and delayed emergencies (12.7%), scheduled caesareans
sections representing 2.4%. General anesthesia (69%) and spinal anesthesia (31%) were the two techniques practiced during
cesareans sections in this center. According to nurses specialized in anesthesia, spinal anesthesia was less common because of the
following reasons: surgeons put pressure on them, fear of hypotension during spinal anesthesia, absence of a physician anesthetist
in the team, lack of training on spinal anesthesia. Conclusion: The regional anesthesia is the choice technique during all caesarean
sections. It is advantageous for the mother and fetus and should be practiced even in district hospitals.

Keywords: Caesarean Section, Anesthesia, Regional Anaesthesia

taking into account the opposite-indications, the different
techniques and their respective benefits and drawbacks and
the degree of urgency of the cesarean section [3].

In Burkina Faso peripheral centers as in many developing
countries, facing the lack of medical specialists, anesthesia is
practiced by specialist nurses in anesthesia.

The aim of this study is to make an inventory of anesthesia
for caesarean in an urban Medical Center with Surgical
Antenna in Bobo-Dioulasso.

1. Introduction

The Caesarean section is increasing worldwide [1, 2]. In
Burkina Faso, this intervention has also with surgical antenna
become common thanks to the opening of many Medical
Centers. Caesarean section is an important part of the
surgical activity in these Medical Centers. It is performed
under general anesthesia (GA) or locoregional anesthesia
(ALR). The choice of anesthetic technique can be done when
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2. Patients and Methods

It is a descriptive and retrospective study covered from
January the Ist to December the 31st, 2013.

The study was carried out in the Medical Center of Dafra,
a health district in Bobo-Dioulasso City. Located in the east
of the city, it is one of the two urban Medical Centers with
Surgical Antenna in Bobo-Dioulasso. This is the first
reference level for 37 Health Centers and Social Promotion.
It covers a population of 483,366 inhabitants. During the
study period, this Medical Center staff consisted of 25
workers: 1 doctor gynecologist and obstetrician, a general
practitioner with expertise in essential surgery, 11 specialist

nurses in anesthesia and 12 nurses specialized in surgery.

The district hospital had two operating theaters and a
recovery room with one bed. The interventions were
practiced by a team of a doctor, two nurses specialized in
anesthesia and 2 nurses specialized in surgery.

Were included in this study, all women who delivered by
cesarean section at Dafra district hospital and the specialist
nurses who practiced anesthesia during the period of study.

Depending on the degree of urgency, Lucas proposed a
classification of caesarean sections in 4 categories: extreme
urgency, true/ absolute urgency, urgency and deferred
caesarean section [4]. In France, this classification was
changed in color-coded "red-orange-green" [5] (Table 1).

Table 1. Lucas modified classification applied to caesarean [5].

Extreme emergency '""Code Red": decision time / Birth
<15mn. Birth as soon as possible

Caesareans "Code Orange": decision
time / birth <30 min. Emergency birth

Elective caesarean "Green Code': decision
time / Birth <1h. Elective birth

* Fetal bradycardia (without recovery of RCF in 10mn)

* Trigger Failed

* Failed instrumental delivery on ARCF being expelled * FHR abnormalities (outside . .
.. . » Stagnation of the expansion or the descent
* Suspicion DPPNI (retro placental hematoma) bradycardia) .
L oy . of the presentation
* Placenta previa with abundant maternal hemorrhage ¢ Failed instrumental extraction .. .
. . . * Patient in spontaneous labor and having an
* Suspicion of uterine rupture without ARCF

* Prolapsed cord

elective scheduled

Data were collected through a predetermined survey sheet.
They concerned the indications for caesarean section,
anesthetic technique, drugs and materials used the
encountered difficulties. The main sources were gathering
medical records, the register of operating protocols,
monitoring anesthetic sheets and the birthing register. Data
analysis was made by Excel 2000 Software.

3. Results

During the study period, 291 caesarean sections were
performed, which represented 50% of all surgical activities of
the Medical Center.

3.1. Emergency Caesareans

A total of 284 cases caesarean sections (97.6%) were
performed in emergency in ration to 2.4% of scheduled
caesarean sections (7 cases). Direct admissions were 228
cases (78.4%) and references 63 cases (21.6%) from Health
Centers and Social Promotion.

3.2. Degree of Emergency and Type of Anesthesia

The distribution of caesarean sections depending on the
type of anesthesia practiced and the degree of urgency is
shown in Table 2.

Table 2. Distribution of caesarean sections by type of anesthesia and the degree emergency.

Degree of emergency Type anesthesia Total (%)
General anesthesia (%) Spinal (%)

Extreme emergency 122 (83.6) 24 (16.4) 146 (50.2)

True emergency 64 (63.4) 37 (36.6) 101 (34.7)

Delayed emergency 10 (27.0) 27 (73.0) 37 (12.7)

Scheduled 5(61.4) 2 (28.6) 7(2,4)

Total 201(69.0) 90 (31.0) 291 (100)

3.3. Materials and Drugs Used for Anesthesia (Spinal and
GA)

The main materials and drugs used during anesthesia (GA
or ALR) were as follows: intubation probes (7 or 6.5),
hypnotics (propofol, ketamine, pentothal), muscle relaxants
(suxamethonium), opioids (fentanyl, sufentanyl), local
anesthetics (2% lignocaine, bupivacaine 0.5%), crystalloid
(normal saline, ringer lactate), vasopressors (ephedrine 3%),
lumbar puncture needle 22G. Surveillance was made with
multiparameter monitors.

3.4. Difficulties Related to the Practice of Spinal Anesthesia

The main reasons for not performing anesthesia given by
the nurses specialized in anesthesia during caesarean sections
have been: the pressure of surgeons, fear of hypotension
following spinal anesthesia, the absence of an physician
anesthetist, lack of training / retraining on technique and the
fear of failure of lumbar puncture.

4. Discussion

The anesthesia for caesarean section is a common event in
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obstetrics [1, 6, 7]. Indeed, despite ongoing efforts, this mode
of delivery has remained stable or even an increasing [1, 7].
As shown in our results, cesarean section is in most cases
done in a context of obstetric emergency [3]. The
classification of caesareans sections according to the degree
of urgency, has established a decision-extraction period
(DEP) of the child, for each category [4, 5, 8]. Two
anesthetic techniques (GA or ALR) are conventionally used
and the choice of one is guided by the degree of emergency.
The anesthetist for cesarean knowed a significant change.
Indeed GA widely practiced in the 70s (70-80%), currently
accounts for only 5-10% of anesthesia for caesarean section
[9]. The morbidity and mortality associated with caesarean
occurs in most cases in the GA [10, 11]. Today cesareans
sections under GA have become rare and they concern the
extreme urgency and absolute opposite-indications of the
ALR [6, 12]. We admit, despite recent disputes that the time
between the decision to cesarean and the birth of the fetus
must not exceed 30 minutes in the conditions of real urgency
[8]. The recommendations for good clinical practice advocate
ALR perimedullaire (spinal, epidural, combined spinal-
epidural) for caesarean section if conditions are met [8, 13,
14]. ALR offers many benefits for both mother and child
[15]. When peridural catheter was placed for analgesia in the
delivery room, it is recommended to extend the epidural for
caesarean section [6, 14]. The success of this expansion
technique is conditioned by the running of analgesia for the
duration of delivery [16, 17, 18]. The choice of spinal
anesthesia technique occurred in case of extreme emergency
and absence of epidural catheter. This technique has many
advantages such the ease of implementation, the installation
speed and quality of anesthesia it provides. The main
disadvantages are headache (prevented by the use of needle-
tip pen and 25-27 diameters G) and induced hypotension
(corrected by vasopressors and filling) [19]. As for the
combined peri-spinal, it is especially indicated in the case of
elective caesarean section. His place in the context of the
emergency seems marginal, due to the period of its
implementation [3].

Regardless of the anesthetic technique used, the presence
of qualified and competent personnel (physician
anesthesiologist, nurse anesthetist) is an important factor in
the quality and safety of anesthesia resuscitation care in
obstetrics [3, 6]. Also communication between obstetricians
and anesthesia team is important to discuss the degree of
urgency, in order to adapt to the situation anesthetic
technique [3, 20].

5. Conclusion

Anesthesia for Cesarean section today is performed mostly
by regional anesthesia, even if the cesarean section is urgent.
In case of general anesthesia, increasingly rare, it must
consider the risk of difficult intubation and inhalation first,
and also anticipate the management of post-operative pain by
analgesia multimodal.
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