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Dear Editor,

Caesarean section (CS) is the most common surgical procedure
globally and represents a third of surgeries performed in
resource-limited settings."? In South Africa (SA), the reported
CS rate in the public sector was 24.1% in 2015 and continues
to rise3 A SA study found that pain assessment post-CS was
poor, with less than a third of patients receiving analgesics
as prescribed.* Another SA study found that post-CS patients
experienced the highest incidence of moderate to severe pain
of all procedures (> 80%).> Pain management post-CS remains
particularly challenging in resource-limited settings, especially
in the context of enhanced recovery programmes.'?

Multiple societies have constructed consensus guidelines
for pain management post-CS.%” The PROSPECT (Procedure-
Specific Postoperative Pain Management) guidelines address
anaesthesia (pre-, intra-, and postoperative actions) and
surgical techniques in the prevention and management of pain
after CS under neuraxial anaesthesia.® The American Society
of Obstetrics and Gynecologists Practice Bulletin similarly
recommends a multimodal approach to pain management
post-CS, incorporating neuraxial opioids, regional techniques,
and oral analgesics to limit systemic opioid administration.”
The South African Society of Anaesthesiologists’ (SASA) acute
pain guidelines provide systemic analgesic options for intra-
and postoperative analgesia; however, a fixed protocol is not
specified.? The lack of tailored protocols applicable to resource-
limited settings has been cited as a contributing factor for
inadequate pain management post-CS in a SA study.*

Enhanced recovery after surgery (ERAS) pathways, originally
developed for colorectal surgery, have been adapted for
obstetrics and were first encouraged by the National Institute
for Health and Care Excellence (NICE) in the United Kingdom.>'°
Comprehensiveenhancedrecoveryaftercaesareansection (ERAC)
guidelines were established in 2018 by the Society for Obstetric
Anesthesia and Perinatology and focused on anaesthetic-related
elements.’® A total of 25 recommendations (five preoperative,
nine intraoperative, and eleven postoperative) were made, and
the level of evidence for each was graded.'® Guidance for the
intraoperative management of CS under neuraxial anaesthesia
and postoperative analgesia was detailed.'

A systematic review of interventions and outcomes in ERAC that
included 47 studies found benefit in reduced length of stay and
costs, while inconsistent benefit was found in reduced opioid
consumption and successful breastfeeding.!" Satisfaction scores
were inconsistently reported. Overall, most studies demonstrated
benefit and none reported harm, but the quality of evidence was
low." The heterogeneity of outcomes reported in ERAC studies
is a major barrier to the formulation of high-quality evidence.
An expert consensus guidance was later developed, aimed at
establishing core outcomes for ERAC."2

Patient-reported outcomes (PRO) have gained traction as a more
meaningful endpoint than traditional clinical measures.”* PRO
provide a multidimensional assessment of recovery, recognising
outcomes that are important to patients. The Obstetric Quality-
of-Recovery-10 (ObsQoR-10) score is one such measure that
quantifies postpartum recovery as a dimensionless number
between 0 and 100, with higher scores indicating better
recovery.? Its measurement is recommended as a core outcome
assessment of ERAC."?

We developed an ERAC programme tailored for implementation
at a public health institution in SA, with inputs from
anaesthesiologists, obstetricians, nurses, dieticians, and hospital
administration. Key, low-cost, feasible interventions were
implemented, focusing on 14 core processes derived from
international ERAC guidelines (Figure 1).'%'2 Spinal anaesthesia
included 11 mg (2.2 ml) of hyperbaric bupivacaine together with
an ultra-low dose of preservative-free intrathecal morphine in
keeping with SASA guidance.® Morphine dilution was included
as a guide in the infographic to prevent dosing errors (Figure 1).
We opted for a higher dose of bupivacaine to ensure adequate
spinal blockade, as no fentanyl was used in the spinal anaesthetic.

We conducted a prospective before-after study to evaluate the
implementation of the ERAC programme.’* The primary outcome
measure was postpartum recovery, measured by the ObsQoR-10
score. In our study, the post-ERAC cohort demonstrated a
significant improvement in ObsQoR-10 scores. Additionally,
we found a significant reduction in opioid consumption and
improvements in other recovery metrics, such as fasting duration,
time to catheter removal, mobilisation, and first oral intake.
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ENHANCED RECOVERY AFTER
CAESAREAN SECTION

@

PROVIDE AN
EDUCATIONAL HANDOUT

SOLIDS UNTIL 6 HOURS PRIOR TO
SURGERY
CLEAR LIQUIDS UNTIL 2 HOURS PRIOR TO
SURGERY

PROVIDE SOOML SWEETENED
CLEAR FLUID 2 HOURS BEFORE
SURGERY*

* EXAMPLE: ROOIBOS TER. OMIT SUGAR IF PATIENT IS KNOWN TO BE DIRBETIC

NORMOTHERMIA:
- USE FORCED-RIR WARMERS
- USE WARM IV FLUIDS

INITIRTE MULTIMODAL ANALGESIA
IN THEATRE:
- 16 PARACETAMOL IV
- 75MG DICLOFENAC IV/IM

* 15MG PRESERVATIVE-FREE MORPHINE DILUTED IN A SYRINGE TO 60ML = 250MCG/ML
USE 0.2ML OF THIS SOLUTION [SOMCG]

54

PATIENTS SHOULD RESUME A
NORMAL DIET AS SOON RS THEY
RETURN FROM THEARTRE

>

ENCOURAGE SKIN TO SKIN
CONTACT AND OFFER
BREASTFEEDING SUPPORT

Figure 1: Tailored ERAC programme

An Irish study previously evaluated an ERAC programme using
an earlier version of the scoring tool, the Obstetric Quality-of-
Recovery-11."> To facilitate completion of the questionnaire, a
10-item version was developed and validated.'® Ours is the first
study globally using the ObsQoR-10 to demonstrate benefit in
PRO from an ERAC programme.' Only three other studies have
investigated tailored ERAC programmes in Africa, but these have
focused on traditional outcomes.'7"® Favourable outcomes were
found regarding length of stay and pain, with only one study
reporting better patient satisfaction.!”-"®

INTRAOPERATIVE

SPINAL ANAESTHETIC:
- 2.0ML (10MG) HYPERBARIC BUPIVACAINE
- 50MCG MORPHINE*

ROUTINE PONV PROPHYLAXIS WITH AT
LEAST TWO OF THE FOLLOWING:
- 4MG DEXAMETHASONE IV
- 4MG ONDANSETRON IV
- 10MG METOCLOPRAMIDE IV

POSTOPERATIVE

&N

Y

PATIENTS SHOULD MOBILISE AS
SOON RS TOLERATED WITHIN 6-8
HOURS

(e]
§®
(@ =]
SCHEDULED ANALGESICS
AS PRESCRIBED

©

PREVENT HYPOTENSION:
- PROPHYLACTIC
PHENYLEPHRINE INFUSION**

DELAY CORD CLAMPING FOR
30 - 60 SECONDS IN
VIGOROUS PRETERM AND
TERM INFANTS

s

*+ START AT 25-50MCG/MIN.
TITRATE TO BASELINE BLOOD PRESSURE

G

URINARY CATHETER SHOULD BE
REMOVED AT 6 HOURS UNLESS
INSTRUCTED OTHERWISE

PARACETAMOL 16 PO 6-HOURLY
IBUPROFEN 600MG PO 6-HOURLY
TRAMADOL 50MG PO PRN/6-HOURLY

%

Implementing ERACinaresource-limited settingfaceschallenges,
such as the prioritisation of emergency CS, high obstetric
burden, and overburdened staff. This impacts factors essential
to recovery, such as postoperative analgesia administration and
processes to enhance the postoperative course, like oral intake,
mobilisation, and catheter removal.#

To overcome these obstacles, we encourage anaesthesiologists
in SA to become advocates for change in the practice of
perioperative care for CS and to champion the adoption of
tailored ERAC programmes. The interventions in an ERAC
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programme are inexpensive to implement; however, a strong
driving force is needed to overcome the inertia of traditional
practices. Implementing context-specific ERAC pathways is
feasible, and the sum of marginal gains of simple processes

can cumulatively result in improved maternal experience and
postpartum recovery.
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