Enhanced recovery after Caesarean section:
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BACKGROUND

Enhanced recovery after surgery (ERAS) protocols have been widely adopted across surgery and accepted as the standard of care
for improving peri-operative outcomes within modern healthcare system. However, implementation of ERAS in obstetrics has been
less widespread. Implementation in obstetrics presents unique challenges compared to other specialties due to the need to
balance maternal recovery with neonatal care, variation in clinical workflows and differing peri-operative priorities. The first
consensus guidelines for peri-operative care for Caesarean section were published in 2018 and most recently updated last year.
They outline recommendations across three key domains: antenatal/pre-operative, intra-operative and post-operative care,
however there is limited data examining adherence to individual ERAS components in routine clinical practice.

The aim of this study is to evaluate adherence to ERAS Society recommendations for Caesarean section across antenatal/pre-
operative, intra-operative and post-operative domains and to identify key areas to inform future ERAS pathway implementation.
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RESULTS
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Stay 7 4% infection
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n=106 .(61.66) n=66 (38.4%) 4 days 12 2%
Elective CS Emergency CS
Pre-operative H Intra-operative
ERAS recommendation Yes No N/A ERAS recommendation Yes No N/A
Maternal request CS discussed with |24 (86%) 4 (14%) Antibiotics given
consultant (n=28) Chlorhexidine skin preparation
Proton Pump Inhibitor given Vaginal prep if ROM/labour (N=47)
Elective : :
Regional anaesthesia
Emergency Temperature monitored
Smoking during pregnancy Euvolaemia maintained
Ana.emia corrected Fluid pre-load (N=154) 136 (88%) 17 (12%)
Fasting 6-8 hours Phenylephrine infusion (N=153) 132 (86%) 21 (14%)
Multimodal anti-emetics
Elective CS :
. — Delayed cord clamping
Clear fluids up to 2 hours /”Sip till
send” *3 out of 4 patients with an estimated blood loss > 1.5L did not received any additional
Carbohydrate load given antibiotics
*Fasting less than 6 hours POSt-Operatlve
ERAS recommendation Yes No N/A
Mechanical VTE prophylaxis (N=133)
Compliance Compliance near Not compliant Correct duration of LMWH

Laxatives prescribed
Multimodal analgesia
Urinary catheter removed same day

>90% 90%

CONCLUSIONS

While several ERAS-based recommendations are embedded within Recommended changes
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routine perioperative care, for example, avoidance of anaemia, and
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multimodal analgesia use, ERAS principles are inconsistently applied. f@
Gaps in practice my be explained by traditional perioperative practices ERAS protocol Vaginal preparation
e.g. fasting from midnight and lack of carbohydrate loading which are s . 8 4
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often embedded within routine care. Standardised CS ERAS pathway,
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supported by multi-disciplinary education and patient information is
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recommended. Re-audit should assess improvement in compliance

and patient outcomes
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