


* A 34-year-old pregnant woman, gravida 2 para 1, presents at 39
weeks gestation for her final prenatal visit. Her first delivery was
via emergency cesarean section due to fetal distress and failure to
progress during labor. During this pregnancy, she has been
closely monitored for gestational diabetes, which has been well-
controlled with diet and lifestyle modifications. Given her -
previous cesarean section, the obstetrician has recommended a
planned repeat cesarean delivery for this pregnancy.

* Mention pre and post operative care for C-section.







1. Caesaren section overview
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like in category
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* Performed in
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Indications
For C Section

1, Previous cacsarcan section,
2, Malpresentation (mainly breech),
3, Failure 1o progress in/labor.

A Suspocted fetal dompramise in labor
& Diher indications, such as mulbdple
pregnancy, placental abruption, placenta
previa, feral dis- cose and maternal discise,
are less commeon.




2. Pre operative care
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Pre Operative Assessment

* Pre- Opertive assessment should be performed by THE ANESTHETIST and
SURGICAL TEAM

- It has following components.

1. Taking detailed history

2. Clinical examination.

3. Routine and target oriented investigations.

- CBC, RFTs, LFTs, Electrolytes and creatinine, Blood group, Blood glucose and
HbA l¢, coagulation screen({ PT, bleeding time)

4. If any abnormality is found, it should be treated to its optimal level




4. Pre Operative Preparation

* A. Specific Pre operative problems.

IT'a patient is suffering from any disease other than surgical issue, it should be treated to a
- level where it does not complicate surgery.

The benefits of the surgery should outweigh the risk of surgery and risks of anesthesia.

Specific medical problems encountered during pre operative assessments includes:

1. Cardiovascular diseases

MI, Angina, CHF, Hypotension, Valvular heart disease, Pacemakers (Monopolar

diathermy should be avoided during surgery in patienis with pacemakers).




2. Anemia

- [ron and vitamins supplements.

- A& patient undergoing major surgery with Hb level of less than 8g/dl should be considered for transfusion.
3. Respiratory diseases

4. Asthma

5. Smoking

6. Infections

7. Coagulation disorders

- Thromhaphilia

{Patienis with previeuos history of thrombosis or those at risk shoold be identified , they shonld be provided with
thromboprophylaxis).

= Anticongulation therapy.

Those who are on warfarin therapy , it showld be stopped 5 days before surgery and infusion of un-Tractionated
heparin should be started once INK s <15 and APFT should be maintained 1.5 times of mormal and this infuxion
should alse be stopped 2 hours hefore surgery,

- Hemophilia A. Factor VI deficieney B. Factor 1X deficiency




8. Obstructive Jaundice:

= Are ata high rsk for surgery,

9. Metabolic disorders

like DM, Thyrotoxicosis, Hypothyroidism, Dehydration, Obesity.

Pre operative Fasting (NBM... Nill By Mouth):
6-8 hours prior to surgery -

Is necessary to reduce the aspiration of gastric contents at the induction of anesthesia, during surgery
or in the immediate period after surgery.

B, Bladder should be empried before the procedure commences

. Anesthesia

(Most scheduled caesarean sections are performed under spinal anesthesia )

General anesthesia is oeeasionally required where regional anesthesia is contraindicated or ineffective
or where general anesthesia is preferred due to urgency.




D. The anesthetic block is confirmed and the woman’s abdomen (part preparation)
and hair clipping (shaving is not recommended)

- Abdomen and perineal painting

(Chlorhexidene or povidone-iodine solutions)

E. Prophylactic antibiotics should be administered intravenously prior to the
surgical incision.

. Cefazoline IV 1-2gm -
(Beta lactam antibiotic — Cephalosporin/Penicillin)

if allergy — Clindamycin+gentamycin (Aminoglycosides)
F. Position of the patient:
Dorsal position, 15 degree left lateral tilt




G. Instrumenta

Check all instruments, sponge and needie count
before and after surgery for safery,

H. IV line

Eeep IV line patent to infuse fluids and iransfuse
blood products if required
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5. Post operative care

* General care of the patient with careful monitoring and assessment at regular intervals, for
carly detection of complications, timely intervention and assuring the recovery of the
patient is called post operative care.

Objectives

1. To make general assessment of patient immediarely after surgery.
2, To provide adequare pain relief.

3. To prevent complications by monitoring at regular intervals,

4. To manage complications at an early stage if they occur.

5. To maintain proper record.




Post-Operative care of a surgical patient can be divided into three phases:
1. Immediate post-operative care (Recovery phase)
Following are the components of care in the recovery room

a. Basic management
It is the close monitoring of the patient, This includes:

ABC are the main priority

Relief of pain and anxiety

The patient's position

Prophylactic measures against venous stasis by passive leg exercise
Airway and breathing

Circulation

Fluid balance

Core lemperature




2, Care in the ward until discharge from the hospital

The aim 15 to maintain a stable peneral eondition and detect any complications early
Care in the ward includes

a. General eare includes measures tiken in recovery phase,

b Pain management

c. Fluid balance

. Medications

. Nurrtion

f. Physiotherapy

£ Wound care

h. Breastfeeding

3. Care After Hospital Discharge

I.General care of the patient with careful monitorng and assessment ot regular intervals, for early detection of
complications, imely intervention and assuring the recovery of the patient is called post operative
care.Objectives]. To make general assessment of patient immediately afier surgery.

2. To provide adequate pain relief. To prevent complications by monitoring at regular intervals.

3. To manage complications at an early stage if they occur4. To maintain proper record.




6. Complications
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Hemorrhage Management:

Venous Thromboembolism
Management:
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Ethics and Counselling

Considering well the principles of ethics while treating the patient,
Principles arc Autonomy, Beneficience, Non-Maleficience and Justice.
Crunsel the patient
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ANY QUESTIONS?2?



