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Epidural in Labour - Summary Clinical Guideline 
 

Reference No.: IP/02:20/E4 

PIAB: 

 Programmed 

Intermittent Auto 

Bolus (base rate) 
 

PCEA: 

 Patient 

Controlled Epidural 

Anaesthesia 

(infusion pump 

patient button) 

 

PAIN ASSESSMENT 

NO 

Pain 

Pressure/ 

Tightenings 

CONTRACTION 

PAIN 

CONSTANT 

PAIN 

ONE SIDED PAIN/BLOCK 

Peri-

neal 

Abdo-

minal 

Pre-

dominant 

Complete or 

missed 

segment 

Reassure, 

explain that 

some 

sensation 

is to be 

welcomed 

PIAB/PCEA / Clinician bolus 

 Check BP, HR 

and CTG. 

Exclude full 

bladder and 

other obstetric 

causes 

 

BLOCK 

Below umbilicus 

(T10) 

PIAB + PCEA Anaesthetic review: ? Clinician 

bolus  

Lie on 

‘bad side’ 

and keep 

in this 

position if 

CTG 

reassuring 

Anaesthetic 

review to pull 

back catheter 

or offer to re-

site 
 Check epidural site for 

possible leaks or 

dislocation of catheter 

Between umbilicus 

and uterus (T7-T10) 

PIAB + PCEA Exclude full bladder and obstetric 

causes 

Between fundus 

and nipples (T4-T7) 

Continue PIAB but 

withhold PCEA for 

20 mins. Then 

recheck block 

Check BP and block every 5 mins 

for 20 mins. Exclude full bladder 

and obstetric causes 

At or above nipples 

(T4) 

TURN PIAB AND PCEA PUMP OFF. CHECK IF PATIENT IS ABLE TO SQUEEZE 

FINGERS AND COUGH. CALL ANAESTHETIST URGENTLY. TREAT ANY LOW BP 

If still in pain despite apparently adequate block, please reconsider full bladder and obstetric causes. In 

doubt, request an obstetric review. Reposition the patient as baby’s feet under her ribs can cause pain. 

Always discuss with the Anaesthetist. 
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Management of a ‘Dural Tap’ 
 
 
 
 
 
           Yes      
 
 
        No 
 
 
      Yes         Yes    No 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
                   Spinal catheter                                    Epidural catheter 
 
 
 
 
 
 

CSF obtained via epidural needle? Occlude epidural 

needle to prevent further CSF loss 

CSF aspirated from 

‘epidural’ catheter? 

Gently attempt to thread 

epidural catheter into 

CSF. Successful? 

Secure to back, label prominently 

as spinal catheter. (Preferred 

option) 

Do not wiggle epidural needle to enlarge 

hole! Gently rotate 90° and try to pass 

catheter. Successful? 

Remove epidural needle, and re-site 

epidural at space above or below. Call 

senior help if any difficulty. 

Anaesthetist will give top-ups of 

2ml 0.1% bupivacaine + fentanyl 

PRN, (usually 1-2 hourly). Do not 

flush catheter. Run infusion at 1-

2ml/hr. 

 

When good pain relief achieved, explain 70%-80% risk of headache, and need for close 

review. Advise plenty of oral fluids, and ask partner to bring in sunglasses for symptomatic 

relief of photophobia. Write up regular post-partum paracetamol and diclofenac (if not 

contraindicated). Document dural tap and ‘anaesthetist top-ups only, on epidural chart, 

medical notes and handover board. Inform all other anaesthetists on Labour Ward.  State 

clearly whether intrathecal catheter or re-sited epidural catheter. Manage second stage as 

usual, allowing initial passive descent of presenting part if maternal and fetal condition 

allows. Try to avoid pushing > 30-40 minutes, but there is no need for elective forceps 

delivery. 

 

Give 4ml 0.1% bupivacaine + 

fentanyl 2mcg/ml. Patient will 

actually get 3ml as filter deadspace 

is 1ml. If still in pain in ten minutes, 

titrate further 1ml increments. Do 

not flush catheter. 

Top up with increments of 0.1% 

bupivacaine with 2mcg/ml fentanyl, 

max 5ml every 5 mins. Be aware 

that some leakage into CSF may 

occur.  

Anaesthetist will top up cautiously with 

increments of 5ml bupivacaine 0.1% with 

2mcg/ml fentanyl every 5 mins, assessing for 

high block. If necessary, use 10-20ml in total. 

Run infusion at 5-10ml/hr. 


