
International Journal of Anesthesia and Relaxation Volume 1 Issue 1, September 2017

Denis BARBOZA, et al. (2017), Survey of Anesthesic Risk Factors During Obstetric Emergency at the Peace Hospital in Ziguinchor.
Int J  Anes & Rel 1:1, 04-07

International Journal of Anesthesia and Relaxation

Survey of Anesthesic Risk Factors During Obstetric Emergency at the Peace 
Hospital in Ziguinchor

Research Article Open Access

*Corresponding Author: Denis BARBOZA, Anesthesia-Resuscitation Service at Ziguinchor Peace Hospital, UFR of Health 
Sciences of Assane Seck University at Ziguinchor, Senegal Email: denisbarboza7@gmail.com
Citation: Denis BARBOZA, et al. (2017), Survey of Anesthesic Risk Factors during Obstetric Emergency at the Peace Hospital in 
Ziguinchor.  Int J  Anes & Rel 1:1, 04-07
Copyright: ©2017 Denis BARBOZA, et al. This is an open-access article distributed under the terms of the Creative Commons 
Attribution License, which permits unrestricted use, distribution, and reproduction in any medium, provided the original author and 
source are credited

04

Received  August 17, 2017;  Accepted September 27, 2017;  Published  September 29, 2017.

Barboza D1*, Traoré MM3, Gaye I2, Leye PA2, Diaw M2, Ndiaye PI2, Ba EHB2, Diop EHN2, Sine B2, Bah MD3, Fall ML3, Diouf E2.

Introduction
Keywords:

1Anesthesia and intensive care department of the Peace Hospital in Ziguinchor, UFR of Health Sciences of Assane Seck University in 
Ziguinchor, Senegal
2Anesthesia and intensive care department of Aristide Le Dantec Hospital, Faculty of Medicine UCAD, Dakar Senegal
3Anesthesia and intensive care department of Fann Hospital, Faculty of Medicine UCAD, Dakar Senegal

Emergency- Anesthesia- Obstetrics- Ziguinchor

               

Abstract
The low socioeconomic level and instability in the southern area of Senegal impact on the social life of women. Thus access to family 
planning as well as antenatal care is moderate. Many pregnant women come to consultation in obstetric emergencies. These emer-
gencies are very common situations that predominate in anesthetic practice. The anesthesia practiced on pregnant women result in 
complications. The purpose of our study was to determine the prevalence and anesthetic risk factors during obstetric emergencies. We 
carried out a retrospective, descriptive and analytical study over the period of twelve months in the Anesthesia and intensive care unit 
of the Peace Hospital in Ziguinchor. Included were all patients operated under anesthesia for obstetric emergencies. During this study 
period, 325 patients had been operated. The prevalence of obstetric emergencies was 82.49%. Patients under the age of 20 accounted 
for 13% and those aged 20 to 34 years 70.9%. General anesthesia was performed in 28%. All anesthetic procedures were performed in 
an emergency situation with ASA ≥ III at 27.5%. Anesthetic procedures were carried out in 70% by a senior technician in anesthesia. 
Risk factors for obstetric complications remain a reality in our practice. They are often enameled by complications that may put at stake 
the maternal and fetal life prognosis.

The low socio-economic level as well as instability in the region of 
Ziguinchor impact in the social life, especially on women’s social 
life. Thus, access to family planning and prenatal consultations re-
mains low. In addition, there are cultural beliefs that hinder good 
medical practice in the area. A great number of parturient women 
come to consultation in obstetric emergencies situations.
Every medical act has therapeutic benefits and side effects, the 
balance of which must be for the benefit of the patient. Of all the 
medical disciplines, anesthesia is one of the most known, source 
of complications especially when practiced in emergency know-
ing that in this situation the risks are increased because of lack of 
knowledge of the patient’s medical background. The anesthesia 
practiced on pregnant women is not free from complications. Very 
few studies have focused on an entire population of patients who 
have been anesthetized in an emergency. However, many studies 
focus on anesthetic complications and rarely on the risk factors of 

anesthesia.
The objective of our study was to determine the prevalence and 
anesthetic risk factors during obstetric emergencies.
Patients and Methods
We conducted a retrospective, descriptive and analytical study 
over 12 months from December 2015 to November 2016 at the 
Peace Hospital in Ziguinchor.
Our study was performed at the anesthesia-resuscitation depart-
ment. Included were all patients operated under anesthesia for ob-
stetric emergencies.
The data collection was based on reference sheets, maternity ad-
missions sheets, delivery records and operational reports and an-
esthesia. The data included preoperative assessment, anesthetic, 
and surgical management as well as intraoperative incidents and/
or accidents.
Two parameters were studied: prevalence and anesthetic risk fac-
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tors. We used Epi Info 7.2.1.0 software for data analysis.
Results
During this study period, 325 patients had been operated. The 
prevalence of obstetric emergencies was 82.49%. Age was report-
ed in 323 cases. The mean age was 27.2 years with a standard devi-
ation of 6.77. The extremities were 15 to 45 years and the median 
27 years. Women were mostly in the 20-34 age group. However, 
13% was under 20 years of age (see Figure 1).

Figure 1: Division according to Age cross-sections
The average parity was 1 with a standard deviation of 1.7. The 
extremities were 0 and 9. More than half of the patients (55.6%) 
were nulliparous.
We found a history of risk factors in 15.9% of cases. Asthma was 
the most frequent and was found in 5.3% of patients (see Table I).
Table I: Division according to the patient’s background

We noted that 36.5% of women were overweight. However, wom-
en with complications had a higher weight than women without 
complications. The difference was not statistically significant 
(p-value 0.664).
The following table (Table II) details the diagnosis which often 
reveal anesthetic emergency complications. Thus, 98 patients, that 
is to say 30%, had a diagnosis which constituted a perioperative 
risk factor.

Table II: Division according to diagnostic risk factors

Emergency surgery and ASA cases surgery (greater or equal to) ≥ 
3 are inhalation risk factors. We found 27.5% who had ASA ≥ 3 as 
shown in Figure 2.

More than half of the anesthetic acts or 70% was performed by 
senior technicians without the supervision of an intensive care 
anesthetist. The following table (Table III) shows that women 
who were followed by anesthetists were twice as likely to have 
complications.

Figure 2: Division of patients according to the ASA score

Table III: Complications occurring according to the practitioner
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No patient was pre-medicated.  More than half of the anesthesia, 
72%, was loco regional. No patient had an epidural.  Only spinal 
anesthesia was practiced with 7.5 to 10 mg of Bupivacaine associ-
ated with 25 μg of Fentanyl.
All general anesthetic were performed in rapid sequence with Sel-
lick maneuver. All patients were intubated. Thiopental and ket-
amine were used as hypnotics including Propofol in all patients 
with no hemorrhagic shock. The curare was suxamethonium. No 
patients received non-depolarizing curare. Fentanyl was used as 
early as induction in some patients. However, most of the patients 
had received the morphine only after clamping the umbilical cord. 
Maintenance was performed with halothane.
The time of onset of complications was 53.1% at induction and 
46.9% at maintenance. The complications occurred in 55% in 
General Anesthesia and 45 in loco-regional anesthesia. The table 
(Table IV) below shows that women with general anesthesia were 
5 times more likely to have complications.

Table IV: Complications occurring according to the type of anes-
thesia

Pre-operative monitoring was performed using a multi-parametric 
monitor to measure non-invasive blood pressure, electrocardio-
gram, heart rate, respiratory rate, peripheral oxygen saturation and 
temperature.
The mean duration of the intervention was longer for women with 
complications than for those who did not have any (75.4 ± 34.0 vs. 
60.0 ± 14.2 minutes). The difference was statistically significant (P 
value = 0.0026) (see Figure 3). 

Figure 3: Complications occurring according to the duration of 
the intervention

Almost 99.4% of all patients had received antibiotic prophylaxis. 
Sixty-four patients, 19.7% had complications related to hypoten-
sion.
Discussion
The high prevalence of obstetric emergencies in our operation 
wards reflects the frequency of obstetric emergencies. This rate 
can be explained by the limited access to family planning and free 
cesarean operation. Blaise [1] found a young age (average age of 
26.7 years) among the parturient women close to that of our study. 
This is due to the geographic location of the region as a crossroads 
between Guinea-Bissau and Gambia, as well as the instability of 
the area and the cultural backgrounds.
Caesarean is the first reason for anesthesia, whatever the surgical 
context. Several studies also report that cesarean is the main cause 
of anesthesia in obstetric gynecology
Emergency, general anesthesia and full stomach anesthesia are risk 
factors for inhalation [2; 3; 4]. The latter are found in the works 
of Boulay.
All general anesthesia were performed in rapid sequence with Sel-
lick maneuver. This is due to changes resulting in an increased risk 
of regurgitation and bronchial inhalation from the fifteenth week 
of amenorrhea. All patients were intubated. The hypnotics used 
were propofol, thiopental and ketamine depending on the hemody-
namic state of the patient but especially their high availability in 
developing countries. The curare was suxamethonium and this was 
related to physiological changes during pregnancy mainly proges-
terone secretion which reduces the gastro-intestinal functioning, 
the increasing volume and acidity of the gastric fluid (placental 
gastric secretion) [5; 6; 7; 8]. Maintenance was performed with 
halothane. No patients had an epidural. This is linked to the type 
of obstetric emergency but also to the immediate inaccessibility of 
the haemostasis data.
ASA surgery ≥ 3 is a risk factor for inhalation. In our study we 
found a rate of 27.5%.
Anesthetic procedures were carried out in the majority by the se-
nior anesthesia-resuscitation technicians, that is  70% as in the 
Belkrezia study [9; 10]. This figure is a testimony of the short-
age of senior anesthetists in Senegal, especially in Casamance; so 
training more senior anesthetists is a dire necessity [8; 11; 12]. 
However, the frequency of complicated cases recorded at the level 
of the anesthetist can be explained by the severity of the diagnosis.
General anesthesia accounted for 28%. This rate is explained by 
the evolution of the practice of spinal anesthesia but mainly be-
cause the risk of complications is less, but also because the ear-
ly referring of patients in emergency via a collaboration between 
anesthetists, gynecologists and other maternity wards.
The current trend is to encourage loco-regional techniques in ce-
sarean sections to avoid risks associated with anatomical changes 
in the pregnant woman that are responsible for difficult ventilation 
and intubation, oesophageal intubation and inhalation of gastric 
contents [13, 14].
Halothane that is no longer found in many countries is the halogen 
used in our series. The isoflurane considered as the reference hal-
ogen in obstetrics [8] is not available in our health structure. The 
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Rocuronium currently recommended in case of contraindication 
to succinylcholine [8] is still not available in our health structure. 
However, no study demonstrates an absolute contraindication of 
suxamethonium [8]. Fentanyl was the only morphinomimetic ad-
ministered pre-operatively. Remifentanil, also indicated for cesar-
ean section [8; 15] is not available. All Caesarized patients have 
benefited from multimodal analgesia [16].
Prevention of these anesthetic complications may involve routine 
pre-anesthetic visits to pregnant women.
Conclusion
Risk factors for anesthetic complications during obstetric emer-
gencies is common in our practice. They are often source of 
enameled by complications that may involve maternal and fetal 
life prognosis. Many efforts advances have to be made in order to 
better manage and improve the materno-fetal prognosis 
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