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Included in policy: 

This guideline applies to any ADULT who is receiving epidural analgesia, and to all 
medical and nursing staff who has received appropriate epidural analgesia training and 
is involved in the care of patients receiving this mode of analgesia. 

All Trust staff, working in whatever capacity 

Other staff, students and contractors working within the Trust  

Exempted from policy:  
The following groups are exempt from this policy  

All non-clinical staff groups are exempt from this policy. 
Paediatric & Neonatal Wards. 
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 Procedure Planned 

 Coagulation Status 

 Patient Choice 

 Physical and Mental Status 

 Ward where patient is expected to be cared for post-operatively 

3.7 The anaesthetist must, whenever possible, obtain verbal informed consent from 
the patient and this must be documented in the healthcare record taking into 
account religious beliefs surrounding pain management (RCoA, 2004) 

3.8 The explanation must include: 

 The reason for insertion of an epidural 

 The benefits of using epidural analgesia 

 The risks involved – both likelihood and severity should be discussed 

 That he/she has the right to refuse an epidural 

 Comparative risks of alternative pain management strategies / anaesthetic 
techniques 

Note: Explanation of risks must be translated by an advocate for non-English 
speaking patients.  

 

Exclusion criteria 

3.9 Absolute contraindications: 

 Patient refusal 

 Patients with coagulation abnormalities 

 Spinal compression 

 Infection at site of insertion 

 Systemic sepsis 

 Proven allergy to proposed drugs used 

 Unstable spinal fracture 

 Uncorrected hypovolaemia 

 Lack of medical/nursing personnel with appropriate experience with epidural 
analgesia 

 Raise intracranial pressure (a risk of herniation if a Dural tap occurs) 

3.10 Relative contraindications: 

 Anti–coagulant therapy 

 Certain neurological conditions e.g. multiple sclerosis 

 Unstable cardiovascular system (hypotensive / shocked patient) 

 Spinal deformity 

 Gross obesity 
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4.2 According to Bujedo (2013) Fentanyl is the opioid of choice as it is lipophilic, 
causes less sedation and adverse effects compared to Morphine.  

4.3 If hydrophilic opioids are given epidurally then the observations schedule in 
MONITORING section may need to be revised. This is to account for increase 
risk of respiratory depression and a greater incidence of other adverse effects 
(ANZCA, 2010; Bujedo, 2013). 

4.4 Ready–to-administer licensed epidural solutions must always be selected if 
available. Epidural solutions prepared in clinical areas should only be used if 
ready-to-administer solutions not available (NPSA, 2007).  

4.5 This must be prescribed in the correct place by the Anaesthetist or a non-medical 
prescribing Pain CNS, including the starting rate and maximum rate. The pre-
printed yellow prescription sticker should be used (refer to appendix 5).  The 
maximum recommended rate is 15mls/hour; to keep within the safe limits of local 
anaesthetic toxicity. 

4.6 For clinical situations that require a combination of both PCA and Epidural, 
please also refer to the Intravenous Patient and Nurse controlled analgesia 
(PCA/NCA) for the adult guideline. 

  

Prescriptions Related to Epidurals 

4.7 All patients with epidurals must be prescribed regular paracetamol and an NSAID 
if not contra-indicated. First line NSAID in the Trust is Ibuprofen.  

4.8 An anti-emetic (appendix 6: Anti-Emetic Prescriptions- Different Sites), naloxone 
and chlorphenamine for the management of opioid-related side-effects must be 
prescribed PRN for the duration of the epidural. 

Whilst naloxone use can be life-saving in respiratory depression and respiratory 
arrest, the use of naloxone in patients where it is not indicated, or in larger than 
recommended doses, can cause a rapid reversal of the physiological effects for 
pain control, leading to intense pain and distress, and an increase in sympathetic 
nervous stimulation and cytokine release precipitating an acute withdrawal 
syndrome. Hypertension, cardiac arrhythmias, pulmonary oedema and cardiac 
arrest may result from inappropriate doses of naloxone being used for these 

types of patients (NHS /PSA 2015). 
 

            The HCP must initially administer a bolus dose of naloxone intravenously    
            100mcg to 200mcg. Reassess in 2 minutes. Further doses of 100mcg can be   
            given up to every 2 minutes until respiratory function improves.  

 

4.9 Oxygen must not be routinely prescribed and given to patients with epidural  
analgesia in progress. Oxygen only to be used if clinically indicated with low      
saturations (after discussion with medical team). 

4.10 If a patient is on long acting opioids pre-operatively, or is at risk of respiratory 
depression, or is particularly sensitive to opioids, discuss with inpatient pain 
service or anaesthetic consultant pre-operatively.  

4.11 If a new drug chart is started for a patient the epidural prescription must be 
transfered immediately. The inpatient pain service or on-call anaesthetist can 
help with any queries regarding prescription of epidurals. 
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4.12 Opioid analgesics should not normally be prescribed alongside an epidural 
unless advised by an anaesthetist or member of the inpatient pain service to 
continue or to start concurrently. An explanation should be  clearly documented 
in the healthcare records and the inpatient pain service informed.  

4.13 Colloid must be prescribed for the treatment of hypotension attributed to 
epidurals including top-ups and rate changes.       

4.14 Intravenous access must be maintained at all times. 

Storage  

4.15 Epidural solutions must be stored separately, in a designated locked epidural 
cupboard isolated from other controlled drugs and IV’s in accordance with NPSA 
guidance (NPSA, 2007). 

Anticoagulation with epidurals 

4.16 Epidural haematoma is a rare but potentially disastrous complication of epidural 
analgesia. Patients with impaired blood clotting, either due to their medical 
condition or to the use of drugs for anticoagulation (prophylactic and therapeutic) 
and/or platelet inhibition (aspirin, clopidogrel, ticlopidine) have a higher risk of 
developing this complication. 

Prophylactic anticoagulation with Low molecular weight heparin 

4.17 Use the standard prophylactic regimen of LMWH daily, must be given at 18.00 or 
22.00. This facilitates a safe placement or removal of the epidural catheter the 
following day.  

 Prophylaxis must not be omitted because of epidural analgesia.  

 In the case of LMWH being required it must be given 12 hours pre insertion of 
epidural catheter or 4 hours post insertion of epidural catheter. 

 75mg Aspirin (low dose) once a day is considered safe. 

4.18 Please refer to appendix 4: Regional Anaesthesia and Patients with 
Abnormalities of Coagulation (November 2013). 

5 COMPETENCY AND TRAINING 

5.1 All healthcare practitioners involved in the care of patients with epidurals must be 
appropriately educated about potential complications and trained in their 
recognition and management. This knowledge should be tested as part of a 
competency assessment. 

5.2 Epidural training must be offered by the inpatient pain service as part of a regular 
education programme.  

 Book training for RLH and SBH sites via the intranet WESHARE: Your Career 
 tab / 
 Clinical Course / Book On  A Course /  Courses tab/ Clinical Courses / General 
 Pain, PCA, Epidural (adult)).  
 Book training for WCH site by emailing the pain CNSs:      
 PainNurseWCH@bartshealth.nhs.uk 
 Book training for NUH site by emailing the pain CNSs:   
 PainNurseNUGH@bartshealth.nhs.uk  
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Continuous Epidural Infusions 

6.3 In order to prevent accidental intravenous administration of epidural fluids: 

 Continuous epidural infusions must be given via a designated epidural pump 
using a dedicated epidural giving set. 

 Pumps and sets must be clearly identified as being for this purpose by being 
yellow in colour. 

 Only designated yellow epidural giving sets can be used for epidural 
infusions. 

6.4 Yellow epidural pumps and giving sets may be used to infuse epidural fluids in 
other types of local nerve blockade and must be clearly labelled as such. They 
must never be used for intravenous fluids. 

6.5 The epidural pump, epidural catheter and giving set, must bear a yellow sticker 
marked with the word ‘epidural infusion’. No practitioner may use an epidural 
giving set to administer epidural drugs unless it is labelled in this way. 

6.6 The epidural infusion sticker should be attached to the catheter near the filter and 
clearly visible. 

6.7 Two practitioners should witness the connection of the infusion to the epidural 
catheter, one of which should be the anaesthetist who inserted it. 

 In order to prevent subsequent errors, a transparent occlusive dressing ‘seal’ 
should be applied around the catheter / filter / giving set connections. 

 The anaesthetist who inserts the epidural must ensure the Trusts dedicated 
Epidural Observation Chart is correctly filled in and personally sign for the 
connection on the front page of this observation chart.  

 A second practitioner must check the connection and sign on the front page of 

the observation chart. 

 The epidural infusion must be prescribed using a yellow pre-configured epidural 

prescription sticker (refer to appendix 5) on PRN page of the drug chart and 

signed by the same two practitioners as above. 

6.8 When commercially available, technology to prevent accidental connection of 
epidural sets to IV cannulae should be utilised (NPSA, 2007 and NPSA, 2011). 

6.9 Continuous epidural infusions should be commenced in recovery or the operating 
theatre. The epidural infusion should ideally be attached prior to leaving the 
recovery area or operating room to avoid incorrect usage of epidural catheter or 
incorrect connection of epidural infusion to an intravenous catheter. If not 
connected, the anaesthetist should clearly document the reason and formulate a 
plan with regards to the epidural catheter. 

6.10 Only registered HCP who have been certified as competent in care of epidurals 
and have IV certification may: 

 Adjust epidural infusion rates within the prescribed range, but only after a full 
and documented assessment of the patient’s condition. 

 Discontinue epidural infusions on advice of a doctor, the inpatient pain 
service or in the event of an adverse reaction. 

 Re-start epidural infusions on advice of a doctor or the inpatient pain service 
if prescribed. 
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The inpatient pain service should 
document a plan for the discontinuation 
and removal of epidural catheters the day 
before this is due or on the preceding 
working day if the catheter is due for 
removal at a weekend or public holiday. 

In the absence of such a plan, the 
managing team should seek the advice of 
the on-call anaesthetist in line with 
guideline on removal of epidural catheters. 

 

To reduce the risk of error and ensure 
patient safety 

 

 

 

To ensure prompt detection and treatment 
of any complications 

Monday to Friday, at the end of the day 
shift, a written handover of patients likely to 
require anaesthetic/inpatient adult pain 
service support must be available to the on 
call anaesthetist and/or the Hospital at 
Night team. 

 

To reduce the risk of error and ensure 
patient safety 

 

To ensure prompt detection and treatment 
of any complications 

Monday to Friday mornings, at the end of 
the night shift, the on call anaesthetist and 
Hospital at Night team must handover to 
the inpatient pain service any changes to 
the status of the patients reviewed and 
inform them of any new epidural infusions. 

To reduce the risk of error and ensure 
patient safety 

 

To ensure prompt detection and treatment 
of any complications 

Out of hours review by on-call 
anaesthetists or Hospital at Night team on 
a daily basis. 

If unable to do this personally, overnight, 
during weekends and bank holidays, the 
on-call anaesthetist must routinely review 
patients if requested by the inpatient pain 
service 

To reduce the risk of error and ensure 
patient safety 

 

To ensure prompt detection and treatment 
of any complications 

Recovery areas must keep a record of 
patients who have epidural infusion in 
progress (including those patients with 
epidural catheter but not connected to an 
infusion). If a patient is transferred to ITU 
or HDU (bypasses recovery) it is the 
responsibility of the anaesthetist to ensure 
the patient is entered into this record 
and/or the inpatient pain service is made 
aware. The record must contain the 
patient’s name, MRN and the ward they 
were transferred to. 

To comply with record keeping and ensure 
patients are reviewed by the inpatient pain 
service or on-call anaesthetist. This 
minimises the risk of complications. 

HCPs should contact the inpatient pain 
service or the on-call anaesthetist out of 
hours if a patients pain score is greater 
than 3/10 for over one hour despite your 
intervention(s).  

To ensure adequate analgesia at all times 

 

To enhance patient experience/satisfaction 
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The patient is not experiencing nausea, 
vomiting or pruritus. 

To ensure the patient is comfortable 
and any side effects are well controlled. 

That the patient has IV access  

 

To allow for immediate treatment of 
side effects and complications. 

The line clamps on the epidural giving set are 
released and open. 

To allow for uninterrupted delivery of 
analgesia via epidural. 

 

9  CHANGING THE RATE OF A CONTINUOUS EPIDURAL INFUSION 

9.1  Registered nurses, clinical nurse specialists in pain and anaesthetists can change the 
rate as long as these individuals have undergone the necessary training as mentioned 
already (section 5). 

9.2 Increasing or decreasing the rate of the continuous epidural infusion can alter the 
spread of the sensory blockade. It is advisable to increase or decrease the rate 
incrementally by 1-2mls/hr. 

9.3 If the patient has pain, the rate could be increased. If a sensory block if too high (i.e. 
above T4- nipple line), the patient is suffering bradycardia or has a motor block, the 
rate would need to be reduced. The infusion rate can vary according to the patients’ 
weight and epidural catheter insertion level. The catheter should be placed at specific 
levels relating to the dermatomal site of operation and consequent pain. The epidural 
pump does not need reprogramming in order to do this. Registered nurses, clinical 
nurse specialists in pain and anaesthetists are allowed to adjust the rate within the 
prescribed range. 

 

                              CHANGING THE RATE OF A CONTINUOUS EPIDURAL INFUSION 

  ACTION RATIONALE 

a. 

Explain procedure to the patient and 
rationale for increase or decrease in rate 

 

 

To ensure that the patient understands 
the reason why the infusion is being 
increased or decreased 

So that the patient is kept fully informed 
of what is being performed 

b. 

Enter the new rate using the keypad 
provided on the pump (maximum 15ml/hr)  

Press 'Start/OK' 

The pump will then ask you for a code 

Enter the generic code 

Press 'Start/OK' again 

 

This allows the registered nurse, clinical 
nurse specialist in pain/anaesthetist to 
increase or decrease the rate of the 
continuous epidural infusion, within pre-
set parameters 

 

 

 

c. 

Check the new rate with another registered 
nurse/ clinical nurse specialist in pain 
/anaesthetist 

To ensure safe practice 

 

 

d. 
Document the new rate on the Trusts 
dedicated Epidural Observation Chart To document the change 
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Consider multimodal analgesia as well as adjusting the epidural infusion rate. Note- opioids 
should not be given parentally if the epidural (containing fentanyl) is still running. 

 

 

10 CHANGING THE EPIDURAL INFUSION BAG 

10.1 The epidural pump does not need reprogramming in order to change the infusion bag. 
Registered nurses, clinical nurse specialists in pain and anaesthetists can change an 
epidural infusion bag as long as these individuals have undergone the necessary 
training as mentioned already (section 5). 

10.2 All epidural infusion bags must be clearly labelled and contain the words: ‘FOR 
EPIDURAL USE ONLY’ 

 

CHANGING THE EPIDURAL INFUSION BAG 

  ACTION RATIONALE 

a. 

Empty epidural infusion bags must be 
changed promptly  

 

 

 

Delays in recommencing the infusion 
may result in inadequate analgesia 

This can result in the need to give an 
epidural bolus by an anaesthetist or 
clinical/associate nurse specialist to re-
establish effective pain control 

b. 

When the infusion bag is 'nearly empty' or 
'empty', the epidural pump will start to alarm 
and display this on the screen 

Press 'Start/OK' to acknowledge the alarm 

To silence the alarm whilst preparing a 
new bag 

 

 

 

c. 

Both prescription solution and prescription 
should be checked by two registered nurses/ 
clinical nurse specialist in pain /anaesthetists, 
one of whom should be trained and 
competent in IV drug administration 

To ensure that the correct epidural 
solution is administered 

 

 

 

d. 
Identify the patient, checking both the identity 
band on the patient and the drug chart  

To ensure that the correct patient 
received the correct infusion 

 

e. 

Explain the procedure to the patient  

 
To ensure that the patient understands 
the need for a bag change 

f. 

Press and hold down 'STOP/NO' button 

Select ‘menu’ 

Select 'change bag' 

Change the bag 

Press the Start/OK' button to restart infusion 

This takes you to the menu screen 

Enables you to change the bag and 
then recommence the continuous 
epidural infusion 
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g. Sign for the bag change on the drug chart 

To document change of bag 

 

h. 
Dispose of any wasted solution according to 
the Trust's policy on controlled drug wastage 

To ensure controlled drugs and other 
substances are safely disposed of 

 

11 CLEARING THE AIR IN THE EPIDURAL GIVING SET 

11.1 The epidural pump has an air sensor that detects when 2ml or more of air is situated 
along the epidural giving set. The pump will begin to alarm and stops automatically. If 
this occurs, the air will need purging promptly from the giving set before the epidural 
can be restarted, and in order to maintain effective analgesia. Registered nurses, 
clinical nurse specialists in pain and anaesthetists can clear air in the giving set as long 
as these individuals have undergone the necessary training as mentioned already 
(section 5). 

 

CLEARING THE AIR IN THE EPIDURAL GIVING SET 

  ACTION RATIONALE 

a. Air in the line should be cleared promptly 
Delays may result in inadequate 
analgesia 

b. 

When the epidural pump detects air in the 
giving set, the pump will start to alarm 

Press 'STOP/NO' to acknowledge the alarm 

To silence the alarm 

The epidural pump will not allow the air 
to be cleared whilst infusing 

c. 

Explain the procedure to the patient  

 

To ensure that the patient understands 
the need for the air to be cleared from 
the line 

d. 

Press and hold down 'Stop/NO button'  

Select ‘menu’ 

Select 'prime line' option  

Using aseptic technique, disconnect the 
giving set from the patient 

The pump will display 'do you want to prime 
set?' Press 'Start/OK' button 

The epidural pump will remind you to 
disconnect the giving set by displaying 
'disconnect the set from the patient' 

Press 'Start/OK' 

The pump will then start to prime the line and 
purge out all of the air 

Once prime complete, reconnect the giving 
set to the epidural catheter 

This allows registered nurses/ clinical 
nurse specialist in pain/anaesthetists to 
clear air from the line 
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Press the 'Start/OK' button to restart infusion  

 

 

12 CLEARING OCCLUSIONS 

12.1  The epidural pump will detect when there is an occlusion along the epidural giving set. 
This will either be a proximal (between the bag and the pump) or a distal occlusion 
(between the pump and the patient). The pump will automatically stop the infusion and 
start to alarm once this has been detected. The occlusion will need clearing promptly 
before the epidural infusion can be restarted, and in order to maintain effective 
analgesia. Registered nurses, clinical nurse specialists in pain and anaesthetists can 
clear occlusions as long as these individuals have undergone the necessary training as 
mentioned already (section 5). 

 

CLEARING OCCLUSIONS 

  ACTION RATIONALE 

a. Occlusions should be cleared promptly 
Delays may result in inadequate 
analgesia 

b. 

When the epidural pump detects an 
occlusion, the pump will start to alarm either 
'proximal occlusion' or 'distal occlusion' on the 
display screen 

Press 'STOP/NO' to acknowledge the alarm 

To silence the alarm 

The epidural pump will not allow the 
occlusion to be cleared whilst infusing 

 

c. 

Explain the procedure to the patient  

 
To ensure that the patient understands 
the need for the occlusion to be cleared 

d. 

Proximal Occlusion'- check for- 

Any kinks along the epidural giving set 

An empty bag 

 

'Distal Occlusion'- check for 

Any kinks along the epidural giving set and 
the epidural catheter 

A clamp that may have been left on the 
epidural giving set  

That the epidural catheter is still in place and 
that it is not leaking 

This allows the registered 
nurses/anaesthetists to clear the 
occlusion 

 

If the pump continues to alarm, call the 
in-patient pain management service for 
further assistance or the on-call 
anaesthetist as the epidural catheter 
may require a flush 

 

 

 

  

 

13 REMOVAL OF EPIDURAL CATHETER 

Registered nurses, clinical nurse specialists in pain and anaesthetists can remove epidural 
catheters as long as these individuals have undergone the necessary training as mentioned 
already (section 5). 
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inflammatory markers on patients 
blood results) trim off 5cm from the 
end using sterile scissors. Put into a 
sterile pot and send for MC&S. 
Furthermore, swab the entry site if it 
looks red or swollen. 

Any damages/incomplete catheters should 
be recorded and the inpatient pain 
service/on call anaesthetist informed 
immediately. The removed portion of 
catheter should be retained for inspection. 

 Dry with sterile gauze.  

 Apply a small transparent sterile 
semi-permeable dressing. 

 Dispose of used equipment 
according to the waste policy. 

 The small transparent sterile semi-
permeable dressing should remain 
in situ for at least 24 hours after 
which time the site should have 
closed over. 

 Send any swabs or specimens to 
the laboratory for investigation. 

 Record the removal of the catheter 
on the front of the Adult 
PCA/Epidural Observation Chart 
and in the patient’s health care 
records. 

 

 

 

 

 

 

 

 

To minimise the risk of infection. 

 

To comply with hospital infection control 
policy. 

 

 

 

To maintain an accurate record 

 

 

 Supply a ‘Discharge advice after 
epidural analgesia’ leaflet (verbally 
explain this as well as give a paper 
copy) Contact the inpatient pain 
service for a copy of this leaflet. 

To ensure prompt detection and treatment 
of any complications 

14 DISCONTINUATION OF EPIDURAL INFUSION 

14.1 In addition to the prescribing of regular analgesics, appropriate analgesics must 
be prescribed on the ‘as required’ section of the prescription chart for the 
management of breakthrough pain depending on age and renal function. IM and 
SC injections must be avoided where possible if the patient can tolerate oral 
fluids.  

14.2 Continue regular pain assessment after the epidural  has been discontinued.  

14.3 The epidural pump must be returned clean to theatre department (signed and 
dated with a green sticker attached).  

14.4 The epidural pumps must be cleaned as per Trust policy (Cleaning and 
decontamination– Infection Control Policy).  
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APPENDIX 1: LIST OF DESIGNATED WARDS THAT CARE FOR PATIENTS WITH 
EPIDURAL ANALGESIA 

 

RLH SBH WCH NUH 

4E 1C Recovery East Ham 

4F 1D ITU/HDU Recovery 

8C 1E Primrose ward 
(General surgery 
Male) 

ITU/HDU 

10F 6A Rowan ward 
(Gynae/ general 
surgery female) 

 

12D Recovery   

13C    

13D    

Recovery    
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APPENDIX 2: MANAGEMENT OF LOCAL ANAESTHETIC TOXICITY 
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APPENDIX 7: MANAGEMENT OF A SUSPECTED EPIDURAL/SPINAL HAEMATOMA 
OR ABSCESS NEWHAM HOSPITAL (DURING OFFICE HOURS) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

Patient who has/had an epidural, spinal or combined spinal/epidural anaesthetic (CSE) presents with any of 
the following symptoms: 

 back pain/tenderness 

 persistent motor block / neurological deficit 

 bowel/ bladder dysfunction or priapism 

 redness, tenderness or exudate from epidural or spinal insertion site 

 pyrexia (if source unknown) 

 

Anaesthetist on call (SHO) for theatres requested to review patient.  
An epidural/spinal abscess or haematoma is suspected.   

Further investigation is required, and the Anaesthetist should contact/inform: 
 Patient’s surgical team 

 Consultant Anaesthetist on call 

 Anaesthetist who inserted the epidural or performed the CSE/Spinal 

 

Surgical team to: 
 Arrange an URGENT diagnostic MRI scan in radiology department on main NUH site  

 Inform anaesthetist on call of time of scan 

 Patient escorted from ward to radiology department for MRI scan 

 Anaesthetist on call to stay with the patient until MRI performed 

Patient has MRI scan. 
Consultant Anaesthetist on call and anaesthetist who performed the procedure should be informed of the scan result. 

 

POSITIVE MRI Result: 
 Surgical team to contact neurological team on 

call at The Royal London Hospital (RLH).  

 Anaesthetist on call to liaise with Site Practitioner 
(SP) at NUH to arrange transfer to RLH.(This 
may involve repatriation issues which should be 
resolved by SP at NUH.)  

 Once patient accepted by neurological team and 
bed allocated at RLH, anaesthetist on call 
arranges emergency transport for transfer and 
transfers pt to RLH. 

Please note: should be treated as any acute 
neurosurgical epidural/spinal haematoma (spinal 

or supra-spinal) “the golden hour” 

 

 

 

NEGATIVE MRI Result: 

 
 Patient to be transferred from radiology back to 

the ward. 

 Patient to be observed for any changes in 
condition. 

 Surgical team to review the patient at least 
once a day, and more frequently if patient’s 
condition deteriorates. 
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APPENDIX 8: MANAGEMENT OF A SUSPECTED EPIDURAL/SPINAL HAEMATOMA 
OR ABSCESS NEWHAM HOSPITAL (OUTSIDE OFFICE HOURS) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 
 
 
 

 

 

 

 

 

 

Patient who has/had an epidural, spinal or combined spinal/epidural anaesthetic (CSE) 
presents with any of the following symptoms: 

 back pain/tenderness 

 persistent motor block / neurological deficit 

 bowel/bladder dysfunction or priapism 

 redness, tenderness or exudate from epidural/spinal insertion site 

 pyrexia (if source unknown) 

 

Anaesthetist on call (SHO) for theatres to review patient.  
An epidural /spinal abscess or haematoma is suspected.   

Further investigation is required, and the Anaesthetist should contact/inform: 
 Surgical team on call 

 Consultant Anaesthetist on call and the anaesthetist who inserted the epidural or performed the CSE/spinal 

 

Surgical team on call to contact:  

 the neurological team on call at The Royal London Hospital (RLH) to discuss the patient  

 radiology at RLH to arrange an URGENT diagnostic MRI scan 

Anaesthetist to: 

 arrange emergency transport to transfer patient from NUH to radiology at RLH for URGENT 
MRI scan (must be within one hour) 

 inform consultant on call regarding transfer. 

 accompany patient on to radiology department at the RLH for diagnostic investigation. 
Please note: should be treated as any acute neurosurgical epidural/spinal haematoma  

(spinal or supra-spinal) “the golden hour” 
 

 

Patient (accompanied by on call anaesthetist) is transferred to RLH and has MRI scan. 
 Consultant Anaesthetist on call and the anaesthetist who performed the procedure should be  

informed of the scan result 

POSITIVE MRI Result: 
 
 Neurological team on call at The Royal London 

Hospital (RLH) accept the patient. 

 Anaesthetist on call accompanying the patient 
to liaise with Site Practitioner (SP) at NUH to 
advise them of outcome and plan (i.e. 
admission of patient to RLH). 

NEGATIVE MRI Result: 
 
 On call anaesthetist  to return to NUH with 

patient.  

 Patient to be observed for any changes in 
condition. 

 Surgical team to review the patient at least 
once a day, and more frequently if 
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APPENDIX 10: INPATIENT PAIN CONTACT DETAILS FOR INDIVIDUAL HOSPITALS  
 
Whipps Cross Hospital  
• Routine Referrals: 9am - 5pm Monday - Friday,  Pain CNS  

Pain CNSs email: PainNurseWCH@bartshealth.nhs.uk 
• Out of hours, including weekends: Anaesthetic CT1/2,  
• Daily pain ward rounds Monday- Friday 

• Consultant-led pain ward rounds Monday, Wednesday, Friday.  
• Pain CNS ward rounds Mon-Fri 

 

Newham General Hospital 
• Routine Referrals: 8am - 4pm Monday - Friday 

Main Site: Pain CNS,  

Gateway Surgical Centre: Pain CNS.  

      Pain CNSs email: PainNurseNUGH@bartshealth.nhs.uk 
• Out of hours, including weekends: 

Main Site: Anaesthetic CT 1/2,  

Gateway Surgical Centre: RMO,  
• Daily pain ward rounds Monday - Friday 

Consultant-led pain ward rounds Monday AM, Tuesday PM, Friday PM 

Pain CNS ward rounds Mon-Fri 

 

Royal London Hospital 
• Routine Referrals: 8am - 5pm Monday - Friday, Pain CNS  

      Pain CNSs email: PainNurseRLHSBH@bartshealth.nhs.uk 
• Out of hours including weekends: Anaesthetic CT1/2  
• Daily Pain ward rounds Monday- Friday 

Consultant-led ward rounds Mon PM, Tue AM, Wed AM, Thurs PM, Fri PM 

Pain CNS ward rounds Mon-Fri 

 

St Barts Hospital 
Routine referrals: 9am- 5pm Monday – Friday, Pain CNS via mobile 

 

Pain CNSs email: PainNurseRLHSBH@bartshealth.nhs.uk 
• Out of hours, including weekends: Anaesthetist On-Call  

/ hospital at night 
• Daily Pain ward rounds Monday- Friday 

Consultant-led ward rounds Tue PM 

Pain CNS ward rounds Mon-Fri 
 

 




