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Perspective
Lumbar epidural analgesia aims to supply a selective sensory 

block from T10 to L1 while at an equivalent time sparing the motor 
supply to the lower limbs (L2–L5), and it’s called the “mobile epidural 
or walking epidural.” Decreasing the concentration of local anesthetics 
by addition of opioid, most ordinarily fentanyl (2 μg/mL) with epidural 
bupivacaine (0.0625%–0.125%), leads to sparing of motor fibers. The 
low-dose mixtures (LDMs) of local anesthetics and opioids also act as 
test doses to detect intravascular or intrathecal placement of epidural 
catheters.

Maintenance of lumbar epidural analgesia

Epidural analgesia was routinely maintained by the intermittent 
administration of bolus doses of local anesthetic when analgesia began 
to wane, before the introduction of infusion pumps. On recurrence 
of pain, analgesia was usually reestablished with a bolus injection of 
8–12 mL of an area anesthetic/opioid solution. Improved analgesia 
and better maternal satisfaction with manual bolus doses versus 
continuous infusion through multiorifice catheters is observed as 
flow occurs through all the catheter ports, resulting in greater spread 
of infuscate, but its several limitations. Pain relief is consistently 
interrupted by regression of analgesia, requires frequent provider 
intervention with assessment and recording of the sensory level, and 
therefore the intensity of motor blockade before and after each bolus 
injection of local anesthetic. As after several injections, blockade of the 
sacral segments, intense motor blockade, or both may develop.

Continuous infusion into epidural space

It provides adequate and smoother analgesia and hemodynamic 
stability with titrated doses of local anesthetics and opioid by infusion 
devices and may be adjusted to individualize analgesia. There are 
not any peaks and valleys of local anesthetic concentration as in 
intermittent technique but it requires larger doses of local anesthetics, 
which can impair the power in touch down during second stage of 
labor, leading to increased rate of instrumental deliveries. A recent 
systemic review and meta-analysis concluded that there was a discount 
in motor blockade and rate of assisted delivery with programmed 
intermittent boluses in comparison with continuous infusions within 
the epidural space.

Patient-controlled epidural analgesia

This technique allows the parturient to regulate the dose of local 

anesthetics consistent with the severity of pain and hence improving 
maternal satisfaction with the psychological advantage of being 
on top of things of her own therapy. There’s reduction in clinician 
intervention, amount of local anesthetics and opioid requirement, and 
incidence of motor block in comparison with continuous epidural 
infusion (CEL). Disadvantages of patient-controlled epidural analgesia 
(PCEA) technique include requirement of a fanatical infusion pump 
and proper education of the parturient in its use.

Computer-integrated patient-controlled epidural analgesia

It is a complicated and novel epidural analgesia delivery system 
with preset algorithm which is programmed to research the dose 
of Los Angeles and to extend or decrease the basal infusion rate 
supported previous hour demand requirement. It converts endless 
infusion pump into a computer-integrated PCEA (CIPCEA) which 
is more aware of the parturients’ needs. This interactive program 
records the history of the analgesic requirements over the past hour, 
and consistent with the amount of demand boluses, it increases the 
magnitude of its basal infusion proportionally. The basal infusion is 
adjusted to five, 10, or 15 mL/h if the parturient required one, two, or 
three demand boluses, respectively, within the last hour and reduces 
the basal infusion by increments of 5 mL/h if there have been no bolus 
demands within the preceding hour. The CIPCEA regimen is related 
to a big reduction within the incidence of breakthrough pain without 
increasing local anesthetic consumption or incidence of side effects.

Combined Spinal Epidural Analgesia 

CSE (needle through needle) has added advantages of both spinal 
(rapid onset and dense block) and epidural (prolonged duration of 
block and postoperative analgesia) blocks. Walking epidural was 
first coined to explain low-dose CSE opioid analgesia, because 
motor function wasn’t impaired and ambulation of parturient was 
maintained. CSE could also be chosen in additional advanced labour 
in comparison with epidural analgesia, because the spinal component 
provides rapid pain relief. Within the case of a brief interval between 
CSE placement and delivery, spinal analgesia should be effective, and 
potential shortcoming of epidural component might pass unnoticed.

Single-Shot Spinal Analgesia

This is one among the simplest techniques successfully rate of 98% 
in parturients with severe restlessness thanks to pain during the later 
stages of labour, especially in resource-limited situations. Low-dose 
combination (fentanyl 25 μg, bupivacaine 2.5 mg, and morphine 250 
μg) in one injection provides up to 4 h of ambulatory pain control. 
However, since labour is unpredictable and therefore the process of 
labour is exclusive to parturients, a second spinal block (fentanyl 25 
μg+bupivacaine 2.5 mg) could also be required, when the effect of the 
primary dose wears off.
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