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Caudal anesthesia is a widely used regional anesthesiology method that can be useful in providing peri- and postoperative analgesia. It can serve as a sole anesthesia or may be an adjuvant to general anesthesia. The usefulness of caudal anesthesia occurs mainly in pediatrics for sub-umbilical surgery and adults for
chronic management of lower back pain. In a retrospective study of 750 caudaly blocks performed in children, Dalens et al. recorded a success rate of 96%. With the advent of fluoroscopy and ultrasonic caudal epidural placement, the correct placement of the needle is evaluated to further reduce the failure rate of the
blocks. Clinics perform caudal epidural methods, access to the epidural space through the sacred break. In adults, the spinal cord ends with L1-2 and a bad bag on S1-2. In children, the spinal cord stops at L3-4 and a bad bag on S3-4, with head progression during the first year of life. In young children, you can enter a
bad bag while performing a caudal epidural block. The technique-based landmark is the most common method for carrying out a caudal epidural block. In adults, they are most common as disposable methods because of the complexity of threading a catheter in this place. Although disposable methods are more common
in children, it is easier to place a catheter in this population than in adults. Studies have shown that caudal catheters can be safely placed for short-term use for less than three days without the risk of systemic infection such as meningitis, epidural abscess, or systemic sepsis or even a local infection. Causal anesthesia
can be useful in the pediatric population for sub-umbilical procedures, including groin hernia repair, urological interventions, atresia repair and lower limb procedures. Caudal anesthesia may stand alone or be an addition to general anesthesia for these procedures. Caudal epidural injections can also help in managing
chronic lower back pain that does not meet conservative medical management. While considerable lower back pain may have treatment with caudal epidural steroid injections, their readings are more correct for patients without faceted joint pain or those with discolored and faceted joint pain. Historically, caudal epidural
analgesia with catheter placement has also been used in the obstetric population for generic analgesia in the second stage of labour. However, concerns about the effectiveness of the unit, the use of large amounts of local anesthesia causes limb paralysis, and significant maternal hypotension due to poor
sympathectomy control lead to the adoption of lumbar epidural as the basis of labor analgesia. Caudal blocks be preferable to lumbar epidural blocks because they provide a sensory and motor block of sacral roots with sympathectomy (since preganglionic sympathetic neurons extend from T1 to L2) and are associated
with a reduced risk of dural puncture. Absolute contraindications to caudal anesthesia include patient/guardian failure, localized infection over insertion, severe coagulopathy, increased intracranial pressure and allergy to medications used for this procedure. Increased intracranial pressure can potentially predispose to
hernia by further increasing intracranial pressure after an epidural injection. The relative contraindications are more diverse. Spinal stenosis gives an increased risk of neurological complications after the technique. Hypovolemic patients are at an increased risk of hypotensive reactions due to vasodilator effects of
neuroxic technique. While severe coagulopathy is an absolute contraindication to neuroxic methods, less severe coagulopathy deserves further discussion. The most recent guidelines for neuroxic methods in thromboprophylaxis or anticoagulation can be invoked by the American Society for Regional Anesthesia.
Systemic infection can be considered a relative contraindication to any epidural method, both because of the theoretical risk of epidural space sowing and because of the risk of vasodilation, which contributes to hemodynamic instability. However, neuroxial methods are safe to perform once a patient has demonstrated a
reaction to antibiotic therapy. In the pediatric population, other contraindications that require consideration include pylonial cysts, sacral abnormalities (e.g. previous meningomyylocele), or spinal dysraphysim (e.g., cerebral syndrome). The following equipment is required to perform the caudal epidural unit. Appropriate
size syringeNeedle or IV access catheterMedicationSkin cleaning solution, usually alcohol, chlorhexidine, or iodine solutionPersonal protective equipment (sterile gloves, mask, head covering)Ultrasound can help in caudal epidural placement in pediatric or adult patients. A study conducted by Shin et al. showed that the
detection of sacral break by the sacral break with ultrasound contributed to the completion of caudal epidural placement. The gold standard for a successful caudal epidural unit is fluoroscopy. However, this is rarely done in the operating environment due to impracticality and radiation exposure to both the patient and the
suppliers. A trained specialist must perform caudal anesthesia. These specialists may include an anesthesiologist, an anesthesiologist in training, or a nurse anesthesiologist under the supervision of an anesthesiologist, or a chronic pain doctor. The procedure may require an assistant to to position the patient. To perform
the caudal epidural unit, the doctor must perform a review of the patient's history and exam, and obtain informed consent. Consent. ASA monitoring should take place during the procedure. The patient's positioning may be in a lateral decubitus or exposed position. If the lateral, the legs should be bent on the hip and knee
so that the patient is in a stable position. In the pediatric population, patients are usually induced to caudal placement. A timeout procedure should take place and the area is prepared for betadine, alcohol, or chlorhexidine. Disposable tailing blocks use 22 to 25 calibration short-cost Tuohy or Crawford needles, which
most often has no stylet. Causal blocks are usually performed from 0.125 to 0.25% bupivacaine or 0.1 to 0.375% ropivacaine in doses of 0.5 ml/kg, if a sacred level of dermatoma is required, 1.0 ml/kg for lumbar dermatoma level, and 1.25 ml/kg of lower level of the breast tree. To achieve a smaller motor unit, ropivacaine
may be a better option than bupivacaine. Caud block supplements were also used. Epinephrine and clonidine can help to prolong the blockade, first by vasodilation, reducing absorption, and the second by direct stimulation of the adrenoceptors of pre- and post-synaptic alpha-2. Opioids such as morphine and fentanyl
variants, but can have side effects such as itching, nausea, and respiratory depression, often require 24-hour follow-up. In patients with chronic lower back pain and radiculopathy, corticosteroids may be injected into the caudal epidural space. Corticosteroids such as dexamethasone, betamethasone, methylprednisolone,
and triamcinolone are agents of choice. The clinic's technique can perform tail blocks using blind techniques, ultrasound guides, or fluoscopic guides as described below. The blind caudal epidural block of the Sacred Break is identified by the landmarks of the sacral cornea, found on each side, superior to the gluteal cleft
and at the top of the triangle formed by the posterior higher ridges of the ridges. A beveled needle or angioateter is inserted at a 45 degree angle after cooking the skin. Pop or give can be felt, indicating progression through the cruciate ligament and entrance to the epidural space. This loss of resistance technique
correlates with a 26% miss. Thus, many suggest performing a whoosh test that has a much higher specificity; It uses auscultation of the thoracolom area while injecting air into the caudal epidural space. The ultrasonic-controlled caudal epidural unit C patient in prone or lateral decubitus, 7 to 13 MHz linear transducer (2
to 5 MHz curved transducer if the patient is obese) can be placed in the middle of the sacrum. The transverse view shows the following hyperechotic structures: the surface cruciate ligament between the two corneas and a deeper sacral bone. The hypoehious structure between the cruciate ligament and the sacral bone
is the target. Teh Teh Then turned 90 degrees for longitudinal vision, so that the needle can be inserted into the plane in a sacred break. To avoid puncture, the needle should not be pushed for 5 mm after the tip of the top, as the needle is not visible after the tip of the top. A single-directional flow on a color doppler can
help determine the success of the tail block. Fluoroscopy-Guided Kaudal Epidural Block C patient in a position prone, sacral break is visualized as a sharp drop at the end of the S4 laminate. The needle can move into the sacral canal, and by introducing a contrasting environment, the placement of the tip of the needle
can be confirmed, and intravascular or intra-testary injection can be ruled out. For children who are already under general anesthesia, the effectiveness of the tail block can be evaluated by analyzing the looseness of the sphincter. A study of 223 Patients by Dave et al. showed that the test for the tone of the sphincter
was the best predictor of a successful tail block compared to a spu anything test or heart rate reaction to an injection. The following are common complications associated with caudal anesthesia: Subdural, intravascular, or intraocular injectionInfectionGipotesiaIntension in the nerve rootsAthescal injection with perforation
of the formation of the rectumGematomaLocal anesthetic toxicityDecimal respiratory depressionUnial delay. A devastating complication of the tail block is full spinal anesthesia, which can result from an unintentional puncture followed by intra-flowing administration of local anesthesia. This problem is much more common
in infants due to the movement of the tail of the dural sac, which ends at S3-4 (compared to S1-2 in adults). In addition, caudal epidural blocks have a higher incidence of local anesthesia-related convulsions than brachyal plexus or lumbar or thoracic epidural blocks. Brown et al reported a 0.69% rate of seizure
development with caudal anesthesia compared to 0.01% for patients with lumbar or thoracic epidural. Thus, the introduction of a test dose with epinephrine is vital for detecting intravascular injections. Causal anesthesia is one of the oldest neuroxic painkillers still used in modern practice. Although its early use in obstetric
analgesia has declined, it has widespread use in the pediatric population for sub-umbilical procedures and management of patients with chronic lower back pain and radiculopathy. In pediatric surgeries, it can often be used as a sole pain reliever method, avoiding the risks associated with general anesthesia. In general,
caudal blocks have a high success rate, are relatively safe, and are associated with a low risk of complications. Coordination between the surgeon and the anesthesiology, which coordinates as an inter-professional team, is essential to ensure the most administered to the patient. This team paradigm allows the
perioperative team to maximize patient safety, patient comfort and team efficiency. The nurse will assist with patient training, help monitor vital moments during the procedure, and participate in post-procedural care, informing the doctor of any problems that may arise. As with other skills, the frequency of practice directly
correlates with qualifications. Depending on the scope of the case, different strategies may be needed to improve the results at this surgical center, but they are all optimally managed by an inter-professional team to produce the best patient results. (Level 5) To access free multiple choice questions on this topic, click
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