
 

Suitable for printing to guide individual patient management but not for storage   Review July 2023 
Page 1 of 12 

 

      

                                                                                                      

 

Maternal Collapse - Full Clinical Guideline 

Reference No.: UHDB/07:20/C9 
 

Contents 

 

Section  Page 

1 Introduction 2 

2 Purpose and Outcomes 2 

3 Abbreviations 2 

4 Risk assessment 2 

5 Causes of maternal collapse 3 

6 Reversible causes – significance for pregnancy 3 

7 Resuscitation Guidelines – BLS modifications 4 

8 Management of specific causes of maternal collapse 5 

 8.1    Haemorrhage 5 

8.2    Amniotic Fluid Embolism 5 

8.3    Myocardial Infarction 5 

8.4    Pregnancy related risk 6 

8.5    Medical/Social factors 6 

9 Prevalence of maternal cardiac disease 6 

9.1    MONA / Management 6 

10 All Cases 7 

10.1    If acute MI occurs in the intrapartum period 7 

10.2    Postpartum MI 7 

11 Other causes for maternal collapse 7 

12 Monitoring arrangements for maternal collapse 7 

13 References 7 

Appendix A Maternal Collapse Flowchart 9 

Appendix B A-E tool for Acute Illness in Adults 10 

Appendix C Collapsed Woman with Signs of Life Flowchart 11 

 Documentation Control 12 

 

 

 

 

 

 

 

 

 

 

 

 



Reference No.: UHDB/07:20/C9 
 

Suitable for printing to guide individual patient management but not for storage   Review July 2023 
Page 2 of 12 

 

1. Introduction 

Maternal collapse is defined as an acute event involving cardiorespiratory systems and/or brain, resulting in 
a reduced or absent conscious level (and potentially death), at any stage in the pregnancy and up to 6 
weeks after delivery.  

2. Purpose and Outcome 
 

Maternal collapse is a rare but life-threatening event with a wide-ranging aetiology. The outcome depends 
upon prompt recognition and effective resuscitation by the multi-disciplinary team. This guideline identifies 
those women at increased risk and outlines the management. It covers both the hospital and the 
community settings and is applicable for all gestations and postnatal period.  
 

3. Abbreviations 
 

AED  - Automated External Defibrillator 
AFE  - Amniotic Fluid Embolism 
CPR  - Cardiopulmonary Resuscitation 
CVA  - Cerebro Vascular Accident 
CVP  - Central Venous Pressure  
ECG  - Electro Cardiograph 
FBC  - Full Blood Count 
GTN  - Glycerine TriNitrate 
INR  - International Normalised Ratio 
ITU  - Intensive Therapy Unit 
KCCT  - Kaolin-Cephalin Clotting Time 
LFT’s  - Liver Function Test 
LSCS  - Lower Segment Caesarean Section 
LUD  - Lateral Uterine Displacement 
MEWS  - Maternity Early Warning Score 
MI  - Myocardial Infarction 
U&E  - Urea & Electrolytes 
 
 
 

4. Risk assessment 

History taking and assessment of the mother using the MEWS (Maternity Early Warning Score) chart 
should be used routinely for all women, to allow early recognition of the woman who is becoming critically 
ill. In some cases, there is no warning of impending collapse, although risk factors may have been present. 
Antenatal care for women with significant medical conditions and comorbidities should include 
multidisciplinary input, with a pregnancy and delivery plan put into place.  
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5. Causes of maternal collapse 

 

 

                                                      

 

 

Picture reproduced from RCOG Green Top Guideline No.56  

 

6. Reversible causes – significance for pregnancy 

4 H’s 

Hypovolaemia Bleeding (may be concealed) (obstetric / other) or relative hypovolaemia 
of dense spinal block, septic or neurogenic shock 

Hypoxia Pregnant patients can become hypoxic more quickly 

Hypoxia from cardiac events: peripartum cardiomyopathy, mayocardial 
infarction, aortic dissection, large-vessel aneurysms 

Hypo / hyperkalaemia ( altered 
potassium level) and other 
electrolyte disturbances 

Pregnant women are no more likely 

Hypothermia Pregnant women are no more likely 
 

4T’s 

Thromboembolism  Amniotic fluid embolus, pulmonary embolus, air embolus, myocardial 
infarction 

Toxicity Local anaesthetic, magnesium, other drugs 

Tension pneumothorax Following trauma / suicide attempt 

Tamponade (cardiac) Following trauma / suicide attempt 
  

Eclampsia and pre-eclampsia Includes intracranial haemorrhage 

 

Sepsis 

Hypoglycaemia 

Cardiac causes 

Aortic dissection  

Anaphylaxis  

Eclampsia 

Intracranial haemorrhage  

 

 

Pulmonary Embolism 

Amniotic Fluid Embolism 

Drugs – Magnesium Sulphate, 

Local anaesthetic toxicity, illicit 

Haemorrhage – splenic artery 

rupture, hepatic rupture, 

uterine (AN / PPH) 
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7. Resuscitation Guidelines – BLS modifications 

Tilt 

From 20 weeks of gestation onwards, the pressure of the gravid uterus must be relieved from the inferior 
vena cava and aorta. A left lateral tilt of 15° can be achieved on the operating table through tilting the whole 
table.  On a delivery bed this is best achieved through Lateral Uterine Displacement (LUD) – shown below 
as either the one hand or two-handed technique – push towards /pull towards maternal left. This enable 
high quality CPR as maternal torso remains flat on bed.  

 

Image courtesy American Heart Association 

 

 

Airway 

 Protect the airway as soon as possible by intubation with a cuffed endotracheal tube  

Breathing 

 Administer supplementary oxygen as soon as possible – high flow 100%  

 Undertake bag and mask ventilation until intubation can be achieved.   

Circulation  

In the absence of breathing despite a clear airway: 

 Commence chest compressions immediately. Do not delay by assessing for a pulse.  

 Confirm Cardiac rhythm by the AED.  

 Compressions may be more difficulty in the obese woman – ensure that the direction of the chest 
compression is perpendicular to the chest wall – thus the angle of the tilt must be taken into 
account.  

 Perform compressions at a ratio of 30:2 ventilations, synchronised compressions intubation is 
achieved  

 Following intubation continue both chest compressions (100/min) and ventilations (10/minute or 1 
every 6 seconds) 

In using the AED – same energy levels should be used as in the non-pregnant patient. The adhesive pads 
should be placed in the normal placement  
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Drugs 

There should be no alteration in algorithm drugs or doses. Fluid replacement should be aggressive with 1-2 
litres of Crystalloid (Hartman’s or 0.9% NaCl) / blood products in suspect haemorrhage.  

When, where and how should perimortem caesarian section be performed? 

If there is no response to correctly performed CPR within 4 minutes of maternal collapse or if resuscitation 
is continued beyond this in women greater than 20 weeks gestation, delivery should be undertaken to 
assist maternal resuscitation. This should be achieved within 5 minutes of the collapse.  

Perimortem caesarian section should be considered a resuscitative procedure to be performed primarily in 
the interests of the maternal, not fetal survival. It should be performed where the resuscitation is taking 
place. A perimortem caesarian section tray should be available with the resuscitation trolley in all areas 
where maternal collapse can occur, including the Emergency Department.  

8. Management of specific causes of maternal collapse 

8.1 Haemorrhage 
In cases of maternal collapse from antepartum haemorrhage, the fetus and placenta should be delivered 
promptly to allow control of the haemorrhage. In the case of massive placental abruption, LSCS may 
occasionally be indicated even if the fetus is dead to allow rapid control of the bleeding.  

8.2 Amniotic Fluid Embolism (AFE) 
AFE presents as collapse during labour or delivery or within 30 minutes of delivery in the form of acute 
hypotension, respiratory distress and acute hypoxia.  Seizures and cardiac arrest may occur.  

The management of AFE is supportive rather than specific, as there is no proven effective therapy. The 
team must combine Consultant level Obstetrician, Anaesthetist and Haematologist.  

1. Management of CPR with previous best practice points 
2. Early involvement with Consultant Intensivist and transfer to ITU. 
3. Treatment of hypovolaemia with isotonic crystalloids (Hartman’s or 0.9% NaCl) as first line. Packed 

red blood cells may be given and occasionally vasopressor +/- inotrope as required. 
4. Intravenous Hydrocortisone 100mg. Intravenous Chlorphenamine 10mgs if blood pressure is 

adequate. 
5. Treatment of coagulopathy – liaise with haematologist / blood products may be required. 

Management of ongoing bleeding as normal with oxytocic / prostaglandin  
6. Investigations – Chest x-ray – looking for enlarged right atrium and ventricle / prominent proximal 

pulmonary artery / pulmonary oedema. VQ scan – reduced perfusion. CVP – initially due to 
pulmonary hypertension and later due to profound haemorrhage. Screen for abnormal coagulation 
(serum fibrinogen, D-Dimers, Clotting times ( INR, KCCT) 

7. Differential diagnosis – Pulmonary embolism / air embolism/ gastric aspiration / eclampsia / 
convulsion form Local anaesthetic toxicity / acute left heart failure – seen in pregnancy with 
rheumatic heart disease / CVA / Haemorrhagic shock 

8.3 Myocardial infarction (MI) 

 The incidence is rare but given as 6.2 per 100,000 deliveries 

 Risk of death, 5 - 20% of MIs in pregnancy 

 This is often quoted as 0.35 per 100,000 deliveries 
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 The risk of MI is 3 to 4 times more than for non-pregnant women of similar age 

 Antenatal MIs invariably have poor outcomes for neonate. 

8.4 Pregnancy related risk 

 Hypertension/pre-eclampsia 

 Thrombophilia 

 Pregnancy induced Diabetes Mellitus 

 Postpartum haemorrhage/Transfusion/Anaemia 

 Migraine 

 Electrolyte imbalance 

8.5 Medical/Social factors 

 Maternal age  

 Chronic hypertension 

 Pre-existing diabetes mellitus 

 Pre-existing cardiac disease 

 Smoking 

 Obesity 

 Cocaine use 

 
9. Prevalence of maternal cardiac disease 

Consultant Obstetrician, Cardiologist / Medical Consultant and Consultant Anaesthetist should all 
be informed immediately. 

 O2 

 12 Lead ECG 

 Secure IV access 

 Take bloods for: Troponin T, FBC, U&E’s LFT’s, clotting and blood sugar 

9.1 MONA / Management 

 Morphine 
 

 Oxygen 
 

 Nitrates 
 

 Aspirin (300mg) 
 

 Give sublingual GTN 
 

 Consider beta-blockers 
 

−   (Do not give ACE inhibitors or statins) 
 

 Cardiologist’s advice whether immediate cardiac catheterization, +/- angioplasty. Thrombolysis will 
not be an option in late antenatal period or immediately postpartum 

 

 May need referral to Tertiary centre for bypass 
 

 If stenting is possible the pregnancy may be able to continue to term with careful maternal and fetal     
           monitoring 
 

 If no obstetric reason for a caesarean section then vaginal birth is recommend with opiate rich 
epidural to maintain blood pressure 
 

 If a caesarean for obstetric reasons is required then an opiate-rich epidural may be anaesthesia of 
choice 

 

 Some anaesthetists may consider a combined spinal epidural with a small spinal dose +/- opiates 
 



Reference No.: UHDB/07:20/C9 
 

Suitable for printing to guide individual patient management but not for storage   Review July 2023 
Page 7 of 12 

 

 When in labour or in theatre will need arterial and central line 
 

10. ALL CASES 

Very slow use of dilute syntocinon, infuse over 20mins -Do not use Syntometrine or Ergometrine 

10.1 If acute MI occurs in the intrapartum period 

 Consider possible need for transfer to Tertiary Centre 
 

 If mother stable consider possible vaginal delivery with opiate-rich epidural and full monitoring 
 

 If woman in extremis, baby needs urgent delivery to be able to resuscitate mother careful general 
anaesthesia and ventilate for at least a few hours into the postpartum period 

10.2 Postpartum MI 

 Treat as for any other MI 
 

 The Consultant Cardiologist will decide if thrombolysis is appropriate given the haemorrhage risk 
post-partum in particular subsequent to caesarean delivery 
 

 Mother should breastfeed only if her condition allows 

11.  Other causes for maternal collapse 

Hypermagnesemia 

The antidote to magnesium toxicity is 10ml 10% calcium gluconate given by slow intravenous injection. 

Local anaesthetic (lignocaine) overdose/ Toxicity  

 If local anaesthetic toxicity is suspected, stop injecting immediately. 

 Lipid rescue should be used in cases of collapse secondary to local anaesthetic toxicity.  

 All cases of lipid rescue should be reported to the National Patient Safety Agency 
(www.npsa.nhs.uk) and to the Lipid Rescue site (www.lipidrescue.org). 
 

12.  Monitoring arrangements for maternal collapse 

All cases where a collapse has occurred will be reported via the incident reporting system and reviewed on 
an individual basis. Each incident will be reviewed by the Matron Clinical Governance/Risk Management as 
part of the Risk Management process. The outcomes will be presented, through a root cause analysis, to 
the Directorate Clinical Governance Group. 
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Appendix A 
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Unresponsive 

Open airway 

assess signs of life 

If signs of life 

present, tilt and 

assess A-E 

Left Lateral tilt and 

assesses A-E 

 CPR 30:2 until 

AED arrives 

Call 2222 and ask for 

Obstetric and Medical 

emergency teams 

Tilt woman 40°/ manually 

displace gravid uterus 

 Oxygen 

 Intubate early 

 Insert 2 wide bore cannulae 

If no response to 

CPR at 4 minutes, 

proceed to a 

perimortem 

caesarean section  

Assess 

Return of 

spontaneous 

circulation 

Non-shockable 
rhythm 

 Shockable rhythm 

Immediately resume CPR for 2 

minutes with minimal interruptions 

Immediately resume CPR for 2 

minutes with minimal interruptions 

   Deliver shock   

Immediate post-cardiac 

arrest treatment 

 A-E  

 Controlled 

oxygenation and 

ventilation 

 12 lead ECG 

 Treat Precipitating 

cause 

 Temperature control 

/ therapeutic 

hypothermia 

Reversible causes 

 Hypoxia 

 Hypovolemia 

 Hypo/hyperkalaemia  

 Hypothermia 

 Thrombosis 

 Tamponade 

 Toxins 

 Tension pneumothorax 

During CPR; 

 Ensure high-quality CPR: rate 

120, depth and recoil 

 Plans actions before 

interrupting CPR 

 Give oxygen 

 Consider advanced airway  

and capnography 

 Continuous chest 

compressions when advance 

airway in place 

 Give adrenaline every 3-5 min 

No 

Present 

Absent 

Maternal Collapse Flowchart 

Call neonatal team 

if >22 weeks 
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Appendix B 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 Assessment Management A-E tool for acute 
illness in adults  

 
If unsure, call for help—

SBAR 
 
Assess everything and treat 
problems as you find them – 

before moving on with the 
assessment. 

 
 

Once you have completed 
 A-E, return to the beginning 
and reassess to see if your 

interventions have been 
effective 

 
 
Document your findings and 

management plan. 

              Airway 

Is the airway patient and maintained 

Can the patient speak  

Are there added noises 

Is there see-saw movement of the chest and 
abdomen 

Ensure airway is patent and maintained 

Simple airway manoeuvres /  position  / Suction   

Consider using airway adjuncts  

15L Oxygen via non-re-breathe mask  

             Breathing 

Observe the rate and pattern  

Depth of respiration / symmetry of movement  

Use of accessory muscles  

Colour of patient / oxygen saturations  

Position patient  

Consider physiotherapy and nebulisers   

Bag-valve mask if ventilator support required ( RR <10)  

Administer high flow oxygen – 15L via a non-rebreathe mask 

             Circulation 

Manual pulse and BP  

Capillary refill time  

Urine output / fluid balance  

Temperature  

Cannulate, ensure patent IV access  

Take appropriate bloods  

Blood cultures / blood gas  

Fluid bolus – administer and titrate  

              Disability 

Conscious level using AVPU  

Blood glucose level  

Pupil size and reaction  / Observe for seizures  

Pain assessment 

Consider recovery position  

Correct blood glucose 

Control seizures  

Control pain  

              Exposure 

Perform head to toe examination, front and 
back.  

Palpate Uterus / Auscultate FH  

Manage abnormal findings appropriately  
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Appendix C 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Collapsed / unwell patient 

Call for help 2222  

“Obstetric emergency team to 
room………” 

ASSESS the patient (MEWS) 

A - Is the airway patent?  

B - Are they breathing normally?  RR / Sats 

C - Colour / Pulse / BP / Urine output 

D - Neuro / Blood Glucose 

E – Exposure / assess uterus / FH  

ENSURE 

High flow oxygen  

Left lateral / 
wedged 

IV access x 2 

Blood sampling 

IV fluids as 
appropriate 

Treat problems as you find them, before moving on through the assessment 

Involvement of senior multidisciplinary team 

Stabilisation of the mother is priority 

  

Think! 
Sepsis 

Haemorrhage 

Pulmonary Embolus 

Pre-eclampsia / eclampsia / HELLP 

Amniotic Fluid Embolism 

High epidural block level / total spinal / local anaesthetic toxicity 

Anaphylactic reaction 

Asthma 

Diabetic / Hypo / Hyperglycaemia 

Electrolyte imbalance 

Stroke 

Drugs 

Maternal cardiac disease 

Collapsed Woman with Signs of Life Flowchart  

No signs of life – follow 
adult arrest pathway   
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