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Section Headings 
 
1.0 Introduction 
 
Maternal collapse is a rare but life-threatening event with a wide range of underlying causes. 

The outcome for the mother and the fetus is dependent upon effective resuscitation and 

diagnosis of the underlying cause.  

If the collapse occurs in pregnancy the fetus will be affected by the maternal compromise. 

Maternal resuscitation is the primary aim. 

The maternal collapse and subsequent care will be managed by a multidisciplinary team. 

Maternal collapse is an acute event in the woman involving the cardiorespiratory systems 

and/or the brain, resulting in a reduced or absent level of consciousness (and potential 

death) at any stage in pregnancy and up to six weeks after delivery. 

 
2.0 Objective 
 
To discuss the identification of those women at an increased risk of maternal collapse and 

lay out the most appropriate initial and ongoing management procedures to ensure optimum 

maternal and neonatal outcomes are achieved.  

  
3.0 Scope  
 
All members of the clinical multidisciplinary team involved in the provision of 

maternity/obstetric care should be aware of the contents of this document and be able to 

implement it within their professional scope of practice. 

 
4.0 Main body of the document  
 
4.1 Causes of maternal collapse 
 
There are many causes of maternal collapse and these may or may not be pregnancy 
related. A systemic review of the woman to determine the underlying cause is essential in 
conjunction with effective resuscitation. 
 

Causes of maternal collapse 

Acute coronary syndrome 
Ischaemic heart disease 
Hypovolaemia 
Hypoxia 
Hyperkalaemia, hypokalaemia, 
hypocalcaemia, acidaemia and other 
metabolic disorders 
Hypothermia 
Pre- eclampsia 
Eclampsia 

Vasovagal attacks 
Epileptic seizures 
Thrombosis (coronary or pulmonary) 
Tension pneumothorax 
Tamponade (cardiac) 
Toxins 
Sepsis 
Anaphylaxis 
Intra-cranial haemorrhage 
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4.1.1 Physiological changes in pregnancy which will impact upon management  
 
Aortocaval compression 
 
From twenty weeks gestation, if the woman is in a supine position compression of the vena 
cava and the aorta by the gravid uterus will reduce cardiac output by 30-40% (supine 
hypotension). In cases of cardiac arrest, chest compressions will only be 10% as effective as 
when used in a non-pregnant woman.  
 
Respiratory changes 
 
Changes in lung function, diaphragmatic splinting and increased oxygen consumption cause 
the pregnant woman to become hypoxic more readily and make ventilation more difficult. 
Weight gain, increased breast size and laryngeal oedema can make intubation difficult. 
 
Aspiration 
 
The effect of progesterone on the lower oesophageal sphincter along with delayed gastric 
emptying and increased intra-abdominal pressure increases the risk of regurgitation and 
aspiration pneumonitis (Mendelson’s syndrome).  
 
Circulation 
 
Increased cardiac output and a hyperdynamic circulation mean that pregnant women can 
rapidly lose large volumes of blood especially from the uterus which receives 10% of the 
cardiac output at term. A healthy pregnant woman can compensate and may lose up to 35% 
of her total blood volume before becoming symptomatic. 
 
4.2 Management of a maternal collapse 

Use of a Modified Obstetric Early Warning Score (MOEWS) chart should be in place for all 
women requiring observation though occasionally maternal collapse may occur without prior 
warning.  
 
 

In the event of a collapse: 

Call for help Activate emergency buzzer 

• In cases of cardiac arrest dial 2222 and ask for the cardiac arrest 
team plus the Obstetric consultant, Registrar and SHO; Obstetric 
Anaesthetist; Theatre team and the Neonatal team 

• In all other cases dial 2222 and ask for Obstetric consultant, registrar 
and SHO, Obstetric Anaesthetist, Theatre Team and paediatrician  

 

Commence 
resuscitation 

Use the ABCDE approach 
Lie the woman flat with one pillow 

• Assess airway and breathing.  

• If the woman is breathing, administer oxygen via a non- rebreathe 
face mask at 15L/min.  

• If the woman is not breathing, give assisted ventilation via bag and 
mask or intubate if necessary (intubation will ensure a secure airway 
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and reduce the risk of aspiration) 

• Assess circulation and commence chest compressions if there is no 
pulse.  

• Chest compressions should be commenced in the absence of 
breathing until cardiac rhythm can be checked and cardiac output 
confirmed.  
 

More than 
twenty 
weeks 
gestation 

Twenty weeks pregnant and chest compressions are necessary: 

• Manually displace the uterus to the left and maintain this position to 
remove caval compression.  

• If the woman is on a hard surface such as a theatre table add a left 
lateral tilt of between 15 - 30°.  

• If the woman is not on a firm surface uterine displacement with the 
woman in a supine position will allow for the most effective cardiac 
compressions.  

• In cases where uterine displacement is not possible a left lateral lilt is 
advocated whatever the surface. Remember to apply compressions 
perpendicular to the chest wall and compensate if a left lateral tilt is 
used in pregnant women. 

 

Defibrillator As soon as possible attach the defibrillator and follow the instructions. If 
defibrillation is required follow the regime for a non-pregnant woman. 
Remember to remove the CTG monitor before administering the shock 
 

IV access 
and bloods 

Obtain IV access (Two large bore cannulas). 
If peripheral venous access is difficult, early consideration should be given 
to intraosseous access or central venous access  
 

Send bloods for: 

• FBC 

• CRP 

• U/E’s 

• LFTS 

• Consider cross match 

• Venous blood gas- Serum 
lactate 

• Blood glucose  

• Blood cultures 

• Clotting 

• Tryptase- if suspecting 
anaphylaxis 

 

Intravenous 
fluids 

Titrate intravenous fluid regime to the cause of collapse  
Haemorrhage- blood replacement is paramount 
Sepsis- a fluid challenge may be required to restore blood pressure 
 
Be aware of fluid overload in women with pre-eclampsia/eclampsia  
 

Drugs Follow Trust guidance for the administration of drugs in an arrest situation. 
Additionally, consider the administration of drugs to manage the cause of 
the collapse 
 

Perimortem 
Caesarean 
section 

See section 4.3 below 
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4.3 Perimortem Caesarean Section 
 
 
Please note in cases of cardiac arrest in a pregnant woman of more than twenty 
weeks gestation a Perimortem Caesarean Section should be considered if 
resuscitation is not successful after four minutes and performed within five minutes. 
 

• Perimortem section should be performed whilst continuing CPR irrespective of where 
the woman has collapsed (Do not delay by attempting to transfer the woman to 
theatre.) 

 

• In essence the only equipment needed is a scalpel and umbilical cord clamps but a 
perimortem section pack is available on the resuscitation trolley 

 

• The obstetrician should use the incision that facilitates the most rapid access (this will 
be the one they feel most competent to perform) 

 

• A fixed blade scalpel and two umbilical cord clamps should be immediately available 
on ALL emergency trolleys 

 

• Following delivery, if the resuscitation is successful the woman will be transferred to 
theatre to complete the operation and for stabilisation   

 

• Assessment and resuscitation of the infant will be managed by the neonatal team 
 

• The ongoing management of the maternal collapse will require close collaboration 
within the multi-disciplinary team and will be dependent upon the cause of the 
collapse following the relevant guideline 

 

• The woman will be nursed in the environment most appropriate for her condition i.e. 
HDU on the Birthing Centre, ICU or a specialist tertiary unit. 

 

• In the unfortunate event of a maternal demise please follow the guideline for the 
Local Management of a Maternal Death 

 
o Please ensure that the woman’s body is left as it was at the time of death and 

the scene of death is left undisturbed until permission has been sought from 
the coroner’s office (by the consultant) that last offices can be performed 

 
o Any infusions, cannulas, catheters, tubes etc. must be left in situ 

 
o The woman’s body or the scene of an incident must not be tidied up and/or 

altered in any way without formal documented permission from HM 
Coroner/HM Coroner’s Officer and/or South Yorkshire Police. 

 

• Please be aware that the Coroner’s officer or equivalent (usually a policeman) may 
insist on being present when relatives visit the body 

 

 
5.0 Roles and responsibilities 
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Midwives/Obstetricians/Anaesthetists 

To work as part of a multi-disciplinary team to give effective and immediate evidence-based 

resuscitation and follow-on care to a collapsed woman. 

Paediatricians 

To assess and resuscitate the newborn infant as required. 

5.1 Documentation 

Accurate and contemporary documentation is required from all staff groups involved in care 

delivery.  

Please note: in cases which may be reviewed as an RCA or SI, staff should consider writing 

an account/statement of their involvement in care. 

 
6.0 Associated documents and references 
 
Royal College of Obstetricians and Gynaecologists (RCOG). Green-top Guideline No.56. 
Maternal Collapse in Pregnancy and the Puerperium (17/12/2019). 
https://obgyn.onlinelibrary.wiley.com/doi/epdf/10.1111/1471-0528.15995 
 
Resuscitation Council UK (2015). Guidelines: In-hospital resuscitation 
file:///C:/Users/colec/Downloads/Guidelines%20Inhospital%20resuscitation.pdf 
 
7.0 Training and resources 

 
Training will be given as outlined in the Maternity Training Needs Analysis. This is updated 

on an annual basis. 

 
8.0   Monitoring and audit 
 
Any adverse incidents relating to the management of a maternal collapse will be monitored 

via the incident reporting system. Any problems will be actioned via the case review and root 

cause analysis action plans. The action plans are monitored by the governance midwife to 

ensure that improvements in care are made. The trends and any root cause analysis are 

discussed at the monthly risk meetings to ensure that appropriate action has been taken to 

maintain safety. 

The guideline for the management of maternal collapse will be audited in line with the annual 
audit programme, as agreed by the CBU. The audit action plan will be reviewed at the 
monthly risk management meetings on a quarterly basis and monitored by the risk midwife 
to ensure that improvements in care are made. 
 
     
9.0 Equality and Diversity  
This section is mandatory for all Trust Approved Documents and must include the statement 
below: 

https://obgyn.onlinelibrary.wiley.com/doi/epdf/10.1111/1471-0528.15995
file:///C:/Users/colec/Downloads/Guidelines%20Inhospital%20resuscitation.pdf
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The Trust is committed to an environment that promotes equality and embraces diversity in 
its performance as an employer and service provider. It will adhere to legal and performance 
requirements and will mainstream equality, diversity and inclusion principles through its 
policies, procedures and processes. This guideline should be implemented with due regard 
to this commitment. 
 
To ensure that the implementation of this guideline does not have an adverse impact in 
response to the requirements of the Equality Act 2010 this policy has been screened for 
relevance during the policy development process and a full equality impact assessment is 
conducted where necessary prior to consultation.  The Trust will take remedial action when 
necessary to address any unexpected or unwarranted disparities and monitor practice to 
ensure that this policy is fairly implemented.   
 
This guideline can be made available in alternative formats on request including large print, 
Braille, moon, audio, and different languages.  To arrange this please refer to the Trust 
translation and interpretation policy in the first instance.  
 
The Trust will endeavor to make reasonable adjustments to accommodate any 
employee/patient with particular equality, diversity and inclusion requirements in 
implementing this guideline. This may include accessibility of meeting/appointment venues, 
providing translation, arranging an interpreter to attend appointments/meetings, extending 
policy timeframes to enable translation to be undertaken, or assistance with formulating any 
written statements. 
 
9.1      Recording and Monitoring of Equality & Diversity  
This section is mandatory for all Trust Approved Documents and must include the statement 
below: 
 
The Trust understands the business case for equality, diversity and inclusion and will make 
sure that this is translated into practice. Accordingly, all guidelines will be monitored to 
ensure their effectiveness.  
 
Monitoring information will be collated, analysed and published on an annual basis as part of 
Equality Delivery System.  The monitoring will cover the nine protected characteristics and 
will meet statutory employment duties under the Equality Act 2010.  Where adverse impact 
is identified through the monitoring process the Trust will investigate and take corrective 
action to mitigate and prevent any negative impact. 
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Appendix 1 
Equality Impact Assessment – required for policy only 

 
Appendix 2 
Glossary of terms  
MOEWS- Modified Obstetric Early Warning Score 
 
Appendix 3 (must always be the last appendix) 
Maintain a record of the document history, reviews and key changes made (including 
versions and dates) 
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