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This Clinical Business Rule (CBR) is developed to guide safe clinical practice at the Royal Hospital for Women 

(RHW). Individual patient circumstances may mean that practice diverges from this Clinical Business Rule. 

Using this document outside RHW or its reproduction in whole or part, is subject to acknowledgement that 

it is the property of RHW and is valid and applicable for use at the time of publication. RHW is not 

responsible for consequences that may develop from the use of this document outside RHW. 

Within this document we will use the term woman, this 

is not to exclude those who give birth and do not 

identify as female. It is crucial to use the preferred 

language and terminology as described and guided by each individual person when providing care. 

 

1 BACKGROUND 

The aim of this CBR is to recognise and manage the collapsed woman. 

In the maternity woman hypovolaemia and thromboembolism are the most common causes of 

maternal collapse. Eclampsia, intracranial haemorrhage, amniotic fluid embolism should also 

always be considered2  

The most common general causes of collapse can be divided into the ‘4 H’s’ and ‘4 T’s’:   

• hypovolaemia   

• hypoxaemia  

• hyper/hypokalaemia and metabolic disorders   

• hypo/hyperthermia   

• tension pneumothorax   

• tamponade   

• toxins/poisons/drugs  

• thrombosis-pulmonary/coronary1  

In the maternity woman hypovolaemia and thromboembolism are the most common causes of 

maternal collapse. Eclampsia, intracranial haemorrhage, amniotic fluid embolism should also 

always be considered2  

 

Definitions:  

Maternal Patient  Antenatal, intrapartum or postnatal woman (up to 6 weeks after 

birth)  

Maternal Collapse  An acute event involving the cardiorespiratory systems and/or central 

nervous system, resulting in a reduced or absolute loss of 

consciousness and potentially cardiac arrest and death  

POWH   Prince of Wales Hospital  

BLS  Basic Life Support   

ANZCOR  Australian and New Zealand Committee on Resuscitation   

ALS  Advanced Life Support   

NRB  Non-rebreather mask  

ROSC  Return of spontaneous cardiac output  

Date if required 12 pt 

Hospitals place logo/crest here  

as sample provided in style guide 
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PMCS  Perimortem Caesarean section  

ECMO  Extra Corporeal Membrane Oxygenation  

ROTEM®   Rotational Thromboelastometry   

 

2 RESPONSIBILITIES 

Medical, Midwifery and Nursing Staff:  

recognise, respond, escalate and manage the collapsed maternal patient  

3 PROCEDURE 

3.1 Clinical Practice points  

• Activate a Clinical Emergency Response System (CERS) adult code blue, (as per Clinical 

Emergency Response System (CERS) – Management of the deteriorating patient CBR) 

and commence adult BLS  

• Escalate to POWH code blue team  

• Manually displace uterus to the left, to reduce aortocaval compression1 when attending 

adult BLS ensuring the woman’s shoulders are flat to maximise effectiveness  

• Notify the consultant in charge  

 

No Return of Spontaneous Cardiac Output  

• Proceed to Advanced Life Support immediately (the below steps can happen 

simultaneously)   

• Perform a PMCS INSITU if ROSC is not achieved within four minutes at greater than 20 

weeks gestation – See educational notes below for information and instruction   

• Activate neonatal code blue  

• Assess for suitability for ECMO. POWH Code Blue Team will assess and contact POWH 

ECMO team via 2222 if return of ROSC is not achieved within four minutes and where 

cause of cardiac arrest is NOT maternal haemorrhage (see Appendix 2)  

 

Return of Spontaneous Cardiac Output   

• Provide airway and breathing support if:   

o Not breathing spontaneously, provide breathing support with a manual self-inflated 

bag and mask attached to oxygen   

o Breathing spontaneously provide oxygen to maintain saturations >95% via nasal 

prongs, Hudson or NRB mask   

• Ensure systematic A to I assessment   

• Insert two large bore intravenous cannulas (minimum 16 gauge). If peripheral venous 

access is not possible, early consideration of central venous, intraosseous or venous 

cutdown access should be considered 2  

https://www.seslhd.health.nsw.gov.au/royal-hospital-for-women/policies-and-publications/functional-group/379
https://www.seslhd.health.nsw.gov.au/royal-hospital-for-women/policies-and-publications/functional-group/379
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• Take bloods for Electrolytes Urea Creatinine (EUC), Full Blood Count (FBC), coagulation 

profile (including fibrinogen), Group and Hold and Blood Sugar Level, venous blood gas 

and commence intravenous (IV) fluids  

• Collect additional blue top blood tube for ROTEM guided management if suspicion of 

major coagulopathy and Activate Critical Bleeding Protocol (CBP). The senior medical 

officer in charge of the case is to arrange for blood bank to be contacted to activate the 

CBP (ext 23232)  

• Perform where indicated (without impeding resuscitation):  

o Electro Cardio Graph (ECG) and collect arterial blood gas sample  

o Bedside ultrasound scan to assess for concealed haemorrhage   

o Fetal monitoring (not priority)   

• Diagnose cause of collapse – modify management and consult with other teams as 

appropriate. See Appendix 3, educational notes and related CBRs and for management 

of specific conditions  

o If acute stroke is suspected escalate to POWH as per appendix 5  

• Keep woman warm if haemorrhage is suspected, including warmed fluids  

• Record fluid input and urine output  

 

Communication and debriefing   

• Ensure the next of kin is kept informed. A staff member may need to be assigned to 

support the family/baby until Social Worker is available (call social worker if required)  

• After the event, ensure adequate counselling and debriefing for the woman and her 

family/support person(s) and for all staff involved  

3.2 Documentation 

• Adult resuscitation record  

• Antenatal card  

• Medical Record  

3.3 Education Notes 

• Early recognition of the deteriorating woman and the activation of appropriate CERS are 

essential components of safe quality patient care, with the understanding that maternal 

collapse may also occur without any warning signs  

• All clinical staff must attend yearly mandatory Basic Life Support (BLS) training and 

Perinatal Safety education training   

• Provide same defibrillation energy levels as non-pregnant woman if required  

• Perimortem Caesarean Section (PMCS)2,5  

o also known as (Live) Resuscitative Hysterotomy  

o greater than 20 weeks gestation facilitates maternal resuscitation and should be 

performed regardless of fetal status.   
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o It should be performed where maternal collapse has occurred and resuscitation is 

taking place, ideally achieved in 5 minutes  

o Current practice is to commence PMCS after 4 minutes of absent circulation of the 

woman. However recent data suggests waiting until 4 minutes of resuscitation 

efforts is inadequate as birth of the fetus in uncommon in less than 1 minute, so 

therefore once the decision has been made for birth, it should proceed 

immediately5   

o BLS should continue throughout PMCS  

o Manual displacement of the uterus should be stopped immediately prior to incision  

o A midline abdominal and classical (vertical) uterine incision will give the most rapid 

access, alternative entries may be used if operator is more familiar with different 

approach2  

o Immediately following birth of the fetus and placenta, the uterus and abdomen 

should be packed and resuscitation continued  

o Prompt transfer to theatres as soon as practically possible for sedation, 

anaesthesia and close of the uterus and abdomen2   

o Click here for simulation of a Perimortem caesarean section    

o A perimortem caesarean kit is available on all resuscitation trolleys across RHW 

including the Emergency Department, this should include a fixed blade scalpel and 

two cord clamps   

• The commonly used medications in obstetric practice for treatment of therapeutic drug 

toxicity are2:   

• Magnesium sulphate toxicity. The antidote is: 1 gram in 10mL, (=10 ml 10%) calcium 

chloride. Administer 10mLgiven by slow intravenous injection over 3 minutes (in arrest 

trolley)   

• Local anaesthetic (LA) agents. Lipid rescue should be used in cases of collapse 

secondary to local anaesthetic toxicity. (The protocol and medication are in the arrest 

trolley)   

• Anaphylaxis as per Australian prescriber flowchart. See appendix 4. The ANZCOR ALS 

algorithm overrides this advice when there is no spontaneous cardiac output.  

 

3.4 Related Policies/procedures 

• Clinical Emergency Response System (CERS): Management of the deteriorating patient  

• Eclampsia Management  

• Sepsis in Pregnancy and Postpartum   

• Intralipid - Management and Treatment of Severe Local Anaesthetic Toxicity (Adult Only)  

• Adrenaline infusion   

• Basic Life Support - Adult  

• Recognition and management of patients who are Deteriorating MoH PD2020_015  

• Acute Stroke – Management of Patients with Acute Stroke Symptoms POWH CLIN045   

• Extracorporeal Membrane Oxygenation (ECMO)  POWH CLIN094   

https://www.youtube.com/watch?v=IwDWv2iyAos&t=191s
https://www.seslhd.health.nsw.gov.au/royal-hospital-for-women/policies-and-publications/functional-group/379
https://www.seslhd.health.nsw.gov.au/royal-hospital-for-women/policies-and-publications/a-z/e
https://www.seslhd.health.nsw.gov.au/royal-hospital-for-women/policies-and-publications/a-z/s
https://www.seslhd.health.nsw.gov.au/royal-hospital-for-women/policies-and-publications/a-z/i
https://www.seslhd.health.nsw.gov.au/royal-hospital-for-women/policies-and-publications/a-z/a
https://www.seslhd.health.nsw.gov.au/royal-hospital-for-women/policies-and-publications/a-z/b
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2020_018
http://seslhdweb.seslhd.health.nsw.gov.au/POWH/PolicyandProcedures.asp
http://seslhdweb.seslhd.health.nsw.gov.au/POWH/PolicyandProcedures.asp
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• Critical Bleeding Protocol POWH CLIN072  

• Prevention of Venous Thromboembolism MoH PD2019_057  

• ANZCOR Guideline 11.2 – Protocols for Adult Advanced Life Support  

• Adult Advanced Life Support - ANZCOR Guideline 11.2  

• Cardiopulmonary Resuscitation (CPR) - ANZCOR Guideline 8    

3.5 References  

1. Australian Resuscitation Council. ANZCOR guideline 11.10: Resuscitation in Special 

Circumstances. 2016 [cited 2024 August]. Available from: 

https://www.anzcor.org/home/adult-advanced-life-support/guideline-11-10-resuscitation-in-

special-circumstances/  

2. RCOG (Green-top Guideline No.56) Maternal Collapse in Pregnancy and the Puerperium 

2019   

3. NSW Health Policy Directive PD2020_010 Recognition and management of patients who 

are deteriorating Clinical Handover: Implementation of ISBAR Framework and Key 

standard Principles 2018 SESLHDPR/303  

4. NSW Health, Clinical Handover – Standard Key Principles, PD2019_020  

5. Benson MD, Padovano A, Bourjeily G, Zhou Y. Maternal collapse: Challenging the four-

minute rule. EBioMedicine. 2016 Apr;6:253–7.  

4 ABORIGINAL HEALTH IMPACT STATEMENT DOCUMENTATION  

• Considerations for culturally safe and appropriate care provision have been made in the 

development of this Business Rule and will be accounted for in its implementation. 

• When clinical risks are identified for an Aboriginal and/or Torres Strait Islander woman or 

family, they may require additional supports. This may include Aboriginal health 

professionals such as Aboriginal Liaison Officers, health workers or other culturally 

specific services 

5 CULTURAL SUPPORT 

• For a Culturally and Linguistically Diverse CALD woman, notify the nominated cross-cultural 

health worker during Monday to Friday business hours 

• If the woman is from a non-English speaking background, call the interpreter service: NSW 

Ministry of Health Policy Directive PD2017_044-Interpreters Standard Procedures for 

Working with Health Care Interpreters. 

 

 

 

 

http://seslhdweb.seslhd.health.nsw.gov.au/POWH/PolicyandProcedures.asp
https://www1.health.nsw.gov.au/pds/Pages/doc.aspx?dn=PD2019_057
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6 NATIONAL STANDARDS 

• Standard 8 – Recognising and Responding to Acute Deterioration  

• Standard 7 – Blood Management  

• Standard 6 – Communicating for Safety   

• Standard 5 – Comprehensive Care  

• Standard 4 – Medication Safety  

• Standard 2 - Partnering with Consumers   

 

7 REVISION AND APPROVAL HISTORY 

 

Date Revision No. Author and Approval 

 1 Maternity CBR Committee 

Nov 2011 2 Endorsed Obstetrics LOP Group 

15/12/2011 3 Approved Quality & Patient Safety 

Aug 2019 4 Amended: change PACE to CERS 

19/5/2020 5 Reviewed & endorsed: Maternity Services LOP 

31/03/2025 5 BRGC 
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Appendix  

Appendix.1 Maternal Collapse Flowchart 
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Appendix 2. ECMO at the Royal Hospital Women (Adult) 

• The Prince of Wales ECMO Service will provide emergency ECMO for adult patients 

at the Royal Hospital for Women   

• These patients may present with conditions specific to the peri-partum period that are 

acute and reversible, therefore amenable to ECMO support. These include:  

o Peri-partum cardiomyopathies  

o Amniotic fluid embolus  

o Pulmonary embolus  

o Acute exacerbations of chronic conditions  

• Haemorrhagic shock or arrest is a contraindication to ECMO  

• The activation pathway for ECMO is via – the resuscitation team leader. Activated via 

the emergency number ‘2222’  

• The operating theatres at the RHW is the most suitable ECMO Location. If the 

woman is already in theatre the ECMO team should bring equipment and staff to the 

operating theatres.  

• Women in any other location at the RHW should be moved to the suitable ECMO 

Location using the POWH Extracorporeal Membrane Oxygenation (ECMO) Business 

Rule Location Algorithm see appendix 3. For directions to Cath Lab from RHW see 

appendix 4 (Map of Royal Hospital for Women to Cath Lab.)  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://seslhdweb.seslhd.health.nsw.gov.au/POWH/PolicyandProcedures.asp
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Appendix 3. Causes of maternal collapse 
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Appendix .4  
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Appendix .5 Management of patients with suspected or identified acute stroke 
symptoms at RHW 

  
Acute Stroke symptoms suspected/identified 

Staff member activates a  

RHW Rapid Response call or Code Blue 

Medical team assess patient immediately 

Acute stroke suspected? 

Medical team or After-Hours Nurse Manager to contact 

POW ED CNUM (ext 0428652614) to inform of urgent transfer 

The patient must be escorted to POW ED with at least one member of the nursing/midwifery team 

and one member of medical team, with cardiac monitoring 

A CODE BLUE must be activated at any time if there is any 

compromise of airway, breathing or circulation, the patient is 

acutely unwell and/or other potential differential diagnosis for acute 

deterioration is suspected 

Manage 

patient 

appropriately 


