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BLS team actions ongoing

* High-quality chest compressions
¢ Defibrillation when indicated

" "
* Monitor CPR quality ‘ I rC| l I at I O n CURRENT ISSUE | ARCHIVE |
.} ¥

Maternal cardiac arrest team arrives »| Consider e"°'°9¥
I of cardiac arrest Originally Published 6 October 2015 | (3 (Micheciior woiea

y ¥ Cardiac Arrest in Pregnancy: A Scientific

€D | AHAIASA Journals  sournais | BRowse v | RESOURCES v | INFORMATION

g ; Obstetric interventions H 1at1
Maternal interventions for patient whose uterus is at or above the umbilicus® Statement From the American Heart Association
| | , , ! -
Appropriate IV above * Give typical If patient receiving Continuous Remove/ Prepare for n
airway diaphragm ACLS drugs IV magnesium manual LUD detach fetal emergency
management’ and dosages prearrest, stop monitors cesarean
* Anticipate * Assess for magnesium and delivery
the difficult hypovolemia give IV/IO calcium -
airway and give fluid chioride 10 mL in
« Most oo +/-bocd | | 10% soution o esarean elive
: calcium gluconate
experienced products when !
provider required 30I rrt1.L in 10%
e — ( P M C D)
Neonatal team: + If no ROSC by 4 minutes of resuscitative -
* Prepare to efforts, consider performing immediate
receive infant emergency cesarean delivery
*Potential etiology of maternal cardiac arrest: tAppropriate airway management for pregnancy:
A Anesthetic complications/accidents * 100% oxygen at 215 L/min and continue BLS airway strategies Available online at www.sciencedirect.com
B Bleeding * Optimally 2 attempts per technique: . . EUROPEAN
C Cardiovascular - First intubation attempt —if failed go to Resuscitation W) | Fesuscmmion
D Drugs - Second intubation attempt—if failed go to 7 - COUNCIL
E Embolic - First supraglottic airway attempt—if failed go to journal homepage: www.elsevier.com/locate/resuscitation
F Fever - Second supraglottic airway attempt—if failed go to mask ventilation N N N N N
G General nonobstetric causes of cardiac - If mask ventilation inadequate —attempt cricothyrotomy European Resuscitation Council Guidelines 2021: ;:1
arrest (H’s and T’s) * Avoid airway trauma Cardiac arrest in special circumstances =
H  Hypertension « Ventilate with 8-10 breaths/min
« Monitor capnography Carsten Lott™*, Anatolij TruhlaF "-°, Annette Alfonzo®, Alessandro Barelli®,
. . f N : h,
* Minimize interruptions in chest compressions during advanced airway Violeta Gonzalez-Salvado’, J‘}’f';he” Hinkelbein?, "',e"ﬁ P. Nolan™', o
placement Peter Paal’, Gavin D. Perkins ™', Karl-Christian Thies™, Joyce Yeung™/,
i " David A. Zideman", Jasmeet Soar®, the ERC Special Circumstances
* Recommend 6.0- to 7.0-mm inner diameter ETT Writi 7
riting Group Collaborators
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POST-MORTEM DELIVERY. 130

1850 to 1860 in Massachusets, the average birth-rate was 1 in
33, but during five years of the war it was 1in 39, and since
the war 1in 36, This estimate, however, includes the births
among forcigners, but if we exclude these from our ealculations,
they leave a birth-rate among Americans of about 1 in 50;
whereas in England, the birth-rate is 1 in'80; in Prussia, 1in
26; Austria, 1 in 26 ; Norway, 1 in8l. According to these data,
we can hardly doubt that Dr. Enox was right when he declared
that “ualready the United States man differs in appearance
from the American, and America will still require English
blood to keep up its people, and then be a kind of European

settlement.’”

Dr. Allen endeavonrs to account for this diminishing birth-
rate among his countrymen, as above stated, by the proteness
of relations to marry. He also thinks that the love which the
Americans have for aleoholic drinks, tobaceo and opiates has
much to do with this degeneracy. It scems very questionable,
25 we have observed, however, if consanguineous marriages,
together with one or all the habits above noticed, would induce
the falling off in the birth-rate we have described as occurring
among the inhabitants of Massachusets. On the other hand,
the American population contains elements of Irish, Negro,
Mohawk, Dutel, German, French and English races; that a
mixed breed of this deseription must inevitably follow the laws
of hybridity and infertility, may be predicted without soeking
for extrancous causes to account for the facts recorded regarding
the inhabitants of Massachusets, and which are applicable to a
greater or less extent to the whole population of the United
States.

SNAKE POISONING.

Turovan the courtesy of E. C. Bayley, Esq., Secretary to
the Government of India, Home Department, we have had
an opportunity of perusing a correspondence which has passed
between Professor G. B. Hulford of Melbourne, and Dr. Fayrer,
on the efficacy of injecting liquor ammonim into the veins
as o remedy for smake poisoning. Dr. Fayrer nsserts that
his frequently repeated experiments on the dog prove that
in really severe and effectunl bites this plan of treatment does
no good, and that injecting any other stimulant would be of
equal avail in cases, whore stimulation might be benefieial.
Professor Halford appeals to his experience of human beings,
who had been bitten by the tiger snake, recovering under

this plan of treatment, and says that experiénce gained by |

experiments on dogs may not be true with regard to men, There
can be no denying that men_have recovered after haring been
bitten, and subsequently had smmonia injected into the veins,
but o have men who have been bitten and had no ammonia
injected. The matter is one for discriminating and unbi

| abdomen, Dr. Swayne states that he “ never I

THE LOOSHAI EXPEDITION.

Tars expedition has now come to a close, the despatehes des.
cribing its incidents and suceesses have been published, and o
very fair share of credit and praise accorded all round to the
officers who, ns heads of departments or in pns}tmuaol command,
have taken a conspicuous share in the operations. The medieal
department has, we rejoice to observe, not been forgotten. How
largely the success of the expedition depended on medical
arrangements and officers, those who know its eircumstances
best can best testify. Deputy Inspector-General of Hospitals
H. B. Buckle, C. B., has been highly complemented, and most
deservedly, for his indefatigable exertionsand judicioas arrange-
ments. Dr. Buckle brought a large experience of hill warfars
to bear on the problem of the most efficient way of providing
medicines, nppliances and hospitals for the Looshai Expedition,
and nothing was found wanting or out of place when the nctual
strain came, Surgeon-Major F. F. Allen, of the 2ud Goorkhas,
who was administrative medical officer of the right column,
performed his share of the work most admirably, and most of
the executive medienl officers who served with the expedition
have been commended in the despatches for their zeal and will-
ing exertions. Surgeon J. B. White, of the 42nd Assam Light
Infantry espec istinguished himself by the able manner in
which he dealt with a serious outbreak of cholera among the
Nepalese coolies. Lhe general principle of the mediceal arrange-

bed in the papers, contributed by Drs. Smith and
hich we have recently published, was to provide a
series of general hospitals in rear of the advancing columns to
which the sick and incapable should be promptly carried for
treatment. The medical department will, doubtless, ere long,
give us a detailed account of all the matters of administrative
or professional interest conneeted with this expedition, Mean-~
time, it is a subject of congratulation that its officers have
acquitted themselves with such complete approval,

POST-MORTEM DELIVERY.

Tue Medieal Press and Circular of 3rd April eontains two
letters by Drs. Swayne of Carrick-on-Shannon and Lanigan of
Ballymalion, describing two instancos of post-morten expulsion
of the feetus throngh the agency of gaseous distension of tho
ard or read of
a similar instance.” We suspect that the incident is not an
uncommon. ono in Indino medico-legal practice. Wo can re-
call at least one instance of such an occurrence. The body of
o pregnant femalo is despatehod from n distant part of u dis-
trict, and wrapped up rather loosely in a coarse cloth and
bamboo matting, On arrival at the sudder station, the civil
surgeon finds it semi-putrid ; eyes bursting ; limbs widely apart,
and abdomen swollen, and hard as a drum.  On removing the
coverings, o fmtus is found between the thighs, and the uterus
not unfrequently prolapsed, while the bystanders declare that
when the body was sturted, nothing of the kind was observed.

hose of our readers who have seen or may sce similar cases,
would eonfer a benefit by forwarding a short account of them.
Dr. J.. . Aveling gives notes, in the Lancet of 27th April,

e GosE ok

experiment nnd observation, Doctors are not remarkable for
concord regarding questions less diffieult of satisfuctory solution
than this, and the enly way of settling this issue is to take
every opportunity of putting the vaunted remedy to trial,

carefully study’ the case, and record it. Both Fayrer and |

Haulford agree in thinking that ammonia is a good stimulant,
and should be given in all cases of snake poisoning, The
question is,—is Halford’s plan of injecting it into the veins
more effective than exhibiting it by the mouth or suben-
taneously injecting it? We trust that those of our readers,
to whom an opportunity of putting the practice to trial offers,
may do so and report the result. Itis always difficult in any
case to say what might have happened, had a certain thing
been done or not done ; but accurately recorded clinical ex-
perience i8 the only safe ground of conjecture, and the only
sound basis of msserfion in such matters. The quantity of
liguor i for injections of this kind is 30
minims of the liquor ammonim, B. . specific gravity 959,

The treatment is said to be equally effective in asthenia
arising from other poisons or canses : we have read of its suc-
cessful employment in a case of poisoning by chlorcdyne,

of six delivery : in five of these the
delivery took place after the women had been committed to
their coffins and graves. These examples are drawn from old
records, but they have an air of circumstantiality and truth
about them. In one instance, the infant was extracted alive
from the coffin. It would be very interesting and medico-
legally important to find, as we have hinted is probable that,
what is eonsidered in England a curious and rare phenomenon,
isin Indiaa common and familiar circumstance. In the Indian
Medical Gazette for August, 1867, Dr. R.F. Hutchinson,
then Civil Surgeon of Patna, has rvecurdcd_ good case of post-
morfem parturition which he considered unique. The medicos
legal relations of effects produced by putrifaction can, perkaps,
be better studied in India, than in any country in the world 5
‘beeause the conditions causing it are ever present in varying
degroes, and the instances of changes of all kinds and_degrees
due to the influence of hest and moisture abound. We have
scen the viscera of the abdomen occupying the cavity of the
thorax into which they had been thrust through a rent in the

iapl of whose post- tem ion there could be no
reasonable doubt. Many of our readers have, doubtless, observed
post-mortem phenomena equally strange and puzzling. 2

Perimortem Cesarean
Delivery

Resuscitative hysterotomy /
perimortem Caesarean section
(PMCS) / perimortem Caesarean
delivery (PMCD):

hysterotomy performed to
resuscitate a woman in middle to late
pregnancy who has entered cardiac
arrest.

Post-Mortem Delivery. Ind Med Gaz. 1872 Jun 1;7(6):139.

Duer EL. Post-mortem delivery. Am J Obstet Gynecol. 1879. 12:1.

Ritter JW. Postmortem cesarean section. JAMA. 1961 Feb 25;175:715-6.

Katz VL et al. Peri-mortem cesarean delivery. Obstet Gynecol. 1986 Oct;68(4):571-6.



EXPEDIENTLY BALANCE
COMPETING MATERNAL
AND FETAL PRIORITIES

Complex medical

situation

Cognitive factors

Emotional
circumstances

Jeejeebhoy FM et al. Circulation. 2015 Nov 3;132(18):1747-73. Rose CH et al. Am J Obstet Gynecol. 2015 Nov;213(5).653-6.




ilable online at www.sciencedirect.com

Resuscitation @'%Eﬁifﬁfﬁm

journal homepage: www.elsevier.com/locate/resuscitation

Purpose of timely PMCD

1) GE > 24 weeks - Early delivery of the baby with
a decreased risk of permanent neurological iy B
damage from anoxia.

2) GE > 20 weeks - Facilitation of resuscitation ., =
increasing chances of maternal ROSC (if 28 |
maternal uterus extends to or above the =
umbilicus): = 0

- relieving aortocaval compression,

- reducing uterine blood flow,

- relieving diaphragmatic pressure.
3) GE < 20 weeks - PMCD should not be
considered.

ACLS should be underway. Katz VL et al. Obstet Gynecol. 1986 Oct:68(4):571-6.

Rose CH et al. Am J Obstet Gynecol. 2015 Nov;213(5):653-6.
Lott C et al. Resuscitation. 2021 Apr;161:152-219.




Perimortem cesarean delivery: Were our
assumptions correct?

PMCD should be commenced at 4 minutes

and completed by 5 minutes to optimize fetal
outcome.

- difficulties of accomplishing delivery within

“For obvious reasons, the theory on 5 minutes in actual scenarios;

which the 4-minute recommendation - transitioning from the mind-set of maternal

for perimortem delivery is based resuscitation to a laparotomy seems

cannot be tested in clinical trials. barbaric and teleologically indicative of

Also, for obvious reasons, the sooner forfeiture of further attempts at maternal

an infant is delivered after a mother salvage;

arrests, the greater the likelihood of - the term PMCD implies eventual mortality of

intact survival.” the mother and prioritization of fetal status
at potential maternal expense, a fetocentric

Katz V et al. Am J Obstet Gynecol. 2005 Jun;192(6):1916-20. pers pective_

Rose CH et al. Am J Obstet Gynecol. 2015 Nov;213(5):653-6.



MATERNAL ARREST

Challenging the 4- to 5-minute rule: from l

perimortem cesarean to resuscitative Uterus palpable/visible above umbilicus |~ RESUSCITATION
OR — PER STANDARD

hySterOtomy Known gestational age >20-24 weeks? GUIDELINES

YES 1

PERIMORTEM Initiate preparation for

C E S A RE AN Resuscitativel Hysterotomy

SHOCKABLE?
V \
Resuscitative STANDARD ACLS

RESUSCITATIVE Hysterotomy NOW (2 ROUNDS CPR)
HYSTEROTOMY | |

RESUSCITATION ROSC?
PER STANDARD

NO YES
GUIDELINES / \

Transition from a fetocentric to a maternofetal ReSUSCHALNE  <TANDARD POST
resuscitative protocol where both outcomes Aysterotomy NOW aresT

. . MANAGEMENT
are considered in parallel \

RESUSCITATION
PER STANDARD
Rose CH et al. Am J Obstet Gynecol. 2015 Nov,;213(5):653-6, 653.e1. GUIDELINES



Research Paper
Maternal collapse: Challenging the four-minute rule

Benson M.D.** Padovano A.", Bourjeily G.€, Zhou Y. ¢

Injury-free survival rate for pregnant women as a function of time. Injury free survival curve for newborn as a function of time.
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Benson MD et al. EBioMedicine. 2016 Apr;6:253-257.



The CAPS Study: incidence, management and
outcomes of cardiac arrest in pregnancy in the
UK: a prospective, descriptive study

VA Beckett,” M Knight,” P Sharpe®

66 maternal cardiac arrests

49 women underwent PMCS.

Table 1. Characteristics of women who survived or died following cardiac arrest

All
women

Age
<35 years 40 (61)
>35 years 26 (39)
Ethnicity
White British 35 (53)
Other 31 @47)
BMI (kg/m?)
<30 38 (60)
=30 25 (40)
Paid employment
No 31 (49)
Yes 32 (51)
Smoked in pregnancy
No 51 (80)
Yes 13 (20)
Gestation at arrest 37 (20-42)

(completed weeks)

Women whc
survived
(n =38)

22 (33)
16 (24)

17 (26)
21(32)

18 (29)
19 (30)

16 (25)
20 (32)

29 (45)
8(13)
38 (20-42)

Women
who died

(n = 28)

18 (27)
10 (16)

18 (27)
10 (15)

20 (31)
6 (10)

15 (24)
12 (19)

22 (34)
5(8)
35 (20-41)

Table 2. Time to emergency procedures in minutes, median
(range), following maternal collapse

Women who Women who P-value
survived died
(n = 38) (n = 28)
Collapse to BLS 0(0-17) 0.28
Collapse to ALS 1 (0-36) 0.08
Collapse to PMCS 3 (0-39) 0.01

Mann-Whitney U tests for nonparametric data were applied.

P-value Unadjusted Adjusted
OR P-value OR P-value

0.59 1.00 0.600 o o
1.31(0.48-3.58)

0.12 1.00 0.118 1.00 0.117
2.22 (0.82-6.06) 2.74 (0.78-9.67)

0.02 1.00 0.027 1.00 0.017
3.52 (1.15-10.75) 5.86 (1.38-24.97)

038 1.00 0.384 = =
1.56 (0.57-4.27)

043 1.00 0.968 o o
1.03 (0.29-3.67)

0.03 1.09 (0.99-1.19) 0.084 1.09 (0.98-1.20) 0.117

Beckett VA et al. BJOG. 2017 Aug;124(9):1374-1381.

Number of women

204

154

Died

Survived

Outcome

PMCS factor

Number of women

(n = 49)
Decision made by
Obstetrician 43
Anaesthetist 1
Other clinician 2
Missing 3

Operation performed by
Obstetrician

Other clinician

Missing

Aseptic precautions
None

Skin preparation

Sterile drapes

Sterile gloves

Full scrub

Sterile gown

Antibiotics

Time from arrest to PMCS
Less than 5 minutes

5 minutes or more

Not known

46 (26 by Consultant grade)
1
2

12
11
6
11
8
4
5

30/49 (61%)
17/49 (35%)
2/49 (4%)

PMCS
performed
at place of
collapse?

HENo
B yes



Contents lists available at SciVerse ScienceDirect

Resuscitation

- 80 relevant papers (a total of 94 patients);
Rl\jl\:ai:lizcllecardiac arrest and perimortem caesarean delivery: Evidence or B I n 32 % P M C D WaS Con Sld e red be n efl CI al to
expert-based?":** ( maternal survival,;

Sharon Einav®*, Nechama Kaufman®", Hen Y. Sela _ in no instances proved detrimen tal;

- 54.3% of mothers survived to hospital

journal homepage: www.elsevier.com/locate/resuscitation -

Table 2
Logistic regression analysis of variables potentially predictive of maternal survival. H .
Variable n Univariable Multivariable d I S C h a rg e ! . . .
R @52C) Vlue OR @201 e - 18.4% good to moderately impaired neurological
Witnessed arrest 84/87 2.80(0.24-32.10) 0.408 Not in model .
In-hospital arrest location 63/90 6.14(2.23-16.88) <0.001 7.42(1.32-41.60) 0.023 OUtCOme ;
Presenting rhythm (alternative models) )
e e 73505 612 Goo 1 oss. 17 -« - maternal outcomes more favourable when
Not asystole 59/83 1.95(0.74-5.12) 0.175 Not in model - " -
Timefroﬁ'tarrz.estto PMCD (alternative models) ) PMCD WaS performed W’th’n 10 mlnutes Of
Yels, a_t any tllme 57(57 1.146 (1.06-1.24) 0.001 Not !n model .
Wihin <10min o7 1o 0T D00t 37 (106-25.15) . cardiac arrest, (OR 7.42, P < 0.05);
Within <15 min 32/57 8.80(5.57-30.18) 0.001 Not in model - -
estational age <28 weeks 28(0.42-3. . ot in model -
o e s neonatal survivors had a shorter mean cardiac
arrest-to delivery time of 14 + 11 minutes
. compared to non-survivors (22 + 13 minutes);

Logistic regression analysis of variables potentially predictive of firstborn neonatal survival in viable pregnancies. Among the 86 viable pregnancies there were two cases in - t | H | | d H f
which neo?!atal survival was not described. Overall, 57 of the 84 firstborn neonates whose outcome wasadescribed also survived. neon a a Su vaa On y OCCU rre In Cases O

Variable n Univariable Multivariable maternal Cardlac arrest N hospltal;
OR (95%CI) p-Value OR (95%CI) p-Value . . . .
Witnessed arvest 75777 i Notin model - PMCS is not usually started within the ideal 4-
In-hospital arrest location 57[80 17.35(5.26-57.25) <0.001 13.02 (2.85-59.54) 0.001 . .
Presenting rhythm (alternative models) - .
ceent s 197 (067.159) Kot model and 5- minute timeframes; even when these
Not PEA 64/73 1.5(0.34-6.7) 0.596 Not in model .
Not asystoe 50173 189 (064-5.61) Not in model timeframes are breached, maternal or fetal
Time from arrest to PMCD (alternative models)
<5 min 4/57 1.68 (0.16-17.26) 0.664 Not in model H H 1 H
o e boe (1 393005 o669 0 benefits are still possible (reports of healthy infants
<15 min 32/57 3.87 (1.23-12.2) 0.021 Not in model b . d | . d 30 . t ft t I d .
FHR detected 73/81 3.86 (0.85-17.6) 0.081 2.14(0.22-20.93) 0.513
Gestational age >28 weeks 67[75 3.19(0.71-14.22) 0.129 Not in model elng e Ivere mlnu eS a er ma erna Car IaC
Gestational age >30 weeks 63/75 2.27 (0.63-8.27) 0.208 Not in model

2 Unwitnessed arrest synonymous with death.

arrest).
Einav S et al. Resuscitation. 2012 Oct;83(10):1191-200.



WHAT YOU NEED TO KNOW SERIES — REVIEWS

Perimortem cesarean section after severe injury:
What you need to know

Manual Uterine Displacement

— One handed or two handed to gain 1.5 In::hes.

~displacement
— Allows the upper torso to remain mplnﬁhr maximal

‘chest compression, airway procedures qm:l

defibrillation .

Larson NJ et al. J Trauma Acute Care Surg. 2024 Nov 1,97(5):670-677.

Arrest

(Pregnant Trauma Patient Sustains Ca rdiac>

Y

Y

Manual Left
Side Uterine
Displacement

Is Uterus Visible
Above Umbilicus?
OR
Known Gestational
age 2 20-24 weeks

A 4

Activate
Maternal Code
Blue*

Continue Normal
ACLS/ATLS
Resuscitation

NO

YES

A 4

Begin Perimortem Cesarian Delivery ASAP

ROSC?

F

Mother
Pronounced

A

YES

Pack Uterus
and
Abdomen

v

Begin Fetal
Resuscitation

A

A

all Injuries

Leave Abdomen Open for 24-48hrs Until
Patient is Stabilized and Worked up for

Closure

Definitive Surgical

A 4

IM Oxytocin and
IV TXA
Administration




Contents lists available at ScienceDirect

Table 1

Best Practice & Research Clinical Recommended equipment in high risk areas.

Obstetrics and Gynaeco]ogy Equipment contents of the emergency caesarean section tray Equipment for neonatal resuscitation and stabilisation
journal homepage: www.elsevier.com/locate/bpobgyn SCEI].[JEI with number 10 blade Over-bed warmer
Lower end of Balfour retractor Neonatal airway supplies
11 Pack of sponges Umbilical access
Management of cardiac arrest in pregnancy @msmm ;\:;Jdll{:gf“fimps Medications (e.g. epinephrine 1: 10,000 (0.1 mg/ml))
Farida Jeejeebhoy, MD, FRCPC, FACC, Lecturer ®*, Russian forceps _
Rory Windrim, MB, MSc, FRCS, Professor ™' Sutures and suture scissors
.\\R
. The ideal resuscitation team and
N =
\ equipment
® (1) the adult resuscitation team;
- 3 Parieta (2) the obstetrical team, including one
bdﬂec_t'-‘_s peritoneum . .
abdorminis doctor and one nurse or midwife;
Gut edge of (3) the anaesthesia team, including one

rectus fascia

doctor and one adult respiratory therapist;
(4) the neonatal team, including one
neonatologist, one nurse, and one neonatal
respiratory therapist.

Jeejeebhoy Fet al. Best Pract Res Clin Obstet Gynaecol. 2014 May;28(4):607-18.



<R
B 12 _ 2018;20 SR ACTA Obstetricia et Gynecologica ”»,&f Scandinavica
The Obstetrician & Gynaecologist
http:/onlinetog.org
XY REVIEW ARTICLE]

Perimortem caesarean section — why, when and how

Perimortem cesarean section for maternal and fetal

Justin J Chu mache MrcoG php,®* Kim Hinshaw mess Frcog,” Sara Paterson-Brown mesch Fres FrCoG,S Salvage: concise review and protocol
Tracey Johnston msche mb Frcog,® Margaret Matthews mses Frcoc Ma,® Julian Webb mess Fres (ed) Frcem, X > 3 1 "
Paul Sharpe msgs Frca® LIOR DRUKKER', YAEL HANTS“, EINAV SHARON?®, HEN Y. SELA" & SORINA GRISARU-GRANOVSKY
P
MATERNAL COLLAPSE Call for help:
[ - 3
¢ * Resuscitation team

, . ostetricsurgeons— \\fh@are should perimortem caesarean
pr— Cardiapulmonary Ordeiobr:sozoggdfwrs =
resuscitation - ¥ section be performed?

4 minutes

£ Left lateral shift
,L == * Do not transport

- hospital _setting. PCMS in the delivery room or in the

Return of spontaneous circulation

No, |ves [ -stabilize emergency department.
"\ *Transfer to ICU = .l .
Gspstionalsge = Sawedhs B - pre-hospital care: in rare circumstances, PMCS may be
{Peehitory oefyntial Reseht considered setting but only when appropriately trained

No | ‘LYes

Perimortem Cesarean Section

—— members of medical staff are available (PMCS out of
HpmeCansenL hospital/rapidly transport the patient to hospital, case-by-

Continue CPR * Technique sterility _
* Urinary catheter case baS|S).
Successful resuscitation - PMCS following cardiorespiratory arrest requires no
Nol IYes . . . . ey . .
I 1 general anaesthesia and bleeding is initially minimal.
SRR HResEER < aEaIEs However, with successful ROSC, anaesthesia must be
Layered sutures i
et e available to allow surgery to be completed.

Antibiotic prophylaxis



Management when resuscitation is

unsuccessful
- Resuscitation efforts should continue until
the clinical situation dictates a decision to stop

Aftercare

- Appropriate neonatal care and family

(by the attending senior consultant team
together with the cardiac arrest team);

- medical devices (vascular catheters, tracheal

tubes) should be left in situ until the time of
declaration of death;

- the placenta should not be removed if it
was in place at the time of death, and if the
uterus was open it should be left unsutured
(covered with a dressing);

- however, out of consideration for the
feelings of family members, it might be
appropriate to close the skin edges of a large
incision with a minimal number of simple
sutures before covering the wound with a
dressing.

support whatever the outcome;

keeping contemporaneous medical notes
can be difficult (accurate documentation, a
completed critical incident);

- the distress caused by a maternal cardiac

arrest must not be underestimated;

for both the family and the members of
staff involved in the patient’s care, the
emotional trauma from such a dramatic
event can have significant emotional
consequences;

both relatives and staff members should be
offered a thorough debrief with detailed
exploration and discussion of the events.

Drukker L et al. Acta Obstet Gynecol Scand. 2014 Oct;93(10):965-72.
Chu J et al. BJOG. 2020 Apr;127(5):e14-e52.
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