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Annual reports
Topic review on rolling cycle
Inclusion of morbidity as well as mortality 
data
Greater emphasis on ‘learning’

‘Saving mother lives’ vs ‘Why mothers 
die’

Meticulous case ascertainment
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Key messages for anaesthesia practice 
from the United Kingdom maternal 
mortality reports





What are the key messages for anaesthesia?

ORGANISATIONAL CLINICAL BEHAVIOURAL



Organisational

• Chains of communication / responsibility
• poor referral procedures
• poor integrated care for high-risk cases
• poor communication between & within teams 
• lack of urgency
• lack of involvement of senior staff 



Organisational



Organisational

‘The woman that is most impacted  by this is the sick 
woman not quite ill enough for continuous level 3 care 
but with multiple problems and for whom no one takes a 
leadership role for her overall responsibility’ 



Organisational

• Delivery of services
• delivery of known high-risk cases in isolated units 
• poor access to blood banks, ICU, radiology etc 

• Staffing / resources
• delayed transfer to theatre / ICU / specialised unit
• clinical handovers
• inadequate recovery facilities 



Organisational

• Delivery of services
• delivery of known high-risk cases in isolated units 
• poor access to blood banks, ICU, radiology etc 

• Staffing / resources
• delayed transfer to theatre / ICU / specialised unit
• clinical handovers
• inadequate recovery facilities 

At change of shift, doctors and midwives covering labour ward must 
always hand over in person to the team starting the new shift; the hand 
over must include a summary of each patient in the labour ward as well 
as a detailed review of any critically ill patient. 



Standardised SAFE handovers
SICK PATIENTS

sepsis, preeclampsia, severe systemic disease and those requiring high-dependency 
care

AT RISK
• Potential emergency caesarean section

• Risk of haemorrhage
• Anaesthetic issues e.g. difficult airway, obesity, clotting derangements prohibiting 

regional analgesia
• Fetal issues e.g. placental insufficiency

FOLLOW-UP
Encompassing obstetric and anaesthetic follow-up issues

e.g. massive obstetric haemorrhage, post dural puncture headache or patients with 
neurological deficit after regional anaesthesia

EPIDURALS
Who has them 

any problematic ones which need reviewing or re-siting



Clinical

• Recognition of acute deterioration
• Recovery facilities
• Supine hypotension 
• Hypotension during spinal anaesthesia
• Airway management 
• Planning care of women with complex needs 
• Haemorrhage management
• Team working, communication and escalation of care 



Clinical

Case 1 – aortocaval compression 

A morbidly obese woman who had a combined epidural and general anaesthetic
became profoundly hypotensive after induction of general anaesthesia and then 
had a cardiac arrest during a haemorrhage at delivery. It was not evident that 
manoeuvres were utilised to prevent or minimise the onset of aortocaval 
compression

Case 2 – spinal hypotension

Cardiorespiratory arrest on a sympathetic block secondary to excessive doses of 
spinal anesthesia: a patient with morbid obesity, who gave birth at 38 weeks by 
emergency cesarean due to a fetal heart rhythm disorder during induction of labor
for proteinuria. Hypotension occurred immediately after spinal anesthesia



Clinical

Messages for care

Aortocaval compression should be suspected in any supine pregnant 
woman who develops severe hypotension after induction of 
anaesthesia, even if some lateral tilt has been applied. If there is a 
delay in delivery, putting the woman into the left lateral position may 
be the only option if other manoeuvres fail or if the woman has 
refractory severe hypotension

Use vasopressors for spinal hypotension prophylaxis



Clinical

Case 3 – recovery care

After extubation following a general anaesthetic for a category one caesarean 
section with minimal blood loss, a woman had a persistently elevated respiratory 
rate. After being asked to review the woman the anaesthetist gave the woman a 
further dose of reversal for neuromuscular blockade. There was no further 
assessment or investigations. 
The woman later had a cardiac arrest and returned to theatre for a laparotomy for 
suspected intraabdominal bleeding, but none was found. The woman was later 
found to have streptococcus sepsis.



Clinical

Messages for care

Pregnant or postpartum women recovering from anaesthesia require 
the same standard of postoperative monitoring, including 
documentation, as non-obstetric patients. 



Clinical

Case 4 Blood pressure control



Clinical

Blood pressure control
• What blood pressure to aim for?
• Which agent/route?



Clinical

Blood pressure control
• What is more important-

systolic or diastolic blood pressure?



Pre-eclampsia & cerebrovascular disease
• In women of childbearing age PET is biggest risk factor for 

stroke
• Haemorrhagic stroke is most common stroke type associated 

with with preeclampsia
• Most occur post partum
• Systolic hypertension directly correlates with risk of stroke
• Successive Maternal Confidential Enquiry Reports have 

reduced ‘treatment’ systolic BP to <150



The impact of recommendations - preeclampsia

Reduction of 
treatment 
systolic BP



Clinical

Case 5– Risk assessment for DVT

An woman was admitted with a suspected ectopic pregnancy following assisted 
reproduction. No venous thromboembolism risk assessment was undertaken on 
admission. She underwent a laparoscopic salpingectomy. No venous 
thromboembolism risk assessment was undertaken prior to discharge and she was 
discharged home with no thromboprophylaxis. She was readmitted with breath-
lessness a week later when a pulmonary embolism was diagnosed. 



Clinical

Messages for care

Risk assessment for venous thrombosis should be undertaken after 
miscarriage or ectopic pregnancy and at booking appointments. It 
should be repeated at any hospital admission, intrapartum or 
immediately postpartum in all birth settings, and before discharge from 
hospital. 



Clinical

Case 6 – Thromboprophylaxis 

A woman in her first pregnancy, who had no risk factors for VTE at booking, was 
diagnosed with a PE in the late third trimester. She was admitted with tightenings a 
week later and LMWH was omitted for 24 hours. Induction of labour was then 
initiated to ‘plan anticoagulation’. Induction was prolonged and resulted in LMWH 
being omitted for over 48 hours. Postnatally, she remained on LMWH twice a day 
with no consideration of switching to oral anticoagulation. 



Clinical

Messages for care

Ensure that women on prophylactic and treatment dose 
anticoagulation have a structured management plan to guide 
practitioners during the antenatal, intrapartum and post-natal period 



The impact of recommendations - thromboembolism
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Clinical

Case 3 – haemorrhage

An underweight woman had a massive postpartum haemorrhage after a preterm 
birth. She became hypothermic with a temperature of 31oC before warming 
measures were started. She developed a coagulopathy but cryoprecipitate was not 
given, based on a thromboelastogram (TEG) rather than formal clotting tests. In 
retrospect, the TEG was not correctly interpreted. Her coagulopathy worsened but 
haematology advice was not sought until very late. There was a continued reliance 
on the TEG and some blood products were not transfused. She had a blood loss of 
over 7 litres before hysterectomy was performed, as it was thought she was too 
unstable to operate on. She had become severely acidotic by this point. She 
deteriorated further and care was withdraw



Anaesthetic management of major obstetric haemorrhage

Regular monitoring of the 
effectiveness of resuscitation 
(hemocue/ point of care 
coagulation/laboratory 
assessment)

Protocols
Ensure immediately 

available and use them

Body weight
Impact of body weight on 
blood volume: smaller women 
can only tolerate smaller 
volumes of blood loss

Resuscitation
Adequate IV access
Warmed fluids/blood

Rapid infusor 

Ensure adequacy of 
resuscitation before 
extubation



Anaesthetic management of major obstetric haemorrhage

Regular monitoring of the 
effectiveness of resuscitation 
(hemocue/ point of care 
coagulation)

Protocols
Ensure immediately 

available and use them

Body weight
Impact of body weight on 
blood volume: smaller women 
can only tolerate smaller 
volumes of blood loss

Resuscitation
Adequate IV access
Warmed fluids/blood

Rapid infusor 

Ensure adequacy of 
resuscitation before 
extubation

Ensure at least one senior clinician takes a 
‘helicopter view’ of the management of a 
woman with major obstetric haemorrhage to 
coordinate all aspects of care



Human factors

• ‘…encompass a wide range of dynamics, including interfaces 
between humans, equipment, and the workplace, 
interactions between team members and also individual 
behaviours.’ 

• Situational awareness
• Crisis decision making 
• Handovers



Human factors

Recurring theme

Delayed diagnosis Failure to change management 
(switch to plan B when plan A fails)

‘Fixation errors occur when the practitioner 
concentrates solely upon a single aspect of a case 
to the detriment of other more relevant aspects’



Summary

• Take a look at maternal confidential death enquiry reports from UK, 
France and South Africa

• In your own practice and units think about
• Strategies to optimize recognition of acute deterioration, recovery facilities
• Supine hypotension & spinal hypotension
• Managing blood pressure in preeclampsia
• Risk assessment for thromboprophylaxis
• Human factors
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Thank you!


