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A document to guide the triage of acutely unwell pregnant or recently pregnant patients presenting to non-obstetric areas was developed as a poster For all patients
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decision making. The poster highlights salient information that should be discussed with the obstetric team. It summarises clinically relevant important Patients should only be transferred to medical wards/CCU etc after discussion with the obstetric team
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physiological changes of pregnancy that need to be taken into account and provides an electronic link to an obstetric MEWS chart in the form of a QR oot

code Normal pregnancy physiology:

-No change in respiratory rate (if >20 consider pathological cause) -Sp02 unchanged

- Increased 02 consumption & reduced FRC = shorter time to desaturation

-ABG: mild, fully compensated respiratory alkalosis (PCO2 3.7-4.2 kPa)

-Fall in BP by 10-15mmHg by 20 weeks, but return to pre-pregnancy values by term

-HR increased by 10-20bpm -Aortocaval compression from 20 weeks
-Increased airway oedema (higher risk of difficult/failed intubation)




