Care Map for eclampsia in LR
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UWNE/NE1UNaNIUAY eclampsia
- Call for help “éﬂ’)ﬂ%’ﬂ L3584 push MgS04”
- SumzueedaUaY (Lateral decubitus)

Nurse LR 1 (2nAuiinuivnn1sai)
- Oxygen supplement
- Suction clear airway
- fin EFM monitor fetus

Nurse LR 2
- SumIEN 10% MgS0O4
4-6 g (?jﬂﬂ‘NLLiﬂ) IV slowly push in 20-30 mins
249 (Fne) IV slowly push in 20-30 mins
then 50 MgS04 40 g + 5% DW 1,000 ml IV rate 25-50 ml/hr (1-2 g/hr) x 24 hrs
_ IV push Wuiliilounndds

Nurse LR 3
- Wadudasu IV iJu NSS IV free flow
a4 Labs 2u: CBC, Cr, Electrolytes, Ca, Mg, P, LFT, Uric acid, LDH, PT, PTT, INR
AU UA, Urine protein, Urine creatinine
wisoalsi Antihypertensive MnfiAn@sanunme (Labetalol, Nicardipine)
S 10% Calcium gluconate 10 ml IV slowly push 2-5 mins

Nurse LR 4 (Incharge)
- AIUWWNELS + Inseu NICU
- guasuly OR (nsal set C/S Emergency)
- Time and event recorder

PN
- 1 WuTH emergency
- 9@ Vital signs
- im38ufe Oxygen ldwa (nsailu OR)

Extern



- #1u Extern AudU (n3dlagauingn)
- gredumauld (nsel agaitate)
- Time and event recorder

Intern 1
- Maintain airway, lateral decubitus position, on Ambu bag for 02, avoid maternal

injuries (elevate and pad bed rails)
- ww38uld ETT (if necessary)

Intern 2
- @384 set OR, Anesthesiologist

Resident1/2
- Consult Medicine emergency for eclampsia
- Consult MFM for éclampsia
- wdNIRUaT YR :

Doctor LR
- Notify Resident 1 uag 3
- nsad R3 Ann13na: Notify Staff LR, Pediatrics
- Monitor FHR

Resident 3
- Notify Staff LR, Pediatrics
- Evaluate patient status
- PV evaluate route of delivery after stabilized

Fellow MFM (n58d consult MFM)
- Evaluate case

Staff LR
- M39uUi1 Perimortem C/S mﬂN:‘l'J’JEJ arrest

- MLAUNITINEN



At 0-5 mins
e [nitial management
© Maintain Airway > Intern 1 + Nurse LR 1
m 9m position ¥15ALUU lateral decubitus
m  Oxygen supplement
e Oxygen mask with bag 8-10 LPM
e Monitor Sp02 if < 92% 191¢ ABG
m Suction airway, aspiration precaution
o IV fluid assess (Nurse LR 3)
o Avoid maternal injury
e Prevent recurrent convulsion
o IV route: Start 10% MgSO4 4-6 g IV load over 15-20 mins (Nurse LR 2)
then maintenance dose 50% MgS04 40g + 5%DW 1000 ml IV rate 50
ml/hr (2 g/hr)
o IM route: 10 g loading dose (5 g IM in each buttock) then 5 g g 4 hrs (can
be mixed with 1 mL of 2% xylocaine)

At 10-15 mins
e Control severe hypertension
o Monitor vital signs, Evaluated BP (PN)
m If SBP 2160 mmHg or DBP =110 mmHg
m Give IV anti-Hypertensive drug (Nurse LR 3)

At 15-20 mins
e Obtain laboratory work up (Nurse LR 3)
o CBC with platelet, BUN, Cr, Electrolyte, LFT, LDH, PT, PTT, INR
o DTX stat, Blood sugar
o Blood type and cross
e Fetal monitoring (Dr. LR)
o If persist abnormal FHR pattern > activate protocol CAT III*
e Evaluated maternal status
o |If stable
m Prepare for delivery
m U321 route of delivery (Resident 3 PV evaluate > notify staff)
e Vaginal route
e Set C/S Emergency
o Intern 1: Ins Set OR, notify Anes
o Resident 1: Notify Pediatrics
o Dr. Lr: Continue monitor FHR



o Resident 2: LIIUTAMLATEYIG
o Resident 3, Staff: stand by at OR
o If Recurrent seizure
m Bolus of 2 g IV Magnesium sulfate over 3-5 mins
m Refractory seizure: Lorazepam 4 mg IV

/ m Consider need for intubation

e After delivery
o Assess need to transfer to ICU
o Continue MgS04 for 24 hrs after delivery or 24 hrs after last convulsion .
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