
 

Royal College of Physicians. Acute care toolkit 15: Managing acute medical problems in pregnancy. London: RCP, 2019. www.rcplondon.ac.uk/act15  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Acute care toolkit 15 
Managing acute medical problems in pregnancy Nov 2019 
 
Flowcharts 
  

http://www.rcplondon.ac.uk/act15
http://www.rcplondon.ac.uk/act15


 

Royal College of Physicians. Acute care toolkit 15: Managing acute medical problems in pregnancy. London: RCP, 2019. www.rcplondon.ac.uk/act15  

Flowchart 1a  Chest pain in pregnancy  
 
 
 
 

Clear diagnosis or     No clear diagnosis or red flags present 
no red flags 

 
       
    
 
 
  
 
 
 

 
 
 
 
 
 
 
 
 
 
 
  

Manage as appropriate 
eg antacids and PPIs for  
gastro-oesophageal reflux,  
simple analgesia for muscular 
pain including paracetamol, 
codeine and NSAIDS up to  
32/40 gestation 
 
 

Chest pain and 
breathlessness –  
follow Flowchart 2c 

Chest pain and vomiting/upper abdominal pain 

Check bloods including LFTs, lipase, CRP 
Abdominal USS scan 
Consider acute fatty liver of pregnancy if in third 
trimester and abdominal pain is present 

Pleuritic chest pain 

Consider respiratory tract infection if productive 
cough/febrile/infective changes on CXR 
Consider pulmonary embolism – V/Q or CPTA 
Perform CXR, if unremarkable proceed to V/Q scan 
CTPA more helpful if considering other differential diagnoses 
and out of hours  
Consider pericarditis if pain is positional – echocardiogram 

Cardiac-sounding chest 
pain – follow  
Flowchart 1b 

History and examination 

Investigations 
CXR, ECG 
Discuss with senior obstetrician 
Consider bloods including troponin, lipase 
Consider further imaging 

Manage as appropriate 
eg antacids and PPIs for  
gastro-oesophageal reflux,  
simple analgesia for muscular pain including 
paracetamol, dihydrocodeine and NSAIDS up 
to 32/40 gestation 
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Flowchart 1b  Chest pain in pregnancy  

 
 
 
 
 
 

 
 
 
 
 

 
 
 
 
 
 
 
 

 
 
 
 

 
 
 
 

Cardiac-sounding chest pain 

Undertake two ECGs 
New ECG changes or raised troponin level 
Pregnancy-specific ECG changes include: 

• small Q wave and inverted T wave in lead III 

• ST depression and T wave insertion in inferior lateral leads 

• atrial and ventricular ectopics are common 

Acute coronary syndrome – ACS treatment as per local protocol 
and discuss with local cardiology team urgently 
Causes of ACS in pregnancy 

Aortic dissection 
Urgent echo and CT angiogram 
Liaise with vascular/cardiothoracics 

Sudden onset, severe chest or back pain – tearing in nature Sudden onset, central/left sided, may have associated nausea 
and sweating. May have cardiac risk factors (diabetes, hypertension, 

smoking, raised cholesterol, strong family history) 
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Flowchart 2a  Breathlessness in pregnancy  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

History and examination 

Any red flag signs or symptoms No red flag signs or symptoms 

Breathlessness at rest or talking 
Partially relieved by exertion 
No desaturation on exertion 

Physiological breathlessness of 
pregnancy 

Initial investigations to include: 
1 Bloods – to include full blood count, urea and electrolytes, 

liver function and clotting, CRP (no role for D-dimer) 

2 ABG if oxygen saturations <94% 

3 Chest X-ray 

4 Electrocardiogram 

 
 
 

See Flowchart 2b 
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Flowchart 2b  Breathlessness in pregnancy  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  

Breathlessness with red flag signs and 
symptoms 

Normal oxygen 
saturations 
Normal chest 
auscultation 
Low haemoglobin 
 

Low PEFR 
Diurnal variation 
History of asthma 
Responds to 
bronchodilators 
Normal CXR 
May have eosinophilia 
May have T1RF 
 

Breathlessness with 
wheeze 

Asthma 
Treat as you would outside 
pregnancy 
Acute severe asthma 
requires continuous fetal 
monitoring 
 

Anaemia 

Symptoms of PND and/or 
orthopnoea 

Breathlessness with 
productive cough and fever 

Breathlessness with chest 
pain and/or syncope 

See Flowchart 2c 

Breathlessness with severe 
fatigue 

No PND or 
orthopnoea 

Sinus tachycardia 
May have T1RF 
Evidence of pulmonary 
oedema on clinical 
examination on CXR 

Obtain urgent 
echocardiogram 

Valvular disease 
MS – most 
common, may 
have mid-diastolic 
murmur 
 

Peripartum 
cardiomyopathy 
More common in older, 
Afro-Caribbean women  
More common in women 
with multiple pregnancy, 
PET, HTN 

Lower respiratory tract 
infection signs/symptoms 
on history and examination 
Elevated WCC and CRP 
Infiltrative 
signs/consolidation on CXR 
 

Pneumonia 
Consider atypical 
pathogens, viral causes 
(influenza A and B) and TB 
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Flowchart 2c  Breathlessness in pregnancy  
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
  

Breathlessness with chest pain 

Sudden onset sharp pleuritic pain 
Reduced chest expansion unilaterally 
Reduced breath sounds unilaterally 

Pneumothorax – usually occurs after 
SVD 
Pneumomediastinum – look for 
subcutaneous emphysema 
 

Sinus tachycardia 
Signs of right heart strain on ECG 
Normal CXR (may have wedge shaped 
infarct or small pleural effusion) 
May have T1RF 
 

Consider imaging to look for 
pulmonary embolism 
V/Q, or V/Q SPECT if 
haemodynamically stable 
CT pulmonary angiogram and 
echocardiogram – if unstable or 
concerned re other diagnosis (aortic 
dissection) 
 

Breathlessness with syncope 

Evidence of cardiac ischaemia on 
history and examination 
May have associated cardiac risk 
factors (diabetes, hypertension, high 
cholesterol, smoking, strong family 
history) 
ECG changes in keeping with cardiac 
ischaemia 

Ischaemic heart disease 
Repeat ECG 
Cardiac biomarker (troponin) 
Cardiac monitoring 
Early discussion with cardiologist for 
consideration of PCI 
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Flowchart 3  Headache in pregnancy  
 
 
 
 

 
 

       

  
    
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Headache, neck stiffness and 
pyrexia 

CT head scan 
Consider subarachnoid 
haemorrhage 

Consider meningitis – do not 
delay antibiotics 
Check bloods including FBC, 
clotting, CRP 
CT head scan if evidence of 
papilloedema 
Lumbar puncture is not 
contraindicated in pregnancy 
 

Headache and neck stiffness  

Headache, with signs and symptoms of raised 
intracranial pressure (severe generalised headache, 

vomiting, papilloedema) 

Consider CT venogram/MR venogram to look for 
cerebral venous sinus thrombosis 
If imaging normal, consider lumbar puncture to 
diagnose idiopathic intracranial hypertension 

Red flags  

No red flags and/or 
alternative diagnosis 

Investigations 
BP, FBC, U&Es, liver profile, urine dip 
(consider pre-eclampsia) 
Discuss with senior obstetrician 
Consider further imaging 

History and examination 

Manage as appropriate  
In the first trimester consider 
tension and cluster headaches, or 
later migraine or opioid overuse 
Simple analgesia is safe including 
paracetamol, NSAIDS up to 32 
weeks and triptans 
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