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Background Maternal Cardio-Pulmonary Resuscitation (CPR)
stands as a pivotal emergency multidisciplinary measure for
resuscitating pregnant women facing cardiac or respiratory
arrest.' Effective and timely multidisciplinary maternal resusci-
tation can decrease maternal fatalities and improve outcomes
for both mothers and newborns.” Hamad International
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Training Centre not only provides official resuscitation courses,
like Advanced Life Support Obstetrics and Neonatal Resuscita-
tion Program, but also ensures the preparedness of frontline
care providers in dealing with cardiac arrest events within
Hamad Medical Corporation facilities through routine simu-
lated drills and monitoring of relevant Key Performance Indi-
cators (KPIs). This study aims to evaluate the impact of a
multidisciplinary maternal resuscitation training program and
the implementation of a maternal resuscitation algorithm path-
way (figure 1) on seven essential KPIs: 1) time to confirm car-
diac arrest, 2) code blue and/or code white activation time, 3)
time to attempt the first chest compression, 4) defibrillator
arrival time, 5) time to first defibrillation shock, code blue/
code white arrival time, and 6) time to perform perimortem
cesarean delivery.

Methods A pre-test/post-test design was employed to achieve
the aim of the study. The sample included three frontline
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Maternal resuscitation algorithm pathway implemented by Hamad Medical Corporation, Doha, Qatar
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Abstract 1 Table 1

Results of the control and experimental groups, both descriptive and inferential in relation to identified KPls

KPIs Groups Mean Rank Sum of Ranks Mann-Whitney U Wilcoxon W P-Value
KPI 1 Pre-test group 20.50 615.00 150.000 615.000 <.001
Recognizing/Confirming Cardiac Arrest Time (30seconds) Post-test group 40.50 1215.00

KPI 2 Pre-test group 2217 665.00 200.000 665.000 <.001
Code Blue and/or Code White Activation Time (1 Minute) Post-test group 38.83 1165.00

KPI 3 Pre-test group 3217 965.00 400.000 865.000 453
First Chest Compression Attempt Time (30 seconds) Post-test group 28.83 865.00

KPI 4 Pre-test group 25.50 765.00 300.000 765.000 .017
Time: Defibrillator Arrival Time (3 minutes) Post-test group 35.50 1065.00

KPI 5 Pre-test group 21.50 645.00 120.000 175.000 334
Time to First Defibrillation Shock (1 minute) Post-test group 17.50 175.00

KPI 6 Pre-test group 31.17 935.00 430.000 895.000 758
Code Blue/White Team Arrival Time (5 minutes) Post-test group 29.83 895.00

KP1 7 Pre-test group 15.50 465.00 .000 465.000 <.001
Time to perform Perimortem Cesarean Delivery (PCD) (5 minutes) Post-test group 45.50 1365.00

multidisciplinary maternal resuscitation teams (physicians, mid-
wives, and nurses) who participated in both pre-test and post-
test group are (N=30). The multidisciplinary resuscitation
teams were observed during cardiac arrest simulated drills
both before and after implementation of a multidisciplinary
resuscitation simulation-based training program and the intro-
duction of the maternal resuscitation algorithm pathway, focus-
ing on the seven KPIs.

Results The analysis of descriptive and inferential data (table 1)
revealed that four of seven KPIs (1, 2, 4, 7) showed signifi-
cant improvement post-implementation of the program.
Conclusion The study concluded that the combination of mul-
tidisciplinary maternal resuscitation simulation-based training
with formal resuscitation courses, alongside the introduction
of a clearly defined maternal resuscitation algorithm, enhanced
frontline staff preparedness in managing maternal cardiac
arrest.
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Background Despite being a vital component of healthcare sys-
tems, the Emergency Department usually has noise levels over
the guidelines suggested by the World Health Organization.'
These noises cause potential harm and seriously jeopardize
patient and worker safety and wellbeing.” It is also a contribu-
ting factor to stress in the healthcare industry, poor sleep pat-
terns, and misunderstanding. Heart Hospital Emergency
Department (HH ED) received complaints for loud noises
over the previous years. Starting January 29, 2023, initial
weekly average data revealed a noise level of 68 decibels,
which is 36% higher than the WHO-recommended target
noise level (figure 1). HH ED aimed to develop customized
evidence-based noise reduction strategies that significantly
decrease weekly average noise level in the Observation area
from 68 decibels to 40 decibels by December 2023.

Methods This study used e-dosimeter to measure noise levels
over the designated time.> The noise was measured in A-
weighted decibels because it stimulates the way the human ear
perceives sounds. Following the collection of decibels, the data
was transformed into Excel format for analysis and outcomes
were arranged in a methodical visual display of graphs and
run charts.

Results During the studied time, noise levels exceeded World
Health Organisation (WHO) recommendations. A loud sym-
phony and a sports crowd can be compared to the peak noise
levels of 124 dB during shift change and 98 dB during morn-
ing routine care, respectively (figure 2). Gaps were addressed
by implementing different PDSA cycles and ramps as seen in
figure 1.
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