
Obstetric	admissions	to	an	intensive	care	unit

Introduction
During pregnancy, women may
become critically unwell. It is
estimated that there is one intensive
care unit (ICU) admission for every
370 births.1 The main causes of
admissions to ICUs are obstetric
haemorrhage and hypertensive
disorders of pregnancy. In 1998-2006
an audit was undertaken at the Royal
Melbourne Hospital (RMH) ICU
examining obstetric admissions.2 In
2006 The Royal Women’s Hospital, a
tertiary obstetric hospital with over
7500 births per year, co-located
adjacent to the RMH. This current
study reports data on maternal ICU
admissions from 2007-2015.
The aim of this study was to
determine the number of pregnant or
recently pregnant women who
received ICU care, to determine the
major reasons for these ICU
admissions and describe the severity
of illness and interventions received.

Method
After institutional ethics approval, an
8 year retrospective analysis (July
2007 - June 2015) was undertaken of
the RMH ICU AORTIC database3 to
examine obstetric admissions.
Inclusion criteria were women of all
ages who were pregnant or within 6
weeks of pregnancy at the time of
their ICU admission.

Results
In this 8 year period there
were 98 (0.59%) obstetric
admissions amongst a total of
16,722 patients admitted to
our ICU.

In this cohort the mean (SD)
age, mean body mass and
gestation was 31 (9.1) years,
29 (11.0) kg/m2 and 26 (8.0)
weeks respectively. 78% of
these women were admitted
post-partum.

The commonest reason for
admission to ICU was
postpartum haemorrhage
(Table 1). The commonest
invasive intervention was
intra-arterial blood pressure
monitoring - 76 (78%) women.
48 (49%) women received a
central venous catheter. The
mean (SD) Acute Physiology
and Chronic Health Evaluation
(APACHE) II score was 12.4
(10.4). 4% of women had
APACHE II scores ≥ 25
indicating a predicted
mortality of 50%. 2 (2%)
maternal deaths from
suspected pulmonary
embolisms and 8 (8%) fetal
deaths were recorded. The
mean (SD) length of stay in
ICU was 52 (52.1) hours.

#Some women had two primary diagnoses, therefore total
percentages are >100%, ^including anaphylaxis, electrolyte
imbalance, seizure disorder, acute heart failure,
suxamethonium apnoea, drug withdrawal,
antiphospholipid syndrome, *including amniotic fluid
embolism, �APACHE II score for current audit
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Table	1

Admission	
diagnosis

Audit	year	
2007-2015	

(%)#

Mean	
APACHE
II	score�

Audit	year	
1998-2006	

(%)2

Obstetric	
haemorrhage

32	(33) 12.9 20	(36)

Other	diagnoses	^ 31	(32) 11.8 4	(7)

Preeclampsia 21	(21) 13.8 27	(48)

Sepsis 17	(17) 11.4 3	(5)

Pulmonary	
embolism*	

5	(5) 12.5 2	(3)

Peripartum	
cardiomyopathy

4	(4) 14.8 3(5)

Conclusions
There has been a 50% increase in the rate
of obstetric admissions since 2006. This
most likely reflects the co-location of a
large tertiary referral maternity hospital.
Most women were admitted in the
postpartum period and were overweight.
Multidisciplinary team management,
education and vigilance need to focus on
the three main diagnoses of obstetric
haemorrhage, preeclampsia and sepsis.


