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Emergence of Maternal Intensive Care Unit in Medical College Hospital
*Yasmin F,1 Rashid M,2 Sultana MT 3
The present study was to done to observe the emergence of intensive care for the pregnant women
who are critically ill due to eclampsia and reduction of mortality and morbidity. It was a
longitudinal prospective study performed with critically ill eclamptic patient admitted in Eclampsia
ward and Intensive Care Unit (ICU) of Dhaka Medical College Hospital (DMCH) from January
2004 to December 2004. Data included critically ill eclamptic patient admitted in eclampsia ward,
number of patient requiring ICU support, number of critically ill eclamptic patient managed in
eclampsia ward and ICU and their outcome. Among the eclamptic patient 8.85% was critically ill
who was in need of intensive care support. Mortality due to eclampsia was 6.21%. Among them
70% was severely ill and died in ICU and eclampsia ward. Only one third of severely ill eclamptic
patient was lucky to have intensive care support due to scarcity of beds and others were managed
in eclampsia ward. Mortality in intensive care unit was lower than those in eclampsia ward.
Maternal morbidity and mortality can be reduced by meticulous adaptation of safe motherhood
initiative, provision of separate ICU services for critically ill obstetrical patients and early
assessment and aggressive intervention through a team approach involving obstetricians,
intensivists and anesthetists.
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Introduction
aternal death is a particularly tragic
event because pregnant women are
usually young and healthy. Despite
therapeutic advances during this century,
deaths of pregnant women remain an
important public health problem.1 Maternal
death has become an extremely rare event in
developed countries2. Between 0.1% and
0.9% of deliveries developed pregnancy
related complications requiring admission to
an intensive care unit (ICU).3 Eclampsia is a
pregnancy specific hypertensive syndrome
associated with significant morbidity and
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mortality in mother and baby. Pre-eclampsia
and obstetric hemorrhage are the leading
causes of obstetric admissions to the ICU in
the Western world and Asia.4,5 There is a
growing evidence that admission of high risk
obstetric patients to the ICU is associated with
a fall in maternal mortality5. Some centers
have obstetric ICUs but most use general
ICUs to manage critically ill obstetric
patients.4 One of the indicators of maternal
morbidity is transfer to an ICU.6 Relatively
few studies concerning obstetric ICU patients
have been published.
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Methods
It was a longitudinal prospective study
performed with very critically ill eclamptic
patient admitted in eclampsia ward of Dhaka
Medical College Hospital (DMCH) and
referred to intensive care unit (ICU) from
January 2004 to December 2004. Among the
67 eclamptic patient who needed ICU support
47 was managed in eclampsia ward in scarcity
of beds and 20 in ICU was included in the
study. Eclampsia ward in DMCH established
in 1991 with total number of 8 beds for all
critically ill patient with some improved
support and trained doctors and nurses. No
separate maternal ICU is developed.
Results
Among the 8,501 obstetric patients admitted
in DMCH during the study period 757
(8.91%) were due to eclampsia. Among the
eclamptic patients 8.85% were severely ill
who was in need of intensive care support.
Among the maternal mortalities 43.11% was
due to eclampsia. 70% of the severely ill
eclampsia patient died in ICU and eclampsia
ward. Out of 67 severely ill patient
20(29.85%) was lucky to have intensive care
support due to scarcity of beds and
47(70.15%) were treated in eclampsia ward.
Mortality due to eclampsia in ICU was 60%
and in eclampsia ward was 75%.
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Figure 1. Comparison of maternal outcome
between ICU support receivers and non-ICU
support receivers
Out of 67 critically ill eclamptic patients, 20
patients received ICU support and mortality
was 12(60%), but among those 47 patients not
received ICU support mortality was 35(75%).
Discussion
Eclampsia is a serious and relatively frequent
complication of pregnancy. It is still
associated with substantial morbidity and
mortality.6 Emergence of transferring
critically ill eclamptic patient here is much
higher then other developed Asian and
western countries is mostly due to
unavailability of ICU support in most tertiary
hospital in our country and all critically ill
such patient is transferred here. Bibi et al
observed that 1.34% of obstetrics patients
were transferred to general ICU in Pakistan,8
corresponding to 1.45% of developing
countries reports. However rate seems to be
slightly raised from 0.26% and 0.17%
documented from developed world 9,10 where
all such patient is admitted in ICU on prior
basis but in our cases among the critically ill
patient the most complicated patients are
referred to ICU in scarcity of beds. In present
study maternal mortality of severely ill
eclamptic patient is 70% which is far higher
than 33% in Pakistan and 25% in Indian study
but negligible in western countries (1.343.34%).10-12
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Current study revealed that only 29.85%
critically ill eclamptic patient received ICU
support which is inconsistent to finding of
Dao-B12 where all such patient received ICU
support. The main constancy here was due to
lack of insufficient bed or separate maternal
ICU which is available in some countries.13
This study showed major obstetric indication
of transferring to ICU was eclampsia related
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complication which is similar to Balderspenna et al.14-15

Conclusion
Pregnancy is a natural physiological process
and in the majority of women, proceeds
uneventfully. However, physiological and
anatomical changes can cause severe morbidity
and mortality in few women. Maternal mortality
is the most extreme adverse effect on the health
of pregnant women. Once eclampsia occurs, it
has a train of complications. Many patients
come to the hospital at the terminal stages, not
only with primary but also with secondary
complications. They are delayed at every step of
their journey. Therefore, a last minute best
management effort should be given to everyone.
An intensive care unit offers the opportunity to
improve patient care. Close observation in the
ICU allows problems to be detected and in
some cases, the complications may be
prevented so the patient can recover more
quickly. Critically ill eclamptic patients can be
managed more easily in the Maternal ICU
which reduces maternal mortality and
morbidity, so development of Maternal
Intensive Care Units in tertiary hospital is
advocated.
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