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Introduction
The growth in maternal morbidity and death in the United 
States is partly due to an obstetrical population that is becoming 
increasingly medically complex. Approximately 1% to 3% of all 
obstetrical patients require intensive care, making timely delivery 
and critical care availability crucial. The changing environment of 
obstetrical acuity puts a strain on obstetricians, many of whom 
have little expertise recognising and dealing to critical disease. 
The American College of Obstetricians and Gynecologists and 
the Society for Maternal-Fetal Medicine have developed levels 
of maternal care that categorise hospitals depending on the 
availability of obstetrical services and emphasise the necessity 
for critical care resources and competence. In today's changing 
obstetrical scenario, the increased demand for critical care 
capabilities presents an opportunity. The use of evidence-
based tools for risk stratification and timely referral of patients 
to facilities with appropriate resources, as well as innovative 
pathways for hospitals to provide critical care consultations on 
labour and delivery, and training of obstetrical providers in high-
yield critical care skills, such as point-of-care ultrasonography, are 
among the key tenets in the prevention of maternal morbidity 
and mortality. These critical care–focused interventions are 
crucial in dealing with an increasingly complex obstetrical 
patient population while also serving as a foundation for future 
obstetrical clinicians' education. Obstetric critical care is a new 
specialty that bridges the gap between specialties. All trainees 
aiming to become experts in obstetrics, anesthesia, and Intensive 
Care Medicine (ICM) must be able to recognize and treat women 
who become extremely ill during pregnancy or childbirth. A solid 
awareness of obstetric physiology, obstetric medicine/pathology, 
and at least a rudimentary comprehension of critical care 
principles is essential for providing excellent medical care to a 
critically unwell parturient. These skills are likely to be possessed 
to differing degrees by medical personnel from various clinical 
professions. It is usually claimed that "critical care is a treatment, 
not a location," and that "critical care in obstetrics should not 
be thought of as a discrete entity/aspect of care, but rather as 
the end-point of a continuum of adverse pregnancy events." 1 
Because most general critical care units do not have the capacity 
to care for all level 2 obstetric patients, many women will be 
treated in a 'high dependence setting' on a labour ward. As a 
result, members of the multidisciplinary team must be properly 
trained and equipped to deliver this care. The description of 

levels of care ranging from 0 to 3 derives from a paper produced 
by the United Kingdom (UK) Department of Health in 2000. 
indicates the types of care that are most likely to be needed. 
Variability in the time frame after delivery, which is still regarded 
related with that pregnancy, muddles the concept of "obstetric." 
Maternal mortality is defined by the World Health Organization 
(WHO) as "the death of a woman while pregnant or within 42 
days after termination of pregnancy, irrespective of the duration 
and location of the pregnancy, from any cause related to or 
aggravated by the pregnancy or its management, but not from 
accidental or incidental causes."  As a result, obstetric critical care 
admissions are frequently defined as women admitted to the ICU 
during pregnancy or up to 42 days after a pregnancy termination 
for whatever reason. 20 Severe pregnancy-related morbidity, 
on the other hand, might occur months after the pregnancy 
is terminated. Pregnancy cardiomyopathy can appear weeks 
to months after delivery, and it can even take up to a year for 
symptoms to appear.  general ICUs across the United Kingdom 
revealed that one "now pregnant" woman out of every five 
"recently pregnant" women was severely unwell. 11 According to 
the 2015 Confidential Enquiries report from the United Kingdom 
(UK), nine out of every 100 000 women died within six weeks 
of delivery/the end of pregnancy, and 14 more died between 
six weeks and one year later. 22 In the United States of America, 
there is no such registration (USA). The Fourth Trimester Project 
in the United States, on the other hand, was recently developed 
to improve maternal care during the vulnerable period following 
birth. 23 Cases hospitalised to the ICU for up to one year are 
included. Different ways of diagnosing critically sick pregnant or 
peripartum women, such as admittance to an ICU, the incidence 
of organ failure, and/or the need for a life-saving intervention, 
complicate the notion of "critical illness." Critically ill women 
observed/treated in high-risk obstetric units or labour wards may 
be neglected if ICU admission is the criterion employed.   Based 
on research indicating higher maternal survival rates following 
ICU admission for direct obstetric causes versus admission for 
indirect causes, a selective approach to obstetric ICU admission 
is frequently advocated.  Although additional data on maternal 
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morbidity and death is needed to prove the veracity of this 
argument, in certain developed nations, observation outside of 
the ICU is becoming common practise.  Maternal admissions to 
hospitals may also be missed by reports. When one (or more) 
acute organ failures occur in critically ill obstetric cases, this 
classification, which is based on the number of failing organs 
required to meet the criterion, may ignore cases like large 

bleeding without subsequent organ failure. Organ dysfunction 
was rarely detected in a study of pregnancy-related ICU utilisation 
in Texas from 2002 to 2010, despite the fact that 26.5 percent of 
the women were classified as having a high degree of illness (6.2 
percent ).  Coding difficulties, as they have in the case of maternal 
death, heart disease, and/or stroke, may further muddle this 
classification.


