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Scope

• Background 

• Establishing reference points… 

• Initiating critical care 

• What conditions? 

• Top tips… 

• Conclusions & points for discussion



Initiating Critical Care - Reference Points

• What do I know about obstetric critical care? 

• What is the newly “qualified” consultant obstetric 
anaesthetist expected to know about critical care? 

• What is the newly “qualified” intensivist expected to know 
about obstetric critical care?  

• What to do to keep the patient safe until…











Anaesthesia Training and Maternal Critical Care

OB_HS_06      
Demonstrates skill in managing emergencies including pre-
eclampsia, eclampsia and major haemorrhage



Anaesthesia Training and Maternal Critical Care

3.11 	Recognises life-threatening maternal peripartum    
complications and manages care

Basic Level

3.11 	Recognises life-threatening maternal peripartum    
complications and manages care

Intermediate Level

3.11 	Recognises life-threatening maternal peripartum    
complications and manages care

Higher Level
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Critical Care Medicine: 2006; 34 (9 Suppl): S208–14.



• Most common reasons for admission are hypertensive 
disorders and massive obstetric haemorrhage 

• Mainstay of treatment: 

• Timely delivery 

• Prompt initiation of antihypertensive treatment 

• Restoration of circulating blood volume, control of 
bleeding and management of coagulation  

• Emphasis on early detection and prompt referral
Critical Care Medicine: 2006; 34 (9 Suppl): S208–14.



• Tertiary responder has the acute care competencies, 
e.g. advanced airway management; resuscitation; 
clinical assessment and interpretation of acutely ill 
obstetric patients… 

• In the maternity unit this is provided by the consultant 
anaesthetist with certified training in obstetric 
anaesthesia





What about the foetus?

• “Don’t worry about the foetus. Keep mother healthy and the rest 
will follow…”  

• Principal goals of ICM unaltered 

• Presence of foetus may affect management - pathology and CVS 
problems often dramatically reversed after delivery 

• Restoring maternal physiology still key in ensuring foetal wellbeing 

!

Plante and Sia. Maternal Critical Care: A Multidisciplinary Approach. Cambridge 
University Press 2013



Initiating Critical Care…?



Initiating Critical Care

• Review the initial management  

• Consider obstetric implications 

• Some critical care ‘updates’ for consideration 

• Reinforce the need for effective communication and team 
working between all involved



Initiating Critical Care

Gaffney A.Critical Care in pregnancy - Is it different? Seminars in Perin: 2014; 38 (6): 329–40





Considerations

• Similar rates of difficult intubations in both obstetric and 
non-obstetric patients  

• Higher rate of the much rarer “cannot intubate” scenario 
in obstetric patients 

• Shorter time to hypoxia 

• Oxygenation is the highest priority, by whatever means 
possible, then intubation

Gaffney A.Critical Care in pregnancy - Is it different? Seminars in Perin: 2014; 38 (6): 329–40



Critical Care Considerations

• Usual anaesthetic and ICM priorities 

• Increasing number of non-anaesthetic ICM doctors 

• Cannot use bronchoscope down a 7.0 tracheal tube 

• Keep cuff pressure 20-30 cm H2O 

• Consider a tracheal tube with a sub-glottic suction 
port

SubglotticSubglottic 
secretions



Date of download:  10/2/2014

Copyright © American College of Chest Physicians. All rights reserved.

From: Continuous Aspiration of Subglottic Secretions in the Prevention of Ventilator-Associated Pneumonia in the 
Postoperative Period of Major Heart Surgery

Chest. 2008;134(5):938-946. doi:10.1378/chest.08-0103

Kaplan-Meier plot showing the proportion of patients remaining without VAP, using an ETT with CASS vs a conventional ETT!

Figure Legend:





Critical Care Considerations

• Non-invasive positive pressure ventilation (NIPPV) use 
has been described in pregnant patients  

• concerns about aspiration pneumonitis remain 

• NIPPV most beneficial in COPD 

• ARDSNet trial (2000) showed that both high volumes 
and high plateau pressures increase mortality 

Gaffney A.Critical Care in pregnancy - Is it different? Seminars in Perin: 2014; 38 (6): 329–40



ARDSnet

• ARDSnet 

• VT 6 ml.kg-1 compared with 12 ml.kg-1  

• 861 patients 

• 22% improvement in survival (NNT = 12) 

• Suitable for all patients with ALI/ARDS

N Engl J Med 2000;342:1301-1308 



Critical Care Considerations

• ARDSNet trial (2000) showed that both high volumes and 
high plateau pressures increase mortality 

• Pregnant patients were not included  

• 6 ml.kg-1vs 12 ml.kg-1 

• Use VT 6 ml.kg-1 ideal body weight and plateau airway 
pressures < 30 cmH2O 

• Other trials not as convincing (Brochard 1998) 

• Recently recommended during prolonged anaesthesia (eg 
Coppola et al. Critical Care 2014, 18:210)  

Gaffney A.Critical Care in pregnancy - Is it different? Seminars in Perin: 2014; 38 (6): 329–40



Critical Care Tips

• Most units use PC rather than VC modes  

• newer ‘combined’ modes now increasingly 
popular e.g. VC plus, volume limited pressure 
control… 

• Tighter fluid control (less liberal approach) 

• Wide(r) acceptance of permissive hypercapnia to 
protect lungs 

• Higher levels of PEEP



Cardiovascular Considerations

!

• Physiological changes of pregnancy 

• Cardiac output monitoring as in non-obstetric patients 
(increasing use of echocardiography) 

• Drug management similar (ie vasopressors and inotropes)  

• Volume resuscitation - crystalloids > colloids (not starches) 

• ECMO/Carbon dioxide removal techniques



“BEAU-CHOPS”

!

• Bleeding/DIC 

• Embolism 

• Anaesthetic 
complications 

• Uterine atony 

!

!

• Cardiac disease  

• Hypertensive diseases 

• Other 

• Placenta abruption/
previa 

• Sepsis
Gaffney A.Critical Care in pregnancy - Is it different? Seminars in Perin: 2014; 38 (6): 329–40



Sepsis



Sepsis

1. Administer high flow oxygen  

2. Take blood cultures 

3. Give broad spectrum antibiotics - early (< 1h) 

4. Give intravenous fluid challenges 

5. Measure serum lactate and Hb 

6. Measure accurate hourly urine output



Sepsis

• Management of sepsis in the obstetric patient same as 
for the non-pregnant patient 

• Sites of infection amenable to source control potentially 
different 

• Broad-spectrum antimicrobial therapy should be started 
< 1 h

Gaffney A.Critical Care in pregnancy - Is it different? Seminars in Perin: 2014; 38 (6): 329–40





Summary

• Team working important 

• Defined lines of responsibility and referral 

• Recognise problems early and treat appropriately 

• Manage along ‘usual’ ABCs  

• Communicate with ICU early and work together


