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When should we consider delivery 
(or ending a pregnancy) in a 
woman who is critically ill? 



‘The best way to keep the fetus well is to 
keep the mother well’ 
mantra of maternal medicine 

Are the interests of the mother and the 
fetus always coincident in critical care? 

“I think the only thing that I can offer here is 
to empty the uterus” 
consultant obstetrician faced with a 28 week pregnant mother with 
rapidly deteriorating critical illness 



Why is this such an uncomfortable 
question? 

 

1. Clinical rarity 





Beware of ‘experts’ 

“Ignorance more frequently begets confidence than does knowledge” 



Why is this such an uncomfortable 
question? 

 

1. Clinical rarity 

2. Limited evidence base 

3. Irreversible ‘active’ decision 

4. Crosses specialities, who is best place to 
judge? 

 



Scenario 

• 24 year old woman, BMI 44, smoker, 29 weeks pregnant, 
2 children under 5 

• Presented with abdominal pain 

• Delayed diagnosis of appendicitis, extensive 
contamination of pus in abdominal cavity 

• Returned to ICU, high dose vasopressors, appropriate 
antibiotics, anuric renal failure 

• Initially gas exchange was OK but now has ARDS 

 

 

 



The critical care consultant asks your advice about the 
on-going management of the pregnancy. 
When would you recommend delivery? 

a) now 

b) when oxygenation/gas exchange becomes critical 

c) when the mother has recovered, because ‘the best way 
to keep the fetus well is to get the mother well’  

 

 

 







The physiological rationale for recommending peri-
mortem CS to aid maternal resuscitation also applies in 
severe maternal critical illness 

• In 12 out of 18 cases, return of spontaneous maternal 
circulation immediately followed peri-mortem CS ‘often in a 
dramatic fashion’ 
– Aorto-caval compression 
– Improved ventilation 
– Removing a low resistance circulation which was taking a significant 

portion of the cardiac output 



 
• Overall do the physiological changes of pregnancy help or 

hinder in critical illness? 
• Can we improve the outcome for mothers? 
• Can we improve the outcome for babies? 
• What is the spontaneous miscarriage rate in critically ill 

mothers? 
• Are there long term implications for child health after 

maternal critical illness? 
• How dangerous is a caesarean section in a critically ill 

woman? 
• What part do human factors play in reaching this decision? 

 

Pregnant and critically ill: when to deliver? 
What information could help? 



Lapinsky S.E. Mechanical ventilation in critically ill pregnant women 
ESICM 2014, Barcelona, Spain. 

Effect of delivery on ventilatory parameters 



What are the maternal outcomes of 
critical illness in pregnancy? 



Case reports and publication bias 



Percentage burn Fetal loss 

15-25 56% 

25-50 63% 

27 patients in 12 month period 







• January 1995 to December 2005 

• 93 women 

 

• 32 fetal losses, 10 neonates to NICU 

• Risk factors associated with fetal loss 

– Presence of maternal shock (OR 6.85) 

– Maternal transfusion (OR 7.24) 



 Severe sepsis – 40% of patients were delivered 
during hospitalisation 

 Septic shock – all patients were delivered 
during hospitalisation, 70% required 
emergency CS 



Is H1N1 a special case? 



Is H1N1 a special case? 



Is H1N1 a special case? 



Criteria that have been considered for early delivery 



When should we consider delivery (or ending a 
pregnancy) in a woman who is critically ill? 

• As soon as critical illness (organ support) is 
instigated there should be daily consideration 
about ending the pregnancy in a controlled 
manner 

 

 

 

 

 

 
7. Septic shock 



Is it time to think about transferring to supra-
regional centres for antenatal critical care? 

 




