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Introduction 

Pregnant women rarely develop complications that require 
ICU admission. Retrospective analyses of hospital admission 
and complication rates suggest that 0.11 to 0.89 percent of 
deliveries are complicated by maternal ICU admission. 
However, maternal mortality rates are substantial when 
pregnant women require critical care, ranging from 5 to 20 
percent in different series (Vasquez, et al, 2007). 

In general, pregnancy should be considered a unique, 
physiologically normal episode in a woman's life. However, 
preexisting disease or unexpected illness of the mother or fetus 
can complicate the pregnancy. There are many causes of 
collapse that can happen during pregnancy, just before delivery 
or even during it and also during the puerperium period such as 
adult respiratory distress syndrome (ARDS), peripartum 
cardiomyopathy, HELLP syndrome, diabetic ketoacidosis, 
amniotic fluid embolism, hypertensive disorders of pregnancy, 
peripartum and postpartum hemorrhage (Collop & Sahn, 1993). 

Although there are physiological and anatomical changes 
that render the parturients with compensatory mechanisms and 
these changes can cover the extreme demands of 
pregnancy.Yet, these changes can`t protect them competely 
from many respiratory complications that might occur during 
their gestation and may end with acute respiratory failure such 
as adult respiratory distress syndrome (ARDS) and pulmonary 
edema due to pre-eclampsia, eclampsia, tocolytic-induced or a 
cardiac disease which may be pre-existing or of acute onset 
(Sciscione, et al, 2003).  
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The frequency of women with heart disease becoming 
pregnant may be increasing due to improvements in diagnosis 
and treatment as well as the trend toward delayed childbearing. 
Cardiovascular decompensation may result when previously 
asymptomatic pathology becomes challenged by these changes 
or when a cardiovascular disorder presents for the first (or only) 
time during pregnancy. Cardiovascular disorders in pregnancy 
often present a significant challenge to the clinician because 
many of the signs and symptoms of cardiovascular disease can 
be obscured or misinterpreted during pregnancy.    The most 
common cardiovascular disorders likely to become manifest 
during pregnancy are hypertension, myocarditis, 
cardiomyopathies, thromboembolic disease, valvular and 
congenital heart disease (Ramsey, et al, 2001). 

Most of the life threatening disorders affecting the liver 
during pregnancy are variants of the late gestational 
hypertension-related syndromes such as the syndrome of 
hemolysis, elevated liver function tests, and low platelets 
(HELLP syndrome), acute fatty liver of pregnancy (AFLP), a 
third trimester disease that occurs in approximately 1 in 13,000 
pregnancies (Rinehart, et al, 1999). 

Intrapartum hemorrhage as maternal genital tract trauma, is 
the bleeding that takes place as a normal consequence of labor. 
Antepartum and postpartum hemorrhage can be further 
subdivided. Twenty-two weeks gestation divides the early and 
late antepartum period, whereas the postpartum can be further 
subdivided into immediate (first 24 h) and late (beyond 24 h) 
periods, moreover it accounts for approximately 17 percent of 
maternal deaths and is a major cause of maternal ICU 
admission (Roberts, 1995). 


