
 

Enfermería Global                              Nº 53 Enero 2019 Página 332 

 

 

Originales 

ICU admissions for obstetric causes 
Internações em UTI por causas obstétricas 
Ingresos en UCI por causas obstétricas 
 
Luana Feitosa Mourão1 

Igor Cordeiro Mendes2 

Antonio Dean Barbosa Marques3 

Virna Ribeiro Feitosa Cestari4 

Roussana Maria Barreto de Brito Braga5 

 
1
Nurse. Specialist in Intensive Care by the School of Public Health of Ceará (ESP/CE). Fortaleza, CE, 

Brazil. luanamourao29@hotmail.com 
2
PhD student in Nursing from the Federal University of Ceará (UFC). Fortaleza, CE, Brazil. 

3
PhD student in Clinical Care in Nursing and Health at the State University of Ceará (UECE). Fortaleza, 

CE, Brazil. 
4
Master student in Clinical Care in Nursing and Health from the State University of Ceará (UECE). 

Fortaleza, CE, Brazil. 
5
Nurse graduated from the Metropolitan College of Grande Fortaleza (FAMETRO). Fortaleza, CE, 

Brazil. 
 

http://dx.doi.org/10.6018/eglobal.18.1.302341 
 

Received: 16/08/2017 
Accepted: 9/11/2017 

 
ABSTRACT: 
The objective was to analyze the admission of women of childbearing age to an Obstetric Intensive 
Care Unit. A cross-sectional, documentary and retrospective study was carried out in an Obstetric 
Intensive Care Unit, located in Fortaleza/Ceará, with women of childbearing age admitted to the unit in 
2016. Data were collected from 106 medical records that met the inclusion criteria during the month of 
April 2017, using a semi-structured form, and analyzed by means of descriptive statistics. The majority 
of the women were between 20 and 29 years old, common-law married, with complete secondary 
education, primiparous, had initiated prenatal care in the first trimester of pregnancy, and attended 4 to 
6 consultations. Among the direct obstetric causes (61.1%), the most frequent were Eclampsia (34.4%), 
HELLP syndrome (15.1%) and Severe preeclampsia (11%). The indirect obstetric causes (38.9%) 
included Renal insufficiency (13.5%), Acute lung edema (11.5%) and Heart disease (9.6%). Data 
revealed a fragile health care for women within the pregnant-puerperal cycle. 
  
Keywords: Intensive Care Units; Obstetrics; Health profile 

 
RESUMO: 
Objetivou-se analisar as internações de mulheres em idade fértil em uma Unidade de Terapia 
Intensiva Obstétrica. Estudo transversal, documental e retrospectivo, realizado em uma Unidade de 
Terapia Intensiva Obstétrica, localizada em Fortaleza/Ceará, com a presença de mulheres em idade 
fértil admitidas na unidade no ano de 2016. Os dados foram coletados dos prontuários que atenderam 
aos critérios de inclusão, durante o mês de abril de 2017, mediante um formulário semiestruturado e 
analisados por meio de estatística descritiva, sendo incluídos 106 prontuários. A maioria das mulheres 
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tinham faixa etária entre 20 a 29 anos, pardas, em união estável, com ensino médio completo, 
primíperas, com início do pré-natal no 1º trimestre gestacional, com 4 a 6 consultas. Dentre as causas 
obstétricas diretas (61,1%) as principais foram Eclâmpsia (34,4%), Síndrome de Hellp (15,1%) e Pré-
eclâmpsia grave (11%) e para as causas obstétricas indiretas (38,9%) destacam-se Insuficiência renal 
(13,5%), Edema agudo de pulmão (11,5%) e Cardiopatia (9,6%). Os dados revelam uma linha ténue no 
que concerne a atenção a saúde da mulheres dentro do ciclo gravídico-puerperal. 
 
Palavras-chave: Unidades de Terapia Intensiva; Obstetrícia; Perfil de saúde. 
 

RESUMEN: 
Su objetivo es analizar los ingresos de mujeres en edad fértil en una Unidad de Cuidados Intensivos 
Obstétrica. Estudio transversal, documental y retrospectivo, realizado en una Unidad de Terapia 
Intensiva Obstétrica, ubicada en Fortaleza / Ceará, con la presencia de mujeres en edad fértil admitidas 
en la unidad en el año 2016. Los datos fueron recolectados de los registros que atendieron a los 
criterios de inclusión Durante el mes de abril de 2017, mediante un formulario semiestructurado y 
analizados por medio de estadística descriptiva, siendo incluidos 106 registros. La mayoría de las 
mujeres tenían un grupo de edad entre 20 y 29 años, pardas, en unión estable, con enseñanza media 
completa, primíparas, con inicio del prenatal en el primer trimestre gestacional, con 4 a 6 consultas. 
Entre las causas obstétricas directas (61,1%) las principales fueron Eclampsia (34,4%), Síndrome de 
Hellp (15,1%) y Pre-eclampsia grave (11%) y para las causas obstétricas indirectas (38,9 (%), Se 
observan las siguientes: Insuficiencia renal (13,5%), Edema agudo de pulmón (11,5%) y Cardiopatía 
(9,6%). Los datos revelan una línea tenue en lo que concierne la atención a la salud de las mujeres 
dentro del ciclo gravídico-puerperal. 
 
Palabras clave: Unidades de Cidados Intensivos; Obstetricia; Perfil de salud. 

 

INTRODUCTION 
 

Approximately 73% (1,771,000 out of 2,443,000) of all maternal deaths worldwide 
occurred due to direct obstetric causes. Indirect obstetric causes, in turn, accounted 
for 27.5% (672,000). Hemorrhage (27.1%), hypertensive disorders (14%) and sepsis 
(10.7%) were the main obstetric causes of maternal deaths(1). Direct obstetric causes 

are disease that are typical of the pregnant‐puerperal cycle; indirect causes are the 
complications of diseases existing before pregnancy(2). 
 
In Brazil, in the last two decades, there has been a 51% reduction in the number of 
maternal deaths. However, like other Latin American countries, Brazil did not 
presented favorable conditions for achieving the goal of reducing maternal mortality 
rate by 75% until the year 2015, as expressed in the United Nations Millennium 
Declaration. Such change was not possible due to the precarious health care 
conditions associated with preexisting chronic diseases, which become obstetric risks 
during the pregnancy. Thus, maternal death is considered a conundrum for collective 
health and a worrying public health problem, because the epidemiological indices 
remain high in the Brazilian territory(3,4). 
 
In the state of Ceará, in 2014, the obstetric causes of maternal death included 30% of 
hypertensive syndromes, 15% of complications during labor, 11% of hemorrhage and 
puerperal infections, 8% of abortion, 6% of Embolism and 19% of other direct obstetric 
causes(5). 
 
Regarding the obstetric complications of hospitalization of women during gestation in 
the state of Paraná in 2010, the main were the lower urinary tract infection (31.0%), 
systemic arterial hypertension (9.2%), altered glycemic levels (13.1%) and premature 
rupture of the membranes (34%). Critical clinical conditions of women during 
pregnancy, childbirth, abortion and puerperium and the need for specific care to 
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reduce the risk of health problems lead to the admission of these women to Obstetric 
Intensive Care Units (ICU)(6). 
 
In order to minimize these epidemiological indices and reduce the number of maternal 
deaths in Brazil, the Ministry of Health (MH) created strategies to reach the 5th 
millennium goal, with emphasis on the creation of the Stork Network in 2011 that has 
as one of its objectives the decrease of maternal and infant mortality, particularly in the 
neonatal component(7). 
 
Follow-up of pregnant women through prenatal care, with at least 6 consultations, as 
recommended by the Ministry of Health, related to specific tests during pregnancy, 
maternal immunization, nutritional support appropriate to this clientele, and early 
identification and treatment of diseases, are essential for avoiding diseases and 
maternal and neonatal risk during pregnancy(8). 
 
The role of nurses during prenatal care is important because they are the health 
professionals that are closer to the patients and have the ability to create bonds with 
them. In the case of pregnant women, they have a holistic view of the woman, and 
gestation is not the single focus of the nursing consultation. Nurses seek to support 
these women in their anxieties, fears, desires and they clarify their doubts(9,10). They 
are also important professionals in health promotion and disease prevention(11). 
 
The motivation to develop the present research emerged from reading on the theme in 
scientific journals that regard obstetric causes as the main responsible for admissions 
of women to ICUs and the high rate of maternal mortality. This reading sharpened the 
interest in knowing the reality regarding obstetric causes of hospitalization and risk of 
maternal death or near miss. In addition, the theme studied contemplates the National 
Agenda of Health Research Priorities in Brazil - ANPPS(12). 
 
Thus, the objective was to analyze the admissions of women of childbearing age to an 
Obstetric Intensive Care Unit. 
 

METHOD 
 

This is a cross-sectional, documentary and retrospective study. The research site was 
an Obstetric ICU belonging to a University Hospital Complex located in 
Fortaleza/Ceará, Brazil. 
 
The research population consisted of women of childbearing age admitted to the 
obstetric ICU during the year 2016. The total number admissions of women to this 
sector were 229, of which 189 were due to obstetric causes. However, only 106 
medical records were located by the Medical and Statistical Archive Service (SAME), 
which represented the final sample of the study. It was not possible to perform a new 
search of the missing medical records due to the established collection period. The 
inclusion criteria used were: Hospitalizations of women of childbearing age in the 
obstetric ICU with health problems that are exclusive of the pregnant-puerperal cycle 
in the year 2016; women with an outcome of the period of hospitalization (death; 
transfer to another sector or health unit; hospital/medical discharge or discharge upon 
request); information on hospitalizations present in ICU record books during the year 
2016; and presence of medical records in the SAME. The missing medical records 
were excluded from the present study. 
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Data were collected during April 2017 from medical records using a semi-structured 
form with open and closed questions on sociodemographic, clinical and obstetric 
variables. The form was prepared by the researcher. 
 
The collected data were tabulated in a Microsoft Excel spreadsheet. After data 
collection and tabulation, statistical analyses were started, using the double typing 
technique, and using the Statistical Package for the Social Sciences (SPSS) for 
Windows version 23.0. They were then organized into tables and graphs and analyzed 
using descriptive statistics, evaluating frequencies, means and percentages. The Chi-
square (X2) and Likelihood Ratio (LR) tests were applied. 
 
The study was submitted to the MEAC's Ethics and Research Committee (REC) and 
approved by the Research Commission assigned by the institution, under CAAE 
65067417.9.0000.5037, according to the National Health Council (NCH), through 
Resolution 466 of December 12, 2012(13). 

 

RESULTS 
 
The information of 106 medical records was incomplete and this made it difficult to 
accurately interpret the data. 
 
With regard to the sociodemographic profile of the participants, it was observed that 
the majority was between 20 and 29 years old, with a mean of 24 ± 6.5 years, were 
common-law married, brown, came from Fortaleza and were originally from the 
countryside of Ceará, had completed secondary education, did not perform paid 
activities, and had no children. These data are shown in Table 1. 
 

Table 1. Sociodemographic characterization of study participants. Fortaleza-Ceará-
Brazil, 2017. 

Sociodemographic variables  F % 

Age group (x = 24.0, SD = 6.5)   

     From 14 to 19 years  31 29.3 

     From 20 to 29 years  54 50.9 

     From 30 to 39 years  21 19.8 

Skin color/race    

     Brown  98 92.5 

     White  03 2.8 

     Not informed  05 4.7 

Origin    

     Capital 52 49.1 

     Countryside  51 48.1 

     Not informed  03 2.8 

Origin   

     Capital 36 34 

     Countryside  56 52.8 

     Other states  04 3.8 

     Not informed  10 9.4 

Marital status    

     Common-law married 43 40.6 

     Married  27 25.5 

     Single  20 18.9 
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     Widowed  01 0.9 

     Not informed  15 14.2 

Schooling    

     Illiterate  01 0.9 

     Incomplete elementary school  30 28.3 

     Complete elementary school  17 16 

     Incomplete high school  05 4.7 

     Complete high school  38 35.8 

     Higher education  04 4.8 

     Not informed  11 10.4 

Exercise paid activity    

     Yes  29 27.3 

     No 46 43.4 

     Not informed  31 29.3 

Children    

     Yes  36 34.0 

     No 69 65.1 

     Not informed  01 0.9 

    Source: Direct search 

 
Regarding the clinical characterization of the study participants, the data showed that 
there was prevalence of 1 to 3 gestations, with a mean of 1; primiparity; absence of 
history of abortion; and non-submission to procedures in previous pregnancies 
because they were mostly in the first gestation at the moment in which the data were 
recorded. With regard to prenatal care, the participants started attending consultations 
in the 1st gestational trimester; attended 4 to 6 consultations, with a mean of 6.2 ± 2.3. 
However, in 46 medical records, there was no record of the month of start of prenatal 
care, neither of the number of consultations, intercurrences and hospitalizations during 
the pregnancy cycle. At the time of admission to the ICU, the majority of the women 
was in the immediate puerperium and remained in the sector between 0 and 10 days, 
according to Table 2. 
 
Table 2. Clinical characterization of study participants. Fortaleza-Ceará-Brazil, 2017. 

Clinical variables f % 

Number of pregnancies (Md = 1.0)   

     01 to 03 93 87.7 

     04 to 06 09 8.5 

     More than or equal to 07 03 2.8 

     Not informed 01 0.9 

Parity   

     Nulliparous 19 18.0 

     Primiparous 56 52.8 

     Multiparous  30 28.3 

     Not informed 01 0.9 

Number of abortions (Md = 0.1)   

     None 89 84.0 

     1 to 3  16 15.1 

     Not informed 01 0.9 
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Procedures in previous pregnancies   

     Cesarean delivery 17 16.0 

     Vaginal delivery 08 7.5 

     Abortion 01 0.9 

     Not applicable 65 61.4 

     Not informed 15 14.2 

Number of prenatal consultations (x = 6.2, SD = 2.3)   

     Up to 3  09 8.5 

     4 to 6  33 31.1 

     From 7 to 9  23 21.7 

     More than or equal to 10  09 8.5 

     Not informed 32 30.2 

Start of prenatal care   

     First trimester 44 41.5 

     Second trimester 14 13.2 

     Third trimester 02 1.8 

     Not informed 46 43.4 

Number of hospitalizations during pregnancy   

     None 05 4.7 

     Once 03 2.8 

     Not informed 98 92.5 

Intercurrences during pregnancy    

     Yes 40 37.7 

     No 03 2.8 

     Not informed 63 59.4 

Moment of the pregnant-puerperal cycle in which ICU 

admission occurred 

  

     During pregnancy 21 19.8 

     Post-abortion 01 0.9 

     Immediate puerperium 70 66.0 

     Late puerperium 11 10.4 

     Not informed 03 2.8 

Length of ICU stay (Md = 2.0)   

     From 0 to 10 days 99 93.4 

     From 11 to 20 days 01 0.9 

     More than 20 days 01 0.9 

     Not informed 05 4.7 

      Source: Direct search 

 
Eclampsia (34.4%), HELLP Syndrome (15.1%), and Severe Preeclampsia (SPE) 
(11%) were identified as groups of direct obstetric causes (61.1%). As for obstetric 
indirect causes (38.9%), there were seven groups, the more important being Renal 
insufficiency (13.5%), Acute pulmonary edema (11.5%), and Heart disease (9.6%). 

 



 

Enfermería Global                              Nº 53 Enero 2019 
Página 338 

 

Table 3. Distribution of direct and indirect obstetric causes of ICU admission. 
Fortaleza-Ceará-Brazil, 2017. 

Direct obstetric causes 
(n = 119) 

f  % 

Eclampsia 41 34.4% 

HELLP syndrome 18 15.1% 

Severe preeclampsia      13 11% 

Gestational hypertensive disease 08 6.7% 

Premature rupture of membranes 08 6.7% 

Gestational Diabetes Mellitus 04 3.3% 

Others* 27 22.8% 

TOTAL 119 100 

Indirect obstetric causes 
(n = 52) 

f % 

Renal insufficiency 07 13.5% 

Acute pulmonary edema 06 11.5% 

Heart disease 05 9.6% 

Peripartum cardiomyopathy 03 5.8% 

Others** 31 59.6% 

TOTAL 52 100 

*Uterine rupture, Uterine suture, Cesarean section, Prolonged gestation, Premature rupture of ovary 
membranes, Gestation of 28 weeks, Premature rupture of Amniotic membrane, Premature labor, 
Postpartum hemorrhage, Severe vaginal bleeding, Abortion, Fetal death, Maternal instability, Placenta 
previa, Post-operative immediate delivery, Laceration, Curettage, Uterine atony, Fetal distress. 
**Hemoperitoneum, Malloy Weiss Syndrome, Thyrotoxic Syndrome, Chung Staus Syndrome, 
Electrolyte disorders, Deep vein thrombosis, Pulmonary thromboembolism, Hemorrhagic shock, Chronic 
Obstructive Pulmonary Disease, Respiratory Arrest, Pyelonephritis, Appendicitis, Bacterial Meningitis, 
Anemia, Hyperthyroidism, H1N1, Epilepsy, Peripartum heart failure, Hemorrhagic stroke, Hypovolemic 
shock, Rheumatic heart disease, Mitral and aortic insufficiency, Monitoring of penicillin sensitization, 
Hypovolemia, Hypotension, Hypothyroidism, Liver dysfunction, Sepsis, Pneumonia. 
Source: Direct Search 

 

Regarding the clinical outcomes of the study participants during the ICU stay, the 
majority (77%) was transferred to another sector, 13% had hospital/medical discharge 
and there were only 4% of cases of maternal death, according to the Graph 1. 
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Graph 1. Clinical outcomes of study participants. Fortaleza-Ceará-Brazil, 2017. 
 

 
       Source: Direct search 

 

Between the association between the clinical outcome death and sociodemographic 
and clinical characteristics of the participants, it was observed that cases of maternal 
deaths were not directly associated with age, schooling, parity, initiation of prenatal 
care, number of consultations, obstetric causes, and length of stay in the ICU. 
However, there was a relationship between the causes of deaths and complications 
during ICU stay, according to Table 3. 

 
Table 4. Association between the clinical outcome death and sociodemographic and 

clinical characteristics. Fortaleza-Ceará-Brazil, 2017. 

Variables  Death p-value 

 Yes  
f(%) 

No 
f(%) 

 

Age group   0.311 

      Up to 29 years 04 (3.8) 81 (76.4)  

      Equal or over 30 years 0 21 (19.8)  

Schooling   0.816 

      Up to complete elementary school 02 (1.9) 57 (53.8)  

      High school and higher education 02 (1.9) 45 (42.4)  

Parity   0.390 

      Up to 1 gestation 04 (3.8) 86 (81.1)  

      More than 1 gestation - 16 (15.1)  

Number of prenatal consultations    0.845 

      Up to 6  01 (0.9) 41 (38.7)  

      More than 6  01 (0.9) 31 (29.2)  

Start of prenatal care   0.390 

      Up to the 3rd gestational month 04 (3.8) 86 (81.1)  
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      After the 3rd gestational month - 16 (15.1)  

Obstetric causes   0.531 

      Direct     03 (2.8)                          85 (80.2)  

      Indirect     01 (0.9)     17 (16.0)  

Complications during hospitalization   0.002 

      Yes 04 (3.8) 29 (27.4)  

      No 0 72 (67.9)  

Length of ICU stay   0.227 

      Up to 5 days of hospitalization 03 94 (88.7)  

      More than 5 days of hospitalization 01 (0.9) 08 (7.5)  

        Source: Direct search 
 

DISCUSSION 
 

The present research, concerning sociodemographic aspects, corroborates a study 
carried out in 2012 in the same municipality of Fortaleza in a Public Hospital ICU in 
which the participants were predominantly in the age group of 20 to 34 years (52.7%), 
originally from the countryside of the state of Ceará (50%), married (55.56%), with 
more than 8 years of schooling (58.3%), and did not perform paid activities (83.3%)(14). 
In a cohort study developed in British Columbia, Canada, between 2005 and 2010 
depicting maternal morbidity and perinatal outcomes among rural versus urban 
women, there was an association between death or severe maternal morbidity and 
rural residence(15) . It is believed that pregnant and puerperal women living in the 
countryside of the state of Ceará have difficulties to access services of greater 
complexity and technological density; they are referred to the capital when there is a 
complication and/or health problem. However, even women residing in places where 
more complex obstetric care is available may have complications due to preventable 
causes. 
 
The level of education of women is a conditioning factor to prenatal care adherence. 
Low maternal schooling is associated with the emergence of risk situations for the 
mother/child binomial. It is assumed that the higher the level of schooling, the greater 
is the understanding of the need for specific care during pregnancy, as well as the 
early onset of prenatal care(16). 
 
Regarding the clinical data, a prevalence of primiparous women (52.8%) was identified 
in this study .These women started prenatal care in the first trimester (41.5%), and 
attended 4 to 6 consultations (31.1%), with a mean of 6.2 ± 2.3 consultations. 
 
These data are reinforced by a study on the clinical profile of primiparous women 
treated in a high-risk maternity hospital in which 52 (71.2%) women started prenatal 
care in the 1st gestational trimester; 34 (46.6%) attended 4 to 6 prenatal consultations, 
and 32 (43.8%) attended 7 or more; 73 were primiparous women; only 6 (8.2) required 
ICU care, and they remained in the sector for 1 to 5 days(17). The variable ICU care 
differed from the findings of the present study, in which 100% of the women had been 
admitted to the ICU, of which 66% were in the immediate puerperium (66%), and 
remained in the sector for 0 to 10 days (93.4%). This fact is explained by the fact that 
this hospitalization period is conducive to the recovery from complications that arose 
during the immediate or late puerperium, to the detriment of obstetric causes(18). 
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Regarding prenatal consultations, these should happen in a monthly basis up to the 
28th week of gestation, biweekly between the 28th and 36th week, and weekly in the 
end(19), totaling at least 6 regular and complete consultations. 
 
Direct and indirect obstetric causes may lead women during the pregnant-puerperal 
cycle to need ICU care because gestation causes organic changes that require greater 
attention and specialized assistance. 
 
Obstetric causes of admission to the ICU showed that Eclampsia 41 (34.4%) was the 
main direct obstetric cause, followed by HELLP syndrome 18 (15.1%) and Severe 
preeclampsia 13 (11 %). As indirect causes, Renal insufficiency 07 (13.5%), Acute 
pulmonary edema 06 (11.5%) and Heart disease 05 (9.6%) prevailed. 
 
These findings are in line with a previous study performed in the same intensive care 
unit where the main obstetric causes of hospitalization were Hypertensive syndromes 
198 (53%), of which 69 (17.7%) were eclampsia and 66 (17%) severe preeclampsia. 
Cardiac problems 35 (9%) were also significant for admission(20). However, it should 
be considered that this research was carried out from January 2012 to December 
2014, while the data of the present study refer only to the year 2016. 
 
In Recife, more than half of the women admitted to a reference obstetric ICU in the 
year 2014 had a sociodemographic profile of low schooling and a clinical profile of first 
pregnancy and cesarean history, with complications responsible for maternal near 
miss, which in these cases were caused by premature births and acute 
thrombocytopenia associated with gestational hypertensive disorders, such as HELLP 
syndrome(21). 
 
In a control case study in Pernambuco, hypertensive disorders 17 (22.7%) were the 
main direct obstetric cause and AIDS 57 (9.4%) was the indirect obstetric cause of 
admission to obstetric ICU(22). 
 
In the South of Brazil, between 2005 and 2009, 775 women of childbearing age were 
admitted to obstetric ICUs; obstetric complications accounted for 12.3% of these 
hospitalizations. Among the complication, gestational hypertension syndromes were 
the most frequent, representing 71.3% of the cases and accounting for 31.3% 
compared to other obstetric causes (23). 
 
In an ambidirectional cohort study performed with patients admitted to the obstetric 
ICU of the Institute of Comprehensive Medicine of Recife between 2005 and 2010, the 
main causes of hospitalization in the pregnant-puerperal cycle were heart disease 88 
(17.6%), followed by deep venous thrombosis (DVT) 55 (11%) and acute pulmonary 
edema 30 (6%)(24). 
 
Despite the significant reduction in the maternal mortality rate by 43 per cent from 
1990 to 2013 worldwide, it is estimated that 303,000 women die each year from 
complications of pregnancy and childbirth(25). Brazil achieved the same reduction for 
the period analyzed(4). 
 
Regarding clinical outcome, 77% of the women admitted to the obstetric ICU were 
transferred to another sector, mainly the nursing ward, 13% were discharged from 
hospital, and only 4% died. The death rate of other Brazilian studies ranged from 
2.2%(26) to 20%(18). 
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An analysis performed with women hospitalized for obstetric causes in an ICU of a 
Public Hospital in Paraná presented a higher rate of maternal mortality, in which 20% 
died. This fact can be justified by the number of consultations which was low, and in 
order to convey enough information, the content was addressed with more 
emphasis(18). The main causes for maternal death were age between 16 and 43 years 
(mean of 28.7 years and standard deviation - SD = 7.5), common-law marriage, brown 
skin color (69.7%), no paid activity, low schooling and non-realization of prenatal care 
(17%); and 26.2% had six or more prenatal consultations(22). 
 
With respect to the association between clinical outcome and complications during 
hospitalization in the ICU, no association with age group and number of prenatal 
consultations was observed. There was an association with complications during 
hospitalization, with a p-value of 0.02. These women died despite the short 
hospitalization time, in which the first case died on the first day of hospitalization, the 
second remained for 6 days, and the last two women remained only one day. The four 
women had the same complication: non-reversed cardiorespiratory arrest. 
 
A study of the causes of maternal mortality according to levels of hospital complexity 
showed that in the reference hospitals for high-risk pregnancies, the direct obstetric 
causes of maternal deaths were: pre-eclampsia/eclampsia (28 cases), urinary tract 
infection (15), puerperal infection (12) and abortion (12). In the reference hospitals for 
low-risk pregnancies, they were hemorrhage (21), embolism (12) and anesthetic 
complications(8). The number of maternal deaths (48) from indirect obstetric causes 
was higher in reference hospitals for high-risk pregnancies. The study also concluded 
that Brazilian women are subject to death due to causes already controlled in many 
countries, especially the most developed countries(27). 
 
In the United States, primary and secondary chronic hypertension is the main obstetric 
cause of admission of women to hospitals during pregnancy, and it is strongly 
associated with adverse outcomes of the pregnant-puerperal cycle, especially 
maternal death(28). 

CONCLUSION 
 
We conclude that the prevalent sociodemographic profile of the women was age group 
from 20 to 29 years (50.9%), brown skin color (92.5%), common-law marriage 
(40.5%), complete high school (35.8%) and absence of paid activities (43.4%). 
Regarding the clinical profile, they were primiparous (52.8%), started prenatal care in 
the first trimester of pregnancy (41.5%), and attended from 4 to 6 (31.1%) 
consultations, with a mean of 6.2 ± 2.3. 
 
Most of the participants in the study were admitted to the ICU for direct obstetric 
causes (61.1%), with the most prevalent being Eclampsia (34.4%), HELLP Syndrome 
(15.1%) and SPE (11%). Indirect obstetric causes (38.9%) included Renal 
insufficiency (13.5%), Acute pulmonary edema (11.5%) and Heart disease (9.6%). The 
main clinical outcome was transfer to another sector (77%). There was a low maternal 
mortality rate (4%), but with a significant association between deaths and 
complications during the ICU stay, p-value 0.002. 
 
The limitating factors of the study were: incomplete or non-provision of information on 
the procedures of previous pregnancies, number of prenatal consultations, initiation of 
prenatal care, number of hospitalizations, and number of complications during 
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pregnancy as well as other sociodemographic and clinical data and the non-location of 
medical records by SAME. 
 
The data revealed a fragile health care for women within the pregnant-puerperal cycle. 
The identification of this collective health problem can contribute to the formulation and 
support to public policies, health management strategies, and professionals engaged 
in the planning and implementation of actions aimed at preventing complications and 
consequent death of women of productive age. 
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