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Abstract

Background: Maternal morbidity and mortality pose a significant impact on national public health, being medical attention of 
obstetric emergencies (OE) and non-emergencies (ONE) of capital importance. Methods: Descriptive and epidemiologic 
analysis of OE/ONE at a 3rd  level military echelon. Results: During a 34-months span, 48 patients were approached at the 
emergency department (1.4 admissions/month). Mean age: 29 ± 3 years (17-41). Eight patients (17%) were considered OE 
and 40 (83%) ONE. Fifty-eight percent (n = 28) of patients were admitted to our institution; 32% (n = 9) were managed under 
non-surgically basis and 68% (n = 19) underwent surgical therapy. Most important cause of admission: postoperative hemo-
rrhage (22%; n = 6). Most frequent operative interventions: surgical hemostasis maneuvers (31.5%; n = 6). Eighty-two percent 
(n = 23) of admissions required management at intensive care unit (ICU), with mean length of stay of 6.4 ± 4.9 days (2-21). 
Thirty-five percent (n = 8) required mechanical ventilation. Mean score of APACHE II at ICU: 19.4 ± 8.4; predicted probability 
of death: 35.5%. Global morbidity rate: 27% (1.8 complications/patient). Global mortality rate: 6.2%; specific mortality for preg-
nant patients 0% (n = 0) and for post-partum patients 12.5% (n = 3). Mortality rate at ICU: 4.3% (n = 1). Conclusions: Central 
Military Hospital has delineated and defined several procedures to decrease maternal morbidity and mortality. Appropriate 
practice of these procedures contributes to reach the desired institutional objectives.

KEY WORDS: Maternal mortality. Obstetric emergency. Maternal morbidity.

Resumen

Introducción: La morbimortalidad materna posee un significativo impacto en la salud pública nacional, siendo la atención 
médica de las emergencias obstétricas (EO) y urgencias obstétricas (UO) de capital importancia. Método: Análisis descripti-
vo y epidemiológico de EO/UO en un escalón militar de tercer nivel. Resultados: Durante 34 meses se abordaron en el 
departamento de urgencias 48 pacientes (1.4 admisiones/mes). La edad media fue de 29 ± 3 años (rango: 17-41). Ocho 
pacientes (17%) se consideraron EO y 40 (83%) UO. El 58% (n = 28) de las pacientes se admitieron a la institución; el 32% 
(n = 9) se manejaron médicamente y el 68% (n = 19) con tratamiento quirúrgico. La causa más importante de admisión fue 
la hemorragia posoperatoria (22%; n = 6). Las intervenciones quirúrgicas más frecuentes fueron maniobras de hemostasia 
quirúrgica (31.5%; n = 6). El 82% (n = 23) de las admisiones requirieron manejo en la unidad de medicina intensiva (UMI), 
con una estancia media de 6.4 ± 4.9 días (rango: 2-21). El 35% (n = 8) requirieron ventilación mecánica. La puntuación me-
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Introduction

Maternal mortality (defined as the death of a woman 
during pregnancy or within 42 days after its termina-
tion, regardless of the duration and place of pregnan-
cy, due to causes directly related to pregnancy and 
its effects, obstetric conditions, or preexisting disea-
ses or diseases evolving during pregnancy, not due 
to obstetric causes, but worsened by the state of 
gestation) is a sensitive index of a national emergen-
cy, since its high rate reveals inequity, lack of access 
to health services and deficient quality in obstetric 
care1. In Mexico, unfortunately, it prevails as a serious 
epidemiological problem and constitutes a huge cha-
llenge for public and private health authorities2.

According to figures of the World Health Organiza-
tion, in 2015 there were around 303,000 deaths in the 
world due to complications of pregnancy or puerpe-
rium. Most deaths occurred in countries with low so-
cio-political development and are related, without a 
doubt, to low economic income. In Mexico, the most 
recent and reliable statistics date back to 2014 (Minis-
try of Health) and the figures are truly alarming: in that 
year, 872 maternal deaths were recorded (2.3 per day), 
with 71% of them occurring only in 12 states. However, 
it is notable that the maternal death ratio (MDR) has 
decreased from 1990 to date (MDR 89 versus MDR 
38.9), which reflects the compliance with the Sustai-
nable Development Goals defined by the Federal Go-
vernment, with a general tendency towards a reduc-
tion in maternal mortality in the nation1-4.

Administrative and assistance policies that since 
2012 prevail and are observed at the Central Military 
Hospital clearly show the high level of importance ma-
ternal mortality and morbidity represent for the institu-
tion. Owing to this, the critical medicine area and its 
subordinate departments developed the first one of 
three phases of obstetric emergency and non-emer-
gency care analysis in the institution (epidemiological 
phase, proposal of protocols and design of protocols). 
In this first phase, an epidemiological profile of those 
patients who arrive with the operative definition of 

“obstetric emergency” (OE) or “obstetric non-emergency” 
(ONE) will be outlined (Table 1)1.

Descriptive and analytical statistics were applied to 
identify significant risk factors for the increase in mor-
bidity and mortality, with the incidence of the disease 
in our population being determined. Disease progno-
sis was studied by analyzing the indicators used to 
measure severity in different areas of approach, as 
well as their use to define patient definitive treatment, 
evaluating the efficacy of the medical and surgical 
treatment applied in our institution with a simple and 
standardized approach in order to generate, analyze 
and disseminate information and being able to com-
pare our results with those the world literature points 
at, which are facts of high relevance for health policies 
to be formulated1-4.

Finally, the study intends to contribute to the design 
and validation of medical-surgical approach protocols 
for patients with OE and ONE, which will allow the use 
of human, material and administrative resources to be 
improved, as well as to identify the right moment to 
apply each one of them, and thereby optimize survival 
and functionality indexes and decrease the rate of 
disabling complications, thus raising the quality of 
medical care and promoting social well-being1-4.

Method

A review of the electronic and physical health re-
cords of the Central Military Hospital was carried out 
within a 34-month period (from January 2015 to Oc-
tober 2017), in order to detect the records of patients 
who met the operational definitions of OE and ONE. 
From the total number of patients admitted to the 
emergency department of our institution (N = 1190), 
48  (4%) meeting the criteria to be included in this 
analysis were identified.

Since human and material resources for obste-
tric-gynecological and pediatric care are outside our 
hospital (Hospital Militar de Especialidades de la Mu-
jer y Neonatología, HMEMYN), all patients of our po-
pulation (active army members and beneficiaries who 

dia APACHE II en la UMI fue de 19.4 ± 8.4, y la probabilidad predicha de muerte fue del 35.5%. La tasa global de morbilidad 
fue del 27% (1.8 complicaciones/paciente). La tasa de mortalidad global fue del 6.2%; la mortalidad específica para pacientes 
embarazadas del 0% (n = 0) y para pacientes puérperas del 12.5% (n = 3). La tasa de mortalidad en la UMI fue del 4.3% 
(n = 1). Conclusiones: El Hospital Central Militar ha delineado y definido diversos procedimientos para abatir la morbimorta-
lidad maternas. La correcta práctica de estos procedimientos contribuirá a alcanzar los objetivos institucionales deseados.

PALABRAS CLAVE: Mortalidad materna. Emergencia obstétrica. Morbilidad materna.
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reside in the metropolitan area) are initially treated at 
that medical echelon during pregnancy, delivery and 
puerperium, and OE and ONE patients who need to 
continue with their approach by the Obstetric Imme-
diate Response Multidisciplinary Team (OIRMT), 
composed of expert health personnel of different spe-
cialties that are not available at the HMEMYN, are 
referred to our hospital (Central Military Hospital).

Upon arrival of a patient of these characteristics, 
categorization of her clinical status is carried out with 
the obstetric triage scale1, in order to assign the de-
gree of priority of her care. In the cases categorized 
as “Red Code”, the institutional protocol known as 
“Mater Code” is activated in order to alert, bring toge-
ther and activate the OIRMT, which is made up of 
medical specialists from the medical and surgical 
area, as well as residents of the specialty, nurses and 
administrative support personnel, as established in 
the technical guidelines “Obstetric Triage, Mater Code 
and Obstetric Immediate Response Team” (Ministry of 
Health, 2016)1,3,5.

It was necessary for the institution to implement 
administrative protocols in order to expeditiously at-
tract (within 30 minutes after the call) the presence of 
these external specialist physicians to the emergency 
department, when applicable. On the other hand, pa-
tients classified as “Yellow Code” or “Green Code”, 
are managed by their treating physician, with the co-
rresponding procedures established in the Manual of 
clinical guidelines of the emergency department. 
When required, the protocol called “Binomial Code” is 

activated, which is used for the care of pregnant 
patients who arrive at expulsion phase.

From the record made up by the medical care pro-
cess, the values ​​corresponding to demographic varia-
bles, obstetric triage category, gestational age (weeks 
of pregnancy), puerperium phase, performed interven-
tions and prognostic indexes (specific complications 
and mortality) were obtained. Due to the investigative 
nature of the research, the data of the aforementioned 
variables were subjected to statistical analysis with 
centralization and dispersion measures for the descrip-
tive report, in addition to using the relative frequency of 
occurrence to estimate the proportions corresponding 
to the study population characteristics.

Results

During the study period, 48  patients who met the 
operational criteria to be included in this analysis were 
admitted to the emergency department of our institu-
tion, with an average of 1.4 admissions per month. 
Average age was 29 ± 3 years (range: 17-41). Out of 
them, eight patients were considered obstetric 
emergencies (OE, obstetric triage “Red Code”), repre-
senting 17% of cases, and 40  patients (83%) were 
categorized as obstetric non-emergencies (ONE, obs-
tetric triage “Yellow Code” and “Green Code”) (Fig. 1)1,2.

Of note, the most important cause of admission to 
the emergency department in our series was posto-
perative hemorrhage (n = 6, 12.5%), which were cases 
categorized as genuine OEs and at obstetric triage 

Table 1. Operational definitions for the Central Military Hospital

Variable Operational definition

Pregnancy Period comprised from the conception to the expulsion or extraction of the fetus and its annexes. 

Puerperium Period that follows the expulsion of the pregnancy product, where anatomophysiological changes of 
pregnancy are reverted. It lasts 6 weeks or 42 days, and it is divided into:
Immediate: includes the first 24 hours after delivery.
Early: is the period that covers from the second to the seventh day after delivery.
Remote: is the period that includes from day 8 to 42 after delivery.

Obstetric emergency (OE) State that puts the life of the mother or of the product of gestation in danger during the gravid‑puerperal 
stage, which requires immediate medical or surgical care by qualified medical personnel.

Obstetric non‑emergency (ONE) Medical complication during gestation, delivery or puerperium, which increases the risk of maternal and 
perinatal morbidity or mortality.

Obstetric triage First‑contact OE care protocol, which aims to classify the situation of severity of patients and specify the 
action necessary to preserve the mother‑child binomial life or an organ viability within a therapeutic period. 
The system has been adapted to be used in the perinatal period (pregnancy, delivery and puerperium) 
and at each patient contact with health personnel. When a patient with some complication or emergency is 
identified, the critical route for pregnancy surveillance is linked and activated (“Mater Code”).

Mater Code Activation of a mechanism to call the obstetric immediate response team staff to deal with an emergency 
and save the lives of the mother and the gestation product.

Adapted from: Subsecretaría de Prevención y Promoción de la Salud. Lineamiento Técnico 2016.1
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scale “Red Code”, followed by threatened abortion 
and non-serious hypertensive disorders of pregnancy 
(n = 5, 10.5% each). The rest of the reasons for ad-
mission are described in table 2.

As a particularly important observation for the 
SWOT analysis and subsequent implementation of 
improvement actions in our institution, which will be 
developed in phases II and III of this analysis, it is 
important to note that 26 patients (54%) were referred 
from external military health facilities or non-institutio-
nal health services, and 22  patients (46%) arrived 
directly to the hospital, either from their homes or from 
the street (Fig. 2).

Twenty-four patients arrived pregnant (50%), with an 
average gestational age of 16 ± 4 weeks (range: 7-39) 
(Fig. 3). Out of them, five (21%) arrived at the emer-
gency department during the expulsion phase. After 
delivery was attended to, these patients were transfe-
rred along with the newborn, in good clinical condi-
tions and expeditiously, to the HMEMYN, in order to 
be followed-up by the corresponding specialty depart-
ments. Of note, there was one case of a patient who 
expelled a 19-week dead fetus immediately upon arri-
val at the emergency department, with her physical 
conditions quickly being attended to, since she arrived 
in a state of hypovolemic shock, and was later trans-
ferred to the specialty hospital.

Twenty-four patients (50%) arrived at their postpartum 
period (Fig. 3). Twelve patients presented with physio-
logical puerperium and an equal number of cases with 
surgical puerperium (50% for both cases). Puerperium 
mean duration was 2 ± 0.7 days (range: 0-4) for those 
with physiological puerperium and 0.9 ± 1.9 days (ran-
ge: 0-10) for those with surgical puerperium.

Twenty patients (42%), including those who were 
pregnant (n = 5), were treated and stabilized at the 
emergency department to be immediately transferred 
to the HMEMYN, either by their treating physician or 
after assessment and treatment by the OIRMT. The 
most common causes of care for these patients in the 
emergency department were threatened abortion and 
non-serious hypertensive disorders of pregnancy 
(5/48 [10.5%] each) (Table 2). However, some of them 
(n = 28, 58%) had to remain in the institution to be 
admitted and subjected to specialized medical-surgi-
cal management. The diagnosis that most frequently 
motivated patient hospital admission was postopera-
tive bleeding (n = 6; 22%), followed by serious 
hypertensive disorders of pregnancy and their compli-
cations (n ​​= 5; 19%, including three cases of hepatic 
rupture associated with HELLP syndrome [hemolysis, 

elevated liver enzymes, low platelet count]), and 
ruptured ectopic pregnancy (n = 3; 11%). The remai-
ning causes of admission are shown in table 3.

Figure 1. Distribution of obstetric emergencies and non-emergencies 
(N = 48). (Source: Archivo del Hospital Central Militar, 2017).

Obstetric emergencies Obstetric non-emergencies

Table 2. Causes for admission to the emergency department (n = 48)

Cause n/N (%)

Postoperative hemorrhage 6/48 (12.5)

Threatened abortion 5/48 (10.5)

Pregnancy hypertensive disorders (non‑serious) 5/48 (10.5)

Pregnancy hypertensive disorders (serious) and their 
complications

5/48 (10.5)

Urinary infection during pregnancy 4/48 (8.3)

Low‑energy trauma 3/48 (6.3)

Ectopic pregnancy (ruptured) 3/48 (6.3)

Ectopic pregnancy (non‑ruptured) 2/48 (4.2)

Bile duct lithiasic disease and its 
complications (excluding biliary‑origin acute 
pancreatitis)

2/48 (4.2)

Acute pancreatitis of various etiologies 2/48 (4.2)

Serious, non‑surgical sepsis of varied origin 2/48 (4.2)

Postsurgical sepsis 2/48 (4.2)

Acute appendicitis 1/48 (2.1)

Idiopathic pulmonary fibrosis 1/48 (2.1)

Gastrointestinal perforation 1/48 (2.1)

Pulmonary thromboembolism 1/48 (2.1)

Organ failure 1/48 (2.1)

Stroke 1/48 (2.1)

Exacerbation of chronic conditions during pregnancy 
or puerperium

1/48 (2.1)

Source: Control de Trabajo Social y Archivos del Departamento de Urgencias, Hospital 
Central Militar, 2017; Archivo del Hospital Central Militar, 2017.
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Based on the above, of the 28 admitted cases, nine 
were found to have been medically managed (32%), 
while surgical treatment was required in 19 (68%). The 
surgical interventions that were most commonly 
instituted for the management of these cases were 
surgical hemostasis maneuvers (vascular ligature, 
electrocoagulation, packing, topical hemostatic agents 
application), which were required in six cases (31.5%) 
of postoperative hemorrhage, followed by exploratory 
laparotomy for hepatic hemorrhage control and to in-
hibit bleeding from a ruptured ectopic pregnancy 
(n = 3, 16% each) (Table 4). It is important to note that 
angiography with selective angioembolization, a hi-
gh-technology resource that is permanently available 
in our hospital, was performed in five patients as an 
adjuvant to operative bleeding control.

Due to the severity of their conditions, 82% (23/28) 
of hospital-admitted patients required comprehensive 
management at the intensive care unit (ICU). Mean 
stay of these patients was 6.4 ± 4.9 days (range: 2-21). 
Of the ICU-admitted patients, 35% (8/23) required 

mechanical ventilation sometime during their stay. 
One patient (4%) with renal failure required renal func-
tion replacement therapy. Mean score upon ICU arri-
val on the APACHE II scale was 19.4 ± 8.4 (range: 7-37), 
which reflects the critical physiological state of the 
patients managed in said unit and their predicted high 
probability of death, which in these cases was 35.5%.

Among the complications, the overall morbidity rate 
in our series reached 27% (13/48), with 24 specific 
complications being found, for a mean of 1.8 specific 
complications per patient. For the purposes of this 
study, we believe that the most important are those 
related to septic complications, organ failure (mainly 
respiratory and renal), coagulopathy, thromboembolic 
phenomena and neurological accidents, and their 
stratification was therefore based on this reasoning. 
On this basis, kidney failure was the most common 
specific complication, occurring in 46% (6/13) of pa-
tients with complications, followed by coagulopathy 
and pulmonary-origin sepsis (38.5%; 5/13). The distri-
bution of the rest of specific morbidities is described 
in Table 5.

Overall mortality rate was 6.2%. Specific mortality 
for the group of pregnant patients was 0% (0/24), 
whereas for the group of puerperal patients it was 
12.5% ​​(3/24). One puerperal patient died in the 

Figure 2. Distribution of patients referred from other health services 
and directly arriving to the emergency department (N = 48). (Source: 
Archivo del Hospital Central Militar, 2017).

Referred patients Directly-arriving patients

Figure  3. Distribution of pregnant and puerperal patients (N = 48). 
(Source: Archivo del Hospital Central Militar, 2017).

Pregnant patients Puerperal patients

Table  3. Causes  (diagnoses) of hospital permanence for 
admission (n = 28) 

Cause n/n (%)

Postoperative hemorrhage 6/28 (21)

Hypertensive disorders of pregnancy (serious) and their 
complications

5/28 (18)

Ruptured ectopic pregnancy 3/28 (11)

Bile duct lithiasic disease and its 
complications (excluding biliary‑origin acute 
pancreatitis)

2/28 (7)

Acute pancreatitis of various etiologies 2/28 (7)

Non‑surgical sepsis of varied origin 2/28 (7)

Postsurgical sepsis 2/28 (7)

Acute appendicitis 1/28 (3.5)

Idiopathic pulmonary fibrosis 1/28 (3.5)

Gastrointestinal perforation 1/28 (3.5)

Pulmonary thromboembolism 1/28 (3.5)

Organ failure 1/28 (3.5)

Stroke 1/28 (3.5)

Source: Archivo del Hospital Central Militar, 2017.
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emergency department due to massive pulmonary 
thromboembolism, while another, also in her puerpe-
rium, succumbed in the regular hospitalization unit 
due to idiopathic interstitial pneumonitis at fibrotic sta-
ge. One patient with peritoneal tuberculosis and un-
controllable abdominal sepsis died at the ICU, for a 
specific mortality rate of 4.3% in this unit (1/23).

Discussion

Owing to its impact on national economy and on 
societal moral and growth, maternal health is a heal-
thcare area of the highest interest for any country. In 
Mexico, the incidence and prevalence of maternal 
complications and deaths have forced government 
authorities and nongovernmental organizations to 

institute measures at different levels of social order to 
mitigate the above-mentioned serious effects1-5.

As a reflection of the policies to increase the quality 
and safety of patient medical attention, at the Central 
Military Hospital, actions aimed at optimizing the va-
rious medical-surgical care procedures for OE and 
ONE have increased since 2012. In addition, the inte-
rest of the institution’s high authorities to promote 
professional competence and the recent moderniza-
tion of the emergency department facilities have ena-
bled to efficiently address cardiovascular diseases 
and coagulopathies, as well as to approach the patient 
during childbirth or medical abortion in an area spe-
cially designated for this purpose and with a speciali-
zed protocol (“Binomial code”). Therefore, we believe 
that all the above potentially contributes to increase 
survival in these cases and to decrease the incidence 
and prevalence of complications, especially those of 
a coagulopathic nature, thromboembolic phenomena, 
neurological accidents and organ failure. This study 
shows the experience that, making use of these 
human, material and administrative resources, the ins-
titution has gained, positioning itself as a model hos-
pital regarding the care of critical patients, including 
OE and ONE cases.

Even when most emergency department admis-
sions are cases of postoperative hemorrhage catego-
rized with obstetric triage scale “Red Code” (n = 6; 
12.5%), notably, 83% (n = 40) of obstetric cases at-
tended to in our hospital were not OEs. However, 
several of them, classified as ONEs, represent a 
population that benefits from a timely care system, 
delineated by the scales and priority allocation proce-
dures for the medical care services available in the 
institution (Table 2). Most ONEs are cases of threate-
ned abortion and non-severe hypertensive disorders 
of pregnancy, which are clinical conditions that are 
suitable for the implementation of diagnostic and the-
rapeutic approaches by medical specialists and suc-
cessful use of the corresponding specific protocols for 
the conditions in question, which are established in 
the departmental manuals, and later defining their 
hospital stay or referral to the obstetric-gynecological 
specialty hospital.

On the other hand, OE, as operationally defined in 
the institution, fortunately occurred in a lower percen-
tage of cases (17%; n = 8)1,2,6-8. In these situations, for 
its adequate approach, the protocol called “Mater 
Code”1,2,4-7 is activated at the emergency department, 
which in turn alerts, brings together and sets the 
OIRMT elements in motion. The various members of 

Table  4. Operative strategies for the treatment of patients 
undergoing surgical treatment (n = 19) 

Operative strategy* n/n (%)

Surgical hemostasis (vascular ligature, 
electrocoagulation, packing and topical hemostatic 
agents application)

6/19 (31.5)

Exploratory laparotomy with hepatostasis 3/19 (16)

Exploratory laparotomy to inhibit bleeding from ruptured 
ectopic pregnancy

3/19 (16)

Surgical cleaning (sequential), control of sepsis source 
and management with open abdomen

3/19 (16)

Laparoscopic cholecystectomy 2/19 (11)

Laparoscopic appendectomy 1/19 (5)

Thoracotomy at the emergency department, with open 
chest and abdomen management 

1/19 (5)

*Angiography with selective angioembolization was employed in five patients as an 
adjuvant to operative bleeding control.
Source: Archivo del Hospital Central Militar, 2017.

Table 5. Specific mortality distribution (n = 13)

Type of complication* Specific complication (n/n; %)

Septic complications Pulmonary sepsis (5/13; 38.5)
Persistent abdominal sepsis (3/13; 23)

Organ failure Kidney failure (6/13; 46)
Liver failure (2/13; 15.5)
Heart failure (1/13; 8)

Coagulopathy Coagulopathy associated with pregnancy or 
puerperium (5/13; 38.5)

Neurological accidents Ischemic stroke (1/13; 8)

Others Lethal arrhythmia (1/13; 8)

*No thromboembolic complications were found, although this phenomenon was the 
cause of death of one puerperal patient at the emergency department.
Source: Archivo del Hospital Central Militar, 2017.
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this team proceed to look after the patient according 
to the procedure that is applicable to the specific con-
dition she arrives with, requesting, by means of spe-
cial administrative regulations, the intervention of obs-
tetrics-gynecology and pediatrics specialists belonging 
to HMEMYN, which is a facility near our hospital, with 
them arriving within the next 20 minutes after the call. 
When the nature of the “Mater Code” protocol 
activation indications were stratified, we found that the 
conditions that most often motivate it are cases of 
postoperative hemorrhage and serious hypertensive 
disorders of pregnancy and their complications, which 
enables that, after adequate cardiologic and 
neurological assessment and treatment in regular 
hospitalization or even in intensive cardiovascular 
care units, patients can be referred to the correspon-
ding specialty center with marked improvement in 
their physical conditions. Unfortunately, in these spe-
cific cases, surgical specialists’ intervention has also 
been required, specifically for the treatment of three 
patients with HELLP-related hepatic rupture. Due to 
its permanent availability in our hospital, practicing 
angiography with selective angioembolization was 
also possible in these three patients as an adjunctive 
method to surgical hepatostasis.

One patient with immediate surgical puerperium and 
exsanguinating coagulopathic bleeding who was 
transferred from the HMEMYN, had a thoracotomy 
practiced at the emergency department with excellent 
results for life and neurological function, which repre-
sents a remarkable achievement for our institution and 
with no doubt constitutes a national benchmark for the 
practice of the procedure, since the reports on its use 
in non-traumatic cardiac arrest are anecdotal8,9. Mo-
reover, it reflects the great potential of the human and 
material resources of our hospital for the care of obs-
tetric patients in extremis.

The overall complication rate found in our series was 
27% (n = 13), with the most common being kidney 
failure (6/13, 46%), pulmonary-origin sepsis and coa-
gulopathy (5/13, 38.5%), which are specific conditions 
that have been reported in the literature as those that 
occur most frequently in cases of morbidity10-14. This 
contrasts with observations reported for general hos-
pitals, where the overall morbidity rate is 6-21%. We 
consider that this phenomenon is fundamentally due 
to the fact that several referred patients arrive in ana-
tomical and physiological conditions of high severity, 
presenting with complications that were in fact already 
computed for our analysis and showing a torpid clinical 
evolution, which further increased the morbidity rate.

Overall mortality in our series was 6.2% (3/48). One 
puerperal patient with idiopathic interstitial lung disea-
se at fibrotic stage died in the regular hospitalization 
unit, and another, also in her puerperium, succumbed 
with massive pulmonary thromboembolism at the 
emergency department, for a mortality of 4.1% (2/48) 
outside the ICU. However, to analyze this issue in 
greater depth, it is necessary to emphasize on the 
large proportion of patients who met the criteria for 
ICU admission (23/48, 48%). As previously mentio-
ned, the high APACHE II score these patients arrived 
with, which reached the order of 19.4 in the 
corresponding scale, was related to a predicted high 
possibility of death (35.5%). Hazelgrove et al.10, in a 
multicenter study of obstetric admissions to 14 inten-
sive care units (N = 210), which perhaps represents 
the largest specific series reported in the literature, 
found a maternal mortality rate of 3.3%, with causes 
of death being defined as shock status of various ori-
gins and cardiovascular diseases. Clearly, in spite of 
the statistical correlation between the APACHE II sco-
re and predicted mortality, the overall mortality rate in 
the ICU was lower than expected and than the mean 
rate indicated by the world literature (15%, range: 
1-33%)10-14. This, in addition to the reduced sample 
size, may reflect the opportunity for protocol-based 
care being provided to these patients since their very 
stay at emergency department. Moreover, the ICU has 
the necessary human and material resources (with 
slow continuous renal replacement therapy standing 
out) that as a whole are essential to avoid interrupting 
the timely and highly specialized care required by 
these patients.

By virtue of not having the possibility of following 
the newborns up, we are aware that this study lacks 
the necessary power to analyze the clinical evolution 
of the mother-child binomial, which is an important 
factor in determining the timeliness, quality and safety 
of the medical-surgical care provided to the mother, 
since the newborn’s prognostic indexes are an indis-
putable reflection of that which has been previously 
pointed out.

In conclusion, as a consequence of the position of 
the Federal Government and the interested Govern-
ment Agencies, as well as of the military authorities, 
the Central Military Hospital has delineated and defi-
ned various procedures to reduce maternal morbidity 
and mortality. We have the reasonable certainty that 
the correct practice of these procedures and close 
collaboration with the HMEMYN will contribute to 
achieving the desired institutional goals, and help 
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covering the priorities related to maternal health as 
stipulated in the National Health Policy3.
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