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Abstract 
Background: High mortality rates have been reported for obstetric and gynecological cases admitted 

to ICUs in sub-Saharan Africa. These ICUs, often managed by anesthetists, face challenges such as 

limited bed capacity and inadequate monitoring equipment. Understanding the sociodemographic 

factors, reasons for admission, and outcomes is essential for improving patient care. 

Objectives: This study investigates the sociodemographic characteristics, admission reasons, 

complications, and maternal outcomes of obstetric and gynecological patients in the ICU. 

Methods: A retrospective observational study analyzed patient records from the ICU at University 

College Hospital, Ibadan. Data collected included sociodemographic information, risk factors, and 

outcomes. Descriptive statistics and logistic regression were used to identify mortality predictors. 

Results: Eighty-three patients were admitted, with 78.3% due to obstetric causes and a 28.9% mortality 

rate. The patients’ ages ranged from 17 to 54, with 59% having tertiary education. Most had a GCS of 

13-15, and 60.2% required ventilation. Key interventions included ventilation support (60.2%) and 

blood transfusion (55.4%). Eclampsia (33.7%) and obstetric hemorrhage (20.5%) were the most 

common reasons for admission. Sepsis (16.9%) was the top complication, with most deaths occurring 

within 24 hours. Significant mortality predictors included age, GCS, delivery before ICU, and 

ventilation support. 

Conclusion: ICU presence has improved maternal outcomes. Enhanced collaboration between 

traditional birth attendants and hospitals, along with training on aseptic techniques and risk recognition, 

is crucial to further reduce maternal deaths. 

 

Keywords: Obstetric and Gynecological ICU, maternal mortality, sociodemographic factors 

 

Introduction 
Managing critically ill obstetric patients poses unique challenges due to the physiological 
changes of pregnancy and the need to balance maternal and fetal well-being [1]. While 
pregnancy is typically viewed as a natural process, complications can arise, requiring 
admission to the Intensive Care Unit (ICU), particularly around delivery. Most obstetric ICU 
patients stay less than 48 hours, with better outcomes than other ICU patients [2], though 
mortality remains a concern, especially for women over 30 years old [3]. Indications for 
intubation and mechanical ventilation of the obstetric patient has been known to assist ICU 
patient in situations such as inadequate oxygenation, inadequate ventilation, and airway 
protection but are adjusted to address changes in a pregnant woman's physiologic condition 
and puerperium [36].  

Hypertensive disorders, hemorrhage, and sepsis are the leading causes for obstetric ICU 

admissions, with ICU referrals often linked to pregnancy complications [2, 3, 7]. The rise in 

ICU admissions is attributed to factors such as advancing maternal age, obesity, and other 

comorbid conditions. Despite these challenges, many pregnant women requiring ICU care 

experience favorable outcomes, though risks remain elevated for both mothers and neonates. 

In sub-Saharan Africa, mortality rates for obstetric and gynecological ICU patients range 

from 34.8% to 49% [10, 11]. In Nigeria, most ICUs are located in teaching hospitals, 

particularly in the South-West zone, and operate under a general open model overseen by an 

Anaesthetist. However, limited bed capacity and inadequate monitoring equipment hinder 

optimal care [12]. Understanding the sociodemographic characteristics, indications, risk 

factors, and outcomes of ICU admissions is crucial for improving patient care and reducing 

maternal mortality. 
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Methodology 

A retrospective observational study was undertaken to 

analyze data pertaining to obstetric and gynecological 

patients admitted to the Intensive Care Unit (ICU) from 1st 

Mar. 2021 to 31st Feb. 2023. The study was conducted at the 

University College Hospital in Ibadan, a tertiary care facility 

equipped with a dedicated ICU tailored for obstetrics and 

gynecology cases. 

 

Data Collection: Patient case records were meticulously 

extracted from the hospital's archives and scrutinized to 

gather relevant information. These encompass 

sociodemographic characteristics such as age, parity, as well 

as indications for ICU admission, underlying risk factors, 

encountered complications, and maternal outcomes. 

 

Data Analysis: Descriptive statistical methods were applied 

to analyze sociodemographic characteristics, indications for 

admission, complications, and maternal outcomes. 

Additionally, logistic regression analysis was employed to 

identify potential risk factors associated with mortality 

among the study cohort. Data collected from the study were 

analyzed using appropriate statistical methods to assess 

characteristics of the patients, including mean, median, 

standard deviation. 

 

Ethical Considerations 

The study adheres strictly to ethical guidelines and 

protocols, obtaining requisite approvals from the University 

of Ibadan/ University College Hospital Ibadan Institutional 

Review Board (IRB) before commencement of the study. 

Confidentiality of patient information was maintained 

throughout all phases of the study, with data anonymization 

procedures implemented where necessary to protect patient 

privacy. 

 

Results 

Background and clinical characteristics of study patients 

A total of 83 patients were admitted to the ICU during the 

study period, with obstetric causes accounting for 78.3% of 

admissions. None of the patients had a repeat ICU 

admission from a different pregnancy. The mortality rate 

was 28.9%. Patients' ages ranged from 17 to 54 years, with a 

mean of 32 years. Most had tertiary education (59%), and a 

Glasgow Coma Scale (GCS) score between 13 and 15 

(57.8%). Ventilatory support was required for 60.2% of the 

patients, and additional interventions included ionotropic 

support (24.1%), surgical interventions (22.8%), and blood 

transfusion (55.4%). The majority (83.1%) had delivered 

before ICU admission, and the average ICU stay was 4.9 

days, with 81.9% of patients staying for 1-6 days. 

Table 1: Socio-demographic and clinical characteristics of study patients 
 

Variables Frequency(N=83) Percentage (%) Died(N) Discharged (N) 

Age 

≤25 17 20.5 2 15 

26-35 45 54.2 13 32 

≥35 21 25.3 9 12 

Mean age(±SD) 32.0(±8.3)    

Level of Education 

Secondary 33 41.0 7 26 

Tertiary 49 59.0 17 32 

Reasons of ICU admission 

Obstetric 65 78.3 13 52 

Non-Obstetric 18 21.7 7 11 

Parity 

Primigrivida 55 66.3 16 39 

Multigravidia 28 33.7 8 20 

Duration of stay (Days) 

1 11 13.3 9 2 

2 10 12.0 1 9 
3 15 18.1 3 12 

4 11 13.3 2 9 

5 11 13.3 2 9 

6 10 12.0 2 9 

≥7 15 18.1 5 10 

Mean age(±SD) 4.9(±4.2)    

GCS 

3-8(unconscious) 24 28.9 16 8 

9-12(semi-conscious) 11 13.3 2 9 

13-15conscious) 48 57.8 6 42 

Ventilation support 

No 33 39.8 1 32 

Yes 50 60.2 23 27 

Interventions 

ionotropic support 20 24.1 16 4 

anticonvulsant 25 30.1 11 14 

intravenous antihypertensive 24 28.9 4 20 

pelvic ultrasound (USS) 8 9.6 3 5 

tracheostomy 1 1.2 1 0 

haemodialysis 4 4.8 2 2 

laparotomy 3 3.6 2 1 

Blood Transfusion 46 55.4 13 33 

Delivery before ICU admission 

No 14 16.9 9 5 

Yes 69 83.1 15 54 

Outcome 

Died 24 28.9   

discharged 59 71.1   
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Indications for ICU admissions 

Eclampsia (33.7% (28)) and obstetric haemorrhage (20.5% 

(17)) were the top two indications for obstetric ICU 

admission during the review period, followed by sepsis 

(13.3% (14)) as illustrated in fig 1. 

 

 
 

Fig 1: Comparison of major Diagnosis for obstetrics & Gynaecology ICU admission in University College Hospital, Ibadan between 1st 

march 2021- 31st Feb. 2023 
 

Complications associated with ICU admission 

Sepsis (16.9% (6)) was the top complication associated with 

obstetric ICU admission during the review period, followed 

by seizure, anemic heart failure, hypotension, and acute 

kidney injury (AKI), each accounting for 7.2% (6), as 

illustrated in Figure 2. 

 

 

 

Factors influencing outcomes following obstetric ICU 
admission 
In the study, 10.84% of participants died on the first day of 
ICU admission, followed by 1.2% on the second day and 
3.61% on the third day. A significant proportion of obstetric 
deaths in the ICU (37.5%) occurred within the first 24 hours 
of admission. Key factors associated with maternal 
mortality included age, Glasgow Coma Scale (GCS) score, 
delivery before ICU admission, and the need for ventilation 
support. 
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Fig 2: Comparison of Complications with obstetrics & Gynaecology ICU admission in University College Hospital, Ibadan between 1st 

march 2021- 1st Feb. 2023 

 

 
 

Fig 3: Comparison of duration of stay among obstetrics & Gynaecology ICU admission in University College Hospital, Ibadan between 1st 

march 2021- 1st Feb. 2023 
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Table 2: The relationship between risk factors and maternal outcome 
 

Risk factors Odd Ratio P-Value 

Age group 0.453 0.04* 

Level of Education 0.488 0.167 

Parity 0.567 0.425 

GCS 7.987 0.000* 

Delivery before ICU 45.016 0.000* 

Ventilation Support 0.037 0.02* 

Surgical Intervention 2.1833 0.380 

*= Statistically significant 

 

Age group, GCS, Delivery before ICU, and ventilation support were significant for maternal mortality. 

 

 
 

Fig 4: Kaplan-Meier Survival estimates following obstetric and gynaecological ICU admission compared among different patients’ age 

group 

 

 
 

Fig 5: Kaplan-Meier Survival estimates following obstetric and gynaecological ICU admission compared among different patients’ 

Educational Level 

https://www.anesthesiologyjournal.in/


International Journal of Anesthesiology Research https://www.anesthesiologyjournal.in 

~ 16 ~ 

 
 

Fig 6: Kaplan-Meier Survival estimates following obstetric and gynaecological ICU admission compared between participants who 

delivered before ICU and those who delivered in ICU 

 

 
 

Fig 7: Kaplan-Meier Survival estimates following obstetric and gynaecological ICU admission compared among different patients’ GCS 

score 
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Fig 8: Kaplan-Meier Survival estimates following obstetric and gynaecological ICU admission compared between participants who had 

ventilation support and those who did not have 

 

 
 

Fig 9: Kaplan-Meier overall Survival estimates following ICU admission 

 

Discussion 

This study includes 83 patients with an average age of 32 

treated in UCH ICU within the duration of one month, 

March 2024 to April 2024. The study evaluates diagnoses 

for obstetrics and gyneacology ICU admissions, their 

outcomes, and the factors influencing these outcomes to 
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support continuous quality improvement in obstetrics and 

gynecology care at the University College Hospital, Ibadan, 

Nigeria. Obstetric ICU admissions made up 78.3% of the 

total, while non-obstetric conditions (Gyneacological) 

accounted for 21.7%. The mortality rate for obstetric and 

gyneacological ICU admissions was 28.9%, compare to 

17.6% of obstetrics ICU patient death in multidisciplinary 

ICU in tertiary care hospital in northern India [31]. 

Significant predictors of death, as identified by logistic 

regression analysis, includes higher age, lower Glasgow 

Coma Scale (GCS) scores, the need for mechanical 

ventilation, and delivery before ICU admission. Our 

findings of a higher rate of obstetric admissions are 

consistent with other studies, which have shown a greater 

incidence of ICU admissions among obstetric patients 

compared to those seeking gyneacological care [2, 3]. 

The study found that women over 25 years old had a higher 

risk of ICU deaths compared to those under 25 years, with 

the highest risk observed in those over 35 years. This aligns 

with a study by Walter from 19 units hospital within the 

South East Thames region and he concluded maternal 

mobidity following admission in ICU occur in mothers that 

are >34 year [13, 33]. This is expected for women aged 35 

years and above, as this age group has a greater risk of 

obstetric complications and potential underlying medical 

conditions that may predispose them to a higher likelihood 

of death [14-16]. The level of education was not a significant 

factor in maternal mortality in this study. However, 

educating providers and women of advanced maternal age 

(AMA) is crucial for facilitating clinical decision-making 
[32]. This education should take into account cultural 

influences, risk perception, and women's health literacy, and 

should also address providers' biases and systemic issues in 

the region. 

Eclampsia (33.7%), obstetric haemorrhage (20.5%), and 

sepsis (16.9%) were the most prominent indications for ICU 

admission during the review period, consistent with 

previous studies identifying these conditions as major risk 

factors responsible for 70-80% of obstetric admissions 

worldwide [2, 17-20]. 

In our study, primigravidae, and increasing maternal age are 

known risk factors for the occurrence of these conditions [19-

23], this finding indirectly supports this conclusion. In our 

study, sepsis emerged as the primary complication 

following ICU admission, consistent with many studies that 

have reported a high fatality rate and frequent occurrence of 

maternal sepsis [24, 25]. Given the significant contribution of 

eclampsia, haemorrhage, and sepsis to obstetric and 

gynecological ICU admissions in our study, particularly the 

high incidence of sepsis complications, it is crucial to 

emphasize screening, prevention, and early diagnosis of 

preeclampsia. This approach facilitates timely and 

appropriate management to prevent severe morbidity that 

may necessitate ICU admissions. Emergency preparedness 

in care units for pregnant women and labor wards is equally 

vital, as early interventions during the initial moments of 

haemorrhage can significantly impact outcome care; thus, 

early recognition of the need for ICU care, adequate pre-

ICU resuscitation and supportive care and prompt referral 

will improve the outcome of care [13]. Maintaining a high 

index of suspicion for sepsis in at-risk women is essential 

for prompt diagnosis and initiating treatment with suitable 

antimicrobials. Additionally, implementing antibiotic 

sensitivity patterns and stewardship is important to ensure 

effective management and improve outcomes for septic 

patients. 

During the study period, 60.2% of obstetrics and 

gynecology ICU admissions required mechanical 

ventilation. This rate is lower than the 90% reported in ICU, 

Delta state teaching hospital, Abraka, Nigeria [26] and the 

95% reported in the ICU of Kamuzu Central Hospital, 

Malawi [10] but higher than rates observed in Kara 

University Hospital, Ghana [27] and in St. Paul’s Hospital, in 

Addis Ababa, Ethiopia [28]. The disparity between our 

findings and those from other African countries may stem 

from differences in the severity of morbidity at presentation. 

It is possible that while late referrals to UCH, Ibadan may 

have been cause of obstetrics ICU death compared to the 

other study sites mentioned above in Nigeria and Malawi. It 

has been reported that among the factors of maternal death 

in Nigeria include poor ante-natal care which often result to 

delivery at home, mission houses with unattended problem 

of prolong obstructed labour risk of uterine rupture and 

severe antepartum or postpartum haemorrhage [34], 

compared to developed countries [35]. 

The current study aligns with an earlier report where 

mechanical ventilation was identified as a statistically 

significant predictor of obstetric ICU deaths [29, 30]. Delayed 

access to ventilator support can lead to irreversible hypoxic 

damage and exacerbate the condition of patients who 

require it. Therefore, improving accessibility to ventilators 

is crucial for enhancing outcomes. Despite the interventions 

of inotropic support, anticonvulsants, intravenous 

antihypertensive, pelvic ultrasound (USS), tracheostomy, 

haemodialysis, laparotomy, and blood transfusion, mortality 

rates remained slightly elevated. It is presumed that in many 

of these obstetric cases, pre-existing conditions may have 

been exacerbated by pregnancy. Promoting health measures 

to mitigate risk factors such as smoking, excessive alcohol 

consumption, and sedentary lifestyles is essential to reduce 

the impact. Furthermore, tackling this challenge requires 

expertise in specialized fields such as maternal-fetal 

medicine, critical care medicine and nursing, obstetric and 

gynecological anesthesiology, cardiology, and neonatology. 

Strengthening these disciplines will enhance healthcare 

providers' capabilities to effectively manage these complex 

cases. 

 

Conclusion  
In this study, eclampsia, haemorrhage, and sepsis emerged 
as the primary reasons for ICU admission among obstetrics 
and gynecology patients. Key interventions included 
cardiovascular and ventilator support. The availability of an 
ICU has notably helped to reduce maternal mortality rates in 
the region. To further mitigate maternal deaths, we suggest 
initiatives aimed at fostering collaboration between 
traditional birth attendants (TBAs) and hospitals. Training 
on aseptic delivery techniques and early identification of 
risk factors for conditions like pregnancy-induced 
hypertension, antepartum hemorrhage, and sepsis are crucial 
steps to reduce maternal mortality associated with these 
complications. 
 

Conflict of Interest 

Not available 

  

Financial Support 

Not available 

 

https://www.anesthesiologyjournal.in/


International Journal of Anesthesiology Research https://www.anesthesiologyjournal.in 

~ 19 ~ 

References  

1. Koukoubanis K, Prodromidou A, Stamatakis E, 

Valsamidis D, Thomakos N. Role of Critical Care Units 

in the management of obstetric patients. Biomedical 

Reports. 2021;15(1):1-6. 

2. Creanga AA. The epidemiology of maternal intensive 

care unit admissions. Principles and Practice of 

Maternal Critical Care. 2020, 33-43. 

3. Umar A, Gambo I. Obstetric and gynaecologic 

admissions in an intensive care unit in a Nigerian 

tertiary health institution. International Journal of 

Gynaecology and Obstetrics Sciences. 2021. 

4. Fawole A, Bolaji B, Oyedepo O, Adeniran A. Critically 

ill obstetric admissions into a tertiary hospital's 

intensive care unit. 2015. 

5. Pattnaik T, Samal S, Behuria S. Obstetric admissions to 

the intensive care unit: a five-year review. International 

Journal of Reproduction, Contraception, Obstetrics and 

Gynecology. 2015;4(6):1914-1917. 

6. Adelaye SM, Anzaku AS, Onwuhafua PI. Obstetric and 

gynaecological admissions in an intensive care unit of a 

Nigerian teaching hospital: a five-year review. Tropical 

Journal of Obstetrics and Gynaecology. 2016;33(1):44-

50. 

7. Mufti AH, Wani NJ. Obstetric intensive care unit 

admission--clinical profile and outcome--a tertiary care 

hospital experience. International Journal of 

Reproduction, Contraception, Obstetrics and 

Gynecology. 2022;11(4):1245-1249. 

8. John O, Fiebai O. Admission pattern for obstetrics and 

gynaecology patients in a tertiary hospital: a two-year 

review. IOSR Journal of Dental and Medical Sciences. 

2024;23:57-63. 

9. Lin L, Chen YH, Sun W, Gong JJ, Li P, Chen JJ, et al. 

Risk factors of obstetric admissions to the intensive 

care unit: an eight-year retrospective study. Medicine. 

2019;98(11):e14835. 

10. Prin M, Kadyaudzu C, Aagaard K, Charles A. Obstetric 

admissions and outcomes in an intensive care unit in 

Malawi. International Journal of Obstetric Anesthesia. 

2019;39:99-104. 

11. Ntuli TS, Ogunbanjo G, Nesengani S, Maboya E, 

Gibango M. Obstetric intensive care admissions at a 

tertiary hospital in Limpopo Province, South Africa. 

Southern African Journal of Critical Care. 

2015;31(1):8-10. 

12. Ogunbiyi O, Sanusi A, Osinaike B, Yakubu S, Rotimi 

M, Fatungase O. An overview of intensive care unit 

services in Nigeria. Journal of Critical Care. 

2021;66:160-165. 

13. Adeniran AS, Bolaji BO, Fawole AA, Oyedepo OO. 

Predictors of maternal mortality among critically ill 

obstetric patients. Malawi Medical Journal. 

2015;27(1):16-19. 

14. Smithson SD, Greene NH, Esakoff TF. Pregnancy 

outcomes in very advanced maternal age women. 

American Journal of Obstetrics & Gynecology MFM. 

2022;4(1):100491. 

15. Correa-de-Araujo R, Yoon SS. Clinical outcomes in 

high-risk pregnancies due to advanced maternal age. 

Journal of Women's Health. 2021;30(2):160-167. 

16. Huang C, Jiang Q, Su W, Lv F, Zeng J, Huang P, et al. 

Age-specific effects on adverse pregnancy outcomes 

vary by maternal characteristics: A population-based 

retrospective study in Xiamen, China. BMC Public 

Health. 2023;23(1):326. 

17. Lam MTC, Dierking E. Intensive care unit issues in 

eclampsia and HELLP syndrome. International Journal 

of Critical Illness and Injury Science. 2017;7(3):136-

141. 

18. Laskowska M. Prevalence, diagnosis, and management 

of eclampsia and the need for improved maternal care: 

A review. Medical Science Monitor. 2023;29:e939919. 

19. Lee K, Brayboy L, Tripathi A. Pre-eclampsia: a scoping 

review of risk factors and suggestions for future 

research direction. Regenerative Engineering and 

Translational Medicine. 2022;8(3):394-406. 

20. Chang KJ, Seow KM, Chen KH. Preeclampsia: recent 

advances in predicting, preventing, and managing the 

maternal and fetal life-threatening condition. 

International Journal of Environmental Research and 

Public Health. 2023;20(4):2994. 

21. Cavazos-Rehg PA, Krauss MJ, Spitznagel EL, 

Bommarito K, Madden T, Olsen MA, et al. Maternal 

age and risk of labor and delivery complications. 

Maternal and Child Health Journal. 2015;19:1202-

1211. 

22. Ogunwole SM, Mwinnyaa G, Wang X, Hong X, 

Henderson J, Bennett WL. Preeclampsia across 

pregnancies and associated risk factors: findings from a 

high‐risk US birth cohort. Journal of the American 

Heart Association. 2021;10(17):e019612. 

23. Zhang M, Wan P, Ng K, Singh K, Cheng TH, 

Velickovic I, et al. Preeclampsia among African 

American pregnant women: an update on prevalence, 

complications, etiology, and biomarkers. Obstetrical & 

Gynecological Survey. 2020;75(2):111-120. 

24. Escobar MF, Echavarría MP, Zambrano MA, Ramos I, 

Kusanovic JP. Maternal sepsis. American Journal of 

Obstetrics & Gynecology MFM. 2020;2(3):100149. 

25. Al-Wadees AAN, Al-Khayyat AN, Yaqoob QA. The 

outcome of sepsis patients admitted to the intensive 

care unit: experience of 100 cases. Medical Archives. 

2021;75(1):35. 

26. Jasper A. Critical care of the obstetric patients in the 

intensive care unit of a Nigerian tertiary hospital: a 4-

year review. 2015. 

27. Anane-Fenin B, Agbeno EK, Osarfo J, Opoku Anning 

DA, Boateng AS, Ken-Amoah S, et al. A ten-year 

review of indications and outcomes of obstetric 

admissions to an intensive care unit in a low-resource 

country. PLoS One. 2021;16(12):e0261974. 

28. Beza Z, Tadesse R, Teshome H, Tadele G, Siferih M. 

Admission indications, initial diagnoses, interventions, 

and patient outcomes within the sole obstetric high-

dependency unit in Ethiopia. BMC Women's Health. 

2024, 24. 

29. Debebe F, Goffi A, Haile T, Alferid F, Estifanos H, 

Adhikari NK. Predictors of ICU mortality among 

mechanically ventilated patients: an inception cohort 

study from a tertiary care center in Addis Ababa, 

Ethiopia. Critical Care Research and Practice. 

2022;2022(1):7797328. 

30. Zhao H, Wang G, Lyu J, Zhang X, An Y. Prediction of 

mechanical ventilation greater than 24 hours in 

critically ill obstetric patients: ten years of data from a 

tertiary teaching hospital in mainland China. BMC 

Pregnancy and Childbirth. 2021;21:1-9. 

https://www.anesthesiologyjournal.in/


International Journal of Anesthesiology Research https://www.anesthesiologyjournal.in 

~ 20 ~ 

31. Joseph CM, Bhatia G, Abraham V, Dhar T. Obstetric 

admissions to tertiary level intensive care unit: 

prevalence, clinical characteristics and outcomes. 

Indian Journal of Anaesthesia. 2018;62(12):940-944. 

32. Correa-de-Araujo R, Yoon SS. Clinical outcomes in 

high-risk pregnancies due to advanced maternal age. 

Journal of Women's Health. 2021;30(2):160-167. 

33. Waterstone M, Murphy JD, Bewley S, Wolfe C. 

Incidence and predictors of severe obstetric morbidity: 

case-control study. BMJ. 2001;322(7294):1089-1094. 

34. Eyelade OR, Amanor-Boadu SD, Sanusi AA, Oluwole 

OA, Sotunmbi PT, Soyannwo OA, et al. Intensive care 

unit admissions during the puerperium in Ibadan. 

Tropical Journal of Obstetrics and Gynaecology. 

2005;22:56-59. 

35. Patterson V, Swinfen P, Swinfen R, Azzo E, Taha H, 

Wootton R. Supporting hospital doctors in the Middle 

East by email telemedicine: Something the 

industrialized world can do to help. Journal of Medical 

Internet Research. 2007;9(4):e639. 

36. Jorge LF. Considerations for mechanical ventilation in 

the critically ill obstetric patient. Critical Care. 

2020;6(4):10. 

 
How to Cite This Article 

Idowu O, Bello O. Evaluation of Obsterics and Gyneacological 

patient’s admitted to a tertiary hospital intensive care unit. 
International Journal of Anesthesiology Research. 2025;7(1):11-20. 

 

 

Creative Commons (CC) License 

This is an open access journal, and articles are distributed under the 

terms of the Creative Commons Attribution-NonCommercial-
ShareAlike 4.0 International (CC BY-NC-SA 4.0) License, which 

allows others to remix, tweak, and build upon the work non-

commercially, as long as appropriate credit is given and the new 
creations are licensed under the identical terms. 

https://www.anesthesiologyjournal.in/

