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Critical support prior to and during 
transport/transfer
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Disclosures

• Dr Kirkland – None
• Dr Wagner - None

3

Objectives

• To describe recent advances in transport of critically ill patient
• To describe the unique needs for transporting critically ill pregnant patients
• To describe initial therapies indicated prior to transport
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Maternal Mortality
♥ the most common causes of 

pregnancy-related deaths were 
cardiovascular conditions:

♥ congenital heart disease, 
♥ ischemic heart disease
♥ cardiac valvular disease
♥ hypertensive heart disease,
♥ congestive heart failure
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DON’Ts

• Do not give barbiturates for seizures or intubation induction! Due to risk of 
difficult/unsuccessful airway

• Do not give Ondansetron for hyperemesis without knowing what the QTc is! Due to risk 
of undiagnosed long QT

• Do not give terbutaline in preterm labor! No longer recommended
• Don’t hesitate to call a Level IV maternal care center for help with patient 

management! Even if they can’t accept, they can still advise.
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REMEMBER…

Any patient either pregnant or within 
6 weeks of delivery is at greater risk of 
early physiologic decline than a 
nonpregnant/nonpostpartum patient, 
based on the adaptive changes of 
pregnancy
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When considering transport…

EMTALA ties the responsibility for patient care, interfacility transport team composition, 
equipment, and selection to the sending physician
Adverse events occur in 5–28% of critical care transports. 
Transport less than 50 miles (80 km) by ground ambulance,

50–150 miles (80–240 km) by helicopter, and 
greater than 150 miles (> 240 km) by fixed-wing aircraft. 

Assess total transport time, particularly for time-sensitive conditions such as myocardial 
ischemia, intracranial hemorrhage, stroke, or severe injury in which time may be saved by 
using aeromedical CCT even over short geographical distances

Wilcox SR, et al. Interfacility Transport of Critically Ill Patients. 2022 • Volume 50 • Number 10
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Regionalization of Obstetric Care
Examples of Appropriate Patient by Level

Accredited birth Center: uncomplicated singleton vertex fetus, expected uncomplicated 
birth
Level 1: low risk women with uncomplicated pregnancy

higher risk: uncomplicated twin gestation, uncomplicated cesarean delivery, 
preeclampsia, well-controlled gestational diabetes

Level II: placenta previa with no previous uterine surgery,
maternal conditions needed monitoring: pregestational diabetes, poorly 

controlled asthma, poorly controlled/complicated HTN
anticipated complicated C section

ACOG, SMFM, CDC, Arizona Perinatal Trust, National Perinatal Information Center 
developed Levels of Maternal Care verification program published in 2018.

Copyright February 2015 by the American
College of Obstetricians and Gynecologists, 409
12th Street, SW, PO Box 96920, Washington,
DC 20090-6920. All rights reserved.
http://dx.doi.org/10.1016/j.ajog.2014.12.030 9

Examples of Appropriate Patient by Level

Level III: moderate maternal cardiac disease, accreta/previa and prior uterine surgery, 
suspected percreta, ventilatory support, acute fatty liver of pregnancy, coagulation 
disorders, complex hematologic or autoimmune disease, preeclampsia with severe 
features remote from term

Level IV: severe maternal cardiac conditions, severe pulmonary HTN, neurosurgery or 
cardiac surgery, unstable and in need of organ transplant

Has all specialties + 24/7  Maternal Fetal Medicine specialists' availability
Abbott Northwestern Hospital is a Level IV Maternal Care Center
United and Mercy Hospitals are not Level IV 

Obstetric Care Consensus: Levels of Maternal Care. OB GYN 2019 134(2)
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Crit Care Med. 2022 Oct 1;50(10):1461-1476
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Crit Care Med. 2022 Oct 1;50(10):1461-1476
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Adaptive changes of pregnancy and how they 
can mask acute illness
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Adaptive changes in pregnancy affecting pre-
transport care - Hemodynamics
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Increased 
volume loading 

post delivery

Increased 
volume 
loading 

post 
delivery

Greatest risk for pulmonary edema and heart failure first 24 hours post delivery!

15

16



11/8/2024

©AllinaHealthSystems 9

Heart rates

Loerup,et al. Trends of BP and HR in normal pregnancies 2019.BMC Med 17,167

Mean 78-85 bpm; 
None over 95
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Adaptive changes of pregnancy affecting 
pre-transport care – Pulmonary

• Progressive decrease in functional 
residual capacity (FRC) by 10% to 25% by 
term

• Major change is decreased expiratory 
reserve volume. 

• Chest wall and total respiratory 
compliance reduced in the third 
trimester from chest wall changes and 
increased abdominal pressure.

• Minute ventilation increases 20-
40%,driven by increased tidal volume 
from progesterone, causing respiratory 
alkalosis with compensatory metabolic 
acidosis

• Decreased FRC, ERV + increased oxygen 
consumption increase risk of hypoxia, 
and rapid desaturation with sedation

Lapinsky.Pregnancy. https://thoracickey.com/pregnancy/
Accessed 8/17/2024
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Oxyhemoglobin dissociation curve in 
pregnancy
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