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Abstract 
Background: Maternal Near Miss refers to a women who nearly died but survived a complication that 

occurred during pregnancy, childbirth or within 42 days of termination of pregnancy. The aim of this study 

is to analyze maternal near miss events in a local context and to identify gaps and contextualize corrective 

measures to be taken. 

Methods: This prospective study was conducted in the Obstetrics and Gynaecology department of Raja 

Muthiah Medical College and Hospital, Chidambaram, Tamil Nadu during January 2020 to January 2022. 

The study population comprised of critically ill pregnant, laboring, post-partum and post abortal women 

admitted in OG ICU and were identified based on the WHO criteria for maternal near miss. The data was 

monitored by maintaining a review register. 

Results: Most of the participants belonged to the age group of 19 to 24 years. 22.5% were G1 and in 

antenatal period. 31% were P1 and in postnatal period. Most participants were in their postnatal period. The 

cause for MNM in 19.5% participants was placenta previa, in 10.5% it was cardiomyopathy and in 7.5% it 

was COVID pneumonia and severe anaemia, respectively. Abruptio placenta, pulmonary edema and 

ruptured ectopic, each contributed 7% to causes of MNM. 

Conclusion: The majority of cases in Raja Muthiah Medical College and Hospital were near miss on 

arrival, which attribute to failure of recognition of the seriousness of the condition. The study of MNM 

helps us to reduce the maternal morbidity. This study helps to observe the trends of maternal near miss 

event in our institution. 

 

Keywords: Maternal near-miss events, prospective study, admission to ICU, maternal mortality 

 

Introduction  

Maternal Near Miss refers to a women who nearly died but survived a complication that 

occurred during pregnancy, childbirth or within 42 days of termination of pregnancy. Maternal 

near-miss cases occur in larger numbers than maternal deaths hence they require comprehensive 

analysis when studied. However, there is scarcity of information on determinants of maternal 

near-miss cases. Over the last decade, there is gaining momentum to use Maternal Near Miss as 

an indicator of obstetric care. 

As per the latest report of the Registrar General of India, Maternal Mortality Ratio of India has 

declined from 212 per 100,000 live births in the period 2007- 09 to 130 per 100,000 live births. 

Reducing maternal mortality and improving existing health care is a prime concern both for the 

country and worldwide. Both, Maternal mortality and maternal near miss are important 

indicators of maternal health. Maternal mortality, is often described as “the tip of the iceberg”, 

and maternal morbidity as the base. That is for each maternal death, there are several women 

who experienced a severe complication, nearly died but survived (near miss). 

However, unlike maternal deaths, it often becomes difficult to define MNM cases. With passage 

of time and geographical boundaries, the definition of near miss has evolved and literature 

demonstrates different criteria being used to define near miss (disease specific, management 

specific, organ system dysfunction specific, WHO criteria etc.,). Ministry of Health and Family 

Welfare (MOHFW), India, have recently laid down Operational guidelines to define and report 

MNM cases, adapted for and use in the country. Being a relatively new guideline, there is 

paucity of well-designed, prospective studies using it to Audit Near Miss. 

Auditing of such cases are useful in several ways. More numbers of cases permit more 

simultaneous information. And also, lessons learned by managing these cases who survived are 

more useful than from these who died, because of the opportunity to interview the woman 

herself in near miss cases. Thus, near miss cases act as control for deaths and death to severe 

morbidity ratio and reflects the quality of maternal care. 

www.gynaecologyjournal.com
https://doi.org/10.33545/gynae.2023.v7.i3d.1348


International Journal of Clinical Obstetrics and Gynaecology https://www.gynaecologyjournal.com 

~ 442 ~ 

WHO has crafted guidelines to reduce the maternal mortality 

ratio and to improve the quality of care in health system. Due to 

vigilant monitoring and skilful management there is drop in 

maternal death hence auditing of maternal deaths does not give 

many valuable information. 

Reviewing of maternal morbidity is in trend now. Women who 

develop life threatening complications during pregnancy have 

the same pathological causative factors, in which some die and 

some survive by near escape, so evaluating those factors with 

the outcome, we can learn a lot about the care received by 

antenatal mothers. 

 

Inclusion criteria 

 Whenever any pregnant women comes to the health facility 

in a critical condition, she needs to be given urgent medical 

treatment, however prior to the discharge of such cases, 

there is need to identify whether the case falls under the 

category of maternal near miss. 

 Major criteria have been mentioned in a review conducted 

by the WHO, 

1. Disease: Specific criteria- Post-partum hemorrhage, severe 

pre eclampsia, sepsis, rupture uterus, severe complications 

of abortion. 

2. Organ system: Based criteria cardiovascular dysfunction, 

Respiratory dysfunction, renal dysfunction. 

3. Critical Interventions: ICU care, Laparotomy including 

Hysterectomy, Interventional radiology, Use of blood 

products, dialysis. 

 

According to WHO Near Miss identification criteria minimum 

one criteria from each clinical findings, investigations, 

intervention or one criteria like cardio pulmonary collapse is 

Maternal Near Miss case. 

 

Exclusion criteria 

 Patient with gestational hypertension under control. 

 Patient with Atonic postpartum haemorrhage medically 

managed and needed blood transfusions less than 4 units. 

 Patient refusal. 

 

Study procedure 

Thorough and detailed history of present and past medical 

illness was taken. Routine investigations including coagulation 

profile/PIH investigations / Cardiac Evaluation was done. 

General and systemic examination monitoring: ECG, Heart rate, 

BP, Pulse oximeter was done. 

There are 2 formats in which data needed to be entered 

1. Facility based Maternal Near Miss review form.  

2. Maternal Near Miss Review register – details of column to 

be made in the register. 

 

Reviewing of maternal morbidity is in trend now. Women who 

develop life threatening complications during pregnancy have 

the same pathological causative factors, in which some die and 

some survive by near escape, so evaluating those factors with 

the outcome, we can learn a lot about the care received by 

antenatal mothers. 

 

Indictors for monitoring were 

1. Total number of Maternal Near Miss cases in the reporting 

month. 

2. Maternal Near Miss reviewed by medical officer.  

3. Out of total maternal near miss cases indicated the number 

against following complications: 

a) PPH 

b) Eclampsia 

c) Anemia 

d) Septic Abortion 

e) Others 

4. Types of gaps identified after review. 

5. Status of corrective action taken for the gaps identified. 

 

Those who did not survive were not included in this study. 

However, a fleeting comparison with the MNMM and MD shall 

be made because the disorders and adverse events are the same 

in both categories Nearly 16 times as many cases of near miss 

maternal morbidity as mortality were identified in this study. 

Patient characteristics including age, education level, parity, 

booking status, whether came directly or referred from outside, 

hospital where antenatal care received, whether any life 

threatening condition at arrival or became so later on, 

Gestational age at admission, h/o previous LSCS, adverse 

events, disorders, organ system dysfunction, surgical 

interventions, contributing factors, need for care in ICU setup, 

interventions needed in ICU, need for Blood and blood products, 

mode of delivery, Neonatal outcome, need for other specialty 

intensive care, duration of ICU stay and duration of hospital stay 

were studied. 

It was decided to analyse whether MNMM was more common in 

teenage pregnancy or pregnancy > 35yrs. Hence age was 

included in the study. 

It was decided to study whether patients came directly or were 

referred from other hospitals. 

This would indicate the strengths of the referral system and any 

prehospital delay in seeking care whether they were near miss at 

arrival or became near miss after admission was analyzed. Near 

miss at arrival (within 3 to 6 hrs of admission) would reflect the 

effectiveness of the referral system. 

Patient stable, with no disorder on admission but becoming near 

miss later on would reflect the quality of care in the institution. 

Among the patients who were stable on admission, the presence 

of obstetric risk factors like previous LSCS, placenta previa 

would be noted to see whether these contributed to the stable 

cases becoming near misses later on. 

The Netherlands study reported primi parity as a risk factor for 

developing MNMM. It was desired to see whether any such 

relationship could be noted in our institution, hence Parity was 

included in the study. 

It was decided to study inter-pregnancy interval to see if 

Morbidity is usually associated with inter pregnancy interval 

<18 months. 

It was desired to study whether regular antenatal care would 

contribute to preventing these MNMM situations. Hence, the 

booking status of these patients, whether they received AN care 

in Government or private hospitals were noted. In our Study, 

there was no indication to comment that government hospital 

AN care was found wanting. The quality of care in private and 

government hospitals were comparable. On the whole, regular 

AN check up may prevent near miss situations. 

MNMM was not common in early pregnancy (defined as 

gestational age less than 28 completed weeks) but common in 

late pregnancy (defined as gestational age greater than 28 

completed weeks) or postnatally would throw light on the 

disorders specific to the various trimesters of pregnancy. Hence 

it was decided to study this. The analysis of mode of delivery in 

this index pregnancy may reveal whether the pattern of mode of 

delivery in patients with MNMM is different from the normal 

patients. 
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Maternal care started as an offshoot of neonatal care. Based on 

feto infant outcome. 

 

MNMM is divided into 3 phenotypes 

 Class I MNMM: maternal near miss with healthy infant. 

 Class II MNMM: infant requiring NICU ADMISSION in 

MNMM cases. 

 Class III MNMM: maternal near miss with stillbirth or 

infant death. 

 

Feto infant morbidity would include all infants who need NICU 

care and are discharged from NICU alive. 

It was decided to study these phenotypes because it would 

indicate how many of the maternal near misses extended into 

feto infant near misses. Gestational age, birth weight of live 

births were noted. 

A WHO study in Latin American countries showed a reduced 

incidence of MNM, among women of no education, probably 

because of the low levels of caesarean section in them. 

Educational level was included in the study to see if any such 

association could be seen in this part of the world. 

Each MNM patient was documented separately based on the 

ADVERSE EVENT as given by WHO eg: hypertension, 

hemorrhage, cardiac disease. 

Each MNM patient was classified based on the DISORDERS as 

given by WHO (eg: eclampsia, severe pre eclampsia, PPH, 

placenta previa, placenta accreta, ectopic pregnancy). This 

would give an idea about the frequency and morbidity patterns 

prevalent in this area. 

All emergency surgical interventions to control hemorrhage 

including B Lynch suturing, step wise devascularisation like – 

Bilateral uterine artery ligation, Bilateral internal iliac artery 

ligation, caesarean hysterectomy was documented in the study 

because this would indicate the skill level and quality of care 

required in the management of these patients. 

Any underlying medical disorder in these patients such as 

anemia, diabetes, hypertension, hypothyroidism was included to 

study their possible contributory role in the near miss situation. 

The reason for being classified as near miss, the indications for 

shifting to maternal ICU, the interventions done in ICU and the 

organ system which failed/ dysfunctioned was noted because 

this can give important information with regard to identifying 

skills and health care resources and needed to manage these 

cases effectively. 

For example, if respiratory dysfunction, is identified as a 

common form of organ dysfunction, then Oxygen saturation 

monitors, arterial blood gas analysers etc., intubation skills and 

ventilator facilities needed to manage the MNM patients. 

Duration for which ICU care was needed and duration of 

hospital stay was documented. 

Prolonged hospital stay was defined as hospital stay lasting for 

more than 14 days. 

The other specialties involved in the care of each patient, the 

number of patients shifted to specialty ICU for further care and 

the blood components needed were documented and analysed 

because it may reveal any felt needs that can be addressed. 

The above data was analysed to calculate the near miss indices. 

 
Table 1: Distribution according to age among the participants. 

 

Variables Frequency (n=200) Percentage (%) 

Age group  

(in years) 

19-24 85 42.5 

25-29 74 37 

30-34 27 13.5 

35-39 14 7 

 
 

Fig 1: Bar chart showing distribution according to age among the 

participants 

 

42.5% were in the age group 19 to 24 years followed by 37% in 

the age group 25 to 29 years. The age among the participants 

was 25.88±4.67 years 

 
Table 2: Distribution according to socioeconomic status among the 

participants 
 

Variables Frequency (n=200) Percentage (%) 

Socioeconomic 

status 

IV 151 75.5 

V 49 24.5 

 

 
 

Fig 2: Pie chart showing distribution according to socioeconomic status 

among the participants 
 

75.5% belonged to socioeconomic class IV and 24.5% belonged 

to socioeconomic 

 
Table 3: Distribution according to obstetric code among the 

participants 
 

Variables Frequency (n=200) Percentage (%) 

Obstetric 

code 
ANP 

G1 45 22.5 

G2 22 11 

G3 22 11 

G5 8 5 

 PNP 

P1 62 31 

P2 35 17.5 

P3 6 3 
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Fig 3: Bar chart showing distribution according to obstetric code among the participants 

 

22.5% were G1 and in antenatal period. 31% were P1 and in postnatal period 

 
Table 4: Distribution according to gestational age among the participants 

 

Variables Frequency (n=200) Percentage (%) 

Gestational age 

I 14 7 

II 10 5 

III 73 36.5 

PNP 103 51.5 

 

 
 

Fig 4: Bar chart showing distribution according to gestational age among the participants 
 

7% Participants were in I trimester, 5% were in II trimester and 36.5% were in trimester III. 51.5% were in postnatal period 

 
Table 5: Distribution according to causes of maternal near miss among the participants 

 

Variables Frequency (n=200) Percentage (%) 

Causes 

Placenta previa 39 19.5 

Cardiomyopathy 21 10.5 

Covid pneumonia 15 7.5 

Severe anaemia 15 7.5 

Abruptio placenta 14 7.0 

Pulmonary edema 14 7.0 

Ruptured ectopic 14 7.0 

HELLP 13 6.5 

Septic abortion 12 6.0 

Lung atelectasis 10 5.0 

Antepartum eclampsia 8 4.0 

Seven thrombocytopnia 8 4.0 
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DIC 6 3.0 

Atonic PPH 2 1.0 

Bowel injury. 1 0.5 

Dengue shock 1 0. 5 

Lung collapse 1 0. 5 

Pelvic abscess 1 0. 5 

Placenta accrete 1 0. 5 

Postpartum eclampsia 1 0. 5 

Pulmonary embolism 1 0. 5 

Pulmonary hypertension 1 0. 5 

Severe mitral stenosis 1 0. 5 

 

 
 

Fig 5: Bar chart showing distribution according to cause of MNM 
 

The cause for MNM in 19.5% participants was placenta previa, 

in 10.5% it was cardiomyopathy and in 7.5% it was COVID 

pneumonia and severe anaemia, respectively. Abruptio placenta, 

pulmonary edema and ruptured, respectively, each contributed 

7% to cause of MNM. 

 
Table 6: Distribution according to mode of delivery 

 

Variables Frequency (n=200) Percentage (%) 

Mode of delivery 
Labour natural 104 52 

LSCS 96 58 
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Fig 6: Pie chart showing distribution according to mode of delivery 

 

52% delivered through natural labour and 48% through LSCS All participants were found to have normal outcome  

 
Table 7: Distribution of cause, of MNM with regard to SES 

 

Cause 

SES 

IV V 

N % N % 

Placenta previa 28 71.8 11 28.2 

Cardiomyopathy 15 71.4 6 28.6 

Covid pneumonia 13 86.7 2 13.3 

Severe anaemia 12 80 3 20 

Abntptio placenta 10 71.4 4 28.6 

Pulmonary edema 10 71.4 4 28.6 

Ruptured eaopic 9 643 5 35.7 

HELLP 10 76.9 3 23.1 

Septic abortion S 66.7 4 33.3 

Lung atelectasis 10 100 0 0 

Antepamun eclampsia 7 87.5 1 12.5 

Severe thrombocytopenia 4 50 4 50 

DIC 6 100 0 0 

Atonic PPH 2 100 0 0 

Bowel injury I 100 0 0 

Dengue shock 1 100 0 0 

Lung collapse 1 100 0 0 

Pelvic abscess 0 0 1 100 

Placenta accrete 0 0 1 100 

Postpartum eclampsia 1 100 0 0 

Pulmonary embolism 1 100 0 0 

Pulmonary hypertension 1 100 0 0 

Severe mitral stenosis 1 100 0 0 

X2-21.07 P value- 0.515 

 
Table 8: Distribution of causes of MNM with regard to obstetric code 

 

Causes 

Obstetric code 

ANP PNP 

GI >G1 P1 >PI 

N % N 96 Z % Z 96 

Placenta previa 8 20.5 10 25.6 10 25.6 11 28.2 

Cardiomyopathy 4 19 7 33.3 6 28.6 4 19 

Covid pneumonia 3 20 4 26.7 7 46.7 1 6.7 

Severe anaemia 1 6.7 9 60 4 26.7 1 6., 

Abruptio placenta 6 42.9 3 21.4 3 21.4 2 14.3 

Pulmonary edema 5 35.7 5 35.7 3 21.4 1 7.1 

Ruptured ectopic 3 21.4 0 0 8 57.1 3 21.4 

Hellp 3 23.1 4 30.8 4 30.8 2 15.4 

Septic abortion 1 8.3 3 25 5 41.7 3 25 

Lung atelectasis 2 20 1 10 2 20 5 50 
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Antepartum eclampsia 2 25 2 25 3 37.5 1 12.5 

Severe thrombocytopenia 1 12.5 2 25 4 50 1 12.5 

DIC 5 83.3 0 0 0 0 1 16.7 

Atonic PPH 0 0 0 0 1 50 1 50 

Bowel injury 0 0 1 100 0 0 0 0 

Dengue shock 0 0 0 0 0 0 1 100 

Ling collapse 0 0 0 0 0 0 1 100 

Pelvic abscess 0 0 0 0 1 100 0 0 

Placenta accrete 0 0 0 0 1 100 0 0 

Postpartum eclampsia 0 0 0 0 0 0 1 100 

Pulmonary embolism 0 0 1 100 0 0 0 0 

Pulmonary hypertension 1 100 0 0 0 0 0 0 

Severe mitral stenosis 0 0 0 0 0 0 1 100 

X2- 81.93 P value - 0.089 

 
Table 9: Distribution of causes of NINNI with regard to gestational age 

 

Causes 

Gestational age 

I II III PNP 

N % N % N % N % 

Placenta previa 1 2.6 3 7.7 14 35.9 21 53.8 

Cardiomyopathy 2 9.5 0 0 9 42.9 10 47.6 

Covid pneumonia 1 6.7 2 13.3 4 26.7 8 53.3 

Severe anaemia 1 6.7 1 6.7 8 53.3 5 33.3 

Abruptio placenta 2 14.3 2 14.3 5 35.7 5 35.7 

Pulmonary edema 0 0 0 0 10 71.4 4 28.6 

Ruptured ectopic 2 14.3 0 0 1 7.1 11 78.6 

Hellp 1 7.7 2 15.4 4 30.8 6 46.2 

Septic abortion 1 8.3 0 0 3 25 8 66.7 

Lung atelectasis 0 0 0 0 3 30 7 70 

antepartum eclampsia 1 12.5 0 0 3 37.5 4 50 

Seven thrombocytopenia 0 0 0 0 3 37.5 5 62.5 

DIC 1 16.7 0 0 4 66.7 1 16.7 

Atonic PPH 0 0 0 0 0 0 2 100 

Bowel injury 0 0 0 0 1 100 0 0 

Dengue shock 0 0 0 0 0 0 1 100 

Lung collapse 0 0 0 0 0 0 1 100 

Pehic abscess 0 0 0 0 0 0 1 100 

Placenta accrete 0 0 0 0 0 0 1 100 

Postpartum eclampsia 0 0 0 0 0 0 1 100 

Pulmonary embolism 1 100 0 0 0 0 0 0 

Pulmonary hypertension 0 0 0 0 1 100 0 0 

Severe mitral stenosis 0 0 0 0 0 0 1 100 

X2 - 63.74 P value - 0.556 

 

Discussion 

 42.5% were in the age group 19 to 24 years followed by 

37% in the age group 25 to 29 years. The mean age among 

the participants was 25.88±4.67 years. 

 75.5% belonged to socioeconomic class IV and 24.5% 

belonged to socioeconomic class V. 

 22.5% were G1 and in antenatal period. 31% were P1 and in 

postnatal period. 

 7% participants were in I trimester, 5% were in II trimester 

and 36.5% were in trimester III. 51.5% were in postnatal 

period. 

 The cause for MNM in 19.5% participants was placenta 

previa, in 10.5% it was cardiomyopathy and in 7.5% it was 

COVID pneumonia and severe anaemia, respectively. 

Abruptio placenta, pulmonary edema and ruptured ectopic, 

each contributed 7% to causes of MNM. 

 All participants were found to have normal outcome. 

 Among the participants with placenta previa, 41% were in 

the age group 25 to 29 years followed by 38.5% in the age 

group 19 to 24 years. Among those with cardiomyopathy, 

47.6% were in the age group 19 to 24 years followed by 

23.8% in the age group 25 to 29 years. 

 Among the participants with placenta previa, 71.8% 

belonged to SES IV. Among those with cardiomyopathy, 

71.4% were SES IV. In COVID pneumonia, the SES IV 

contributed to 86.7%. 

 

Conclusion 

 The majority of cases in RMMCH were near miss on 

arrival, which attribute to failure of recognition of the 

seriousness of the condition. 

 The leading causes of MNM are Placenta previa, 

Cardiomegaly, COVID Pneumonia, Severe anemia. 

 The study of MNM helps us to reduce the maternal 

morbidity. 

 The study thus helps to observe the trends of maternal near 

miss event in our institution. 

 

Conflict of Interest 

Not available  

 

Financial Support 
Not available 

 

https://www.gynaecologyjournal.com/


International Journal of Clinical Obstetrics and Gynaecology https://www.gynaecologyjournal.com 

~ 448 ~ 

References 

1. Women with Life-Threatening Conditions (WLTC) refers to 

all women who either qualified as maternal near-miss cases 

or those who died (i.e., women presenting a severe maternal 

outcome). It is the sum of maternal near-miss and maternal 

deaths (WLTC=MNM+MD). 

2. Severe Maternal Outcome Ratio (sMOR) refers to the 

number of women with life-threatening conditions 

(MNM+MD) per 1000 live births (LB). 

{SMOR=(MNM+MD)/LB}. MNM Ratio (MNMR) refers 

to the number of maternal near miss cases per 1000 live 

births (MNMR=MNM/LB).Maternal Near-Miss Mortality 

Ratio (MNM: MD) refers to the ratio between MNM cases 

and Maternal Deaths (MD). 

3. Mortality Index (MI) refers to the number of maternal 

deaths divided by the number of women with life-

threatening conditions expressed as a percentage 

[MI=MD/(MNM+MD)]. 

4. Sreekumari Umadevi, Simi Ayesha, Sreekumari Radha, 

Anish Thekkumkara Surendran Nair, Krishna Devadhas 

Sulochana. Burden and causes of maternal mortality and 

near- miss in a tertiary care centre of Kerala, India. Int J 

Reprod Contracept Obstet Gynecol. 2017 Mar;6(3):807- 

813. 

5. Samarina Kamal, Priyankur Roy, Shashibala Singh, Jacinta 

Minz. A study of maternal near miss cases at tertiary 

medical college of Jharkhand, India. Int J Reprod 

Contracept Obstet Gynecol. 2017 Jun;6(6):2375-2380. 

6. Mahesh D. Kurugodiyavar, Kashavva B. Andanigoudar, 

Dattatreya D. Bant, Manjunath S. Nekar. Determinants of 

maternal near miss events: a facility based case-control 

study. Int J Community Med Public Health. 2019 

Aug;6(8):3614-3620. 

7. A Iwuh, S Fawcus, L Schoeman. Maternal near-miss audit 

in the Metro West maternity service, Cape Town, South 

Africa: A retrospective observational study. SAMJ; c2018, 

Mar 108(3). 

8. Niyati T Parmar, Ajay G Parmar, Vihang S Mazumdar. 

Incidence of Maternal ‘‘Near- Miss’’ Events in a Tertiary 

Care Hospital of Central Gujarat, India. The Journal of 

Obstetrics and Gynecology of India. 2016 Sept-

Oct;66(S1):S315-S320. 

9. Roopa PS, Shailja Verma, Lavanya Rai, Pratap Kumar, 

Murlidhar V Pai, Jyothi Shetty. Near Miss’’ Obstetric 

Events and Maternal Deaths in a Tertiary Care Hospital: An 

Audit. Journal of Pregnancy, Article ID 393758; c2013. p. 

1-4. 

10. Ikechukwu Innocent Mbachu, Chukwuemeka Ezeama, 

Kelechi Osuagwu, Osita Samuel Umeononihu, Chibuzor 

Obiannika and Nkeiru Ezeama. A cross sectional study of 

maternal near miss and mortality at a rural tertiary centre in 

southern Nigeria. BMC Pregnancy and Childbirth. 

2017;17:251. 

11. Anuradha J, Srinivas PJ, Manjubhashini S. A Prospective 

Study on Maternal Near Miss Cases at a Tertiary Care 

Hospital in Visakhapatnam. IOSR Journal of Dental and 

Medical Sciences (IOSR-JDMS). Ver. III. 2017 

Nov;16(11):31-35. 

12. Saumya Niviti, Shreya Prabhoo, Chandrashekhar Hegde. A 

Prospective Observational Study of Near-Miss Maternal 

Cases in A Tertiary Care Hospital. IJCMR; c2018 Mar, 

5(3). 

13. Pumma Mehak, Kaur Amrit Pal, Chatrath Veena. 

Evaluation of Maternal Near Miss Cases at a Tertiary Care 

Hospital at Amritsar. International Journal of Scientific and 

Research Publications; c2018 Jan, 8(3). 

14. Alka Patankar, Prashant Uikey, Neha Rawlani. Severe 

Acute Maternal Morbidity (Near Miss) in a Tertiary Care 

Center in Maharashtra: A Prospective Study. International 

Journal of Scientific Study: 2016 Apr;3(1):134-140. 

15. Pragti Chhabra. Maternal Near Miss: An Indicator for 

Maternal Health and Maternal Care. Indian Journal of 

Community Medicine. 2014 Jul;39(3):132-137. 

16. Priyanka Kalra, Chetan Prakash Kachhwaha. Obstetric Near 

Miss Morbidity and Maternal Mortality in a Tertiary Care 

Centre in Western Rajasthan. Indian Journal of Public 

Health. 2014 Jul-Sept;58(3):200-201. 

17. Anju Taly, Shashi Gupta, Neeta Jain. Maternal intensive 

care and near miss mortality in obstetrics. J obstet gynecol 

Ind. 2004; Sept-Oct 54(5):478-482. 

18. Gayathri KB, Sajana G, Nissy Jacintha, Bhargav PRK. 

Menace of Maternal Near Miss: An Institutional Experience 

from South India. Sch. Acad. J Biosci. 2017 Mar;5(3):245- 

248. 

19. Shah A, Faundes A, Machoki M, Bataglia V, Amokrane F, 

Donner A, et al. Methodological considerations in 

implementing the WHO Global Survey for Monitoring 

Maternal and Perinatal Health. Bull World Health Organ. 

2008;86:126-31. 

20. Deeks JJ, Altman DG. Diagnostic tests 4: likelihood ratios. 

BMJ. 2004;329:168-9. 

21. Rajyalakshmi K, Koram Ananya Jyothi. A study on 

aetiology of abdominal pain in females of repproductive age 

group in rural area of Srikakulam District, Andhra Pradesh. 

International Journal of Contemporary Medical Research. 

2017;4:1991-1994. 

22. Souza J, Cecatti J, Parpinelli M, et al. Appropriate criteria 

for identification of near-miss maternal morbidity in tertiary 

care facilities: a cross sectional study. BMC Pregnancy and 

Childbirth. 2007;7:20. 

23. Amaral E, Souza J, Surita F, et al. A population-based 

surveillance study on severe acute maternal morbidity (near-

miss) and adverse perinatal outcomes in Campinas, Brazil: 

the Vigimoma Project. BMC Pregnancy and Childbirth. 

2011;11:9. 

24. Morse ML, Fonseca SC, Gottgtroy CL, et al. Severe 

maternal morbidity and near misses in a regional reference 

hospital. Rev Bras Epidemiol. 2011;14:310-322. 

25. M Ro ö sẗ VAJLÉ. Priorities in emergency obstetric care in 

Bolivia–– maternal mortality and near-miss morbidity in 

metropolitan La Paz. BJOG An International Journal of 

Obstetrics and Gynaecology; c2009. p. 1210-1217. 

26. Filippi V, Ronsmans C, Gohou V, Goufodji S, Lardi M, 

Sahel A, et al. Maternity wards or emergency obstetric 

rooms? Incidence of near-miss events in African hospitals. 

Acta obstetricia et gynecologica Scandinavica. 2005;84:11-

6. 

27. Sivalingam KWL N. Clinical Experience with M anagement 

of "Near- Miss" Cases in Obstetrics. Med J Malaysia; 

c1999, 54(4). 

28. Anju Taly SGNJ. Maternal intensive Care and Near Miss 

Mortality in Obstetrics. Indian Journal of Obstetrics and 

Gynaecology. 2004;54:478-482. 

29. Olufemi T Oladapo AOSOAOOaOJD. Near-miss" obstetric 

events and maternal deaths in Sagamu, Nigeria: a 

retrospective study. Reproductive Health. 2005;2:9. 

30. Asri Adisasmita PEDFNCSaCR. Obstetric near miss and 

deaths in public and private hospitals in Indonesia. BMC 

https://www.gynaecologyjournal.com/


International Journal of Clinical Obstetrics and Gynaecology https://www.gynaecologyjournal.com 

~ 449 ~ 

Pregnancy and Childbirth. 2008;8:10. 

31. JP Souza JCMPSSaEA. Appropriate criteria for 

identification of near- miss maternal morbidity in tertiary 

care facilities: A cross sectional study. BMC Pregnancy and 

Childbirth. 2007;7:20. 

32. Fátima Aparecida Lotufo MAPSMHFGSaJGC. Applying 

the new concept of maternal near-miss in an intensive care 

unit. Clinics (Sao Paulo). 2012;67:225-230. 

33. Meile Minkauskiene. Incidence/prevalence of severe 

maternal morbidity - a literature review. In 12th 

Postgraduate Course in Reproductive Medicine and 

Biology,; Geneva, Switzerland. 

34. Nielsen HS, Eggebø TM. Millennium development goal 5–

an obstetric challenge. Acta obstetricia et gynecologica 

Scandinavica. 2012 Sep 1;91(9):1007-8. 

35. Stones W, Lim W, Al-Azzawi F, Kelly M. An investigation 

of maternal morbidity with identification of life-

threatening'near miss' episodes. Health trends. 1990 

Dec;23(1):13- 5. 

36. Sivalingam N, Looi KW. Clinical experience with 

management of" near- miss" cases in obstetrics. The 

Medical journal of Malaysia. 1999;54(4), 496-503. 

37. Pattinson RC, Vandecruys HI, Macdonald AP, Mantel GD. 

Why do women die during childbirth. Science in Africa 

Available from: URL. :http://www. 

scienceinafrica.co.za/2001/august/mothers. htm. 2001. 

38. Say L, Pattinson RC, Gülmezoglu AM. WHO systematic 

review of maternal morbidity and mortality: the prevalence 

of severe acute maternal morbidity (near miss). 

Reproductive health. 2004 Aug 17;1(1):3. 

39. Say L, Souza JP, Pattinson RC. Maternal near miss– 

towards a standard tool for monitoring quality of maternal 

health care. Best Practice & Research Clinical Obstetrics & 

Gynaecology. 2009;23(3):287-296. 

40. World Health Organization. Evaluating the quality of care 

for severe pregnancy complications: the WHO near-miss 

approach for maternal health.Geneva: World Health 

Organization; c2011, 29. 

41. Mantel GD, Buchmann E, Rees H, Pattinson RC. Severe 

acute maternal morbidity: A pilot study of a definition for a 

near‐miss. BJOG: An International Journal of Obstetrics & 

Gynaecology. 1998;105(9):985-990. 

42. Waterstone M, Murphy JD, Bewley S, Wolfe C. Incidence 

and predictors of severe obstetric morbidity: case-control 

study Commentary: Obstetric morbidity data and the need to 

evaluate thromboembolic disease. Bmj. 

2001;322(7294):1089-1094. 

43. Oladapo OT, Sule-Odu AO, Olatunji AO, Daniel OJ. Near-

miss obstetric events and maternal deaths in Sagamu, 

Nigeria: a retrospective study. Reproductive Health. 2005 

Nov 1;2(1):9. 

44. Filippi V, Ronsmans C, Gohou V, Goufodji S, Lardi M, 

Sahel A, et al. Maternity wards or emergency obstetric 

rooms?Incidence of near‐miss events in African hospitals. 

Acta obstetricia et gynecologica Scandinavica. 

2005;84(1):11-16. 

45. Luexay P, Malinee L, Pisake L, Marie-Hélène BC. Maternal 

near-miss and mortality in Sayaboury Province, Lao PDR. 

BMC public health. 2014 Sep12;14(1):945. 

46. Chhabra P, Guleria K, Saini NK, Anjur KT, Vaid NB. 

Pattern of severe maternal morbidity in a tertiary hospital of 

Delhi, India: a pilot study. Tropical doctor. 2008 

Oct;38(4):201-4. 

 

 
How to Cite This Article 
Iswarya M, Jayashree, Vidhya. Near miss events in pregnancy. 

International Journal of Clinical Obstetrics and Gynaecology. 

2023;7(3):441-449. 

 

 

Creative Commons (CC) License 

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

of the Creative Commons Attribution-Non Commercial-Share Alike 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.gynaecologyjournal.com/

