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‘ ABSTRACT ’ BACKGROUND: Despite advances in medical sciences and increased awareness of measures for safe child birth,
unacceptably high maternal morbidity and mortality continues in developing countries like India. Ours being a tertiary care
centre, draws a lot number of high risk pregnancies and referrals. By auditing the near miss cases2 i.e., a critically ill pregnant or recently delivered
woman who was on the verge of death but survived a problem during pregnancy, childbirth, or within 42 days of the pregnancy's termination, we aim
to identify the causes, factors leading to near miss2 and the management given to near miss2 and maternal deaths. AIMS AND OBJECTIVES: The
present study aims to determine the magnitude, as well as to identify the pattern of Maternal Near Miss2 (MNM), at Siddhartha Medical College,
Vijayawada, during the study period of two years. OBJECTIVES: To analyse 1)Adverse events leading to a maternal near-miss2, 2) Disorders
underlying these cases, 3)Sociodemographic factors and 4)Contributing factors METHODOLOGY: A hospital based retrospective observational
study to assess the frequency and nature of maternal near miss2 events among the obstetric cases managed at Siddhartha Medical College,
Vijayawada over a period of two years. RESULTS: The following are the major causes identified leading to maternal near miss2 during our study
Severe Eclampsia 17%, Post-partum Haemorrhage 17%, Pulmonary Edema due to severe pre eclampsia3 9%, Antepartum Eclampsia 9%, HELLP
9%, Ruptured ectopic pregnancy 7%, Cardiac failure 7%, Postpartum Eclampsia 7%, Imminent Eclampsia 4%, Abruption 4%, Rupture uterus 2%. In
our study Maternal near miss2 ratio incidence: 0.0254, Severe maternal outcomes ratio : 3, Maternal near miss2 to mortality ratio: 0.433
CONCLUSION: We observed in majority of the cases level 1 and level 2 delays in reporting to our institution.
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INTRODUCTION:

As advances in medical sciences and increased awareness of measures
for safe child birth, unacceptably high maternal morbidity and
mortality continues in developing countries like India. Ours being a
tertiary care centre, draws a lot number of high risk pregnancies and
referrals. By auditing the near miss2 cases i.e., survivors of severe
acute maternal morbidity4 who survived a complication that occurred
during pregnancy, child birth or within 42 days of termination of
pregnancy, we aim to identify the causes, factors leading to near miss2
and the management given to near misses and maternal deaths. Severe
acute maternal morbidity4 is a life-threatening condition that can result
in a near-miss with or without morbidity or fatalities One of the most
important variables used to assess maternal health is maternal
mortality. Despite a 47 per cent reduction in maternal fatalities
worldwide since 1990, the number of maternal deaths in
underdeveloped nations remain high. The global maternal death rate is
210 per 100,000 births, whereas the rate in poor countries is over 240,
compared to 14 per 100,000 in developed countries. India has also seen
adrop-down, from 398 in 1997-1998 to 113 in 2016-2018, per 100,000
births. One of the Sustainable Development Goals (SDGs), set to be
fulfilled by 2030, is to reduce maternal mortality by 2030 to less than
70 per 100,000 live births. Identifying predictors of maternal near-
misses might help to achieve the global goal of reducing maternal
mortality in one way or another.

MATERIALSAND METHODS:

A hospital based retrospective observational study to assess the
frequency and nature of maternal near miss events among the obstetric
cases managed at Siddhartha Medical College, Vijayawada over a
period of two years.

There are several criteria to define near miss, but in 2009, WHO came
up with a comprehensive criterion (which included clinical, laboratory
and management-based criteria) for identification of near miss. In this
study, all the maternal near miss cases which met the comprehensive
criteria of WHO from November 2019 to October 2021 were included.

WHO INCLUSION CRITERIA

For identification of a MNM cases the following criteria (minimum
three from each category) must be met with 1)clinical findings (either
symptoms or signs), 2)investigations, 3) interventions Or Any single
criteria which signify cardio respiratory collapse

CLINICAL CRITERIA:
Acute cyanosis, Gasping, respiratory rate >40 or <6/min, Shock,
Oliguria non responsive to fluids or diuretics, Clotting failure, Loss of
consciousness>12 hrs, Loss of consciousness and absence of pulse or
heartbeat, Stroke, Uncontrollable fits or total paralysis, Jaundice in
presence of preeclampsia.

LABORATORY BASED CRITERIA:

Oxygen saturation <90% for more than 60mins, PH<7.1,
pa02/fi02<200mmhg, S.Creatinine>300mmol/l or >3.5mg/l, Acute
thrombocytopenia (platelets<50000), S.Bilirubin >100mmol/l
or>6mg/dl, Loss of consciousness and presence of glucose and
ketoacids in urine

MANAGEMENT BASED CRITERIA:

Use of continuous vasoactive drugs, Intubation and ventilation more
than 60min not related to anaesthesia, Hysterectomy following
infection or haemorrhage, Dialysis for acute renal failure,
Cardiopulmonary resuscitation.

RESULTS:
During the study period, 10185 patients were treated [only obstetrics],
with 6465 OP patients and 3720 IP patients.

TABLE NO: 1 Total number of near miss and maternal deaths

category No of patients
Live births 4720

Near miss 120

Maternal deaths 42

The p-value for age distribution is 0.005586 i.e., significant. Of the 120
near miss cases 61% fall in the age group of 20-40 years who are young
and so it signifies the importance of identifying the events leading to
maternal deaths which can be prevented by early intervention
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Table No 3:

s.no0 |Socio-economic status |[NM MD

1 Lower middle 28(22.2%) 2(7.78%)

2 Upper middle 7(6.62%) 2(2.2%)

3 Lower 85(91.2%) 38(31.89%)

Figure No: 2 Educational Status
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The p-valueis .027075 i.e., significant. Out of 120 near miss cases 73%
are illiterate which highlights the significance of education from

primary level care to identify the symptoms early and seek prompt
medical care.

TABLE No 3: Admitted with no disorder and became near miss

Admitted With No Disorder And |Number (%)
Became Near Miss

Yes 24 (20%)
No 96 (80%)

This highlights the fact that most of the cases are admitted at the severe
stage of the disorder and hence early recognition of the signs and
symptoms needs to be done to prevent near miss cases.

The most common indications for ICU care were: Circulatory
collapse= 43% , Neurological dysfunction = 25 %, Need for
intravenous antihypertensives = 7%, Inotropic supports =5 %,

Massive blood and blood product transfusions to correct circulatory
collapse =40% Ventilatory support=15 %

All patients recovered which showed the skill of trained ICU staffs and
doctors' skills.
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FIGURE NO 4: Gestational age
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FIGURE NO 5: Parity

FIGURE NO 5: Parity
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The p-value 1s .044171. Significant

Mode of delivery for near miss cases

Most of the near miss cases have become near miss after delivery by
caesarean section. It highlights the importance of trail of labour,
promotion of VBAC in selected cases and spacing between
pregnancies.

Figure no 6: Underlying disorder in MNMM
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FIGURE no 7: SURGICALINTERVENTION
Lifesaving Surgical interventions to control haemorrhage were
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Figure No 08: Organ systenis affected

REASONS FORNEARMISS:

Hypertension is the major cause for the near miss 50 (41.66%),
followed by haemorrhage 42(35%), heart disease 12 (10%), fever,
sepsis 6 (5%).However the morbidity due to Hypertension and
Haemorrhage is low because of expertise management in our
institution. Under Hypertension- severe pre-eclampsia(5%), severe
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preeclampsia with pulmonary oedema(6%), severe preeclampsia with
abruption (5%), HELLP(6%), AP Eclampsia (7%), PP Eclampsia
(5%). Under haemorrhage- APH(3%), PPH(13%), Placenta
Previa(8%), Ruptured ectopic pregnancy(5%), hypovolemic
shock(3%), ruptured uterus(2%). Under heart disease- PPCM(6%),
Rheumatic heart disease(1%), congenital heart disease(1%)

DISCUSSION:

The majority of cases 80% in SIDDHARTHA government hospital
were near miss on arrival; This same pattern-73% near miss on arrival
was observed in the Bolivian study.

Mortality ratio comparison with other studies

STUDY Siddhartha [SYRIAN |[NEPAL
MNMM Mortality Ratio 3.1:1 60.1 7.2:1
Booking status compared to other studies
Study Siddharth Kathmandu | Abbott bad
Government hospital| Study Study
No. of Unbooked  [10% 75% 96%
MNMM
Delivery By Caesarean In Near Miss Compared To Other Studies
study Dutch Bolivian Siddhartha |Netherlands
survey study
delivery by |43.6% 63% 81% 13%
caesarean in
mnm
CONCLUSION:

This study was to determine the frequency and causes of maternal
near-misses and mortality in a South Indian tertiary care hospital. The
near-miss cases were identified using WHO near-miss criteria and
Qsofa. The study discovered that near-miss events followed a
pathological pattern similar to maternal mortality. As in other regions
of India, haemorrhage, hypertensive disorders, and sepsis were the
leading causes of illness and mortality. It was also shown that the
majority of near-miss and death cases had never had a prenatal check-
up. We observed in majority of the cases level 1 and level 2 delays in
reporting to our institution.
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