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Abstract

Hospital (KEMH) using the WHO near miss criteria.

WHO near miss criteria in Australian settings.

Background: Australia has a maternal mortality ratio of 6.8/100000 live births, a rate akin to other developed
countries and consistent with the high level care provided within the Australian health care system. With maternal
mortality at very low levels assessment of severe maternal morbidity is increasingly being used as an indicator of
quality of care and to identify areas for improvement in maternity services. The WHO maternal ‘near miss’ criteria is
a standardised tool has been increasingly used worldwide to assess maternal morbidity and standards of maternity
care. The aim of this study was to determine the rate and aetiology of maternal ‘near misses’ at King Edward Memorial

Methods: Cases of maternal ‘near miss’ were prospectively identified at KEMH using the WHO near miss criteria over a
period of 6 months (1st December 2014 to 31st May 2015). A descriptive analysis of the results was undertaken.

Results: During the study there were 2773 live births with 19 women who had ‘near miss' presentations. There were
no maternal deaths. The maternal ‘near miss’ index rate was 7/1000 live births. The main causes of obstetric ‘near miss’
were obstetric haemorrhage, pre-eclampsia and early pregnancy complications.

Conclusion: The rate of maternal ‘near miss’ at KEMH was 7/1000 live births and post-partum haemorrhage was
identified as the most common aetiology, consistent with other studies in developed countries. Further research
comparing currently utilised local, state and national morbidity systems would allow further validation of the

The study presented in this publication was undertaken at King Edward Memorial Hospital, 374 Bagot Rd,, Subiaco WA 6008.
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Background

Maternal mortality in Australia has decreased significantly
over the last century, from 41.2 per 100,000 women giving
birth in 1964—1966 period, to 7.1 per 100,000 women in
the years 2008—2012 [1, 2]. This marked improvement has
been attributed to many factors including antibiotics and
blood transfusion facilities, increased education and socio-
economic prosperity of women, and improvements in the
provision of health care [2].

One of the mainstays of addressing deficiencies of
maternal care in the health system has been a maternal
death audit both at the level of the facility and also na-
tionally through confidential enquiries of maternal
deaths [3]. These have allowed the assessment of each
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maternal death to determine aetiology and the factors to
be addressed to ensure improved provision of care.
However, as maternal mortality rates have decreased in
developed countries, maternal deaths especially at a
single institution have become rare. Furthermore, the
deaths are often more medically complicated and the in-
formation gained from reviewing these deaths for
broader obstetric practice, may not be as pertinent. In
this low mortality setting, the concept of monitoring
‘near miss’ events or severe maternal morbidity has been
introduced as a means of attaining valuable information
on the quality of obstetric care [4].

Maternal near miss and maternal deaths share many
characteristics and pathological processes [4]. Moreover
there are advantages in the assessment of near miss
cases in that they are more frequent relative to maternal
deaths and provide greater capacity to understand health
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system limitations, while still being infrequent enough
not to overload clinical audit capacity [4, 5]. Addition-
ally, there is the capacity to converse with the patient
and family following recovery to understand issues that
may have contributed to the poor outcomes.

In 2009 the WHO published near miss criteria to provide
a standardised approach to identify near miss in both indi-
vidual institutions and larger health care systems [5]. The
subsequent analysis of the health care system would thus
allow for the development of interventions to improve ma-
ternity health care [4]. While there has been increased up-
take of the WHO near miss criteria in developing nations,
most developed nations have continued to utilise their own
local, state or national morbidity reporting systems. There
has been limited utilisation of WHO ‘near miss’ criteria in
the Australian context, with only two studies undertaken,
both in regional centres [6, 7]. They do however highlight
the utility of the systematic collection of cases of severe
morbidity. Information regarding maternal morbidity in
Australia can be attained through a number of differing
data collection systems (Fig. 1). Unlike maternal deaths,
where notification in all jurisdictions leads to information
being centralised through the National Maternal Deaths
Database (NMDD), there is currently no central database
for severe maternal morbidity in Australia [8]. Most mater-
nal morbidity data is extracted from state and territory
perinatal data collections and through administrative data
collections [8, 9]. Information about severe maternal mor-
bidity may also be collected using local hospital incident
systems. These systems are designed to identify and investi-
gate a variety of critical clinical incidents within the hos-
pital system, and are not necessarily specific to the purpose
of identifying severe obstetric morbidity [7], though many
of them are incorporated in the collection systems.
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The aim of this study was the application of the WHO
near miss criteria and to assess its utility in identifying
cases of severe maternal morbidity in a developed ter-
tiary hospital setting.

Methods
Setting
King Edward Memorial Hospital for Women (KEMH),
Western Australia’s largest maternity hospital, is located in
Perth, Western Australia (WA). It provides pregnancy and
neonatal care within the greater Perth Metropolitan area
and is the main referral centre for complex, tertiary mater-
nity care for the state population of 2.6 million people [10],
which includes rural and remote communities. The mater-
nity unit is staffed by 21 obstetric staff specialists and sup-
ported by an Obstetric High Dependency Unit (HDU) with
6 beds, and an 80 bed Neonatal Intensive Care Unit
(NICU). Any cases requiring more intensive care treatment
or radiological intervention (e.g. uterine artery embolisa-
tion) are transferred to the Intensive Care Unit (ICU) at Sir
Charles Gardiner Hospital (SCGH) located 3 km away.
Among the clinical audit sytems in use at KEMH is the
Clinical Incidence Monitoring System (CIMS), a hospital
database incorporating reporting of clinical cases where
adverse maternal outcomes or deviations of care from
standard protocol occur. CIMS reporting is strongly en-
couraged but is not mandatory. Any health professional
can place a clinical incident into the system, and is then
presented to the appropriate clinical incident review ex-
pert panel committee at KEMH Some of these cases re-
late to severe life threatening scenarios, but also include
less life threatening morbidity such as 4th degree tears
or deviations from standard practice of care e.g. caesar-
ean section for a second twin.

Health facility/hospital based
maternity data collections

Admitted Patient Data
Collections

National Hospital Australian Maternity Outcomes

Surveillance System

Morbidity Database

OCAL Health care facility based
L morbidity/incident monitoring
systems
STATE and Perinatal Data Collections
TERRITORY
v
NATIONAL Australian and New National Perinatal Data
Zealand Intensive care Collection
Society Adult Database
Fig. 1 Sources of Severe Maternal Morbidity Information in Australia. Adapted from Figure 1-Relationships between data collections included in the

review in Maternity data in Australia: a review of sources and gaps. AIHW National Perinatal Epidemiology and Statistics Unit. Bulletin 87. September 2011
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Inclusion criteria and definitions

This prospective observational study included all maternal
‘near misses’ and deaths at KEMH between 1st Dec 2014
and 31 May 2015. During this period, all women admitted
to KEMH during pregnancy or within 42 days of its ter-
mination were eligible for inclusion. A form consisting of
clinical and biochemical parameters indicative of severe
obstetric morbidity was broadened to include specific dis-
ease entities and interventions, thus allowing easy identifi-
cation of potential ‘near miss’ cases (Additional file 1).
These cases were then further reviewed by the authors to
determine which cases fulfilled the WHO criteria for ‘near
miss’ (Additional file 2) to warrant study inclusion. Cases
of maternal ‘near miss’ were classified by the primary
underlying cause defined as the disease process most likely
leading to the ‘near miss’.

Data collection and analysis

Cases were identified and collected on a daily basis by
the authors, through participation in unit meetings and
regular visits to the labour ward, in-patient obstetric and
gynaecology wards and Obstetric HDU. The paper and
electronic records of each potential ‘near miss’ case were
reviewed. When one of the clinical, laboratory or man-
agement criteria were met, a structured data form was
completed, including age, parity, primary residence
during the pregnancy and duration of hospital stay and
incorporated onto an Excel spread sheet. Potential ‘near

Table 1 Aetiology of Maternal ‘Near miss’ at KEMH
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miss’ cases were independently reviewed by two of the
investigators to determine if they met WHO criteria for
‘near miss’ and to identify the primary underlying cause.
A descriptive analysis of the results was conducted
following completion of the audit. The Maternal Near
Miss ratio (MNMR) was calculated by the number of
maternal near-miss cases per 1000 live births [11].
Primary residence during pregnancy was categorised ac-
cording to the Australian Institute of Health and
Welfare criteria as either Metropolitan (Capital city or
other urban centre with population >100,000), rural
(population < 100,000) or remote (population < 5000).
For the purposes of this study rural and remote were
grouped together under ‘Rural’ [12].

Results

During the 6-month study period there were 2773 live
births: 19 cases of near miss and no maternal deaths.
The MNMR was 7/1000. Three cases required transfer
to Intensive Care Unit of a nearby general tertiary hos-
pital while all the rest were managed within the setting
of the High Dependency Unit (HDU) at KEMH.

Most cases of severe maternal outcome were from dir-
ect causes with the most common aetiology being post-
partum haemorrhage, pre-eclampsia and early pregnancy
complications (Table 1). Indirect aetiology was present
in four cases.

Gestational Age Maternal Near Miss

WHO near miss criteria fulfilled

< 12 weeks (st trimester) Ruptured cornual ectopic pregnancy

Ruptured tubal ectopic pregnancy

Septic miscarriage

Complication of miscarriage

13-27 weeks
HELLP

28-40 weeks (3rd trimester) Pre-eclampsia & Pancreatitis

HELLP

Massive PPH

Placenta increta

Placenta increta and PPH

PPH and early DIC

Diabetic ketoacidosis

Acute Respiratory Distress Syndrome (ARDS)

Anaesthetic complication post regional anaesthesia

Malaria (Falciparum)

HELLP

Acute Fatty Liver of Pregnancy
PPH

Complicated second trimester miscarriage

Transfusion of > =5 U blood

Transfusion of >=5 U blood

Intubated and ventilated

Required hysterectomy and transfusion of >=5 U of blood
Transfusion of >=5 U blood

Platelets< 50

Needing intubation and ventilation and altered conscious state
Platelets< 50

Peripartum hysterectomy and blood transfusion >=5 U
Peri-partum hysterectomy

Peri-partum hysterectomy and blood transfusion of >=5 U
Transfusion of >=5 U blood

Ph < 7.1, RR <6, intubated and ventilated

Intubated and ventilated

Intubated and ventilated

Platelet < 50 (33)

Platelet < 50 (44)

PO2 <90

Intubated & ventilated
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The mean age of the near miss case was 29, while the
median parity was 1. The majority (14 women) were res-
iding in metropolitan areas while 5 women came from
rural or remote locations. The mean age of the back-
ground cohort was 30, while the median parity was 1.
14.6% of women admitted to KEMH were from rural
and regional areas during the 2014/2015 year.

Near miss cases were more common in the third tri-
mester with 67% of cases. Complications during the first
and second trimester accounted for 22 and 11% of cases
respectively.

Discussion

The ‘near miss’ rate of 7 per 1000 live-births was con-
sistent with other studies on severe maternal morbidity
in Australia and in developed countries internationally
[6, 7, 13—18]. Australian studies using routinely collected
data reveal a similar figure of maternal morbidity in
Victoria and NSW [19, 20].

Maternal near miss: mortality ratio (MNM:MR) and
MMR were not able to be calculated for this cohort as
no deaths were present in the study. The MNM:MR
tends to reflects quality of care within the health facility
with a low ratio indicating poorer care with large num-
ber of near miss cases progressing onto maternal deaths.
Near miss studies undertaken in developing countries in
the region have highlighted this, though consideration
must also be given to the late presentation of such
patients where limited care can only be provided to
those in such moribund states. The last death at KEMH
was more than 7 years ago, reflecting the rarity of mater-
nal mortality in an individual obstetric unit in a
well-resourced setting.

Unsurprisingly, all cases of severe Obstetric morbidity
received critical care support consistent with the cap-
acity of tertiary maternity hospitals in well-resourced
settings. Studies in Cairns and Darwin also showed high
levels of critical care admission/support well above the
70% recommended by the WHO [6, 7, 11].

This audit found that post-partum haemorrhage
(PPH), pre-eclampsia and early pregnancy complica-
tions (ectopic pregnancies and miscarriage) were com-
mon contributors to severe morbidity, consistent with
national and international surveillance reports [17, 18,
21, 22].Although death from PPH in Australia is rare,
there has been a rise in PPH incidence in Australia and
subsequent increased rate in severe adverse outcomes
[23]. The incidence of pre-eclampsia in Australia has
reduced over the last decade but morbidity particularly
eclampsia has not substantially decreased [24]. These
findings reinforce the continued need to be ever vigi-
lant even in well-resourced settings to ensure that les-
sons learned from reduction in maternal deaths
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continue to be pertinent in the modern management of
severe maternal morbidity.

There were many clinical incidents reported during
the 6-month study but none of the near misses were Se-
verity Assessment Code 1 (SACI1) cases, which reflect
the most severe cases systemic issues leading to adverse
outcomes. Our study indicated the CIMS is not geared
to singularly identify maternal near miss or severe ob-
stetric morbidity and relies on accurate reporting by staff
members which is a significant limitation of voluntary
databases. A recent near miss study in Darwin [7]
showed similar findings with over 267 incidents reported
and only 10 near misses identified during the audit
period [7]. The differences obtained illustrate the differ-
ent criteria used to define severe obstetric morbidity and
the incorporation of many cases not related to severe
obstetric morbidity into hospital audit systems. These
examples highlight the need for a specific database re-
lated to severe obstetric morbidity as well as persistent
and accurate surveillance within hospitals to clearly
identify and study relevant cases. Research using state
and territory-based data sets has allowed identification
of severe morbidity [19, 20] though difficulties exist in
ensuring all cases are recognized. To address the exist-
ence of differing systems measuring morbidity data, data
linkage has been proposed to incorporate various param-
eters in the development of a composite score indicating
the level of severe obstetric morbidity [25]. This is a
positive step in the identification and measurement of
morbidity in Australia, though further consensus on the
criteria defining severe obstetric morbidity is required
for improved utilisation of such tools.

The WHO criteria classified five of the cases not ful-
filling CIMS criteria as true near misses. The cases were
related to criteria of decreased platelets (<50), use of
vasoactive agents and increased respiratory rate. Acute
thrombocytopenia is one of the more common labora-
tory findings meeting criteria for WHO near miss [26]
and as noted in the use of maternal severity index (MSI)
scoring system [27] decreased platelets by themselves do
not portend a significant risk of progressing to death.
This is in contrast to criteria such as cardiac arrest and
the need for intubation and ventilation, which bode a
much worse outcome. Increased respiratory rate in the
context of severe morbidity has a high mortality index;
however, this may be more relevant to persistent respira-
tory compromise rather than transient respiratory dis-
tress in a condition such as pneumonia.

This raises the question of whether certain criteria e.g.
increased RR and decreased platelets should be incorpo-
rated as individual entities in the maternal near miss cri-
terion or rather be utilised as an adjunct to other WHO
near miss criteria. Additionally, six cases were included
based on the transfusion of more than 5 units of blood.
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The availability of blood is variable between different
settings but there are also differing thresholds among
clinicians in the provision of blood transfusion [28].
Therefore the usage of blood transfusion > 5 U as cri-
teria may be an indicator of access rather than true re-
flection of severity. Further work is required to
understand the utilisation of blood transfusions as an in-
dicator of obstetric severity. In our context, the thresh-
old for intubation and ventilation is also variable and
may not necessarily reflect severity but rather the
threshold for intervention of each individual practi-
tioner. This is particularly important for patients trans-
ferred from rural and regional areas who are under the
care of GP anaesthetists, with relatively fewer resources
to provide ongoing management of high acuity patients.

Limitations of the study

There was a significant effort in attaining cases of poten-
tial near miss and then reviewing those cases to identify
true WHO near miss criteria. Regular diligent review of
clinical areas by the authors and supporting staff was re-
quired and as such it is possible, but unlikely that there
were cases that were missed. However, it must be
emphasised that such a prospective collection requires a
significant input of manpower and time. It is hoped that
as the WHO ‘near miss’ tool develops and is adapted
into practice, software may be developed to automatic-
ally identify near misses using routinely collected param-
eters minimising the error of missing cases.

The short audit time also limited the number of cases
attained during the study. A longer study period would
provide a more accurate trend of near miss at KEMH
and allow more robust comparison of the WHO near
miss tool to currently utilised morbidity systems in
Australia. In particular comparisons of the WHO near
miss system to validated tools such as Maternal
Morbidity Outcome Indicator (MMOI) [25] developed
from routinely collected data would help in identifying
aspects of the WHO near miss criteria which may be in-
corporated into the development of morbidity tools.

A longer audit period would also have facilitated epi-
demiological analysis of cases with attention to identify-
ing risk factors e.g. age, parity and areas for clinical
improvement within the health facility. Our study
showed a relatively low parity among our cases with 5
women from rural/regional areas though any meaningful
analysis would require larger number of clinical cases.
Studies have indicated that age, SES status and rurality
among other factors as significant risk factors for mor-
bidity and a larger cohort would allow identification of
whether these are apparent [19, 20].

Though review of clinical management of near miss
cases was outside the scope of this study, the study of
near miss cases provides a unique opportunity to not
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only objective access institutional care but to understand
the circumstances which may have led to the near miss
from the perspective of recovered patients and their
families.. An in-depth review of a larger cohort of cases
may show avenues for clinical improvement and a
greater comprehension of issues important to patients
experiencing near misses.

Conclusion

The WHO near miss rate of 7/1000 at KEMH is consist-
ent with studies in other similar developed economy set-
tings. The WHO near miss criteria was able to identify
cases of severe morbidity and may provide a suitable
framework for determining cases of maternal near miss
in an Australian setting. However, further refinement of
the WHO criteria to the Australian context along with
comparisons to other morbidity collections systems in
Australia is required.

Additional files

Additional file 1: King Edward Memorial Hospital Maternal ‘Near Miss'
collection form. Data collection tool for the collection of maternal near
miss cases at KEMH. (DOCX 19 kb).

Additional file 2: WHO near miss criteria. WHO near miss criteria is
illustrated and divided into 3 main categories: clinical, laboratory and
management based criteria. (DOCX 85 kb).

Abbreviations

HDU: High Dependency Unit; HeLLP: Haemolysis, Liver enzymes, Low
Platelets; ICU: Intensive care unit; KEMH: King-Edward Memorial Hospital;
MMR: Maternal Mortality ratio; MNM:MR: Maternal near miss: mortality ratio;
MNMR: Maternal near miss ratio; MSI: Maternal Severity Index; PPH: Postpartum
haemorrhage; SMO: Severe maternal outcomes; WHO: World Health Organisation

Acknowledgements

The authors would like to thank the midwives, junior medical staff and
consultants at KEMH maternity unit for help in collecting cases of maternal
near miss cases over the duration of the study. The authors also kindly thank
the data custodians of the STORK database at KEMH for providing background
demographic data and Dr. Anne Karczub, Medical Director O&G, KEMH for her
continued support throughout the duration of the project.

Availability of data and materials

The datasets generated and/or analysed during the current study are not
publicly available due to clinical patient confidentiality but are available from
the corresponding author on reasonable request.

Authors’ contributions

SJ and SK were involved in the design of the study, collection of data and
descriptive analysis of the results. SJ, SK, CdeC and RF were involved in the
writing of the discussion and editing of the final manuscript. All authors read
and approved the final manuscript.

Ethics approval and consent to participate

The ethics approval to undertake this study was provided by the Women
and Newborn Health Service Human Research Ethics Committee and the
Hospital Quality Improvement Committee at King Edward Memorial Hospital:
Audit reference 2016166QK. The study was approved as a quality improvement
audit and as this was an audit using case notes only and no interaction with
patients, there was no need for patient consent.


https://doi.org/10.1186/s12884-018-1862-6
https://doi.org/10.1186/s12884-018-1862-6

Jayaratnam et al. BMC Pregnancy and Childbirth (2018) 18:221

Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in published
maps and institutional affiliations.

Author details

'College of Medicine and Dentistry, James Cook University, Cairns, QLD,
Australia. King Edward Memorial Hospital, Perth, WA, Australia. *College of
Medicine and Dentistry, James Cook University, Cairns, QLD, Australia.
4College of Public Health, Medical & Veterinary Sciences, James Cook
University, Townsville, QLD, Australia.

Received: 15 November 2017 Accepted: 28 May 2018
Published online: 11 June 2018

References

1. Roser M. "Maternal Mortality". Published online at OurWorldinData.org. 2018.
Retrieved from: https://ourworldindata.org/maternal-mortality.

2. Humphrey MD. Maternal mortality trends in Australia. Med J Aust. 2016;
205(8):344-6.

3. Johnson S, Sullivan E. Reporting maternal deaths in Australia. O & G
Magazine. 2013;15(1):15-6.

4. Say L, Souza J, Pattinson R. Maternal near-miss — towards a standard tool for
monitoring quality of maternal health care. Best Pract Res Clin Obstet
Gynaecol. 2009;23(3):287-96.

5. Pattinson RC, Hall M. Near misses: a useful adjunct to maternal death
inquiries. Br Med Bull. 2003;67:231-43.

6. Jayaratnam S, De Costa C, Howat P. Developing an assessment tool for
maternal morbidity ‘near-miss- a prospective study in a large Australian
regional hospital. Aust N Z J Obstet Gynaecol. 2011;51(5):421-5.

7. Jayaratnam S, Burton A, Connan KF, de Costa C. Maternal 'near miss' at
Royal Darwin Hospital - an analysis of severe maternal morbidity at an
Australian regional tertiary maternity unit. Aust N Z J Obstet Gynaecol. 2016;
56(4):381-6.

8. Maternity data in Australia: a review of sources and gaps. AIHW National
Perinatal Epidemiology and Statistics Unit. Bulletin 87. 2011.

9. Metcalfe AR. Maternal Morbidity data in Australia: an assessment of the
feasibility of standardised collection. Cat. No. PER 56. Canberra: AIHW; 2012.

10.  Population Australia - Population of Western Australia, 2017. www.
population.netau/population-of-western-australia/. Accessed 11 Oct 2017.

11, World Health Organisation (WHO). Evaluating the quality of care for severe
pregnancy complications: The WHO near-miss approach for maternal
health. Geneva: WHO; 2011.

12. Australian Institute of Health and Welfare 2004. Rural, regional and remote
health: a guide to remoteness classifications. AIHW cat. no. PHE 53. Canberra:
AIHW. Page 5 Viewed on 21st April 2017 at https//www.aihw.gov.au/getmedia/
9c84bb1c-3cch-4144-a6dd-13d00ad0fa2b/rrrh-gtre. pdf.aspx?inline=true

13. Say L, Pattinson R, Gulmezoglu AM. WHO systematic review of maternal
morbidity and mortality: the prevalence of severe acute maternal morbidity
(near miss). Reprod Health. 2004;1:3.

14. Tuncalp O, Hindin MJ, Souza JP, Chou D, Say L. The prevalence of maternal
near miss: a systematic review. Br J Obstet Gynaecol. 2012;119:653-61.

15. Clark SL, Meyers JA, Frys DR, et al. A systematic approach to the identification
and classification of near-miss events on labor and delivery in a large, national
health care system. Am J Obstet Gynecol. 2012;,207(6):441-5.

16.  Allen VM, Campbell M, Carson G, et al. Maternal mortality and severe maternal
morbidity surveillance in Canada. J Obstet Gynaecol Can. 2010;32(12):1140-6.

17. Zwart JJ, Richters JM, Ory F, de Vries JI, Bloemenkamp KW, van Roosmalen J.
Severe maternal morbidity during pregnancy, delivery and puerperium in the
Netherlands: a nationwide population-based study of 371,000 pregnancies.
BJOG. 2008;115(7):842-50. https//doi.org/10.1111/j.1471-0528.200801713.x.

18. LM, Lennox C, McFadyen AK. Quantifying severe maternal morbidity in Scotland:
a continuous audit since 2003. Curr Opin Anaesthesiol. 2014;27(3):275-81.

19.  Lindquist AC, Kurinczuk JJ, Wallace EM, Qats J, Knight M. Risk factors for
maternal morbidity in Victoria, Australia: a population-based study. BMJ
Open. 2015;5(8):¢007903.

20. Roberts CL, Ford JB, Algert CS, Bell JC, Simpson JM, Morris JM. Trends in
adverse maternal outcomes during childbirth: a population-based study of
severe maternal morbidity. BMC Pregnancy and Childbirth. 2009,9:7.

22.

23.

24,

25.

26.

27.

28.

Page 6 of 6

Knight M, Kenyon S, Brocklehurst P, et al. Saving Lives, Improving Mothers'
Care - Lessons Learned to Inform Future Maternity Care From the UK and
Ireland Confidential Enquires Into Maternal Deaths and Morbidity 2009-12.
MBRRACE-UK. Oxford: National Perinatal Epidemiology Unit; 2014.
Australian Institute of Health and Welfare (AIHW), Johnson S, Bonello MR, Li
Z, Hilder L, Sullivan EA. Maternal deaths in Australia 2006-2010, Maternal
deaths number 4. Cat.no. PER 61. Canberra: AIHW; 2014.

Maswime S, Buchmann E. A systematic review of maternal near miss and
mortality due to postpartum haemorrhage. Int J Gynaecol Obstet. 2017,
137(1):1-7.

Thornton C, Dahlen H, Korda A, Hennessy A. The incidence of pre-eclampsia
and eclampsia and associated maternal mortality in Australia from population-
linked datasets: 2000-2008. Am J Obstet Gynecol. 2013;208(6):476.e1-5.

Souza JP, Cecatti JG, Haddad SM, Parpinelli MA, Costa ML, Katz L, et al. The
WHO maternal near-miss approach and the maternal severity index model
(MSI): tools for assessing the Management of Severe Maternal Morbidity.
PLoS One. 2012;7(8):244129. https://doi.org/10.1371/journal.pone.0044129.
Jansen AJG, van Rhenen DJ, Steegers EAO, Duvekot JJ. Postpartum
Haemorrhage and transfusion of blood and blood components. Obstet
Gynecol Surv. 2005,60(10):663-71.

Roberts CL, Cameron CA, Bell JC, Algert CS, Morris JM. Measuring maternal
morbidity in routinely collected health data: development and validation of
a maternal morbidity outcome indicator. Med Care. 2008;46(8):786-94.
Oliveira LC, da Costa AA. Maternal near miss in the intensive care unit:
clinical and epidemiological aspects. Rev Bras Ter Intensiva. 2015,27:220-7.

Ready to submit your research? Choose BMC and benefit from:

o fast, convenient online submission

o thorough peer review by experienced researchers in your field

 rapid publication on acceptance

o support for research data, including large and complex data types

o gold Open Access which fosters wider collaboration and increased citations
e maximum visibility for your research: over 100M website views per year

K BMC

At BMC, research is always in progress.

Learn more biomedcentral.com/submissions



https://ourworldindata.org/maternal-mortality
https://www.population.net.au/population-of-western-australia/
https://www.population.net.au/population-of-western-australia/
https://www.aihw.gov.au/getmedia/9c84bb1c-3ccb-4144-a6dd-13d00ad0fa2b/rrrh-gtrc.pdf.aspx?inline=true
https://www.aihw.gov.au/getmedia/9c84bb1c-3ccb-4144-a6dd-13d00ad0fa2b/rrrh-gtrc.pdf.aspx?inline=true
https://doi.org/10.1111/j.1471-0528.2008.01713.x
https://doi.org/10.1371/journal.pone.0044129

	Abstract
	Background
	Methods
	Results
	Conclusion

	Background
	Methods
	Setting
	Inclusion criteria and definitions
	Data collection and analysis

	Results
	Discussion
	Limitations of the study

	Conclusion
	Additional files
	Abbreviations
	Acknowledgements
	Availability of data and materials
	Authors’ contributions
	Ethics approval and consent to participate
	Competing interests
	Publisher’s Note
	Author details
	References

