
Maternal Near-Miss 
Surveillance

THE ISSUE
In low-resource countries 

women have high rates of 

severe obstetric complication 

resulting in maternal and/or 

newborn morbidity or death. 

Opportunity exists to reduce 

maternal and newborn 

deaths by improving the 

delivery of facility-level care.    

 www.maternalhealthmozcan.ca 

THE PARTICIPANTS
Women experiencing a near-

miss event have near-fatal, 

severe maternal complications 

during pregnancy, childbirth or 

within 42 days of pregnancy 

termination.[1]

THE INTERVENTION

Maternal near-miss 

surveillance relies on 

systematic data collection 

and analyses to determine 

the incidence and causes of 

life-threatening maternal 

conditions (near-misses), 

with results informing 

service delivery, education 

and training. 
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WHY NEAR-MISS?

TYPE OF DATA COLLECTED

8 near-misses for every 
1 maternal death [5]

Similar factors lead to near-miss as they do to maternal death (i.e., 
obstetric complication + inaccessible care, delays in care and/or 
inadequate resources). But due to the higher volume of near-miss 
events, these audits can be conducted over relatively short periods 
of time providing rapid feedback for service improvement.[3] For 
healthcare workers, near-miss audits may be less threatening than 
mortality reviews because cases highlight clinicians’ life-saving 
actions, shifting the focus from blame to problem-solving.[4]

NEAR-MISS CASE REVIEW CYCLE

• Evidence-based policy & clinical 
decision-making 

• Resource allocation
• Rapid assessment of 

interventions
• Illumination of gender health 

inequities
• Maternal health advocacy
• Identification of research 

opportunities

A near-miss case review cycle involves healthcare workers  
evaluating the circumstances leading up to a near-miss event, 
learning lessons, creating recommendations for practice change 
and replication, and monitoring adherence and outcomes in an 
iterative manner. The review cycle increases healthcare workers 
awareness of service issues, enabling development of locally 
derived solutions and fostering ownership for health service 
improvement.[1]

Greater lifetime risk of women dying from 
pregnancy-related causes in low income 
versus high income countries.[2]and 
newborn mortality 

• Life-threatening obstetric 
complications affecting mom and/or 
baby 

• Healthcare providers’ use of 
evidenced-based, best practices 
removing barriers to uptake

• Prevalence of obstetrical 
service delays 

120
x

Over the course of their life, 1 in 45 women 
from low income countries will die from a 
pregnancy-related condition.[2]

1 in 45

DATA APPLICATION

Meta-analysis 
showed 23% 
less odds of
maternal death after 
facilities implemented near-
miss case review (OR 0.77, 
95% CI: 0.61-0.98).[6]

Fr
23% 
less
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Near-miss and mortality audit?
Restricting to near-miss audit may be more acceptable for 
healthcare workers but including cases of mortality increases 
comprehensive maternal surveillance.

Include deaths that 
occur in transit?

Women who die in transit may 
be included to quantify maternal 

mortality for care-seekers, but 
this data should be 

disaggregated to enable 
exclusion from analyses 

examining facility-level service 
quality.

Adapt WHO 
criteria?

Not all World Health 
Organization near-miss 

criteria may be applicable 
in low-resource settings 

(i.e., unavailable blood 
products). But, using 

standard criteria allows 
for comparison across 

differing regions.[7]

Include 42 days postpartum?
The WHO near-miss definition includes 

women up to 42 days postpartum. This may 
be restricted to women with re-admission. 

Maternal mortality counts can include non-
admitted women. 

Physicians conduct the audit?
Physicians uninvolved in care of the patient can identify 
near-miss cases as they occur. Due to physician 
shortages, nurses may collect data with physicians 
determining near-miss classification
at a later date. 

Prospective or 
retrospective?
Prospective data 
collection allows for 
follow-up on missing 
data and clarification 
on case 
management. 
Retrospective audits 
are more economical 
and may be feasible 
where there are high 
quality medical 
records. 

Data collected for all women?
Data can be collected from all women admitted for 

pregnancy-related care or limited to near-miss cases 
identified during admission. In the latter case, facility 

records provide information (denominator data) for 
calculating incidence, rates and ratios.[8]

Near-miss case review?
Results of continuous near-miss surveillance 
can be regularly provided to staff to identify, 

implement and monitor improvements in 

quality of care.

Interview women?
Women with near-miss may be 
interviewed to gain greater 
understanding of factors contributing to 
risk and to verify medical records.  
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In a 2014 near-miss, facility-based study in Maputo province, Mozambique, 70% of 

women experiencing near-miss reported a delay in care after presenting at  
a medical facility.[5] Mozambique’s Health Sector Strategic Plan (PESS) aims to 

improve the quality of maternal health services, to reduce maternal death and 
morbidity.[9] To achieve this, PESS identifies the need for strengthened maternal 

mortality surveillance and response systems.[9, p.54] Maternal near-miss surveillance and review 
cycles could complement this strategy, providing even more comprehensive information in a shorter 
period of time.     
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