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                                           Abstract 

 

Introduction: A ‘maternal near miss’ (MNM) an event where maternal death has been 

averted due to timely and competent emergency obstetric intervention. The present study 

documents the physical, psychological, economic and social consequences of maternal 

near miss events. This study also captures how women experience the MNM event. 

Methods: The study consisted of two parts. The first part included analysis of hospital 

data of women admitted for delivery in a well-equipped secondary care non-profit 

hospital in Balod district of Chhattisgarh during January – December 2016, to determine 

MNM incidence ratio and risk factors for experiencing MNM.   The second part is a 

qualitative exploration among 35 women who experienced a near miss event in the same 

hospital during the same period. In-depth interviews were conducted in the local language 

during June-August 2017 using an interview guideline and were audio-recorded. Data 

was transcribed and translated into English. Deductive coding was done around the main 

objectives as themes.  

Results: The MNM incidence ratio (MNM cases per 1000 live births) was 23, much 

higher than other studies from India. Risk of experiencing MNM was uniformly 

distributed across socio-demographic strata. Following an MNM event, women 

experienced severe physical and psychological health consequences which extended even 

beyond one year. Women who had lost their infants and by those who had eclampsia-

related – convulsions reported symptoms suggestive of depression and at times, of PTSD. 

Almost all women (10 of 12) who lost their first-born infants had become pregnant after 

the MNM event and often experienced poor outcomes. Catastrophic health expenditures 

had been averted in the vast majority because of coverage by Government-sponsored 

health insurance schemes. Prolonged need for outpatient care and loss of livelihood 

because of poor health resulted in economic burden for some. The study also describes 

the lacunae in emergency obstetric care in most health facilities.  

Conclusion: There is need to monitor MNM events for addressing long-term morbidity 

and disability associated with severe obstetric complications.  
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                                                    Chapter 1 

Introduction and review of literature 

 

1.1 Introduction 

Maternal mortality is the finale of a chain of detrimental events and is a major public 

health problem. The Millennium Developmental Goals had targeted a reduction in 

maternal mortality ratio (MMR) by two thirds by 2015. This goal has substantially been 

achieved by most of the countries except in some Sub Saharan and South Asian countries 

including India. A WHO report on maternal mortality in 2015 showed that globally 

around 300000 women died due to complications during pregnancy child birth and after 

delivery (WHO, UNICEF, UNFPA, The World Bank and the United Nations Population 

Division, 2014).  Maternal health is a highly discussed topic in the global health agenda 

but it is apparently restricted to maternal mortality. Maternal death is the tip of iceberg 

with maternal morbidity as its base. Women’s health problems and its consequences are 

poorly defined. In-spite women living longer than men, their lives are not necessarily 

healthy, according to the 2009 Women and Health Report of the World Health 

Organization (WHO 2009). 

When one woman who dies of pregnancy-related causes, 20 or 30 others experience acute 

or chronic morbidity, most of the times with permanent sequelae that undermine their 

normal functions of livings (Reichenheim et al., 2009). These sequelae can affect 

women’s physical, mental or sexual health and can jeopardise their ability to function in 

certain domains (e.g. cognition, mobility, and social interactions), their body image and 

their social and economic status.  As in the case of maternal mortality, the burden of 

maternal morbidity is estimated to be highest in low and middle income countries, mainly 

among the poorest women (Koblinsky et al., 2012). 
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One of the essential things to reduce the health risks during emergency obstetric care is 

appropriate use of skilled birth attendance at the time of pregnancy and child birth. Even 

when the mother is saved, severe obstetric morbidity can have long-term consequences.  

These consequences can lead to her death, further morbidities or disability in the extended 

postpartum period (up to one year) and can adversely impact the health of her baby, the 

health of her other children, and the social and economic condition of her household. 

Such consequences are poorly understood except the outcome of delivery, both in quality 

and magnitude and it remain unaddressed to a large extent, without any programme 

responding it especially in low income countries(Koblinsky et al., 2012).                    

Maternal morbidity is a comprehensive term that refers to any physical or mental illness 

or disability directly related to pregnancy and/or childbirth. These are not necessarily life-

threatening but can have a significant impact on the quality of life. These morbidities 

which are directly or indirectly related to complicated obstetric conditions include 

conditions such as uterine prolapse, stress incontinence, hypertension, haemorrhoids, 

perineal tears, urinary tract infections, severe anaemia, depression, fistula, and ectopic 

pregnancy (Koblinsky et al., 2012).  Acute maternal morbidities include various terms, 

such as ‘obstetric complications’, ‘maternal complications’, ‘absolute maternal 

indications’ (AMIs), ‘severe acute maternal morbidities’ (SAMMs), and ‘near-miss’ and 

typically refers to acute problems suffered during pregnancy through the standard 

postpartum period of 42 days.                      

The consequences of near-miss events (severe, life threatening complications that women 

survive) on women and their families can be substantial, and recovery can be slow, with 

lasting sequelae. An estimated 10–20 million women develop physical or mental 

disabilities every year as a result of complications or poor management of child delivery 



3 
 

(National Research Council (US) Committee on Population, 2000) .  The incidence of 

childbirth-related damage to pelvic structure can be high; for example, the prevalence is 

46% in Gambia, or can be infrequent, but debilitating, for example with vesico-vaginal 

fistula(Cecatti et al., 2016). The long-term consequences are not only physical, but are 

also psychological, social, and economic. Infertility after hysterectomy for uterine 

rupture, for example, can lead to depression, social isolation, and marital 

disharmony(Cecatti et al., 2016) . 

1.2 Rationale 

A study done by Ronsmans argues that using facility-based diagnoses by skilled care 

providers based on organ failure and life-saving surgery to determine severe acute 

maternal morbidity, one can estimate the population levels of severe maternal morbidity. 

Because women with such problems will die if not managed in such facilities. So from 

hospital data we can estimate number of Maternal Near Miss (MNM) cases in the 

community (Ronsmans, 2009). There are very few studies on long term consequences of 

MNM events. Beyond the numbers, we can evaluate the experience of survivors of MNM 

events which can be useful to obtain an understanding of some of the nonphysical aspects 

along with bodily aspects that contribute to the long-term burden of pregnancy and child 

birth related complications. This qualitative study is tried to explore these experiences 

and consequences of maternal near miss events based on narratives of women who 

survived from such severe complications during pregnancy and child birth. 

1.3 Review of literature 

1.3.1 Definitions 

 Maternal death-The death of a woman while pregnant or within 42 days of termination 

of pregnancy, irrespective of the duration and the site of the pregnancy, from any cause 
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related to or aggravated by the pregnancy or its management, but not from accidental or 

incidental causes, as per WHO definition. 

 Maternal Morbidity- WHO Maternal Morbidity Working Group (MMWG) has 

agreed on the following definition of maternal morbidity: ‘any health condition 

attributed to and/or aggravated by pregnancy and childbirth that has a negative impact 

on the woman’s wellbeing’. This new definition of maternal morbidity will be 

proposed for inclusion in the 11th revision of the International statistical classification 

of diseases and related health problems (Group, 2013). 

 Maternal Near Miss (MNM) - The technical working group (WHO Working Group on 

Maternal Mortality and Morbidity Classifications) established by the World Health 

Organisation (WHO) arrived at a consensus definition of ‘Maternal Near Miss’ which 

says a case of near miss maternal death is “a woman who nearly died but survived a 

complication that occurred during pregnancy, childbirth or within 42 days of termination 

of pregnancy” ( World Health Organization, Department of Reproductive Health and 

Research,2011).   

 

1.3.2 WHO category for Maternal Near Miss cases 

In 2011, WHO recommended three different approaches to selection criteria for 

identification of maternal near miss cases( World Health Organization, Department of 

Reproductive Health and Research,2011). They are:  

a) Disease specific criteria b) Management based criteria c) Organ dysfunction criteria.  

a) Disease specific criteria 

Clinical criteria related to specific disease entity like preeclampsia, eclampsia,  
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HELLP (haemolysis, elevated liver enzymes, low platelets) syndrome, severe 

haemorrhage, sepsis and uterine rupture. 

b) Management based criteria 

In most developed countries, admission to intensive care unit or requirement of critical 

care, have been used to identify near misses. However the disadvantage of these criteria is 

the accessibility and availability of intensive care facilities for patients who need them 

mostly in the low resource countries. Other interventions like performance of intra-

partum hysterectomy, blood transfusion or caesarean section have been used to identify 

near misses.  

c) Organ system dysfunction based criteria 

These criteria are based on the concept that there is a sequence of events leading from 

good health to a medical emergency, and death. The sequence is clinical insult, followed 

by a Systemic Inflammatory Response (SIR), organ dysfunction, organ failure and finally 

death. Near misses would be those women with organ dysfunction and organ failures who 

survive the criteria for defining a near miss and are defined per organ system.  

The advantages of this system is that it helps in establishing the pattern of the disease- 

causing- morbidity, comparisons can be made, definition can be standardized and used in 

many different settings, problem within the health system may be studied and audit can 

be carried out prospectively. The disadvantages are that it is dependent on minimum level 

of care in a country and there must be functioning laboratories for some specific blood 

tests and basic critical care monitoring must be available.  
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1.3.3 The practical aspects of WHO criteria includes 

Due to non uniformity and non comparability by above criteria, WHO developed new 

practical aspects based criteria which can be used in any settings mostly in low and 

middle income countries where it is difficult to diagnose with limited resources. It is as 

follows: 

Clinical criteria 

Acute cyanosis, gasping , respiratory rate >40 or <6 breaths /minute, shock, oliguria not 

responsive to fluids or diuretics, coagulation disorders, total paralysis, loss of 

consciousness for ≥12 hours, jaundice with pre-eclampsia and unconsciousness with no 

pulse and heart beats 

Laboratory criteria  

Oxygen saturation <90% for ≥60 minutes; - PaO2/FiO2 <200 mm Hg; - Creatinine ≥300 

mmol/L or ≥3.5 mg/dl; - bilirubin >100 mmol /L or >6 mg/dl; - pH <7.1, lactate <5; - 

acute thrombocytopenia (<50,000 platelets); - loss of consciousness; - ketoacidosis and 

glucose in urine.  

Management criteria 

Continued use of vaso-active drugs; - hysterectomy for postpartum haemorrhage or 

infection;- transfusion of ≥5 units of PRBSs;- dialysis for acute renal failure;- intubation 

and ventilation for ≥60 minutes and not related to anaesthesia; and cardiopulmonary 

resuscitation.  

1.3.4 Maternal near miss incidence ratio 

This ratio is meant to determine the estimated numbers of maternal near miss cases. 
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Maternal Near Miss ratio has been defined as: 

[No. of maternal near miss cases/ total no. of live births] × 1000.  

1.4 Burden of disease                       

Maternal mortality, while a rare event, has a clear definition and can be measured. 

Maternal morbidity is complex and there is no definite measurement norms, it can be 

acute or chronic, may has long lasting effects with disability and it has multiple treatment 

options. The information about estimated numbers of maternal near miss cases is sparse 

and lacking in many parts of world (Pattinson et al., 2009). A systematic review of studies 

done in tertiary care centers around the world, during 1997 to 2002 found the prevalence 

of MNM  between 0.80 percent – 8.23 percent in studies that use disease-specific criteria 

while the range was 0.38 percent – 1.09 percent in the group that used organ-system 

based criteria. Rates were within the range of 0.01 percent and 2.99 percent in studies 

using management-based criteria. It is not possible to pool data together. Rates were 

lower (0.01 percent – 2.99 percent) and variation is less in the category of studies using 

management-based criteria (Pattinson et al., 2009).                      

In the first attempt to document both maternal near miss and mortality in Bastar region, 

India, the maternal near miss incidence ratio (MNMR) was 11.9/1000 live births in the 

Tertiary care Government hospital, in the year 2013-2014 (Bansal et al., 2017). 

Maternal Near Miss event looks like a success story but the effects of such severe 

morbidities could be disastrous. WHO aptly denotes such event as ‘Near miss’. 

Moreover, when the physical, emotional, economic, and social consequences of severe 

maternal morbidity are taken into consideration, as well as the vulnerability of women 

(since the majority of the  conditions are preventable), this clearly constitutes a public 

health issue with increase in financial and social costs (Sousa et al., 2008). 
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1.5 Causes and Risk factors                 

A study done in Brazil during 2002 noted that the causes of a majority of ‘near miss’ 

cases included severe haemorrhage, sepsis, hypertensive states, and uterine rupture 

(Sousa et al., 2008). It is necessary to improve the quality of care of cases with Near Miss 

events. The determinants of severe maternal morbidity or near miss event are same like 

that of maternal mortality (Sousa et al., 2008).The findings of study from Bastar, 

Chhattisgarh showed that the most common initiating conditions leading to maternal near 

miss were haemorrhage (43.5 percent), severe anaemia (15.38 percent), rupture uterus 

(15.38 percent), pre-eclampsia/ eclampsia (12.82 percent), sepsis (5.12 percent), 

complicated malaria (5.12 percent) and hepatitis (2.56 percent). Souza et al from Brazil 

also reported hypertensive syndromes as the most commonly associated (57 percent) 

cause for near miss cases (Souza et al., 2010). 

As for socio-demographic characteristics associated with high-risk of MNM, a study done 

in Brazil during the year 2011-2012 noted that majority (48.6 percent) were in the age 

group 20-34 years. Multigravida were more (55.4 percent) than primigravida (44.6 

percent). However in some other studies, majority were primigravida (Dias et al., 2014) 

A Study from Kerala, India(2014) showed that the live birth rate in Maternal Near Miss 

events was fairly good at 67.4 percent but hospital stay was prolonged for 10-20 days in 

77.5 percent of patients, reflecting morbidity and financial burden to the health 

facility(Chandran et al., 2017) . A prospective case control study done during 2012 from 

three referral maternity hospitals in Morocco reported that socio demographic variables 

like low education and low socioeconomic status were associated with near miss events. 

Also with regard to obstetric variables, women who did not receive antenatal care were 8 

times more likely to be near miss cases OR = 8.16; 95% CI: (4.08–16.31). Those with 
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complications during pregnancy had a 4-fold higher risk [OR = 4.77; 95% CI: (2.72–8.38) 

and those with a history of abortion had a 3-fold higher cases [risk for complication [OR 

= 3.67; 95% CI: (1.73–7.77) (Assarag et al., 2015). 

1.6 Consequences   

1.6.1 Mode of delivery and pregnancy outcomes 

Most of the studies showed that MNM cases had to be delivered by c-section to save the 

mother and/ or baby. And also babies born were weighed low at birth.  In one study in 

Kerala,53.1 percent underwent caesarean delivery and 58 percent delivered babies with 

birth weight below 2.5 kg ( Chandran et al., 2017)). 

1.6.2 Long term consequences 

There are very few studies about the experiences of survivors of Maternal Near Miss 

events (severe maternal morbidity) have been reported (Filippi et al., 2007). 

Post-partum interventions are often restricted to 42 days following the termination of 

pregnancy (Sousa et al., 2008), even though the risk of maternal death continues up to six 

months after delivery and some of the problems experienced by women persist beyond 

the traditional cut-off of 42 days post-partum (Hardee et al., 2012). The survival of an 

increasing number of patients following events of severe maternal morbidity draws 

attention to the long-term consequences of these events; the issue is not concluded when 

the patient is released from hospital.  

In a retrospective observational cohort study done in a teaching hospital in Glasgow from 

1985-1992, it was observed that survivors of severe biological events, traumatic or 

otherwise, had a higher five-year risk of death than members of the general 
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population(Freedman, 2007). The advances that have occurred  in health care and the 

improvements that have been implemented in patient care, including intensive care, have 

resulted in many more women now surviving life-threatening situations and experiencing 

long-term consequences(Department of Reproductive Health and Research, World Health 

Organization, 2009).Little is  known about the long-term effects of severe maternal 

morbidity. The narratives described in a qualitative, exploratory study done in Brazil 

during 2007-2008 includes a series of emotional reactions presented by women in 

response to an acute, life-threatening event of severe maternal morbidity which suggested        

deep psychological impact (Freedman, 2007). A literature review done during 2006 about 

emotional outcome after intensive care, described acute stress disorders and post  

traumatic stress disorders (Ryding et al., 1998).  In this respect, it is important to consider 

that the spectrum of clinical severity associated with severe maternal morbidity involves 

more than just the possibility of death.                          

Reports from Burkina Faso narrate the secondary consequences for women and their 

families up to a year following a severe obstetric complication, including more maternal 

deaths and mental health problems of the women. Women also feel like loss of physical 

strength, family stability, community status, and impoverishment (Russell and Gilson, 

2006). Such reports extend the meaning of loss beyond that quantified in measures, such 

as the maternal mortality ratio or DALYs severe maternal morbidity.  

There are very few studies about consequences of MNM in India one of which has done 

in Rajasthan i.e. prospective cohort study by Iyenger et al.  This study shows a higher 

level of morbidity in terms of physical and psychological aspects following severe 

complications during pregnancy and also women survivors had a greater difficulty in 
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completing daily household work. The household had important financial repercussions 

(Iyengar et al., 2012).                        

Maternal morbidity can be used to audit the quality of care, understand how women 

experience health care services and facilities and to assess met need for critical care 

(Reichenheim et al., 2009). 
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Chapter 2 

Methodology 

 

 2.1 Objectives 

 Major objectives 

1) To document experiences of women who had survived maternal near miss events in a 

secondary care hospital in district Balod, Chhattisgarh 

 2) To assess physical and psychological consequences affecting the women who had 

maternal near miss events 

3) To assess the socio-economic consequences affecting the survivors of maternal near 

miss events and their households 

Minor objectives 

1) To determine the risk factors associated with near miss events 

2) To find out incidence ratio of near miss cases 

2.2 Study design  

This study consisted of two parts. The first part consisted of collecting secondary data of 

the pregnant women from the case records of a hospital from 1 January to 31 December 

2016. The data was then analysed to find out risk factors and MNM incidence ratio. The 

second part was a qualitative exploratory study, which addressed the major objectives of 

study. The researcher conducted in-depth interviews of women who had delivered during 

2016 in the same secondary care hospital in district Balod, Chhattisgarh from which data 

for secondary analysis was drawn and had survived maternal near miss events. In depth 
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interviews were based on an interview guide drawing on the framework adapted from 

‘Maternal health in poor countries: the broader context and a call for action’, a research 

paper by Véronique Filippi, etc,al (Filippi et al., 2006). . These interviews, based on 

narratives of women who survived maternal near miss events, gave deeper understandings 

about health consequences of maternal near miss events and economic consequences to 

their households over the duration of 18 months since the MNM event. 

2.2.1Conceptual framework for the study 

This study was based on the conceptual framework which stated that the effect of 

maternal near miss event was not only on mother her-self but also on her child and her 

household. It included not only physical and psychological impact on women’s lives but 

also economic consequences on her households. 

Figure 1.Conceptual framework for the effects of MNM 

 

Adapted from ‘‘Maternal health in poor countries: the broader context and a call for 

action’’, Véronique Filippi, etc, all. Lancet 2006; 368: 1535–41 
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2.3 Study setting 

This study was conducted in Balod district of the state of Chhattisgarh, located in central 

India. The state is one with the highest proportion of tribal population in India (Registrar 

General of India,2011.). It has the lowest HDI in India according to India Human 

Development Report 2011, IAMR and Planning Commission. The health indicators are 

abysmal.  

Balod district of Chhattisgarh was formed in the year 2012. It is situated in the centre of 

the state with rich forest and mineral resources and an abundance of water. The 

population consists of mainly Scheduled Tribes, followed by Other Backward Castes and 

Scheduled Castes. Most of the people live in villages, comprising 83 percent of total 

population. The literacy rate is 82 percent with female literacy is 78 percent. The sex ratio 

is 1022 which is much above national average (Registrar General of India, 2011). 

A secondary care hospital was selected to find out the women who had MNM events. The 

Study Hospital is a 120 bedded hospital run by the Chhattisgarh Mines Sharmik Sangh 

(Union) located in Dalli-Rajhara of district Balod, Chhattisgarh. Dalli-Rajhara is the 

place from where iron ore for the Bhilai Steel Plant is extracted. It is 70km from Bhilai. 

The hospital serves a catchment area of more than 100 km around. The Study Hospital, 

built in 1983, is by the workers for the workers (Mehnatkashon ke swasthya ke liye, 

mehnatkashon ka apna karyakram). It emerged from the struggles of the mine workers.  

The Study Hospital provides all-round health facilities including medicine, surgery, 

obstetrics and gynaecology, dentistry, paediatrics and physical medicine at very 

reasonable cost serving the population with humble livelihood. It has full-time specialist 

doctors in Obstetrics and Anaesthesia with trained staff nurses. It is the referral unit for 

most of the nearby health facilities. The referral center for the Study Hospital is 

Government Medical College, Raipur which is 100 km away. The Study Hospital is a 
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frontrunner in providing services to poor people under Rashtriya Swasthya Bima Yojana 

(RSBY). It runs with fees for their services and contributions from workers, peasants and 

other friends and as a policy does not receive any money from any funding agencies. It is 

developed as one of main centre for maternity services in Chhattisgarh. Around 2500-

3000 deliveries take place in a year with c-section facility and blood storage unit. The 

Patients are mostly underprivileged and tribals. So it’s the ideal setting for this study as 

many women who have complicated pregnancy come here and its one of the few centres 

who provides the maternity facility in the needy and difficult area.  

For the study, the researcher covered 28 villages in Balod district located within a 

distance of 5km to 70 km from Dalli-Rajhara town where the Study Hospital is situated. 

The following table (2.1) shows village wise population of all villages where the study 

participants live and their distances from Dalli-Rajhara where the study hospital is 

located. The population of the villages ranges from 300 to 2700 and there are two towns 

whose populations are much higher, and the villages are located within a range of 2km to 

68 km from Dalli-Rajhara town. 

Every village is connected by pukka road but there is no public transportation in 

Chhattisgarh. Many villages have only one bus a day while in a few remote villages 

people have to walk 4-7km to get the bus stop.  

Most villages have schools and functional Anganwadi centres. The Public Distribution 

System is also functional. Every village has a frontline health worker (equivalent of the 

ASHA), the Mitanin (meaning people’s friend in Chhattisgarhi dialect) and she is the first 

contact health care giver. Health facilities are mostly Government hospitals and PHCs 

and CHCs. The district town Balod has a district hospital and also two private hospitals. 

Most of the ‘Below Poverty Line’ (BPL) households are covered by Government’s health 

insurance since 2012, and possess the RSBY (Rashtriya Swasthya Bima Yojana) card.  
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The Scheme covers inpatient medical care for most of the diseases and pregnancy related 

events. Some private hospitals including the Study Hospital are empanelled in the RSBY 

scheme.  

The Study hospital is situated in the town Dalli-Rajhara which is 24km from Balod. It is 

the largest and most equipped hospital in whole district. The economic situation of the 

villages is poor and people work hard to meet minimum needs. Most households have 

small land holdings with low irrigation facility and grow one paddy crop a year. Most of 

the young population migrate after Oct-Nov and return in Jun-July to cultivate rice. Most 

households live in mud houses with the floor plastered with mud; the roof consists of 

wood and mud. The houses are small with one or two window-less rooms, and a small 

varandah. Cows, goats and hens are roaming around the home and frequently take shelter 

in one corner of the people’s homes. They are prized possessions of the households and 

an integral part of people’s life. 

Table 2.1 Population of villages and their distance from Dalli-Rajhara  

Village/town Population 

Distance 

(Km) Village/town Population 

Distance 

(Km) 

Parri 322 28 Renghani 1142 34 

Dhuthamardi 433 31 Bhoinapar 1234 30 

Doraba 567 32 Ghumaka 1235 34 

Naragi 586 27 Tekapar 1314 32 

Pakhanjor32 654 68 Kocheara 1637 35 

Mahamaya 702 14 Rengadabri 1668 28 

Batera 702 31 Narratola 1688 8 

Ranitarai 705 29 Acholi 1792 28 

Machandur 712 38 Andi 1820 29 

Bharritola 816 46 Bhanwarmala 1829 23 

Lohartola 879 31 Bhimkanhar 2018 37 

Malighori 986 28 Taraud 2604 28 

Khapri 992 26 Chikhalakasa 6160 2 

Mukadah 1043 23 Balod 23648 24 

      Dalli-Rajhara 44363 0 
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The government provides free electricity to every home. Most families have a television 

set and a mobile phone but some remote villages have no mobile network. On an average 

five to six people live in a household. The women cook the food on firewood stoves and 

collecting firewood from nearby forests is their everyday task. Drinking water is collected 

from common hand pump or a public well which is near their homes. The different 

communities do not have separate colonies according to caste and also there is no strong 

caste differentiation among people in the villages. 

2.4 Sample size estimation 

As the MNM ratio varies between 4 -15 percent and a study in Chhattisgarh showed 

approximetly10 percent incidence ratio we expected 30-40 women who had maternal near 

miss (MNM) events in 2016. All women who fit the criteria were contacted by hospital 

staff to ascertain willingness to participate in the study and those expressing willingness 

were approached by the researcher. 

2.5 Sample selection procedures 

MNM cases were scrutinized from all the pregnancy cases with WHO classification of 

MNM. The disease- based criterion was used to classify the MNM case. The criterion for 

whole blood requirement was reduced from five units to two units as the hospital has no 

blood bank and nearest blood bank is around 100km far away. It is very difficult to 

arrange blood which is life saving for the pregnant woman. So two units of whole blood 

is more than sufficient to suggest that woman is in critical condition so can be classified 

as MNM case. So we modified the criteria to include severe anaemia defined by 

haemoglobin less than six gram percent (6 gm/dl) and requirement of two or more whole 

blood units. Studies also show that in developing countries where resources are scarce 

and availability of blood is less criteria should be modified according to local conditions 

(Lobato et al., 2013). 
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2.5.1Inclusion criteria 

a) Women who resided in villages within a 70 km radius from Balod 

b) Women who were willing to participate and gave consent 

 

2.5.2Exclusion criteria 

a) Woman who died or whose address was not traceable 

b) Woman who had serious mental health problem 

 

2.6 Data collection techniques and analysis 

The secondary data from hospital regarding women delivered in 2016 were collected 

from each case sheet and filled in a Microsoft excel sheet in the already made pro-forma. 

Hospital authorities contacted women who fulfilled the inclusion criteria and those who 

agreed for the visit by the principal investigator were noted. The place of each of the 

women identified as ‘maternal near miss’ were visited by the principal investigator and a 

female assistant.  

Data collection was done from 15 June to 31 August by the researcher. Written informed 

consent was obtained prior to the interview. In- depth interview based on the approved 

interview guidelines was carried out by the principal investigator. It was done in Hindi. 

The interview guide was used as a checklist to explore the experiences of women. The 

female assistant helped with the in- depth interview, by repeating the questions and 

encouraging the women to respond. 

Privacy and confidentiality of all the information were taken care of. All the in depth 

interviews were audio recorded after seeking permission and were transcribed verbatim in 

Hindi and then translated to English. 
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Data were analyzed using conventional qualitative methods that sought to identify 

themes. Researcher went through transcribed repeatedly to get familiar with data .Next 

step were assigning codes. Coding was done deductively. The researcher started with 

broad coding and then gradually collected similarly coded blocks to assign themes. 

Transcripts from in depth interviews were re-read to identify any linkage between 

different themes.                        

The secondary data included information on socio demographic factors and pregnancy 

related factors for each women and whether or not she was a case of near miss event.  

Secondary data from hospital were analysed using SPSS software to describe descriptive 

and inferential statistic. The bivariate analysis was carried out to identify significant risk 

factors using simple chi square test. MNM incidence ratio was calculated using WHO 

criteria as number of women who had MNM events in hospital in a year per thousand live 

births in hospital in same year. 

2.7 Expected outcomes 

From in depth interviews, we expected the negative impact on women’s lives who had 

experienced MNM. And the impact might be affecting her physical, psychological and 

economic conditions. We expected to obtain risk factors for MNM event and the 

frequency of MNM cases from analysis of data obtained from hospital record. 

2.8 Ethical considerations 

Informed consent 

Written informed consent was obtained from the subject prior to the start of the interview.  

In the case of mother who was not able to give written informed consent then verbal 

consent was obtained in such case witness signature was obtained. Participants had the 

freedom to withdraw their participation at any time during the interview without giving 

any explanation.  
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Confidentiality The identity of the participant was kept anonymous.  

Each participant was given a unique identification number. Their demographic details or 

any other information were not used for identify the individual. The information given by 

the women was not disclosed with health workers, family members and any others.  

Beneficence 

There were not be any direct benefits for any of the participants by participating in this 

study; the information collected will be useful for making health policy regarding 

maternal health.  

Risks                 

There was not any risk for women by participating in this study. Questions related health 

problem at the time of delivery might produce slight discomfort. Participants had the 

option to skip the questions if they were not comfortable to answer. During the study any 

women found to be in need of medical treatment she was referred to The Study hospital 

or another health facility and arrangements was made for her transportation, if she was 

willing to seek health care. A clearance was obtained from the Institutional Ethics 

Committee before the commencement of the study (Ref.no.SCT/IEC/1048MAY-2017).   

 

 

                                                              

 

 

 

                                                             

 

 



21 
 

Chapter 3 

Results 

This Chapter is divided into two parts. The first part includes the analysis of data on all 

hospital deliveries in the Study Hospital in the year 2016, to determine the Maternal Near 

Miss (MNM) incidence ratio and mortality index. The second part presents the analysis of 

qualitative information on women who experienced Maternal Near Miss (MNM) events. 

 

         Part I.  Analysis of Hospital Records on the Incidence and Correlates of MNM 

 

3.1 Incidence of Maternal Near Miss Events in the Study Hospital 

The following data were collected from a secondary care hospital in the mining town 

Dalli-Rajhara, District-Balod, Chhattisgarh.  

3.1.1 Socio-demographic characteristics of the women who delivered in the Study 

hospital 

A total of 2577 women delivered from 1
st
 January to 31

st
 December 2016 in the Study 

Hospital. A little over sixty percent of the women (62.9 percent) were in the age group of 

18-24 years. Only 8 percent of them were above 30 years of age. Most of the women had 

secondary and higher secondary education. More than two-thirds of the women were 

from households holding Below Poverty Line (BPL) ration cards. Chhattisgarh is 

predominantly a tribal state and the data on deliveries also reflect this, with close to half 

the women (47.4 percent) belonging to the Scheduled Tribes (STs). About 38 percent of 

the women belonged to Other Backward Castes (OBCs). 
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Table 3.1 Socio-demographic characteristics of the women who delivered in the 

Study Hospital (January-December 2016) 

Characteristic   
Frequency (%) 

2577 (100) 

Age Category 

  

 

18-24yrs 1620 (62.9) 

 

25-29 0718 (27.9) 

 

≥30 0227 (08.8) 

 

Missing  0012 (00.5) 

Education 
  

 

Primary and below 0294 (11.4) 

 

Secondary 1351 (52.4) 

 

Higher secondary and above 0844 (32.8) 

 

Missing  0088 (03.4) 

Poverty Status 

  

 

BPL 1759 (68.3) 

 

APL 0794 (30.8) 

 

Missing value 0024 (0.90) 

Caste 

  

 

ST 1221(47.4)   

 

SC 0198 (07.7) 

 

OBC 0978 (38.0) 

 

General 0164 (06.4) 

  Missing value 0016 (00.5) 

 

3.1.2 Obstetric and delivery details of women who delivered in the Study Hospital in 

2016 

Close to half the women (48.8 percent) were first time pregnant (Primi), while only about 

16 percent had been pregnant for more than two times. The vast majority (93 percent) 

completed 36 weeks of gestation at the time of delivery. A little over half the women (55 

percent) had normal vaginal delivery, while around 34 percent delivered by caesarean 

section. The outcome of delivery in most of the women (95 percent) was live birth while 

a small number of women had still birth. Two-fifths of the babies had a low-birth. 
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Table 3.2 Obstetric and delivery details of the women 

Characteristic   
Frequency (%) 

2577 (100) 

Gravida  
  

 

Primi 1258 (48.8) 

 

Second 0903 (35.0) 

 

Third Gravida 0298 (11.6) 

 

Fourth Gravida 106 (04.1) 

 

Missing value 0012 (05.0) 

Gestational Age  

  

 

Pre-term pregnancy 173 (6.7) 

 

Term pregnancy 2389 (93.2) 

 

Missing value 0015 (0.60) 

Mode of Delivery 

  

 

Normal 1422 (55.2) 

 

Instrumental     0249 (09.7) 

 

C-section   0894 (34.7) 

 

Missing value 0012 (00.5) 

Outcome of delivery 

  

 

Live birth 2451 (95.1) 

 

Still birth 0113 (04.4) 

 

Missing value 0013 (00.5) 

Birth weight of baby 

  

 

<2500 gram 1034 (40.1) 

 

≥2500 gram 1526 (59.1) 

  Missing value 0020 (00.8) 

 

3.2 Obstetric emergencies 

3.2.1 Maternal Near Miss cases (MNM) 

MNM cases were identified using modified WHO classification criteria as given in 

Chapter 2, section 2.4. According to these criteria sixty-eight (68) MNM cases were 

identified out of 2577 deliveries in the year 2016.The most common causes of MNM 

were hypertensive disorders of pregnancy, bleeding disorders, ruptured uterus and severe 

anaemia (Table 3.3). 
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Table 3.3 Causes of Maternal Near Miss among women delivering in the Study 

Hospital in 2016 

    

Causes of MNM Frequency (%) 

Hypertensive disorders 23 (33.8) 

Eclampsia 21 

Severe eclampsia 2 

  Haemorrhagic disorders 13 (19.1) 

Post partum Haemorrhage 3 

Placenta Praevia 7 

Abruptio Placentae 3 

  Ruptured uterus 11 (16.2) 

Severe anaemia 17 (25) 

Shock 1 (1.5) 

Hepatitis 2 (2.9) 

Sepsis 1 (1.5) 

Total 68 (100) 

 

Out of 68 MNM cases 33.8 percent were hypertensive disorders which include eclampsia 

and severe eclampsia. Next was severe anaemia with 25 percent. About 19 percent were 

haemorrhagic disorders including placenta previa, abruption placentae and postpartum 

haemorrhage. Ruptured uterus was also commonly seen (16.2 percent). Cases with sepsis, 

shock and hepatitis were very few. 

3.2.2 Maternal deaths 

In all six (6) maternal deaths were reported in the Study Hospital in the year2016.Two 

deaths happened due to haemorrhagic disorders with severe post partum haemorrhage and  

two were due to shock one of which is due to pulmonary embolism. Other two deaths 

were due to severe anaemia and heart disease each. 
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Table 3.4 Causes of maternal deaths 

 

 

3.2.3 MNM Incidence ratio and mortality index and the ratio of MNM to maternal 

mortality 

MNM incidence ratio is the number of MNM cases per 1000 live births. It indicates 

burden of near miss cases. In this study it is found to be 27.7 MNM cases per 1000 live 

births. 

Mortality index (MI) of MNM case indicates quality of health care provided. It is 

calculated as the number of maternal deaths divided by the number of women with life-

threatening conditions expressed as a percentage [MI = MD/ (MNM + MD)].The higher 

the index the more women with life-threatening conditions die (low quality of care), 

whereas the lower the index the fewer women with life-threatening conditions die (better 

quality of care).The mortality index is 8.10%. The MNM to maternal mortality ratio is 

another indicator of quality of emergency obstetric care, which in the present case is 11.3 

percent - implying one maternal death to every 11 women who survived the obstetric 

emergency.  

 

 

 

 

 
Causes of maternal death 

 

Frequency 

 

            

 

1 Haemorrhagic disorders 

 

2 

 

2 Shock 

   

2 

 

3 Severe anaemia 

  

1 

 

4 Heart disease 

  

1 

 

            

  

Total 

   

6 
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3.3. Correlates of MNM 

Simple chi-Square analysis was performed to explore the possible association between 

predictor and outcome variables. Here the outcome variable is a case of MNM. The alpha 

value for significance was fixed at 5 percent (p-value <0.05) and various social, 

demographic and obstetric history characteristics were taken as predictor variables. 

Table 3.5 below shows the results of bivariate analysis to find out the association between 

the various predictor and outcome variable. Age, caste and economic status showed no 

significant statistical association with risk of experiencing MNM events, indicating that 

women were at risk of MNM events irrespective of age, caste and poverty status. 

Education was significantly associated with experiencing an MNM event. 

The predictors regarding obstetric and delivery factors are all significantly associated 

with MNM cases. The proportion of MNM events is significantly higher among women 

who are multigravida. In the other instances – i.e. association of MNM with gestational 

age, mode of delivery, outcome of delivery and birth weight of baby, it is not the 

independent variables that predict MNM; rather the mode of delivery, outcome of 

delivery and birth weight of the baby were the consequence of the MNM event. 
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Table 3.5 Association of MNM with socioeconomic and obstetric and delivery 

characters 

 

Predictor variable                 MNM    Total P value 

 
   Yes                       No N (100%) (chi square test) 

   N (%)                    N (%)     

Age Category 

  
0.202 

18-24yrs    40(2.5)            1579(97.5)   1619  

 25-29yrs 18(2.5)            700  (97.5)     718  

 ≥30yrs 10(4.4)            217  (95.6)         227                                                                                                                          

Education 

  
0.001 

Primary and below 16(5.4)            278  (94.6)    294 

 Secondary      40(3.0)            1311(97.0)   1351 

 Higher secondary                  

and above 11(1.3)            833 (98.7)     844 

 Caste 

  
0.243 

ST & SC  41(2.9)            1378(97.1)    1419 

 OBC &    27(2.4)            1115(97.6)    1142 

 General      

   

Poverty status 

  
0.553 

BPL  card holder  49(2.8)              1706(97.2)     1755 

 APL card holder 19(2.4)              778  (97.6)    797 

 Gravida  

  
0.028 

Primi    34(2.7)             1224(97.3)     1258  

 Second   17(1.9)              886  (98.1)     903 

 Multigravida    17(10)               99     (90)    116 

 Gestational Age 

  
0.023 

Preterm    10(5.8)             163  (94.2)     173 

 Term        58(2.4)             2321(97.6)      2379 

 Mode of Delivery   

  
0.002 

Normal   25(1.8)              1397 (98.2)    1422 

 Instrumental &Caesarean  43(3.8)              1100 (96.2)    1143 

 Outcome of delivery 

  
<0.001 

Live Birth   48(2.0)               2403(98.0)     2451 

 Still birth      20(17.7)             0093(82.3)    113 

 Birth weight of baby 

  
<0.001 

<2500gm    44(4.3)                991 (95.7)               1035    

 ≥2500gm 23(1.5)                1499(98.5)               1522   
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Part-II Women’s experiences of Maternal Near Miss Events and their 

physical, psychological and socio-economic consequences: Qualitative 

data analysis 

 

 

3.4. Profile of the respondents and their households 

3.4.1 Socio-demographic profile 

Out of 68 MNM cases, 38 women were selected for in-depth interview, of which 35 

consented to participate in the study. The following table presents socio-demographic 

profile of the respondents. The mean age of respondents was approximately 24 years, and 

only two women were above 30 years of age. Most women (31) lived in villages. More 

than three-fourths had up to secondary level of education. A little over half (20) were 

from Scheduled Tribes and 14 belonged to OBCs. Only one woman was from a 

Scheduled Caste.  

The husbands of most women were either farmers or labourers. A little over half the 

women lived in joint families with members ranging from 5 to 11. The majority were 

poor and holders of BPL ration cards and 31 of 35 were covered by the Rashtriya 

Swasthya Bima Yojana (RSBY). 
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Table 3.6 Socio-demographic profile of respondents 

Characteristic    Frequency (%) 

Age group Mean (SD=24.06±2.3) 

 

 

18-24years 25 (71.4) 

 

25-29years 08 (22.8) 

 

30 and above 02 (05.7) 

Education 

  

 

Primary & below  02 (5.7) 

 

Secondary  27 (77.1) 

 

≥Higher secondary   06 (17.1) 

Caste 

  

 

ST 19 (57.1) 

 

SC  01 (2.8) 

 

OBC 14 (40) 

Husband's occupation 

  

 

Farmer 17 (48.5) 

 

Labourer 08 (22.8) 

 

Small business 02 (5.7) 

 

Salaried employee 0 8 (22.8)   

 

Family members  Mean (SD=6.47±1.7) 

 

 

5 &below 16 (45.7) 

 

6 to 10 15 (42.8) 

 

11 &above 04 (11.4) 

   Poverty status 

  

 

BPL card holder 27 (77.1) 

 

No card                             08 (22.8) 

RSBY Beneficiary 

  

 

Yes 31 (88.5) 

 

No 04 (11.4) 

JSY Beneficiary 

  

 

Yes 14 (40) 

  No 21 (60) 
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3.4.2. Obstetric and delivery- related characteristics of respondents 

All but four of the respondents had attended antenatal care (ANC) check-up at the local 

Anganwadi or PHCs and very few had gone to private hospitals. Most of them came to 

the Study Hospital only at the time of delivery. Most women had full-term pregnancies 

and 19 (52.8 percent) were first time pregnant. Out of the 35 women, 19 had delivered by 

C-section.  Fourteen (14) had eclampsia, nine (6) had haemorrhage and nine (9) had 

severe anaemia, while two women suffered a ruptured uterus and one woman each had 

hepatitis and shock. The duration of hospital stay was on an average 11 days. 

In terms of pregnancy outcomes, a third (12 of 35) of the women suffered loss of infant: 

six women had still births, while six infants died in the neonatal period. Twelve women 

reported that their infants had poor health. Out of 12 women who had lost babies, nine (all 

primi) have had a subsequent pregnancy:  four delivered a live baby, two had 

miscarriages and three were pregnant at the time of the interview. 

Most of the complications occurred immediately before the child birth (ante-partum). 

Around 65 percent MNM events happened before delivery and around 25 percent during 

delivery. 
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Table 3.7 Obstetric and delivery related characteristics and nature of MNM events 

Characteristic   Frequency (%) 

ANC check up 

  

 

Yes 31(88.5) 

 

No 04(11.5) 

Gravida 

  

 

Primi 19(54.2) 

 

Second Gravida 09(25.7) 

 

Multigravida            07(2.0) 

Gestational age 

  

 

Pre-term 04(11.4) 

 

Term 31(88.5) 

Mode of delivery 

  

 

Normal 12(34.2) 

 

Instrumental 05(14.2) 

 

C-section 18(51.4) 

Outcome of delivery 

  

 

Live birth 29(82.1) 

 

Still birth 06(17.1) 

 

(out of 29live babies)Neonatal death   06(20.6) 

Causes of MNM 

  

 

Hypertensive disorders     16 (45.7) 

 

Haemorrhagic disorders     06 (17.1) 

 

Ruptured uterus   02 (5.7) 

 

Severe anaemia     09 (25.7) 

 

Shock   01 (2.8) 

 

Hepatitis             01 (2.8) 

Time of MNM event 

  

 

Ante partum        23(65.7) 

 

During delivery        09(25.7) 

 

Post partum               03(8.5) 

Hospital stay 

  

 

5-10 days         18(51.4) 

 

11-15 days         12(34.2) 

  >15 days          05(14.2) 
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3.5 Women’s experiences with Maternal-Near-Miss (MNM) events 

3.5.1 Eclampsia 

Fourteen of 35 women experienced eclampsia, one of the major causes of maternal 

mortality and poor pregnancy outcome. Eleven of the 14 were first time pregnant, two 

were second time pregnant and for one woman it was her fourth pregnancy. All except 

one woman experienced eclampsia before deliveries i.e. ante partum, and in all but three 

instances, the convulsions happened when the woman was full-term pregnant.  

The most common presenting symptoms reported by women were sudden onset of 

headache, vomiting, dizziness and swelling all over the body, and sometimes, on the face 

as well.  

‘Before the event, during last two months of pregnancy, I got swelling all over my body; 

because of swelling I could not even sit to wash clothes and utensils. Whenever I told 

about swelling to doctors, they reassured me saying such swelling is common during 

pregnancy’. (24 year old SC woman, primigravida).  

‘My hands and legs were swollen since eighth month of pregnancy. I could not see 

properly, had blurred vision. One day I had severe headache. At 7 o' clock in the evening 

I went to latrine and after I returned I had convulsions’. 

(26 year old ST woman,  a primigravida). 

All but one woman became unconscious following convulsions. Many (11of 14) were 

unconscious for 24hrs to 72hrs. 

‘After I became conscious (after 48 hours) I thought ‘what would have happened to my 

child, if I had not survived this. What If I had died when I was unconscious, I would 

never have known”(behoshi me mar jati toh muze pata hi nahi chalta)”’. 

(24 year old OBC woman, a second gravida). 



33 
 

About two-thirds (9 women) had an assisted delivery – c-section (6) and forceps delivery 

(3), and the others had a normal delivery. Many women with eclampsia had anaemia 

along with eclampsia and had to have blood transfusion. Two women suffered severe 

complications and had to be referred to higher centres for dialysis owing to renal failure.  

3.5.2 Haemorrhage 

Six women suffered haemorrhage – four before delivery and two after it. Since most of 

the women are anaemic, even a blood loss of 500 ml. may pose a threat to a woman’s life. 

When combined with non-availability of blood in many rural hospitals, haemorrhage 

often results in maternal deaths.  

In almost all the cases, bleeding started suddenly, and the women were puzzled that they 

had no inkling of an impending complication. A woman who experienced post-partum 

haemorrhage and jaundice, and had to be referred to a higher centre said: 

‘Whenever I go to visit the Doctor, he tells me that I was saved with great difficulty. I 

was alright during pregnancy. I used to go for ANC check-up regularly. Hb was good. 

Everything was ok…..’(23 year OBC woman,a primigravida). 

Another woman who experienced ante-partum haemorrhage said, 

’When I went to Balod (Government District Hospital) for regular check-up, Doctor did 

USG and said everything was fine and that delivery would take some time. But the same 

evening suddenly bleeding started through vagina, but there was no pain so I was 

worried’. (30 year old ST woman, 4
th

 gravida) 

Blood is life- saving and its availability determined the fate of the mother in the maternal 

near-miss cases in our study. Four of the six women who experienced bleeding proceeded 

straight to the Study Hospital, which was known for blood availability, while two women 
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who went to Government District Hospital and Community Health Centre, respectively, 

were referred.   

3.5.3 Severe Anaemia 

A large proportion of Indian women have anaemia and when they become pregnant it 

becomes worse and that is one of the major causes of maternal mortality in our country. 

In this study also many women were severely anaemic and had to have blood transfusion 

during delivery. 

‘In my ninth month my husband took me to Government District Hospital. The doctor 

examined me and told that I had no blood in my body and this hospital has no blood 

facility so he advised to take me to some other centre. So we went to Dalli (The Study 

Hospital). I was admitted immediately. They checked my blood; Doctor said it was 4gm 

(Haemoglobin. They arranged 3 blood bottles and gave me. Then I delivered normally’. 

(23 year old ST woman, a primigravida). 

In one extreme case an anaemic woman’s haemoglobin levels kept falling after delivery 

and she needed repeated transfusions of more than six bottles of blood. 

Some of the women in this study who had severe anaemia seemed to have had poorly 

spaced pregnancies, which may have contributed to the severity of anaemia:  

‘I did not want this pregnancy. But immediately after third child, I was pregnant without 

getting menses in between. Older people call such pregnancy Lambha, which is due blood 

of the delivered child remains inside and forms child again’. (30 year old Adivasi woman, 

a fourth gravida). 
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3.6 Consequences of MNM for physical health 

3.6.1 Physical health of the mother 

Serious complications immediately following the Maternal Near-Miss event 

Some of the women suffered serious complications after the major Near-Miss event.  

(Following convulsions and c-section delivery):  

‘Then I had some problem with urination... doctor told blood was also collected in 

abdomen. They were taking that blood out through pipe. They gave me 8 bottles of blood. 

I was referred to Raipur from Dalli-Rajhara. In Raipur, I had undergone dialysis. My 

whole body was swollen, hands, legs, face, and ears. Alternate day they used to drain 3-5 

litres of water with machines’. (Adivasi woman, 24 yrs. old, a primigravida).  

One of the women who had pre-eclampsia and c-section delivery then developed an 

infection in the site of her c-section wound:  

‘One week after operation, pus had collected at the operation site. It was opened again. 

Doctor said that you have got 18 stitches. They took out so much pus. They used to bring 

a bowl and will press my belly again and again to take the pus out. I used to cry because 

of pain’. (26 year old OBC woman, a second gravida) 

Health problems requiring medical attention during and after the postpartum 

period 

While almost all women complained of weakness (to be discussed in next sub-section) 

several (19 of 35) had health problems that were disruptive of the women’s daily life, for 

which women sought medical attention. Some of these were of a serious nature. For 

example, one of the women developed convulsions after being discharged and needed 

hospital admission. For another woman, her surgical wound (c-section) opened up:  
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‘After I came home, stitches opened one day and it was bleeding out from there. So we 

went to Dalli-Rajhara. There I was admitted again for 20-25 days till my wound dried. I 

took bed rest at my mother’s home for 5-6 months. Doctor advised me to take treatment 

for 1 year. I went 5-6 times.’ (24 year old Adivasi woman, a primigravida))  

Some of the women reported experiencing severe headaches, blurred vision and swelling 

in the extremities and face (nine women); and a few of them were diagnosed as having 

elevated blood pressure, for which they were treated with medicines and injections. Eight 

women developed reproductive tract infections for which they underwent treatment. 

Other physical complaints women mentioned were low backache, leg pain, pain in lower 

abdomen, body ache, tingling and numbness over limbs and dizziness.   

 In some instances, they had to seek medical care every month or several times in a month 

for a range of co-existing maladies:  

‘I also have headache. If I work much I feel breathless. I show to a local doctor for these 

complaints. I also get injections for pain in hands and legs. I also take medicines. Every 

month I get injections at least once or twice. Every time we need 200-300 rupees for this’.  

(23 year old Adivasi woman, a second gravida) 

Weakness 

During our interviews, most women talked about ‘weakness’ following the near-miss 

event. On probing further, weakness was described by women variously as ‘no strength in 

their bodies’, ‘feeling tired all the time and having no desire to work at all’, ‘aches and 

pain all over their  bodies’, ‘less blood in the body (khoon ki kami)’, ‘a feeling of 

weariness- hands and legs seem to be hanging loose’. So it seems that weakness is just 

not a simple medical complaint but something all pervasive affecting a woman’s entire 
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body. Only six of the 35 women reported not having any weakness or other physical 

complaints following delivery. 

Most women said that they had to take rest because of weakness –ranging from 15days to 

6 months. The meaning of rest also varied. For some, ‘rest’ meant not going out for work 

to earn a living; they did ‘simple’ tasks around the house, which included cooking, 

cleaning, washing and care of children. Only for a few women did ‘rest’ mean staying in 

bed. 

The ‘weakness’ was often so disabling that women sought health care. They were treated 

with saline, injections, and drugs, usually by ‘local’ doctors (rural unqualified 

practitioners).  

‘I had to take bed rest for 1 month. When I came home, I was very weak in initial 6 

months ……and even milk was not coming enough....... I can’t do heavy work. Even if I 

bring firewood, I have backache. When I go for check-up, they say I have less blood in 

my body. I feel dizzy. I have been given saline, injections and medicines for these 

complaints. I take medicines every month. When I feel dizzy, I sit down, if not I will fall 

down. I also have white discharge sometimes’.  (23 year old Adivasi woman, a 

primigravida). 

3.6.2 Health consequences for the infant 

Due to severe complications during pregnancy, many women lost babies and some have 

babies which they said are ‘weak’. Out of 35 women, six women had stillbirths and six 

infants died in the neonatal period. Most of the women who lost their babies (10 of 12) 

were primiparous. Twelve of the 23 live infants were ‘weak’ – by which the mothers 

meant that the baby was born low-birth-weight; was not gaining weight; or suffered from 

frequent illnesses. One commonly cited reason for frequent illnesses was that the 
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breastfeeding could not be established because of the serious condition of the woman and 

sometimes also because the baby had to be kept in the Newborn ICU. One of the ‘weak’ 

babies was mentally challenged. It is a rather alarming situation where out of 35 

deliveries, less than a third - only 11 babies - were healthy. Death or poor health of the 

infant greatly affected the mother’s health, especially her psychological health. 

3.6.3 Consequences for women’s fertility-related decisions  

One of the consequences to women’s health of the MNM event was their inability to 

achieve their contraceptive intentions. Most of women who had severe complications 

(MNM) and had live babies reported that they had planned to undergo permanent 

sterilization a few weeks following the most recent delivery. This opportunity was lost 

due to the MNM event. 

‘I wanted to do operation for stopping child after second pregnancy but my family 

advised me to do it after sometime as I was weak’(30 year old Adivasi woman,a third 

gravida). 

There were also instances of women who underwent tubal ligation alongside c-section 

following the MNM event, even though this was not their original intention:  

‘I have done operation to stop children. Doctor said you are weak and this is dangerous 

for life. So I have undergone operation (nasbandi)’. (24 year old Adivasi woman, a 

second gravida who had severe anaemia). 

Many women also reported that their husbands were traumatised by the MNM event and 

feared its occurrence in a subsequent pregnancy. They had insisted on delaying the next 

pregnancy. Some of the women used oral contraceptive pills, but many were afraid of 

side-effects of all reversible contraceptives. According to them, the oral contraceptive pill 

(Mala D) was bad for health, and Intra-Uterine Device (Copper-T) caused low back pain 
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and pain in the abdomen. Two women’s husbands were using male condoms but one 

respondent had a bad experience – the condom had broken during sex and she considered 

the condom as not trustworthy. Thus, even though they wanted to delay the subsequent 

pregnancy, many women did not find a suitable method to use and had to rely on periodic 

abstinence or avoid sexual relations all together for some time.  

Most of the women whose babies were stillborn or died subsequently did not listen to the 

advice of doctor about delaying the next pregnancy by 2-3 years. Out of 12 women who 

lost babies, 10 had lost their first born infants. Most of them tried for second pregnancy 

immediately. Eight of the 10 had become pregnant again: two had suffered a miscarriage 

in the pregnancy, three were pregnant at the time of interview and three had a live birth. 

Out of the three who had normal deliveries one had convulsions on second consecutive 

pregnancy. The women had taken a major risk in becoming pregnant and delivering 

within 18 months of experiencing a serious obstetric complication.  

3.7 Psychological effects on the woman 

When women talked about their feelings with tears in their eyes, it was a heart-wrenching 

experience for this researcher. The life threatening experience during delivery had made a 

deep impact on the mind of woman. Many of the symptoms they described suggested 

depression and trauma. They had fear, were always anxious, panicked easily and cried 

whenever they were reminded of the incident. They described their feelings as ‘chinta’ 

‘pareshani’; many said they could not sleep and some also had poor appetite. 

During the interviews whenever I thought that the woman needed counselling or 

treatment by mental health expert, I advised the women to come to the Study Hospital 

where a psychiatrist is available. Of the four women I advised, two came to visit the 
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psychiatrist in the Study hospital and one of them diagnosed with depression and other as 

somatic symptom disorder and both were started on treatment. 

Women who had lost their infants 

Those who lost the babies were the most affected psychologically. Their entire lives 

seemed to be pervaded by sadness. The incident seemed to make a deep mark in their 

very beings, and was much more than only injury or harm to their bodies.  

 ‘I was very sad as my baby died. ….When I think about my child, I cry. Both of us keep 

thinking and are not able to sleep. My husband said, ‘All our life is wasted after the 

operation’. (23 year old Adivasi woman, a primigravida) 

‘I feel very sad and I cry often. When I see others’ children…. Now also I fear that it 

should not happen again. Sadma lage hai (I am in extreme mental agony). I cook food in 

Anganwadi. I feel good when I am amidst the children. I am often very tense. Day and 

night I remain in thoughts. However much I try, I cannot forget my baby. I am stressed all 

the time (chinta)’. (30 year old Adivasi woman, a second gravida ) 

The loss was most deeply felt when the child loss happened in the first pregnancy or if the 

woman did not have any living children. 

‘We are always thinking about the fact that we don’t have a live child. My husband says 

then it is not in our fate. This is not the first time that I lost my child. This happened 

twice. I worry why this is happening again and again’. (27 year old Adivasi woman who 

lost her baby second time) 

A woman who had lost her male baby and has two girl children one of whom is mentally 

disabled said,  
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‘My mind is not very well. One doesn’t cry because of one single problem, but tears 

follow when a thousand problems come one after the other’. (30 year old OBC woman, a 

third gravida). 

Women who had living children seemed to cope somewhat better despite the death of 

their infants in the most recent delivery:  

‘Initially I was sad because I lost my child. But I have three children, so it was easy to 

come out of it’. (30 year old Adivasi woman, a fourth gravida) 

‘I don’t worry a lot because I have one child’. (20 year old OBC woman,a second 

gravida) 

Women who experienced severe complications 

Women who had experienced eclampsia and convulsions were deeply traumatised even if 

their infants had survived and were in good health. One recurring theme in their reports is 

the fear ‘what if this would happen again’ and the thought that they may not survive 

another pregnancy with eclampsia.  

‘I fear that it should not happen again. I feel sad always. Sometimes I cry. I don’t tell my 

feelings with anyone. I blame myself. When I think, I cannot sleep. I feel very much 

worried (chinta)’. (23 year old OBC woman, a primigravida) 

Many women told me that their husbands, idealized as someone who is strong and who 

does not cry, completely broke-down when they witnessed their wives’ convulsions and 

continued to have major fears.  

‘He feared a lot, he cried a lot. All relatives told him not to cry, that I would become okay 

but he was not able to come out of it. He did not eat for 4-5 days. ….. Because he has so 
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much feared in his my mind, my husband often says to me that we should not try for a 

second baby’. (24 year old SC woman, a primigravida). 

A woman who had hysterectomy with live baby had fear and worry as she felt something 

precious of her body was lost, 

‘The crucial part of my body has been removed, so I feel scared and weak. I have loss of 

appetite and difficulty to fall asleep. I could not sleep properly. I think a lot because of 

my weakened body. I don’t share my feelings with anyone and often cry when alone’ (23 

year old OBC woman, a second gravida). 

Sometimes, it is severe weakness that makes the woman feel deeply disturbed:  

‘I am never at peace with my body. I always some complaints or problems (pareshani) 

with regard to my body. I worry a lot about my body…. Sometimes I cry when I am 

alone. Then I play with my child and feel better.  I blame myself sometimes. I feel very 

lonely’.  (23 year old Adivasi woman, a second gravida). 

Some have managed to cope well with the support of family.  

‘I share my feelings with my husband and mother in law. I feel good but not sad. We both 

are scared because of that convulsive event, so that it should not happen again. (23 year 

old OBC woman, a primigravida) 

There were the fortunate few who did not experience negative psychological 

consequences, and were happy due to the survival of their baby.  

‘We were very happy to see our child. Now when I spend time with my child, I forget 

those things’. (23 year old OBC woman, a primigravida) 
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3.8. Economic consequences 

Surprisingly (and fortunately) most of the women did not experience severe economic 

consequences. This was largely due to Government-Sponsored Health Insurance 

Schemes. Many women from households below poverty line (BPL) were covered by the 

Rashtriya Swasthya Bima Yojana (RSBY) and those from households above poverty line 

(APL) were covered by the Mukhya Mantri Swasthya Bima Yojana (MSBY).  Only four 

women were not covered by either Scheme. These Schemes cover up to 5 members in a 

household, charge a registration fee of Rs. 30/- (About US$ 0.5 at 2017 exchange rates) 

per year and cover costs of inpatient care of up to Rs. 30,000 per household per annum. 

Several private hospitals including the Study Hospital and Government Hospitals are 

empanelled in these schemes. Women referred to the RSBY card as ‘Smart Card’ usually 

and said that all expenses were covered by the Smart card. The Study Hospital had a strict 

policy of ethical practices and this may also be a reason. Anecdotal evidence indicates 

that at other empanelled hospitals patients incurred heavy out of pocket expense despite 

RSBY coverage.  

In a majority of cases, medical expenses ranging from Rs. 8000 to Rs. 17,000 incurred at 

the Study Hospital were completely covered by the Smart Card 

‘Expenses were met through Smart Card. That saved a lot of our money. Otherwise we 

would have needed to sell the rice or borrow from relatives’. (21 year ST woman, a 

primigravida)   

All the same, expenses incurred on food and expenditure on visitors could be as high as 

Rs. 6000 – 7000. When a woman was seriously ill then she tended to have a very large 

number of relatives visiting the hospital leading to heavy non-medical expenses. 

Transportation costs could also be high if private vehicles were used.  
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Women who developed serious complications and were referred to higher centres that 

were private for profit hospitals incurred very high expenditures over and above 

Insurance coverage. This was the case with women who developed renal failure and 

underwent kidney dialysis. 

‘We spent 1.5-2 lakhs. It is so much. We spent that in private hospital.  Each day we had 

to pay there. In Rajnandgoan and Dalli-Rajhara I was treated with Smart card and did not 

have to pay. All the money was borrowed from outsiders. Neighbouring people have 

helped with 10000 to 20000. And some money was taken from bank and relatives also. 

We are still paying back’. (24 year old Adivasi woman, a primigravida, who had kidney 

failure) 

In one instance a woman whose family had already used up most of the coverage amount 

did not have enough balance to completely cover costs of treating the MNM event. 

‘Money in the Smart Card was already over. So we have spent almost 4000 rs. While 

coming back there was no money left for private vehicle. So we had to come by bus (after 

the life-threatening condition she had experienced’. (24 year old OBC woman, a 

primigravida) 

Four women did not have RSBY or MSBY coverage. One of them who were referred to a 

tertiary hospital had to spend between Rs. 1 – 1.5 lakhs and her family was in dire straits, 

and had to borrow from ‘here and there’. 

While the Government-Sponsored Health Insurance Schemes helped cover costs of 

treatment for the MNM event for a vast majority of the women, this was unfortunately not 

the case when it came to health care for women’s numerous physical health complaints 

suffered as a consequence of the MNM event. The RSBY and MSBY schemes do not 

cover out-patient care. Before their deliveries, most of the women (26 of 35) used to work 
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as labourers in farms and construction sites. Having to rest for four to six months meant 

loss of income; following a normal delivery the women would have resumed paid work 

within one to two months. Outpatient care was unaffordable to many women. 

‘After delivery, whenever I need to get treatment, I need to earn first and then only get 

treatment’. (30 year old OBC woman, a third gravida)  

Many women choose not to go to a qualified medical provider but seek care locally from 

unqualified practitioners, and even this meant spending Rs. 300 – Rs 400 every month. 

Routine health care for women and infants in the months following an MNM event were 

draining the household budget of these modest households dependent on wage income for 

their livelihood. According to one woman, 

‘My husband often tells me that whatever he earns gets spent for treating me and the 

baby; there is nothing left to save’. (24 year old SC woman, a primigravida) 

The next two sections are about women’s experiences related to familial support and their 

encounters with the health care system, both for antenatal care and for emergency 

obstetric care. 

 3.9 Social consequences  

The study setting is mostly rural and a majority of participants (32 of 35) lived in villages 

in joint families. Also most of the relatives lived nearby. The communities were well-knit 

and the population was small. 

Almost all the women (33) reported that they had good family support. Their mothers and 

mothers-in-law and sisters-in-law had helped them with house work and taken care of 

them through the period of recovery. Relatives had helped financially and also visited the 

women after their difficult deliveries. The following narrative is not exceptional: 
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‘My mother in law did everything and cared for me during that one month. She managed 

to cook and also did all house chores. All my family members from distant villages came 

to visit me. All were helpful. Someone did my hair, other washed my clothes. I am very 

lucky that I have such a nice family’. (24 year old SC woman, a primigravida) 

A woman with strained relationship with her mother-in-law was particularly distressed:    

‘my mother in law never cared for me, she did not even carry my baby, and she always 

asked me to bring money from my mother’s house. I remain sad due to her in this home. I 

want to live separately but husband says ‘how I can leave my parents’. (24 year old OBC 

woman, a primigravida) 

Women living in households with few members found themselves at a disadvantage for 

both physical and psychological support. A woman who had suffered a still-birth found 

little support, was alone at home and was often sad. Her mother-in-law went away to 

work in their farm and her husband had a salaried job. Wives of men who have to migrate 

to earn a livelihood also lack social support. Even going to a health facility may be 

difficult because there was no one to accompany the woman.  

In some instances neighbours often asked uncomfortable questions if a woman’s 

pregnancy outcome was not a live birth. One mother in law told me in pain, ‘people keep 

asking about the (loss of the) child, and then I tell that it is not in our fate what can we 

do? Who should be faulted’? (Mother in law of 23 year OBC woman, a primigravida) 

3.10. Women’s experiences with maternal health care services including emergency 

obstetric care  

Information presented in this section is based not only on the in-depth interviews with 

women but also on the observations during the field visit. 
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3.10.1 Antenatal care 

All but five women reported receiving antenatal care, with 14 receiving it from their local 

Anganwadi and a further five from the Primary Health Centre. Only six women had 

approached the Study Hospital for antenatal care, and five had gone to a private facility. 

From the reports of women it appeared that they had only received Iron and Calcium 

tablets per month, and immunization with Inj.Tetanus toxoid. Many women said that they 

were not informed of the need to take special care because of symptoms like low 

Haemoglobin or swelling of hands and legs. 

3.10.2 Emergency transportation 

Almost all the study villages(25 out of 28)  have pucca roads .A majority of women 

reported that their family members had called 108 /102 ambulance for emergency 

transportation and received these services most of the time. 108 ambulance is available 

for any emergency health condition and 102 ambulance is specifically for pregnant 

women and newborn babies and both are free of cost. 

3.10.3 Emergency obstetric care 

More than half the respondents (19) had come directly to the Study Hospital when they 

developed a complication. Most often it was the Mitanin who had advised the woman’s 

household to go to the Study Hospital, and in some instances, the women’s family 

members had prior knowledge that the Study Hospital was equipped for emergency 

obstetric care. Two women had been referred to the Study Hospital from a private health 

facility, and eleven women from lower levels of care such as the Primary Health Centre 

and the Community Health Centre. Even three women who went to the district hospital 

were referred because the hospital, built barely two years ago, does not have blood bank 

facility and is not fully equipped to handle obstetric emergencies. 
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In a few unfortunate instances, women were referred multiple times from one poorly 

equipped facility to another. The following is the case of a 23 year old primi Adivasi 

woman who had experienced multiple delayed referrals before delivery and lost her baby. 

Had she reached earlier or with prompt referral the baby may have survived? 

‘Expected date of delivery given was 24th August but on 1st August itself labour pain 

started. So we went to Bhanupratappur (CHC). I don’t know what happened there but 

then I became unconscious and had convulsion after they put me on saline and injections. 

After I became unconscious, 3-4 hrs later the sister (nurse) told to my husband ‘doctor is 

not available right now. If you want to keep her here, I will call doctor or otherwise you 

can take her to another hospital.’ It was night and it was raining heavily. How could we 

go when it was midnight and in the midst of heavy raining? They could have told us 

early, so that we would have made arrangements for vehicle.  

Then my husband called his Sheth (employer) asking for a vehicle. He arranged a vehicle 

and took me to a private hospital in the same town.  Here they admitted me immediately. 

When the doctor examined me, I had already lost baby. The doctor asked my husband 

whether he would like to take me to another place.  It was still heavily raining. So my 

husband said ‘let her to be here for this night, whatever happens, I will be responsible for 

that.’ In the morning, the doctor came again and asked my husband to take me to The 

Study hospital. In the Study hospital immediately I was admitted and operated. We 

always think that if we had come directly to the Study Hospital my baby may be alive’. 

Figure 3.1 Pathways of obstetric emergency care-seeking Case-1 

CHC                             Private Hospital                              Study Hospital                        
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For a few other women, the journey did not end at the Study hospital,. They had 

developed serious complications and had to be referred to tertiary care hospital which is 

around 100km away. 

‘…….suddenly I had convulsions. Then my family members called 108 ambulance and 

took me to Balod (District Hospital). They referred me to Dalli-Rajhara (Study Hospital) 

by the same vehicle. Then I was admitted in Dalli-Rajhara. There they operated and took 

my baby out…… Then I had some problem with urination. ………I was referred to 

Raipur from there for dialysis. In Raipur, I underwent dialysis. My whole body was 

swollen, hands, legs, face, and ears. –every alternate day ... it was costing us a lot because 

Smart Card was not accepted there. So we went to Rajnandgoan and there I was treated 

with RSBY card’. 

Figure 3.2 Pathways of obstetric emergency care-seeking Case-2 

District Hospital                               Study Hospital                           

 

     Private Hospital                                      Super speciality Hospital                               

.  
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Chapter 4 

Discussion 

 

4.1 Discussion of major findings 

Reduction of maternal mortality has been major focus of global health initiatives for 

improving maternal health especially in Low and Middle income countries. India did not 

achieve the Millennium Development Goal of reduction of maternal mortality by 75% by 

2015 (NHP-2015). Unravelling the pathway leading to maternal death is difficult and 

complex. Maternal deaths are rare events within the community and it is difficult for a 

health facility which has few maternal deaths over a large population to monitor these. 

Also community based maternal death reviews are painful for the family of the deceased 

and we have to often rely on information from non family respondents. It is against this 

background that the concept of Maternal Near Miss (MNM) developed (Say et al., 2009).  

The number of MNM cases is relatively larger and we can collect information directly 

from the woman who experienced the event, which is less threatening. As the pathway to 

MNM is same as that to maternal death except for the positive outcome, it can be used as 

tool to identify what needs to be done to avert maternal death. It is also used to determine 

the quality of health care and competency of health system (Say et al., 2004). However, in 

this study, our main aim was to understand the medium term consequences to woman and 

her family a few months following an MNM through in –depth interviews with the 

affected women, all of whom delivered in a secondary care not- for- profit Trust Hospital. 

We also analysed secondary data from the hospital on the incidence of MNM events and 

the mortality index.  
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MNM Incidence Ratio 

In this study MNM incidence ratio was 23.4 per 1000 live births in 2016.This is much 

higher than the ratio found in other studies. This may be because the hospital receives a 

number of referral cases because it is a health care facility known to be well equipped for 

emergency obstetric care. Also it caters to a large area which is impoverished .The other 

indicator which determines quality of emergency obstetric care is mortality index and the 

lower the index higher the quality of care. The mortality index in this study hospital was 

8.1 in 2016. The MNM to maternal mortality ratio is 11.3 which mean for every one 

maternal death there were 11 women who survived. The following table gives an overall 

comparison of different studies in India. 

Table 4.1 Comparison of different studies about MNM from India 

Study (ref, year) 

MNM 

ratio 

Mortality 

index 

MNM /MM         

ratio 

Baster(Bansal et al., 2016) 11.9 32.7 2.1 

Raipur(Abha et al., 2016) 15.1 32.58  02 

Maharashtra((Rathod et al., 2016) 07.5 29.07 3.4 

Kerala((Chandran et al., 2017) 17.6 08.2 11.1 

This study(2016) 26.4 08.1 11.3 

 

Causes and risk factors for MNM 

The most common causes of MNM were hypertensive disorders, haemorrhage, severe 

anaemia and ruptured uterus. A study from Kerala showed similar results as hypertensive 

disorders 46 percent and haemorrhage 37 percent were leading causes of MNM 

(Chandran et al., 2017). Haemorrhage (43.5 percent), severe anaemia (15.4 percent), 
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rupture uterus (15.38percent), hypertensive disorders (12.8 percent), sepsis (5.1 percent) 

were primary determinants  for MNM found in the study done in Baster, 

Chhattisgarh(Bansal et al., 2016).. 

The obstetric and delivery related characteristics show that most are primigravida with 

term pregnancy and were delivered by c-section and by instrument. The majority have 

live birth as outcome but most have low birth weight babies. Similar results were found 

from other studies. In the Kerala study, most were primigravida (44.5 percent) and 

delivered by c-section and by instrument (56.8 percent) but majority were preterm (63 

percent). Pregnancy outcome was similar with 67.4 percent live births and 58 percent low 

birth weight babies(Chandran et al., 2017). 

Consequence to women and their families 

This study is among the first in India to document the experiences of women who went 

through MNM events.  

Physical consequences  

This study found that the experiences of MNM were alarming and frightening not only 

for women but also to their husbands many of whom were deeply traumatised, and to 

family members. The effects of such complications made most of women ‘weak’ and 

instilled fear among them.  

A study from UK suggested that the physical morbidities of women after severe obstetric 

complications significantly affect women’s well being and needed frequent health 

services utilization due to various health ailments (Waterstone et al., 2003). Another 

study from Rajasthan, India showed several women with severe obstetric complications 

suffered a higher risk of mortality for themselves and for their babies in the following 

year. The women in this study also reported physical symptoms, such as weakness, pain 



53 
 

in the arms and legs, weakness, and difficulty with self-care and household work. It is 

likely that these symptoms were a consequence of severe anaemia, which affected most 

women (Iyengar et al., 2012).  

A prospective cohort study from Burkino Faso showed that women with MNM had more 

physical morbidities like haemorrhoids, urinary incontinence, urinary infections, rectal 

prolapsed, low backache over 1 year period than women with uncomplicated deliveries 

(Filippi et al., 2007).   

This study showed that few women had serious complications immediately like renal 

failure and puerperal sepsis. Many had reported severe bodily complaints like low 

backache, body pain, dizziness, tiredness, white discharge, anaemia lasted over a long 

duration and some women required medical attention several times in a month. 

Fortunately none of them had uterine prolapse or urinary incontinence as it might be due 

to good health care received. 

Several women respondents narrated that they were ‘weak’, no power, unable to do hard 

work and not felt healthy. These are more than bodily complaints. Such findings were 

also reported from another study where women felt near loss of lives  and bodily 

disruptions (Storeng et al., 2010) 

In this study, about one third of the women had lost their babies and many had low birth 

weight babies. Similar study from Burkino Faso described that more babies (10 percent) 

died after severe obstetric complications in the following one year than after 

uncomplicated deliveries (3 percent) (Filippi et al., 2007).  

Many of the surviving babies were weak and needed frequent visits to the doctor and had 

problem with breast feeding initially, suggesting consequences over next generation. 
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Psychological consequences  

Pregnancy and childbirth is one of the risk factors for depression and other mental health 

disorders. A systemic review and meta-analysis done in 2017 showed that the prevalence 

of post partum depression among mothers was 22 percent in India(Upadhyay et al., 2017). 

 A study from Rajasthan showed that prevalence of post partum depression after severe 

obstetric complications was 33.3 percent after  6-8 weeks postpartum and 11.3 percent 

after 12 months of delivery(Iyengar et al., 2012) 

In this study the psychological consequences after MNM depended on nature of MNM, 

loss of baby and social and economic conditions. The women who lost their babies and 

had no live babies were worst affected. They constantly thought of the babies and 

remained sad most of times. These women then tried for a subsequent pregnancy against 

the advice of doctors and risked their lives. It might be due to desire of baby and social 

obligations. Few who lost their babies but had previous live babies had managed to cope 

up. 

In some instances women did not lose babies but due to the nature of complications like 

ruptured uterus, convulsions and severe anaemia were severely traumatised. A study from 

Burkino Faso stated that women with severe obstetric complications were significantly 

more likely to have experienced depression and anxiety at 3 months, to have experienced 

suicidal thoughts within the past year and most had  reported  that pregnancy having had a 

negative effects on their lives (Filippi et al., 2007). Our findings and that from Burkina 

Faso are different to that from a prospective cohort for one year from Benin, which 

showed that live baby protects MNM mother from any psychological 

consequences(Fottrell et al., 2010). In our study we did not measured the post traumatic 
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disorders but it was evident from the interactions with women regarding their mental 

health that some might have the same.  

Some of husbands had a deep trauma and shock due to wife’s critical condition during 

MNM .Similar finding had been showed that partners(husband) can be shocked and 

deeply affected due to MNM of their wives (Hinton et al., 2014). 

Economic consequences 

Our study found that the economic consequences are mainly due to out- patient services 

and referrals. Most of the expenditure during admission for MNM was covered by the 

Government-sponsored RSBY insurance. This was a major help as shared by 

respondents. A recent study done by Sahu, on out of pocket expenditure for delivery in 

urban Odisha showed that when women experienced obstetric emergencies and had c-

section deliveries, the households did not use the RSBY insurance and incurred 

catastrophic health expenditure (Sahu and Bharati, 2017). A study from Burkino Faso 

also stated that the cost incurred to emergency obstetric care is much expensive if it is not 

publicly financed or insurance based (Storeng et al., 2008). One study from Benin showed 

that payment spent by families for treating severe obstetric complications consumed more 

than half of their average annual household income (Borghi et al., 2003) 

Respondents in our study incurred expenses for food and travels which were also 

arranged mostly by borrowing from relatives and friends. The few women who needed 

referral and used private health facilities not empanelled under RSBY experienced severe 

financial hardship and were still indebted. The economic productivity of women was lost 

due to weakness and some had to change from heavy manual work to other less-

remunerative work. Such findings are also stated in other study as severe obstetric 

emergencies caused long term economic consequences and also affect economic 
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productivity of whole family (Storeng et al., 2008).  In this study also many women who 

had multiple minor ailments did not go to the Study Hospital but preferred to use the local 

unqualified practitioner or ANM. This was due to distance of health facility, cost of 

health care, house work and child rearing. It is due also due to fact that insurance did not 

cover their OP services. A study from Gujarat also stated these barriers were contributed 

in low health seeking behaviour by women (Vissandjée et al., 1997).  

4.2The role of poverty and gender in how women experienced MNM 

Both poverty and gender intersect and affect the lives of women especially after severe 

health consequences such as MNM. 

Most of the respondents had BPL cards and by visiting their homes it was evident that 

most were economically poor. Poverty exacerbates health crises such as MNM as most 

had to work during pregnancy to earn and it was hard work in construction sites and in 

the farms as labourers. They had poor nourishment as evident from the severe anaemia 

experienced by many. NFHS 4 data for Chhattisgarh shows that prevalence of anaemia in 

women aged 15 to 49 years is 47.3 percent (<12g/dl) and in pregnant women it is 41.5 

percent (<11g/dl) and 26.7 percent women have body mass index (BMI) below normal 

(BMI<18.5kg/m
2
).  Due to being already in poor health, complications in pregnancy and 

child birth like haemorrhage and severe anaemia took a major toll on their health. Many 

had long term complications like reproductive infections, low backache and anaemia. 

Woman’s gendered roles as mainly responsible for all housework was another factor that 

contributed to prolonged poor health following MNM. Many women had taken’ rest’ but 

this did not mean they could stay in bed. Despite having gone through a life-threatening 

incident most had to work in the home like cooking, washing and cleaning .Another way 

in which gender norms seems to have contributed is in women’s ability to seek health 
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care. Women having health ailments tend to neglect initially as they are socialized to bear 

much discomfort and not complain and that’s why women’s illness are under 

reported(Sen et al., 2002). Women are also dependent on male household heads for 

decisions to seek health care and to accompany them to a health facility.  

In one study, it observed that in developing countries, men seek treatment more 

frequently at formal health services, whereas women are more likely to traditional healer 

or nearby unqualified health practitioner. This has been explained by factors such as 

multiple roles of women which limit their activities mainly to the households and make it 

difficult for them to visit the hospital. By contrast, local practitioners are easier to access 

and will often accept delayed payment. Traditional healers also provide explanations in 

their own language, in contrast to the more technical language used by hospital staff 

(Rathgeber and Vlassoff, 1993).  

Some woman did not visit health facility as there was no one to accompany them, because 

their husbands had migrated for work. It was also seen that the family did not seek 

medical help when the women faced the psychological distress following MNM. It seems 

‘normal’ for other family members to see a woman crying or remain alone and not 

talking. The sadness of such events seems to be seen as something a woman has to bear 

and move on.  

Another very disturbing finding from the study is that most women who had suffered 

child losses especially those who did so in their first pregnancy, had risked their lives and 

gone for the second pregnancy. Some had experienced obstetric complications and a few 

others had miscarriage, thus compounding the psychological distress that the woman was 

already under because of the first MNM event. The decision regarding family planning 

and immediate pregnancy were decided by husband and need of male child. Very few 
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were using some forms of contraception. In Chhattisgarh, only 7.2% women use 

contraceptives other than tubectomy and vasectomy according to NFHS 4 data. 

4.3 Health system factors 

The Government of India has been making major efforts to promote institutional delivery 

and   in Chhattisgarh the proportion of women delivering in hospitals was had it almost 

70 percent in year 2016(NFHS 4). Having successfully increased coverage, it is now an 

urgent priority to focus on quality of care, if we are to achieve significant reductions in 

maternal mortality and morbidity. The 35 women who had experienced the MNM event 

owed their survival to good quality emergency obstetric care at the Study Hospital and a 

few referral centres. All the same, our data suggests the need for addressing many health 

system gaps so that some of these events could be prevented and the others, not allowed 

to progress to extreme levels of complications.  

The Mitanin (ASHA) is usually the first health care provider approached by women who 

had any problem during delivery.  It seems that when Mitanins were able to give correct 

guidance and send them to an appropriate health facility that could manage the 

complication, the outcomes were much better. We discuss below some of the gaps in the 

health care system with respect to preventing and appropriately responding to obstetric 

emergencies.    

Poor ANC quality 

Most of the women in the study had received ANC. However, our findings suggest that 

most had not been given quality ANC care, and important investigations had not been 

carried out. There were no BP measurement machines available with ANMs or ASHAs, 

simple urine examinations by dipstick methods to detect proteinurea had not been carried 

out. Women had not been given any advice regarding danger signals, which also 



59 
 

contributed to late referral. The regular follow up and proper advice regarding 

complications were also lacking. There were instances where even when the women 

complained of swelling all over the body and face the health worker had suggested that 

this happened for some women during pregnancy and was nothing to worry. Similar 

findings were observed in a study done in North India where around 75 percent women 

did not receive ANC during their last pregnancy. Women mainly received immunization 

with tetanus toxoid and iron-folic acid medicine and only 13 percent had been taken BP 

measurement during ANC check-up (Pallikadavath et al., 2004). 

Emergency Transportation 

Transport is essential and has been known as a constraint in reducing maternal and child 

mortality in developing countries and for good referral geographical accessibility is must 

(Kamau et al., 2017). In the present study, the availability of publicly supported free 

ambulance services turned out to be a life saver. However for relatively less serious but 

nevertheless debilitating ailments there was not public transport and it largely affect 

health seeking behaviour as distance and transportation is physical barrier especially for 

women (Vissandjée et al., 1997) . 

Poorly equipped public and private hospitals 

In the study, the only publicly –funded secondary care hospital was the district hospital, 

and it was not equipped for obstetrics emergencies as it had no blood bank facility and 

also no specialist during the nights, for example Obstetrician- Gynaecologist or 

Anaesthetist. Also, cumbersome referral norms led to irrational referral processes. For 

example according to government norms the frontline health provider was supposed to 

route the woman through PHC to CHC to District Hospital to Study hospital. There was 
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also lack of competency on the part of the health providers in lower level health facilities, 

both public and private.  

For example, most of the patients with eclampsia were referred from CHCs without being 

given a loading dose of Inj. magnesium sulphate which is life saving and an essential drug 

approved by Government. The protocol of referral was not followed as women with 

heavy bleeding were sent without IV fluids from PHCs and CHCs. The type of obstetric 

complication determines the level of care needed and the place to be referred to, and this 

makes the referral pathways complex (Hussein et al., 2012). 

 

 

 

 

 

 

 

 

 

 

 

 

 



61 
 

Chapter 5 

Conclusions and Recommendations 

 

5.1 Conclusions 

Maternal health does not imply only the aversion of the maternal deaths, but extends 

much beyond to include overall wellbeing after a safe delivery, with timely and effective 

medical care for any unforeseen complications. Care and support following an obstetric 

emergency is very important to ensure that women return to good health following an 

obstetric emergency. Women have serious and long lasting effects after MNM events. 

These are physical, psychological and economic. There is also high level of still birth, 

infant death and poor infant health after MNM. This study found that even with high 

quality medical and interpersonal care with low cost, women and their families are 

affected badly following an MNM event and that women needed follow-up physical and 

psychological health care for many months. The situation of women who deliver in 

hospitals with poor technical and patient care is likely to be much worse. It is time now 

for maternal health policies to develop a holistic approach to avert not only maternal 

deaths but also any disability associated with maternity. 

 

5.2 Recommendations 

 The Government should concentrate not merely on coverage of ANC but on 

‘effective’ coverage. It includes continuum of care from conception to post 

partum. Health workers should identify complications like pre-eclampsia, 

eclampsia, severe anaemia and do proper follow up and timely referral. Simple 
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procedures like BP measurement, blood and urine examinations should be 

carried out and reported. The effectiveness of ANC depends on competency of 

health worker, functioning health system and with proper referral services.  

 

 The availability of emergency obstetric care (EmOC) needs urgent attention if 

maternal lives are to be saved. Blood availability in rural parts is crucial in 

saving the lives. The constraints of human resources especially availability of 

specialist doctors in rural parts have to be resolved. Proper referral protocol, 

removing cumbersome practices with essential equipments for emergency 

management of obstetric care at all levels of health facilities need to be 

addressed. 

 

 Long term follow up care even beyond 42 days post partum is essential for 

women experiencing MNM. Such care can be delivered by ASHAs if they are 

trained effectively.  

 

 Psychological counselling is needed after MNM incidents as it can cause post 

traumatic stress disorder and depression and is more required for women who 

lost their babies. Health providers in PHCs and CHCs and ASHAs need 

capacity building to be aware of psychological problems following MNM and to 

provide appropriate care at each level. 

 

 Coverage by the government insurance (RSBY & MSBY) should be extended 

to OPD services to improve quality of life of women and to save them falling in 

to poverty. 
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5.3 Strengths of the study 

Data collection, coding and analysis were done by a single researcher so there are less 

chances of observer bias. The researcher had the trust of respondents and he knew the 

region well. He provided referral for respondents with physical or psychological health 

problems. Further, the Study Hospital had a good data base and co-operated provided full 

support to the researcher in contacting the women in the study. 

 

5.4 Limitations 

The data used in this study pertains to a single, atypical, hospital. The Study Hospital is 

fully equipped for emergency obstetric management and has an affordable fee structure. 

The findings therefore indicate consequences of MNM to women who receive relatively 

good obstetric care. The Clinical check up of all respondent women would have been 

useful to record health ailments, and long term follow up would have helped to observe 

the course of health of the respondents on a long term. These were beyond the scope of 

this study, but would be important to address in a subsequent study if resources permit. 
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Annexure A 

 

 

Achutha Menon Centre for Health Science Studies, Sree Chitra Tirunal Institute         

for Medical Sciences & Technology, Trivandrum, Kerala-695011 

 

A study to explore the physical, psychological, social and economic consequences 

following maternal Near Miss events among women who delivered in a Secondary 

Care Hospital in district Balod, Chhattisgarh, in the year 2016 

Script for hospital authorities to re-contact the women to seek their willingness to 

participate in the study:  

The hospital authorities will contact the women through phone and if phone is not 

operating then they will visit the home and will seek for willingness to participate .The 

following is the script: 

We are calling from Shaheed Hospital, Dalli-Rajhara. You had delivered at our hospital 

last year and it was a difficult delivery. Dr. Sachin Barbde, a researcher, is conducting a 

study regarding such difficult deliveries (Near Miss events) and how it affects women and 

their family. The study involves an interview of around 30 to 45 minutes with you. He 

will be asking some questions about the delivery, and your health and well- being since 

the delivery. He will also be asking about the health and well-being of the baby, and of 

your family circumstances and support.  We are calling to find out if you are willing to be 

interviewed for such a study.  
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Your identity will be maintained private throughout the study period and during reporting 

of the study also. There are no direct benefits nor any harm to you in participating the 

study. But the study will help Shaheed Hospital plan for better care of women like you 

who have difficult deliveries.  

You can say yes or no to this request without any adverse consequences. Even if you say 

yes and the researcher interviews you, you are free to not answer some questions if you 

are not comfortable with them. You are also free to stop the interview at anytime without 

giving any reason.  

If you are willing then we will forward your name and address to Dr. Sachin. He will 

contact you to fix the date and time of interview according to your convenience.  

Kindly let us know what your decision is. 
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Annexure B 

Respondent Information Sheet for In-depth Interview 

Namaste,I am Dr Sachin Barbde, a student of the Masters of Public Health (MPH) 

Programme at the Achutha Menon Centre for Health Science Studies (AMCHSS), Sree 

Chitra Tirunal Institute for Medical Sciences and Technology (SCTIMST), Trivandrum. 

As a requirement for my MPH I am conducting this study titled “Physical, psychological, 

social and economic consequences following Maternal Near Miss events among women 

who delivered in a secondary care hospital in district Balod, Chhattisgarh in the year 

2016. The purpose of the study is to know how a Maternal Near Miss event affects the 

body, mind, social relations and financial situation of the survivor and her household. In 

this regard, I will be conducting around 40 in-depth interviews with women who 

delivered in Shaheed Hospital, have experienced a Maternal Near Miss event in their 

most recent delivery.  Since you are among women who delivered in Shaheed Hospital 

and have experienced Near Miss event during your last pregnancy, I humbly request you 

to participate in this study. Participation involves sharing some of your personal 

information, your experience of last delivery and your health since then. I would also 

request you to kindly consider the permission to collect the information regarding your 

pregnancy status and hospital stay from the records available in the Shaheed Hospital. 

The hospital also gave me the required permission for the same. In this process your name 

or identity will not revealed. 

Your participation is purely voluntary. There will be no direct benefits to you for 

participating in this interview but the study will help in understanding the experiences of 

women concerned regarding such severe complicated events. There may be some 

discomfort or grief while recalling past events during our interview. You may choose to 
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not answer some of the questions that I put to you. You have the right to withdraw your 

participation at any time without any explanation. The interview will take approximately 

30-45 minutes. I would like to record this interview so as to make sure that I remember 

accurately all the information you provide. I will keep these recordings safely. They will 

only be used by me.  The interview recordings will not be shared with anyone. Only the 

aggregated data from the interviews (which will have no identifiers) will be shared. If you 

do not consent for the recording, I shall take notes instead.                                   

I would like to assure you that all the information shared with me will be kept 

confidential and will only be used for research and publication purpose. Your individual 

identity will never be used in any research output nor shared with anyone else in process 

of communication of data.  This study and the methods used have undergone reviews by 

the Technical Advisory Committee of SCTIMST, Trivandrum. This study has been 

cleared by the Institutional Ethics Committee of the SCTIMST, Trivandrum. Permission 

has been granted to me from Shaheed hospital, Dalli-Rajhara, District Balod, 

Chhattisgarh to carry out the study. In case you need any additional information and 

clarification you may contact me. For further queries, you can address them to the 

Member Secretary of the Institute Ethics Committee (IEC), SCTIMST whose contact 

details are given below.  

Thank you.  

Contact details:  

  Research scholar Member secretary 

 
Dr Sachin Barbde Dr Mala Ramanathan 

 
MPH scholar IEC,SCTIMST,TRIVANDRUM 

 
Contact-7389120404 Contact-0471 252423 

 
Email-barbdesachin@gmail.com  Email-mala@sctimst.ac.in  

mailto:Email-barbdesachin@gmail.com
mailto:Email-mala@sctimst.ac.in
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Annexure C 
 

                                                                                                                                                         

Informed Consent for In-depth Interview 

 

I__________________________________have read/heard all the information given on 

study subject information sheet. I have clarified all my doubts and I confirm my voluntary 

participation by signing/putting thumb impression .I understand that I can withdraw from 

the interview at anytime without any explanation, if I wish to do so. I permit/ do not per 

the researcher to record the interview for research purpose only. I also understand that my 

name or my identity will not be revealed in any published or other information which 

comes out from this study. 

_____________________________________ 

Signature of respondent/Thumb impression 

Date: 

Place: 

For oral consent, 

_________________________________ 

Signature of witness 

Date: 

Place: 
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Annexure D 

                     Achutha Menon Centre for Health Science Studies, Sree Chitra Tirunal Institute for 

Medical Sciences & Technology,Trivandrum, Kerala-69501 

 A study to explore the physical, psychological, social and economic consequences following 

maternal Near Miss events among women who delivered in a Secondary Care Hospital in district 

Balod, Chhattisgarh, in the year 2016 

Information collected from hospital records of all pregnant women admitted in Shaheed 

hospital for child delivery during 1 January 2016 to 31 December 2016: 

Data extraction sheet (Codes given overleaf) 

 

 

 

 

 

CODES:  

A1) CASTE: ST=1,    SC=2,   OBC=3,    General=4,       Not recorded=99 

S.
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A2) EDUCATION: No schooling=1,       1-5
Th

 class (primary)=2,          6
Th

 -10
Th

 

class(secondary)=3,      11
Th

 - 12
th

 class(higher secondary)=4,          

Greater than 12
Th

 =5, Not recorded=99 

A3) GRAVIDA:   Specify 

A4) PARITY:  Specify 

A5) GESTATIONAL WEEKS: Less than 28 weeks=1, 29-32 weeks=2, 33-36 weeks=3, 

More than36 weeks=4 

A6) ANC Registration at Shaheed hospital: Yes=1,   No=2, Not recorded=99. 

A7) BPL card holder: Yes=1,    No=2,Not recorded=99. 

A8) MODE OF DELIVERY: Normal =1, C-section=2,Instrumental=3. 

A9) OUTCOME OF DELIVERY: Live birth=1, Still birth=2. 

A10) BIRTH WEIGHT OF BABY:  <2500gram = 1, >=2500gram = 2 

A11) MATERNAL DEATH: Yes=1, No=2. 

A12) MATERNAL NEAR MISS EVENT: Yes=1,   No=2. 

A13) NATURE OF NEAR MISS EVENT: Disease specific criteria for developing 

countries which includes preeclamsia=1,Eclamsia=2,Severe postpartum 

Haemorrhage=3,Uterine rupture=4, sepsis=5,HELP Syndrome=6 

A14) OTHER COMPLICATIONS: Obstructed labour = 1,   Anaemia = 2, Malaria = 3,    

Diabetes mellitus = 4, Heart disease =5, Tuberculosis = 6, HIV =7, Jaundice =8,   Any 

other(specify) = 9 

 



75 
 

Annexure E 

 

Achutha Menon Centre for Health Science Studies, Sree Chitra Tirunal Institute for 

Medical Sciences & Technology,Trivandrum, Kerala-69501 

A study to explore the physical, psychological, social and economic consequences 

following maternal Near Miss events among women who delivered in a Secondary 

Care Hospital in district Balod, Chhattisgarh, in the year 2016 

Socio-demographic and other characteristics of respondents: 

Variabl
e name 

Question Response Cod
e 

B1 Age in 
completed 
years? 

  

B2 Education 1.No formal 
schooling   
2.Primary (1st 
to 5th class 
3.Secondary 
(6th to 10th 
class) 
4.Higher 
Secondary 
(11th -12th ) 
5. >12th 

 

B3 Caste 1.ST 
2.SC 
3.OBC 
4.General 
5.Other 
(specify) 

 

B4 Do you 
have 
Ration 
Card? 

1.Yes 
2.No 
 

 

B5 If yes, then 
which type 
of Ration 
Card? 

1.BPL 
2.APL 
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B6 Occupatio
n of the 
Husband? 

1.Farmer 
2. Daily wage 
labourer  
3.Petty 
trade/own 
business    
4.Salaried 
employment     
5.Unemploye
d   
6.Other 
(specify) 
               

 

B7 Number of 
family 
members? 

 
 

 

B8 Gravida 
 

  

B9 Parity 
 

  

B10 ANC visit 1.Yes 
2.No 
 

 

B11 If yes, how 
many visits 
you had? 

 
 

 

B12 Hospital 
stay for 
delivery (in 
days)? 
 

 
 

 

B13 Insurance 
(RSBY) 
card 
holder? 

1.Yes 
2.No 
99.Dont know 
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Annexure F 

 

Achutha Menon Centre for Health Science Studies, Sree Chitra Tirunal Institute for 

Medical Sciences & Technology,Trivandrum, Kerala-695011 

A study to explore the physical, psychological, social and economic consequences 

following maternal Near Miss events among women who delivered in a Secondary 

Care Hospital in district Balod, Chhattisgarh, in the year 2016 

Guideline questions for in-depth interviews 

1) I know that you had a difficult delivery experience. It is now.... Months since the 

delivery. Can you describe to me in detail, how have you been since then? 

2) What kind of health issues did you face during this period? How did it happen to you? 

(Probe for physical health problems, reproductive health problems, ask one by one like 

pain, low backache, breast problems, urinary complaints, weakness, menstrual problems, 

white discharge, any major illness) 

3) How did it affect you? (Ask about how severe the complaint was and how it affected 

her daily routine, whether she had to stay in bed, if yes for how long, etc.) 

4) Did you visit any health care facility for the problem? (If no then why?) 

If yes, where did you go? What kind of treatment did you receive? Did the problem 

resolve? Or are you continuing treatment even now? (Probe about sequence of treatment 

for each health problem mentioned) 

5) What was the expenditure involved in treatment? How did you manage the costs of 

treatment for any postpartum problems? (probe-if savings, sell off assets like gold, 

animal, land, borrowing from money lender or bank, or demand from your parents). 
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6) Can you please tell me, what kind of help do you receive from your husband? What 

support did he give you? What about members of your husband’s family? What was the 

nature of support from them? What was the nature of support from your parents, brothers/ 

sisters?  

7) Are you able to ask for help from your friends and neighbours and other relatives? 

Please describe any support you get from them. (Probe for any negative experience also). 

8) Are you trying for another pregnancy now? If no, then are you following any way to 

avoid/delay pregnancy? How do you know about the method/way? 

Now I would like to ask you about your last pregnancy which was difficult one. Can 

you describe to me what happened during that time?  

9)Can you tell me about complication that happened during that time?(probe based on 

information from hospital records - if she had fits, unconsciousness, heavy bleeding, 

yellow eyes,  severe fever, blood transfusion, removal of uterus). 

10) Where were you when the complication started? How did you reach Shaheed 

hospital? (Already there, came from home or referral). (Probe if any difficulty in getting 

access to health care like cost, transport, unknown health Centre) 

11) Please tell me about care and services you got in the hospital. How was the behaviour 

of staff during your hospital stay? (Probe for attentiveness of care, sensitivity, and other 

aspects of quality from a patient’s perspective) 

12) When you were in serious condition due to complication, how did you feel during that 

time, what kind of emotions did come in your mind (probe about mental state, fear, 

feeling of loss). 
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13) Who was with you during your hospital stay? How was the family support? What 

kind of help did you receive from them? 14) Do you remember what the cost of treatment 

was? Who paid for the expenses? How did they manage it? 

15) After discharge from hospital, where did you stay? How did you manage your house 

work and baby care? Who helped you? 

16) Did you suffer any immediate health problem after discharge? Did hospital ask for 

follow up after discharge? 

17) Ask about mental state and baby’s condition- 

a) For women who had stillbirth or baby died before discharge- 

                  I came to know that your baby was dead even before delivery/immediately 

after delivery. I am really sorry about that. It must have been a difficult time. 

a) Currently how do you feel? Are you happy or nervous most of the time or some 

time? 

b) Do you feel very anxious/worried when things went wrong? Are you blaming 

yourself unnecessarily?  

c) How is your sleep? Are you feeling weak and tired most of the time?  

d) Do you consider yourself as hopeless/worthless? Do you often cry? 

e) How long have you felt like this? How do you manage this? With whom do you 

share your feelings? Who are all the persons who support you? 

b) For women who had live birth but baby died subsequently-  

I am very sorry to know that you baby is no more and it’s very painful for you. If you feel 

comfortable then only, please tell me what happened with your baby.  
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How was he/she after delivery, what happened after that? It’s very difficult to accept the 

loss of baby. 

a) Currently how do you feel? Are you happy or nervous most of the time or some 

time?  

b) Do you feel very anxious/worried when things went wrong? Are you blaming 

yourself unnecessarily?  

c) How is your sleep? Are you feeling weak and tired most of the time? 

d) Do you consider yourself as hopeless/worthless? Do you often cry?  

f) How long have you felt like this? How do you manage this? With whom do you 

share your feelings? Who are all the persons who support you? 

c) For women who had live birth and baby is currently alive- 

1) How is your baby growing? Did he/she face any health problems? If yes what are the 

problems and how did you manage it? 

2) Due to your difficult delivery, did you get any problem in providing care to your baby? 

3) At any time after delivery did you have a difficult mental state?How did you feel? 

a) Currently how do you feel? Are you happy or nervous most of the time or some 

time?  

b) Do you feel very anxious/worried when things went wrong? Are you blaming 

yourself unnecessarily?  

c) How is your sleep? Are you feeling weak and tired most of the time? 

g) Do you consider yourself as hopeless/worthless? Do you often cry? How long 

have you felt like this? How do you manage this? With whom do you share your 

feelings? Who are all the persons who support you? 
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Thank you very much for this interview and talking about your personal experiences. I 

appreciate the time you have spent in giving this interview.  
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Annexure G 

  Hindi translation of tool 

Script for hospital authorities to re-contact the women to seek their willingness to 

participate in the study in Hindi language 

शहिद अस्पताल द्वारा महिलाओं को इस अभ्यास में शाहमल िोने की इच्छा जानन ेिते ुपुनः संपकक  करन ेसम्बन्धी:  

िम शहिद अस्पताल ,दल्ली -राजिरा से  बात कर रि ेि।ै आपकी प्रसुहत आहिरी साल िमारे अस्पताल में हुई थी 

जो की  जोहिम वाली थी। एक संशोधक  डॉ। सहिन  बरबड़े ,ऐसे जोहिम वाली प्रसुहत  और उसके आपप े और 

आपके पररवार प े िोन े वाले पररणाम के बारे में कुछ संशोधन करना िािते िै.इस अभ्यास के हलये उनको 

आपसे ३० -४५ हमनट  बात करनी पड़ेगी। इस बातिीत में वि आपसे  आपके प्रसुहत के  बारे में ,सेित के बारे में 

,उस प्रसुहत का आपके स्वास््य के ऊपर क्या पररणाम हुआ इस की जानकारी लेंगे। वि आपको आपके बचे्च का 

स्वास््य,आपके पररवार का सियोग इस के बारे में भी पछूेंगे। िम यि जानन ेके हलए आपसे संपकक  ककया ि ैकी 

आप इस बातिीत के हलए सिमत ि ैकी निीं। इस दौरान आपकी पििान परूी तरि गोपनीय रिी जाएगी। इस 

अभ्यास में हिस्सा लेन ेसे आपको कोई प्रत्यक्ष लाभ या िाहन निीं िोगी। ककंतु इस जानकारी से शिीद अस्पताल 

को जोहिम वाली प्रसुहत के हलए और कैसे अच्छी सेवा प्रदान की जाय इसकी जानकारी हमलगेी। आप िमारी 

इस हवनती को िा  या ना बोल सकते ि ैइसका आप का कोई नकुसान निीं िोगा। अगर आप न ेिा किा तो भी 

आप बातिीत के दौरान ना बोल सकत ेि ैऔर अगर कुछ सवालों के जवाब दनेा आपको असिज लगा तो भी आप 

निीं बोल सकत ेि।ै हबना कुछ कि ेआप बातिीत से दरू िो सकते ि।ै अगर आपकी सिमहत और इच्छा ि ैतो िम 

आपका नाम और पता डॉ सहिन को देत ेि।ै किर वि आपसे बात करके हमलन ेका वक्त और कदन आपके अनरुूप 

तय कर सकते ि।ै कृपया आपका जवाब बताइए. 
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Annexure H 

 

 

अच्युत मेनन सेन्टर िार िले्थ साइंस स्टडीज, श्री हित्रा हतरूनल 

                       इंस्टीट्यूट िार मेहडकल साइंसेस एडं टेक्नोलाजी, हत्रवेन्रम, केरल, 

                       695011 

Respondent information Sheet for in-depth interview in Hindi 

साक्षात्कार के हलए जानकारी सीट 

नमस्ते ,मैं डा .सहिन बारबे्द ,मास्टर आि पहललक िले्थ प्रोग्राम ,अच्यतु मनेन सेन्टर िार िले्थ स्टडीज ,श्री हित्रा 

हतरूनलइंस्टीट्यूट िार मेहडकल साइंसेस एंड टेक्नोलाजी, हत्रवेन्रम, केरल का छात्र हूँ .मेरी एमपीएि ये डिग्री के 

हलए मुझे यि अध्ययन करना ि.ैछत्तीसगढ़ ,बालोद हजले की सेकें डरी केयर अस्पताल में मातृत्व प्रसव के दौरान 

हुई जडिलताओूँ से शारीररक ,मानहसक, ,सामाहजक और आर्थकक हस्थहत का अध्ययन यह मेरा  डिषय है .इस का 

उदे्दश्य  मातृत्व प्रसि के दौरान हुई जडिलताओूँ से शरीर ,कदमाग और सामाहजक और आर्थकक हस्थहत का असर 

का अध्ययन करना ि ै.इस हसलहसले में मुझे 04 साक्षात्कार महिलाओं के करने िैं ,हजन्िोंने शिीद अस्पताल में 

प्रसव कराया ि ै. 

आप उनमें एक महिला िो हजनका शिीद अस्पताल में प्रसव और गभाकवस्था के दौरान का अनभुव ि ै.मैं आप से 

अनुरोध करता ह ंकक आप इस अध्ययन में शाहमल िों .इसमें भागीदारी अपने अनुभव के साझा करने से िो सकती 

ि ै,जो ,अनुभव हपछले प्रसव के दौरान हुए िैं. 

आपकी भागीदारी पूणकत स्वैहच्छक ि ै.आप को कोई सीधा िायदा निीं िोगा ,यि अध्ययन यि समझने में 

मददगार िोगा कक महिलाओं की स्वास््य जरटलताएं कैसी िैं. यि थोड़ा असुहवधाजनक भी ि ैक्योंकक पुराने 

अनुभवों जो कष्टदायक ऐिम दुखदायक हो सकते है. आप कुछ सिालोों के जिाब नही देना भी  चून सकते 

हो। आपको यह पूरा अडिकार है डक कभीभी आप यह साक्षत्कार डबना बताए छोड़ सकते हो  .  

यह साक्षात्कार  करीब ३० से ४५ डमनि तक चलेगा। मै इस साक्षात्कार को ररकॉिड करना चाहोंगा क्ोों की ये 

जो आप महत्वपूर्ड जानकारी दे रही है िह मुझे पक्का याद रहे। मै यह ररकॉडििंग्स पूरी तरह सुरडक्षत रखूूँगा। 

इसका उपयोग केिल मेरे द्वारा ही डकया जायेगा। यह मै डकसी अन्य व्यक्ति के साथ साझा नडह करूँ गा। 

डसर्ड   उस में से जो तथ्य डनकल के आएों गे डजसमे कोई पहचान नही ों होगी उसको ही साझा डकया जायेगा। 

अगर आप ररकॉडििंग की अनमडत नही ों देंगी तो मै नोि्स ही डलखूोंगा। 

  मै आपको आश्वस्त करता हु की यह जानकारी पूरी तरह गोपनीय रहेगी और यह अध्ययन केिल शोि और  

प्रकाशन के डलए ही उपयोग करें गे। आपकी पहचान डकसी भी शोि ऐिम  प्रकाशन  में कभी भी इस्तमाल 

नही ों की जाएगी ना ही डकसीसे साझा की जाएगी। यह अध्ययन एिम इसकी पद्धडत की सडमक्षा िेक्तिकल 
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अड़िीसरी कडमिी ,SCTIMST  ,Trivandrum द्वारा हुई है। और इस अध्ययन को इोंस्टीिूशनल इडथक्स 

कडमिी SCTIMST  ,Trivandrum द्वारा भी मान्यता डमली है। शहीद अस्पताल ,बालोद ,छत्तीसगढ़ से मैंने 

अनुमडत ली है। आपको यडद और कुछ जानकारी एिम स्पष्टीकरर् की आिश्यकता लगे तो आप मुझसे 

सोंपकड  कर सकते है। और आगे की जानकारी ि सिालोों के डलये आप इोंस्टीिूशनल एडथक्स कमीिी के 

सडचि से सोंपकड  कर सकते है। उनके  सोंपकड  क्रमाोंक डनचे डदए है। 

. िन्यिाद. 

सोंपकड  डििरर् 

                                                                                                Member secretary of IEC 

   िॉ सडचन  बारबे्द  ,MPH Scholar                                       िॉ माला रामनाथन 

    सोंपकड  क्रमाोंक  :07389120404                                           सोंपकड  क्रमाोंक  : 0471-252423 

Mail id:barbdesachin@gmail.com                                     Mail id:mala@sctimst.ac.in 
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Annexure I 

 

Informed consent for in-depth interview in Hindi 

          साक्षात्कार के हलए सिमहत पत्र 

मैं    ................. पूरी जानकारी पढ़ /सून ली है। मैंने अपनी शोंकाओ  का समािान कर डलया 

है और मै पूर्ड से्वच्छा पूिडक साक्षात्कार के डलए  अनुमडत देती  हु और अपना हस्ताक्षर /अोंगूठा लगिाती  हु। मै 

यह समझ गई हु की कभी भी मै इस साक्षात्कार से बाहर हो सकती हु डबना डकसी स्पष्टीकरर् के। मैंने 

ररकॉडििंग की अनुमडत डसर्ड  शोि एिम प्रकाशन के डलए दी /नही ों दी है। मै यह भी समझ गया हु की मेरा नाम 

या पहचान डकसी शोि एिम प्रकाशन में उजागर नही ों की जाएगी। 

प्रहतवादी के िस्ताक्षर/ अंगूठे का हनशान 

Date: तारीि: 

Place: जगि 

 

मौहिक सिमहत के हलए 

_________________________________ 

गवाि के िस्ताक्षर 

Date: तारीि: 

Place: जगि 
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Annexure J 

 

Socio-demographic and other characteristics of respondents in Hindi 

सिूना पत्र: 

कमांक सवाल प्रहतकिया कोड 

B1 उम्र (वर्क में)    

    

B2 हशक्षा 1.औपिाररक 

हशक्षा निी  

 

  2. १ से ५ 

तक(प्राथडमक) 

 

  3. ५ से १० िी 

तक(माध्यडमक) 

 

  4. ११ से १२ िी 

तक(उच्च 

माध्यडमक) 

 

  5. १२ िी कक्षा 

से ऊपर 

 

B3 जाहत अनुसूहित 

जनजाहत       1 

 

  अनुसूहित जाहत  

2 

 

  हपछड़ा वगक       

3 

 

  सामान्य         

4 

 

  अन्य          5  

B4 1. क्या आपके राशन काडक 

ि?ै 

िां       1 

निीं      2 

 

 2. अगर िां  ,ककस तरि 

का राशन काडक ि?ै 

बीपीएल   1 

एपीएल   2 

 

B5 पडत का मुख्य 

रोजगार   

 ककसान  1 

दैहनक मजदरू 2 

छोटा व्यापार/हनजी 

व्यवसाय   3 

वेतनभोगी रोजगार 4 

बेरोजगार 5  

अन्य   )..... (

  6  

 

B6 पररवार के 

सदस्यों की संख्या 

  

B7 गभक ककतन ेनंबर 

का ि ै

  

B8 पूर्ड गभड डकतने   
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हुऐ 

B9 1. ANC एएनसी दौरा 1. िां 

2. निीं 

 

 3. अगर िां ककतनी बार   

B10    

 प्रसव के हलए 

ककतने कदन 

अस्पताल में  (

कदन में).....  

  

B11 बीमा (

आरएसबीवाय )

काडकधारी 

िां 1 

निीं 2 

 

 

B12 क्या जेएसवाय 

का आप को 

िायदा हमला 

िां 1 

निीं 2 
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Annexure K 

 

Guideline questions for in-depth interview in Hindi 

            साक्षात्कार के हलए मागकदर्शकका 

1. मुझे पता ि ैकक आप को  गए  प्रसव के दौरान करठनाई हुई ि.ै आज प्रसि के बाद  ___ महीने हो गए 

है। क्ा आप मुझे डिस्तार से बता सकते है की आप उस  डदन से कैसे है।   

2. इस दौरान आप को ककस तरि की स्वास््य समस्याओं से गुजरना पड़ा? क्या क्या हुआ था? (पूछना 

:जैसे शरररीक स्वास््य समस्याएँ ,प्रजनन स्वास््य समस्याएँ ,एक एक कर के िर समस्या के बारे में 

पूछना -ददक ,कमरददक ,स्तन में  समस्या ,पेशाब समस्या ,कमजोरी ,मािवारी की समस्याएँ ,सफ़ेद पानी 

जाना ,और कुछ बड़ी बीमारी ) 

, 

3. इसने आप के स्वास््य पर क्या असर डाला 

क्या ककसी बड़ी और गंभीर समस्या ने आपकी दैहनक किया को प्रभाहवत ककया  आपको हबस्तर 

क्य़ा पर आराम करना पड़ा.  अगर िां तो ककतने  लंबे समय तक . 

4. क्या आप अपनी तकलीि के इलाज के हलए ककसी स्वास््य केन्र गई थी(अगर निीं तो क्यों ).अगर िा 

तो किा गयी थी कृपया बतायें। आपको विा ककस प्रकार का इलाज हमला। वि इलाज हमलन ेसे आपकी 

तकलीि/हबमारी  ठीक हुई। या अभीभी आपको इलाज करना पड़ता ि।ै (पछेू :िर एक समस्या के 

इलाज के बारे में हवस्तार से। )  

5. यि जो इलाज आपने ककया उसके हलए लगभग ककतना ििाक हुआ। यि ििाक आपन ेकैसे मैनेज ककया। 

(पूछे :बित का पैसा ,गिन े,मवेशी ,जमीन बेि के, सावकार   या बैंक से उधार लेके या आपके माँ -

हपताजी से मॉगँ के ). 

6. कृपया आप बताएं आप के पहत से आप को ककस तरि की मदद हमली  .ककस तरि उन्िोंन ेमदद की ..

हपता और ककस तरि की मदद आप के पररवार व आप के माता-.  के पररवार से हमली। ककस तरि की 

मदत उन्िोंन ेआपको की। आपके भाई बिन ने क्या सिायता की। 

7. क्या आप सक्षम ि ैककसी दोस्त से  ,पड़ोसी या अन्य सग ाा संबंधी से मदद मांगन ेसे  .कृपया बताएं 

उनसे ककस तरि की मदद हमली .     (क्या कोई ऐसा अनुभव हुआ जो अच्छा निीं रिा)  

8. क्या आप दसूरे गभक धारण करन ेकी कोहशश में ि ै?अगर निीं तो कौन से तरीके आप उपयोग में ला रि े

ि ैहजस से गभक धारणा टल सकें । आपको इसकी जानकारी कैसे हुई। 

 

अब मैं आप से हपछली हडलीवरी (प्रसव )के बारे में पछूना िाहगंा जो की जरटल थी। कृपया क्या 

आप मुझे हवस्तार से बता सकती ि ैकी उस समय क्या हुआ था। 

9. क्या आप मुझे बता सकती िैं, क्या जरटलता /करठनाई आयी थी हपछल ेप्रसव के दौरान ?(िॉहस्पटल 

ररकॉडक के आधार पर पछेू :जैसे झटका आना ,बेिोश िोना ,बिोत िून बिना ,हपली ऑिें ,गभाक शय का 

हनकालना ,िून िढ़वाना ,बिोत तेज बुिार ) 
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10. आप किां थी जब यि समस्या आई थी  .आप किां से शिीद अस्पताल पहुिंी (पिले से थी , र से 

आई किीं से आप को रेिर ककया गया था.  .क्या विां आप को इलाज में कदक्कत आई( जैसे ििक की ,

वािन की ,या अनजान स्वास््य केन्र की वजि से. ) 

11. कृपया आप मुझे अस्पताल की सेवाओं के बारे में बताएं.  जब आप अस्पताल में भती थ ेतब अस्पताल के 

स्टाि का आपसे बताकव कैसे था (पूछे :उनकी संवेदनशीलता ,सेवा की तत्परता ) 

12. जब आप अपनी स्वास््य की गभंीर समस्या से जूझ रिी थी तो ककस तरि का एिसास आप मिसूस कर 

रिी थी  ( .जैसे मानहसक तनाव ,डर ,िोने का डर)  

13. अस्पताल भरती के दौरान आप के साथ कौन रि रिा था. उस समय आपके पररवार की सिायता कैसे 

थी। ककस तरि की सिायता उनसे हमली। 

14. क्या आपको याद ि ैइलाज में ककतना ििक हुआ  .ककसने भुगतान ककया .और इस राहश का कैसे 

इंतजाम ककया. 

15. अस्पताल से छुट्टी के बाद आप किां रिी  .आप ने  र का काम और बचे्च की देिभाल कैसे मनैेज की .

आपको इसमें ककसी न ेमदद की.  

16. अस्पताल से छुट्टी के तरंुत बाद आप को क्या कोई स्वास््य समस्या का सामना करना पड़ा. क्या 

अस्पताल ने किर जांि के हलए आपको कभी बुलाया। 

17. उन महिलाओं के हलए की मानहसक हस्थहत और हशश ुकी हस्थहत: 

मैं जानता ह ंआप का बच्चा हडलीवरी के पिल े/ हडलीवरी के बाद मर गया ि।ै मुझे इस बात का गिरा दःुि 

ि।ै यि आपके हलए बहुत करठनाई का वक्त ि।ै 

A. अभी आप कैसा मिसूस कर रिी िैं  .क्या आप  यादातर समय मायूस िोती या कुछ समय.  

B. क्या आप चिंताग्रस्त रिती  िैं जब कुछ गलत िो जाता ि।ै  क्या आप अनावश्यक रूप से िुद को दोर्ी 

मानती ि।ै 

C. आप को नींद कैसी आती िै .क्या आप  यादातर समय कमजोर और थका हुआ मिसूस करती िैं.  

D. क्या अपन ेआप को हनराश पाती िैं  .क्या आप अकसर रोती िैं.  

E. ककतने लंबे समय से आप इस तरि मिसूस कर रिी ि?ैआप िुद को कैसे संभालती ि?ै ककस  के साथ 

आप अपना मन साझा करती ि ै?कौन -कौन वि लोग ि ैजो आपको मदत करत ेि ै? 

ऐसी महिला हजसने जीहवत बचे्च को जन्म कदया पर बाद में बच्चा मर गया . 

मुझे ये जान के बिोत दःुि ि ैकी आपका बच्चा निीं रिा। और यि आपके हलए बहुत पीड़ादायी 

ि।ै अगर आप सिजरूप से बता सके तो कृपया बताये की आपके बचे्च के साथ क्या हुआ था। वि 

हडलीवरी के बाद कैसे था ?उसके बाद क्या हुआ। बचे्च का निीं िोना यि स्वीकारना बिोत 

मुहश्कल ि।ै 

a. अभी आप कैसा मिसूस कर रिी िैं  .क्या आप  यादातर समय मायूस मिसूस करती िैं  

b.  .क्या आप अनावश्यक रूप से िुद को दोर्ी मानती िैं  क्या आप चिंताग्रस्त रिती  िैं जब कुछ 

गलत िो जाता ि।ै  . 

c. आप को नींद कैसी आती िै .क्या आप  यादातर सम य कमजोर और थका हुआ मिसूस करती िैं. 

d. क्या अपन ेआप को हनराश पाती िैं  .क्या आप अकसर रोती िैं.  
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e. ककतने लंबे समय से आप इस तरि मिसूस कर रिी ि?ैआप िुद को कैसे संभालती ि?ै ककस  के     

साथ आप अपना मन साझा करती ि ै?कौन -कौन वि लोग ि ैजो आपको मदत करते ि ै? 

 

उन महिलाओं से हजन्िोंन ेजीहवत बचे्च को जन्म कदया और अब भी जीहवत िै 

1. आप का बच्चा कैसे बड़ा िो रिा िै  .क्या उसे कोई स्वास््य की समस्या िै .अगर िां तो क्या 

और उसकी देिरेि कैसे की.  

2. प्रसव के दौरान करठनाई हुई  ,तब क्या बचे्च की देिरेि में कोई समस्या आई.  

3. प्रसव के बाद क्या कभी आप को कोई मानहसक समस्या हुई  .क ाैसा मिसूस ककया. 

4. अभी आप कैसा मिसूस कर रिी िैं  .क्या आप  यादातर समय मायूस िोती या कुछ समय.  

5. क्या आप चिंताग्रस्त िैं.  ,जब गलत हुआ .क्या आप अनावश्यक रूप से िुद को दोर्ी 

मानती िैं.  

6. आप को नींद कैसी आती िै .क्या आप  यादातर समय कमजोर और थका हुआ मिसूस करती 

िैं.  

7. क्या अपन ेआप को हनराश पाती िैं  .िैं रोती क्या आप अकसर.  

8. ककतने लंबे समय से आप इस तरि मिसूस कर रिी ि?ैआप िुद को कैसे संभालती ि?ै ककस  के     

साथ आप अपना मन साझा करती ि ै?कौन -कौन वि लोग ि ैजो आपको मदत करते ि ै? 

 

बहुत धन्यवाद इस साक्षात्कार के हलए और जो आपन ेअनुभव साझा ककए उसके हलए 

भी  .आपने जो इंटरव्य ूके हलए समय कदया उसके हलए भी शुकिया. 
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Annexure L 

 Institutional Ethics Committee clearance certificate 
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