Estimating need for emergency obstetric care

The estimated need for EmMONC in all populations, the denominator for ENMONC Indicator 9, is 15% of
expected births. This estimate was developed based on the best evidence available in 1997.%2 When the
indicators and accompanying guidance were revised in 2009, the technical consultation reviewed the
evidence and decided to maintain 15% as a global estimate of the number of women who develop direct
obstetric complications.®*>678 Since 2009, there has been considerable discussion about the expected
number of complications and whether 15% is too low, too high, if it varies in different parts of the world, or
if it has changed over the years. One reason for renewed debate is the wider use of certain clinical
management practices that can prevent some direct obstetric complications (e.g., active management of the
3 stage of labor, depending on clinical components used and route of oxytocin, has been shown to reduce
the risk of postpartum hemorrhage by 66-76%). However, the incidence of complications is still likely to be
no less than 15%, and in fact, several recent studies purport to show a higher prevalence of obstetric
complications (Box 1).1%11) Therefore, in the absence of more high-quality population-based studies on the
prevalence of direct obstetric complications, we recommend keeping 15% as an estimate of expected
obstetric complications in the population.

Box 1. Evidence of incidence of obstetric complications

e Few population-based studies look at the prevalence of direct obstetric complications; however, one
recent study by Aftab et al (2021)1? estimated that 32.7% of pregnancies (h=114,050 pregnant women
in eight countries in South Asia and sub-Saharan Africa) had at least one major direct maternal morbidity.
However, their study excluded complications occurring in the first and second trimesters (i.e.,
complications of abortion, ectopic pregnancies), relied in part on women'’s self-report of complications
(e.g., infections), included all cases of hypertension and late third trimester antepartum infections, and
relied on reports of surgical procedures (e.g., cesarean section) conducted as a proxy for obstetric
complications.

e Danilack et al (2015)*? studied 10 million birth certificate records from 2011 through 2013 in the United
States and found that 46% of pregnancies developed at least one unexpected complication: 29% of low-
risk women and 57% among high-risk women. Those complications (or procedures in response to
complications) included eclampsia, uterine rupture, forceps delivery, vacuum delivery, cesarean delivery,
maternal transfusion, unplanned hysterectomy, unplanned other maternal operation, admission to adult
ICU, mother transfer, chorioamnionitis, meconium staining, assisted ventilation for the newborn,
birthweight <2500 g, 5-minute Apgar score 0-3, admission to neonatal ICU, and newborn antibiotic use.
Authors classified pregnancies as low and high-risk based on: maternal age, gestational age at delivery,
pre-pregnancy body mass index, time that prenatal care was initiated, and whether it was a singleton
pregnancy in cephalic presentation. They also looked at whether women had evidence of health
conditions including: pre-pregnancy diabetes, gestational diabetes, pre-pregnancy hypertension, history
of preterm birth, history of cesarean delivery, syphilis, and hepatitis B and C.

e An older global study conducted by AbouZahr (2003)"? estimated that 37.5% of live births resulted in a
complication (i.e., severe postpartum hemorrhage, sepsis, pre-eclampsia/eclampsia, obstructed labor,
abortion).

e Many studies on the prevalence of specific obstetric complications, near misses, or severe maternal
morbidity are hospital-based rather than population-based and are difficult to interpret especially if a
substantial proportion of births take place at home or at lower-level facilities.

e A multi-country WHO global survey by Souza et al (2013) found that out of 314,623 women who
attended 357 health facilities (offering surgical services) in 29 countries, 7.3% had potentially life-
threatening disorders (i.e., hemorrhage, infection, hypertensive disorders and other indirect complications
or diseases; women with abortions and ectopic pregnancies that were classified as a severe maternal
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outcome would have been included, but this study found no cases; women with prolonged or obstructed
labor were not included).®®

e Arecent umbrella review by Boychuk et. al. (unpublished, 2021)4 looked at 43 systematic reviews and
metanalyses to estimate prevalence of major direct obstetric complications. The authors found that due
to variations in study design and a lack of standardized, high-quality data, it was difficult to combine
estimates and therefore concluded that there is insufficient evidence to change the 15% estimate.
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