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Abstract

Background: Knowledge on the factors associated with severe maternal morbidity enables a better understanding
of the problem and serves as a foundation for the development of an effective preventive strategy. However,
various definitions of severe maternal morbidity have been applied, leading to inconsistencies between studies. The
objective of this study was to identify the sociodemographic characteristics, medical and gynaecological history,
past and present obstetric performance and the provision of health care services as associated factors for severe
maternal morbidity in Kelantan, Malaysia.

Methods: A comparative cross-sectional study was conducted in two tertiary referral hospitals in 2014. Postpartum
women with severe morbidity and without severe morbidity who fulfilled the inclusion and exclusion criteria were
eligible as cases and controls, respectively. The study population included all postpartum women regardless of their
age. Pregnancy at less than 22 weeks of gestation, more than 42 days after the termination of pregnancy and
non-Malaysian citizens were excluded. Consecutive sampling was applied for the selection of cases and for each
case identified, one unmatched control from the same hospital was selected using computer-based simple random
sampling. Simple and multiple logistic regressions were performed using Stata Intercooled version 11.0.

Results: A total of 23,422 pregnant women were admitted to these hospitals in 2014 and 395 women with severe
maternal morbidity were identified, of which 353 were eligible as cases. An age of 35 or more years old [Adj. OR
(95 % CI): 2.6 (1.67, 4.07)], women with past pregnancy complications [Adj. OR (95 % CI): 1.7 (1.00, 2.79)], underwent
caesarean section deliveries [Adj. OR (95 % CI): 6.8 (4.68, 10.01)], preterm delivery [Adj. OR (95 % CI): 3.4 (1.87, 6.32)]
and referral to tertiary centres [Adj. OR (95 % CI): 2.7 (1.87, 3.97)] were significant associated factors for severe
maternal morbidity.

Conclusions: Our study suggests the enhanced screening and monitoring of women of advanced maternal age,
women with past pregnancy complications, those who underwent caesarean section deliveries, those who
delivered preterm and the mothers referred to tertiary centres as they are at increased risk of severe maternal
morbidity. Identifying these factors may contribute to specific and targeted strategies aimed at tackling the issues
related to maternal morbidity.
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Background
In Malaysia, pregnant women are entitled to a wide
range of medical services that include antenatal care,
hospital delivery, caesarean sections, and the medical
and surgical treatment of complications. Low-risk preg-
nant mothers are allowed to deliver in alternative birth-
ing centres adjacent to primary health clinics, secondary
or tertiary health centres. High-risk pregnant mothers
are seen by family medicine specialists or referred to ter-
tiary centres. Improvements in the health care delivery
system, the implementation of risk approach strategies
and the confidential enquiry into maternal deaths have
been used for many years in Malaysia [1]. As a result,
the maternal mortality ratio has been reduced, but it has
plateaued for more than 20 years [1] and no further re-
duction has been seen which indicates the need for a
new approach.
The literature on severe maternal morbidity has revealed

several contributing factors for severe maternal morbidity.
Employment status [2], low household income [3], a previ-
ous history of abortion [3], multiple births [4] and minimal
antenatal care [3] were documented contributing factors
for severe maternal morbidity. Mixed findings were re-
ported in relation to age [5, 6], race [4, 7], educational level
[3, 7], co-existing medical conditions [8, 9], parity [9, 10],
period of gestation [5, 9], mode of delivery [9, 11], previous
caesarean section [8, 12] and pre-pregnancy body mass
index [4, 8]. It is important to note that the studies applied
a variety of definitions for severe maternal morbidity and
the consolidation of information among the studies was,
therefore, difficult.
Severe maternal morbidity refers to ‘potentially life-

threatening conditions during pregnancy, childbirth or
after termination of pregnancy from which maternal
near miss cases would emerge’ [13, 14]. The World
Health Organization (WHO) criteria not only consider
the clinical disorders (haemorrhagic, hypertensive and
other systemic disorders) but also the severe management
indicators to demonstrate the severity and to enhance the
identification of severe maternal morbidity [13].
Ascertaining associated factors for severe maternal mor-

bidity enables a better understanding of the problem and
serves as a foundation for the development of an effective
preventive strategy. This refers to primary prevention
through screening or prevention at the institutional, pro-
vider and client levels that may ultimately prevent a condi-
tion from causing death or severe morbidity [15]. The aim
of this study was to identify the sociodemographic charac-
teristics, medical and gynaecological history, past and
present obstetric performance and the provision of health
care services as factors associated with severe maternal
morbidity in Kelantan, Malaysia. We hypothesized that
these factors were significantly related to the occurrence
of severe maternal morbidity.

Methods
In a comparative cross-sectional study conducted in Raja
Perempuan Zainab II Hospital and Universiti Sains
Malaysia Hospital, data from postpartum women in the
year 2014 were obtained. These hospitals are the two re-
ferral and tertiary hospitals in Kelantan, Malaysia. Postpar-
tum women with severe morbidity and without severe
morbidity who fulfilled the inclusion and exclusion criteria
were eligible as cases and controls, respectively. The study
population included all postpartum women regardless of
age. Pregnancy at less than 22 weeks of gestation, more
than 42 days after termination of pregnancy and non-
Malaysian citizens were excluded.
Sample size was estimated by comparing two propor-

tions for categorical variables and comparing two means
for numerical variables using the Power and Sample Size
calculation software version 3.0.43 (Microsoft Corp.,
2012). The variable that yielded the biggest sample size
for this objective was that of co-existing medical condi-
tions. The proportion of co-existing medical conditions
among women without severe morbidity was 0.08 [4]. A
detectable odds ratio of 2 was decided after considering
its clinical importance and the minimum required sam-
ple size was 340. After considering the non-response
rate of 10 %, the sample size estimated for each group of
cases and controls was 374. Consecutive sampling was
applied for the selection of cases until the sample size
was met. For each case identified, one unmatched
control from the same hospital was selected using
computer-based simple random sampling [16] from the
predefined estimate of daily deliveries. The sampling
method of controls overcame the non-probability sam-
pling limitations in this study.
A total of 23,422 pregnant women were admitted to

these hospitals in 2014. A nursing-trained research as-
sistant prospectively reviewed the admission registers
and medical records in delivery rooms and obstetrics
and gynaecology wards daily. Information on the socio-
demographic characteristics, current obstetric history,
clinical parameters, past obstetric history, medical and
gynaecological history, foetal outcome and the provision
of health care were obtained from hospital and home-
based medical records during hospitalization.
The data were entered using IBM SPSS Statistics ver-

sion 22.0 (SPSS Inc., 2013) and analysed using Stata
Intercooled version 11.0 (Stata Corp., 2003). The data
were checked and filtered before analysis. Simple and
multiple logistic regressions were used to identify the as-
sociated factors for severe maternal morbidity. The
dependent variable was maternal morbidity status that
categorized women with and without severe maternal
morbidity. The independent variables included in the
analyses were selected a priori based on the literature
and clinical knowledge that supported these as potential
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risk factors for severe maternal morbidity. The following
variables were assessed: (i) sociodemographic factor (age,
race, marital status, education level and occupation), (ii)
medical and gynaecological history (comorbidities and
history of abortion), (iii) past and present obstetric
history [parity, past pregnancy complications, multiple
births, period of gestation, antenatal care booking, ante-
natal care visits, mode of delivery, history of caesarean
section deliveries and body mass index (BMI) at book-
ing] and (iv) the provision of health care services (refer-
ral from health centres).
The categorization of variables was performed accord-

ing to clinical application of the selected variables. Age
was categorized into younger (<35 years) and older
(≥35 years) maternal age [17]. The period of gestation in
the present study was categorized into term (≥37 weeks)
and preterm (<37 weeks) [18]. Antenatal care booking
was categorized into early (≤12 weeks) and late
(>12 weeks). The number of antenatal visits was catego-
rized in accordance with the recommendations of the
Malaysian Ministry of Health. A minimum of eight visits
throughout the pregnancy was considered as optimum and
seven or less as suboptimum [19], while BMI at booking
was categorized into normal (18.50–24.99 kg/m2), under-
weight (≤18.49 kg/m2), overweight (25.00–29.99 kg/m2)
and obese (≥30.00 kg/m2) [20]. Comorbidity was consid-
ered to be present when there were pre-existing med-
ical conditions reported such as hypertension, diabetes,
asthma, heart diseases, thyroid disorders and psychiatric
disorders.
Backward stepwise and manual backward procedures

were performed for variable selection. This process of
deleting, refitting and verifying continued until it ap-
peared that all the important variables were included in
the model and those variables excluded were clinically
and/or statistically unimportant. The continuous vari-
ables were checked for linearity in logit. Interaction
terms were created and tested in the model for im-
proved model fit. Multicollinearity was assessed through
analysis of the correlation coefficients in the correlation
matrix, standard errors of parameters and confidence
interval of estimated regression coefficients.
The model fit was assessed by plotting the predicted

probabilities using the receiver operating characteristics
(ROC), Pearson chi square and Hosmer and Lemeshow
goodness of fit tests. Diagnostic assessment to identify
potential influential covariate patterns were performed
using Delta chi-square (Δχ2), Delta deviance (ΔD) and
Pregibon delta-beta (Δβ).The potential cases from spe-
cific covariate pattern identified as influential in influen-
tial statistics were tested manually by removing and
checking for beta coefficient change. Interpretations
were based on proportional odds model. Findings were
presented with crude and adjusted odds ratio (OR), 95 %

confidence interval (CI) and P value. Level of signifi-
cance was set at 0.05 with two tailed fashion.

Results
There were a total of 21,756 deliveries, 21,579 live births
and 395 women with severe maternal morbidity in 2014.
However, 42 cases were excluded as they were at less
than 22 weeks of gestation (n = 32) and were non-
Malaysian citizens (n = 10). A total of 353 cases were
eligible and accordingly, 353 women without severe ma-
ternal morbidity were identified as controls. However,
one case (A339) and one control (B283) were unbooked
(no antenatal check-up), therefore, they were not in-
cluded in the analyses due to high missing data related
to gestation, booking and antenatal care visits. The final
response rate was 99.7 % (352/353) for both groups and
overall population studied.
The number of respondents that were suitable for ana-

lysis (n = 352 per group) was lower than the calculated
sample size (n = 374 per group). Therefore, the post-hoc
power of the study with 352 participants per group was
recalculated using the Power and Sample Size Calcula-
tion software version 3.0.43 (Microsoft Corp., 2012) for
comparing two proportions. The recalculated power was
81.3 %, which was acceptable.

Characteristics of participants
Compared with women without severe maternal mor-
bidity, women with severe maternal morbidity were
more often older than 35 years, had tertiary-level educa-
tion and had undergone a previous caesarean section
(Table 1 and Table 2). While only 25.3 % of women with-
out severe maternal morbidity required caesarean section,
78.1 % of women with severe maternal morbidity required
one. Women with severe maternal morbidity had a signifi-
cantly longer duration of hospitalization with a mean (SD)
of 5.8 (4.30) days compared with 3.0 (1.74) days for
women without severe maternal morbidity (P <0.001).
The numbers of samples in the groups for race, mari-

tal status and multiple births were small. In addition,
there were high missing data for birth spacing in women
with no records of a previous pregnancy. These four vari-
ables were less clinically important than those identified in
the previous literature. Therefore, these variables were not
included in the logistic regression analyses. The overall
BMI ranges from 13.1 to 59.7 kg/m2. In controls, it ranges
from 14.2 to 47.5 kg/m2 and in cases, it ranges from 13.1
to 59.7 kg/m2.

Simple logistic regression analysis
In total, 14 variables were chosen for descriptive analysis
based on their clinical importance and completeness of
data (Table 3). Simple logistic regression screened and iden-
tified 12 variables with P < 0.3 and two highly insignificant
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variables i.e. booking and history of abortion. Therefore, 12
variables were included in the variable selection procedures
of multiple logistic regression analysis.

Multiple logistic regression analysis
Variable selection
There were 12 potential variables included in the multiple
logistic regression analysis (Table 4). The stepwise proced-
ure based on Wald statistics produced five significant vari-
ables i.e. age, mode of delivery, period of gestation,
pregnancy complications and referral status. The signifi-
cant variables were confirmed by a manual backward pro-
cedure based on the log-likelihood ratio (LR) test.

Checking linearity of the continuous variables
None of the significant variables were numerical variables.
Therefore, the linearity of continuous variables by fracpoly,
lintrend and design variable methods was not checked.

Checking interaction
There were ten possible and clinically important inter-
action terms tested. There was no significant interaction
between the variables (P > 0.05).

Checking multicollinearity
Multicollinearity among independent variables was assessed
using the correlation matrix, standard error and confidence
interval. There was a possible multicollinearity suggested by
the correlation matrix (r) > 0.3 between the mode of deliv-
ery and referral status (0.38); however, it was not clinically
supported. Moreover, standard error for each associated
factor was subjectively small and lesser than their respective
beta coefficients. Confidence intervals of the estimated re-
gression coefficient were also narrow. Thus, it can be con-
cluded that multicollinearity did not exist in the model.

Checking overall model fitness
High overall correctly classified percentage of 76.4 %,
area under the ROC of 84.2 %, non-significance of
Pearson chi square (P = 0.622) and non-significance of
Hosmer and Lemeshow (P = 0.840) showed that the
model was fit.

Table 1 Sociodemographic, medical and gynaecological history
and provision of health care services profiles of women with
(cases) and without (controls) severe maternal morbidity

Variables Severe maternal
morbidity (n = 352)

Non-severe maternal
morbidity (n = 352)

n (%) n (%)

Sociodemographic

Age

<35 years 235 (66.8) 296 (84.1)

≥35 years 117 (33.2) 56 (15.9)

Race

Malays 349 (99.1) 350 (99.4)

Others 3 (0.9) 2 (0.6)

Marital status

Married 349 (99.1) 352 (100.0)

Single 3 (0.9) 0 (0)

Education level

Nil and Primary 15 (4.3) 13 (3.7)

Secondary 216 (61.4) 241 (68.5)

Tertiary 121 (34.4) 98 (27.8)

Occupation

Unemployed 186 (52.8) 199 (56.5)

Self-employed 25 (7.1) 32 (9.1)

Support group 89 (25.3) 90 (25.6)

Professional 52 (14.8) 31 (8.8)

Husband education

Primary 11 (3.2) 5 (1.4)

Secondary 229 (65.6) 254 (72.2)

Tertiary 109 (31.2) 93 (26.4)

Husband occupation

Unemployed 6 (1.7) 5 (1.4)

Self-employed 132 (37.8) 158 (44.9)

Support group 168 (48.1) 167 (47.4)

Professional 43 (12.3) 22 (6.3)

Medical and gynaecological history

Comorbidity

Absent 308 (87.5) 326 (92.6)

Present 44 (12.5) 26 (7.4)

h/o abortion

Absent 277 (78.7) 274 (77.8)

Present 75 (21.3) 78 (22.2)

Provision of health care services

Health care facility

Raja Perempuan Zainab II
Hospital

274 (77.8) 274 (77.8)

Universiti Sains Malaysia
Hospital

78 (22.2) 78 (22.2)

Table 1 Sociodemographic, medical and gynaecological history
and provision of health care services profiles of women with
(cases) and without (controls) severe maternal morbidity
(Continued)

Referral status

Not referred 102 (29.0) 240 (68.2)

Referred 250 (71.0) 112 (31.8)

Birth attendant

Doctors 335 (95.2) 197 (56.0)

Midwifes 17 (4.8) 155 (44.0)
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Table 2 Past and present obstetric history of women with (cases) and without (controls) severe maternal morbidity

Variables Severe maternal morbidity (n = 352) Non-severe maternal morbidity (n = 352)

mean (SDa) n (%) mean (SDa) n (%)

Past and present obstetric history

Number of children 2.1 (2.33) 1.7 (1.80)

Parity 3.0 (2.29) 2.7 (1.81)

Gestational age at booking (week) 13.1 (5.65) 13.0 (4.98)

Booking

Early (≤12 weeks) 190 (54.0) 186 (52.8)

Late (>12 weeks) 162 (46.0) 166 (47.2)

Birth spacing (year)b 4.6 (3.04) 3.8 (2.27)

BMI at booking (kg/m2)

Normal 116 (33.0) 157 (44.6)

Underweight 20 (5.7) 47 (13.4)

Overweight 105 (29.8) 90 (25.6)

Obese 111 (31.5) 58 (16.5)

Antenatal care visits

Optimum (≥8 visits) 313 (88.9) 334 (94.9)

Suboptimum (<7 visits) 39 (11.1) 18 (5.1)

h/o caesarean section

Absent 266 (75.6) 305 (86.6)

Present 86 (24.4) 47 (13.4)

Past pregnancy complications

Absent 269 (76.4) 314 (89.2)

Present 83 (23.6) 38 (10.8)

Period of gestation

Term (≥37 weeks) 253 (71.9) 334 (94.9)

Preterm (<37 weeks) 99 (28.1) 18 (5.1)

Mode of delivery

vaginal 77 (21.9) 263 (74.7)

caesarean section 275 (78.1) 89 (25.3)

Colour code

White 18 (5.1) 51 (14.5)

Green 255 (72.4) 261 (74.1)

Yellow 65 (18.5) 37 (10.5)

Red 14 (4.0) 3 (0.9)

Fetal sex

Boy 178 (50.6) 190 (54.0)

Girl 173 (49.1) 162 (46.0)

Ambigous 1 (0.3) 0 (0.0)

Fetal viability

Alive 340 (96.6) 350 (99.4)

Dead 12 (3.4) 2 (0.6)
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Checking model diagnostics
The plots of Delta chi-square influential statistics, Delta
deviance influential statistics and Pregibon delta-beta
statistics versus estimated probability showed a list of
covariate patterns as outliers. Delta chi-square versus es-
timated probability showed that covariate pattern 5 as
possible influential outlier. Delta deviance versus esti-
mated probability showed that the covariate pattern 5 as
possible influential outlier. Pregibon delta-beta versus es-
timated probability showed that the covariate pattern 3
and 10 as possible influential outliers.

Remedial measures
The potential influential outliers were tested by remov-
ing them one by one and checking for the percentage
change in the regression coefficient. Only one of five
variables in each of the covariate patterns had a maximal
change of > 20 %, therefore, it is acceptable to retain the
covariate patterns in the model.

Final model and interpretation
The final model for associated factors of severe maternal
morbidity was the best fit, parsimonious and biologically
plausible. Age, past pregnancy complications, mode of
delivery, period of gestation and referral status were the
significant adjusted variables that influenced the occur-
rence of severe maternal morbidity (Table 5).

Discussion
The findings of our study will contribute to future com-
parisons as more studies with similar definitions are
published. Previous studies differed from the current
study in the definition and criteria applied for severe
maternal morbidity. The former variables may behave
differently that contributed to limited data for present
comparisons using updated definitions. Moreover, cases
of severe maternal morbidities are associated with the
acute complications and are likely to have characteristics
similar to maternal death that warrant better manage-
ment of care. Therefore, the determination of specific
factors involved in severe maternal morbidity cases can
provide evidence to further reduce maternal death.
In the present study, the occurrence of severe maternal

morbidity was significantly associated with women
35 years old or older, women with past pregnancy compli-
cations, those who underwent caesarean section deliveries,

those who delivered preterm and cases referred to tertiary
centres. These variables, though not amenable, are useful
for the identification of women that require extra vigilance
in assessing maternal risks.
Pregnancy at an advanced maternal age, defined as

35 years or older, was identified to be strongly associated
with severe maternal morbidity. This finding is in agree-
ment with the results of univariable results analysis in the
literature [17, 21–24]. Correspondingly, the multivariable
analysis in our study showed that the odds of severe ma-
ternal morbidity was highly significant with almost three
times higher in women with advanced maternal age com-
pared to those of a younger age. In contrast, a study in the
intensive care unit in Brazil showed no association
between age and severe maternal morbidity [25]. This is
because only 7 % of the sample was over 35 years; thus, it
was underpowered to evaluate this group of women.
Advanced maternal age was often associated with in-

creased risk of abruption placenta or abnormally inva-
sive placenta [23] along with chronic diseases that gives
them a lack of physiological reserve to respond to preg-
nancy pathology [17, 26, 27] or due to unplanned preg-
nancy [26, 28]. This could be addressed through better
health education and access to contraceptive services.
Pregnancies at an advanced maternal age may become a
large and growing population due to delayed marriage
and career development, which must be tackled through
suitable social policies [28]. Adverse maternal risk was
also reported at the opposite age extreme of 15 to
19 years old [7]. However, it was not separately analysed
in our study due to the very small sample size.
The findings in our study are in accordance with re-

cent literature suggesting that the mode of delivery with
particular reference to caesarean section, is an associated
factor for severe maternal morbidity [25, 29]. Therefore,
it is unsurprising that the high proportion (78.1 %) of
women with severe maternal morbidity in our study de-
livered via caesarean section, as it may be the most ef-
fective way of managing a high-risk pregnancy.
In contrast, caesarean section deliveries also carry a

higher risk of maternal complications such as haemor-
rhage, thromboembolism or infection. Previous studies
showed that the risk of severe maternal morbidity was
around two to five times higher in caesarean section com-
pared to vaginal deliveries [17, 25, 30, 31]. Our results
demonstrate that women who delivered via caesarean

Table 2 Past and present obstetric history of women with (cases) and without (controls) severe maternal morbidity (Continued)

Multiple births

No 343 (97.4) 352 (100.0)

Yes 9 (2.6) 0 (0.0)

Note. BMI = body mass index
aStandard deviation
bAvailable for 233 cases and 238 controls
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section had an almost seven times higher odds of experi-
encing severe maternal morbidity compared to those who
delivered vaginally. It is important to note that the caesar-
ean sections in our facilities are performed only when
medically indicated.
With regard to the level of health facility, it is also in-

teresting to consider that one cross-sectional study in
Tanzania demonstrated a three times higher risk of
caesarean section complications in a regional hospital
compared to a referral teaching hospital. This finding,
however, was observed among maternal near miss cases
[32]. Unfortunately, with the current exploratory study
design, it remains unclear whether the morbidity related
to caesarean section was due to pre-existing conditions
that led to the decision to undergo caesarean section or
as a consequence from the procedure itself.
Information on women’s previous obstetric history is

valuable. Although the studies were conducted with dif-
ferent case definitions, cases of severe maternal morbid-
ity are consistently reported to be more likely to have
past obstetric complications [4, 33]. Our results ob-
served that the occurrence of past obstetric complica-
tions was doubled in severe maternal morbidity cases
than in non-severe maternal morbidity cases. Most of
the complications that occurred were related to hyper-
tensive and haemorrhagic disorders and gestational dia-
betes. Our results also suggest that the odds of severe
maternal morbidity were two-fold higher in women with
a past history of obstetric complications than those with-
out any past history. However, a more concerning issue
is that the past events do not affect family planning deci-
sion making of the women leading to the recurrence of
severe morbid conditions [34]. A recent study showed
that after excluding cases with tubal ligation and hyster-
ectomy among women with severe morbid conditions in
the past pregnancies, there was no difference in the
proportion of becoming pregnant again within five years
between severe morbid women and controls (7.5 % vs
9.3 %) [35].
The findings of our study observed a six-fold higher oc-

currence of preterm deliveries in women with severe ma-
ternal morbidity compared to those without severe
maternal morbidity. The preterm deliveries were of a ges-
tational age ranging between 25 to 36 weeks, with most

Table 3 Associated factors for severe maternal morbidity using
simple logistic regression

Variable Crude ORa (95 % CIb) Wald statc P value

Parity 1.1 (1.02, 1.18) 5.91 0.015

Age

<35 years 1.0 29.00 <0.001

≥35 years 2.6 (1.83, 3.78)

Education level

Nil and Primary 1.0 3.93 0.141

Secondary 0.8 (0.36, 1.67)

Tertiary 1.1 (0.49, 2.36)

Occupation

Unemployed 1.0 6.68 0.083

Self-employed 0.8 (0.48, 1.47)

Support group 1.1 (0.74, 1.51)

Professional 1.8 (1.10, 2.92)

Comorbidity

Absent 1.0 5.19 0.023

Present 1.8 (1.08, 2.98)

h/o abortion

Absent 1.0 0.08 0.784

Present 1.0 (0.66, 1.36)

h/o caesarean section

Absent 1.0 (1.42, 3.10) 14.27 <0.001

Present 2.1

Past pregnancy complications

Absent 1.0 20.62 <0.001

Present 2.5 (1.68, 3.87)

Booking

Early (≤12 weeks) 1.0 0.09 0.763

Late (>12 weeks) 0.96 (0.71, 1.28)

BMI at booking (kg/m2)

Normal 1.0 35.44 <0.001

Underweight 0.6 (0.32, 1.02)

Overweight 1.6 (1.09, 2.29)

Obese 2.6 (1.74, 3.86)

Antenatal care visits

Optimum (≥8 visits) 1.0 8.60 0.003

Suboptimum (<7 visits) 2.3 (1.30, 4.13)

Mode of delivery

Vaginal delivery 1.0 207.24 <0.001

Caesarean section 10.6 (7.44, 14.96)

Period of gestation

Term (≥37 weeks) 1.0 <0.001

Preterm (<37 weeks) 7.3 (4.28, 12.31) 72.95

Table 3 Associated factors for severe maternal morbidity using
simple logistic regression (Continued)

Referral status

Not referred 1.0 111.27 <0.001

Referred 5.3 (3.81, 7.24)

Note. BMI = body mass index
aCrude odds ratio
bConfidence interval
cWald statistic

Norhayati et al. BMC Pregnancy and Childbirth  (2016) 16:185 Page 7 of 10



occurring at 34 weeks. Severe preeclampsia, eclampsia
and abruptio placenta were major underlying conditions.
We also observed an over three-fold increased odds of
preterm deliveries than term deliveries in women with
severe maternal morbidity. It is plausible that provider-
initiated preterm birth might be a consequence of morbid-
ity or to prevent further morbidity, and therefore, it may
be a life-saving measure for both mother and foetus. How-
ever, the association found between the period of gestation
and severe maternal morbidity has not been previously in-
vestigated using the same WHO definitions and criteria
for diagnosis, thus limiting comparisons.
A recent WHO multicountry survey observed that ap-

proximately 76 % of preterm deliveries follow the spon-
taneous onset of labour and 24 % are provider-initiated.
Common maternal conditions such as low maternal
height (<145 cm), diabetes and pre-eclampsia contrib-
uted to the risk of spontaneous and provider-initiated
preterm birth. Only the mode of delivery differed, in
which vaginal deliveries were more common in spontan-
eous preterm birth and caesarean section deliveries were
more common in provider-initiated preterm birth [36].
With respect to the provision of health care services,

the findings from our study suggested a strong associ-
ation between referral for delivery and severe maternal
morbidity. More than two-thirds (71.0 %) of women with
severe maternal morbidity were referred cases implying
the severity and deterioration of maternal health. This
result is substantially reassuring as the women were

Table 4 Preliminary main effect model based on multiple
logistic regression

Variable Adjusted ORa (95 % CIb) LR statc P value

Parity 1.0 (0.87, 1.11) 0.11 0.744

Age

<35 years 1.0 18.36 <0.001

≥35 years 2.6 (1.67, 4.07)

Education level

Nil and Primary 1.0 5.06 0.080

Secondary 0.9 (0.33, 2.68)

Tertiary 1.7 (0.54, 5.08)

Occupation

Unemployed 1.0 3.49 0.322

Self-employed 0.8 (0.36, 1.59)

Support group 0.9 (0.56, 1.39)

Professional 1.5 (0.83, 2.83)

Comorbidity

Absent 1.0 1.01 0.316

Present 1.4 (0.72, 2.71)

h/o caesarean section

Absent 1.0 2.40 0.121

Present 0.6 (0.35, 1.13)

Past pregnancy complications

Absent 1.0 3.92 0.048

Present 1.7 (1.00, 2.79)

BMI at booking (kg/m2)

Normal 1.0 5.22 0.156

Underweight 0.7 (0.35, 1.42)

Overweight 1.2 (0.76, 1.95)

Obese 1.6 (0.94, 2.60)

Antenatal care visits

Optimum (≥8 visits) 1.0 0.89 0.345

Suboptimum (<7 visits) 1.4 (0.68, 3.03)

Mode of delivery

Vaginal delivery 1.0 106.07 <0.001

Caesarean section 6.8 (4.68, 10.01)

Period of gestation

Term (≥37 weeks) 1.0 17.82 <0.001

Preterm (<37 weeks) 3.4 (1.87, 6.32)

Referral status

Not referred 1.0 27.06 <0.001

Referred 2.7 (1.87, 3.97)

Note. BMI = body mass index
aAdjusted odds ratio
bConfidence interval
cLog - likelihood ratio statistic

Table 5 Associated factors for severe maternal morbidity using
multiple logistic regression

Variables Adjusted ORa (95 % CIb) LR statc P value

Age

<35 years 1.0 18.36 <0.001

≥35 years 2.6 (1.67, 4.07)

Past pregnancy complications

Absent 1.0 3.92 0.048

Present 1.7 (1.00, 2.79)

Mode of delivery

Vaginal delivery 1.0 106.07 <0.001

Caesarean section 6.8 (4.68, 10.01)

Period of gestation

Term (≥37 weeks) 1.0 17.82 <0.001

Preterm (<37 weeks) 3.4 (1.87, 6.32)

Referral status

Not referred 1.0 27.06 <0.001

Referred 2.7 (1.87, 3.97)
aAdjusted odds ratio
bConfidence interval
cLog - likelihood ratio statistic
Note. No significant interaction; no multicollinearity problem; model
assumptions met; no influential outliers)
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high-risk and required referral to higher-level centres.
Conversely, the referral to tertiary centres in our study
represents an almost three-fold increased odds for severe
maternal morbidity compared to women who were not
referred. A study conducted in Nigeria using different
classification criteria found a four-fold increase of mor-
bid conditions in referred cases due to patients’ delay in
seeking care to primary centres in whom the severe
complications were already imminent [37].
Referral was described as a complex variable as it also

incorporates the health seeking behaviour, the percep-
tion of risk by both the women and health care provider
and geographical accessibility [38]. Nonetheless, the as-
sociation found between referral and severe maternal
morbidity was not evident in previous studies. Likewise,
our results supported the importance of referral to ter-
tiary centres; however, it is beyond the scope our study
to quantify the delays in the referral of obstetric cases
from peripheral health facilities.

Strengths and limitations
To the best of our knowledge, this is the first study con-
ducted in Malaysia based on the WHO criteria of severe
maternal morbidity that allowed for standard inter-
national comparison. Identifying the factors associated
with severe maternal morbidity may contribute to im-
proving the current knowledge and to upgrading the
existing strategies aimed at tackling the issues related to
maternal morbidity. Our study was conducted over an
uninterrupted one-year period and the prospective data
collection allowed for the clarification of doubts about
the record from the health care providers, thus produ-
cing more stable estimates of the outcome.
This study has several potential limitations. This study

was restricted to two referral tertiary hospitals and does
not represent all cases of severe maternal morbidity in
Kelantan. Because of the cross-sectional nature of this
study, we were unable to make any definitive statement
on the direction of causality.

Recommendation
Surveillance for severe maternal morbidity at the facility
or state level could be implemented and the findings
could be interpreted in tandem with the review of ma-
ternal mortality. The exploration of associated factors
for severe maternal morbidity was not meant to deter-
mine causality. For example, although there was an asso-
ciation between severe maternal morbidity and mode of
delivery, the temporal sequence of events cannot be
determined based on the present cross-sectional study
design. Future studies with a confirmatory research ap-
proach and appropriate design need to be undertaken to
establish the causal relationship. This is in the light of
the rapidly rising trend of caesarean sections worldwide

and the current practice of caesarean sections consti-
tuted 20.7 % of deliveries in these two facilities. Limited
local data are available for comparison.

Conclusion
Our study supports the enhanced screening and moni-
toring of mothers with higher age group, those with past
pregnancy complications, those who underwent caesar-
ean section deliveries, those who delivered preterm and
cases referred to tertiary centres as they are at increased
risk of severe maternal morbidity.
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odds ratio; ROC, receiver operating characteristics; WHO, World Health
Organization

Acknowledgements
The authors would like to acknowledge the Universiti Sains Malaysia for the
Short Term Research Grant (304/PPSP/61312141), Raja Perempuan Zainab II
Hospital, Universiti Sains Malaysia Hospital and all individuals who were
directly and indirectly involved in this study. We thank Dianna Z who
provided English editing services.

Funding
This research was funded by Short Term Research Grant (304/PPSP/61312141)
from Universiti Sains Malaysia.

Availability of data and materials
Interested parties may contact hayatikk@usm.my for anonymized data upon
receiving a specific request.

Authors’ contributions
NMN contributed to the conception and design, acquisition, analysis and
interpretation of data and drafted the manuscript. NHNH, ZS revised the
manuscript critically for important intellectual content. AAA contributed in
the analysis and revised the manuscript. All authors read and approved the
final manuscript.

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

Consent for publication
Not applicable.

Ethics approval and consent to participate
The study protocol was approved by the Human Research Ethics Committee,
Universiti Sains Malaysia (USM/PPSP®/2012/JKP-62[62.3(4)]) and Medical
Research Ethics Committee, Ministry of Health (KKM/NIHSEC/800-2/2/2/Jld 2
P13-215). The data were obtained from the medical records; therefore, this
part of the study was exempt from informed consent procedures. The
confidentiality of the data of the participating women was preserved.

Author details
1Department of Family Medicine, School of Medical Sciences, Universiti Sains
Malaysia, Health Campus, Kubang Kerian, Kelantan 16150, Malaysia. 2Women’s
Health Development Unit, School of Medical Sciences, Universiti Sains
Malaysia, Health Campus, Kubang Kerian, Kelantan 16150, Malaysia. 3Faculty
of Medicine, Universiti Sultan Zainal Abidin, Medical Campus, Jalan Sultan
Mahmud, Kuala Terengganu, Terengganu 20400, Malaysia.

Received: 4 January 2016 Accepted: 19 July 2016

References
1. Kaur J, Singh H. Maternal health in Malaysia: A review. Public Health. 2011;

2(12):WMC002599.

Norhayati et al. BMC Pregnancy and Childbirth  (2016) 16:185 Page 9 of 10



2. van Hanegem N, Miltenburg AS, Zwart JJ, Bloemenkamp KW, van Roosmalen J.
Severe acute maternal morbidity in asylum seekers: A two-year nationwide
cohort study in the Netherlands. Acta Obstet Gynecol Scand. 2011;90(9):
1010–6. doi:10.1111/j.1600-0412.2011.01140.x.

3. de Moraes AP, Barreto SM, Passos VM, Golino PS, Costa JE, Vasconcelos MX.
Severe maternal morbidity: A case-control study in Maranhao, Brazil. BMC
Reprod Health. 2013;10:11. doi:10.1186/1742-4755-10-11.

4. Lindquist A, Knight M, Kurinczuk JJ. Variation in severe maternal morbidity
according to socioeconomic position: A UK national case-control study. BMJ
Open. 2013;3(6). doi:10.1136/bmjopen-2013-002742.

5. Liu S, Joseph KS, Hutcheon JA, Bartholomew S, Leon JA, Walker M, et al.
Gestational age-specific severe maternal morbidity associated with labor
induction. Am J Obstet Gynecol. 2013;209(3):209. doi:10.1016/j.ajog.2013.05.033.

6. van Mello NM, Zietse CS, Mol F, Zwart JJ, van Roosmalen J, Bloemenkamp
KW, et al. Severe maternal morbidity in ectopic pregnancy is not associated
with maternal factors but may be associated with quality of care. Fertil
Steril. 2012;97(3):623–9. doi:10.1016/j.fertnstert.2011.12.021.

7. Oliveira Jr FC, Costa ML, Cecatti JG, Pinto e Silva JL, Surita FG. Maternal
morbidity and near miss associated with maternal age: The innovative
approach of the 2006 Brazilian demographic health survey. Clinics. 2013;
68(7):922–7. doi:10.6061/clinics/2013(07)06.

8. Gray KE, Wallace ER, Nelson KR, Reed SD, Schiff MA. Population-based study
of risk factors for severe maternal morbidity. Paediatr Perinat Epidemiol.
2012;26(6):506–14. doi:10.1111/ppe.12011.

9. Simsek Y, Yilmaz E, Celik E, Aydogan MS, Celik O, Togal T. The major clinical
determinants of maternal death among obstetric near-miss patients: A
tertiary centre experience. J Pak Med Assoc. 2013;63(8):988–91.

10. Roost M, Altamirano VC, Liljestrand J, Essen B. Does antenatal care facilitate
utilization of emergency obstetric care? A case-referent study of near-miss
morbidity in Bolivia. Acta Obstet Gynecol Scand. 2010;89(3):335–42.
doi:10.3109/00016340903511050.

11. van Dillen J, Zwart JJ, Schutte J, Bloemenkamp KW, van Roosmalen J. Severe
acute maternal morbidity and mode of delivery in the Netherlands. Acta
Obstet Gynecol Scand. 2010;89(11):1460–5. doi:10.3109/00016349.2010.519018.

12. Joseph KS, Rouleau J, Kramer MS, Young DC, Liston RM, Baskett TF.
Investigation of an increase in postpartum haemorrhage in Canada. BJOG.
2007;114(6):751–9. doi:10.1111/j.1471-0528.2007.01316.x.

13. Say L, Souza JP, Pattinson RC. Maternal near miss - towards a standard tool
for monitoring quality of maternal health care. Best Pract Res Clin Obstet
Gynaecol. 2009;23(3):287–96. doi:10.1016/j.bpobgyn.2009.01.007.

14. WHO. Evaluating the quality of care for severe pregnancy complications:
The WHO near-miss approach for maternal health. Geneva: World Health
Organization; 2011.

15. Geller SE, Cox SM, Kilpatrick SJ. A descriptive model of preventability in maternal
morbidity and mortality. J Perinatol. 2006;26(2):79–84. doi:10.1038/sj.jp.7211432.

16. Naing L. Microsoft Excel program for simple random sampling. Kubang
Kerian: Universiti Sains Malaysia; 2004.

17. Galvao LP, Alvim-Pereira F, de Mendonca CM, Menezes FE, Gois KA, Ribeiro
Jr RF, et al. The prevalence of severe maternal morbidity and near miss and
associated factors in Sergipe, Northeast Brazil. BMC Pregnancy Childbirth.
2014;14(1):25. doi:10.1186/1471-2393-14-25.

18. WHO. Preterm birth. 2014. http://www.who.int/mediacentre/factsheets/
fs363/en/. Accessed 30 November 2014 .

19. MOH. Report of the meeting on national research priority setting in Family
Health for the 10th Malaysian plan (2011-2015). Malaysia: Ministry of Health;
2009.

20. WHO. Obesity: preventing and managing the global epidemic. Report of a
WHO Consultation. WHO Technical Report Series 894. Geneva: World Health
Organization; 2000.

21. Dias MAB, Domingues RMSM, Schilithz AOC, Nakamura-Pereira M, Diniz CSG,
Brum IR, et al. Incidence of maternal near miss in hospital childbirth and
postpartum: Data from the birth in Brazil study. Cadernos De Saúde Pública.
2014;30 Suppl 1:S1–S12.

22. Halder A, Jose R, Vijayselvi R. Maternal mortality and derivations from the
WHO near-miss tool: An institutional experience over a decade in Southern
India. J Turk Ger Gynecol Assoc. 2014;15(4):222–7. doi:10.5152/jtgga.2014.
14076.

23. Rocha Filho EA, Costa ML, Cecatti JG, Parpinelli MA, Haddad SM,
Sousa MH, et al. Contribution of antepartum and intrapartum
hemorrhage to the burden of maternal near miss and death in a

national surveillance study. Acta Obstet Gynecol Scand. 2015;94(1):
50–8. doi:10.1111/aogs.12529.

24. Bakshi RK, Roy D, Aggarwal P, Nautiyal R, Kakkar R. Demographic determinants of
maternal “near-miss” cases in rural Uttarakhand. National Journal of Community
Medicine. 2014;5(3):329–32.

25. Pacheco AJ, Katz L, Souza AS, de Amorim MM. Factors associated with
severe maternal morbidity and near miss in the Sao Francisco Valley, Brazil:
A retrospective, cohort study. BMC Pregnancy Childbirth. 2014;14(1):91.
doi:10.1186/1471-2393-14-91.

26. Creanga AA, Bateman BT, Kuklina EV, Callaghan WM. Racial and ethnic
disparities in severe maternal morbidity: A multistate analysis, 2008-2010.
Am J Obstet Gynecol. 2014;210(5):e435. doi:10.1016/j.ajog.2013.11.039.

27. Kayem G, Kurinczuk J, Lewis G, Golightly S, Brocklehurst P, Knight M. Risk
factors for progression from severe maternal morbidity to death: A national
cohort study. PLoS One. 2011;6(12):e29077. doi:10.1371/journal.pone.0029077.

28. Goffman D, Madden RC, Harrison EA, Merkatz IR, Chazotte C. Predictors of
maternal mortality and near-miss maternal morbidity. J Perinatol. 2007;
27(10):597–601. doi:10.1038/sj.jp.7211810.

29. Mazhar SB, Batool A, Emanuel A, Khan AT, Bhutta S. Severe maternal
outcomes and their predictors among Pakistani women in the WHO
Multicountry Survey on Maternal and Newborn Health. Int J Gynaecol
Obstet. 2015;129(1):30–3. doi:10.1016/j.ijgo.2014.10.017.

30. Adeoye IA, Onayade AA, Fatusi AO. Incidence, determinants and
perinatal outcomes of near miss maternal morbidity in Ile-Ife Nigeria: A
prospective case control study. BMC Pregnancy Childbirth. 2013;13:93.
doi:10.1186/1471-2393-13-93.

31. Donati S, Senatore S, Ronconi A. Obstetric near-miss cases among women
admitted to intensive care units in Italy. Acta Obstet Gynecol Scand. 2012;
91(4):452–7. doi:10.1111/j.1600-0412.2012.01352.x.

32. Litorp H, Kidanto HL, Roost M, Abeid M, Nystrom L, Essen B. Maternal near-miss
and death and their association with caesarean section complications: A cross-
sectional study at a university hospital and a regional hospital in Tanzania.
BMC Pregnancy Childbirth. 2014;14(1):244. doi:10.1186/1471-2393-14-244.

33. Fridman M, Korst LM, Chow J, Lawton E, Mitchell C, Gregory KD. Trends in
maternal morbidity before and during pregnancy in California. Am J Public
Health. 2014;104 Suppl 1:S49–57. doi:10.2105/AJPH.2013.301583.

34. Todd CS, Mansoor GF, Haider S, Hashimy P, Mustafavi N, Nasir A, et al. A
case-control study of correlates of severe acute maternal morbidity in Kabul,
Afghanistan. Int J Gynaecol Obstet. 2015. doi:10.1016/j.ijgo.2015.02.035.

35. Camargo RS, Pacagnella RC, Cecatti JG, Parpinelli MA, Souza JP, Sousa MH.
Subsequent reproductive outcome in women who have experienced a
potentially life-threatening condition or a maternal near-miss during
pregnancy. Clinics. 2011;66(8):1367–72.

36. Vogel JP, Lee AC, Souza JP. Maternal morbidity and preterm birth in 22 low-
and middle-income countries: A secondary analysis of the WHO Global Survey
dataset. BMC Pregnancy Childbirth. 2014;14:56. doi:10.1186/1471-2393-14-56.

37. Adeoye IA, Ijarotimi OO, Fatusi AO. What are the factors that interplay from
normal pregnancy to near miss maternal morbidity in a Nigerian tertiary
health care facility? Health Care Women Int. 2015;36(1):70–87. doi:10.1080/
07399332.2014.943839.

38. de Bernis L, Dumont A, Bouillin D, Gueye A, Dompnier JP, Bouvier-Colle MH.
Maternal morbidity and mortality in two different populations in Senegal: A
prospective study (MOMA survey). BJOG. 2000;107(1):68–74. doi:10.1111/j.
1471-0528.2000.tb11581.x.

•  We accept pre-submission inquiries 

•  Our selector tool helps you to find the most relevant journal

•  We provide round the clock customer support 

•  Convenient online submission

•  Thorough peer review

•  Inclusion in PubMed and all major indexing services 

•  Maximum visibility for your research

Submit your manuscript at
www.biomedcentral.com/submit

Submit your next manuscript to BioMed Central 
and we will help you at every step:

Norhayati et al. BMC Pregnancy and Childbirth  (2016) 16:185 Page 10 of 10

http://dx.doi.org/10.1111/j.1600-0412.2011.01140.x
http://dx.doi.org/10.1186/1742-4755-10-11
http://dx.doi.org/10.1136/bmjopen-2013-002742
http://dx.doi.org/10.1016/j.ajog.2013.05.033
http://dx.doi.org/10.1016/j.fertnstert.2011.12.021
http://dx.doi.org/10.6061/clinics/2013(07)06
http://dx.doi.org/10.1111/ppe.12011
http://dx.doi.org/10.3109/00016340903511050
http://dx.doi.org/10.3109/00016349.2010.519018
http://dx.doi.org/10.1111/j.1471-0528.2007.01316.x
http://dx.doi.org/10.1016/j.bpobgyn.2009.01.007
http://dx.doi.org/10.1038/sj.jp.7211432
http://dx.doi.org/10.1186/1471-2393-14-25
http://www.who.int/mediacentre/factsheets/fs363/en/
http://www.who.int/mediacentre/factsheets/fs363/en/
http://dx.doi.org/10.5152/jtgga.2014.14076
http://dx.doi.org/10.5152/jtgga.2014.14076
http://dx.doi.org/10.1111/aogs.12529
http://dx.doi.org/10.1186/1471-2393-14-91
http://dx.doi.org/10.1016/j.ajog.2013.11.039
http://dx.doi.org/10.1371/journal.pone.0029077
http://dx.doi.org/10.1038/sj.jp.7211810
http://dx.doi.org/10.1016/j.ijgo.2014.10.017
http://dx.doi.org/10.1186/1471-2393-13-93
http://dx.doi.org/10.1111/j.1600-0412.2012.01352.x
http://dx.doi.org/10.1186/1471-2393-14-244
http://dx.doi.org/10.2105/AJPH.2013.301583
http://dx.doi.org/10.1016/j.ijgo.2015.02.035
http://dx.doi.org/10.1186/1471-2393-14-56
http://dx.doi.org/10.1080/07399332.2014.943839
http://dx.doi.org/10.1080/07399332.2014.943839
http://dx.doi.org/10.1111/j.1471-0528.2000.tb11581.x
http://dx.doi.org/10.1111/j.1471-0528.2000.tb11581.x

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Results
	Characteristics of participants
	Simple logistic regression analysis
	Multiple logistic regression analysis
	Variable selection
	Checking linearity of the continuous variables
	Checking interaction
	Checking multicollinearity
	Checking overall model fitness
	Checking model diagnostics
	Remedial measures
	Final model and interpretation


	Discussion
	Strengths and limitations
	Recommendation

	Conclusion
	Abbreviations
	Acknowledgements
	Funding
	Availability of data and materials
	Authors’ contributions
	Competing interests
	Consent for publication
	Ethics approval and consent to participate
	Author details
	References

