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Abstract:  
Introduction: Maternal "near-miss" refers to surviving severe pregnancy complications, requiring innovative problem-
solving and more resources. Postpartum haemorrhage (PPH) is a major health risk, a leading cause of maternal death 
The Case: Mrs. R. J., 32 years, G2P1L1A0, previous uncomplicated vaginal delivery presented at 38.4 weeks gestation 
with a normal antenatal course. Labour was induced with vaginal misoprostol, resulting in the successful vaginal deliv-
ery of a healthy 3.5 kg baby with routine preventive measures for postpartum hemorrhage. However, she experienced 
acute spontaneous uterine inversion post-delivery, leading to severe PPH despite attempts at repositioning the uterus 
and administration of halothane for relaxation. Compounded by her bronchial asthma, preventing the use of carboprost, 
intractable bleeding persisted, resulting in significant blood loss. With approximately 1.3 litres lost, emergency postpar-
tum hysterectomy became imperative to save her life. This critical intervention was executed through a collaborative 
"Team Approach" involving obstetricians, anesthesiologists, cardiologists, pediatricians, and perioperative generalists, 
highlighting the importance of multidisciplinary care in managing obstetric emergencies. 
Result: Following emergency postpartum hysterectomy, 4 units PRBC and 8 FFP transfusions, the patient successfully 
recovered. 
Conclusion: Prompt identification, timely intervention, a coordinated team approach, and urgent management of PPH 
are critical for improving maternal outcomes and saving lives. 
This is an Open Access article that uses a funding model which does not charge readers or their institutions for access and distributed under the terms 
of the Creative Commons Attribution License (http://creativecommons.org/licenses/by/4.0) and the Budapest Open Access Initiative 
(http://www.budapestopenaccessinitiative.org/read), which permit unrestricted use, distribution, and reproduction in any medium, provided original 
work is properly credited. 
Introduction 

Maternal "near-miss" refers to women who have 
escaped death either due to chance or good health 
care after experiencing severe life-threatening 
complications during pregnancy which can 
manifest unexpectedly, with varying severity. 
Predictable complications typically benefit from 
established protocols and mitigation strategies. [1-
3] However, Unexpected, or Accidental 
complications pose greater challenges, demanding 
innovative problem-solving approaches which 
require increased Resource Allocation. PPH consti-
tutes a major health risk and is one of the leading 
causes of maternal death.   [4-7] 

The Case: Mrs. R. J., 32 years, G2P1L1A0, previous 
uncomplicated vaginal delivery, a booked case with 
regular ANC was admitted on 16/01/2024 in early 

labour at 38 weeks 4 days. She took folic acid, iron, 
and calcium supplements regularly. She is on 
inhaler for bronchial asthma. [8] 

On examination, her BP was 110/70 mmHg, Pulse 
- regular, 94b/m, SpO2 99%, temp- 97°F, P+I- C- 
C- E-, CVS: S1 S2 audible, no added sounds heard. 
Respiratory system: B/L vesicular breath sounds 
heard - 18/min. P/A: Uterus term sized, mild 
contractions present, cephalic presentation, 
longitudinal lie, FHR: 146b/m, regular, P/V: Os 
parous, Show present. 

Investigations: Blood Gr: 'O'-positive, Hb: 11.4 
gm%, Viral Serology: negative, VDRL: non-
reactive, Euglycaemic, Urine R/E M/E: WNL, 
USG: 2nd trimester Anomaly Scan was normal. 3rd 
trimester growth scan suggested Liquor volume 

http://www.ijpcr.com/


 

International Journal of Pharmaceutical and Clinical Research                       e-ISSN: 0975-1556, p-ISSN: 2820-2643 

Barman et al.                                                                                  International Journal of Pharmaceutical and Clinical Research 

116 

adequate, Foetal maturity 38 wks 3 days, estimated 
wt: 3.6 kg, cephalic presentation. Placental 
maturity Grade III, normal in size, placed fundal 
with normal echotexture, nuchal cord found. [9,10] 

Management: 

Labor was augmented with 25 mcg vaginal 
misoprostol, resulting in smooth progress and 
successful vaginal delivery of a healthy 3.550 kg 
baby after 10 hrs of labour, mother was slightly 
exhausted. Nuchal cord released from the neck, 
clamped, cut - Baby resuscitated by neontologist. 
Inj. Carbetocin 100 mcg given i/m. However, 
Acute partial Spontaneous Inversion of Uterus 
occurred at the time of delivery while givingmild 
fundal push, may be due to traction on apparently 
shortened nuchal cord. Patient went into 
Neurogenic Shock immediately. Placenta found 
Morbidly Adherent (PAS) which was NOT 
diagnosed in USG. Abdominal palpation revealed 
Cupping of Fundus. Attempts of repositioning the 

uterus after administration of halothane for uterine 
relaxation failed. Severe PPH started. Compounded 
by her bronchial asthma, preventing the use of inj. 
Carboprost, intractable bleeding persisted, resulting 
in approximately 1.3-liters blood loss. Immediate 
Emergency Postpartum Hysterectomy became 
imperative to Save her Life. This critical 
intervention was executed through a collaborative 
"Team Approach" involving Obstetricians, 
Anaesthesiologists, Cardiologists, Neonatologists, 
and perioperative Generalists, highlighting the 
importance of “Multidisciplinary Care” in 
managing Obstetric Emergenciess. 

Result 

Following Emergency Postpartum Hysterectomy, 
the patient received   4 units of PRBC and 8 units 
of FFP. Through this critical intervention, the 
patient was able to recover successfully with Hb 
9.2 gm% on day 4. 

 
Figure 1: Post partum hysterectomized uterus. 

 
Conclusion 

Prompt Identification, Timely Intervention, 
Coordinated Team Approach, and Urgent 
management of postpartum hemorrhage (PPH) 
stand as crucial pillars in enhancing maternal 
outcomes and potentially saving lives. With 
Organised efforts from Healthcare Professionals, 
including Obstetricians, Midwives, Nurses, and 
other Specialists, Effective Strategies can be 

implemented promptly to combat “NEAR MISS 
CASES” 
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