
MATERNITY CARE MONITORING - A MODEL INFORMATION 
TECHNOLOGY* 

(A Review of 6,136 ICases Using the 801 Form) 

by 

AJIT c. MEHTA 

c. L. JHAVERI 

and 

ARMIN J AMSHEDJI 

SUMMARY 

While battling the immediate problems of delivery in India, 
improved methods of data collection, analysis and feedback are of 
paramount importance. With computer technology easily available, 
Maternity Care Monitoring (MCM), can be effectively utilised to 
improve the quality of care at hospitals. This paper shows MCM as 
a data collecti'on tool used at the hospital level. MCM can act as 
an indicator for the improvement of health care services and for 
early interventions. 

This is a pooled analysis of 6,136 maternity cases reported 
from 14 participating Centres of the Indian Fertility Research Pro­
gramme. The primiparas were at a relatively lower risk than the 
grand multiparas, which formed the high-risk group. However, the 
incidence of fetallneonatal complications was higher among the 
primiparas than the grand multiparas. The perinatal mortality 
rate for this series was 64.8 per 1000 deliveries. Women with t"efall 
neonatal loss had a lower educational level and received inade­
quate antenatal care compared to women with infants discharged 
alive. The incidence of fetal lneonatal complications was higher for 
fetuslneonates who died before discharge from h06pital tha11..--for 
those infants who were- discharged alive. Younger women had a 
lower incidence of puerperal complications and accepted contra· 
ceptive methods more easily than their older counterparts. 

I-ntroduction 
The greatest need of today's problem 
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of combating the steeping maternal and 
perinatal mortality rates is to try out 
approaches and methods which are func­
tional, realistic and economic. While bat­
tling these immediate problems with the 
limited available resources, in India, im­
proved methods of data collection, a:nalysis 
allld reporting are of paramount impor-
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tance. These methods will act as indica~ors 
for the d velopment of health care services. 

At the request expressed by several 
developing countries, a standardised com­
puter-generated system for monitoring 
matel1l'lity care at hospitals was developed 
by the Family Health International (FHI), 
formerly known as the International Ferti­
lity Research Programme. The Interna­
tional Federation for Family Health 
(IFFH). developed the Maternity Care 
Monitoring (MCM) 801 Register. It is 
compatible with the computer programme 
of the Maternity Record 903. The Perina­
tal Mortality and Morbidity Committee 
of the International Federation of Gyneco­
logy and Obstetrics has endorsed the Mater­
nity Care Monitoring 801 Register. 

With the fast development of computer 
technology in India, these facilitie can be 
maximally utilised to store and process 
vital maternity related informatioo to 
generate quick meaningful results. 

The Maternity Record 903 for hospital 
u e has been used in several hospitals in 
I111dia and reported (Basu 1978; Bhatt et 
al 79; Pachauri and Jamshedji 1980). 
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However, at the primary health center and 
the traditional birth attendant levels of 
maternity care, where over 75 percent of 
the deliveries are conducted, the docu­
mentation systems are grossly inadequate 
if not absent. One pretest of the shorter 
version (801) of the Maternity Record 
was conducted at a primary health center 
in India (Bhatt and Pachuri 1980). Fur­
ther, a pilot project was conducted by tile 
India Fertility Research Programme 
(India FRP) in collaboration with the 
Federation of Obstetrics and Gynaecologi­
cal Societies of India (FOGSI) using the 
801 Maternity Record in the form of a 
Register. This paper reports the results of 
the Project. 

Mat erial and M e,thods 

This is an analysis of 6,136 women 
delivered at fourteen district and semi dis­
trict institutions in the ~ates of Maha­
rashtra, Gujarat, Kerala, Karnataka and 
Tamil Nadu, Table I shows the participa­
ting institutions, their locations and the 
number of cases included in this analysis. 

TABLE I 
Contributor, Name of Institution and Location of Fourteen Centers Participating in the MGM 

Project, December 1982 to October 1983 
------ - - -----------------·· - ·- --

Contributor 'arne of Institution Location No. of Cases 
----- - - -·----- -----------------------
Dr. J>. G. Asolkar 
Dr. D. Bhavthankar 
Dr. M. V. Chitale 
Dr. R . A. Erinjery 
Dr. P. V. George 
Dr. Nalgirkar A. J. 
Dr. V. R. Nair 
Dr. Mary Philips 
Dr. G. Ramani 
Dr. K. Rajagopalan 
Dr. Padma Rao 

Dr. . S. antpur 
Dr. I . urcsdran 
Dr. J. B. Vora 

Matru Sewa Sangh 
S R TR Medical College 
Chitale Clinic 
St. Joseph's Hospital 
District Hospital 
Cencral Hospital 
l\fedical Hospital 
Pushpagiri Hospital 
Father Muller Hospital 
District Hospital 
Kasturha Medical College & 

Hospital 
Wanless Hospital 
Dr. Gopal Pillai's Jawahar Hospital 
Government Hospital 

Nagpur 
Ambajogai 
Sola pur 
Choondal 
Cannanorc 
Sola pur 
Kottayam 
Tiruvella 
Mangalore 
Palghat 
]\[ani pal 

Miraj 
Nagercoil 
Morvi 

300 
252 
288 
600 
2% 
600 
300 
597 
600 

204 
600 

600 
300 
600 
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Methodology 

Fifty member of FOGSI from district 
and semi district areas were randomly 
selected to participate in the Project. Forty 
members expressed their willingness to 
participate of which fourteen centers re­
ported data on 200 or more cases. Each 
Contributor was requested to record data 
on 300 cases on the 11GM Register. The 
original copy of the Regi3tcr sheet wa<> 
mailed to the India FRP for analy-i'l. 
The Project was initiated in December 
1982 and was extended upto October 
1983, since seve!ll Contributor · were willing 
to continue and the others had yet to com­
plete reporting data on 300 ca"es 
(Table I). 

Criteria and Definjtion 

Standard criteria and definitions were 
used. All women who were admitted to 
and subsequently delivered at the center 
were included. e of false labour, 
molar pregnancy, induced abortion and 
spcxntaneous (fetus weighing less than 500 
grams) were excluded. The duration of 
pregnancy was timated in completed 
weeks from the onset of the la t normal 
menstrual period to the day of delivery. 
For estimating the fetal jneonatal mortality 
rates, stillborn infant weighing 100 gra­
ms or more and early neonatal deaths of 
infarits upto the time of discharge from 
hospital were included. Maternal death 
was recorded upto the woman's discharge 
from hospital. Only the primary puerperal 
and fctaJ jneonatal complications were 
recorded. 

The critical ratio and clii square tatis­
tical tests of significance were done using 
the p value of 0.05. (The critical ratio 
test was used to obtain the difference bet­
ween the means and the chi square test 
was use for comparing data of two group). 
Results 

Sociodemographic Characteristics 

While nine percent of the women, in 
this series, were teenagers, the rna jority 
(72.6%) were between 20 to 29 years of 
age. The average woman was 25.7 years 
of age (Table II). 

Over half of the women had had 1-4 
live births. Forty percemt were primiparas 
and 3.9 percent cases had 3 or more live 
births (Table II). 

The mean education of the women in 
this series was 6.2 completed school years. 
About 25 percent of the women had 1110 

formal school education. While 57.4 per­
cent women were school dropouts, only 
18.5 percent women completed their 
school education (Table II). 

Past Obstetric Hi#,or·y 

Of the 3,811 women experiencing pre­
vious pregnancy, 6.4 percent had had at 
least one stillbirth and 12.9 percelllt had 
at least one infant loss (Table III). 

The last pregnancy was terminated in 
a stillbirth for 1.8 and abortions for 6.8 
percent women. Of the women who con­
tinued their last pregnancy to term, the 
children were still living for 89.9 percent 
women, 6.8 percent had an infant lo 
and 3.4 percent had stillbirths (Table III). 

Pm-ity Correlates 

The mean educational level decreased 
with increase in parity. These differences 
were statistically significant (Table IV & 
Fig. 1). 

The antenatal care received by the 
grand multiparas (mean-2.8) was signi­
ficantly lower than the primiparas (mean-
4.2) and multiparas (mean-4.0) (Table IV 
& Fig. 1). No antenatal care was received 
by 23.8, 22.8 ·and 44.2 percent of the 
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TABLE II 
Sociodemographic Characteristics of 6,136 Women Delivered at Fourteen Centers in India, 

December 1982 to October 1983 

Characteri~tic 

Age (Compll'tcd years) 

< 19 
20-29 
30 -- 39 

4{)+ 
Mean 

Pari tv 
0 (Primiparas) 

I - ! (Multiparas) 
5+ (Grand multipatas) 
Mean 

Education ( chool )Car completed) 
0 

1-6 
7 -- 10 

11, - 12 

13- 11 

15 + 
Mean 

Event 

Number o[ Stillbirths 
0 

3+ 
McaR 

Number o[ Infant Deaths 
0 

2 

3+ 
Mean 

Outcome of Last Pregnancy 
Not previously pt·egnant 
Live birth, full term, still living 
I.ivc birth, full tcnn, deceased 
Live birth, premature, still living 
Live birth, premature, deceased 
Stillbirth 
Induced abortion 
Spontaneous abortion 
Other 

TABLE III 
Past Obstetric History 

Number Per cent 

533 9,0 
4455 72.6 
1089 17.7 

39 0.6 
25.7 

2153 4{),0 

3441 56.1 
242 3.9 

1.6 

1483 24.2 
300 21.2 

2219 36.2 
590 9.6 
226 3.7 
318 5.2 

6.2 

-----
Number Per cent 

3566 93.6 
207 5.4 

30 0.8 
8 0.2 

0.1 

3318 87.1 
378 9.9 

71 1.9 
4! 1.1 

0.1 

2325 37.9 
2989 48.7 

188 3.1 
24 0.4 
39 0.6 

113 1.8 
38 0.6 

4{)2 6.5 
18 0.3 
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TABLE IV 
Parity Correlates 

Correlate 

EducatiO)l 
0 

1 -6 
7-10 
II- 12 
13 - 14 

E>+ 
Mean 

Number of Antenatal Visits 
0 

1- 3 
4-7 

8+ 
:\fcan 

Gestational Age (Weeks) 

< 35 
:l6- 37 
38- 3!! 
·10 - 11 

42 + 
l\fean 

Birthweight (Crams)• 

< 19!!9 
2000- 24!!9 
2500- 2·1!!9 

3000+ 
~rcan 

Feta11Neonatal Complications 
Total 

Fctal !Neonatal Death 
Total 

Puerperal Complications 
Total 

• Known case~ onh arc included. 

4'12 
419 

1003 
299 
117 
173 

583 
483 
842 
545 

173 
472 
806 
979 

7.2 

4.2 

23 
38.2 

174 
442 

1081 
753 

2860.1 

239 

167 

123 

primiparas, multiparas and grand multi­
paras respectively (Table IV). 

The mean gestational age (in weeks) for 
women with no previous pregnancy (38.2) 
and those with 1.4 live births (38.1) was 
similar. However, the mean gestational 
age for the grand mu1tiparas (37 .2) was 
lower than the primiparas and the multi­
paras (Table IV). 

% 

18.0 
17.1 
40.9 
12.2 

4.8 
7.0 

23.8 
19.7 
34.3 
22.2 

7.1 
19.2 
32.9 
40.0 
0.9 

7.1 
18.1 
44.1 
30.7 

9.7 

6.8 

5.0 

PARITY 

% 

898 26.1 
821 23.9 

1182 34.3 
288 8.4 
108 3.1 
144 4.2 

5.8 

785 22.8 
876 25.4 

1040 30.2 
740 21.5 

4.0 

221 6.4 
833 24.2 
998 29.0 

l349 39.2 
40 1.2 

38.1 

192 5.ti 
532 15.5 

1451 42.2 
1263 36.7 

2955.7 

207 6.0 

205 6.0 

149 4.3 

% 

143 59.1 
60 24.8 
34 14.0 

3 1.2 
0,4 

1 0.4 
2.3 

107 44.2 
51 21.1 
43 17.8 
41 16.9 

2.8 

21 8.7 
106 43.8 
55 22.7 
60 24.8 
0 0.0 

24 
24 
90 

37.2 

104 
2980.9 

15 

30 

15 

9.9 
9.9 

37.2 
43.0 

6.2 

12.4 

6.2 

The mean birthweight increased with 
increase in parity. The difference was 
significantly lower for the primiparas 
(2860.1 grams) than for the multi (2955.7 
grams) and multiparas (2980.9 grams) 
(Table IV & Fig. 1). 

The incidence of fetal/neonatal compli­
cations was significantly higher for the 
primiparas (9.7%) than for the multiparas 
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Education Antenatal visits 

Mean Mean 
8 .z. 2 

5 
.i_, 2 ........ -·~ .a '\ 5.8 

' '\ 2.5 2.8 ' 
4 ~ 

\ 
\ z .3 

0 0 . .L _. 
0 1-4 5+ 0 1-4 5+ 

Parity Pari tj. 

81 rthweight Fetal/Neonat<l Complications 
Mean 

30 
,.;--1980.9 

\ Cases 1c 
'9. 7 (Gram 

'00) \ I 2955.1 \ 
\ 

29 I 8 t- \ 
I \ 

' 2860.1 \ 
\ 

28 . 6 ,6.0 \. _6,...f 
0 1-4 5+ 0 1-4 ,. 

Parity Parity 

Fetal Neonatal Death Puer peral Complicatio ns 
1 t 8 

Coses 12 .4 , 
Women 

I 
I 

6 ~ 6.2, 1( I 
I I 

I I 
I '0 I 

6 ~ ... .)6.0 '-l 
I 

6 4 4.J. 
0 1-4 5+ u .q ,. 

Panty Panty 

Figure 1 

PARITY CORRELATES 

( 6.0%) and the grand multiparas ( 6.2% ) . 
Fetal/neonatal death among the grand 
multiparas (12.4%) was two times more 
than that of primiparas (6.8%) and multi­
paras (6.0%). The multiparas (4.3%) 
had a lower incidence of primary puerperal 
complication than the primiparas (5.0%) 
and grand multiparas (6.2%) (Table. IV & 
Fig. 1). 

'Antenatal Care 

The mean number of antenatal visits in 
this analysis was 3.8. There wa a signifi­
cant increase in the women's mean level 
of education and increase in the number 
of antenatal visits ( 4+ ). While naT£ of the 

women in this series, who nad received no 
antenatal care had :no formal education, 
only 9.6 percent women with 4 to 7 ante­
natal visits had no formal education (Table 
V & Fig. 2). Women with more than seven 
antenatal visits could be an indication of 
an antenatal condition. 

The perinatal mortality rate for women 
with no antenatal care (15.3%) was about 
five times higher than for those women 
receiving antenatal mortality rate (2.4%) 
(Table V & Fig. 2). 

Maternal Correlates 

There was no sigitificant difference in 
the mean gestational age of women in the 
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No Education Education Perinatal Mortality 

1 WOOlen Mean t Cases 
6( 8 

F 
20 r-

~ 
8 

~ 
4 

3( 4 ~ 10 
3,4 0 

1 
8 

0 4 
9.6 I 0 0 _L 

0 1-3 4- 7 8+ 0 1-3 4-7 8+ 0 1-3 4-7 8+ 

N u m b e r 0 f A n t e n a t • l v i s i t s 

Figure 2 

ANTEN ATAL CARE CORRELATES 

TABLE v 
Antenatal Care Conelates 

Education 0 
N=l478 

No. o/. 

0 749 50.7 3GG 
1-(j 307 20.8 378 
7 -- 10 322 21.8 520 

ll -- 12 58 3.9 76 
13 - 14 19 1.3 23 
15 + 23 1.6 
Mean 3.4 
Perinatal Mortality 227 15.3 86 

different age group _ Women below 20 and 
above 39 yea of age had a shorter gesta­
tional period than tho e between 20 to 39 
years of age (Table VI). 

The incidence of puerperal n1orbidity 
was siO'nificantly higher for women above 
39 years of age than for women below 39 
years. No significant differences were 
found amonO' the other age groups 
(Table VI). 

In this analy. is, less than half ( 40.9%) 
of the women did not plan to adopt a 
contraceptive method for family planning. 
While the IUD was more acceptable to 

Number of Antenatal Visits 

1-3 4-7 8+ 
N=l407 N=l925 N=1326 

0, % No. % No. % 

26.0 185 9.6 183 13.8 
26.9 3.)0 18.2 265 20.0 
37.0 905 47.0 472 35.6 
5.4 261 13.5 195 14.7 
1.6 107 5.5 77 5.8 

117 6.1 134 10.1 
5,4 7.9 7.8 

6.1 57 3.0 32 2.4 

younger women (22.1 %), female sterilisa­
tion wa<; more acceptable to women bet­
ween 30-39 year of age (33.7%). For 
teenage women, female sterilisation 
(6.3%) was more the method of choice 
than oralslinjectables (4.5%). (Table VI ). 

Correlates of Pregnancy Outcome 

There was no significant difference in 
the mean parity for women with infants 
discharged alive (1.6 ) and for those 
women with fetal !neonatal loss (1.4). 
Mean education was significantly lower 
for women with fetal I neonatal loss (2. 7) 
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TABLE VJ 
JV!aternal Correlates 

Maternal 

< 19 20-29 30-39 40+ Correlate N=553 :1'\=4455 N=l089 N=39 
No. % No. % No. % No. o/o 

Gestationa l Age (Weeks) 

< 3-5 50 9.0 283 6.3 74 6.8 8 20.5 
36 - 37 146 26.4 981 22.0 271 24.9 13 33.3 
38- 39 1St 33.3 1367 30.7 300 27.5 8 20.5 4{)- 11 169 30.6 1770 39.7 439 40.3 10 25.6 
42 + 4 0.7 54 1.2 5 0.5 0 0.0 
Mean 37.6 38.2 38.1 36.1 

Puerpera l Compli-cations 
Total 23 4.5 195 4.4 56 ,;_] 7 17.9 

Con tracep t.i ve l\fethod 
PlannedJProvided 

None 192 34.7 1930 41.1 470 43.2 17 43.6 
TUD 173 31.3 
OralsJinjcctablc 2.) 4.5 
Female sterilisation 33 6.3 
l\fale steri lisa tion 1 0.2 
Condom 3 o.s 
Withdrawa!Jrhythm 0 0.0 
Foam 'diaphragm /je lly 0 0.0 
Other 124 22.4 

than for women whose infants were dis­
charged alive (6. 5) The mean education 
was similar for women who had fetal lneo­
natal lo.: during the antenatal, intranatal 
and postnatal period (Table VII & 
Fig. 3). 

While le than one fourth (21.8%) of 
the women whose infants were discharged 
alive did not receive antenatal care, over 
half (56.5%) of the women with fetal ! 
neonatal 1 did not reccrve antenatal 
care. The mean number of antenatal 
visits was three times higher for women 
with infants discharged alive than for 
those with fetal lneonatal loss (Table VII 
& Fig. 3). 

The in<:idence of fetal lneonatal compli-

935 2l.O 8{) 7.3 3 7.7 
312 7.0 57 5.2 2 5.1 
658 H .S 367 33.7 13 33.3 

12 0.3 6 0.5 0 0.0 
99 2.2 20 1.8 0 0.0 
47 1.0 13 1.2 0 0.0 
8 0.2 2 0.2 0 0.0 

554 12.4 74 6.8 4 10 .. 3 

cations was six times higher for infants 
who died (35.8%) than those who were 
discharged alive (5 .5%). The incidence of 
fetal !neonatal complications was higher 
for infalilts who died during the postnatal 
period (52.5 %) than for those who died 
during the antenatal (21.9% ) and intra­
natal (31.5 %) period (Table VII & 
Fig. 3). These differences were statistically 
significant. 

Mortality 

The perinatal mortality rate for this 
series was 64.8 per 1000 deliveries. While 
the death rate was 11 .8 during the intra­
natal period, it was 27.2 durjng the ante­
natal period and 25.8 during the postnatal 
period (Table VIII). 
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TABLE VII 
Correlates of Pregnancy Outcome 

Pregnancy Outcome 

Discharged Antenatal Outcome Postnatal 
Correlate Alive Death Intranatal Death 

N= 5743 N=169 Death N=160 

No. % No. 

Parity 
0 2256 39.3 76 

1-4 326-! 56.9 83 

5+ 21 1 3.7 10 
;\{can 1.6 

Education 
0 1303 22.7 83 

1-6 1133 19.8 60 
7- 10 2174 37.9 22 

II - 12 586 10.2 2 
13- 14 222 3.9 2 
15 + 316 5.5 0 
r.rean 6.5 

Number o£ Antenatal 
Visits 

0 1251 21.8 103 
1-3 1321 23.0 33 
l-7 1868 32.6 19 
8 + 1294 22.6 14 
Mean 4.1 

Fetai\Nconatal 
Complications 
Total 317 5.5 37 

T \BLE VIII 
Pninata/ and Maternal Mortality Rates 

Mortality 
---

Perinatal l\f01 tality 
Antenatal death 
Intematal death 
Postnatal death 

1\f:ltcrnal 1\fortality 
-----

There were thirteen 
veries) maternal death 
(Table VIII). 

Complicatioos 

Ratepooo 
Number Deliveries 

402 
169 

73 
160 
13 

(2.1 11000 
111 this 

64.8 
27.2 
11.8 
25.8 
2.1 

deli­
series 

The incidence of primary puerperal 
complications was 4.6 percent. Fever 

N=73 
% No. % No. % 

45.0 34 46.6 87 54.4 
49.1 30 41.1 64 40.0 
5.9 9 12.3 9 5.6 

1.5 1.6 1.3 

49.1 35 47.9 62 38.7. 
53.5 30 41.1 77 48.1 

13.0 4 5.5 19 11.9 
1.2 1 1.4 1 0.6 
1.2 1 1.4 1 0.6 
0.0 2 2.7 0 0.0 

2.6 2.8 

60.9 44 60.3 80 50.0 
19.5 10 13.7 43 26.9 
11.2 14 19.2 24 15.0 
8.3 5 6.8 13 8.1 

1.7 1.9 2.@ 

21.9 23 31.5 84 52.5 

requiring treatment (2.7%) was the 
most commonly reported complication 
(Table IX). 

TABLE IX 
Primary Puerf.eral ComplicBtions 

Complication Number 

Fever requiring treatment 
Bleeding requiring treatment 
Other 

Total 

168 
76 
39 

283 

Per cent 

2.7 
1.2 
0.6 

4.6 

The incidence of fetal lneonatal compli­
cations was 7.5 percent. Fetal distress 
during labour (4.6%) was by far the ma>t 
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t 

Mean 
2 

D 

Par 1 tt 

1. 6 
1.4 

Infants 
DIScharged Al>ve 

Number of Antenatal V1s1tS 

Mean 

4. 1 

2.5 

Mean 
8 

Education 

6.5 

2. 7 

~fetal/Neonatal Death 

Fetal / ~ eona tJl CompllCdtlon 

.. Cases 

19 

F>gure 3 

CORRELATES OF PREGNANCY OUTCO ME 

frequently reported complication. Malfor­
mations, major and minor, were reported 
for 1.2 percent of the infants. Other re­
ported complications were respiratory 
distress syndrome (0.5%) and trauma 
(0.05%) (Table X). 

TABLE X 
Primary Fetal/ Neonatal Cofnplications 

Complication Number Per cent 

Fetal distress during labour 282 4.6 

Malformations 76 1.2 

Respiratory distress syndrome 33 

Trauma 3 0.05 

Other 67 l.l 

Total 461 7.5 
-----

Type of Delivery 

Delivery was spontaneous for the majo­
rity (73.8%) of the women. Caesarean 

section was performed for 13.4 percent 
and forceps were used for 4.9 percent 
cases. Breech deliveries accounted for only 
1.8 percent of the cases (Table XI). 

TABLE XI 
Type of Delivery 

Type of Delivery Number 

Spontaneous 4&29 
C.easarean section 822 
Outlet fC!lrcep~ 303 
Vacuum extractor 216 
Breech 108 
Destructive procedure 14 
Other 144 

Attendant at LabounDelivery 

Per cent 

73.8 
13.4 

4.9 
3.5 
1.8 
0.2 
2.3 

Delivery was conducted for 44.5 per­
cent of the cases by an obstetrician!gyne­
cologist, followed by 18.2 percent cases by 
nurses, 15.5 percent by qualified midwives 
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and 15.2 percent by a general physician 
(Table XII). 

'J .\BLE XH 
A l/endant at Delivery 

Attendant Number Perccn1 

Oll iVtN ph)Sician 2729 H5 
Nurse 1117 18.2 
Qualified midwife 951 l.i.:: 
General physician 930 15.2 
Auxilia1) jTBA 284 4.6 
l\fedica1 slUdent 100 1.6 
Student nurse jmidwifc 22 0.4 
None 3 0.05 

Birthweight 

The mean birthweight for infants in this 
series was 2845.4 grams. Male infants 
(mean=2965.6 grams) weighed more than 
female infants (mean=2866.5 grams) 
(Table XIII). However, this difference was 
not ~tatisti ally significant. 

L\BLE XIII 
Birllltt'f' ight a11d Sex of Infant 

Birthwcight J\!alc Female 
(Grms) N=3216 N=2914 

No. % No. 

1999 171 5.4 216 
!000·2·199 4H4 15.0 514 
:!500 2999 1360 42.3 1262 

3000+ 119!:1 37.2 922 
Mean 2963.6 2866.5 

Conclusion 

o;o 

7.4 
17.6 
43.3 
31.6 

This extensive analysis depicts the 
wealth of information that can be obtain­
ed from simple data recording systems. 

From the analy is it can be seen that 
nearly 10 percent of the pregnancies were 
among teenagers. This small but significant 
number still per i~ts despite government' 
efforts to increa e the age at marriage. 
Higher educated women were more likely 

to have more number of antenatal vi<its 
than women with a lower educational 
level. Compared to the previous obstetric 
history of the women, the present analysis 
shows reduced perinatal mortality rates, 
indicating an improvement in the mater­
nal health care services. However, the 
perinatal mortality for this series was 
recorded only upto the time of discharge 
from the hospital. 

13y correlating key factors like parity, 
antenatal care received, maternal age and 
the outcome of pregnancy with other 
parameters, it was found that the grand 
multiparas clearly were in the high risk 
category. The primiparas were at a rela­
tively lower risk than the grand multiparas 
which may be attributed to their young 
age (20-29 years) higher educational 
level and better physique. However, the in­
cidence of fetal jneonatal complications was 
higher among the primiparas than the 
grand multiparas. 

It can be safely deduced from this 
analysis that a minimum of primary school 
education is required for greater aware­
ness for the need for antenatal care. 
Women with fetaljneonatal loss had a 
lower educational level and received in­
adequate antenatal care compared to 
women with infants discharged alive. 
Older women had a higher incidence of 
puerperal complications than their younger 
counterparts, thus, being categorised as 
high-risk. Younger women accepted con­
traceptive methods more easily than the 
older women. The incidence of fetal! 
neonatal complications was higher for 
fetus jneonates who died before discharge 
from hospital than for those infants who 
were discharged alive. 

In conclusion, it can be seen that the 
801 form is one model application of a 
new information technology to one of the 
most serious problems u1 developing 
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countries. Standardized system of data 
collection, analy is and regular feedback 
in a meaningful and cost-effective manner 
fa~ilitat the improvement in maternity 
care. 
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