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Summary: This is an analysis of maternal deaths occuring over three decades from 1966 to 1995 carried out

at the department of Obstetrics & Gynaecology, Medical College, Baroda. The data has been analysed in two
comparable time frames from 1966 to 1980 and 1981 to 1995. The cumulative MMR per 100,000 total births
has shown a significant increase from 862/100,000 in 1966-1980 to 1956 / 100,000 in 1991 - 1995. 25.82%
deaths across both groups occurred in primigravid patients. Emergency referrals increased from 89.19 % in
1966-1980 to 94.6 % in 1981-1995. We have observed a significant (P<0.05) increase in deaths due to sepsis

and haemorrhage in 1981-1995 time period and a significant reduction in deaths due to accidents of labor. No

change was observed in proportion of deaths due to eclampsia. The proportion of all maternal deaths duc to

indirect causes has increased significantly (P<0.05) with severe anaemia and infective hepatitis being the

leading causes.

Introduction

India has one of the highest maternal mortality in the
world, with 10 pereent of women in the reproductive ages
dyving from pregnancy and delivery related causes
(UNICEE, 1991, Acsadi and Johnson Acsadi, 1990).
India accounts for over a quarter of maternal deaths world
wide, with an estimated maternal mortality rate of over
400 per 100.000 Tive births. The high risk of dying from
maternal causes 1s compounded by high fertility marked
by closely spaced pregnancies, low health service

utilization and poor overall health.

Ity well known that getting accurate and reliable National
Duata on Maternal Mortality from developing nations is
not casy and there 1s a great deal of under reporting. The
FOGSI-WHO study (1992-1994) (Bhatt RV, 1992)
reported a maternal mortahity ratio of 572.3 deaths per
100.000 brrths with a wide range varying from 1668.1
per 100.000 1 Bihar to 223 per 100,000 in Kerala. These
wide regional disparities are due to wide variation in the
level of contraception., utilization of health services and
reproductive behaviour across the states of India. These
coupled with social und cconomic organization, account

for the regional differences.

Haemorrhage, infection and sepsis together make up at
least half of all maternal deaths in developing countries,
with rupture uterus, hepatitis and anaemia also runking
high. Other reproductive factors such as extremes of age.
primi and grand multiparity, unplanned pregnancy cte

contribute as well.

The study was carried out at the department of Obstetrices
& Gynecology, SSG Hospital and Medical College.
Baroda using a retrospective analysis of maternal deaths
over a three decade time span from 1966 to 1995. The
aim of the study was to review the change in trend in the
cumulative maternal mortality ratio and cause specitic

mortality ratio in our institution.

Subjects & Methods :

Medical College, Baroda and the associated Shree Sayaji
General Hospital 1s one of five teaching institutions in
Gujarat. It is a tertiary care centre and constitutes the
largest referral centre in central Gujarat, catering
particularly to High Risk Obstetrics. The hospital’s
patient population comprises mainly of the lower income
group from urban slums, referred patients from
surrounding rural areas and patients referred from private

clinics, and district hospitals 1n the city.
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Table - 1

Changing Trends in Maternal Mortality over three

Table 5
Direct & Indirect Causes of Maternal Deaths

Causes 1966- 1980 1981-1995  SEdl . P
decades No. % No. &
Year No.of maternal| Total - [ Maternal mortality Direct
Deaths Births | Ratio per 100,000 . Infection 50 (1091 137 2088 4064
births 2. Haemorrhage 62 (1353) 134 2042y 430
1966 - 1980 | 458 (0.865% ) [53072 862 3. Accidents of
1O81-1995 656 (193¢ ) |33533 1956 Labour 117 (25.54), 51 0777 776
4. Eclampsia 66  (I4.41) 93 (1448 003
- N 5. Abortions 34 (0742 43 (06.55) | 56
Fable - 11
L. . . i . 6. Others 69  (15.06) 23 (04260 | RS
Distribution of subjects by Residence and 4
. L Indirect 28T
Nature of Admission )
I. Scvere
Yeu Anaemia 65 (1419 191 (2911, 62
1966 - 1980 1981-1995 I Infective
No. “ No. % Hepatitis 37 (0807 81 (128
Emergency A1 89.95) | 621 | (94.66) 3. Heart Diseasc 30 (06.55) 56 (08.53)
BUU]\CK{ 4(7 ( 10()“1') 35 (0%33) 4. Cerebrovas-
Urban 211 (46.06) 173 1¢26.37) cular causces 05 0199y 42 e 4
Rural 247 (53.93) 483 1 (73.62) 5. Respiratory
Discases
Table 1H tincluding TBy 07 (01.52) 18 02 74
Distribution of subjects by Age group 6. Others (Malaria.
Age group in Year Tetanus.
VT, 1966- 1980 1991 - 19953 Accidentat
o, o No. o Burns.
- Surgical
Less than 20 31 106.70) 83 (12.95) drsied . ‘ i
5005 60 (3537} 297 (4527 _ emergencices). 19 (04014 61 10975,
26-30 96 2090 IS8 doyy e 4S8 10007 656 (100.0)
_ Deaths
31-33 95 (20.74 98 (14.93)
More than 35 74 {(16.15) 18 02.74 . .
o . - ( comparable time frames from [966-1980 and 1981 1o
Total 458 {100.0) 036 (luvu.uy

Table 4

Parity wise distribution of subjects

Parity Year
1966 - 1980 1991-1995
No. e No. G
0 152 {33.18) 136 (20.73)
-3 135 {33.84) 426 (64.93)
40 151 {32.90) 68 (10.36)
>0 - 26 (03.96)
Touwl 458 (100.0) 656 (100.0)

1995. The cumulative MMR per 100,000 birhs has shown
a significant increase trom 862 in 1966-1980 and 1981
to 1995, The cumulative MMR per 100.000 births has
shown a significant increase from 862 in 1966 1980 1o
1956 in 1981-1995. 94.66% in the latter period were
emergency referrals. Thus whereas the total births have
declined from 53072 in 1966-1980. to 33333 in [9s|

1995, the number of maternal deaths has mercased.
25.82% deaths across both groups occurred in primigray id

patients.

66.78% patients were in the age group 20-30 vy This s
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cndorsed by the study by Bhatt P. N. et al (1995) in
Anantpur distnict of Andhra Pradesh. The authors found
here that the age related maternal mortality does not
follow the expected “UT shaped curve. In fact the MMR
was significantly lower than expected in mothers less

than 20 and more than 40.

The above observations are contrary to those found in
simitlar hospital based studies by Pandit R. D (1987) and
Juncja et al (1994) wherein substantial reduction in
maternal mortality s observed. Pandit had noted a
stenificantdectine m the emergency referrals from 88%
m 1929 - 1939 o 57.14% in 1980-1983. Juneja et al
noted a 74 reduction in sepsis related deaths, 5% increase
in hacmorrhage related deaths and deaths duc to toxaemia
have almost doubled from 6.339% in 1979-1981 to 13.42%
m 1989-1991 We have observed a significant (p < 0.05)
mncrease in deaths due to sepsis and haemorrhage and a
significant reduction of deaths due to accidents of labor.
Septic induced abortions accounted for 25% of all
maternal deaths and 509 of deaths due to infection.
Timehy diagnosis of CPD and abnormal presentations and
positions, appears to have reduced the risk of obstructed
labor and rupture uterus, thereby reducing the mortality
from accidents of labor, Deaths due to haemorrhage have
mercased from 13.53% in 1966-1980 to 20.42%. Due to
non-wvailability of transport facilities had motorable roads

most patients with hacmorrhage are brought to the

hospital too late and even then adequate blood for

transfusion is not always available.

No change s observed in the proportion of deaths due to
cclampsia. The proportion of all indirect causes leading
to maternal deaths has increased significantly with severe
anemia and infective hepatitis being the leading causes.
The problem of imadquate distribution of iron tablets is
compounded by poor patient compliance, widespread
worm ifestation and endemicity of malaria and socio-
cultural influences. This could be tackled by educating
the perpheral health workers in parenteral prophylaxis
for anacnua at conununity level, and emphasising the

need for prophylaxis for intestinal worms and malaria.

Most of the maternal deaths 1n our country are

preventable.  Although the common denominator for

prevention involves access to quality health care, some
strategies for approach at community and institutional
level are suggested.

1. Community Level:

1. Delegation of treatment and prophylaxis modalities
at the grass-root level of health care delivery
system.

2. Team approach to problem solving.

3. Community orientation and participation by 1EC
and RDC approach.

4. Make mother responsible in the decision making
process.

5. Propr recording and notification of maternal death.

I1. Institutional Level for us:

1. Boost district care for essential obstetric services.

2. Make midwifery training a priority and link it up
with institutional backup.

3. Include commuity obstetrics in residency and
training programmes.

4. Include TBA into existing health services in a big
way.

S. Build supportive supervision into training | .
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