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system (Table-11). Thirty six per cent of the maternal deaths
had occwrred during antenatal period including 12.2 per
cent abortion death. About 20 per cent of these maternal
mortality cases were a  nitted during antenatal period
but expired during intranatal or post natal period. From
amongst the 64 per cent cases of maternal mortality
during delivery or post-nata  2riod, 17.0 per cent had
delivered outside this hospitar. This included 5.5 per
cent insome other hospit. or MCH centre; 2.0 per cent
at peripheral health facilities; 3.1 per cent at private clinics
and 6.5 percentathome. About 5 per cent of these deaths
which occurred in women who had already delivered at
homewere actually delivered by either untrained dai or
family member. (Table-111).

Though majority (64.6%) of the obstetric admissions were
during intra-natal period, this group had lowest (1.41/
1000 admissions) mortality. Maximum mortality (49.5
per 1000 admissions) occurred among post-natal
admissions followed by mortality rate of 10.45 per 1000
among ante-natal admissions (Table-1V).

70.1 per cent of the deaths were duc to direct
causes. PIH, Haemorrhage, abortion related and sepsis
were the main contributory causes (Table-V). Pregnancy
induced hypertension was the leading cause of death
and contributed 24.0 per cent of total mortality. Nearly
61 per cent of these cases belonged to the rural arcas and
39.5 per cent were referred cases. Majority (76"5) ot these
women died before delivery.

Table-II
Distribution of Maternal Deaths by Different Factors

Total Nos. Of Deaths: 973

No. of deaths Percentage
Place of Residence:
Urban 286 29.4
Urban slums 133 13.7
Rural 535 55.0
Not known 19 1.9
Education:
NII. 610 62.7
Primary & above 307 31.5
Not known 56 5.8
Age:
< 19 years 82 8.4
20-24 vears 335 34.4
25-34 vears 448 46.1
> 35 vears 108 11.1
Gravida:
Primi 373 38.3
Multi 335 344
Grand Multi 265 27.2
Referral:
Other hospital 252 25.9
CHC/PHC /SC 144 14.7
Not reterred 577 59.3
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Table -V
Causes of Maternal Mortality
This Study Fogsi WHO Majhi Registrar
1993-94 Bhatt et al etal General

1992-94 1985-94 1993
Maternal Mortality/ 582 572 656 -
100,000 live births
Cause of Deaths No. of cases Yoage Yoage “hage “oage
Direct: 682 70.1
PIH 233 24.0 25.5 34.4 2.8
Hacemorrhage 230 23.6 19.8 241 226
Abortion related 119 12.2 11.1 - 1.7
Sepsis 70 7.2 20.6 23.2* 12.5
Obstructed labour 30 3.1 - 0.52 5.5
Indirect: 291 29.9
Anemia 112 11.5 - 2 203
Intective Hepatitis 69 7.1 8.7 13.64 -
Heart Discase 32 3.3 53 7 -
Other Medical Disorder 30 3.1 - - -
Pulmonary embolism 16 1.6 - 2.6 -
Amniotic Fluid Embolism 14 1.4 - - -
Postoperative complication 8 0.8 - - -
Othorg 10 1.0 2.5 2.8 145

() Includes puerperal and post abortal sepsis.

Onanalving the hospital admissions for a period
ol one vear it is seen that about half of antenatal
admiissions as well as adnussions in labour had anemia
indicating the high incidence of anemia. Anemia
accounted for T1.5 per cent of maternal mortality.
However ivanother 10 per cent the underlying anemia
when accompanied with an obstetric complication
(Haemorrhage, Eelampsia) tilted the woman’s balance
towards death. Nearly 30 per cent of deaths due to anemia
were from Patna, Bihar whereas fewer deaths were
reported trom the southern states.

Viral Hepatitis was the other major cause of death
among indirect causes and contributed to 7.1 per cent of
the mortality. There were 3.3 per cent deaths due to heart
disease, 3.1 per cent due to other medical disorders, and
14 percent duce to amniotic fluid embolism. Post operative
complhication and others were 1.3 per cent.

Discussion:

I'he study covers maternal deaths in 31 teaching
hospitals trom To states/union territories of the country.
The MMR of 532/ 100,000 live births is comparable to

that of other hospitals based stu - es. (Bhatt 1997, Majhi
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1996). The precise estimates may be different as there is
lack of reliable population based data. Community
studies of maternal mortality in developing countries
show that most maternal deaths happen outside the
medical system either at home or on the wav to hospital.
(Maine 1991). Moreover, hospital data reflectan w
proportion of deliveries, complications and deaths which
occur in a population. (WHQO, 1987). The majority of
women in India donot deliver ina hospital and theretore
the incidence and proportion of complications seen is
probably very different from what occurs in the
community. The NFHS (1995) reported a maternal
mortality ratio of 437with a cautionary note that direct
survey estimates often underestimate maternal dea «.
At the same time hospital data estimation may be more
than community mortality rates as high risk women are
referred to hospital for delivery and often the women are
only transported to hospital when they develop hie
threatening complications, which is too late and swells
the number of hospital deaths. Studies indicate that
women from rural areas of India seck hospital care in
case of emergencies, thercby attributing to the hospital
incidence of maternal mortality (ICMR 19905
Nevertheless, till such time as the overall recording
systemin the country both at primary as well as tertion
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not possible inall cases and, therefore, we need to ensure
that all women have access to high quality essential and
emergency obstetric services alongwith provisions for
ctiective contraceptive and safe abortion services at FRU
level to reduce mortalitics due to unplanned pregnancices.
Fasential standards need to be set, not only for service
delivery but also its management and supervision and
must cover client satistaction, appropriate use of
technology, availabilitv of medical supplies and
cquipment, besides provide competence in the form of
their traming and certification. JFor all this, intensive
cftorts need to be directed at policy, programme, training
and research activity. Only thenwill we be able to reduce
these preventable tragedies.
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