
 

 

 

                                                                                                                                 October 2018 · Volume 7 · Issue 10    Page 4008 

International Journal of Reproduction, Contraception, Obstetrics and Gynecology 

Jani SP. Int J Reprod Contracept Obstet Gynecol. 2018 Oct;7(10):4008-4011 

www.ijrcog.org pISSN 2320-1770 | eISSN 2320-1789 

Original Research Article 

Study of maternal mortality in a tertiary care hospital (GMERS-

Dharpur, Patan, Gujarat, India): a three-year review  

 Parul S. Jani* 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

INTRODUCTION 

Maternal Mortality is a human right issue and an 

unequivocal expression of the economic, social and 

cultural disadvantages that women experience.1 Most of 

the maternal deaths occur in developing countries and a 

large proportion of these deaths are avoidable.2 

According to World Health Organization(WHO) “A 

maternal death is define as death of a woman while 

pregnant or within 42 days of termination of pregnancy, 

irrespective of the duration and site of pregnancy, from 

any cause related to or aggravated by pregnancy or its 

management”.(ICD-10). The current maternal mortality 

ratio of India is 212 per thousand live birth.3 Over 6 lakhs 

maternal deaths occur each year worldwide.4 In India, 

women dies due to pregnancy related complications and 

those who survives, suffer from sever maternal 

morbidity.5 India contributes the one-fifth of the global 

burden of absolute maternal deaths. However it has 

experienced an estimated 4.7% annual decline in 

maternal mortality ratio and 3.5% annual increase in Skill 

Birth Attendants  since 1990.6-8 In India, there is marked 

variation in maternal mortality rate and healthcare assess 

between regions and in socio economic factors.8 The 

maternal mortality ratio of India has reduced from 212 in 

2007 to 167 in 2013.9 Various programmes have been 
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launched by Government of India to prevent maternal 

death i.e. JSSK for women and children, a nationwide 

emergency referral system, maternal death audits, and 

improvement in Government services at root level also.10 

NRHM  encourages skill birth attendants for partographic 

labor and timely referral and different skill for post-

partum haemorrhage, eclampsia, and sepsis to reduce 

mortality and morbidity also. This is to achieve the target 

of sustainable development goal of reducing maternal 

mortality rate to 70 per one lakh live birth by 2030.11  

METHODS 

Our hospital is a semi-urban, peripherally situated tertiary 

care center, in the northern part of Gujarat. We are 

getting larger number of referral patients from rural parts 

of north Gujarat and also from Rajasthan. The present 

study was a retrospective study, conducted in the 

department of obstetrics and Gynecology of our hospital 

GMERS medical college- Dharpur, Patan, (N.G.). Data 

regarding maternal mortality i.e. death of a women while 

pregnant or within 42 days of termination of pregnancy 

irrespective of the duration and site of pregnancy-- was 

collected from the case paper and Annexure 1: Facility 

Based Maternal Death Review Form of our hospital. The 

details of total 41 maternal deaths from January 2015 to 

December 2017 were collected and analyzed with 

following respect: 

• Age wise distribution of maternal deaths, 

• Parity wise distribution of maternal deaths, 

• Booked status of patients, 

• ANC status, 

• Direct cause of maternal deaths, 

• Indirect causes of maternal death,  

• Admission- death interval. 

• Those women who died from accidental and 

incidental causes were not included in the study.  

RESULTS 

Table shows maximum number of maternal deaths are in 

21-30 year of age. (85.36%). Followed by 7.31% in 31-

35 year   of   age   group. And 4.87% are of more than 35 

year of age where as   1 case (2.43%) have   age less than 

20 year.  

Table 1: Age wise distribution. 

Age (years) No. % 

<20  01 2.43 

21-25 17 41.46 

26-30  18 43.90 

31-35  03 7.31 

>35 02 4.87 

In case of parity, maximum number were of multipara 

(2nd and 3rd and 4th). Whereas primi para constitute 

26.82% of present study. Unbooked   patients   constitute 

68.29% of present study and   31.70 % were booked 

patients. Thus, majority of maternal deaths are in 

unbooked cases.   

Table 2: Parity. 

Parity No. % 

Primi 11 26.82 

Second 12 29.26 

Third 14 34.14 

Forth or more 04 9.75 

Table 3: Booking status. 

Booking Status No. % 

Booked 13 31.70 

Unbooked 28 68.29 

Table 4 highlights majority patients of present study were 

illiterate (70.73 %) and 29.26% patients were literate 

patients.  

Table 4: Literacy status. 

Literacy status No. % 

Literate 12 29.26 

Illiterate 29 70.73 

Comparing the status of the patients at the time of death, 

58.53% if patients had normal vaginal delivery, 19.51% 

had LSCS, 14.63% were ANC, 4.87% had Abortion, and 

1 (2.43%) patient had intra uterine death of baby and 

delivered. Out of 06 ANC patients, 4 were H1N1 positive 

and 1 was cardiac patient and 1 was having jaundice. 

Table 5: Status at the time of death. 

Status at time of death No. % 

Abortion 02 4.87 

ANC 06 14.63 

Normal vaginal delivery 24 58.53 

LSCS 08 19.51 

IUD delivery 01 2.43 

Table 6 represents that 9 (21.95%) patients were died 

within 4 hours of hospital admission as they were 

referred in very late stage,10 (24.39%) patients were died 

in 5-24 hours, 12(29.26%) maternal deaths were in 24-48 

hours of hospital admission and 10(24.39%) patients 

were died after 48 hours postpartum.  

Table 6: Admission death interval. 

Admission death interval (hours) No. % 

<4  09 21.95 

5-24 10 24.39 

24-48 12 29.26 

>48  10  24.39 
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Table 7 shows direct causes of maternal deaths in present 

study. This shows haemorrhage was the leading cause 

(26.82%), followed by ecclamsia and   sepsis (9.75%) 

each, and followed by DIC (9.09%) and pulmonary 

embolism (4.54%).  

Table 7: Direct causes. 

Direct case of maternal mortality No. % 

Hemorrhage 11 26.82 

Eclampsia 04 9.75 

Sepsis 04 9.75 

DIC 02 9.09 

Pulmonary embolism 01 4.54 

There were 12 (29.26%) cases of anemia as associated 

condition, followed by3 (7.31%) had cardiac disease and 

2 (4.87%) cases had jaundice and H1N1 each in present 

study as shown in Table 8. 

Table 8: Associated medical conditions             

(indirect causes). 

Associated medical condition No. % 

Anemia 12 29.26 

Cardiac diseases 03 7.31 

Jaundice 02 4.87 

H1N1 02 4.87 

DISCUSSION 

Maternal deaths are a significant cause of death in 

women in the reproductive age group of 15-49 years of 

age. Further, Maternal mortality is an index of 

reproductive health of the society. High incidence of 

maternal deaths reflects poor quality of maternal services, 

late referral and low socio-economic status of the 

community. Maternal deaths have been used traditionally 

as a measure of quality of healthcare in a community.12 

The current maternal mortality rate of India is 

167/100000 live births in2013 which was 212/100000 

live births in 2007.9 Various studies done in India in last 

15 years have shown wide variation in MMR ranging 

from 47/100000 to 625/100000 births.13-16 

In present study,75.36% of maternal deaths were in the 

age group of 21-30 years, as highest numbers of births 

are reported in this age group. Similarly, 73.78% of 

maternal deaths were reported in multiparous women. 

More maternal deaths had been reported in unbooked, 

and illiterate patients. All these findings of present study 

were similar to studies by Jain, Jadhav, Pal, 

Onakewhor.13-16 

In present study, 33 maternal deaths were in postpartum 

period and 6 patients were undelivered. Similar findings 

were seen by Khumanthem PD et al.17 In their study there 

was 70% of maternal deaths were in postpartum period. 

Regarding Admission death interval, 9 (21.95%) deaths 

were in less than 4 hours. This is due to late referral of 

the patients. Whereas 10 (24.39%) maternal deaths were 

in another 24 hours, whereas 12 (29.26%) patients died 

during 24-48 hours of admission. And 10 (24.39%) 

maternal deaths were after 48 hours of admission to the 

hospital. These are consistent with study by Khumanthem 

et al.17  

Analyzing the direct cause of maternal mortality in 

present study, hemorrhage remains the most common 

cause (26.82%) followed by eclampsia (9.75%) and 

sepsis (9.75%) and DIC (9.09%) and pulmonary 

embolism (4.54%). These findings are consistent with 

study of Jain, Jadhav, Pal, Onakewhor and Shah.14,15,16,18 

DIC is a consumption coagulopathy and is a key 

contributor to primary postpartum hemorrhage. About 

50% of patients with DIC are obstetric patients having 

complications of pregnancy. Because of hypercoaguable 

state of pregnancy, presence of any provocative factors 

(such as abruption placenta, liquor amnii embolism, 

sepsis, severe eclampsia and HELLP syndrome) can be 

easily upset normal balance leading to DIC.19 All these 

are preventable causes of maternal mortality provided the 

treatment is started promptly. Unfortunately, in many 

cases, patients were referred very late, in critical 

conditions, unaccompanied by healthcare worker. Many 

patients had to travel a distance of 70-80 kilometer in a 

private vehicle to reach a tertiary care center. Most of 

these deaths are preventable if timely referral is done and 

treatment is started promptly. Training of Medical Officer 

(BEMOC) and Skill Birth Attendant gives a ray to reduce 

Maternal Mortality. 

Analyzing the Indirect causes of maternal deaths in 

present study, Anemia was in 12 (29.26%) of maternal 

deaths, cardiac disease was in 3 (7.31%), and jaundice 

was in 2 (4.87%) cases. These are consistent with studies   

of Jain, Jadhav, Pal, Onakewhor.13-16 Anemia is the major 

indirect cause of death responsible for 15-65% of deaths 

reported by various authors.20,21 Anemia is a preventable 

disease and measures should be taken to improve status 

pre-conceptionally and during pregnancy. Cardiac 

diseases are the other major indirect cause of maternal 

mortality. Jaundice is the second major indirect cause of 

maternal death. Hepatitis E is responsible for 8.33% of 

total maternal deaths. It can lead to fulminating hepatitis 

during pregnancy and leads to   maternal morbidity and 

mortality. Present finding is consistent with study by 

Patra S et al.22 

CONCLUSION 

Maternal deaths are not only a health issue but also a 

matter of injustice. Maternal death is a measure of quality 

of healthcare in community. Many different factors 

interact in a complex way to increase pregnant women 

risk of death. There is a wide scope of improvement as a 

large proportion of the maternal deaths are preventable. 

Even today, most maternal deaths are seen in patients 

from rural areas, unbooked, illiterate patients and patients 

from low socioeconomic class. Haemorrhage remains the 



Jani SP. Int J Reprod Contracept Obstet Gynecol. 2018 Oct;7(10):4008-4011 

International Journal of Reproduction, Contraception, Obstetrics and Gynecology                                   Volume 7 · Issue 10    Page 4011 

leading cause of death followed by eclampsia and sepsis. 

The death of a woman has a lifelong implication for 

children and family left behind, not to mention 

community and the nation. Although we may not be able 

to prevent all deaths and morbidity, we need to 

proactively address “preventable” events. Maternal 

deaths can be prevented by improvement in public health 

care system in rural areas, proper implementation of 

NRHM programmes and up gradation   of hospitals in 

rural areas. 
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