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analysis of Maternal deaths investigated

analysis should bt holis.tlc (Which captures the big picture), focused (only
events directly contributing to deagh is discussed), normative (care provided
is compared with standards / G guidelines) and synthetic (groups
problems into general categories),

a. Qualitative analysis

each maternal death has a story to te]l. the particular case discussed here
is an instance referring t0 a developed block of a developed district of a
developed state (refer Box 1).

Box 1: Case Study

' a state with population of 6 crores has CBr and MMr of 21 and 122
respectively. apprehended number of maternal deaths in this state is
1435 per year. the apprehended number of maternal deaths came out to
be 1435 maternal deaths per year. in the reference year, the state reported
600 deaths, out of which the verbal autopsy was conducted for 550 deaths.
One of the reported case is presented below:

“a mother of age 28 years having completed secondary school belongs
to general category and aP1 family. she was a housewife and had 2 living
children. she became pregnant for the third time, first time she delivered
at her home taluka in a Private Hospital. second time she delivered in
a Private Medical College Hospital. this was her third pregnancy. for
current pregnancy, firstanC was done at 6th month of pregnancy at CHC
(fru) followed by 2nd anC check up at 8th month of pregnancy during’
which she had a hemoglobin of 7.8. she was prescribed ifa tablets to
be taken 2 times a day. as she completed 9 months of pregnancy, she

. experienced labor pains at 4.30 am. a senior lady (dai) in the village
conducted the delivery by 7.30 am. the placenta was not expelled
completely. Mother started bleeding. ambulance (108) was called for
and she was taken to taluk hospital (fru) by 8.00 am. Manual removal of
the placenta was done and Mother was further referred to Government
Medical College Hospital by 9.00 am. Mother died at 9.30am in the 108
ambulance in front of the medical college hospital. the deceased mother
was taken back home and on the way back the newborn also had its last.
breath”.
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doubt
died before reaching the medical college hospital. the doctor.h:zli g(l)acenta-
about the diagnosis ag Post-Partym Hemorrhage due to retain ) identified
the COmmunity baseq Maternal deatp Teview (verbal autopsy rnal death
. home delivery ag major predisposing factor fo . this particular fnat? reaching
and facility baseq Mdsr pointeq out delayeq referral resulting in dation
the facility, with, complications diffjcy); t0 manage. the s ease
Submitteq tq the district Mdsr cammittee Was health education to incr

1. Why mother had to go for 3n

Pregnancy eyen though she had 2 living
children?
2. Why the fipst anC was done at g month? Why not early? Why only 2
antenata] checkups in spite of mother having moderate anemig?
Why 7.8, Hb, one month befgre edd not corrected at CHC?
4,

What circumstances made the family to decide to go for home delivery by

6. after Manya] removal of Placent, at CHC, was Inj. Oxytocin o tab
Misoprosto] glven? Was fluiq Management done? Why Blood Transfusigp
Was not done? js Blood Storage unit (Bsu) functional?

7. Why was the condition of the baby not looked after?

8.
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upon should be dOCUMEntsd iy the minutes of meeting and folloraed up 107

implementation in EUbBeqUent matsrnal death reviev meetings

1B, Quantitative Indicatory:

wide deep Insight into the
block and district evel and
jas happened, to taks

We have seen how quilitative analysis can pre
maternal death and suggestthe program officers at
service providers at each facility where maternal death b
immediate corrective actlons, But quantitative indicators are required to have

a glimpse on implementation of the maternal death review syswem/program
in the district/state. the quantitative indicators also provide information on
jsue identified by qualitative analysis

whether the
ssue for the state that requires policy changg

district Is a general

In order to understand how interpretations of indicators are done, we will
take up instance of a sample state (refer Box 1), in the reference yearn the
state reported 600 deaths, out of which the verbal autopsy was conducted for
550 deaths and review at dHO and dC level was 460 and 120 respcctively.
among reporting and review, the state showed huge variations across its
92 districts, Out of total, 6 districts reported more than estimated number
of deaths, 12 reported 40% of estimated deaths, and 4 reported 60% of
estimated deaths. Block wise bifurcation of data indicated that a few (20 out
of 200) have not reported any maternal deaths and 3 blocks have reported 4
maternal deaths, one of which was a tribal block. some of the
nt contributions are presented in the table below

in a particular block or
or not?

times estimated
indicators with their perce

for interpretation.
Table 2

Place of delivery Place of death Time of death | Cause of death
%
41 during 23 Post-

69 Post-Partum

Private
hospital transit partum Haemorrhage 23
at home 14 nMedical 23 ante 24 sepsis 13
College partum
atdH 13 indH 22.6 intra 7 Pregnancy 115%
partum induced
Hypertension
at CHC 12 inPvt. 11 day of 27 ante Partum 4
Hospital delivery Haemorrhage
at 9 inGeneral 86 Within 59 Obstructed 3
General Hosp. 48 hrs of labour ; ‘
Hospital ‘ delivery |
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Place of delivery | Place of death ‘
% %
at PHC 5

at home 6.6 2-5% 14 Other causcs 36
during 3 InCHC 5 weekof (severe
transit . delivery anacmla, sickle
at sub- 3 inPHC 0.2 cell anaemia,
centre pulmonary
embolism)

another way of looking at these deaths with respect to treatment soughtand
number of facilities visited is to map the events from onset of symptoms (at
home) to finally receiving treatment (with desired quality & otherwise). a
typical pathway analysis is depicted below:

Pathway analysis: the pathway analysis is ap important analytic tool for
policy makers, as it depicts the entire spectrum of movement of pregnant 6
womento anumberofhealth facilities for want of care before they succumbed

to fatality (Box 2). data for the above presenteqd state was used to show the
analysis,

Box 2: Pathway analysis depicting multiple referrals with

place of death
615
. W e > 2disthons o)
IHmu 25 divd en routo (%) 0 e
18¢ fhcility 562 ['—1%'," HntmS 158 died at 1st Tacility (2096)
e i 8 ovts (L0 > 24 returned bome & died (fl%)t
2nd facllity 30554%) o 152 dlied at 2nd Facllity (50%)

S 5 roturned home & dlod (2%)
30 died en voute (10w)
11

fucilit ( 71 diod at 3rd Lachlity (60%)
e didee] === 1 returned homo & dled (3%)

-y

17 died on route (14%)

th firellit !' 19 dled at 4Ll Taclity (70%) |
Ath fucility 27(,“‘”’,} lid ’ma—-*-—_——}?.l'uuu‘nmlhonm&dlud (7%)
Zdivd o

1rotte (7%)

Sth facility 4(-]!%) —— > 2dled at 5th Iilclli\y.(?;()%']

'l dled en routo (25%)

Oth facilivy 1(25w) ‘:@-:% 1 diod at 6Uh facility (100%)

from the above box, reference could be drawn about number of referral
facilitles visited by the pregnant women and their fate. it is clear that while
seeking facllity care, 91 % women could reach to first facllity. almost 50%
of pregnant women who reached to first facility were further referred to
other facllitles. Out of this 50% about 28% died In the facility and 13% while
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returning back and 4% after returning home. this clearly Indicates aboutthe
quality of care belng rendered at the facilities and multiple referrals being
made in actual. Based on similar findings a state might want to relook the
referral protocols and its implementation.

Issues for discussion

1. Why large amount of private sector delivery in the state?

2. How to address the issue of home delivery?

3. How to explain 33% of transit deaths? How to prevent such deaths in
future?

4. despite 90% seeking healthcare, the mothers could not be saved. What
is the quality of services provided in public health institutions?

5. Why multiple referrals happened and what is the functional status of
designated frus?

6. despite 48hrs stay mandated post-delivery, why nearly 70% died post-
partum?

7. 99% of mothers had atleast one anC. What is the quality of anC services
provided, esp. at sC level?

8. 36% of deaths are classified under ‘other causes is it that the proportion
of other causes is actually increasing or are the deaths getting
misclassified? if that is the case, how to address this problem?
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