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SUJIIIABY OF nimliGS OF liVESTIGATlOI liTO THB CAUSES OF 
llA TERIAL •oBTALlTY ll liDlA. 

1. ~lat.ernalwelfare is of immense puMic health importance. I n planning 
for he impro,·ement of maternal health, it is necessary that we should determine 
thP underlying faetors respoMible for the deterioration of matunal health, and 
detailed in,·estie:ations into the canses of maternal deaths are, therefore, of 
great ,-alue. Such investigations provide the information necessary to formulate 
JDI·a sllTes for the improvement of maternal health and the rednc ion of maternal 
d•·a th . . I n the western countries, variou.s investigations have from ime to time 
heen undertaken into the causes of maternal mortality. &....~ on the informa­
tion derind from such investigations several helpful recommendations have 
!Jee u made for the improvement of the maternal welfare se rv ice . 

2. I n I ndia the subjeet of maternal mortality has recein-d the attention 
of workers during the past 15 years and several investigations into the ca~s 
of m.at.emal dea th s in urban areas have been carried ont . Xo investigations, 
howeH· r, have so far been made in typically ri!T3l areas. 

3. The following is a list of investigations carried out on the causes of 
mat-erna l mortality in I ndia : 

1. I n lladra.s under Dr. A. L. Y udaliar, (Pablished in Government 
Press, Madras, 1933). 

2. I n Ca lcutta under Dr. H . I. Neal-Edwards, 1936-37, (Published in 
Health Bulletin No, 27 ). 

3. I n Bombay under Dr. J . Jhirad, 1937-38, (Published in Health 
Bulletin No. 29). 

4. I n Delhi under Dr. Y . I. Neal-Edwards, 1939-40, (Summ.ary on part 
of the report published in the report of the Scientific Adrisory 
Board for the year 1939). 

5. (a) Maternal mortality surreys made in a few large Mamcipalitie.s 
in Madra.s P residency during 1927-28. 

{b) I nvestigation on mortality among coolie women in certain tea 
gardens in Assam dllTing 1932 by the late Dr. Margaret Balfour, 
(P ublished in the J ournal of Association of Medical Women in 
India). 

The inves igations mentioned above ha\'"e shown th.at the data publi.'lhed 
in the reports of P ublic Health Departments in I ndia in regan! to maternal 
moruli ty are unreliable and do not give an accurate picture of the real situation. 
The mat~rnal mortality rates recorded during the special inve tigations were 
C'onsiderably in excess ofthe rate" furnished in the P ublic Health Reports ofthe 
r~spective areas dealt -with. For example , according to the reports of the Kxecu-
.,.e Health Office r of Bombay, the maternal mortality rate for the year 1937, 

w t ·_t ~r 1, live births, whereas the rate as determined during the special 
ln,·e •ganon by Dr. Jhirad for the same period was 13-5 per 1,000 live births.. 
I n regard to Madras and Calcutta as well, the maternal mortality rates recorded 
~uring the peci I investigations were very much higher than tlaose recorded 
tn th~ ~un~l tistics. The maternal mortality raies dete.rmined during these 
enqwne tn re pec:t to Xadras, Caleutta a.nd Bombay a.re famished below : 
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1. Madras City, (1933) 16·6 per 1,000 live births. 
2: Calcutta, (1936-37) 21 ·! , 
3. Bombay, (1937-38) 13·5 , 
In the ab~ence of accurate registration of births and deaths in the areas 

where these enquiries were conducteu, even the rates arrived at by these investi­
gators could not be absolutely correct though they are much more reliable than 
the data furnished in the Public Health Rt•ports. A clearer picture of the 
incidence of maternal mortality and of the causes responsible for it will be 
obtained only when a better system of recording all vital occurrences and of 
certification of the causes of death becomes establi~hed. In order to obtain 
more reliable information on the incidence of maternal deaths, Public Health 
Departments should adopt the procedure detailed below : 

1. All deaths of mothers occurring either during pregnancy, at labour 
or within four weeks after the termination of pregnancy, should be 
included under the heading "maternal deaths". This simple defini­
tion of maternal deaths has been suggested only because the agency 
for bringing to notice vital statistics in rural areas is the village 
chowkidar who is generally illiterate. 

2. The registration of maternal deaths should as far as practicable be 
accurate and should include disposal.:; at appropriate burial grounds. 
The death certificate should give the cause of death under classification 
of primary or secondary cause of death when medical certification of 
deaths becomes more widely practi~ed. 

3. The registration of births, both live and still, should be accurate. 
4. The registration of births should also include information in regard 

to age and parity of the mother, place of deli\'ery and attendant at 
confinement. · 

5. The annual reports of Public Health Departments should include not 
only accurate maternal mortality rates, but should also furnish a 
classification of the maternal deaths by causes according to the 
international list with an added heading for "anaemia". 

The investigations have shown that the cause of death as registered by 
the Municipal Health Departments does not often correspond to the probable 
cause of death as ascertained after local enquiry. In the Calcutta investiga­
tion, the di~parity between the ascertained cause of death and the registered 
cause of death occurred among as much as 26% of the maternal deaths investi­
gated. This is due to the defective s1stem of certification and reaistration 
which occurs even in urhan arPas. · 

0 

In the analysis, during the~e invr~tigations, of the obsrrnd data, the 
recon~n~endations of the Dep<ntnwntal Committee. on Maternal Mortality and 
Morbtdtty, (1928), have been followNl as ttr as pos~tble. The draths havt> been 
classifit•d in accordance with the International Li,t of the Cau~es of Death. 
An additional heading, "Auaemia ", has been added to the li~t ~ince this is an 
importaRt cause of death in India. 

To ascertain the tlt:viation from normal standards, the primary avoidaLie 
factor was detl'rmined as rPcommended by tht> Departmental Committee ou 
jlaternal Jlort.dity and Jlorl.iuity. The information rollectf'd would serve 
to indicate the lines on which efforts to reduee maternal mortality could best 
be directed. 

Owin(J to the fact that facilities for pre-natal an1l intra-natal care were 
limited, th~ criteria laid down by the Dt·partmental Committee had to be 
modified aud the stand.uJs for judging the responsible factors were modified. 
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The findings of the iuve~tigations may be clas~ified under the following 
four groups : 

1. Ca.-;es ~howing avoidable factors: 
(a) Umi~sion or inade(1uacy of antenatal rxamiuation, 
(h) Error of judgment in management of the case, 
(c) Lack of rea~onable facilitir;;, 
(d) Nt>gligt~nce of the patient or of the relatives. 

2. Ca~rs in which no departure from e:.;tabli~hrd practice has been found 
havi11g a ca:.;ual relation~hip to the de,tth. 

3. Ca;;es not ~trictly rele\·ant to tl1is part of the innstigation, e.g., abor­
tion and extra-uterine geRtation. 

4. CaRes in which information was in:.;ufficient. 

An analy:.;i~ of the figures for Cah:utta and Boml•ay would indicate the 
relative proportions of the four groupings: 

1. Cases showing avoidable fac·tor 

2. Cases in which no departure w11s fonnd from e:.;ta­
blished practice having casual relationship to the 
death 

3. Cases not relevant to thi::; part of the investigation 
e.g., abortion 

4. Ca8es in which information was insufficient 

Total 

·Calcutta Bombay 
414 234 

16 69 

84 20 
187 17 

701 340 
-~------

According to the findings of the encjuiries at ~fatlras, Calcutta and Bombay, 
avoitlable Ltctor was presrnt in G3·4, 80·:J and 77·2 per cent, re~pettirely, of the 
matmtal deaths. The pr<>~ence uf aYoidah!t~ factor in ~uch large proportion 
of the cases indicates that if efforts are matle to provide prenatal care, and 
adt•quate intra-natal and post-natal care, the incidence of maternal deaths 
could be appreci<lLiy reduced. 

8UGGESTIOXS FOR MATERXAL CARE. 

I. Prl'nahtlCare: 

The reports st<ttc that the provision ofpreJHltal care is one of the important 
itt·m~ in the e1orts for the rl'duction of maternal deaths. It has heen recom­
nwnth•d that faciliti(•s ~houltl be provided for (i) the health supcrYision of every 
pn•gnant rnotlwr at properly conducted prt>natal clinies; (ii) health education 
fnr lwr 11lld her relatives; (iii) specialte(JUifl'llll'llts during pregnancy regarding 
did,, h.vgit•tH' and nwdical carP, and (iv) arrangements for confinement. Such 
pt•rnatal ~er\'ict>s <ll'l' la·~t pro\'ided at welfare ce11tres which haYe a staff com­
peknt to eonduct ~uch S('I-riee~. 

In at!llitiun to the prori~ion of the al•un:• mt•ntioned prPnatal services, 
\\hidt aim at tb(' maiutt•ttanee of health in llormal ca~e;;, and the detection of 
a hnorma le(•tHiit ion~ the rt>port8 recomnwndt:'t! t l1a t ade!JUate hu,pital facilities 
f(>r tltt' inn·~ti;.:ation aJtd treatnH•nt of abnormal coJtditio11s ~hould be provided, 
tl' fM exampl(', )w,pital cou,;ultant clinics, alHllwJ~ in matemity ho~}Jitals for 
tht! treatment of prt·uatal ca~es ret1uiring medical care. 



The reports further emphasise on the need for the education of the woman 
and the raising of the family income in order that she could afford the necessary 
diet and treatment, or supplementing of her diet with milk and other articles 
of diet from welfare centres. 

The preventability of certain conditions during pregnancy, at labour and 
during the puerperium would depend largely on the type of antenatal care 
provided. Consequently, any effort to reduce the incidence of deaths under 
these groups should be directed to the provision of proper prenatal services. 
The enquiries have shown that conditions such as eclampsia and anaemia could 
be prevented or detected and treated effectively by proper prenatal care. A 
large number of deaths due to accidents of labour and antrpartum haemorrhage 
could be reduced if the woman had maintained good health during pregnancy. 
The preventability of sepRis would also depend on the maintenance of good health. 

It is difficult to define a uniform standard of prenatal care, as it would 
vary with every case, to ensure for her a healthy child and normal health. The 
standard for judging cases adopted in the enquiries conducted in India was 
that' a mother paid two or more regular visits and carried out the instructions'. 
The Scottish Report suggested as the standard, three or more periodic examina­
tions, the first at six months, the second a month before term and· a third two 
weeks before delivery. 

The reports recommended that the aim of prenatal care should be to get 
100% of the pregnant women in the area under the health supervision of the 
welfare centre staff, in order that such cases will receive medical care including 
examination of urine and determination of blood pressure, and also get advice 
on diet, hygiene, arrangements and preparation for delivery. The medical care 
should include constant health supervision by qualified health visitor to see that 
advice given had been followed, that the mother resides under good hygienic 
conditions and that she gets the necessary diet of proper quality in sufficient 
quantity. If a family is not able to afford such diet, arrangements should be 
made at welfare centres for the issue of milk, extra nourishment and tonics 
to such cases. 

For cases requiring detailed investigation and expert medical advice 
hospital prenatal clinics and antenatal beds in maternity hospitals are recom­
mended. 

II. Intranatal Care: 
Although emphu,;is is laid on prenatal care, one should not minimise the 

imporh1nce of intranatal care. The findings of the various investigations point 
to the need for a better organisation of the maternity services and the co­
ordination of services rendered by different maternity institutions in the locality. 
Over a third of the maternal deaths is due to puerperal sep~is and this reflects 
adversely on the intranatal services and the aseptic and anti-septic technirp1e. 
Over a half of the number of deaths due to puerperal sepsis were among cases 
of spontaneous labour that were attended by untrained persons. There was 
abo a prt>ponderance of ~epsis in hospital deliveries of ca~es which had been 
examined by untrained attendant:> prior to admission to the hospital. Deaths 
due to sep~is were frec1uent amongst cases confined at home in small over­
crowded and insanitary dwelliugs. 

The report~ m.tke the following recommenuations for the provision of 
adequate intranatal care: 

1. Confincm('nt of normal multiparous cases could be conducted at home 
by trainra ~taff provided that they have had aclerjuate prenatal care 
and the confiuement is expected to he normal and the family could 
afford the minimum w1uiremenb for delivery at home. 
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2. Domiciliary midwifer~ services should be linke~ .up with in~ti~utional 
services and the ava1lable beds should be utilised for prmuparous 
cases and such normal multiparous cases whose home conditions do 
not permit proper arrangements at home. 

3. The number of beds in hospitals should be increased so as to provide 
one bed for every 100 births, with a view to provide for the confine­
ment at hospitals of, (a) complicated cases requiring institutional 
care, (b) primiparous cases, (c) multiparous normal cases whos~ home 
conditions are not satisfactory and, (d) cases of puerperal seps1s. 

4. For providing adequate care for all types of cases,. normal cases 
requiring confinement in institutions because of unsatisfactory home 
conditions, should be delivered in maternity homes so as to relieve 
pressure on larger hospitals which could be utilised to a larger measure 
for complicated cases. Maternity homes should be well conducted 
and under proper technical control. Services rendeted by domiciliary 
staff, private or municipal maternity homes and maternity hospitals 
should be well co-ordinated. 

5. The work of trained midwives should be adequately supervised and 
the number of cases conducted by one midwife should not exceed 
the number that she could efficiently attend to. 

6. A consultation service from hospitals should be made available to 
midwives for assistance in cases of difficulty. 

7. Enactment of legislation for the prevention of practice by untrained 
dais, and their gradual replacement by trained personnel in urban as 
well as in rural areas. 

III. Postnatal Care: 

Careful and intelligent nursing is helpful in preventing postnatal infec­
tion and particularly in preventing the spread of infection. Since sepsis is an 
important factor, being responsible for more than a third of the total maternal 
deaths, the main reasons for its high incidence are: (i) untrained attendant 
at confinement; (ii) inadequate arrangements for treatment and isolation of 
septic cases in institutions, the reports recommend that the administrative 
authorities should take steps to compel institutions to provide separate units 
for cases of puerperal sepsis. 

Cases of complicated pregnancy or labour usually require prolonged rest 
and nursing during the postnatal period, such cases require early detection, 
adequate treatment and follow-up after confinement. In proportion to the high 
incidence of. mortality due to sepsis, there is a high incidence of morbidity 
through sepsts. In order to detect and treat all morbid conditions following 
normal and abnormal confinements, it is necessary that the woman should 
haw regular postnatal examinations and receive advice and treatment during 
the first few months following confinement. 

C.u:sEs or llitERXAL DEAtHs. 

The cau~es of maternal deaths investigated by these enquiries classified 
accordmg to the int~rnatiouallist of call5es of deaths are given below: 
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.Jladras 
()Iudaliar, 

1933) 

Calculla 

(:Xeal-Edwards, 
1936-37) 

Bombay 
(Jhirad, 

1937-38) 
Causes of No. of Percent· No. of 

death. deaths. age. deaths. 

1. Septic abortion U 3 ·8 33 
2. Abortion, (non-septic) 22 5 ·9 4 
3. Ectopic gestation . . 2 0 ·6 6 
4. Other accidents of 

pregnancy 7 
5. Puerperal haemorrhage 55 14 ·8 74 
6. Puerperal sepsis 115 30 · 9 22! 
7. Puerperal albuminuria 

with convulsions 42 11·3 126 
8. Other toxaemias of 

pregnancy 38 10·2 15 
9. Embolism and sudden 

death . . 8 2 ·2 11 
10. Other accidents of 

child birth 2.j 6 ·7 26 
11. Other or unspecified 

conditions of puerperal 
state 10 

12. Anaemia 50 13 ·4 165 
13. Acute yellow atrophy 1 0·3 

Total 372 100 ·1 701 

Percent- :X o. of 
age. deaths. 

4 ·7 10 
0·6 4 
0·9 6 

1·0 1 
10·6 32 
32 ·O 133 

18 ·O 36 

2·1 6 

1·6 23 

3·7 18 

1·4 3 
23 ·5 58 

10 

100·1 340 

Percent­
age. 

2·9 
1·2 
1·8 

0·3 
9·4: 

39·1 

10·6 

1·8 

6·8 

5·3 

0·9 
17·1 

2·9 

100·1 

DETAILED AxALYSIS OF :MATERXAL.DEATHS FROM CHILD-BEARING CAt'SB. 

I. Puerperal Sepsis : 
In the grouping of maternal deaths due to child-bearing causes, puerperal 

sepsis is the most important single factor that contributes to a large number of 
deaths. In cases of deaths due to multiple cause associated with sepsis they 
were classified under this head. According to the reports of the enquiries, 
puerperal sepsis was responsible for a large proportion of maternal deaths as 
shown below: 

Locality. 

Madras 
Calcutta .. 
Bombay 
Delhi 

Percentage incidence of 
deaths due to puerperal 

sepsis. 
30·9 
32·0 
3!)-1 
25·9 

The deaths followed sepsis (i) after spontaneous labour at home, (ii) after 
spontaneous labour in the hospital, or, (iii) after abnormal delivery. Of the 
three groups, a large proportion consisted of cases of spontaneous delivery 
attended at home by untrained attendant, (54% of the Calcutta puerperal 
sepsis figures, and 44:·4% of the Bombay figures). A large number of such cases 
consisted of indigent persons living in dirty and overcrowded habitations. 

Cases of puerperal sepsis following normal delivery in hospitals consisted 
of persons that were poor in health at admission and were admitted into 
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ho~pital with sityns of antcp.artum .infectio?. Fifty p:r cent of .ca~es were 
aJw•mic. Healthy cases delivered m hosp1tals that died of se~s1s mcluded 
largely primigravide who had perineal tear or cases that had some mterference. 

Dr. Xeal-Edwards noted in the Calcutta cases that the onset of fever 
occurred earlier in the hospital group of cases and the duration of illness was 
on the whole bhorter as compared with septic cases among home deliveries. 
She, therefore, remarks that, "It seems probable that different and perhaps 
more virul<!nt organi~m was causative agent in the hospital cases and that 
autorrenous and droplet infections in healthy women having spontaneous labour 
is a ~are cause of maternal death from sepsis in Calcutta", 

Among deaths due to puerperal sepsis following abnormal labour, approxi­
ma telr 40° ~ of the cases had either anaemia or toxaemia. About 60% of 
the C<~~es had been examined by indigenous dais before the cases were admitted 
into ho:>pital. Among the abnormal cases, deaths due to sepsis predominated 
in tlw,:e that had been infected through examination by dais prior to admission 
into ho,pitals and required interference e.g., cases of postpartum haemorrhage, 
m:mual removal of pl:tcenta, placenta previa, caesarian section, craniotomy, 
forcPps, tran~wr;;e and breech deli,·eries. Sep~is deaths were also very common 
among ra,es of abnormal labour, e.g., manual removal of placenta, that were 
attended at home by an untrained attendant. 

A large number of deatl1s from sepsis were among cases delivered in places 
wbPre antiseptic mea~ures were not adequate and treatment of sepsis was not 
carriPd out on modern lines. 

The~e findings indicate that as in other countries, sepsis is the most 
important contributory factor to the cause of maternal deaths. It is recom­
lllPilill'd that measures to prevent and reduce sepsis should be adopted as 
follows: 

I. Provi~ion for maintenance of health of the mother during pregnancy. 
2. Proper selection of cases for home and for institutional confinement. 
3. Provi~ion of trained attendant for domiciliary and well-conducted 

maternity homes and hospitals. 

4. .hoitling examinations of cases under unhygienic conditions with a 
Yiew to reduce chances of infection especially of abnormal cases 
that may require interference. 

5. ProYision of arrangements for isolation and treatment of septic cases. 

II. .l IWC/It ia : 

. In India, auaemia is the second biggest cause of maternal mortality, and 
Ill 'llllle an'a$, may be responsible for as much as 25°~ of the total number of 
tu<ltm~<d dt•aths. .~naemia is responsible for 23·5% of maternal deaths in 
Bcllllkl~\ 17° ~ in ~Iadras and lj~ 0 in Calcutta. Anaemia may indirectly be 
rt•,pon-ilJle for a much larger proportion of maternal deaths than the above 
tl~tlrt'~ would indicate. Conditions such as toxaemia, and sepsis often have an 
Uthl,•rlyinl! L1ctor of anaemia and deaths that have been classed under these 
Lea.h would at least partly be due to this underlying cause. 

Tht' inciJt'nce of anaemia is higher among multiparous women than 
amon!!' tht> primiparas. The findings in Calcutta show that it occurs at 
all a;:es during the child-bearing period and is more in evidence during the third 
pn'gnancy th<lll at other times. 

In the lll<ljority of cases that failed to seek treatment at an early staae, 
or ronlmcnced tre;ltment at a late stage of pregnancy, the condition deteriorat::d 
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ura•·mia or pyclonephtitis. T_hese cases did not de\'elop eclampsia though 
tl ... y bLowcd <Jlbumin in the unne . 

(c) Other form& of toxaemia&: lncl~ded cases of hyperemesis ~a"idtJ?l. 
The condition generally occurred e~rl! m pre~ancy and was a.ssocta_ted Wit~ 
<Jnaemia and the presence of albumm ~ the ~e. Re~urrence of this condi­
tiiJn in the Later months of pregnancy IS constdered senous. 

(d) Acute yeUow atrophy: Although deaths due to acute yello':" atr?phy 
h<JYP been cla. sified separately, it is a conditio? of pregnane~ ~lm~st m...-ana_bly 
du·~ to toxaemia, and in few cases due to sep IS. Thi conditiOn IS responstble 
for 2·9° 0 of the maternal deaths in Bombay. 

IV. P uerperal haemorrhage: 

Xext in importance to the eclamp ia and toxaemia group is puerperal 
baC'morrhage which account for about 12'}0 of total maternal deaths. Deaths 
dut· to puerperal haemorrhage v.-ere H· ~0 in Madra_, 10·6'}0 in Calcutta and 
!J--i'' 

0 
in BomLay. The incidence ofthis condition was higher in the multiparous 

wumen and among women over 30 yeara of age. The deaths included under 
tbi.- hPading include ca::.es of antepartum haemorrhages, (placenta pre,-ia, and 
accidental haemorrhage ), and postpartum haemorrhage. 

(a) Among the antepartum haemorrhages, haemorrhage due to placenta 
pre,·ia was much more common than accidental haemorrhage and was _res~n­
sihle for a thud of the deaths under the haemorrhage group. lnvesttgatlons 
abow that liability to placenta previa increases v.-ith age. Warning haemorrhages 
occur during the last few weeks of pregnancy. The inve tigations showed that 
in a large majority of cases, medical help and . ho pitalization were arranged 
and the deaths occurred during pregnancy or soon after delivery. In spite of 
the condition being serious, barely 50~0 of uch cases were hospitalized at some 
taJ!e or other and the rest of the cases were treated at home or in small 

maternity home where facilitie did not exist to meet such emergencie . Among 
the placenta previa cases admitted into hospitals, nearly all of them had some 
interference or treatment at home prior to admission in hospital. Foetal 
mortality in placenta pre...-ia ~s is exceedingly high. 

Accidental haemorrhage was usually associated with signs of toxaemia 
uch as the occurrence of <>edema, presence of albumin in the urine and rise 

of blood pre "ure. The bleeding tarts suddenly accompanied by hock. 
Foetal mortality among these cases was 1000/o. 

(b) P ostpartum haem.o"hage: This condition formed the largest group 
among deaths due to ha{'morrhage. In a majority of case", haemorrhage started 
prior to the delivery of the placenta. The condition 1ras common among cases 
of pontaneous labour that were attended at home by unskilled attendants. 
In a majority of case there •as the avoidable faetor, namely, mismanagement 
of labour and delay in obtaining lcilled assistanc{' for treatment for loss of 
blood and the ubsequent hock . 

. I_nve_ tigati~ns of deaths due to puerperal haemorrhages show tltat the 
oondiH o IS a seriOus one and reqni.re immediate skilled medical care. P renatal 
care oould to a certain extent help in reducing the number of deaths by detection 
of th C?nd~ti.o? in case of antepartum haemorrhage early enough to arrange 

h P'!&lizatlon. Proper_ management of labour is m06t important especially 
thud oe of labour 10 case of the postpartum group. A..a the condition 

multiparous w-omen of the later child--bearing a.,coe, it 
ch. women should deliver in h05pital 
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V. Accidellf~ of labour: 

Accidents of labour account for 5% of the total maternal deaths, (Madras 
6·7u~, Bombay 5·3~~ and Calcutta 3·7%). Caaes of diBicalt labour were con­
tnleted p~h·is, abnormal presentation, hydrocephalus, uterine inertia and 
carcinomtl of cervix. They required operative treatment such a.s caesarian 
s!lction, craniotomy, forceps, internal version treatment of ruptured uterus and 
manual removal of placenta. Among cases of spontanous delivery, the women 
wtlre generally in poor health during pregnancy and some ofthem showed signs 
and symptoms of anaemia. The findings of the reports show that the majority 
of the deaths were due to misjudgment of the part of medical attendant 
especially in cases of minor disproportions. 

VI. Swlde11 death: (including death due to thrombosis and embolism). 
This group formed only a small proportion of deaths, Madras 2·2%, 

Calcutta 1·6° ~ and Bombay 6·8%. 

VII. Septic abortions: 
Septic abortions were responsible for 2·9% o£ maternal deaths in Bombay, 

3-t\u ~ in Madras and -1:7~ ~ in Calcutta. This condition is more common among 
multipara cases than among primiparous women. The abortions in mosteases 
took place at home and the women were admitted into hospital for sepsis. 

VIII. As8ociated diseases: 
.Maternal deaths from associated diseases were apprOl'imately as much 

a~ 2.) 0 ~ of the maternal deaths. Among deaths due to a8!0Ciated diseaaes, 
tuberculosis was the most frequent cause. The condition is exaggerated duriug 
pregnancy or within the last £ew weeks of confinement. Foetal and neonatal 
mortality in such cases is as high as 72%. 

Pneumonia is the next in importance among associ•ted diseases. 
Pneumonia usually developed after. delivery and was associated with sepai.s 
or had tuberculous origin. Dysentery and diarrhoea are common daring 
pregnancy and are associated with or followed by anaemia. Pregnancy 
associated with small-pox is fatal to the foetus. Among maternal deadas 
associated with small-pox investigated under these enquiries, the foetal mortality 
rate was very high, the foetus was either still-hom or the child died within a 
few days of birth. 

Other a8sociated conditions were cardiac and renal disease~, epidemic 
dropsy, asthma, influenza, enteric, malarial cerobrospinal meningitis, claolera, 
etc. 

FJ.CTORS .\FFECTING MOitT.UITY. 

Age of nwther: Of the total maternal deaths almost hal£ the deaths were 
of mothers aged 21-30 years, whereas, deaths in the younger and in the age 
group of over ;}l) years the maternal deaths were proportionately le88. 

In the voung.>r a).(e group sepsis and eclampsia were more frequent cause~ 
of d~atb.il as'compared- to ::.ep~is and anaemia in the group aged ~ years and 
over, and haemorrhage and accident o£ labour in the older groupe. 

Gral'idity · Of the mate~al death 22:9% wen: among prlmigravi~a.s and 
the incidents of puerperal sepsts and eclampsta were higher among the prurupara, 
whe~as, deaths due to haemonhages. and aceidentB_of ~~birth are relativl"ly 
of higher incidenct among multigravidae an:d grow m UDpOI'taDCf! after t~e age 
of 20 years. Anaemia is less common du.rmg the fim PI'JD&IlCY than rn the 



11 

subsequent pregnancies while hae.monhage is important from the fifth 
pregnancy onwards. 

The above facts tre the importance of adming primignnidae and 
multigravidae to seek admission to hoepitah 'lll"he reas, the _ cond thi~ and 
fourth gravidae with a p t history of normal labours m y be Iely delil"ered 
at maternity home or at their 0111"11 residence by trained mid'lll"in 

Term : The incidence of premature births was hiah amona c of anaemia, 
toXJU>mia and antipart"Wn haemorrhage and under eclampsia 50~ 0 of the births 
were premature. Early and dequate prenatal ca re 'lll"hich n reduce he 
incidence of anae.mia and eclampsia can appreciably help to reduce the high 
incidence of premature births dn.e to til< underlyin cans . 

Ow:rcrovidiJig aJid i nM11 ila ry mtironme~~t: The findings of the enquiries 
how that the incidence of sep"'is was highe amona 'III"Omen !iring in onr­

crowded and insanitary d'lll"ellings. The in idence of anaemia 'Ill" also hiaher 
among case re iding under ncb condit ions than h Jirina unde r better 
en,•ironment. These fact t re the importa nce of better housing and en\iiOn-
ment in reducing mat-ernal mortali y under the group p-is and anaemia . 

I JtCOrru peT head : Anaemia and seps· deaths 'lll"ere higher among c· 'lll"ith 
po,·erty, which emphasises the need t() raise the economi 1 atns of people 
so that. they could pro,ride the minimum requiremen ~ for he lthfnl lil"ina. 

SIJlOLAllY OP R.llCO)()(J!NDATIO.SS. 

1. Statistical enquiries conducted on maternal mortali ty !iliow that in 
· spite of the presence of greater fa.cilitie in larger towns for mid"lrifer serrice_ 

the untrained dau continue to practise a.nd are responsible for a l.arg propor­
tion of maternal deaths though psis. The reports recommend that the 
practice by the hereditary dai should be eliminated by proper legislation and 
efficient midwifery services pro\ided under the Health Department. 

2. In view of the high incidence of deaths due t() sepsis amona delive rie­
oonducted in some of the maternity home the reports recommend th mater­
nity homes and hospitals should be compelled under legi$tion, t() rem er nd 
to maintain minimum t.udards with regard to bnildina eqnipm n afi., 
technique and management. They further recommend cl C(H)peration 
between the maternity homes and hospitals. 

3. The presence of an avoidable fact()r in a large ma jority of case point 
to the !leed for intensification and expansion of prenatal rnce at ma mig 
and ~h~ld welfare centres, maternity centr , h pitals and by pril" te medic I 
practtUoners. The services should be educatil"e and plauned t~ pronde 
healt~ supervi ion_ for all mothers promote good health during pre!!llaDe and 
help m the det.echon and treatment of abnol'llllll conditio during pregn y . 

~- Inn wofthe overero'lll"ding frequently ob rred in m ternity h -pit 
~ere lS need for better co-ordination of rvice rend red by difi ren or iza­
ta~ under th mate rnity h pitals, maternity home_, domicili ry mid~fery 
~~en,ce offered by midwil" in pri,-ate p ctice and the ~ fl of maternity 
centres. Such co-ordination· wou.ld [; eilitate better distributi n f or.k o 
reli:eve t.he hospitals of undue Ol"ercro'lll"ding throuah dmis8ion~ of normal 
which could 0011veniently be d livered a hom or in m rnity h This 
wou~ make room in the hospitals for the more a ppropri te c ~ ferred to 
hy dtflerent maternity homes and domiciliary fl . 

. 5. In view of the importance of early dete n 
IINlUa and abnonnal conditions resultin• from pre 

n of ill­
hour, he 



12 

reports emphasise the establishment of postnatal clinics along wit.h prenatal 
clinics and linking t hem np with contraceptive centres for persons for whom 
pregnancy is contra-indicated . 

6. Considering that. the sncce~s of maternal welfare services would depend 
la rge ly on t he co-ope ra tion of the mother and her fan;J ily, it is essential tha t 
the education of the mother and the family hould form an important part of 
t he programme. Such facilities as a re considered necessary to provide extra 
nourishment for prenata l and postnatal mothers should a lso be offered. Tbey 
should be educ>\t.ed on the need for continuous hea lth supervision and medical 
ca re throughout t he period of pregnancy, balanced diet requirements of the 
mother during the p ~riods of pregnancy and nursing personal hygiene , preven­
t ion of infection and ab normali t ies assoc ia ted with preg na£!CY and labour, 
advantages of looking a nd need for proper a rrangements for confinement. 

7. In view of t he importance of materni ty se rvices, the attendant should 
be well equipped to diagnose a nd t rea t a ny ab normal conditions that may arise, 
and the rt'p:)rt~ recommend th at medica l personnel and staff of domicili ary 
midwifery se rvices should rece ive move in tensive training a nd that provision 
should be made for refresher course~ for t hem. 

8. In order t hat local bod ies a nd a ut horit ies could adopt proper measures 
for the improvement of the se rvi ces and reduce mate rnal morta li ty, it was 
suggested t hat facilities for research work and scientific studies in the fields of 
materna l and child hea lth be provided. 

9. To mee t emerge ncies more effi ciently, the reports emphasise on the 
need for the organization of " fl y ing squads" and transfusion services at large 
mate rnity hospitals. 

10. Considering that the environment and housing have an important 
bearing on the well-being of the mother, and that the results of confinement 
depend to a ce rtain extent on the hygienic conditions of the home, it is necessaxy 
that housing condi t ions for the indigent and wo rking classes should be improved. 

Ti:te foregoing review of the statistical enquiries on maternal mortality 
carried out in Bombay, Calcutta, Delhi and Madras reveal certa in points of 
practica l interest. It emphasises the need for developing health services for 
prenatal care, adequate domiciliary and institutional midwifery services and 
close co-operation among the different age ncies conducting them. The report 
recommend prov ision of fac ilit ies for institutional t reatment for abnorma l 
midwifery a nd puerperal sepsis cases . It is suggested that the doctors and 
midwives employed for maternity serv ices should have know! dge on prevent ive 
aspects of maternal ca re a nd whereve r possible, se rvices of health vi itors hould 
be employed for educational a nd follow-up work. As anaemia forms an 
important cause of maternal deaths in I ndia, its diagnosi and early treatment 
durincr pregnancy is pointed out to be of vita l importance and pecial attention 
should be paid to th is condition. Wi th a view to ascertain from t ime to t ime 
the measures that might be nece a ry to improve maternal hea lth programme, 
correct information on mate rnal deaths honld be maintained and re ea rch 
in the field of maternal hea lth should be conducted . 

The summary of t he report has been prepa;ed with a view that findin cr 
of the enquiries would a- i t the ~ea lth ~epartment of the Province , tates 
an d Municipalities to plan materruty e rnces for urban and rural ar~a . . 
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