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Abstract

In developing countries like India, maternal mortal#yio is still very high. Different socio demograpfiactors are responsible beside the medical factors
for this high ratio. Government of India has taken ynsteps for the improvement of health of pregnantramding women and women in reproductive
age group. But, the result is not satisfactory en@gyfar as the maternal mortality ratio is consideedly age of marriage among women, early age of
pregnancy, high birth rates, and less spacing bettvezdeliveries are some social factors which cause&se in maternal mortality ratio. Beside these,
high rate of malnutrition among women is also congidéo be a social problem. On the other hand, medaaitions, like ante-partum hemorrhage,
post-partum hemorrhage, anemia, eclampsia, ectopgnaney, rupture uterus also form a significant praporof maternal mortality—but most of these
are preventable. In this scenario the review work darse to find out the problem of maternal mortalitylndia, its causes and possible ways of

preventing it as well as to find out the strategiedertaken by Government to reduce it.
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INTRODUCTION
A Any health or health related problem which affectgaat majority of

N Switzerland and 1 Francée Even the neighbor country ke
Sri Lanka has MMR of 35/100,000 live birth; Nepahsh

people and hampers the progressaof area or nation or which damages 170/100,000 live birth. On th_e other hand Banglbdess
normal lifestyle of people anthoreover which is preventable at least MMR of 240/100,000 live birth; Pakistan has MMR of

to a certain extent, can be called a public hepfibblem. In
developing country like India, in the patriarchatiety the social
position of a vast majority of women is not up e tmark. This
creates a dreadful public health problem-high MaeMortality
Ratio (MMR). MMR is defined as death of a woman lehi
pregnant or within 42 days of termination of pregna
irrespective of the duration and site of pregnafigm any cause
related to or aggravated by pregnancy or its manage but not
from accidental or incidental caus8sThe early age of marriage
of women, high birth rate, less spacing betweenbihth of two
children, lack of knowledge regarding danger sighpregnancy,
high rate of home delivery and delivery by unskilldirth
attendant-all can lead to high maternal mortakityor (MMR). The
condition is more dangerous in mothers living irrdh#éo reach
area. Maternal mortality ratio is higher in poossrction of the
community and in rural area. The culture and custdrave a
strong relationship with the maternal mortalityisatn some areas
the incidence of septic abortion is high which eitmay be due to
unwanted pregnancy or due to practice of femaleifiet The lack
of proper care to pregnant mothers leads to thmipraper
nutrition, insufficient rest as well as severe aieall these can
increase MMR. Medical conditions like eclampsiateapartum
hemorrhage, post-partum hemorrhage all have inededi$R.

Global problem

Maternal Mortality Ratio (MMR) is very high in Indi
Even in 2010 India has MMR of 200/100,000 live Hit As
compared to 21/100,000 live birth in USA, 15/100,00e birth
in New Zealand, 12/100,000 live birth in UK, 8/1000 live birth

Addressfor correspondence*

Dr. Pratyay Pratim Datta,

Flat-301, Bipasa Apartment, 24/1/A S.S.Sen Road,
Berhampore, Murshidabad, West Bengal, India, PIN-
742101 E-mail address: pratyaypratimdatta@gmail.com

260/100,000 live birtff! African countries have more problems
regarding MMR: Nigeria has MMR of 630/100,000 likith,
Uganda has MMR of 310/100,000 live birth; Tanzahis
MMR of 460/100,000 live birtif! So, it can be said that MMR
has a negative correlation with the developmernhefcountry-
not only economical but also social. The healthkisee
behavior varies widely around the world. It hasrbseen that
in countries having high rate of institutional deliy, MMR is
less. Strong primary health care facility, hometuy female
community health worker has reduced the problensdme
areas. Even in same country the culture, customigsvérom
community to community. The people living in hiind tribal
area are in more critical condition. Less care oimen from
the childhood leads to a malnourished adolescent, gi
malnourished pregnant mother and ultimately thatherogives
birth to a malnourished baby. If the baby is fem#he same
procedure repeats. MMR is high in malnourished wome

With the advancement of medical science the avelitge
span of people has increased greatly in recensybat the rate of
decrease of MMR is often not up to the mark. Whefarge
proportion of people are living up to a very oleeam that scenario
the death of a person at early age due to the qorsee of a
physiological process cannot be accepted. Partlgutaost of
these maternal deaths are preventable. The cosirdre taking
some initiatives to reduce MMR. But if proper plam
monitoring and implementation of the program foe thenefit of
mothers are not undertaken, the condition will notprove
particularly in developing countries or under depeld countries.
Only a small proportion of the main problem candséimated if
we measure only the MMR. The event of death of mtls only
the tip of iceberg. Many women are suffering fronemia, lack of
care from the family, pre-eclampsia, eclampsiacghda previa,
post-partum hemorrhage and sepsis. Only a smafioption is
dying. On the other hand, majority are facing tbete and chronic
consequences of these complications. This may teddw birth
weight of newborn and also high rate of perinatal,
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neonatal, infant mortality. A malnourished childskame to the
society if the child has become malnourished due poeventable
cause. Overall the future productivity of a natwii be decreased
if urgent action for the care of the mother is tadten.

Etiology

The main reasons behind the high MMR in India ar
said to be as follows:

1.Early age of marriage and pregnancy when theigyirl
not suitable enough to become pregnant. MMR is dotnbe
high in teenage pregnancy.

2.Delay in the time of complication of pregnancyhisi
delay is of three types. First delay occurs whes abmplication
has aroused up to the time of taking decision togbthe lady to
health facility. The family members are often nensitized or may
not take the complication seriously so that thitagle&ean occur.
The second delay occurs from the time of takingsiee to bring
her to health facility to the time of actually réawy to the health
facility. Due to non-availability or high cost afansport or due to
the long distance of health facility from the faynithis delay can
occur. The third delay occurs after reaching thalthefacility to
actually receiving the treatment.

3.Ante-partum hemorrhage: In rural India the scope
diagnosing placenta previa is limited. Even manythes do
not take vaginal bleeding during pregnancy serioubhis can
lead to huge blood loss and death.

4.Eclampsia: Mothers who are not regularly coming t
antenatal clinic, often have undiagnosed hypertensir pre-
eclampsia. Suddenly eclampsia may cause mothexth.de

(ASHA) [9] and sensitizing mothers about the neédafiing
one extra meal, eight hours sleep at night andhewrs rest at
daytime, early detection of complication of pregraretc.
ASHAs educate the mothers about the need of itistital
delivery and delivery by skilled birth attendant.
4.Provision of arrangement of mothers' meeting yever
th at Anganwadi cent&f’
5.Establishment of First Referral Units (FRUS), at

block level having provision of normal delivery, esarian
section and assisted vaginal delivery. FRUs areppgd with
gynecologists, pediatricians, anesthetists anddbtoansfusion
facility.

6.Under Janani Sukarsha Yojona scheme mothers get
incentive if the delivery occurs at Government adied
institutions|[8].

7.Under VandeMataram scheme gynecologists who are
not in Governmental service, if treat pregnant dadiat
Government facilities free of cost, then they reeea particular
amount of incentive from the Government and also\gnde
Mataram certificate.

8.All community health centers and most of the jaiiyn
health centers have started 24 hours normal dglsewice.

9.Some vehicles have been fixed from the Government
for bringing pregnant ladies to health facility.

10. Some NGOs are working for pregnant ladies in
hard to reach area like hilly areas and delta dddike Sundarban.
Future scope

e
mon

5.Post-partum hemorrhage (PPH): Death due to PPFhe problem of high MMR in India has been well net by

mainly occurs in home delivery or delivery by uimed birth
attendant and the main causes are uterine atonyedathed
placenta.

6.Septic abortion: Mainly due to unwanted pregnarrcy
use of female feticide mainly by untrained pers@wme septic
abortion may be result of domestic violence.

7.Anemia; Severe anemia can cause death partigula
when other complications are also there.

8.Rupture uterus: May be due to post caesariamogect
pregnancy or domestic violence.

9.Hydatidiform mole

10. High birth rate

11. Very less spacing between two preghancies
Strategiesto control MMR

our Government. Community participation is much enor
necessary in RCH programme so that mothers take their
own programme. Often the birth control strategies mnot
supported by the family members. So, male involvene the
programme is necessary. Harsh punishment of disigreenter
staffs engaged in sex determination of fetus cduae female
feticide use and consequent septic abortion. Sexadidn in
Bdolescence and delivering knowledge about the iitapce of
barrier contraceptives can reduce pre-marital megyp and
death due to septic abortion. The education of gittontinued,
then usually the age of marriage is higher. Soafereducation
should be given sufficient importance. Repeated éhansits
and mothers' meeting can improve the rate of ingtial
delivery. For this the mother-in-law should also densitized.
Pregnant mothers should be regularly informed atimeitneed
of taking iron and folic acid supplementation dgrthe time of
pregnancy. Many FRUs are not equipped with andsthand
blood transfusion facility. Government should takeoper

For the overall improvement of health of mothers imgction for it. Increase in the number of seats astgraduation

India, different strategies are being taken sindeng time!*®’
For the betterment of pregnant mothers, Governrémhdia
has launched reproductive and child health prograniin
(RCH-II) from 1st April, 2005”7 Recently Janani Suraksha
Yojona (JSY) scheme has also been started on ljatih 2005
for pregnant ladie§! The benefits and strategies for pregnan

ladies are as follows:
1.Establishment of antenatal clinic in periphery
2.Provision of early detection of pregnancy, reguelaeck-
up of blood pressure, hemoglobin, fetal growth fi€eost.
3.Regular home visit by Accredited Social Healttivist

{?EF
1.

in anesthesiology as well as in-service training noédical
officers in anesthesia can solve the acute crissnesthetists.
The overall development of a nation in educati@thhology
and economy can lead to ultimate solution of thedblam.
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