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Background Causes of Maternal deaths
v' As compared to state average of 88% of reported

v' PPH and Sepsis are the most common cause contributing to
34% (204) and 15% (89) of total maternal deaths in Gujarat
respectively. Obstructed

d The latest estimate of MMR for Gujarat is 148 per 1 lakh live deaths reviewed by CDHO, 18 districts CDHO had
births (SRS 2007-09 report). The State has to achieve <100
MMR by 2015 to comply the MDGs.

d The importance of MDR lies in the fact that it provides
detailed information on various factors at facility, district,
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d Place of Maternal Death: Eighty eight women
(14.3%) died on the way to hospital. 146 (23.7%)

0 deaths

B 13 deaths females died in private hospital. 180 (29.2%) died at
4-6 deaths government health facility.
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Fig. 3 Taluka wise Maternal Deaths Reported in Gujarat (April 11 to March 12)
J District-wise reporting and review of maternal deaths in
Gujarat (April 2011- March 2012):
v" 11 out of 26 districts reported maternal deaths more than the
State average of 47% reported deaths as compared to
estimated deaths. 15 out of 26 districts reported less than the

maternal deaths (75%) occurred in the post partum
period., followed by ante-partum period with 19%
and intrapartum period contributed to 6% of
maternal deaths. Within 48 hours of pregnancy the
proportion of maternal deaths is very high
contributing to 61% of total maternal deaths.
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