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CHAPTER I: INTRODUCTION 

ABSTRACT 

MDR has been explicitly identified in the RCH-II National Program Implementation Plan 

document as a strategy. Subsequently, according to the “Guidelines for the review of 

Maternal Deaths”, an interstate/UT maternal death review system was established.  

The Indian Government initiated the maternal mortality review process in 2010, aiming to 

improve the quality of obstetric care and reduce maternal mortality and morbidity by 

exploring the gaps between the needs of pregnancy and pregnancy in the health system. 

Therefore, guidelines for monitoring and review of response measures for maternal deaths 

have been developed, focusing on timely and complete notification of maternal deaths and 

emphasizing the need for response actions/measures in response to the review results. 

Monitoring and responding to maternal deaths is a continuous cycle of identifying, reporting 

and reviewing maternal deaths and then taking action to improve the quality of care in order 

to prevent future deaths. The entire MDSR process occurs at the community and facility 

level. 
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BACKGROUND 

As per latest report of National Sample Registration System (SRS), maternal mortality ratio 

of India for period 2016-18 is 113 per 1,00,000 live births which has declined by 17 points 

from 130 per 1,00,000 live births in 2014-16. [1]  

 

 

Based on MMR India’s current position is 119th globally. [3] Levels of maternal mortality  

   

 

 

 

 

 

Current MMR state: 

 

 

 

 

 

                                                                     Fig: 1 
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Two-thirds of all maternal deaths result from severe bleeding following childbirth, infections 

following childbirth, high blood pressure during pregnancy and complications resulting from 

delivery and unsafe abortions. [5] 

In order to improve the quality of obstetric care and reduce maternal mortality and morbidity 

the maternal death review and reporting process was initiated by Government of India in 

2010 by exploring the loopholes in the health system towards the requirements of pregnancy 

and childbirth. Despite the fact that pregnancy is not a disease and maternal death is not 

contagious, both positive and negative outcomes have mortality and morbidity 

consequences, which calls for a public health surveillance system. [6]  

The MDSR guidelines encompasses simple equipment for supporting States to monitor the 

processes such as templates for minutes of meeting, template for annual record and also 

supportive supervision checklists. A need for establishment of National level review 

mechanism and also National and State level monitoring mechanisms and systems for filling 

this gap was felt. National and State MDSR monitoring groups are accordingly being added 

under these guidelines. 
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The entire MDSR process occurs at the community and facility level. CB-MDSR 

(Community based maternal death surveillance and response review) is a method of 

interviewing family members or neighbors who caused death to determine the personal, 

family or community factors that may cause death. FB-MDSR (Facility based maternal death 

surveillance and response review) is done to improve the quality of services and the ability 

of facility to respond in emergency situations by assessing the details of services using the 

case sheet format and conducting interview of close family members, when needed. 

 

 

 

 

 

 

 

 

 

 

 

 



 

15  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

16  

 

The actual reporting system following a maternal death in community is mentioned below. 

                 ASHA reports maternal death in community on ASHWIN portal.  

ASHA facilitator confirms maternal death and forwards request to respective facility’s BCM 

                   Maternal death audit is conducted to review maternal death. 

                  Audit is conducted as per Form-5 i.e., Verbal Autopsy Format  

                    BCM confirms payment for first reporting of maternal death 

                                Actual maternal deaths are reported on HMIS 

 

Since the notification form for reporting of maternal death says “Notification form for death 

of women of 15-49 age” which gives rise to confusion as all the deaths occurring in age 

group 15-49 are reported as per this form, while not all the deaths are due to maternal causes 

leading to rise in the number of maternal deaths of the State. Hence, to answer this problem 

audits are conducted in order to establish if the death was due to maternal cause or not. 
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CHAPTER-II: METHODOLOGY 

Methodological Approach 

This study aims at conducting maternal death audit of all reported cases from 01st January 

2021 till 31st December 2021. The type of data collected was both qualitative and quantitative 

as both number of deaths and causes are undertaken. Primary data was collected for report 

making purpose.  

All the deaths occurring in transit, at home and at healthcare facility were undertaken and 

audited. 

Study Area and Study Population:  

Data of District Gaya was recorded. 

Duration of data collection was 1 year starting from 01st January 2021 till 31st December 

2022. 29 maternal deaths were reported. 

All reported deaths from all 24 blocks of Gaya were audited. 

Material and Method:  

 Descriptive study is conducted 

 Primary data is used 

 Verbal autopsy questionnaire and various forms as per mentioned in annexures of 

MDSR guidelines of NHM Bihar. 
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 Questions included were age of deceased, parity, cause of death, place of death, 

block, village and district. 

 Data recorded in excel sheets. 

Exclusion: 

 Only the females falling under age group 15-49 were considered. 

 Female deaths caused after 42 days of delivery and termination of pregnancy 

Outcome: 

 Data was analysed using Excel. 

 Number of maternal deaths caused block wise was reported and analyzedx. 

 Cause of maternal deaths was reported. 

 Effect of parity on maternal deaths was analysed. 

 All the causes for maternal deaths were studied. 

 Various forms included during data collection as mentioned in MDSR guidelines 

were also studied. 
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CHAPTER III: STATISTICAL ANALYSIS AND FINDINGS 

Descriptive Result of district Gaya 

Table 1: Number of maternal deaths reported on ASHWIN portal v/s the incentive paid. 

Month Maternal Deaths reported 

on ASHWIN portal (Jan 

21-Dec 21) 

Number of maternal 

deaths for which incentive 

is paid (Jan 21-Dec 21) 

January 23 09 

February 11 05 

March 19 17 

April 27 27 

May 32 13 

June 16 08 

July 14 09 

August 23 14 

September 20 17 

October 10 08 

November 21 05 
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December 39 29 

Total 255 161 

 

Table 2: Number of maternal deaths reported on ASHWIN portal v/s the number of maternal 

deaths reported on HMIS for duration January 2021 till December 2021. 

Month Maternal Deaths reported 

on ASHWIN portal (Jan 

21-Dec 21) 

Maternal deaths reported 

on HMIS (Jan 21-Dec 21) 

January 23 02 

February 11 03 

March 19 00 

April 27 00 

May 32 02 

June 16 00 

July 14 01 

August 23 02 

September 20 02 

October 10 01 

November 21 07 

December 39 09 

Total 255 29 
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Fig 2: Cause of death analysis on basis of deaths reported on HMIS 

 

 

 

 

 

 

 

Fig 3: Cause of death analysis on basis of audits conducted 
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Discussion 

 The descriptive results for Gaya clearly state that reporting of maternal deaths on 

both ASHWIN portal and on HMIS and the payment of incentive done against 

reported maternal death is not in synchronization. As shown in Table 1, the number 

of incentives paid is not as similar of the number of maternal deaths reported. One of 

the possible reason for this could be that payment can be done without any 

confirmation of audit conducted.  

 The number of maternal deaths reported on ASHWIN portal starting from month 

January till December for year 2021 and the number of deaths reported on HMIS for 

same duration is again not same. Against 255 reported maternal deaths on ASHWIN 
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only 29 deaths were reported on HMIS as shown in Table 2. Reason behind this is 

that the data on portal is entered without even establishing if the death was maternal 

or not. 

 ASHWIN portal was launched to improve the payment process for ASHAs but as 

shown in Table 1 only 63% of payments were done against all reported deaths. Also 

ASHWIN portal could be used as a platform to streamline the maternal death 

reporting system but is only being used as a tool for ASHA payment. 

 Community based maternal death reviews are useful to get insights in the causes 

and contributing factors to maternal death and to identify weaknesses in the 

maternal health care system from community level up to hospital level. It focusses 

on maternal care at community and health centre level and therefore goes beyond 

hospital based audits of maternal death.  

 Clearly the ability of verbal autopsy to identify exact cause of death is limited. An 

unusually high level of maternal deaths was attributed to anemia (26%), which may 

partly represent deaths related to hemorrhage. Earlier researchers who found that 

medical causes of many maternal deaths were not reported, even when a variety of  
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Limitations 

• Limited time span to conduct the study. 

• No document of evidence of medical history due to Social Stigmas.  

• The committee members assigned by the NHM to conduct the maternal audit have 

not been available in every audit.  

• Maternal death is reported in HMIS accurately but not audited properly. 

• The MDR can tell us a great deal about the process leading to maternal deaths. 

However, it cannot tell us much about the level and medical causes of maternal 

deaths.  
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Conclusion 

The project contributed to redressing some gaps in MDR. Lack of alertness leading to in-

transit deaths too have contributed in maternal deaths signalling towards the need for  

 

 

 

should be strong monitoring and supervision program to monitor ASHA’s payment in 

order to maintain transparency in the mechanism.  
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Instrumentation 
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In case of institutional delivery, 

treatment 
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Table 2 

Place 
Facility 1 Facility 2 

Village 

Name of Facility/ Level of 
referral 

Facility 1 Facility 2 
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