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Abstract

Objectives: To assess knowledge and awareness of medical students about maternal mortality

in Pakistan.

Methods: A cross sectional survey of graduating medical students of Final Years MBBS was

conducted in Hamdard University Hospital using a pre-tested self administered questionnaire.

A total of 100 i.e 85 students and 15 house surgeons filled the questionnaire.The data was

analysed on SPSS.

Results: Only 35% of medical students knew about maternal mortality ratio (MMR) of Paki-
stan, where as only 55 percents responded correctly about causes of high MMR. They don’t

have correct idea about social factors and “4 delays” responsible for mortality in our society.

Conclusion: The overall result suggests that our young graduating medical students are

not aware of the health situation of Pakistan. They have no idea about basic problems in the

society and community about maternal mortality and their role in improving the situation. It

is now high time that community based education and training should be introduced in the

curriculum so that these young doctors can be utilized in order to achieve the targets set under

millennium development goal.
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Introduction:

According to WHO, a maternal death in defined
as a death of women while pregnant or within 42
days of the end of the pregnancy;, irrespective of
the duration and the site of the pregnancy, from
any cause related or aggravated by the pregnan-
cy or its management, but not from accidental
orincidental causes'. worldwide, nearly 600,000
women between the ages of 15 and 49 die ev-
ery year as a result of complications arising from
pregnancy and childbirth. The tragedy is that
these women die not from disease, but during
the normal, life-enhancing process of procre-
ation. Most of these deaths could be avoided if
preventive measures were taken and adequate
care was available. For every woman who dies,
many more suffer from serious conditions that
can affect them for the rest of their lives. Mater-

nal mortality is an indicator of disparity and in-

equity between men and women and its extent
is a sign of women’s place in society and their ac-
cess to social, health and nutrition services and

to economic opportunities.

Maternal mortality represents the largest and
the most persistant gap in health indicators be-
tween the developed and developing countries.
The maternal mortality ratio (MMR), which
measures the risk of death per pregnancy, is
upto 40 times higher in some African countries
than the countries or Northern Europe’. MMR
is believed to be the most sensitive indicator
of woman’s status in a society and of the qual-
ity and accessibility of maternal health services

available to women.

In Pakistan every year, an estimated 30,000

maternal deaths occur which translates to one
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women dying every 20 minutes®. With this high
maternal mortality figures Pakistan is a signa-
tory to the millennium declaration 2000, which
has set the goal (MDGS) to reduce the MMR
to less than 140 by 2015. At present the MMR
of Pakistan is 276/100,000 live birth according
to PDH survey 2006-7 (excluding non-mater-
nal death during pregnancy and 6 weeks post
partum)*. Previously it was reported even high-
er i.e between 350 to 500 / 100,000 live births.
This high figure is due to the fact that 40% of
pregnant woman do not receive skilled prenatal
care or full protection against tetanus4. More-
over almost three fourth (76.7% of the births
take place at home, 31% women are assisted by
skilled health provider at birth®. Delays in seek-
ing medical care for obstetric complication are

common.

The poor health and nutrition of women and
the lack of care also compromise the health and
survival of the infants and children they leave
behind. It is estimated that two thirds of in-
fant deaths, each year results largely from poor
maternal health and hygiene, inadequate care,
inefficient management of delivery and lack
of essential care of the new born within first
hour of life6. Maternal mortality is not merely
a “health disadvantage’, it is a “social disadvan-
tage”. Health, social and economic interventions
are most effective when they are implemented

simultaneously.

Medical students, young doctor (house officer)
and GP’s have a very important role in increas-

ing awareness about the factor responsible for

Table 1:
Correct Incorrect Non-response

What is the MMR of Pakistan? 35% 65% -
Is this figure high or acceptable? 100%
Causes of maternal mortality in West 12% 75% 6%
Causes of maternal mortality in Pakistan ~ 55% 39% 6%
Leading cause of death in Pakistan 50% 44% 6%
Social factors involved in high maternal 30% 64% 6%
mortality
Role of students and young doctors in 48% 27% 25%
improving MMR

Weightage of this topic in the curriculum ~ 100%
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maternal mortality, prevention of anaemia,
vaccination, for providing ANC at BHU and
recognizing high risk pregnancies, arranging
timely referrals. Health promotion by educat-
ing the family about the health, nutrition of the
pregnant lady and sensitizing the family to avail
medical facilities for prenatal, intra partum and

post partum care.

The purpose of doing this study was to asses the
knowledge among young doctors and medical
students of Hamdard University Hospital re-
garding this important health issue.

Subject and methods:

The study was conducted at Hamdard Universi-
ty Hospital . A cross sectional survey of medical
students of Final Years MBBS was conducted us-
ing a pre-tested self administered questionnaire.
About 85 students and 1S house surgeons filled
the questionnaire i.e. 100 were answered. The

data was evaluated and analysed on SPSS.

Results:
About 100 questionnaire were filled 85 were the
Final year MBBS students and 15 were house
surgeons.

Table clearly shows that only 35% of students
reported correctly about the MMR of Pakistan
and 65% gave wrong answers. The correct an-
swer in our key was 276/100,000 live births. So
the respondent who answered around this figure
(250-350) were marked correctly. Nationally
representative figures for maternal mortality ra-
tio are unavailable because system for registering
births and deaths is unreliable and incomplete.
In the absence of reliable data, different esti-
mates of MMR have been reported, with wide
fluctuation between 3507 and 5008 per 100,000
live births. The latest figures of 276,/100,000
livebirths are still not in text so those who an-
swered till 350 were marked correct .

As the causes of mortality are almost same all
over the world but the relative contribution
of each cause varies from country to country.
When causes of maternal mortality in West were

asked only 12% of the students answer correctly
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while 75% gave incorrect answer and 13% did
not responded. The key for correct answer was
thromboembolism, early pregnancy deaths, hy-
pertension, hemorrhage. When causes of mater-
nal mortality in Pakistan were asked 55% gave
the correct answer and 39% gave incorrect while
6% did not responded. The key was hemorrhage,
hypertension including eclampsia, obstructed
labour, sepsis and abortion.

Regarding the leading cause of maternal mor-
tality in Pakistan 50% marked correct answer
which was haemorrhage while 44% were incor-
rect and 6% were non-responders.

In the end table showed social factors respon-
sible for high maternal mortality. 30% gave the
correct answer which were first 3 of “4 delays”.
Ist delay: delay in identifying a complication
2nd delay: delay in making a decision to seek
treatment

3rd delay: delay in getting the women to the
health care centre

4th delay: delay in receiving quality treatment 9

While 64% of the students just enlist poverty,
malnutrition and lack of education and 6% of
the students did not responded.

Regarding role of medical students and young
doctors to improve this high figure of maternal
mortality 48% respondent correctly while 52%
did not have an idea what role they can play in
this situation. The expected answers were visit-
ing the villages, providing antenatal care, tetanus
toxoid vaccination, counseling of the family and
sensitization of the community for this health
issue.

100% of the responders were in favour to give
more weightage to this topic in curriculum as it
is a big health issue.

Discussion:

This study aimed to asses

1. Knowledge of medical students appearing
in final year M.B.,B.S. exam about the ma-
ternal mortality in Pakistan

2. Awareness about there role in reducing the

high figure
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3. Importance of this topic in the PMDC cur-
riculum

This study provides the evidence that the over-
all knowledge among students was average. Re-
garding MMR in Pakistan estimated figure was
not correct in 65% of the responders. Only 35%
gave correct answer but all were of the opinion
that the figure is very high as in Sub Saharan Af-
rica and needs to controlled through effective

strategies.

The causes of maternal mortality are similar all
over the world, although overall rates and the
relative contribution of each cause vary from
Knowledge about the
major cause of maternal mortality in west was

country to country'.

responded correctly by 15% only (thromboem-
bolism, hypertension, early pregnancy cases,
heamorrhage)'". Five major causes have been
attributed to bring MMR in Pakistan. These are
heamorrhage, hypertension including eclamp-
sia, sepsis, obstructed labour ruptured uterus
and abortion'>. Our survey showed that 60%
of the students have some idea about the major
causes while 40% even don’t know which is an
eye opening situation for the trainers at under
graduate level. This problem can be rectified
by giving more weightage to this topic in cur-
riculum, re-structuring the training program of
gynae/Obs clinical students by making it com-
munity based and scenario based (clinical drills)
rather than just teaching the theory in the lec-
ture hall

Their training programe should incorporate the
principles of risk management as developed in
the spheres of psychology, aviation and high re-
liability organization, they should be at the core
of undergraduates, post graduates and lifelong
learning.'*

The leading cause of death is heamorrhage in
Pakistan which was answered by 50% of the stu-
dents. As far as the post partum heamorrhage is
concerned even a healthy women after having a
normal vaginal delivery of a healthy child can be
develop this life threatening complication which

needs emergency obstetric care at that point. If
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these trained health professionals will be pres-
ent at BHU they can give basic first aid and can
transfer the patient to proper place DHQ/ter-
tiary care centre to reduce the first and second
delays. All over Pakistan there are 57 Medical
colleges both private and public sector produc-
ingaround 8000 fresh graduates each year. These
already trained professionals can be utilized in
the community and in rural areas provided they
are trained on these lines.

PMDC can make it mandatory to have one
month job in rural areas to get M.B.,B.S. certifi-
cate. They can be a good help in counseling at
the community level regarding health education
utilization of medical facilities, awareness about
the female health, antenatal care. They can do
data collection of the villages and rural area.

Regarding the social factors responsible for this
high MMR only 30% give the correct answer
while 70% were of the opinion that malnutrition
poverty and ignorance is the cause. They have
addressed very basic issues which are global
problem but have not focused on the “4-delays”
and risk factors of the delays causing maternal
mortality. This was because of the fact that they
never visited the community and community
based education is never included in the cur-

riculum.

Poverty is a global issue, literacy rate can’t be
raised to a great extent. Country’s over all eco-
nomic wealth is not in itself the most important
determinant of maternal mortality. There are
various examples of countries with modest lev-
els of GNP have achieved low maternal mortal-
ity by establishing community based maternal
health came system comprising prenatal, deliv-
ery and post partum came and a system of refer-
ral to a high level of care in the event of obstetric
complication example is Brazil, China, Malaysia
and Bangladesh".

Reducing maternal mortality requires coordinat-
ed, long-term efforts. Actions are needed within
families and communities, in society as a whole,
in health systems, and at the level of national leg-

islation and policy. Further, interactions among
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the intervention in these areas are critical to re-
ducing maternal mortality and to building and
supporting momentum for change. Protocols
and statutes aimed at providing both routine
maternal care and referral facilities for obstetric
complications at each level of the health system
need to be developed. Responsibilities at each
level for supervision, deployment of healthcare
personnel, remuneration, and reporting proce-
dures must be defined nationally. Development
and promotion of education and training curri-
cula are important, as is the setting of national
norms and standards to govern the selection of
trainees, trainers, and supervisors.

The role of the health sector in reducing ma-
ternal mortality is to ensure the availability of
good-quality essential services to all women
during pregnancy and childbirth. With a mini-
mum of good care most women will complete
their pregnancies uneventfully; without it, wom-
en frequently suffer avoidable complications,
which are sometimes life-threatening and often
have long-lasting consequences. There is a grow-
ing understanding that, while certain pregnancy
complications can be prevented, a large propor-
tion that occur, particularly around the time of
birth, can be neither prevented nor predicted.
Clearly, the presence of trained professional is
crucial for the early detection and appropriate,
timely management of such complications.

To achieve this within limited resources these
students and young doctors are an important
cadre of health professionals, therefore the cur-
riculum should lay emphasis on community
based clinically oriented teaching as also was the
same opinion by 100% of the students.

Limitation of our study was small sample size.
Such surveys are required on a larger scale to
assess the knowledge and perception of youth
about health care situation of their country and
progress towards MDG goals.
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