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Abstract: 

Background: The increase in maternal mortality in some regions of the world reflects the disparities in 

access to health services. The study aims at: determine the prevalence rate of maternal death during S/C 

in 5 years ago. 

Methodology: A descriptive analytical design was conducted in Kut City deals with medical records 

concerning death during cesarean section. By those records the data were collected and analyzed 

through descriptive statistical data analysis approach used to describe the study variables : Frequencies, 

and Percentages. 

Results: The study findings depicts the (30.8%) out total number of mortality by the C/s during the years 

2020 and in the same proportion were recorded in the 2016. 

Conclusions: The study concluded that the mortality rate was low followed by a very high mortality rate 

depending on the number of people entering the operation and the availability of health services 

Recommendations: It is need to be conducted to involve a national level to assess the associated factors 

with maternal mortality during Cesarean Section 

Key-wards: Prevalence, Mortality, Cesarean Section. 
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Introduction 

Maternal mortality is one of the world's most neglected issues, and progress has been gradual [1] 

[2]. This issue is highlighted in Millennium Development Goal 5 [3], which aims to enhance maternal 

health [4], with one of its most ambitious targets being a three-quarters reduction in maternal death 

between 1990 and 2015. The world community came to an agreement to combat maternal mortality. 

moms [5] [6], and that focusing on maternal health will have a significant influence, implying that it 

cannot be affected. This has been demonstrated to be a difficult task [7]. The current annual average rate 

of decline is less than 1%. Every year, approximately 500,000 women die from problems related to 

pregnancy and childbirth around the world. Sub-Saharan Africa is home to nearly half of these women 

[8][9][10]. In this region, however, the annual rate of decline is 0.1 percent [11]. The majority of these 

women died for obvious reasons. They die because they lack or have limited access to health care, or 

because the care they receive is of low quality [12]. They die of haemorrhage, sepsis, hypertensive 

disorders, unsafe abortion, protracted or obstructed labor - problems that can often be handled efficiently 

in a health system that provides experienced staff and postpartum care [13]. These causes are rooted in 

women's health and nutritional status, including HIV and anemia, as well as societal problems such as 

poverty, inequality, women's low status, and attitudes about women and their needs [14]. 

In many countries, the leading cause of death among women of reproductive age is still a severe 

public health issue, particularly in developing countries [15]. It explains that a maternal death is defined 

as the death of a woman while pregnant or within 42 days of the termination of the pregnancy, regardless 

of the duration or location of the pregnancy, from any cause related to or aggravated by the pregnancy or 

its management, but not from accidental or incidental causes. In 2005, the number of maternal deaths 

worldwide was expected to reach 536,000, up from 529,000 in 2000[16]. [17]. Every day, 1500 women 

die from pregnancy or pregnancy-related illnesses, according to a WHO report from 2008. The majority 

of these deaths occur in developing nations, and the majority of them are preventable. The highest 

disparity between industrialized and developing countries was found in maternal mortality[18], out of all 

the health statistics published by the World Health Organization. While 25% of women of reproductive 

age live in wealthy nations, they only account for 1% of maternal mortality worldwide, according to 

(2005). Developing countries account for 99 percent of all maternal deaths[19]. 

It's worth noting that the maternal mortality figures examined in this article exclude late maternal 

deaths that occur more frequently than deaths of pregnant women from external reasons such 



2
nd 

  INTERNATIONAL  SCIENTIFIC  CONFERENCE  FOR  HEALTH  

AND  MEDICAL SCIENCES  (ISCOHMS 2022) 

3 
 

unintentional injuries, killings, and suicides [19]. The apparent increase in maternal mortality over the 

last decade may have been aided by the rising trend in cesarean rates. In the United States, the cesarean 

delivery rate has increased by more than 50% in the last decade, from 20.7 percent in 1996 to 31.8 

percent in 2007 [12]. Cesarean section complications have been linked to increased maternal death, with 

a recent study indicating that cesarean delivery has an 8 to 10 times higher maternal mortality risk than 

vaginal birth. This data is supported by our ecological study, which shows that states with greater 

cesarean rates have higher maternal mortality rates. Despite significant reductions in overall maternal 

death from 1935 to 2007, black women, women in lower socioeconomic categories, and women in many 

states continue to face much higher maternal mortality risks[20]. These significant social gaps provide a 

significant problem for the United States' health-care system, since they could signal significant 

inequality in access to high-quality obstetric treatment. Most states' maternal mortality rates, as well as 

those of all racial/ethnic groups, now fall short of the Healthy People 2010 goal of deaths per 100,000 

live births. While none of the major racial/ethnic groups fulfilled the 2010 objective in 2007, maternal 

mortality rates for American Indian/Alaska Native women and non-Hispanic black women were four and 

eight times higher, respectively, in 2005-2007. Women in all states except Indiana, North [21] between 

2003 and 2007. 

Material Patients and methods 

For the current investigation, a descriptive analytical design was used in conjunction with a randomized 

sample strategy in order to meet the stated objectives. The research will be carried out at the AL-Batool 

Hospital in Kut City. The study instrument was based on statistical records rather than the questionnaire, 

which was the data gathering method. Statistical analysis: To analyze and assess the study's data, the 

statistical data analysis approach (SPSS-ver.20) is employed. To define the study variables, a descriptive 

statistical data analysis approach was used: Percentages and Frequencies. 

Discussion: 

Although maternal mortality is uncommon, maternal morbidity, or the severe maternal morbidity: 

mortality ratio, more accurately reflects the quality of care and has become a key indicator of maternal 

health. There is a year-to-year variation in mortality, with AL-Babol Hospital in Kut City reporting the 

highest number of deaths due to caesarean section in 2020, despite the fact that this rate was very high 

prior to 2019. Availability of health treatments, as well as awareness of the risks of C/s, are dependent 

on the country's economic status throughout the last five years. 
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According to statistics, around 830 women die every day owing to preventable factors associated to 

pregnancy and childbirth. Maternal deaths account for 99 percent of all deaths in developing nations. 

Maternal mortality rates are particularly high in rural areas and among the poor. Pregnancy problems 

and death are more likely in adolescents than in older women. Skilled treatment can save the lives of 

mothers and their newborns before, during, and after delivery. Between 1990 and 2015, maternal death 

rates dropped by 44%. The objective of lowering the global maternal death rate to fewer than 70 per 

100,000 live births between 2016 and 2030, as part of the execution of the Sustainable Development 

Goals[25][20]. 

In addition, having access to caesarean birth is a critical method for lowering infant and mother 

mortality. Overuse, on the other hand, can be hazardous to both the mother and the newborn. To 

improve maternal and newborn outcomes, the World Health Organization (WHO) recommends that CS 

rates not exceed 10 to 15 per 100 live births. However, Molina G et al. found that the optimal caesarean 

rate should be below 19.1% in a survey of WHO member states representing 97.6% of all live births 

worldwide [21]. 

The majority of maternal deaths (73%) are caused by direct causes, while the remaining 27% are caused 

by indirect causes. Haemorrhage (27.1%), hypertensive disorders (14%), sepsis (10.7%), abortion 

(7.9%), and embolism (7.9%) are the leading direct causes (3.2 percent ) [22]. 

A 88.3 percent of all hypertension disorders are eclampsia and pre-eclampsia. Puerperal sepsis is the 

most common cause of infection. Cardiovascular diseases (9%), cerebrovascular accidents (7%), 

pulmonary system disorders (8%), gastrointestinal system disorders (4%), and other indirect causes are 

the leading causes of maternal death (9 percent) [13]. 

Conclusion: 

The study concluded that depending on the number of persons undergoing the operation and the 

availability of health care, the mortality rate was low, followed by a very high mortality rate. It is 

necessary to perform research at a national level to determine the factors linked to maternal death during 

Cesarean Section. 
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This graph shows that mortality from short-term operations were highest in 2016 and lowest in 

2020, with the death rate in 2019 being the lowest in years. 

 

 

 


