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Maternal mortality is defined as the death of a wom-
an during pregnancy, childbirth, or in the 42 days 
following the termination of pregnancy, for any 

cause aggravated by the pregnancy or as a result of the birth-
ing process.1 As a health indicator, it is measured as the 

number of maternal deaths per 100 000 live births. This mea-
surement is generally used to evaluate the availability and 
quality of access to maternal health services.

Mexico accepted the un Millennium Development Goals, 
which included reducing maternal deaths by 75 percent be-
tween 1990 and 2015. However, as mentioned in other con-
tributions on this topic, our country has officially recognized 
that it did not meet this goal.2

The efforts to diminish maternal mortality in Mexico began 
in 1921, 100 years ago in 2021. Almost a century ago, then, 
at the first Mexican Congress on Children, the proposal was 
made to protect mothers. As a result of those agreements, in 
1929, the Maternity House was established on the initiative 
of a visionary doctor dedicated to caring for women, Dr. Isidro 
Espinosa de los Reyes, after whom today’s National Perina-
tal Institute was named in 2007. Once the institution was set 
up, in 1930, it reported a maternal mortality rate of 60 wom-
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Women of reproductive age  
are the group with the greatest prevalence  

of overweight and obesity in Mexico,  
and these conditions increase risks of pathologies  

like preeclampsia.

en per 10 000 recent live births (lb); and in 1944, when the 
Mexican Social Security Institute (imss) was created, the num-
ber had dropped to 35 deaths per 10 000 lb.

During the 1960s and 1970s, very important efforts were 
made to harmonize medical care during birth, producing a 
drop in maternal mortality in the most advanced obstetrics 
hospital of the time, the Gynecological-obstetrics Hospital 
Number 1, which reported 15 deaths per 10 000 lb. In 1985, 
the figures were 110 to 120 deaths per 100 000 lb, and in 
1990, the General Statistics Office reported 95 deaths per 
100 000 lb. In an effort to review the evolution of maternal 
mortality, in 1997, an analysis of the previous 25 years was pub-
lished, showing rates of 90.30 to 57.15 deaths per 100 000 
lb. The last imss report for 2000 to 2005 shows a reduction 
from 39 to 27 deaths per 100 000 lb. Mexico’s Ministry of 
Health Report for 2009 cited an evolution of maternal mor-
tality from 2006 to 2008 from 62.58 to 50.8 deaths per 100 000 
lb. Today in Mexico, the official rate is 38.3 according to the 
Maternal Mortality Observatory, which matches other sourc-
es very closely.3

The main causes of maternal deaths in Mexico between 
2010 and 2012 were the so-called “indirect” causes (28.2 percent), 
preeclampsia (23.7 percent), obstetrical hemorrhage (17.5 per-
cent), and those associated with abortions (8.9 percent).4

One matter of concern in these figures is that many of 
the reports indicate that marginalized groups such as wom-
en from low socio-economic strata, indigenous women, those 
who live in towns with fewer than 2 500 inhabitants, and teens 
are exposed to the greatest risk factors because they do not 
receive appropriate obstetric care. The hospitals of the Min-
istry of Health are responsible for care for this sector of the 
population since it is there that women without steady jobs 
go; and it is in their hospitals that the greatest number of deaths 
occurs. For this reason, maternal mortality in our country is 
a multifaceted public health problem since it is related to 
health-service coverage and quality, as well as socio-econom-
ic and cultural factors; this is why lowering both mortality 
and morbidity (illness) rates is a health challenge.5

The most recent change in the epidemiological framework 
of maternal deaths in our country is the increase in indirect 
causes: those linked to an illness that existed before pregnancy 
or one which evolved during pregnancy. The condition is not 
directly due to the pregnancy, but it is worsened by the process 
of the gestation. Among the most common indirect causes 
are infections, diabetes mellitus, chronic hypertension, cardio-
myopathy, different kinds of leukemia, purpura, encephalo p-
athy, asthma, and chronic liver disease.6

The influenza epidemic in Mexico in 2009 contributed 
to an increased number of deaths of pregnant women since 
they are one of the groups most vulnerable to the ah1n1 
virus. Pneumonia due to influenza was the basic cause of 
16.4 percent of the deaths registered in 2009, in contrast to 
2008, when it was only cited as the cause of 1.4 percent of 
deaths. hiv also has an impact on maternal death rates. The 
importance of both diseases lies in the fact that they both 
make caring for women during pregnancy, the birth, or post-
partum more complicated.7

Women of reproductive age are the group with the great-
est prevalence of overweight and obesity in Mexico, and these 
conditions increase risks during a Cesarean birth or the prob-
ability of pathologies like preeclampsia, gestational diabetes, 
miscarriage, and different conditions that affect women’s 
health before pregnancy. Some researchers have demonstrat-
ed that there is a greater risk of congenital malformations in 
babies born to obese women, including malformations of the 
neural tube or the heart. We also know that the children of 
obese women are more likely to present with obesity and 
later with diabetes mellitus, particularly if they were born 
prematurely.8 

Obese or overweight women over the age of 40 constitute 
a special group that must be evaluated extensively before 
becoming pregnant. The reason is that they are seven times 
more likely to die due to causes linked to a pregnancy, particu-
larly from indirect causes. In these pregnancies, appropriate 
birth control, pre-conception counseling, early identification 
of pathologies, and timely referral to specialized hospitals are 
the measures that can diminish the number of deaths.9

For many years hypertension associated with pregnancy 
was the primary cause of maternal death in Mexico and in 
many other places. It presents as a condition that manifests 
clinically after the first 20 weeks of pregnancy. A late diag-
nosis means that the patient does not have the chance to be 
referred to specialized medical services where she can be cared 
for in the serious phases of the disease. Its most common 
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As a country of contrasts,  
Mexico is attempting to carry out 

plans for nutritional health, 
but they are far from universal. 

form is preeclampsia, which manifests through hypertension, 
proteinuria, and systemic damage. When in addition to these 
symptoms, the patient suffers from convulsions, she has ec-
lampsia. The possibility of a preeclampsia patient evolving to 
its more serious form is about 33 percent, according to na-
tional mortality statistics.

Eclampsia requires hospitalization in an intensive care unit; 
this may include assisted breathing therapies, neurological 
assessment, and continual care by experts in intensive care 
and hematology experienced in this critical condition. The 
main way to decrease the risks once the possibility has been 
detected that the patient may have it is to refer her to servi ces 
specialized in clinical control using complex methodologies. 
The unpredictable nature of this condition makes it neces-
sary to have measures for detecting it among all levels of the 
population.10

Another direct cause of maternal death, whose frequen-
cy is close to that of hypertensive disorders of pregnancy, is 
obstetrical hemorrhage. This can present from the third tri-
mester of pregnancy until the late post-partum period; the 
latter is responsible for 50 percent of the cases. One study has 
shown that 88 percent of these deaths happen in the first four 
hours. This is the main cause of maternal morbidity in many 
parts of the world and one of the three main causes of ma-
ternal death, together with hypertensive disorders and sepsis. 

Hemorrhage is defined as the loss of 500 milliliters or more 
of blood after birth or of 1 000 milliliters or more after a Ce-
sarean, although this definition is completely subjective. Its 
prevalence varies widely depending on the criteria used, but 
it is calculated that it presents in from three to five percent 
of all births.

Unfortunately, 80 percent of patients with obstetrical hem-
orrhage do not have predictable risk factors. This means that 
the medical team and hospital units must always be prepared 
to deal with it.

Pregnancy is a period which offers the opportunity to have 
a positive impact in the life of a mother and her child. Many 
of the prenatal control programs already involve nutritional 
care as one of their mainstays, although it is important to un-
derline that it is often underestimated by both health profes-
sionals and patients. Changes in maternal weight significantly 
influence the evolution of the pregnancy, the birth, and the 
newborn.

As a country of contrasts, Mexico is precisely attempting 
to carry out plans for nutritional health, but they are far from 
universal. However, every single doctor, health professional, 

and patient must take an interest in them. We have to remem-
ber that strategic measures like reducing sedentary lifestyles 
during pregnancy itself and an appropriate control of diet will 
have a positive impact on the health of our population 30 
years from now, when those newborns have become adults.

The fight against maternal mortality must be waged from 
different perspectives and with different strategies. Lack of 
access to quality health care due to the patient’s location, 
the distance to a health center, and the lack of transportation 
is the main obstacle to reducing that risk. It is important to 
point out that 57.6 percent of maternal deaths occur in fed-
eral or state clinics or hospitals, and they are not always due 
to the institutions’ lack of materials or resources.

At times, resorting to alternative and traditional medicine 
can impede or delay sending these women to health services 
that could identify the pathology and channel the patient to 
a larger hospital with the capacity to deal with the problem. 
In these cases, the delay in delivering highly specialized med-
ical care to marginalized communities contributes to keeping 
maternal mortality high, particularly in cases of obstetrical 
hemorrhage and in emergencies like eclampsia, in which it is 
unlikely that women will arrive alive or without consequences 
to the specialized center with the trained personnel, equip-
ment, and medications needed to deal with these kinds of 
complications.

Other barriers are the quality of care and the resistance 
to change and even the attitudes of medical staff regarding 
new technologies, equipment, and medications. For example, 
despite the effectiveness of magnesium sulfate in handling 
preeclampsia, several researchers have documented the fact 
that it is not routinely administered, but is used only in teach-
ing hospitals. The unavailability of certain medications, of 
health professionals who know how to use them, and the costs 
are other obstacles.11

Maternal mortality is a problem that involves us all, and 
we have to make everyone aware on every level of the pos-
sibilities of decreasing the risk factors in a stage of life as 
vulnerable as pregnancy. The media must flood popular cul-
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ture with information about the problem, and the government 
must strengthen already existing programs since we all have 
the right to health and no woman should die in childbirth.

To contribute to this objective, the unam School of Med-
icine has created a multidisciplinary group that has forged a 
strategic alliance with the Mexico City Ministry of Health and 
with other academic institutions to develop a program for 
care for pregnant women. In addition to better characterizing 
the conditions surrounding the care for these women in this 
part of the country, the idea is to contribute with inputs to 
design programs and public policies aimed at preventing 
complications during pregnancy. In addition, new preventive 
measures have been developed using ongoing clinical trials 
to manage preeclampsia and obstetrical hemorrhage. Some 
of them have produced very promising results.12  
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