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I am quite encouraged by the increasing in-
volvement of obstetrician/gynecologists in im-
proving women’s health. After the wake up call by
Allan Rosenfield [1] to refocus on the Maternal
aspects of Maternal and Child Health and the

recent Safe Motherhood initiatives of WHO and
FIGO, major emphasis has been turned towards
increasing lifesaving skills of medical personnel
and preventing maternal mortalities in the devel-
oping world. Programs have been implemented
which have redirected resources to provide health
care professionals with essentials of obstetric care
such as access to blood banking, antibiotics, and
rapid surgical management of obstetric complica-
tions, including incomplete abortion and
obstructed labor.

In this issue, Dr. Mark Pearlman [2] reviews
the problem of maternal and fetal death from
auto accidents and trauma. In 1992 in the United
States, 1 of every 6 deaths among women aged
15-44 was due to accidents, including 1 out of 8
due to motor vehicle accidents. Not only has the
incidence of car accidents and massive trauma
been increasing in the reproductive age popula-
tion but with the decrease in other causes of
mortality among women, previously under-recog-
nized issues become increasingly important. Dis-
turbing recent reports [3] suggest that maternal
mortality is widely under-reported. Undiagnosed
ectopic pregnancy and untreated incomplete sep-
tic abortion remain important causes of death
among women and new attention on domestic
violence, homicide and trauma has emphasized
hereto under-recognized causes of death of preg-
nant and non-pregnant women [3-6].

Dr. Pearlman emphasizes the important role
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Table 1
Leading causes of death (women in the United States)

Ages 13-18 years Ages 19-39 years

Ages 40-64 years

Ages 65 years and older

Motor vehicle accidents Motor vehicle accidents

Homicide Cardiovascular diseases
Suicide Homicide
Leukemia Coronary artery disease

Acquired immunodeficiency
syndrome (AIDS)

Breast cancer
Cerebrovascular disease
Uterine cancer

Cardiovascular discase
Coronary artery disease
Breast cancer

Lung cancer

Cerebrovascular disease
Colorectal cancer

Obstructive pulmonary disease
Ovarian cancer

Cardiovascular disease
Coronary artery discase
Cerebrovascular disease
Pneumonia/influenza
Obstructive lung disease
Colerectal cancer
Breast cancer

Lung cancer

Accidents

either the United States or internationally. Re-
cently, others have pointed to the role of suicide
in the theater of international maternal mortality
and recommended an expansion of the conventio-
nal definition of maternal mortality [7]. The Inter-
national Classification of Disease, Ninth Revision
(ICD-9) defines maternal death as ‘the death of a
woman while pregnant or within 42 days of termi-
nation of pregnancy, from any cause related to or
aggravated by the pregnancy or its management,
but not from accidental or incidental causes’.

Table 2
Leading causes of morbidity (women in the United States)

ICD-10 adds a new category ‘pregnancy related
death’ defined as ‘the death of a woman while
pregnant or within 42 days of termination of
pregnancy, irrespective of cause of death’. The
Centers for Disease Control, the American Col-
lege of Obstetricians and Gynecologists and the
Maternal Mortality Committee of the Mas-
sachusetts Medical Society have long used more
inclusive criteria [3,8].

A simple broad definition of maternal mortality
should be adopted internationally now: Maternal

Ages 13-18 years

Ages 19-39 years

Ages 40-64 years

Ages 65 years and older

Nose, throat, and upper
respiratory conditions

Viral, bacterial, and
parasitic infections

Sexual abuse

Injuries (musculoskeletal
and soft tissue)

Acute ear infections

Digestive system conditions

Acute urinary conditions

Nose, throat, and upper
respiratory conditions

Injuries (musculoskeletal
and soft tissue, including
back and upper and lower
extremities)

Viral, bacterial, and
parasitic infections

Acute urinary conditions

Nose, throat, and upper
respiratory conditions

Osteoporosis /arthritis

Hypertension

Orthopedic deformities and
impairments (including
back and upper and lower
extremities)

Heart disease

Hearing and vision
impairments

Nose, throat, and uppper
respiratory conditions

Osteoporosis /arthritis

Hypertension

Urinary incontinence

Heart disease

Injuries (musculoskeletal
and soft tissue)

Hearing and vision
impairments
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mortality is defined as all deaths of women during
pregnancy or within one year after the end of preg-
nancy, regardless of the site or duration of the
pregnancy and regardless of the cause of death. This
would clear the semantic issues and lead to better
case identification and broader understanding of
the issues and solutions.

In fact, the developing discipline of women’s
health demands such a broad understanding of
the major causes of mortality and morbidity of all
women. This is appropriate since we are not
interested in ‘just pregnancy’ or reproductive
health but women’s health throughout the life
span. This has been recognized by the American
College of Obstetricians and Gynecologists as the
College has turned its attention to primary and
preventive women’s health care (Tables 1 and 2)
[9]. Many of the diseases recognized as major
causes of morbidity have not been addressed in
traditional obstetrics and gynecology curricular
programs or common practice. They need to be.

It is my hope that this editorial will encourage
obstetricians and gynecologists to look at their
local environments and identify problems which
affect the heaith care of women and therefore the
public health of their communities. In many parts
of the developed world, deaths from homicide
result from poor socioeconomic conditions, ready
access to handguns, and the social consequences
of substance abuse. In this last situation, women
are often involved as carriers or shields in drug
trade, resulting in increased risks of morbidity
and mortality. In contrast, burns, and deaths from
burns, are major causes of maternal and infant
mortality in the Third World, where open cans of
inflammable material and floor cooking stoves
commonly spill at night in darkness causing major
problems for all concerned [10]. Worldwide, 7%
of women with major burns are reportedly preg-
nant. Public health legislation and support for
alternatives to these dangerous products would
have far-reaching beneficial effects on the lives of
thousands of women and children, regardless of
whether they live in the developed or developing
worlds.

At my teaching hospital, I notice more and
more young students entering our specialty have
an increased understanding of the importance of

public health. Many have obtained formal educa-
tion and certification in this field. New training
programs with strong support from specialty soci-
eties and educational philanthropy are required
to develop innovative clinician teachers for medi-
cal schools who then will serve as important pro-
grammatic resources in the developed and devel-
oping world [11]. Prevention and wellness have
become important components of modern medi-
cal care systems. This is good for our specialty
and good for public health. Whereas public health
has traditionally been concerned with control of
the spread of infectious disease, interdisciplinary
teams are now needed to identify significant
health problems of women, many of whom are in
the reproductive age group. The focus of these
teams should be in developing intervention and
prevention strategies which can reduce deaths.
Potential targets include smoking cessation, wear-
ing seat belts, gun control, reducing exposure to
flammable materials, universal access to essential
obstetric services for all women, and cancer and
heart disease prevention and screening. At the
millennium, these are the challenges not only for
our specialty but for society.
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