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The two accounts of maternal deaths narrated here (1, 2) reveal
several systemic issues that contribute to the huge problem
of maternal mortality in developing countries. While the two
incidents happened in different settings, they have several
common themes.

Five major direct complications of pregnancy and childbirth
account for more than 70% of maternal deaths in Asia. These
are: haemorrhage, sepsis, unsafe abortion, eclampsia and
obstructed labour (2). It has been understood for some
time that the problems of maternal mortality are somewhat
different from the problems of other public health issues.
While several underlying causative factors could cumulatively
contribute to something like child mortality, the cause of
maternal mortality is essentially binomial — a pregnant
woman either does or does not develop a life threatening
complication and her survival then depends on whether she
does or does not get prompt, adequate care (3). This is not to
take away from important underlying issues like nutritional
anaemia, gender hierarchies and the power to make decisions.
Since most obstetric complications cannot be predicted, every
pregnant woman needs to be able to gain access to emergency
obstetric care if and when required. The operative word here is
“every” (4). Thus, unless the system is geared to tackling such
emergencies, it can never provide a truly “safe service and will
therefore fundamentally compromise the rights of all who
approach it. The “three delays” model (5) focuses on the factors
that contribute to the time interval between the onset of a
complication and its care.The first delay is the delay in deciding
to seek care, the second is the delay in identifying and reaching
an appropriate health facility, and the third is the delay in
receiving adequate and appropriate care.

Safe motherhood and maternal mortality have been on the
global health agenda for some time. The fifth Millennium
Development Goal is to reduce maternal mortality by three-
fourths between 1990 and 2015 (6). One of the key strategies
envisaged for achieving this goal is provision of a skilled
birth attendant at every delivery — in fact, this is one of the
indicators to measure global progress towards reducing
maternal mortality (7). But what these two cases bring out very
starkly is how the mere presence of a skilled birth attendant
cannot be of very much help unless backed by adequate and
functioning support systems. Indeed, a skilled attendant was
present in both cases. While in one case the complication
of intrauterine death was identified quite early in the chain

of events, and in the other the seriousness of the woman's
presentation with bleeding per vaginum was recognised, the
healthcare providers in both cases were totally unsupported
by the system.The woman in the rural area was appropriately
referred to a higher centre and provided transportation, but
lack of skilled personnel to handle the complication and lack of
adequate infrastructure like availability of blood led to multiple
referrals back and forth and a tragic chain of events that led to
her death almost 24 hours later. In the other case, in spite of the
woman being in a tertiary care facility, delays both in diagnostic
investigations and in life saving measures like availability of
blood and blood products led to her death — this, despite all
the efforts of the author and his colleagues to work through
the gaps in the system. These cases bring home to us the
difference between a skilled attendant and skilled attendance.

While the term “skilled attendant” refers to people with
midwifery skills who have been well trained in the skills
necessary to manage normal deliveries and diagnose, manage,
or refer complications, the term “skilled attendance” is defined
as “the process by which a woman is provided with adequate
care during labour, delivery and the early postpartum period”(8)
The latter suggests both the presence of a skilled attendant
and an enabling environment for the skilled attendant to work
in, including the availability of adequate supplies, equipment
and infrastructure, as well as efficient and effective systems
of communication and referral. More broadly, this would also
include socio-cultural factors, policy and programme contexts
and financing issues. This broadening of the scope, from the
mere presence of a skilled person attending the birth to a
whole range of systemic issues, clearly calls for reform of the
health system. Historical evidence from countries like Sri Lanka
and Malaysia points to the fact that skilled birth attendants
working within functioning health systems — in other words
skilled birth attendance — can significantly bring down
maternal mortality (9).

The present policy climate in India is clearly in favour of
institutionalisation of births. Maternity benefit schemes like
the Janani Suraksha Yojana are clearly linked to this policy
framework and the government health workers at the
grassroots, including the accredited social health activist and
the auxiliary nurse midwife, are being used to push this strategy
(10). It is assumed that giving birth in a healthcare facility will
lead to better obstetric care and reduce mortality. But this
assumption is not backed by hard evidence. Experiences from
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several states in India show that several things can go wrong
in the pathway leading from institutionalisation to mortality
reduction — as for example lack of adequate personnel and
infrastructure at various levels of healthcare institutions and
compromises on the quality of services.

The third District Level Household and Facility Survey reveals
large gaps in these areas (11). Less than 50% of 24-hour
primary health centres in most states have referral services for
pregnancy/delivery, very few first referral units offer caesarean
sections, and only a handful of them actually have blood
storage facilities. Overburdening an already creaking system by
pushing for institutionalisation could worsen the already poor
quality of care. Asking women to deliver in institutions in such
a scenario, and holding out the hope that this will improve the
quality of care during delivery, is nothing short of unethical.
This is reflected in both the cases narrated here, where
women who reached the system in time to avoid obstetric
complications were failed by the system. In time, this policy
could prove counterproductive, with women losing trust in the
health system itself.

An important issue that one of the cases highlights is the
absence of an information system to report maternal deaths.
The death of Vaishali, who lived in a rural area, was totally
unknown to the health system. Other studies have also shown
this lack of reporting of maternal deaths (12). The opportunity
to study the system’s failures and institute corrective measures
is thus lost. Both cases also reveal a total lack of accountability
to women. In Vaishali’s case, there was no accountability to
accompany the woman during referral and ensure continuity
of care, and in the other case, accountability was pinned on
the intern who actually was not directly involved in decision
making or provision of care. Earlier, studies had shown that
blame is usually pinned on traditional birth attendants or
ANM s in the case of a maternal death and this usually leads to
their resorting to defensive practices (12).

My own experiences in working with maternal healthcare in
rural Tamil Nadu reveal other issues in the healthcare system
that results in poor quality of care. Rampant corruption in
public healthcare institutions means that families end up
paying large amounts for services that are supposed to be
essentially free. This compromises access to services, especially
for the economically marginalised for whom they are meant.
Physical and verbal abuse of women in delivery units of public
institutions is another factor that compromises the quality of
care offered. While these may seem to have no direct relation to
maternal mortality, they severely compromise women'’s ability
to be informed partners in healthcare and are also a violation
of their right to health and right to dignity.

Under the Indian constitution and also under international law,
every woman is assured of the right to life and, consequently,
the right to health. Although the right to health is to be
progressively realised, the state is expected to provide a core
set of minimum obligations at the outset, and emergency
obstetric care is one of them (13). The Indian government is
therefore ethically bound to ensure the provision of services

that would help realise this right to health. That these two
women were met with failures at several levels of the health
system when accessing emergency obstetric care points to a
failure of the state to provide a core set of minimum obligations
to every citizen as required through international human
rights instruments. The fact that those who approach the
public health system are invariably from the poorest sections
of society, and this is the only service that is available to them,
makes the violation of this right even more poignant.

The components of emergency obstetric care are simple
interventions that have been scientific knowledge for several
decades now. They include the use of antibiotics and the
provision of caesarean section and blood transfusion. All of
these can very easily be delivered by a functioning health
system with infrastructure that is supposed to be already
available. The tragedy is that despite these being simple
interventions that could be delivered at extremely low
cost, policies and programmes have focused on individual
components like institutionalisation of deliveries instead of
looking at service delivery in a comprehensive manner. The
lives of these two women, and countless others like them
whose stories we do not know, could have been saved by
putting in place systems that would ensure delivery of these
interventions at all levels to women who need them, when
they need them.
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