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The Maternal Health Roundtable was a day’s conference organized by CEHAT on 
February 25, 2013 at Mumbai. The main idea behind the conference was to bring 
together national experts in Maternal Health (MH)and related sectors,to review the 
progress and barriers to achieving the maternal health MDGs in India; to share 
evidence-based interventions and best practices on maternal health; and to agree on 
a multi-sectoral framework to accelerate and sustain progress in achievement of 
MDGs 3, 4 and 5.  

 
The Round Table (RT) brought together various champions for this cause—activists, 
advocates, researchers, managers, technical experts, and donors to stimulate 
discussions around what direction should the revised goals take: would a rights 
based approach be effective, how the underlying social determinants could be 
addressed, and how the revised goals address exclusion faced by the marginalized 
populations-- minorities, dalits, adivasis, and muslims.  
The discussions aimed to explore other indicators that could be evolved to better 
‘measure’ progress towards the goals, take into account underlying determinants, 
and explore whether data on these is available or could be collected. Indicators to 
track progress among marginalized, and setting benchmarks to monitor Public 
Private Partnerships (PPPs) effectively were to be discussed. 
 
After an initial round of introductions, CEHAT requested Oxfam to through some 
light on the context of the day’s discussion. The representatives from Oxfam 
encouraged the participants to take the discussions beyond the current MDG 
framework and look at MDG 5 holistically. The recommendations from the 
Roundtable will inform the UN consultation process for India.  

Specific Objectives of the RT:  

1. To track progress towards the attainment of MDG 5 (improving  
maternalhealth) focusing on challenges, current status and key 
accomplishments in the country.  

2. To influence the process for advancing the UN Development agenda 
beyond 2012 through a national consultation on health related MDGs.  

3. To raise experiences of socially discriminated groups like the dalits, 
muslims, tribals and urban migrants.  

4. To understand how MDGs connect with the prevention and response to 
VAW 
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Dr.SundariRavindran set the background bydeliberating upon the international 
perspective on MDG 5. She highlighted the strengths and limitations of the 
MDGsapproach, and how the current changes in the global architecture were posing 
a challenge for progress towards MDG 5.  
 
Limitations-- MH was narrowly defined in scope and reduced to a quantitative 
exercise at a policy level:  A key limitation ofMDG 5 was its perception as a 
backward step from ICPD’s Plan of Action as it reduced MH to a quantitative exercise 
from its earlier projection ofa sexual and reproductive health (SRH) issue. 

• Posed silence around unsafe abortions and pregnancy related maternal 
morbidities by assumingthat all pregnancies end in delivery.  

• The sexuality connection to maternity, such as preventing an unwanted 
pregnancy, negotiating safe sex, vulnerability to poverty, malnutrition, 
malaria, hepatitis or TB, victims of violence—was ignored.  

• Technocratic solutions (such as cash transfer schemes) hadside-linedfocus on 
social determinants of maternal health.  

• Additionally, a shift in the balance of 
powers from WHO and UN agencies to private agencies such as Bill and 
Melinda Gates Foundation (BMGF) and other private foundations with their 
interests: Global public-private partnerships and alliances (such as the Global 
fund, GAVI, Roll back malaria, Stop TB, PMCH etc.)dominated the global 
health architecture and brought back vertical focus to health issues. It was 
very influential in skewing country’s health priorities and straining weak 
health systems to set policies without accountability to the citizens. With 
huge funding support, private foundations are repositioning family planning 
as imperative for achieving MDG 5, with scant regard for citizen’s concerns of 
“population control”.  

 

Strengths-- framed MH as a human rights (HR) issue.MDGs had played a critical role 
in framing maternal health as a human rights (HR) issue. 

• Encouraged development of WHO’s 
HR tool to assess national commitment to MH, and UN resolution (in June 
2009) supporting “effective promotion and protection of human rights of 
women and girls”.  

Session 1: Setting the stage 
Presenter 1: Dr.SundariRavindran: An international perspective on MDG 5 
Presenter 2: Dr.RenuKhanna: A National Perspective on MDG 5 
Presenter 3: Mr.Abhijit Das: Framing maternal health as a Human Rights Agenda 
Presenter 4: Mr.OommenCKurian: Situation of Maternal Health Budgets 
Presenter 5: Mrs.HemlataPisal: Extent to which NRHM addresses maternal health 
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• Led to increased information and 
accountability at UN level by forming an independent Expert Review Group 
(iERG) to report annual progress starting 2012. The Global Maternal Health 
Conference (GMHC 2013) in Arusha, Tanzania brought out the manifesto for 
MH beyond MDG 5.  

• Emphasized expansion of the 
maternal mortality goal to progressive realization of women’s political, 
economic and social rights; focus on social determinants of health (and 
communicable and non-communicable diseases); voice of women from the 
ground; respectful MH and ethical imperative not being an option; and 
Universal health care as a necessary condition.  

 

A shift in global architecture was seen through  active civil society involvement 

The White Ribbon Alliance (WRA)promoted ‘Respectful maternity care’; and 
‘humanization’ of labour and birth became part of government policies in Brazil (in 
2000).  

 

Dr.RenuKhanna highlighted the narrowed focus of NRHM as a result of MDGs, by 
focusing on MMR, and thereby diminishing the gains of the target free approach and 
RCH-2 on the broader context of MH.  

• Overlooks components of sexual 
and reproductive health:MDG 5 overlooksgender sensitivity, adolescent 
reproductive and health services, men’s involvement in reproductive health, 
treatment ofreproductive tract infections and sexually transmitted diseases 
at the Primary Health Centres, and provision of safe abortion services.  

• Neglect of Reproductive Health (RH) 
indicators within the MDG framework such as Post natal care (PNC), Safe 
Abortions, Nutritional Status, other morbidities (fistula, cancers, infertility).  

• misplaced focus on Institutional 
deliveries than on Safe deliveries.  

• Maternal death audits have been 
stipulated since 2010, but not conducted efficiently on the ground.  
 

Lack of focus on Adolescents:The Eleventh plan included goals on anemia control 
among women and girls, but these have not been reflected on the ground. There is 
complete omission of adolescent girls due to the 19 years of age limitation in many 
government programmes focusing maternal care. Studies have shown that this 
group, between 15 – 19 years had a high number of pregnancies.  

Re-viewskill set of Auxillary Nurse Midwives as Skilled Birth Attendants:A report by 
the UN Special Rapporteur indicated withering skilled birth attendants and their 
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quality of training as a cause for concern along with the decrease in the number of 
days of training.  

Recommendations included revising MDGs and targets. It emphasized:  

• Holistic approach to MDGs, rather 
than in silos.   

• Include goal of Universal Access to 
Reproductive Health (monitoring births attended by Skilled Birth Attendants 
(SBAs), Contraceptive Prevalence Rate (CPR), Adolescent Birth rate, Antenatal 
Care (ANC) coverage, and Unmet need for Family Planning (FP) as per 
recommendations from Inter Agency and Expert Group (2005) 

• Inclusion of indicators as identified 
by ARROW1, as additional indicators for MDG 5 was recommended.  

• GOI to adapt indicators to suit 
poverty, gender, caste, and other SRH issues in the context of India. 

 

AbhijitDas talked about health as a human right 

• Government isfanatically 
pushinginstitutional deliveries. Incentives for deliveries at public health 
facilities are forcing the vulnerable (poor and uninformed) women in rural 
areas to avail services in facilities that are not the best prepared to serve 
them. 

• Minimal regard by the policymakers 
for the lack of capacity of the system(including infrastructure, skilled human 
resources and quality of care, now, aggravated by the additional patient load 
due to monetary incentives). 

• Limited focus: Government focusing 
only on mortality and institutional deliveries, and overlooking outcome or 
performance measures and indicators.  

• Questioned the sole focus on MDGs , 
and not on ICPD and Beijing declaration 

• No regard for dignity of the patient 
in the public health system.  
Interest in human rights is very limited among the health providers or 
professionals in this area. Hence, it has been an uphill task to position MH as 
ahuman rights issue.  

 

                                                           
1ARROW indicators include Adult lifetime risk of maternal death, Mat deaths due to VAW, 
Availability and met need of EmOC services,Legal age of marriage vs. Median age of 
marriage, Accessibility and quality of adolescent - and youth - friendly SRH services, Reasons 
for non-use of contraception, Provision of informed choice, Percentage of women of 
reproductive age irrespective of marital status using a preferred contraceptive method of 
their choice 
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Strengthening the rights approach:  

• Platforms such as, Global Maternal 
Health Conference (GMHC)2013, enable dialogue between researchers and 
activists. More such opportunities need to be seized. However, human rights 
needs more attention from a larger group of activists, and needs to get 
integrated into the broader development context. 

• Any human rights based action 
should also be focused at the point of interaction – between the rights holder 
and the duty bearer. This is critical since the present scenario there is a huge 
gap in power between provider and patient and the space for negotiation is 
negligible. Civil Society Organizationsoften claim to represent ground 
realities, but true representation of theaffected groups remains minimal 

 

OommenCKurianhighlighted issues regarding the quantum and status of maternal 
health budgeting in India, by presenting findings from a study conducted by the 
Centre for Budget and Governance Accountability and International Budget 
Partnership (CBGA-IBP 2009) in UP and Chhattisgarh. it was noted that studies 
focusing on maternal health budgets are largely absent in the Indian context, even 
after Reproductive Health subaccounts were promoted as part of NHA from 2010. 

1. Funds are allocated to the states based on proportion of rural population rather 
than their needs as reflected in the health indicators. 

2. Crosscutting issues about maternal health spending 

• Spending on Maternal Health is only 15-16 % of total spending on Health. For 
eg., in 2007-08, the per capita public spending on MH in UP was Rs. 1439, 
and in Chattisgarh it was Rs. 1182.  

• Yet, the burden of unspent budgets is significant. These huge unspent 
balances are leading to a decrease in the share of funds transferred by the 
Center, to the state, in the next financial year.  

• Poor quality of fund utilization across important budget heads and 
disproportionately high spending in the 4th (financial) quarter with negligible 
spending earlier.  

• Actual funds reaching ground level are very limited. 
• Out of Pocket expenditure remains quite significant and a major deterrent in 

accessing health institutions during delivery.  
 

HemlataPisal discussed some on-ground realities affecting the progress of National 
Rural Health Mission (NRHM) in the context of delivering maternal health services. 

• Lack of trained health workforce (at facility and field level), and 
overburdening of the existing staff. 
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• Camps (organized for family planning, immunization) interfere with 
ANMs/health workers’ regular contact with community for ANC, PNC, etc.  

• Upgradation of existing infrastructure by the State Government without 
adequately filling shortages in staff and supplies is worsening the situation. 

• Complications with respect to legal issues: Acts such as PCPNDT discourage 
arrangements such as short-term training of existing staff (such as 
Gynaecologists) to operate sonography machines.  

• Awareness and availability of safe 
abortion practices in public facilities have been completely neglected. There 
is a need to focus on safe abortion services. Women are also often not aware 
of their right to get a free abortion from a public hospital. There isa high 
proportion of abortions in the diverse private sector. One reason is to 
maintain privacy/secrecy.It is also seen that if they wanted to maintain 
secrecy often women travel to neighbouringareas. Reasons for high rate of 
abortion in the private sector need to be looked into.  

• Lack of referral linkages within rural areas or with urban health facilities, lack 
of trainingto health staff to identify early danger signs and timely referral to 
advanced facilities, remain clear problems.  

• Limited attention on maternal morbidities due to pregnancyis a side-effectof 
the narrow focus on institutional deliveries, and continues to be a cause of 
concern. 

• It was reported that the quality of 
services in case of public private partnerships (PPP), is questionable. In one 
such case in Gujarat it was found thatto make up for lack of staff, one 
gynaecologistwould examine 50 – 60 women in 30 minutes. ANMs 
conducting deliveries in SCs discharge women within 3 – 4 hours since there 
are no services to keep women longer. This is negatively impactingwomen’s 
health.  

• Mismatch in availability of 
specialists- where there is a Gynaecologist available in the public sector, 
there might be no anaesthetist.  

• There is need for more policy focus 
at the grassroots level other than centrally planned incentive based 
interventions 

• Post institutional deliveries, there 
are no follow up visits. Before discharge from the hospital, women are not 
warned about complications or symptoms to look out for and report back to 
the facility. Cited a case of a child with neonatal jaundice who was then taken 
to the private sector.  

• There is confusion about clinical 
protocols. When a severely anaemic woman is referred to the Rural 
Hospital(RH), they say that the rules lay down that they can only give one 
injection and that they require a letter from the Medical Officer(MO). 
However, the MO says that his job is just to refer. These are gaps where lives 
are lost. 

• It was noted that prolapse of uterus is increasingly becoming a problem 
noticed in younger women, including those with just two children. This was 
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attributed to lack of rest after delivery, amongst other factors. This is an issue 
that has not been covered under the NRHM.  

 

AbhijitDastalked about the rise in inequities in access to health care and outcome 
differentials showing up in MMR and neonatal mortality.  

• Equity has to be brought to the table forcefully 
• Social inequities: Pointed out the fact 

that the ‘affected’ persons with respect to maternal health do not organize – 
social reasons for this – early marriage, younger women, vulnerable. Very 
different from the well organized groups of affected persons with regards HIV 
AIDS. MahilaSwasthyaAdhikarManch, is a good example of such organizing. 
Needs to be more space and efforts for this. 

• Introduce Indicators: Develop Deprivation index or Equity index to look at 
caste, class and gender needs to be introduced to meet this gap. 

 

SejalDandhighlighted the efforts needed to reach the marginalizedparticularly 
ofthe large group of migrant workers and the efforts needed to deliver MH 
services to them.  

• Family Planning policies and activities are discriminatingto the marginalized 
including Dalits, and the policies need to be disincentivised and repositioned 
in the context of maternal health.  

• Marginalization of seasonal migrants--Rural migrant workers have 3 times 
higher MMR. A recent study by ANANDI/CEHAT (2011) on prawn harvestors 
from the Little Rann of Kutch, Gujarat, revealed marginalization of seasonal 
migrants and the high morbidity among neonates and infants. Such migrant 
workers are outside the traditional NRHM framework.  

• Work conditions as situations for marginalization and exclusion, and special 
efforts need to be made to include them. The maternity entitlements within 
the National Food Security Bill also need to be highlighted. 

Session 2: Social Determinants of Maternal Health Outcomes 
This session focused on concerns of marginalization, access, inequality of outcomes 
and the underlying determinants, with specific recommendations 
 
Speaker 1: Abhijit Das (CHSJ): Inequity in Access and underlying determinants 
Speaker 2: SejalDand (ANANDI): Marginalization and discrimination 
Speaker 3: Sana Contractor (CEHAT): Violence against Women 
Speaker 4: NilangiNanal (SATHI): Nutrition in the context of maternal health 
Speaker 5: Lakshmi Lingam (TISS, Hyderabad): Maternity Protection 
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• Re-entry of the two-child norm under the NRHM as a result of the incentives 
and disincentives. This amounts to discrimination against the woman the 
child.  

• “Ghetto” of maternal health should be broken since as of now, it is very 
restricted to a small circle of Largely clinical issuesand completely 
disconnected from crosscutting issues such as nutrition.  

 

SanaContractor spoke about exclusion of minorities in Mumbai based on CEHAT’s 
study of experiences of Muslim women with public health facilities 

• Women are treated with great disrespect during childbirth.Both physical and 
verbal abuse in labour wards have been reported.  

• Remarks about the fact that Muslims have a high fertility are often passed by 
hospital staff. 

• Derogatory terms used by hospital staff 
• The disrespectful treatment towards women in public facilities and wards 

discourages them to return for treatment.  
• JSY enrolment is notably very low among Muslims in Maharashtra. This may 

have to do with the problems faced in getting documentation like BPL cards. 
• Dr.Shakeel added that a study reported that in Patna,Muslim women have 

stopped visiting public health services. JSY accessibility there was much 
higher even for Dalits than for Muslims.  
 

Sana Contractor spoke about the Violence faced by women in pregnancy and the 
need to address it 

• Violence faced by the woman during pregnancy is known to be associated 
with complications during pregnancy, suboptimal weight gain and low birth 
weight babies. 

• An analysis of case records of Dilaasa (a hospital based crisis intervention 
department) shows that 10% of women registered at Dilaasa were pregnant 
when they came to the centre and were facing violence at the time. 
Additionally, 48% women reported having faced violence when they had 
been pregnant in the past. 

• 57% were referred from health system, rest came directly (31% came after 
assault, 14% after suicidal attempt, 19% with medical complaint). 

• 70% of the women were in the 18-25 years age bracket and 69% were facing 
abuse for less than 2 years, suggesting that they were in new marriages. 43% 
were pregnant with their first child. 

• The types of violence reported by the women were severe and in 70% of the 
cases, the severity of violence had increased over a period of time. 77% 
reported physical violence such as beating and slapping, pulling hair and 
banging, use of blunt instrument, kicking, punching; 94% reported emotional 
violence such as verbal abuse, insults, suspicion, restricting mobility; 45% 
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reported sexual violence such as forced sex; 67% reported financial abuse 
such as not giving money for household expenses, demanding  money)  
 

Recommendations 

• Antenatal Care clinics can be a good platform for screening women for 
domestic violence and providing counsellingto pregnant women who report 
violence. 
 

NilangiNanal discussed the lack of coordination among various Government 
Departments (WCD and Health).Health department must support and monitor ICDS 
program of WCD as it directly affects Maternal Health.  

• Inequities exist among the tribals and religious minorities.  
• Pregnancies among the under 19 age groups are excluded by the system.  
• Health care system has completely overlooked the nutritional indicators in 

general. 
• Food related taboos have to be addressed, and special focus needs to be 

given to the nutrition of young girls so they can have healthy pregnancies.  
• Availability and knowledge of locally grown green leafy vegetables is 

essential. Kitchen gardens can be promoted in areas where land is not a  
binding constraint.  

• Nutrition educators need to be part of the maternal health framework.  
• Adolescent girls and lactating mothers are neglected by the system. 
• Anemia (prevalent almost 60% of pregnant women) in India is a huge 

concern, leading to deficiencies and complications among neonates. 
• PPPs such as GAIN (global alliance for improved nutrition) are gaining 

credibility in India, and it is a worrisome trend. Food security and nutrition is 
one area that has received very poor government response.  

• Need to look at issues of chronic energy deficiency and BMI.  
• IEC needs to focus on family, and be sensitive to the audience’s realities. 

Women during IEC are told to go have chicken in their diet, but they are not 
empowered enough to do so. 

• Medicalization of food should be kept at bay. Not micronutrients, but actual 
food must be the focus. 

 

Dr. Lakshmi Lingam discussed about Maternity Protection as an important 
cornerstone to achieve 3 MDGs: Gender Equality, Reducing Child mortality and 
Improving Maternal Health.The relevant legal and policy frameworks, and 
challenges women face in the national workforce were highlighted.  

• Decline in work participation of women in agriculture and manufacturing, 
and increased participation rates in mining, quarrying, service sectors, and in 
urban areas.  
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• Increase in workforce participation, overall; decline in fertility, and increasing 
informalization of employment , and the resultant lack of job security. 

• Maternity cover restricted largely to the tiny segment of formal workers in 
the organized sector.  

• Women intensive sectors are least covered, and rural migrants are 
completely left out.  

• Most unorganized sector workers are unevenly and inadequately covered by 
social security measures.  

 

Recommendations include: 

• Linkingmaternity benefits and all pregnancy related morbidities to Citizenship 
rights. 

• Introduce Maternity Cess (around 0.5%) for all employers and establishments 
to contribute to maternal health.  

• Enabling conditions (not conditionalities) that link not to the woman but to 
the work environment. For eg.- Every work environment should have 
provisions for child feeding to enable exclusive breastfeeding upto 6 months.  

• Optimize utilization of available technology to generate effective solutions.  
• All health workers should be covered under ESIS.  
• Design of all programmes should be technically sound (holistic with 

interconnections to other sectors and ground realities). JSY is not technically 
sound accordingly.  

 

Subashri’s presentation threw light on the Barwanifact finding case in Madhya 
Pradesh (2011), which was a perfect case of appalling governance and 
accountability on part of the government. 

Session 3: Lessons from Innovative Practices 
This session will bring together practices from the field, with specific 
recommendations 
 
Speaker 1: Subhashri B (RUWSEC): Improving accountability for maternal health 
Speaker 2: Neeta Hardikar (ANANDI): Community monitoring mechanisms 
Speaker 3: AditiIyer (IIM-B): Verbal Autopsy 
Speaker 4: KalpanaDashora (ARTH): SBA training for Government of Rajasthan 
Speaker 5: Shaakeel Ur Rehman (CHARM): Experiences working in Bihar 
 
Chairperson: Dr.SundariRavindran 
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• Chief causes were public health system’s poor quality of care, apathy from 
professionals, absence of grievance redressal, no maternal death reviews, 
and corruption. 

• Poor maternal health services and outcomes in spite of NRHM's investment 
in health systems. Very poor governance and accountability as one of the 
main causes of the poor services 
 

• Barwani mobilized the civil society to focus on universal maternal health 
care,address root causes, and develop the ‘dead woman talking’ (DWT) 
process.  

• DWT was a sensitive and respectful process by community based 
organizations (CBOs) to collect evidence on maternal mortality, ii) address 
accountability iii) deepen democracy, iv) Strengthen Maternal death review 
(MDR), and v) address inherent power differentials.  

• CBOs, in Tamil Nadu, were trained on technical aspects of maternal 
health/death; skills to use the tool, and skills to analyse from a rights 
perspective.  

• Technical interventions, such as Active Management of third stage of labour 
(AMTSL) were understood and monitored. Report card format was used. 
Indicators on Safe delivery, quality of MH service provided, and on sensitivity 
to women’s needs were included, and improvements seen over the 3 years 
(2012-2012).  

 

It established the usefulness and feasibility of Community based Monitoring through 
SOCHARA, and demystified technical aspects of maternal health.  What needs to be 
done: 

 Accountability as an important issue that needs to be addressed. 

 Move from individual responsibility to systemic accountability and to 
accountability to the communities 

 Need to strengthen Maternal Death Review process – in terms of content, 
actors and process 

− Include social determinants 

− Multi layered investigation with people with different capacities and 
perspectives 

 Understand and address inherent power differentials in the MDR process – 
who dies, who collects information, who analyses and who acts. 

 

 



Draft, Not to be quoted 

NeetaHardikar spoke about ANANDI’s work in Gujarat on combined accountability, 
building a strong Sangathanbase, and awareness of women’s wants and needs in 
terms of health care.  

• Emphasized the role of 
the Dai in building capacities to address more than just maternal health.  

• Involvement of the 
community in developing tools, monitoring and analyzing trends in maternal 
health.  

• Using Participatory 
action learning system to develop a tool – pictorial book, so women could 
understand their rights and be empowered.  

• In every annual sabha maternal deaths were reported, shaming the state and 
panchayat, andunderstanding what happened, why it happened and who 
failed. 

• Team at ANANDI introduced maternal health report card for migrants, 
Lokadhikar Kendra, Jan Samwad/Sunwai, and brought in maternal health and 
food security as important election agendas.  

 

AditiIyer’s team at IIM-Bangalore has been involved with conducting verbal 
autopsy (VA) since 2004. 

• VA as bridge between communities and health systems, and as a missed 
opportunities analysis. 

• Power inequalities and vested interests exist,and feelings of guilt and regret 
could bias what women report  

• VA needs to be conducted with multiple women and eye-witnesses, and is a 
process of extensive timeline triangulation.  

• VA’s community death consultation uses every death as an opportunity to 
identify what could have been done to save a particular woman as well as 
others,  

• Explore myths, break down caste limitations, social divisions, and take 
collective responsibility for a death within the community.  

• It brings different stakeholders on board-- medical providers and district 
commissioners.  

• Accuracy of results are estimated by comparing data and misreporting 
further analysed.  

• VA analyses social causes of death, which are often overlooked by doctors 
taking the medical report.  

• Self preservation by misrepresenting the cause of death-- “Delay at family 
level” is a façade used by some doctors to subvert responsibility.  

• Many maternal deaths go unreported. Also, accuracy of the ones that 
actually get recorded is also doubtful. 

• Whether death happens at the institutional level or elsewhere, doctors are 
very happy to attribute it to pulmonary embolism which is very difficult to 
prevent.  
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• No death record where health worker’s (or doctor’s) failure was 
acknowledged  

 

Recommendation:There are multiple ways by which providers subvert 
accountability. Self- preservation is the instinct, so this indicates that MDRs need to 
be audited differently, need to gather different narratives from different sources. 

KalpanaDashora discussed ARTH’s experiences with SBA training of Government 
officials from Rajasthan, and the challenges in creating an enabling work 
environment at public facilities.  

Since 2007, ARTH has been conducting SBA training for Government of Rajasthan 
(GOR). Classroom training is conducted at ARTH and practical training is conducted 
at district hospital and at other government hospitals.  

• High degree of absenteeism in spite of a Government order.  
• Hierarchies and power struggle: After training, often SBAs report inability to 

implement all processes learnings accurately as their supervisors insist on 
operating differently. 

• Grade 1 staff are reluctant to practice. They are more interested in 
administrative activities, rather than utilizing their clinical experience. They 
need to be made more accountable;  

• PNC checkupsare completely overlooked but are falsely reported high in 
official databases. 

• Less attention is placed onearly initiation of breastfeeding and checking 
haemoglobinlevels. 

• Shortage in availability of medicines and supplies. 
• Difficult to get the permanent staff to do work. They are often found to 

simply record their presence and then leave for the day. Other issues when it 
comes to the permanent staff are related to not doing the work allocated to 
them. They do not clean thelabour room and surrounding areas since they 
are the ones that get most dirty. Eventually ARTH itself has had to hire one 
person to do the job. This also translates into the fact that the contractual 
staff ends up doing much of the work of the permanent staff.  

• Many maternal deaths go unreported. ARTH recorded many more maternal 
deaths and audits in their respective blocks, than the ones recorded by the 
public health system. 

 

At the community level  

• Collective responsibility will need to be taken by the system including 
physician, nurse, and health worker for each death. No one has to be 
specifically blamed, but solutions have to be sought.  

• Evidenced based delivery care practices (developed by ARTH with UN 
agencies) need to be followed.  
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• Safe abortion services need to be made more accessible and available.  
 

ShakeelUrRehmanpointed out the nature of disparity in Bihar, especially towards 
the dalits, and muslims.  

• MDRs are conducted at facility level only, and are not community based.  
• Some studies have shown delay in transport contributing significantly to the 

mortality reported.  
• Though the Governmentlater provided free ambulance service (for eg. 108), 

they were not utilized.  
• The distances between PHCs (which are few) are much larger compared to 

the population ratios. 
• There is huge shortage in specialists and staff nurses.  
• Majority of the deaths intranatal – due to delay in transfer.  

 

DISCUSSION 

• During the discussion in the pre lunch session, role of social health 
insurance for a rights-based framework was discussed 

• Review benchmarks for PPP- One way is to have increase in availability, 
accessibility and quality benchmarks.  

• The role of the TBA should be brought back. But not restricted to reduction 
of MMR. It should be in the context of promoting maternal health.  

• There should be focus on home-based life saving skills for safe delivery, 
rather than the current drive for institutional delivery.  

• Complete absence of reliable data.  
• Need to involve communities.  

 

GOALS 

Critical issues affecting MDG 5 not only at the policy, but also at the ground level 
were thoroughly discussed. Groupdecided to take cognizance of the global dynamics 
of MH, and develop a more holistic outlook to MDG 5 in the light of Sexual and 
Reproductive Health as defined in the Cairo agenda and Beijing platform for Action.  
They agreed to aim for Comprehensive Women’s Health, and not work in silos. Safe 
Abortion, Contraceptive services, Post natal Care, Nutrition, Adolescent health and 
women’s health morbidities (such as fistula, prolapses, cancers, infertility) were 

Session 4: Proposals for a post-2015 framework 
Chairperson: Dr.RenuKhanna 
This session summarized issues raised through the one-day discussion and 
highlighted key recommendations.  
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recognized as significant issues within maternal health. With power differentials 
tilting towards private foundations and agencies, more evidence-based models need 
be emphasized to achieve the redefined goals and priorities for MDGs. 
Universal health care or public financed health system “free at the point of service 
delivery”, with special focus on social (and economic) inequities and quality of care 
was acknowledged as an important goal.  

 

TARGETS/ INDICATORS 

The idea of using indicatorsrecommended by ARROW to serve the broader context 
of SRH, and recognize the underlying social determinants of maternal health (such as 
poverty, gender, caste, violence etc.) was very well received. Inclusion of indicators 
to monitor progress in nutrition, PNC etc. was accepted. Ensuring that the indicators 
focus on safe delivery by skilled birth attendants was a priority, rather than the 
current policy focus on institutional deliveries. 

To address deep-set inequities, developing a deprivation index or an equity index 
was proposed. This was expected to place the affected groups in the center stage, 
with special focus on quality, sensitivity of services as championed by the White 
Ribbon Alliance. There was some discussion about including indicators for high-risk 
pregnancies among rural and urban poor as well.  Indicators to monitor PPP models 
to ensure access, availability and quality were to be included.  

APPROACHES 

Participants agreed that there should be no conditions or exclusions in the provision 
of maternal health services. Services should be made accessible and available to all 
age groups (including adolescents), and to all communities (especially the 
marginalized, urban poor, and migrant workers).  
 
Measures to strengthen the health system need to be strategically addressed to 
create an enabling environment for achieving MH goals. Advocacy to fill shortages in 
human resources (HR), supplies, and equipments were relevant. Task shifting ofthe 
available resources, building accountability in the system, strengthening referral 
linkages were to be prioritized. Role of TBAs in reducing MMR, in context of 
promoting MH rather than focusing on maternal deaths needed to be revisited. Local 
sangathans, community based organizations (CBOs), and mandated institutions like 
VHSCs and panchayats need to be strengthened. It is important to create spaces for 
women’s activism and cross movement of alliances.  
 
Accountability and transparency needed to be built into the system. We could learn 
from the successful models of setting up grievance redressal, and encourage women 
from the community to participate in designing, monitoring, and providing feedback. 
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Community based monitoring was acknowledged to be an important tool that 
bridged the gap between the community and health providers. Trained community 
based organizations need to conduct maternal death reviews to strengthen and 
compliment the learnings from the MDRs conducted by the government. Social 
autopsies need to compliment verbal autopsies.  

It is important to link maternity benefits/ maternal health (all pregnancy related 
morbidities) to Citizenship rights. A Maternity cess (around 0.5%) of every financial  
transaction could be introduced to establish universal access to maternal health.  
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RECOMMENDATIONS for post 2015 framework 

GOALS:  

• The new framework must promote a holistic vision of health and sustainable 
development and replace the current scenario where most global health 
initiatives and international funding are essentially vertical in nature, looking 
at specific diseases/issues. The new agenda should also acknowledge and 
resist the current dominance of private sector interests in terms of funding, 
policy making as well as service delivery.  

• There needs to be recognition of the interlinkages between various goals. 
Gender equity cannot be disconnected from maternal health for instance. 
Hence any tracking of progress or evaluation needs to look at synergies 
across different goals.  

• UN needs to redefine MDGs to bring greater match between broader SRHR 
issues in the Cairo agenda, and the Beijing platform for Action and MDGs.  

• The new goals must be around comprehensive sexual and reproductive 
health rather than just maternal health. Currently excluded and neglected 
issues in reproductive and women’s health such as safe abortion, family 
planning, quality and complete ANC, post-natal care, other women’s health 
problems (uterine prolapse, fistulas, reproductive cancers etc), must be part 
of the goals. Overall nutritional status, food security, reducing violence 
against women, and age at marriage must be a part of the goals. 

• Reducing inequalities should be an additional goal along with improvement in 
average values indicators such as MMR 

• A publicly financed health care system that provides a comprehensive 
package of health care services free at the point of service delivery to the 
entire population must be one of the goals. Universal access to Sexual and 
Reproductive Health Rights that include services and information relating to 
safe pregnancy, contraception , safe abortion, prevention and treatment of 
sexually transmitted diseases, among other aspects should  be provided 
without conditionalities, coercion, discrimination, or violence. 

• Any framework beyond 2015 must recognize and address the existing power 
and resource inequities amongst peoples, states and regions; nationally as 
well as internationally. These should be positively targeted at the time of 
setting the agenda, policy, and allocation of resources down to the level of 
communities and at the patient - provider interface.  

• Humanization of childbirth and labour must be included within the aspect of 
quality and sensitivity of maternal health services. 

 

TARGETS/INDICATORS: 

• In keeping with the broader goals of sexual and reproductive health as well 
as the recognition of underlying determinants, indicators must be evolved 
that can take into account these aspects. The indicators proposed by 
ARROW, such as maternal deaths due to violence against women, percentage 
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of women of reproductive age irrespective of marital status using a preferred 
contraceptive method of their choice, reasons for non-use of contraception, 
provision of informed choice, median age of marriage, accessibility and 
quality of adolescent-friendly services, met need for EmOC services, must be 
considered. 

• Indicators based on national and local priorities should be evolved for specific 
contexts and systems for data collection and reporting on them be put in 
place. 

• Indicators should not be based only on place of delivery – rather, ‘ensuring 
safe delivery’ must be the priority even if it occurs at home. 

• Indicators to measure how respectful childbirth is must be included. These 
may include those that have been evolved by the White Ribbon Alliance such 
as prevention of physical abuse, non-dignified care, detention in medical 
facilities, non-consented care and denial of services. 

• Indicators for monitoring the goal must include those on women facing 
violence during pregnancy and also indicators related to nutrition among 
women, including adolescents, particularly in pregnant and lactating 
mothers. 

• Indicators for monitoring availability, accessibility and quality improvements 
as a result of the PPPs introduced to achieve new goals must be evolved. 

• Indicators must be monitored for socially excluded groups such as dalits, 
migrant women workers, unorganized workers, families in forest areas, 
minorities, urban poor etc. 

• An equity index or deprivation index can be considered in order to identify 
groups and areas that need special attention and more frequent/active 
monitoring than usual. 

• Health system strengthening needs to be monitored, keeping in mind 
regional disparities. 

•  Monitoring quality of ANC merits special attention 
• Proactive disclosure of data is required, particularly related to Maternal 

Deaths. There must be public declaration of annual maternal deaths with 
causes of deaths, profiles of women who died, and follow up action by state 
health systems. Maternal Death Audit should take into account previous 
history, ANC and PNC. 

• Community involvement in developing tools, monitoring and analyzing trends 
in maternal health is necessary 

 

APPROACH 

• Provision of maternal health services and maternity benefits must not be 
conditional. As of now, they exclude women under the age of 19 , women 
with more than two children, and in many states, those without  BPL cards. 

• There must be a specific focus to provide services to adolescent women, both 
in terms of preventing adolescent pregnancies as well as making maternal 
health care available to adolescent pregnant women. Sexual health education 
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too needs to be brought back into focus to prevent teen pregnancies and for 
holistically addressing sexual health needs of adolescents. 

• Behavior change communication should not be just targeted towards 
women. The family should not only be involved, but should also be the focus 
– for instance in bringing about a change in nutritional intake of women, 
contraceptive choice and use. 

• Services must be made available and also portable, particularly for migrants 
and others who cannot reach the health facility. 

• Verbal and physical abuse by health care providers, during labour in public 
health facilities warrants special attention. Efforts must be taken to address 
the sensitivity and quality of services provided specifically to minorities and 
Dalits at health facilities. 

• Social determinants such as violence are known to have an impact on the 
health of women as well as infants, and these must be addressed. This could 
be done by including screening for violence within antenatal check ups and 
providing support services to abused women. 

• Nutrition is a critical factor in maternal health, which has remained 
neglected. There must be a concerted focus on improving nutrition of women 
in general, but particularly during pregnancy and lactation. Food and 
nutrition must not be medicalized. The methods for bringing about improved 
nutrition must not be through pushing for micronutrients, but instead making 
nutritious food available.  There is a huge market for pushing the 
micronutrients agenda into the ICDS system. This should not be allowed to go 
forward. There is a need for sustainable interventions, particularly in regions 
where food is scarce. Kitchen gardens should be promoted. 

• The push for institutional delivery as the ‘ideal’ has resulted in decimation of 
an entire cadre of traditional birth attendants who were easily accessible to 
the community. Even the midwifery training among ANMs has been 
removed. The course duration has been shortened as well. There is a need to 
bring back focus on TBAs, but in the context of ‘promoting women’s health 
and rights’ rather than just reducing maternal deaths. 

• There is a need to implement regulatory mechanisms for all health care 
facilities (private and public) in terms of standards of care, and cost.  

• New PPPs must be introduced only if there is ample evidence of their ability 
to improve availability, accessibility and quality of health care services to the 
most deprived sections of the population.  

• Maternal health care needs to be placed in the context of all-round 
strengthening of health systems. Pervasive problems such as staff shortages, 
infrastructure problems, drug shortages, rational use of drugs, the issue of 
user fees, accountability of health personnel, deployment of resources, 
referral mechanisms between facilities must be addressed in order to 
improve maternal health care. 

• Expanding the provider base (or task shifting) for abortion services and basic 
maternal health services would be able to address some of the problems in 
staff shortage. 

• Maternity benefits must be de-linked from work status and instead be made 
a right of citizenship.  
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• The huge volume of speculative transactions in foreign exchange, 
commodities, shares and securities should be subject to a financial 
transaction tax to generate additional revenues foruniversal access to 
maternal health including pregnancy related morbidity. 

• There is an urgent need to strengthen efforts of activism among affected 
groups (women) and create more spaces so that women can organize into 
collectives. There is also a need to strengthen institutional bodies like VHSCs 
and Panchayats. 

• Participation of affected persons in monitoring maternal health, in terms of 
development of tools, as well as analyzing trends is required. Verbal and 
social autopsies of maternal deaths by community groups, must compliment 
maternal death reviews in order to ensure that they provide an accurate 
understanding of circumstances and events. This would also ensure that 
maternal deaths do not go unreported, particularly those of the most 
marginalized (dalits, muslimsetc) 

• Transparency in the review process is required; maternal death review 
reports must be made publicly available. Community forums such as 
‘Community Death Consultations’ can be used to make maternal death 
reporting more accurate and allow communities to table their concerns. 

• There is a need to strengthen cross-movement alliances, so that women’s 
health becomes an issue of concern for   activists working on Dalit rights, 
right to food, and minority rights issues. 
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