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Abstract 

Pregnancy and motherhood are natural processes in the lives of 
women of reproductive age. These processes are generally considered 
to be positive and fulfilling experiences. However, for various 
reasons, many women end up dying as a result of these processes. 
Improving maternal health and reducing maternal mortality are 
accepted as human rights challenges and prioritized in several 
international declarations and national policies. However, progress in 
achieving these objectives still remains poor.  

This thesis aims to explore the maternal health and health care in the 
Indian state of Madhya Pradesh through a human rights lens. A 
human rights lens provides a framework to study various aspects of 
the problem of maternal health from a human rights perspective. It 
helps in highlighting the gaps and challenges related to political 
priority, sociocultural, economic and individual-level factors and the 
availability, accessibility, acceptability and quality of maternal health 
care services. A combination of quantitative and qualitative research 
methodologies was applied in four sub-studies conducted in Madhya 
Pradesh. The specific objectives were: to investigate, by using John 
W. Kingdon’s multiple-streams model of agenda setting, why and 
how maternal health became a political priority in the state (Paper I); 
to estimate the effects of individual-, community- and district-level 
characteristics on the utilization of maternal health services with 
special reference to antenatal care, skilled attendance at delivery and 
post-natal care (Paper II); to analyse sociocultural and service 
delivery-related dimensions of maternal deaths in rural central India 
through a human rights lens (Paper III); and to evaluate the technical 
efficiency of the public district hospitals using data envelopment 
analysis (Paper IV).  

The findings of the first qualitative study indicated that various 
developments at international, national and state level brought the 
issue of maternal health to the priority political agenda in Madhya 
Pradesh state. This resulted in the introduction of new policies and 
programmes and more resources were allocated for improving 
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maternal health. However, several challenges still remain in ensuring 
proper implementation of these programmes and policies. The 
quantitative study on factors affecting the use of maternal health 
services revealed that 61.7% of women used antenatal care at least 
once, 49.8% of women used skilled attendance at delivery and 37.4% 
of women used post-natal care during their most recent pregnancy. 
The household’s socio-economic status and mother’s education 
emerged as the most important factors associated with the use of 
antenatal care and skilled attendance at delivery. Delivery by skilled 
personnel and the use of antenatal care were the most important 
factors in the use of post-natal care. This study highlighted the need 
to identify and focus on community- and district-level intervention  
along with addressing the individual-level factors.  

The findings of the third qualitative sub-study revealed that all 
pregnant women in the study tried to access medical assistance for 
obstetric complications but various factors delayed appropriate care. 
The underestimation of complication symptoms by family members, 
gender inequity and the negative perceptions regarding delivery 
services deferred decisions to seek care. Transportation problems and 
care seeking at multiple facilities also constrained timely reaching of 
appropriate health facilities. Negligence by health staff in providing 
care, and unavailability of blood and emergency obstetric care 
services, delayed the receiving of adequate care after reaching a 
health facility. This study indicates that normative elements of a 
human rights approach to maternal health, i.e. availability, 
accessibility, acceptability and quality, were not fully upheld. The 
deceased women and their relatives were unable to claim their 
entitlements and the duty bearers could not meet their obligations 
despite their conscious efforts to improve maternal health. In the last 
study, the results of data envelopment analysis revealed that half of 
the district hospitals (20) in the study were operating inefficiently.  

This research establishes a need to give special attention to 
addressing challenges in the maternal health programmes at the 
implementation level as well as tackling the social determinants of 
maternal health. In order to increase the utilization of maternal 
health services in the state, the need to identify and focus on 
community- and district- as well as individual-level interventions is 
emphasized. In order to prevent maternal deaths, a need for further 
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concentrated efforts is underlined with a view to honouring human 
rights elements of maternal health by better community education, 
women’s empowerment and health system strengthening with the 
provision of appropriate and timely services including emergency 
obstetric care of good quality. It also highlights a need to identify the 
causes of the observed inefficiencies and to take appropriate 
measures to increase the efficiency of district hospitals.  

Keywords: Maternal health, right to health, reproductive and sexual 
health, Madhya Pradesh, India 
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Glossary of terms 

Adult lifetime risk of maternal mortality- The adult lifetime 
risk of maternal mortality is defined as the probability that a 15-year-
old female will die eventually from a maternal cause [1]. 

Cross-sectional study- A study that examines the relationship 
between diseases (or other health-related characteristics) and other 
variables of interest as they exist in a defined population at one 
particular time [2]. 

External validity- The degree to which results of a study may apply, 
be relevant, or be generalized to populations or groups that did not 
participate in the study. A study is externally valid, or generalizable, if 
it allows unbiased inferences regarding some other specific target 
population beyond the subjects in the study [2]. 

Freedom- The right and power to control one’s health and life. 

In-depth interviews- A qualitative data collection method in which 
the interviewer explores a topic in considerable depth.  

Internal validity- The degree to which a study is free from bias or 
systematic error. The soundness of the study design, conduct, and 
analysis in answering the question that it posed for the study 
participants [2].  

Maternal death- The death of a woman while pregnant or within 42 
days of termination of pregnancy, irrespective of the duration and site 
of the pregnancy, from any cause related to or aggravated by the 
pregnancy or its management but not from accidental or incidental 
causes [3]. 

Maternal health- The health of women during pregnancy, 
childbirth and the postpartum period. 

Maternal mortality ratio- The ratio of the number of maternal 
deaths per 100,000 live births [1]. 

Odds ratio (OR)- The ratio of two odds. The ratio of the odds in 
favour of exposure among the cases to the odds in favour of exposure 
among non-cases [2].   
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Purposive sampling- Non-random, non-probability sampling 
procedures used in qualitative methodology. The study units are 
selected deliberately, with an expectation that they will be 
appropriate for the purpose of the study. As opposed to random 
samples, the purposive sample is not representative for its population 
in a statistical meaning.  

Qualitative method- A research method that is used to discover 
and describe important variables, particularly in terms of social 
dynamics and the subjective realities of those involved in a given 
situation. It is used to develop an understanding of the meaning and 
experience dimensions of human lives and social world.  

Quantitative methods- Any research method that results in the 
data being expressed in numerical form.  

Right to health- The approach that considers the achievement of 
the highest attainable standard of health as a fundamental human 
right of all individuals and encompasses states’ responsibilities in 
taking appropriate measures to ensure it.  

Social determinants of health- The social conditions under 
which people live that affect their health [4]. 

Thematic analysis- Thematic analysis is a method for identifying, 
analysing and reporting patterns (themes) within qualitative data. 

Triangulation- A means of addressing qualitative/quantitative 
differences, which include data, investigator, theoretical, 
methodological, unit of analysis and interdisciplinary triangulation. 

Trustworthiness- The extent to which results extracted from 
empirical data are valid and reliable.  
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Chapter 1: Introduction 

“No matter where a woman lives, giving birth should 
be a time of joy, not a sentence to death.” 

Thoraya Ahmed Obaid, 
Former Executive Director of UNFPA (2001–2010) 

Pregnancy and motherhood are natural processes in the lives of 
women of reproductive age. These processes are generally considered 
to be positive and fulfilling experiences. However, for various reasons 
many women end up dying during pregnancy, childbirth and the 
post-partum period. Improving maternal health and reducing 
maternal mortality are accepted as human rights challenges and these 
issues have been prioritized in several international declarations and 
national policies. Improved scientific knowledge and the availability 
of modern technology have brought several significant successes in 
global health over the past five decades but maternal mortality 
reduction remains a serious challenge in the majority of low- and 
middle-income countries.   

India has a huge toll of maternal deaths, with 50,000 deaths in 2013, 
which constituted 17% of the global burden of maternal mortality [5]. 
It has achieved a significant decline in the maternal mortality ratio 
(MMR) from 892 maternal deaths/100,000 live births in 1972–76 to 
178 in 2010–12. Nevertheless, the country is still far away from 
reducing it to 109 maternal deaths per 100,000 live births, which is 
the millennium development goal (MDG) 5 target for the country [6].  

Improving maternal health and reducing maternal mortality are not 
simply health issues; rather they are critical human rights issues. The 
United Nations Human Rights Council (UNHRC) accepted, in 2009, 
that preventable maternal mortality is a human rights challenge, and 
especially the right to life and to enjoy the highest attainable standard 
of physical and mental health, including sexual and reproductive 
health [7].  
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This thesis explores maternal health and health care in Madhya 
Pradesh state in central India through a human rights lens. It is based 
on four sub-studies conducted in the state using quantitative and 
qualitative research methodologies. The thesis starts by presenting 
the global and national overview of maternal health. After this, the 
conceptual framework of the right to health is described. This is 
followed by chapters on study justification and the objectives of the 
present research. The following chapter focuses on the study setting 
and the methods along with the ethical considerations. The fifth 
chapter describes the main results and findings from this research.  

The sixth chapter presents discussion locating the findings within the 
conceptual framework of the right to health, looking at the aspects of 
the freedoms and entitlements of women (rights holders) and 
responsibilities of the health system (duty bearer) in the context of 
maternal health and health care in the Indian state of Madhya 
Pradesh. The last chapter of the thesis provides conclusions and 
implications for further research and policy.  

1.1. Global scenario of maternal health 
Reducing the maternal mortality ratio (MMR) by three-quarters by 
2015 from a starting point in 1990 was declared as the fifth MDG by 
the global community in the year 2000 [8]. This declaration brought 
increased attention around the world to the issue of improving 
maternal health. Recent reviews of MDGs revealed that the MMR 
globally decreased by 45% between 1990 and 2013; however, the 
progress toward achieving MDG 5 is off track in many countries [1, 5, 
9-13].  

According to the latest global estimates, 289,000 women died during 
2013 due to maternal causes. Of the total maternal deaths globally in 
2013, 99% occurred in the global south, and sub-Saharan Africa along 
with Southern Asia accounted for 62% and 23.9% of the global 
burden of maternal deaths, respectively. It is estimated that for every 
maternal death, 20 women suffer from pregnancy-related injury, 
infection, morbidity or disease, which sometimes results in long-term 
maternal disabilities such as prolapse, infertility, incontinence or 
fistula [14]. There are huge differences in the levels of MMR in 
various parts of the world (Figure 1). The world MMR average in 2013 
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was recorded as 210, while the global south (230) had 14 times higher 
MMR than that of the developed regions (16). According to the global 
adult lifetime risk, the probability of a 15-year-old female dying 
eventually from a maternal cause was estimated to be 1 in 190 during 
2010–12, but there were huge disparities between the global south (1 
in 160) and developed (1 in 3700) regions. The adult lifetime risk of 
maternal mortality in India during 2010–12 was 1 in 190 [5]. 

Figure 1. Map of the world showing categories of countries 
according to their maternal mortality ratio (deaths per 100,000 live 
births) in 2013.  
Source: [5] 

1.2. The health system in India and the National Rural 
Health Mission  
India adopted a welfare state approach after independence in 1947 
and committed through constitutional directive principles to 
providing health care to all citizens [15]. Central and state 
governments distribute powers and responsibilities under the federal 
system of governance. As part of this distribution, health is a state 
matter; however, the central government provides funding to all 
states for health and family welfare programmes.  
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The health system in India consists of three major players providing 
preventive, promotive and curative health services to the country’s 
population. These players are the public sector (comprising central, 
state and local self-governance institutions and their health facilities), 
the private for-profit sector and the private not-for-profit sector such 
as non-governmental organizations (NGOs) and charitable trusts 
providing health care services [16]. The provision of primary health 
care is the foundation of the rural public health care system in India. 
Table 1 shows the prescribed and current population coverage of the 
primary health care facilities in rural areas and indicates that the 
country needs to have a greater number of these facilities to meet the 
prescribed coverage [17, 18]. 

 

Table 1. Coverage of primary health care facilities in India 

Health 

centre 

Staff Prescribed 

population 

coverage 

Current 

average 

population 

coverage 

Average 

rural 

area 

covered 

(sq. km) 
Plain 

areas  

Hilly/ 

tribal 

areas 

Sub health 

centre 

(SHC) 

One female health 

worker (auxiliary 

nurse midwife) and 

one male health 

worker (multi-

purpose worker) 

5000 3000 5,615 21.2 

Primary 

health 

centre 

(PHC) 

One medical doctor 

and 14 other staff 

including nurses, lab 

technician and 

administrative staff  

30,000 20,000 34,631 129.66 

Community 

health 

centre 

(CHC) 

Four specialists 

(surgeon, physician, 

gynaecologist and 

paediatrician) and 21 

paramedical and 

other staff 

120,000 80,000 172,375 645.21 

 Source: [18] 
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The country had 4,833 community health centres (CHCs), 24,094 
primary health centres (PHCs) and 148,366 sub health centres 
(SHCs) functioning as of March 2012.  

Secondary-level health care services are delivered by sub-district 
hospitals and district hospitals in every district and tertiary level care 
is provided by medical colleges and apex institutions situated in 
major cities. The country has 387 medical colleges of which 181 are in 
the government sector and the rest in the private sector. These 
medical colleges produce 30,000 physicians, 18,000 specialists, 
30,000 graduates of Indian Systems of Medicine, 54,000 nurses, 
15,000 auxiliary nurse midwives (ANMs) and 36,000 pharmacists 
annually. However, there is a huge shortage of doctors in government 
hospitals in the country. The current doctor-population ratio is 0.5 
doctors per 1,000 population, which is just half that of the ratio of 1 
per 1,000 population suggested by the World Health Organization 
(WHO). The government of India aims to achieve a ratio of 0.8 
doctors per 1,000 population by the year 2025, whereas the Medical 
Council of India (MCI) believes that this ratio will not be achieved 
before the year 2031 [18].  

India has a mixed health care financing system wherein there is/are: 
i) a tax-based public sector that comprises central, state and local
government facilities providing free health care services, ii) a private 
sector that includes for-profit and not-for-profit health facilities, iii) 
households making out-of-pocket expenditures in public or private 
sector facilities, and iv) health insurance schemes including 
government, private and community-based health insurance schemes 
[19]. Total public and private spending on health and health care in 
India is around 6% of the gross domestic product (GDP) of the 
country. The public spending on health was just 0.9% of GDP 
between 1991 and 2005. This has been increased to 1.2% of GDP in 
the post-2005 period and the government of India has expressed its 
commitment to increasing it to the level of 2 to 3 % by 2017. However, 
Indian households still have to spend a disproportionally higher 
share of their consumption expenditure on health care as out-of-
pocket expenditures.  
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India has achieved a significant increase in life expectancy at birth 
from 41.38 years in 1960 to 64.10 years in 2005. Despite this 
significant progress, a large proportion of the population living in 
rural areas, especially poor and vulnerable people including women 
and children, continue to suffer due to inequitable distribution of 
services. In order to address this problem, the National Rural Health 
Mission (NRHM) was launched in April 2005 by the government of 
India as an umbrella programme with the aim of improving the 
availability of and access to quality health care for people, especially 
for those residing in rural areas, the poor, women and children. The 
NRHM focuses on 18 out of 29 states with low social and human 
development indicators. The major objectives of the NRHM are to 
decrease the infant mortality rate and maternal mortality ratio, 
provide universal access to public health services for every citizen, 
prevent and control communicable diseases, achieve population 
stabilization, ensure gender and demographic balance and encourage 
a healthy lifestyle [20]. The NRHM is trying to achieve its goals 
through the implementation of a set of core strategic interventions, 
including an increase in budgetary outlays for health programmes, 
the appointment of an accredited social health activist (ASHA) at 
village level to facilitate access to health services, strengthening of the 
health care infrastructure, improving the management capacities of 
programme officials, incentivizing institutional deliveries, providing 
free transportation for institutional deliveries, promoting 
intersectoral convergence and strengthening the public-private 
partnership for gap filling [20, 21]. The NRHM was converted into 
the National Health Mission (NHM) in 2013 by incorporating an 
urban health component into it.   

1.3. Maternal health care and maternal mortality in 
India and Madhya Pradesh  
The level of use of maternal health care services in India is poor. 
According to the third round of the District Level Household and 
Facility Survey (DLHS) conducted in 2007–08, 49.8% of pregnant 
women had at least three antenatal check-ups during their most 
recent pregnancy, 73.4% of women received at least one tetanus 
toxoid (TT) injection, and 46.6% of women consumed 100 iron folic 
acid (IFA) tablets. Only 18.8% of pregnant women received full 
antenatal check-ups as prescribed by the government of India (GOI), 
which consists of at least three visits for antenatal check-up, one TT 
injection and consumption of 100 IFA tablets or an adequate amount 
of syrup. Around 47% of women delivered their babies at health 
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facilities and the rest delivered at home, of which only 5.7% of the 
deliveries were conducted by skilled health personnel. The use of 
post-natal care has also been poor, as only 49.7% of women received 
PNC within two weeks of delivery [22].   

Though maternal health has historically been poor in India, it has 
recorded sharp improvements in the last two decades. Figure 2 shows 
that the MMR of India was 437 in 1990–91 and was reduced to 178 
during 2010–12. A decline in the MMR of 59% was recorded during 
this period, but this is still far away from the MDG target for India of 
109 maternal deaths per 100,000 live births by the year 2015 [23].  

Figure 2. Maternal mortality ratio levels in India, 1990–91 to 2010–12. 
Source: [6] 

According to the special survey of deaths conducted by the Registrar 
General of India (RGI), the major cause of maternal deaths in India in 
2001–03 was haemorrhage (38%), which was followed by other 
conditions (33%). Other causes of maternal deaths were sepsis (11%), 
abortion (8%), hypertensive disorders (5%) and obstructed labour 
(5%)1 [24].  

1 The categorization of maternal deaths was based on the WHO’s “Global Burden of Disease”. 
The various categories with their ICD-10 codes are: haemorrhage (O44-O46, O67, O72); sepsis 
(O85-O86); hypertensive disorders (O10-O16); obstructed labour (O64-O66); abortion (O00-
O08); and other conditions (O20-O43, O47- O63, O68-O71, O73-O84, O87-O99).  
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The levels of maternal mortality during the period 2010–12 varied 
greatly across the regions in India. Figure 3 shows a wide range of 
MMR levels from the highest, 328, in Assam to the lowest, 66, in 
Kerala [25]. Major states in southern India, namely Kerala, Tamil 
Nadu, Karnataka and Andhra Pradesh, have MMR levels lower than 
the Indian average, whereas all major states in northern India 
reported higher MMR than that of the country. These variations are 
due to differences in underlying access to emergency obstetric care 
and prenatal care, anaemia rates and education levels among women, 
and other factors such as poverty, geographic diversities and 
availability of infrastructure [26, 27].   

Figure 3. Maternal mortality ratio in Indian states between 2010 
and 2012. 
Source: [6] 

Madhya Pradesh state has always remained among the states with the 
highest MMR in the country. The efforts made by the state 
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government have been successful in reducing the MMR from 507 
(1982–86) to 2  in 201 –1 , but the state still remains in the group 
of states with the highest MMR in the country. Figure 4 shows the 
trend of MMR from 1982–86 to 201 –1 . However, the current levels 
of MMR in the state are far away from the target of 100 maternal 
deaths per 100,000 live births set by the state government to be 
achieved by the year 2017.  

Figure 4. Levels of maternal mortality ratio in Madhya Pradesh2, 
1982-86 to 2012-13.  
 Source: [ ] 

There are huge differences in the levels of MMR in various divisions 
of Madhya Pradesh. The lowest MMR is in the Indore division (164), 
which has a higher urban population and better availability of 
government and private hospitals. Figure 5 shows that the highest 
MMR among the divisions of the states has been recorded in Shahdol 
division (361), which has poor socio-economic status and a large 
proportion of rural and tribal population along with poor availability 
of maternal health care services. 

2 Data not available for the period between 1982-86 and 1997-98. 
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Figure 5. Maternal mortality ratio in Madhya Pradesh and divisions - 
2012-13. 
Source: [ ] 

The data from the first two rounds of the Annual Health Survey 
(AHS) presented in Table 2 show that the state has improved some of 
the indicators of the use of maternal health services such as 
registration in the first trimester, institutional delivery and post-natal 
care [28, 29]. However, it still has to go a long way in increasing the 
coverage of full ANC and providing skilled attendance in home 
deliveries.  

Table 2. Maternal health care indicators in Madhya Pradesh 

Indicators 
AHS-1 

(2010-11) 
AHS-2 

(2011-12) 
Mothers who received 3 or more antenatal check-ups (%) 68.1 70.7 
Mothers who received at least one tetanus toxoid injection (%) 94.8 90.6 
Mothers who received 3 or more antenatal check-ups (%) 68.1 70.7 
Mothers who received full antenatal check–up (%) 13.3 15.3 
Mothers who consumed iron folic acid (IFA) for 100 days or 
more (%) 

17.5 18.9 

Institutional delivery (%) 76.1 79.7 
Delivery at home (%) 23.5 20.0 
Delivery at home conducted by skilled health personnel (%) 26.0 31.1 
Mothers who received post-natal care within one week of 
delivery (%) 

76.6 80.3 

 Source: [28, 29] 
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1.4. Policies and programmes for maternal health in 
India 
The first programmatic initiative for maternal health in India was 
initiated in the nineteenth century wherein the British colonial 
government condemned the natives for the enormously high 
maternal mortality and started the Lady Dufferin Fund in 1885 aimed 
at providing maternity services. As part of this initiative, the female 
doctors encouraged the traditional birth attendants to motivate 
pregnant women to go to their private hospitals and clinics for 
deliveries. This intervention was replaced by the ‘women’s medical 
service’ started by the British colonial government in 1914 after 
accepting the government’s responsibility to provide maternity 
services. However, the availability and use of these services remained 
very minimal [30].  

In 1946, on the eve of independence, the ‘Health Survey and 
Development Committee’, popularly known as the ‘Bhore 
Committee’, presented a plan for a National Health Service for 
providing free health services including maternal health services with 
universal coverage to the entire population through a comprehensive 
state-run health service. Rural health services were established in 
India after independence in 1947. As part of this initiative, primary 
health units (PHUs) were started up to serve a population of 30,000, 
and sub centres (SCs) were established below PHUs. These PHUs and 
SCs were manned with trained nurse-midwives to provide maternal 
health services along with other basic medical services. In this series, 
hospitals were established at district and higher levels to provide 
referral services. During this period, the World Health Organization 
(WHO) advocated an integrated approach to maternal and child 
health (MCH) through basic public health programmes. However, the 
focus of health services in India primarily remained on immunization 
and birth control until the early nineties and maternal health 
remained neglected [30, 31].  

The government of India launched the Child Survival and Safe 
Motherhood programme (CSSM) in 1992, which was supported by 
the World Bank and the United Nations Children’s Fund (UNICEF). 
Along with interventions for child survival, this programme focused 
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on safe motherhood services such as prevention of anaemia, 
antenatal care, tetanus immunization, early detection and treatment 
of obstetric complications, delivery by trained personnel, institutional 
deliveries, setting up of the first referral units (FRUs), referrals for 
hospital deliveries and birth spacing services through the primary 
health care system [32]. The CSSM programme was able to bring 
some improvement in the child survival outcomes but it failed to 
realize its goal of increasing the number of well-functioning 
childbirth facilities in the country [33-35]. 

India signed on to the Programme of Action of the International 
Conference on Population and Development (ICPD) organized by the 
United Nations Population Fund (UNFPA) in 1994, which promised 
to promote ‘reproductive rights’, with the right to safely go through 
pregnancy and childbirth as one of its components. Following this, 
the government of India started reorienting its family planning and 
maternal health programmes and services and launched the first 
phase of the Reproductive and Child Health (RCH) programme in 
October 1997, which offered client-centred, demand-driven, quality 
maternal health and family planning services [20, 36]. This 
programme, supported by the World Bank, UNFPA and the 
Department for International Development (DFID), Government of 
UK, made additions to the services offered by the earlier CSSM. These 
additions were the treatment of reproductive tract infections 
(RTIs)/sexually transmitted infections (STIs), safe abortion services, 
referral transport and the establishment of blood storage units. This 
programme also made provision for additional nursing staff at 
primary health centres (PHCs) for providing round-the-clock 
maternal health services and also provided incentives to the staff for 
night-time institutional deliveries. Under this programme, integrated 
RCH camps were organized from 2001 to 2004 to improve maternal 
and child health services with special focus on people living in remote 
areas in 102 districts in seven states, including Madhya Pradesh, with 
poor performance in maternal health indicators. The services offered 
in RCH camps included antenatal check-ups, gynaecological 
examinations, family planning counselling and services, tetanus 
toxoid immunizations for pregnant women, iron and folic acid 
supplement distribution, pregnancy tests and treatment for RTIs and 
STIs [20, 37]. The World Bank report on completion of RCH-1 



INTRODUCTION 

13 

showed that despite making several concentrated efforts to improve 
maternal and child health, this programme was unable to achieve its 
desired objective of reducing maternal mortality [38].   

The period 2000 to 2005 experienced several developments at 
international, national and sub-national levels. The millennium 
declaration and announcement of the Millennium Development 
Goals (MDGs), which had improving maternal health as one of the 
goals, encouraged nations to prioritize maternal health on their 
health and development agendas. The target of MDG 5 for India was 
set to reduce the MMR to 109 maternal deaths per 100,000 live births 
by 2015. The government of India took the ambitious step of 
declaring its goal to reduce the MMR to 100 maternal deaths per 
100,000 live births by 2010. Three major national policies were 
adopted by the government during this period: the National 
Population Policy in 2000, the National Policy for Empowerment of 
Women in 2001 and the National Health Policy in 2002. All these 
policies endorsed the target for reducing MMR set by the government 
of India [12, 39-41].  

The United Progressive Alliance (UPA) government came into power 
at the central level in India in 2004 and declared the Common 
Minimum Programme (CMP), in which ing maternal health 
was figured in prominently. As part of realizing the promises made in 
the CMP, the National Rural Health Mission (NRHM) was launched 
in 2005. The main objective of the NRHM is to reduce maternal and 
child mortality and fertility by bringing all health, family welfare and 
allied sector programmes under one umbrella. The NRHM also 
promised to increase public spending on health, increased the 
funding for health programmes substantially and gave high priority to 
restructuring the rural health system in the country [20].  

The government of India also started the second phase of the RCH 
programme (RCH-2) in 2005, with support from the World Bank, 
UNFPA and DFID, as a follow-up to the RCH-1, and placed it under 
the NRHM [42]. One of the key strategies of the NRHM for reducing 
maternal mortality is focused on institutional deliveries and the 
provision of emergency obstetric care (EmOC) services. The NRHM 
and RCH-2 helped to increase financial allocations for field-level 
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interventions and facility strengthening, decentralization and 
flexibility in programming. Under the NRHM, a female health 
volunteer called an accredited social health activist (ASHA) is selected 
and trained for each 1000 population to work as a link between the 
community and the health services. Health facilities are being 
strengthened to provide quality reproductive and maternal health 
services including treatment of RTIs, safe abortion services, 
institutional deliveries, family planning and childcare, and blood 
banking services are being strengthened and selected health facilities 
are being upgraded to provide referral services for managing obstetric 
complications. The NRHM focuses on the rural population. However, 
the National Health Mission (NHM) has focused on rural as well as 
urban areas for improvement in maternal health services since 2013 
[20, 42].   

Antenatal care, delivery and post-natal care services are provided by 
government health facilities to all pregnant women free of charge. 
Name-based tracking of pregnant women and children is being done 
by health care providers using specially developed software to track 
every pregnant woman, infant and child for up to three years, by 
name, in order to provide timely ANC, institutional delivery and PNC 
services along with immunization and other related services. At least 
four ANC check-ups, including early registration and first ANC in the 
first trimester along with physical and abdominal examinations, 
haemoglobin estimation and urine investigation, two doses of TT 
immunization and consumption of IFA tablets for 100 days, are 
provided by the government free of charge for all pregnant women. 
The current scenario of maternal health services shows that the 
government has made these provisions but translating these 
provisions into practice has not fully happened. As a result, the use of 
these services remains low [29].  

In order to reduce the maternal mortality the government is focusing 
on providing universal access to skilled attendance at birth, 
increasing institutional deliveries, strengthening the emergency 
obstetric care (EmOC) services, improving access to EmOC services 
through a public-private partnership (PPP), increasing access to early 
and safe abortion services and strengthening referral systems as main 
strategies under the NRHM. Selected health facilities have been 
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identified and strengthened by providing resources in a focused 
manner for filling the gaps of trained and skilled human resources, 
infrastructure, equipment, drugs and supplies and for providing 
quality and comprehensive reproductive, maternal, neonatal and 
child health (RMNCH) services. Comprehensive safe abortion 
services are provided at designated public health facilities.  

For facilitating free transportation for all pregnant women from their 
homes to health facilities and for referral to higher facilities for 
delivery, a scheme called ‘Janany Express Yojana’ is being 
implemented. Ambulances from government hospitals and private 
vehicles are used for the transportation of pregnant women for 
delivery. To increase the number of institutional deliveries, another 
scheme called ‘Janany Suraksha Yojana’ is being implemented 
through which all women from rural areas and urban areas are given 
cash incentives of 1400 rupees  (23 US $) and 1000 rupees  (16 US $) 
for institutional deliveries in government health facilities and in 
private health facilities accredited by the government [43].  

In addition, the government of India added child health services into 
the existing programmes and launched the Janani Shishu Suraksha 
Karyakaram (JSSK) in June 2011 to provide absolutely free and no-
expense delivery including Caesarean section to all pregnant women 
delivering in public health institutions and free services to sick 
newborn babies in all the states and union territories of the country. 
This programme makes provision for free drugs, diagnostics, blood 
and diet, along with free transport from home to health facilities, 
needs-based referral between health facilities and home return. Post-
natal care (PNC) is provided free of charge by government health care 
providers to all mothers within the first 24 hours of delivery and 
subsequent home visits on the third, seventh and 42nd day for 
identification and management of complications occurring during the 
post-natal period [44].  

All these recent policy provisions and programmatic interventions 
have been able to increase the uptake of ANC, safe delivery and PNC 
services, but there are huge disparities in the availability and use of 
these services between and within the states. Differences are also seen 
between urban and rural areas, caste groups, religions, and rich and 
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poor sections of the society. As a result, India has been able to reduce 
its MMR to 178 maternal deaths per 100,000 live births, but recent 
estimates suggest that it is unlikely to achieve its MDG target by 2015 
[18, 23, 25, 45].  

1.5. Study justification 
Maternal disabilities and deaths do not only occur because of medical 
causes but are the result of discrimination against women and denial 
of their human rights. Thus, the failure to avert preventable maternal 
deaths is a great social injustice and it poses a major human rights 
challenge to the world [46-49].  

A considerable amount of research is available globally and in the 
Indian context on the status of maternal health, clinical causes of 
maternal deaths and strategies for maternal mortality reduction. But 
systematic research on maternal health and health care from a 
human rights perspective is scarce, particularly in the Indian context 
(4, 15, 27). In order to fill this know-how gap, this research aims to 
critically examine the maternal health and health care in the Indian 
state of Madhya Pradesh through a human rights lens.     

The study findings may provide important insights for strengthening 
the planning and delivery of maternal health services and for 
implementing evidence-based strategies for averting avoidable 
maternal deaths in the state. The study findings could also be useful 
for development partners, human rights groups, researchers and non-
government organizations engaged in service delivery, research and 
advocacy.  
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Chapter 2: Conceptual framework 

2.1. Right to health framework 
The concept of right to health has been developed over a long period 
of time. The health issue coming into the public realm and making 
any legal provision can be traced back to 1802 in the form of the 
Health and Morals of Apprentices Act (1802) in the United Kingdom, 
which followed the enactment of the Public Health Act (1848). During 
the same decade, Mexico recognized the state’s responsibility for 
preserving public health in its constitution in 1843. The president of 
the United States vetoed a national health bill in 1854, arguing that it 
would be unconstitutional to regard health as anything but a private 
matter wherein the government should not be involved. Later, in 
1921, the federal government provided grants to states through the 
enactment of the Maternity and Infancy Act for planning maternal 
and child health services [50].  

The constitution of the WHO in 1946 affirmed for the first time at 
international level that “the enjoyment of the highest attainable 
standards of health conducive to living a life of dignity is one of the 
fundamental rights of every human being without distinction of race, 
religion, political belief, economic or social condition” [51]. Since 
then, the right to health has been recognized by several regional and 
international covenants and instruments such as the Universal 
Declaration of Human Rights (UDHR), the International Covenant on 
Economic, Social and Cultural Rights (ICESCR), the European Social 
Charter and the American Declaration on the Rights and Duties of 
Man [52, 53]. Article 25 of the UDHR 1948 reiterated everyone’s right 
to a standard of living adequate for health including food, clothing, 
housing and medical care and necessary social services and asserted 
that motherhood and childhood are entitled to special care and 
assistance [52].  

The Committee on Economic, Social and Cultural Rights (CESCR), in 
its general comment 14 in 2000, stated that health was a fundamental 
human right indispensable for the exercise of other human rights. It 
acknowledged every human being’s entitlement to enjoyment of the 
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highest attainable standard of health conducive to living a life in 
dignity and regarded availability, accessibility, acceptability and good 
quality of health services as essential components of a right to health 
framework [54]. The right to health does not mean the right to be 
healthy but it is a right to a variety of services, facilities, goods and 
conditions that promote and protect the highest attainable standard 
of health [55]. 

Figure 6. Key elements of right to health framework. 
Source: Author's illustration based on Right to Health Framework - General 
Comment 14 on the Right to enjoyment of the highest attainable standard of health 
adopted by the UN Committee on Economic, Social and Cultural Rights, 2000 

A right to health framework acknowledges both the freedoms and 
entitlements of every human being, wherein the freedoms include the 
right to control one’s health and body, including sexual and 
reproductive freedom, and the right to be free from interference, such 
as the right to be free from torture, non-consensual medical 
treatment and experimentation (Figure 6). The entitlements are the 
right to a system of health protection that provides equality of 
opportunity for people to enjoy the highest attainable level of health 
[54, 56]. The right to health framework also recognizes the need for 
measures to improve child and maternal health, sexual and 
reproductive health services, including access to family planning, pre- 
and post-natal care, and emergency obstetric services, and access to 
information and the resources necessary to act on that information 
[54]. 
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2.2. Exploring maternal health through a human rights 
lens 
There are huge numbers of maternal deaths in certain regions of the 
world whereas many developed countries have virtually eliminated 
maternal mortality. The higher maternal mortality in those countries 
is a result of the systematic failure of states to provide the services 
and conditions needed by women to survive childbirth. In light of 
this, preventable maternal mortality is now increasingly being 
recognized as a social injustice and violation of women’s human 
rights [7, 57-64]. Preventable maternal morbidity and mortality are 
directly linked with various human rights such as the right to life, the 
right to the highest attainable standard of health, the right to equality, 
the right to freedom from discrimination, the right to information 
and education and the right to enjoy the benefits of scientific progress 
[48, 55, 63, 65].  

The UDHR, ICESCR, CESCR and the Programme of Action declared 
at the International Conference on Population and Development 
provided a comprehensive framework for realizing health and 
reproductive rights [66]. The Convention on the Elimination of all 
Forms of Discrimination Against Women (CEDAW) in 1979 clearly 
recognized the right to reproductive and maternal health through its 
general recommendation in 1999. It directed the state parties to 
ensure services for maternal health and equality of access to health 
services. It further established that “state parties shall ensure to 
women appropriate services in connection with pregnancy, 
confinement and the post-natal period, and should grant free services 
where necessary and ensure adequate nutrition during pregnancy and 
lactation” [65, 67]. The ICECSR established that “special protection 
should be accorded to mothers during a reasonable period before and 
after childbirth”, and it also directed the states to make provision for 
reproductive and maternal (pre- and post-natal) health care [54].  

The United Nations Human Rights Council in its resolution adopted 
in 2009 recognized the unacceptably high global rate of maternal 
mortality and morbidity as a health, development and human rights 
challenge and expressed that a human rights analysis and integration 
of a human rights perspective in international and national responses 
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to maternal mortality and morbidity could contribute positively to 
eliminating preventable maternal mortality and morbidity [7]. 

A human rights framework for maternal health acknowledges the 
centrality of a just and effective health system ensuring that maternal, 
reproductive and sexual health services, goods and information are 
available in adequate numbers, accessible physically and 
economically, accessible without any discrimination, ethically and 
culturally acceptable, and of good quality along with acceptability and 
accessibility of information. It aims to empower women to claim their 
rights through active participation in decision making and also 
highlights the importance of social determinants of maternal health. 
It also calls for the establishment and effective implementation of the 
mechanisms for ensuring the accountability of all actors concerned 
with maternal health and women’s reproductive and sexual health 
[48, 54, 56].  

According to the recent technical guidance issued by the UNHRC, a 
human rights-based approach identifies rights holders and their 
entitlements and corresponding duty bearers and their obligations, 
and it promotes strengthening of the capacities of both rights holders 
to make their claims and duty bearers to meet their obligations in 
respecting, protecting and fulfilling human rights. A right to health 
framework for maternal health recognizes women as right holders 
and provides them with the freedom to control their own health and 
body through active participation as well as the right to enjoy a 
variety of facilities, goods, services and conditions necessary for the 
realization of the highest attainable standard of health. It recognizes 
the states as duty bearers, and obliges them to ensure women’s access 
to emergency obstetric care and to other sexual and reproductive 
health information and services. In order to ensure services based on 
equity and non-discrimination, the states are also obliged to address 
the underlying factors that contribute to preventable maternal 
morbidity and mortality [47, 68].  
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2.3. Human rights provisions for maternal health in 
India 
India has several provisions related to human rights for maternal 
health. The constitution of India recognizes the obligation of the state 
regarding raising the level of nutrition and the standard of living of its 
people and improving public health as its primary duties. Article 21 of 
the Constitution provides the right to life to all Indian citizens. The 
Supreme Court of India in its case law articulated that the existence 
of the right to health was a part of the right to life provided by the 
Constitution. Article 14 of the Constitution grants equality to all 
before the law and Article 15 encourages the state to make special 
provisions for women.  

Since India is a signatory of the ICPD-POA and other international 
covenants, it is obliged to respect, protect and fulfil the reproductive 
health rights of women including the right to safe pregnancy and 
childbirth. The reproductive and child health programme of the GOI 
accepts that being able to experience sound reproductive and child 
health services is a legitimate right of all citizens. And therefore, the 
Indian state, through the RCH programme, seeks to ensure the 
provision of relevant services to all citizens of the country.  

The National Maternity Benefit Act of 1961 entitles all working 
women to 12 weeks’ maternity leave with pay at the time of childbirth. 
Abortions are permitted by the Indian state through its Medical 
Termination of Pregnancy (MTP) Act of 1971 (amended in 2003) in 
certain conditions. Any risk of grave injury to women’s physical or 
mental health due to continuation of pregnancy is accepted as one of 
the valid conditions for abortion and the concerned women can freely 
seek safe abortion services from government facilities free of charge 
or paid services from private hospitals approved by the competent 
authorities.  

Several human rights advocates in India used public interest 
litigations (PILs) as a tool for holding the government accountable for 
realizing the right to safe pregnancy and childbirth. They filed a series 
of PILs in various courts and challenged the failure of the state in 
realizing women’s right to safe pregnancy and childbirth. Issuing the 
judgment in two consolidated cases in 2008, the High Court of Delhi 
recognized the failure of the Indian government in providing 
adequate maternal health services to the two concerned pregnant 
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women as a violation of women’s rights to life and health including 
the right to maternal health care as enshrined in national and 
international law. Along with ordering the government to pay 
reparations to the victims and their families, the court also ordered 
the state to improve access to maternal health care, ensuring 
transportation to health facilities for maternal health services as well 
as to improve the monitoring of maternal health policies [69].    

In the year 2012, the High Court of Madhya Pradesh state, in its 
landmark judgment in the case of Sandesh Bansal Vs. Union of India 
and others (PIL) Writ Petition 9061/2008, recognized that the 
inability of women to survive pregnancy and childbirth due to a 
shortage of infrastructure and manpower violates their fundamental 
right to life as guaranteed under Article 21 of the Constitution of 
India. The court further held the state of Madhya Pradesh 
accountable to meet its obligation to ensure that every woman 
survives pregnancy and childbirth as its primary duty.  The court also 
ordered the state to improve the conditions of health facilities, 
improve the basic infrastructure, ensure around-the-clock availability 
of emergency vehicles as well as to provide vaccinations for pregnant 
women  [70].  

2.4. Conceptual framework of the thesis 
A human rights lens to maternal health (Figure 7) provides the basis 
for this thesis. It takes a broader approach focusing on reproductive 
health rights and women’s right to health. Women, families and 
communities are rights holders and they are provided with freedoms, 
entitlements and the right to participate in decision making, which 
are described in the previous section. The national and state 
governments, as the duty bearers, are obliged to respect, protect and 
fulfil their obligations regarding the information, services and 
commodities required to ensure good maternal health outcomes. This 
framework considers maternal health outcomes as the result of 
interactions between various facets such as the sociocultural factors 
affecting maternal health, prioritization of the subject of maternal 
health on the political and policy agenda, and the availability, 
accessibility, acceptability and good quality of maternal health care 
services [48, 58, 68].  
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While the broad focus of the thesis is on human rights aspects of 
maternal health and health care in the state, each sub-study tried to 
answer specific research questions related to various aspects of this 
framework. The political priority aspect of maternal health was 
explored in sub-study 1. Sub-studies 2 and 3 looked at the 
sociocultural factors affecting maternal health. The availability, 
accessibility, acceptability and good-quality aspects of maternal 
health care services were investigated in sub-studies 2, 3 and 4.  

Figure 7. Conceptual framework of the thesis for exploring maternal 
health and health care from a human rights lens  
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2.5. Research questions 
This thesis aims to answer the following research questions: 

1. Why and how did maternal health become a political priority
at sub-national level in the state of Madhya Pradesh in India?

2. What are the factors associated with the use of maternal
health services in Madhya Pradesh?

3. How do various factors affect the utilization of maternal
health services?

4. What factors related to the sociocultural context and service
delivery are associated with maternal deaths in rural central
India?

5. What are the linkages between the sociocultural and service
delivery-related factors of maternal deaths in rural central
India and the elements of a human rights approach to
maternal health?

6. What are the levels of technical efficiency of public district
hospitals in Madhya Pradesh?

7. By how much can input quantities be proportionally saved
without changing the output quantities produced?
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Chapter 3: Study objectives 

3.1. Overall aim 
The aim of this study is to explore the maternal health and 
health care in the Indian state of Madhya Pradesh through a 
human rights lens.  

3.2. Specific objectives 
1. To investigate why and how maternal health became a

political priority in the Indian state of Madhya Pradesh (Paper 
I).  

2. To estimate the effects of individual, community and district-
level characteristics on the utilization of maternal health 
services with special reference to antenatal care, skilled 
attendance at delivery and post-natal care (Paper II).   

3. To analyse the sociocultural and service delivery-related
dimensions of maternal deaths in rural central India through 
a human rights lens (Paper III).  

4. To evaluate the technical efficiency of the public district
hospitals using data envelopment analysis (Paper IV). 
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Chapter 4: Methods 

4.1. Study setting 
This thesis is based on four sub-studies conducted in Madhya 
Pradesh state situated in central India. With an area of 308,000 
square kilometres, Madhya Pradesh is the second largest state in 
India. The state is bound by the states of Uttar Pradesh to the north-
east, Chhattisgarh to the south-east, Maharashtra to the south, 
Gujarat to the west and Rajasthan to the north-west (Figure 8).  

Figure 8. Map of India showing Madhya Pradesh. 

According to the 2011 census, the state has 72,626,809 inhabitants 
who constitute around 6% of the total population of the country. The 
state experienced a decadal population growth rate of 20.3% during 
2001–2011, which was higher than that of India (17.7%). The majority 
of the population (72.4%) in the state resides in rural areas and only 
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27.6% of people live in urban areas. The population density of the 
state is 236 persons/km2, which is lower than that of the whole 
country (382). The state has a 21.1% tribal and 15.6% scheduled caste 
population. These castes are officially recognized by the government 
as socially and economically backward castes and tribes that are in 
need of special protection from exploitation and injustice [71]. An 
overview of key demographic, socio-economic and health indicators 
for Madhya Pradesh state is presented in Table 3.  

Table 3. Overview of key indicators in Madhya Pradesh state 

Indicator Value 
Total population (2011 census) 72,626,809 
- Females (%) 48.21 
- Males (%) 51.79 
Density of population (per sq. km.) 236 
Decadal population growth 2001–2011 (%) 20.3 
Total literacy (%) (2011 census) 69.3 
- Female literacy (%) 59.2 
- Male literacy (%) 78.7 
Population living below poverty line in 2011–12 (%) 
(Planning Commission, GOI) 

31.65 

Crude birth rate (number of live births in reference 
period/per 1000 population) (AHS 201 –1 )  

24.  

Crude death rate (number of deaths in reference period/
per 1000 population) (AHS 201 –1 ) 

7.  

Maternal mortality ratio (AHS 201 –1 ) 2 7 
Infant mortality rate (number of infant deaths/1000 
live births) (AHS 201 –1 )  

6  

Under-five mortality rate (number of deaths of under-
five children/1000 live births) (AHS 201 –1 )  

8  

Child sex ratio (number of girls per 1000 boys in 0–6 age 
group) (2011 census)  

918 

 Source: [71 ] 

The state has been striving for the last several years to improve its 
indicators and ensure its place in the list of progressive states; 
however, the majority of indicators still remain poor.  
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The state consists of 54,903 villages and 476 towns. Administratively 
it has been divided into 313 development blocks, 50 administrative 
districts and 10 commissioner divisions. There are huge geographical, 
social, economic and cultural variations between and within districts 
[71]. The economy of Madhya Pradesh depends heavily on agriculture 
and industry. Out of a total of 30 million workers in the state, 42.79% 
are cultivators. The other sectors contributing to the state’s economy 
are mining, tourism, banking and finance. The state is one of the six 
states of India with the highest poverty rates and 31.65% of the 
population of the state was estimated to be living below the poverty 
line in 2011–2012, which was higher than in the country as a whole 
(21.92) [72].  

Image 1. A locality of people with higher socio-economic status. 
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Image 2. A locality of people with lower socio-economic status. 

The state government is responsible for providing health care services 
to the people residing in the state. As of March 2012, there were five 
government medical colleges, 50 district hospitals, 56 civil hospitals, 
96 civil dispensaries, 333 community health centres, 1,156 primary 
health centres and 8,869 sub health centres in the public sector in the 
state along with other facilities providing services in Indian Systems 
of Medicine [18]. The state also has a strong presence of private 
sector health care facilities, mainly in urban areas of the state.  

Khargone district 
The qualitative study for exploring the sociocultural and service 
delivery-related dimensions of maternal deaths (sub-study III) was 
conducted in the Khargone district of Madhya Pradesh. We selected 
this district based on indicators such as having a mix of tribal and 
other population groups in rural areas, the proportion of maternal 
deaths in all deaths of women in the reproductive age group, and the 
status of health services, which is similar to the overall situation in 
the state.   
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Figure 9. Khargone district in Madhya Pradesh. 

Khargone district is situated in the south-western part of the state. 
The district falls in the geographic area that is considered to be the 
central part of India. This district is surrounded by the Vindyachal 
and Satpura mountain ranges. The population of the district 
according to the 2011 census is 1,872,413. Its population is made up 
of 50.92% males and 49.08% females. The majority of the inhabitants 
of the district reside in rural areas (84%). The decadal growth rate of 
the population in the district between 2001 and 2011 was recorded as 
22.8%. The male and female literacy rates are 74% and 53.7%, 
respectively, which shows that a huge gender gap exists in literacy 
rates in the district [71].  
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Image 3. The landscape of Khargone district of Madhya Pradesh. 

The health care services in the district are mainly provided by 
government health facilities which include one district hospital, two 
civil (sub-district) hospitals, 10 community health centres, 54 
primary health centres and 276 sub health centres as of March 2012 
[18]. Maternal health care services are provided at all these health 
facilities. Some accredited sub health centres and all primary health 
centres have provision for conducting normal deliveries. All 
community health centres provide comprehensive emergency 
obstetric care (CEmOC) services. The district hospital functions as a 
CEmOC centre and referral unit for managing obstetric 
complications. The patients seek tertiary care services from the 
medical college situated in Indore city around 120 kilometres from 
the Khargone district headquarters, which is connected with an all-
weather road. As part of the NRHM, one accredited social health 
activist (ASHA) is employed for every 1000 people and provides 
information about maternal health, ANC and delivery services, and 
encourages pregnant women to avail themselves of maternal health 
care services from government health care facilities.  
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Image 4. A Primary Health Centre in Khargone district of Madhya 
Pradesh.   

Image 5. A village Sub-health Centre in Khargone district of Madhya 
Pradesh.   
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4.2. Study designs 
Studies for this thesis explored maternal health and health care in 
Madhya Pradesh by employing a combination of qualitative and 
quantitative methods. The rationale for the combination was based 
on the underlying assumption that both approaches complement 
each other and offer different perspectives to explore the various 
dimensions of the subject under study. An overview of the 
methodologies used in the four sub-studies is presented in Table 4. 

Table 4. Overview of the four sub-studies 

Sub-study I Sub-study II Sub-study 
III 

Sub-study IV 

Objective To 
investigate 
why and how 
maternal 
health 
became a 
political 
priority in 
Madhya 
Pradesh  

To estimate 
the effects of 
individual, 
community 
and district-
level 
characteristics 
on the 
utilization of 
maternal 
health services  

To analyse 
sociocultural 
and service 
delivery-
related 
dimensions of 
maternal 
deaths in rural 
central India 
through a 
human rights 
lens 

To evaluate the 
technical 
efficiency of 
public district 
hospitals  

Study 
design 

In-depth 
interviews  

Cross-sectional 
study 

Social 
autopsies 

Cross-sectional 
study 

Study 
sample 

20 
purposively 
selected 
respondents  

15,782 women 
from 2,246 
primary 
sampling units 
in 45 districts  

22 cases of 
maternal 
deaths 

40 district 
hospitals out of 
50 from Madhya 
Pradesh  

Analysis Thematic 
analysis 

Multilevel 
analysis 

Thematic 
analysis 

Data 
envelopment 
analysis 

Emergence of maternal health as a political priority in 
Madhya Pradesh (Sub-study I) 
The first step in this thesis was to collect qualitative data by carrying 
out semi-structured interviews with the concerned stakeholders to 
explore why and how maternal health became a political priority in 
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Madhya Pradesh. The study population consisted of a purposive 
sample of 20 respondents equally divided between four stakeholder 
groups: government officials, development partners, civil society and 
academics. The selection of these groups was based on their 
significant role in agenda setting and decision making on maternal 
health in the state. The state-level officials of the health department, 
who have an important role in policymaking and ensuring the 
implementation of these policies, were included in the ‘government 
officials’ group. The senior officials of international and bilateral 
development agencies supporting the state government on health 
issues formed the ‘development partners’ respondent group. The ‘civil 
society’ group was defined as the senior representatives of civil 
society organizations actively influencing the policy debates along 
with playing a key role in agenda setting in the study area. Senior 
academicians working in medical colleges and research institutions 
with significant influence on policy decisions in the state were 
included in the ‘academics’ respondent group.  

I conducted semi-structured interviews (lasting between 60 and 90 
minutes) in the capital city and other cities of Madhya Pradesh during 
2010 using an interview guide developed for the study. Data from the 
literature review and various documents complemented the interview 
findings. The interviews were carried out in Hindi and the recordings 
of the interviews were transcribed verbatim and translated into 
English.  

Thematic analysis was employed for data analysis [73, 74] and the 
framework of John W. Kingdon’s multiple-stream model (problem, 
policy and political streams) guided the data analysis process [75]. 
This framework is useful for examining agenda setting. It explains 
how some subjects rise on agendas while others get neglected. This 
framework was applied to examine how and why the developments at 
various levels in the above three streams contributed to the 
emergence of maternal health as a political priority in Madhya 
Pradesh state. This model has been useful for examining agenda 
setting and analysing how some subjects rise on political priority 
agendas while others get neglected [75]. Many researchers have used 
this framework to assess political priorities and analyse agenda-
setting processes in different parts of the world [76-80].   
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Factors affecting the use of maternal health services (Sub-
study II) 
To fulfil the second objective, influences of measured individual, 
community and district factors on the use of maternal health services 
were evaluated by employing multilevel analysis. The sample frame 
consisted of 15,782 ever-married women aged 15–49 years from 
2,246 primary sampling units from 45 districts of Madhya Pradesh, 
who delivered a child during the three years preceding the third 
round of DLHS. Secondary data were derived from this survey, 
which was a nationwide household survey conducted to obtain 
reproductive and child health outcome indicators.  

We defined community in this study as describing clustering within 
the same geographical living environment based on sharing a 
common primary sampling unit (PSU), i.e. census villages in rural 
areas and census enumeration blocks in urban areas based on the 
2001 census. Along with using the individual data from DLHS-3, we 
also included district-level data from the 2001 census published by 
the Registrar General of India [81] and data on rural health 
infrastructure in 2008 published by the government of India [82].  

We calculated descriptive statistics and univariate odds ratios (OR) 
with 95% confidence intervals (95% CI) and applied a logistic 
multilevel modelling for taking into account the hierarchical structure 
of the sample, where individuals were nested within communities 
(PSUs) and communities were nested within districts [83-86].  

We estimated six models using Stata 11 (Stata Corp. Inc., TX, USA) 
for each of the three outcome variables (use of antenatal care, skilled 
attendance at delivery and  post-natal care). In Model 1 (empty 
model) we estimated the total variance in the three health outcomes 
between the communities and the districts, and we did not include 
any explanatory variable in this model. Model 2 had only individual-
level factors. In Models 3 and 4  we estimated the effects of only 
community-level and district-level factors, respectively. Model 5 
estimated community- and district-level factors together. At the end 
we expanded our Model 6 by adding the individual-level variables to 
the previous model. 
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Sociocultural and service delivery dimensions of maternal 
mortality (Sub-study III)    
For the third objective, a qualitative study was conducted by 
collecting information on the perceptions of family members and 
relatives of deceased women. For this purpose, social autopsies were 
conducted for 22 cases of maternal deaths during 2011–12 in the 
Khargone district of Madhya Pradesh state [3, 87, 88]. We conducted 
in-depth interviews, using adapted social autopsy tool, with family 
members and relatives of the deceased women who had witnessed the 
circumstances leading to death [3, 88]. We selected the respondents 
based on their presence with the deceased women during the 
development of complications, transportation to the health facility, 
treatment, referral and death. The duration of the interviews was 
between 75 and 120 minutes.  

We purposively selected the respondents to cover a large spectrum of 
scenarios and circumstances associated with maternal deaths. We 
studied a total of 22 cases of maternal death in which the average age 
of the deceased women was 26.3 years, ranging from 19 to 40 years 
(SD = 5.4). Most of the deceased women were in the age group of 15 
to 34 years. Six of the 22 women were illiterate, seven had studied for 
up to five years, nine women had studied for between six and 11 years, 
and none of them had received higher education. Half of the deceased 
women were from scheduled tribes and scheduled castes and the 
other half were from general castes and other backward classes that 
were socio-economically better off than the first half. More than half 
(12 out of 22) of the women died at health facilities, nine died en 
route to health facilities and one death occurred at home. 
Sociodemographic characteristics of the cases are presented in Table 
5.
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Table 5. Profile of deceased women (maternal deaths) 

Background characteristics Number 
(n=22) 

Age (years) 
19-26  
27-34  
35 and above 

10 
10 
2 

Education 
Illiterate 
1 - 5 years 
6 - 11 years 

6 
7 
9 

Caste 
Scheduled Tribe 
Scheduled Caste 
Others 

2 
9 
11 

Place of death 
Home 
Health Facility 
En route to health facility 

1 
12 
9 

Source: [89] 

We included a physician and a social worker along with the 
researcher in the data collection process for this study. We ended the 
data collection process after conducting 22 interviews when we felt 
that saturation had been reached (new information regarding the 
research question had stopped emerging from the interviews). We 
also conducted follow-up interviews and made phone calls in some 
cases to clarify some points from the interviews and get further 
information.  

We pre-tested our adapted interview guide in other similar settings in 
the state prior to using it for data collection in the study and made 
needs-based changes to it based on the field-testing exercise. Our 
interview guide elucidated information on background characteristics 
of the deceased women and their families, history of any existing 
illnesses prior to pregnancy, pregnancy history, antenatal care, 
complications during pregnancy, abortion, labour, delivery or the 
post-partum period, injury and care seeking for managing obstetric 
complications leading to death. We also included open-ended 
questions to collect the history by prompting the respondents to 
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narrate all the facts related to the complications leading to death and 
the care seeking for managing those complications. We carried out 
the interviews from two weeks after the death to up to one year.  

The interviews were conducted in the Hindi language; we tape-
recorded them, and fully transcribed and translated them into 
English. Confidentiality was ensured by erasing names and giving 
codes to all interview transcripts. We managed the process of coding 
and data analysis by using the Open Code 3.4 software [90]. Thematic 
analysis was employed for data analysis [73, 74]. We used the 
standard WHO definition of maternal death for this study [91]. We 
organized and presented our findings by applying the ‘three delays’ 
framework of Thaddeus and Maine [92]. This framework explains 
that many maternal deaths occur in developing countries because 
women experiencing obstetric complications do not get adequate care 
in time due to three delays. These delays are: first delay, in making 
the decision to seek care when obstetric complications develop; 
second delay, in reaching an appropriate health facility once the 
decision to seek care has been made; and third delay, in receiving 
proper and adequate care after reaching a health facility. The factors 
emerging from the study were examined through a human rights lens 
[54, 93].    

Image 7. Tej Ram Jat (TRJ) in the field during data collection. 
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Image 8. TRJ conducting interview. 

Image 9: TRJ conducting interview and a trained social worker 
taking notes.  
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Image 10. TRJ at a  Health Centre during the field work. 

Image 12. TRJ with the staff of a Primary Health Centre. 
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Image 13. A mother attending a village health clinic with her daughter.  

Technical efficiency of public district hospitals (Sub-study 
IV) 
For the fourth objective, we conducted data envelopment analysis 
(DEA) to evaluate the technical efficiency of the public district 
hospitals in the state, with special emphasis on maternal health care 
services. DEA is a non-parametric mathematical programming 
approach to frontier estimation that measures the efficiency of 
production units with multiple inputs and outputs [94, 95]. The data 
were collected from the health management information system 
(HMIS) and other records of the Department of Public Health and 
Family Welfare, Government of Madhya Pradesh between January 
and December 2010. We planned to include all 50 public district 
hospitals (functioning in the state) in the study but data from 10 
district hospitals on all variables could not be obtained, therefore we 
included data from 40 district hospitals in the study.  

We used the number of doctors (specialists and primary care 
physicians), number of nurses and number of beds (as a proxy 
indicator for capital inputs) as input indicators in our study. We 
included the number of women with three completed antenatal 
check-ups; number of deliveries; number of Caesarean section 
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deliveries; number of women receiving post-natal care within 48 
hours of delivery (PNCs); number of medical terminations of 
pregnancy (MTPs); number of male and female sterilizations; 
number of inpatient (IPD) admissions and the number of outpatient 
(OPD) consultations as output variables. We selected these input and 
output variables based on literature review, the availability of data 
and our focus on studying the maternal health services. 

The descriptive statistics of input and output variables used in this 
study are presented in the following table: 

Table 6. Descriptive statistics of input and output variables, public 
district hospitals of Madhya Pradesh (January to December 2010) 

Variable  Definition Mean Standard 
deviation 

Minimum - 
Maximum 

Values 
Inputs 
X1 # doctors (specialists 

and primary care 
physicians)  

29.17 12.68 12 - 75 

X2 # nurses 47.42 34 4 - 145 
X3  # beds 216.82 149.34 30 - 700 
Outputs 
Y1 # women with 

completed 3 antenatal 
checkups   

3410.25 2451.99 531 - 11019 

Y2 # deliveries  5828.25 2544.16 1239 - 12550 
Y3 # C-section deliveries 493.97 555.29 1 - 2454 
Y4 # women receiving 

post-natal care within 
48 hours after delivery  

5007.62 2703.58 1094 - 12505 

Y5 # medical termination 
of pregnancies  

181.67 169.20 5 - 750 

Y6 # male and female 
sterilisations  

1063.37 865.28 58 - 3300 

Y7 # inpatient admissions 21594.6 19632.63 2571 - 108932 
Y8 # outpatient 

consultations 
131089.5 116339.8 18542 - 667220 

Source: [96] 
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We performed DEA in our study with ‘input orientation’ considering 
the limited control of district hospitals over their outputs. We started 
the analysis process by calculating the descriptive statistics of all 
input and output variables by using Stata 11 software (Stata Corp. 
Inc., TX, USA). In the second step, we computed the technical 
efficiency scores by using the DEA program, version 2.1 (DEAP 2.1), 
developed by Tim Coelli [97]. In order to select a smaller number of 
variables for inclusion in the study, we conducted a correlation 
analysis among the output variables, the results of which showed that 
none of the variables were associated with each other. We also tested 
the robustness of the DEA results regarding outlier district hospitals 
by conducting jackknife analysis, which revealed no influence of 
outliers on district hospital efficiency [97-101].  

4.3. Ethical considerations 
Ethical guidelines were followed at all stages of this research. Ethical 
approval on the study proposal was obtained from the Ethics 
Committee of the Bhopal Regional Technical Centre of the Family 
Planning Association of India. Further, consent was obtained from 
the Department of Health and Family Welfare, Government of 
Madhya Pradesh. Verbal consent was taken from each respondent 
prior to the interview after they had received an explanation of the 
study objectives and assurance of the confidentiality of their identity. 
All the respondents were informed beforehand that they could 
withdraw at any time or refuse to answer any question if they wished 
to do so without any implications. All the respondents were assured 
that information provided by them would be treated in strict 
confidence. The results of the sub-studies were shared with the 
concerned stakeholders in the state, including government officials, 
programme managers, policymakers and NGO representatives, by 
organizing workshops and individual meetings. In addition to this, 
the findings of the qualitative study on the dimensions of maternal 
mortality were also shared with the community members through 
village-level meetings in the Khargone district where this study was 
conducted.    
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Chapter 5: Results 

The key results from the different sub-studies comprising this thesis 
are summarized in this chapter. First, a summary of the major 
findings of the sub-studies is presented in Table 7. This is followed by 
a description of why and how maternal health became a political 
priority in Madhya Pradesh state. The next section briefly describes 
the key individual, community and district-level factors affecting the 
utilization of maternal health services with special reference to 
antenatal care, skilled attendance at delivery and  post-natal care. The 
next part mirrors the sociocultural and service delivery-related 
factors associated with maternal deaths in rural Madhya Pradesh. The 
last part of this section summarizes the technical efficiency of the 
public district hospitals in the state with special emphasis on 
maternal health.  

Table 7. Major findings of the sub-studies 

Sub- 
study 
No. 

Major findings 

I  Emerging evidence of the high magnitude of maternal
mortality, civil society’s positioning of maternal
mortality as a human rights violation, increasing media
coverage contributed to bringing maternal health onto
the priority policy agenda.

 Launch of the NRHM and supportive policy
environment, the availability of effective policy solutions
helped in the prioritization of maternal health.

 India’s aspiration for global leadership, international
influence, maternal mortality becoming a hot debate
topic and political transition at the national and state
levels played significant role in the emergence of
maternal health as a political priority.

 The emergence of political priority led to several
opportunities in terms of policies, guidelines and
programmes for improving maternal health in the state
but challenges remain at the implementation level.
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Sub- 
study 
No. 

Major findings 

II  61.7% of women used antenatal care at least once, 49.8%
of women skilled attendance at delivery and 37.4% post-
natal care during their most recent pregnancy.

 Considerable amount of variations were found at
community and district level in the use of ANC, skilled
attendance at delivery and PNC.

 Household socio-economic status and mother’s
education emerged as the most important factors
associated with the use of ANC and skilled attendance at
delivery.

 Delivery by skilled personnel and the use of antenatal
care were the most important factors for the use of PNC.

 The community-level variable urban residence was
found to be significant for ANC and skilled attendance at
delivery but not for PNC.

III  All women in the study tried to avail themselves of
medical assistance on the occurrence of obstetric
complications but various factors delayed their access to
appropriate care.

 The underestimation of complication symptoms by
family members, gender inequity hindering women’s
decision-making power and negative perceptions
regarding delivery services delayed decisions to seek
care.

 Transportation problems and care seeking at multiple
facilities or multiple referrals delayed reaching
appropriate health facilities.

 Negligence by health staff in providing care and
unavailability of blood and emergency obstetric care
services delayed the receiving of adequate care after
reaching a health facility.

 Normative elements of a human rights approach to
maternal health, i.e. availability, accessibility,
acceptability and quality, were not fully upheld.

IV  Technical efficiency (TE) and scale efficiency (SE) scores
of the district hospitals were 0.90 (SD = 0.14) and 0.88
(SD = 0.15), respectively.

 Half of the district hospitals in the study were found to
be operating inefficiently with an average technical
efficiency score of 0.79 (SD = 0.12).
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5.1. The emergence of maternal health as a political 
priority in Madhya Pradesh (Sub-study I)
The view of the respondents was that maternal health had emerged as 
a political priority in Madhya Pradesh as a 
confluence of developments taking place in the areas of problem 
definition, policy and political change as illustrated in Figure 10 
[102]. The results are presented here using John W. Kingdon’s 
multiple-stream model [75].  

Figure 10. Emergence of maternal health as a political priority in 
Madhya Pradesh (Framework– John Kingdon’s multiple-streams
model) 
Source: [102] 

Problem stream: The respondents noted that the increasingly 
available credible evidence through various surveys and studies on 
the high levels of maternal mortality and low levels of utilization of 
maternal health care services contributed significantly to bringing 
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maternal health onto the policy agenda in the state. As one of the 
respondents explained:  

“Findings from various surveys and sample registration system on 
the poor status of maternal health and huge numbers of maternal 
deaths attracted significant attention as a burning issue from 
larger masses, policymakers and political masters.” (Civil society 
representative)   

The respondents pointed out that based on increased evidence the 
civil society very assertively highlighted high maternal mortality as a 
violation of women’s human rights at national level and in the state 
between the years 2000 and 2005. Civil society organizations spoke 
out on the issues of poor maternal health services and high maternal 
mortality in various forums and filed cases in courts demanding 
compensation for the victims of maternal deaths. Civil society also 
collaborated with the National Human Rights Commission (NHRC) 
to organize public hearings in 2004–05 on the issues related to the 
right to health. Based on these public hearings, the NHRC provided 
feedback and recommendations to the central and state governments 
for strengthening the maternal health services and the overall public 
health delivery system. A respondent from the academics group noted 
that: 

“Collective and sustained advocacy efforts by civil society 
organizations contributed to pushing the issue of maternal health 
onto the priority policy agenda in Madhya Pradesh.” (Academic 
respondent) 

The respondents perceived that print and electronic media 
increasingly reported the poor availability and quality of maternal 
health services, the denial of maternal health care and cases of 
maternal deaths at state and national level, which attracted the 
attention of politicians and policymakers on these issues. As 
described by one of the respondents:  

“Media played an important role in highlighting the high levels of 
maternal mortality in India as well as in the state [Madhya 
Pradesh] and projected it as a violation of women’s human rights. 
[.......] National and local newspapers and electronic news channels 
carried major stories on the poor status of maternal health care 
services....” (Development partner) 
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Policy stream: The participants underlined the importance of the 
positive policy environment at national and state levels characterized 
by the 2000 state population policy, and the launch of the NRHM, in 
making maternal health and maternal mortality reduction a political 
priority in the state. It was reported by one of the respondents as 
follows: 

“The National Rural Health Mission came as a game changer in 
2005. It was launched with reducing maternal mortality as one of 
its key objectives. It provided additional funding for strengthening 
maternal health services, and conditional cash transfer for 
institutional deliveries, free transportation etc. It also directly and 
indirectly pressed the state government to address maternal health 
as a priority.” (Academic respondent)  

The Common Minimum Programme of the national government and 
the International Conference on Population and Development (ICPD) 
Programme of Action also prepared the ground for it. The 
respondents also noted that the availability of several effective and 
successful policy solutions by the year 2005 had encouraged the state 
government to prioritize maternal health improvement by adopting 
these solutions. One respondent noted this as follows: 

“Various successful strategies and interventions including 
emergency obstetric care guided us ..... success achieved by some 
countries and states in reducing maternal mortality by using 
innovative strategies and interventions also encouraged us to work 
with renewed energy to improve maternal health and reduce 
maternal mortality in the state.” (Government official)   

Some of these policy solutions improved the coverage and quality of 
antenatal care services through the mobilization of accredited social 
health activists (ASHAs) and by strengthening the conducting of 
regular village health and nutrition days (VHNDs). Village-level 
committees were formed to increase the accountability of the health 
system through community-based monitoring. The other initiatives 
were continuing education for pregnant women, strengthening 
referral transportation, improving the health infrastructure in rural 
areas and increasing the number of institutional deliveries. The 
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EmOC services were also strengthened through identification and 
upgrading of health institutions as comprehensive EmOC and basic 
EmOC centres. Training programmes were organized for increasing 
the capacity of health care providers in EmOC. A public-private 
partnership was adopted to increase the availability of institutional 
delivery services.  

The respondents also highlighted several challenges in the 
implementation of various programmes and strategies, such as the 
inadequate availability and distribution of infrastructure and 
technical human resources in rural and tribal areas of the state. The 
lack of attention to addressing the social determinants of maternal 
health such as poverty, illiteracy and gender-based discrimination 
was also highlighted as a hurdle to cross in achieving significant 
results in improving maternal health and reducing maternal 
mortality. 

Political stream: The respondents were of the view that India’s 
higher economic growth rate during the last few decades had 
encouraged the government of India to aspire to assume a global 
leadership role. However, the slow improvement in social indicators 
in the same period due to the inequitable distribution of the benefits 
of economic growth concerned the Indian leadership, who paid more 
attention to improving health, education and other social indicators 
after 2004. It helped maternal health become a political priority. As 
one of the respondents noted: 

“....... India has been having high economic growth for the last few 
years. It started having higher aspirations that include becoming a 
global leader and global power. But poor indicators in the social 
sector such as illiteracy, high numbers of maternal and infant 
deaths posed challenges..... The government of India and state 
governments became serious about improving social sector 
indicators. In this process addressing the problem of maternal 
mortality also came onto the priority policy agenda.” (Academic 
respondent)  

The participants felt that international influence in the form of the 
declaration of MDGs in 2000 and their periodic reviews showing 
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India’s slow progress towards achieving goal 5 also played an 
important role in bringing maternal health onto the priority agenda 
both in India and in Madhya Pradesh. One of the respondents 
perceived that: 

“The Millennium Development Goals encouraged the government of 
India and state governments to improve maternal health, as the 
world will not be able to achieve goal 5 of the Millennium 
Development Goals if maternal mortality is not drastically reduced 
in India.” (Civil society representative)  

The respondents expressed the view that the political transition at 
national and state level significantly influenced the process of the 
emergence of maternal health as a political priority at national and 
state level. The new government after the 2004 parliamentary 
elections in India promised to increase public spending on health to 2 
to 3 % of the Gross Domestic Product (GDP) by the year 2010. As a 
follow-up to this promise, the NRHM was launched and the fund 
allocation increased for health programmes, which was aimed at 
reducing maternal mortality to 100 per 100,000 live births by 2012. 
The respondents also reported that the political transition at the state 
level in the form of Chief Minister Mr. Shivraj Sing Chauhan coming 
into power in 2005 also increased the commitment of the state 
government to improving the status of maternal health. The 
respondents also noted that maternal health became a ‘hot’ topic due 
to increased debates and discussions in various forums as well as an 
increased number of questions in the state’s legislative assembly that 
sensitized the politicians to the issues related to maternal health and 
forced the state government to give high priority to the issue of 
maternal health. As perceived by different respondents: 

“Change in government at national level in 2004 and new political 
leadership at state level in 2005 significantly contributed to 
bringing the issues related to the social sector including maternal 
health onto the priority agenda at national and state level.” (Civil 
society representative)  
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“Very high numbers of maternal deaths became a hot debate topic 
in formal and informal forums in the state. [.......] Legislators asked 
more questions, media debated on this issue and civil society staged 
demonstrations. All this forced policymakers to prioritize maternal 
health on the policy agenda.” (Development partner)  

5.2. Factors affecting the use of maternal health 
services in Madhya Pradesh (Sub-study II)  
In this study we estimated the effects of individual, community and 
district-level characteristics on the utilization of maternal health 
services with special reference to antenatal care, skilled attendance at 
delivery and  post-natal care. The results of this study showed that 
61.7% of the respondents used antenatal services at least once during 
their most recent pregnancy, 49.8% of mothers’ last delivery was 
assisted by skilled personnel and only 37.4% of women received  post-
natal care within two weeks after their most recent delivery.   

We started the analysis by considering whether our data justified the 
decision to assess random effects at the community and district 
levels. We fitted a random intercept only model (empty model), 
which showed a significant amount of variation among the three 
maternal health care indicators across the communities and the 
districts (Table 8). The results of this model revealed that 40% and 
13.9% of the total variance in the use of antenatal care, 28.6% and 
7.9% variance in the use of skilled attendance at delivery, and 27.8% 
and 8.5% variance in the use of post-natal care, based on the variance 
partition coefficient (VPC) values, were attributable to the differences 
across communities and districts, respectively. We noted the largest 
variation at community and district level for ANC and smaller 
variations for skilled attendance at delivery and PNC.  
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Table 8. Parameter coefficients for the multilevel model for various 
indicators of the use of maternal health services – empty model, 
without covariates 

Antenatal 
care 

Skilled 
attendance at 

delivery  

 Post-natal 
care 

Random effects  
Community (PSU) 
random variance (SE) 

1.436 (0.089 ) 0.956 (0.063)  0.875 (0.061) 

Community (PSU) 
variance partition 
coefficient (VPC) (%) 

40.0 28.6 27.8 

District random variance 
(Standard Error)  

0.762 (0.173 ) 0.364 (0.085) 0.389 (0.090) 

District VPC (%)  13.9 7.9 8.5 
Source: [103] 

Results of multilevel analysis 
Antenatal care: We included all indicators at individual, 
community and district level in our full model (Table 9) and observed 
that after adjusting for other variables in the full multilevel model, 
both the variables percentage of tribal population in the district and 
ratio of PHC to district population, used at the district level, became 
insignificant for the use of ANC. Our results further revealed that 
household socio-economic status and mother’s education were the 
strongest individual-level factors related to the use of antenatal 
services. Women from the richest quintile of the society were 4.53 
times more likely to receive ANC during pregnancy than women from 
the poorest quintile. Women with higher secondary and above 
education were 2.57 times more likely to use ANC than illiterate 
women.  



RESULTS 

54 

Table 9: Results of the multilevel analysis of the variables related 
to - the use of maternal health services in Madhya Pradesh (15782 
Women from 2246 Primary Sampling Units in 45 Districts) 
 

Characteristics  Odds Ratios (Confidence Interval) 
Antenatal 

Care 
Skilled 

attendance at 
delivery 

Postnatal care 

Fixed Effects 
Individual variables 
Mothers age at last birth 
=> 35 ref ref ref 
25-34 1.27 (1.05-1.53) 1.13 (0.93-1.36) 0.95 (0.73-1.23) 
15-24 1.28 (1.05-1.55) 1.22 (1.01-1.48) 0.86 (0.65-1.11) 
Mothers level of 
education 
Illiterate ref ref ref 
Primary  1.37 (1.21-1.54) 1.20 (1.07-1.33) 1.00 (0.86-1.15) 
Middle 1.69 (1.47-1.94) 1.44 (1.26-1.63) 1.17 (0.99-1.37) 
Higher Secondary & above 2.57 (2.11-3.12) 2.35 (1.98-2.79) 1.39 (1.14-1.70) 
Mothers occupation 
Unemployed ref ref ref 
Farmers/Agricultural 
Workers/Labourer  

0.89 (0.80-0.98  
) 

0.72 (0.66-0.79) 0.92 (0.81-1.04) 

Professional/Service/
ion Worker  

1.37 (1.10-1.70) 0.83 (0.68-1.00) 0.97 (0.77-1.23) 

Birth order 
=>3 ref ref ref 
2 1.37 (1.21-1.53) 1.19 (1.06-1.32) 1.11 (0.95-1.27) 
1 1.69 (1.51-1.90) 1.87 (1.68-2.07) 1.27 (1.11-1.46) 
Cast 
Scheduled Tribes ref ref ref 
Scheduled Casts 1.64 (1.41-1.91) 1.52 (1.32-1.74) 0.85 (0.70-1.03) 
Others  1.53 (1.33-1.73) 1.41 (1.24-1.59) 0.92 (0.77-1.08) 
Religion 
Hindu  ref ref ref 
Muslim 1.52 (1.16-1.97) 1.26 (1.01-1.56) 0.81 (0.63-1.03) 
Others  0.79 (0.41-1.48) 0.96 (0.53-1.73) 1.46 (0.75-2.83) 
Household socio-
economic status 
Poorest ref ref ref 
Poor 1.16 (1.04-1.29  ) 1.07 (0.96-1.18) 0.99 (0.85-1.14) 
Medium  1.54 (1.34-1.76) 1.15 (1.01-1.30) 1.13 (0.95-1.35) 
Rich 2.16 (1.80-2.57) 1.21 (1.03-1.41) 1.03 (0.84-1.26) 
Richest  4.53 (3.47-5.91) 2.32 (1.86-2.90) 1.50 (1.16-1.93) 
Poverty index 
Possess BPL Card  ref ref ref 
No BPL Card  0.90 (0.82-0.98) 0.98 (0.90-1.06) 0.88 (0.79-0.98) 
Education level of 
husband 
Illiterate ref ref ref 
Primary  1.21 (1.06-1.36) 1.06 (0.94-1.19) 1.03 (0.87-1.21) 
Middle 1.38 (1.21-1.56  ) 1.15 (1.02-1.29) 0.98 (0.83-1.15) 
Higher Secondary & above 1.45 (1.27-1.66) 1.22 (1.08-1.38) 1.14 (0.96-1.35) 
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Characteristics  Odds Ratios (Confidence Interval) 
Antenatal 

Care 
Skilled 

attendance at 
delivery 

Postnatal care 

Received any ANC 
Not received - ref ref 
Received - 3.52 (3.21-3.84) 2.62 (2.31-2.95) 
Skilled assistance at 
delivery  
Delivery by unskilled 
personnel  

- - ref 

Delivery by skilled personnel - - 58.32 (50.20-67.74)  
Community level 
variables 
Type of residence 
Rural ref ref ref 
Urban 1.64 (1.35-1.98  ) 1.88 (1.62-2.18) 0.94 (0.78-1.11) 
District level variables 
Percent of tribal 
population in the district 
of residence 
>50 ref ref ref 
26-50 1.23 (0.48-3.10) 0.95 (0.57-1.55) 0.60 (0.26-1.35) 
0-25 0.89 (0.35-2.21) 1.07 (0.65-1.75) 0.52 (0.23-1.16) 
Ratio of PHC to 
population in the district 
>30000 ref ref ref 
Up to 30000 1.04 (0.53-2.02) 0.75 (0.52-1.07) 1.03 (0.57-1.84) 
Random effects 
Community (PSU) random 
variance (SE) 

0.977 (0.071 ) 0.410 (0.042) 0.541 (0.065) 

Community (PSU)  VPC (%) 32.90 14.92 23.68 
District random variance 
(SE)  

0.636 (0.145  ) 0.167 (0.041) 0.480 (0.111) 

District VPC (%) 12.97 4.32 11.13 

Source: [103] 

Mother’s age at last birth, husband’s education, mother’s occupation, 
birth order, mother’s caste and poverty index also showed a positive 
association with the use of ANC. Our analysis revealed that women 
aged less than 35 years at the time of their last birth had 1.28 times 
more likelihood of receiving ANC than women aged 35 years or more. 
Women following the Muslim religion and belonging to non-
scheduled tribes had more likelihood of receiving ANC. None of the 
variables used at the district level indicated any association with the 
use of ANC. We noted an independent effect of urban residence on 
antenatal care over and above the effects of individual variables. We 
further observed that the VPC was still appreciably large, which 
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indicated that there was a considerable clustering of antenatal care 
utilization at the community and district level, even after controlling 
for individual, community and district factors. However, no such 
variation was explained by the community- and district-level 
variables included in the study.  

Skilled attendance at delivery: Through multilevel analysis, we 
found three factors that significantly increased the likelihood of the 
use of skilled attendance at delivery. These factors were the use of 
ANC, mother’s level of education and household socio-economic 
status. We observed that the use of at least one ANC by women 
during pregnancy showed a 3.52 times higher likelihood of receiving 
skilled attendance at delivery than no use of any ANC. There was 2.35 
times more likelihood of receiving skilled attendance at delivery 
among women with higher secondary and above education in 
comparison with illiterate women. We further noted a 2.32 times 
higher likelihood of receiving skilled attendance at delivery among 
women from the richest quintile in comparison with women from the 
poorest quintile of the society.  

Caste also emerged as a predictor for the use of skilled attendance at 
delivery, as women from scheduled castes and other castes were 1.52 
and 1.41 times, respectively, more likely to use skilled attendance at 
delivery than women belonging to scheduled tribes. Lower birth order 
was also found to be associated with the use of skilled assistance at 
delivery. It was observed that women reporting birth order 1 were 
1.87 times more likely to receive skilled attendance at delivery than 
women reporting birth order 3. We observed that, at community 
level, urban residence had a significant influence on the use of skilled 
attendance at birth. Women residing in urban areas were 1.88 times 
more likely to receive skilled attendance at delivery than their 
counterparts residing in rural areas.  

 Post-natal care: The multilevel analysis revealed that factors at 
the individual level such as mother’s level of education, birth order 1, 
mother being from the richest quintile and non-possession of a BPL 
card showed a significant association with the use of PNC. We 
observed that the strongest predictor for the use of PNC was skilled 
attendance at delivery (adjusted OR=58.32, 95% CI – 50.20–67.74). 
A higher likelihood of using post-natal care by women from the 
richest households was also observed. Higher secondary and above 
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educated women reported a 1.39 times higher likelihood of using PNC 
than illiterate women. We also observed a positive association of birth 
order 1 and the use of ANC during pregnancy with the use of PNC.  

5.3. Sociocultural and service delivery dimensions of 
maternal mortality in rural central India (Sub-study 
III) 
We found that the major causes of maternal death were haemorrhage 
in nine cases, sepsis in three cases, eclampsia in two cases, 
obstructed labour in one case, abortion in one case, severe anaemia 
in two cases and other conditions in four cases. We observed that 
all 22 women under study made efforts to avail themselves of 
medical assistance on the occurrence of obstetric 
complications. We classified the major findings of this study 
using the ‘three delays’ framework.  

Delay in deciding to seek care 
This delay is defined as the interval between the occurrence of an 
obstetric complication and the decision to seek care being made. Our 
analysis revealed that 11 out of 22 deceased women experienced delay 
in seeking medical assistance after becoming aware of obstetric 
complications. The respondents reported that the family members 
could not understand the severity of the problems as they 
underestimated the symptoms of complications based on their 
previous experiences and considered these symptoms as normal. This 
underestimation contributed to delaying the decision to seek medical 
assistance for childbirth. As reported by the mother-in-law of a 
deceased woman:  

“She delivered at home because her earlier four deliveries also took 
place at home. There was no problem in her previous deliveries. 
Although she complained about strong pain in her lower part of the 
abdomen, we thought it was normal. We did not think that it was so 
serious, therefore, we did not take her to any health facility for 
delivery.”  

Some respondents [mothers-in-law] observed that the lack of 
participation of parturients in decision making regarding availing 
themselves of maternal health care also deterred and delayed the 
women from receiving timely delivery services.   
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“She [daughter-in-law] requested to be taken to a hospital but her 
parents wanted to get our consent before taking her to hospital as 
in our families the consent of in-laws and husbands of married 
daughters is considered to be a must for any important decision 
about a married daughter’s health.”  

Previous negative experiences of poor-quality delivery care provided 
in government hospitals were also perceived by the respondents as a 
deterrent to timely decisions to seek care. Some of the respondents 
reported that despite being aware of the free availability of delivery 
care in these hospitals, they felt hesitant about taking the pregnant 
women to government hospitals. The husband of a deceased woman 
said: 

 “We had very bitter experiences at the time of the last delivery of 
my wife at a government primary health centre. Nobody paid 
proper attention to her. During the duty time, the only doctor 
posted there was busy entertaining the patients at his government 
quarters after charging a consultation fee. My wife’s delivery was 
left to be conducted by a newly appointed nurse who was lacking 
confidence. This time we did not want to face these problems so did 
not go to a government hospital for delivery.” 

Delay in reaching appropriate health facility 
This delay is defined as the difference in time between the decision to 
seek care and reaching the health care facility to obtain obstetric care. 
We noted in some cases that significantly less time was taken to reach 
the health facility, but there was a first delay that complicated the 
cases. The results of this study revealed that 21 of the 22 women 
experienced delay in reaching an appropriate health facility for 
obstetric care. The respondents reported that one woman died on her 
way to the first health facility, 12 died in health facilities and eight 
women died during the referral between health facilities.   

The government health system provides free transportation to bring 
women from their homes to health facilities for delivery and for 
referring them to higher facilities for obstetric care. Our respondents 
reported various problems related to transportation, such as 
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unavailability of vehicles on some occasions and reluctance of the 
health care staff to provide free transportation. As reported by the 
mother-in-law of a deceased woman:  

“When we called for a vehicle to take my daughter-in-law to the 
government hospital for delivery, we were told that the vehicle was 
busy elsewhere and that they would not be able to send the vehicle 
on that day.” 

Some respondents also reported transportation problems for referral 
even after reaching the first health facility. The father-in-law of a 
deceased woman reported:  

“The doctor referred my daughter-in-law to the district hospital for 
delivery but did not provide a vehicle for her referral. We had to 
hire a taxi from a private taxi owner.”  

The respondents perceived that despite the government’s provision of 
a free transportation scheme, people are not able to use these vehicles 
when required due to some problems such as a lack of awareness 
about free transportation for delivery care or a lack of fuel for these 
vehicles. These problems in implementation are due to gaps in 
awareness generation and a lack of proper management and 
supervision. This problem was described by the husband of a 
deceased woman as follows:  

“No one told us about free provision of a vehicle for delivery at the 
government hospital. Otherwise, we could have used it as I took my 
wife to hospital for delivery on a motorcycle.”  

Some participants expressed the view that care seeking at multiple 
facilities and multiple referrals by health care providers also delayed 
women’s access to timely and appropriate care. Our analysis revealed 
that 13 of the 22 women availed themselves of services from more 
than two health facilities as either they were referred from one facility 
to another or their families took them for care to more than two 
health facilities. Some respondents reported that they themselves 
took the deceased women to more than one facility to seek services 
because they felt that the quality of services provided in the first 
facility was not satisfactory.  
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Delay in receiving proper and adequate care after 
reaching a health facility 
This theme is defined as the delay in initiation of definitive obstetric 
care once women have reached the health facility. Our analysis 
revealed that 13 out of 22 deceased women experienced this delay. 
Some of the respondents reported negligence by the health staff in 
immediately providing proper care, treatment for obstetric 
complications and referral services. There was a general perception 
among the respondents that women were referred to other facilities 
unnecessarily and also without any reason being given to the 
accompanying family members. The husband of a deceased woman 
reported: 

“We took her to the nearest community health centre but without 
giving any reason they [staff] referred my wife to the district 
hospital. But again the district hospital staff also referred her to a 
medical college without giving her any treatment...…”  

Issues related to larger health system failure were also reported by 
the respondents, such as unavailability of blood transfusion in 
community health centres and district hospital that were designated 
as comprehensive EmOC centres. These problems delayed the 
provision of appropriate obstetric care services to women for 
managing the complications in a timely manner even after they had 
reached the health facilities. The husband of a deceased woman 
reported:   

“She [my wife] needed a blood transfusion but they [hospital staff] 
referred her to Indore medical college saying that the hospital did 
not have blood available for transfusion..…”  

5.4. Technical efficiency of public district hospitals in 
Madhya Pradesh (Sub-study IV) 
The results of this study (Table 10) revealed that half (20) of district 
hospitals were functioning as technically efficient and constituted 
the ‘best practice frontier’ and the other half were functioning as 
technically inefficient hospitals [96].  
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Table 10. Technical and scale efficiency scores and returns to scale 
characteristics of each public district hospital, Madhya Pradesh 
(January to December 2010) 

District Hospital TE score SE score Type of scale inefficiency 
Anuppur 0.786 0.384 Increasing Return to Scale (irs) 
Ashoknagar 1 0.913 irs 
Balaghat 1 1 - 
Betul 0.765 0.895 irs 
Bhind 1 1 - 
Bhopal 1 0.865 Decreasing Return to Scale (drs) 
Chhatarpur 0.874 0.961 irs 
Chhindwara 1 0.923 drs 
Damoh 1 1 - 
Dewas 1 1 - 
Dhar 0.602 0.659 irs 
Guna 1 1 - 
Gwalior 1 1 - 
Harda 0.884 0.881 irs 
Hoshangabad 1 1 - 
Indore 0.666 0.678 irs 
Jabalpur 1 1 - 
Jhabua 0.640 0.520 irs 
Katni 0.911 0.882 irs 
Khargone 0.769 0.989 irs 
Mandla 0.550 0.681 irs 
Mandsaur 0.890 0.931 irs 
Morena 1 1 - 
Narsingpur 0.765 0.745 irs 
Panna 1 0.853 irs 
Raisen 0.655 0.548 irs 
Ratlam 0.812 0.948 irs 
Sagar 1 1 - 
Satna 0.794 0.971 irs 
Sehore 0.751 0.960 irs 
Seoni 1 1 - 
Shahdol 0.921 0.815 irs 
Shajapur 0.999 0.868 irs 
Sheopur 1 1 - 
Shivpuri 1 1 - 
Sidhi 1 1 - 
Tikamgarh 0.935 0.871 irs 
Ujjain 1 0.688 drs 
Umaria 1 0.815 irs 
Vidisha 0.834 0.919 irs 

Source: [96] 
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The mean score of pure technical efficiency (TE) of the district 
hospitals observed by us was 0.90 (SD= 0.14). The average TE score 
of technically inefficient hospitals was observed to be 0.79 (SD= 
0.12). These findings indicated that these 20 inefficient district 
hospitals could potentially either reduce their current input levels by 
21% while leaving their output levels unchanged or on average, could 
produce 21% more outputs by keeping the current levels of inputs 
unchanged.  

We observed that 14 (35%) district hospitals were having an SE score 
of 100%, which indicated that these district hospitals were having the 
most productive scale size for that particular input-output mix. Our 
analysis revealed that the remaining 65% district hospitals, with 
mean SE score of 81% (SD= 0.16), were functioning as scale 
inefficient hospitals. This finding suggested that the scale inefficient 
district hospitals, on average, could reduce their input endowment by 
19% and keeping their current output levels constant.  

The study further revealed that out of 26 scale inefficient district 
hospitals, 23 (88.5%) showed increasing return to scale and the 
remaining 3 (11.5%) manifested decreasing return to scale. These 
findings suggested that 88.5% scale inefficient district hospitals in the 
state were too small for their operations and in order to operate at 
their most productive scale size, they needed to expand their scale of 
operation. On the other hand, 11.5% of the inefficient district 
hospitals in the state indicated a need to scale down their operations 
for achieving the constant return to scale.  
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Chapter 6: Discussion 

6.1 Discussion 
This section aims at locating the results of this research within the 
framework of the right to health by looking at the aspects of 
entitlements and freedoms of women (rights holders) and obligations 
of the state (duty bearer). It also intends to highlight how these 
results may contribute to a better understanding of issues related to 
maternal health and health care in general, especially from a human 
rights perspective.   

Despite being a human rights tragedy, maternal health has largely 
remained a neglected issue in the global arena for many centuries. It 
started receiving increased attention from researchers, policy makers 
and the global community in the 1990s. Since then, there have been 
several attempts at understanding and assessing maternal health by 
using human rights perspectives [7, 58-61, 63, 64, 93, 104, 105].  

Preventable maternal morbidity and mortality are accepted as human 
rights challenges and as serious violations of women’s human rights 
to life, the highest attainable standard of health, non-discrimination, 
equality and freedom from cruel, inhuman and degrading treatment. 
These rights are enshrined in the constitutions of many countries and 
endorsed by various conventions, covenants and treaty-bodies, along 
with landmark case laws in different countries [7, 15, 47, 48, 68-70]. 
Improving maternal health and reducing maternal mortality have 
been declared as one of the millennium development goals and also 
prioritized on policy agendas in many countries [8, 33, 77, 106, 107]. 
These positive developments have secured a 45% decline in maternal 
deaths worldwide since 1990. However, maternal health still remains 
poor in many countries, and around 289,000 women die globally 
every year due to maternal causes, despite the majority of these 
deaths being preventable [5]. Along with every maternal death, 
around 20–30 women or girls suffer from acute or chronic maternal 
morbidities, often causing severe permanent consequences [108]. In 
this situation, it is very important that women’s human rights do not 
remain mere legal regulations and norms but women are able to 
actually exercise these rights at individual, institutional and social 
levels.  
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The present research is an effort at exploring maternal health and 
healthcare in Madhya Pradesh state of central India with a human 
rights lens. The framework used in this study has a combination of 
human rights dimensions of maternal health and health care 
including assessment of political priority, understanding the socio-
cultural factors affecting maternal health and exploring maternal 
health care services in terms of the dimensions of availability, 
accessibility, acceptability and quality. This framework also examines 
these dimensions in the context of the rights of women and the 
obligations of the state.  

This chapter starts with a discussion of the study findings from a 
human rights perspective. This is followed by methodological 
considerations. At the end, I provide reflections on my role as an 
insider-outsider.  

Political priority for maternal health 
The processes related to the emergence of maternal health and safe 
motherhood on the priority political agenda have been studied at the 
national level in India and various other countries [33, 77, 106, 107, 
109-111]. To the best of my knowledge, our study is the first in India 
to explore how and why maternal health emerged as a political 
priority at a sub-national level. This is very important given the 
country’s federal system. Health is a state subject in the context of the 
distribution of power and responsibility between the centre and the 
states. Thus, the responsibility for the provision of health services 
also lies within the states.  

This research shows that, following several developments at state, 
national and international levels, the issues of improving maternal 
health and reducing maternal mortality appeared prominently on the 
policy and political agenda in Madhya Pradesh state. In order to 
respect, protect and fulfil its obligations regarding maternal health 
and to ensure the provision of maternal health services as per the 
entitlements of women, the state has adopted new policies and 
introduced programmes for improving maternal health. Despite these 
efforts, our study results show that the implementation of these 
policies and programmes still remains poor. As a result, women in the 
state are not able to enjoy their entitlements related to the 
availability, accessibility, acceptability and quality of maternal health 
care services.  
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In agreement with a previous study conducted at the national level on 
the political priority for maternal health, our study identified factors 
such as the accumulation of credible evidence, the availability of 
policy solutions and political transition as contributing towards 
making maternal health a political priority [77]. In addition to these 
factors, our study also identified civil society’s positioning of maternal 
mortality as a human rights violation, India’s aspiration for global 
leadership and international influence as important factors, which 
played significant roles in making the issue of maternal health a 
priority political agenda in the state. This study contributed to our 
understanding of the complexities associated with agenda setting at 
the sub-national level.  

Another more recent study conducted at the sub-national level in 
south-India found historical legacies of social movements and a 
strong public health system administration to be facilitating factors 
for prioritization of maternal health on the policy agenda of 
Tamilnadu state [112]. However, these factors did not emerge in our 
study.  

Sociocultural factors affecting maternal health 
Our research showed huge disparities in the use of ANC, safe delivery 
and PNC services by women from various groups in Madhya Pradesh. 
Factors such as women belonging to economically better-of families, 
having higher secondary and above education and residing in urban 
areas emerged as significant positive predictors of the use of ANC, 
safe delivery and PNC services in the state. These findings reflect the 
weaknesses in the service delivery system of not being able to 
facilitate the access of women, especially those who are illiterate, 
reside in rural areas or who belong to the economically poorest 
families, to these services. These social determinants of maternal 
health services constrain the women’s capabilities to use ANC, safe 
delivery and PNC services and to exercise their reproductive health 
rights related to maternal health. These results are comparable to 
other studies conducted in India and in other countries, which have 
showed poverty, low levels of education and rural residence as the 
major factors constraining the use of maternal health services [113-
121]. 
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The human rights approach to maternal health claims that women 
should be enabled to make decisions freely about their health and to 
seek maternal health services when they need them. Our findings 
from sub-study 3 indicated that gender inequity and women’s 
subordinated status in the society constrained their ability to take 
decisions regarding seeking maternal health services. These findings 
agree with other studies in India regarding women’s subordinate 
status constraining their ability to use maternal and reproductive 
health services [104, 122-124].  

As per the human rights approach to health, states are responsible to 
take measures to address wider social determinants of health [63, 
123, 125]. However, our research highlighted that appropriate efforts 
by the state to address the social determinants of health are lacking. 
As a result, poverty, lack of education and women’s subordinate 
status in decision making continue to place certain groups of women 
in more disadvantageous positions in terms of the use of maternal 
health care services and health outcomes.  

Maternal health care services 
According to a human rights approach to maternal health, effective 
health systems that function based on justice and equity are core 
social institutions that respect and fulfil women’s human rights [54, 
64, 126]. The state is required to take responsibility for both the 
implementation of a network of maternal and reproductive health 
services and for measures to eliminate social inequities that might 
place certain women at higher risk of maternal morbidity and 
mortality [7, 46, 48, 54, 56, 63, 68, 105, 125, 127].  

The availability and accessibility of health facilities, goods, qualified 
personnel and medically appropriate services in sufficient quantity 
are integral parts of  human rights based approach to maternal 
health. The state government has started new programmes for 
improving maternal health in the state. Maternal health services for 
all women are made available free of cost in all government health 
facilities. Government has also made free the provision of referral 
transport for delivery care. Health care providers are being trained to 
provide skilled birth attendance and emergency obstetric care. 
However, we found that, due to a lack of blood and EmOC services 
and the unavailability of vehicles or fuel for vehicles designated for 
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referral transport for delivery care, women could not receive timely 
and appropriate obstetric care services, and they had to seek care at 
multiple facilities or were referred to more than one facility. The 
negligence and insensitive attitudes of health care providers further 
constrained women’s ability to use obstetric care services and to 
exercise their reproductive and sexual rights related to maternal 
health; therefore, they were not able to claim their lawful 
entitlements. These findings confirm the findings reported in the 
literature regarding organizational limitations and the improper 
behaviour of service providers constraining the use of maternal 
health services by women in India and other countries [3, 92, 128-
131]. 

 highlighted that 50% of district hospitals in the state are 
functioning as technically inefficient. These results are comparable to 
a study conducted in the neighbouring state of Gujarat in India [132] 
and one more study conducted in Tamilnadu [133], which showed the 
proportion of hospitals operating as technically inefficient as 34.5%, 
41.3%, 62%, 55.2% and 51.7% during the periods 2002–2003, 2003–
2004, 2004–2005, 2005–2006 and 2006–2007 respectively. 
However, another study conducted in Tamilnadu state reported 72% 
of district hospitals operating as technically inefficient hospitals 
during the period 2004–2005 [134]. Some of the differences in the 
proportions of inefficient district hospitals between these studies and 
our study might be due to the differences in input-output mix used, 
the vast differences in socio-economic conditions of the two states as 
well as the different time periods of the studies.   

This research found a significant scope for input savings or increasing 
the output of inefficient hospitals through better resource 
management. The state can increase service coverage in rural areas 
by using these input savings to decrease the inequities present in the 
availability of maternal health care services in rural and urban areas 
in the state [18, 135].   

The accessibility of information is one of the key elements of a human 
rights approach to maternal health. This includes information and 
awareness about the warning signs for obstetric complications and 
information about maternal health services. Our study highlighted 
that, due to the unavailability of information, family members 
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underestimated complication symptoms, and this delayed the 
decision to access medical assistance in cases of obstetric 
complications and resulted in maternal deaths. The lack of 
information regarding the availability of free transportation for 
institutional deliveries also constrained the use of this service to 
access obstetric care in a timely manner. These issues have also been 
highlighted by other studies in Madhya Pradesh and in other states of 
India [124, 131, 136].  

The right to health framework emphasizes that maternal health care 
services must be medically appropriate and of good quality. Research 
in various parts of the world shows that the quality of maternal health 
services influences the decisions of women regarding seeking 
maternal health care [55, 93, 136-138]. Our study showed that 
negative perceptions of families regarding the quality of delivery 
services emerged as a barrier to the use of delivery care and 
constrained the use of appropriate obstetric services by women when 
they needed these services the most. Addressing inefficiencies in the 
hospitals highlighted by us and redistributing resources can 
contribute extensively to improving the quality of maternal health 
services.   

The human rights approach to health and recent global debates on 
people centred health systems advocate larger community 
involvement in the planning, management and monitoring of health 
information and services in order to enable communities to exercise 
their rights [48, 139]. Greater involvement of communities in 
awareness generation on issues related to maternal health and the 
promotion of the use of maternal health care services can contribute 
significantly to women’s timely access to maternal health care 
services, especially emergency obstetric care services. This can help to 
improve maternal health and reduce maternal mortality. However, 
our study shows that community involvement in the planning, 
management and monitoring of maternal health information and 
services in the state is minimal.   



DISCUSSION 

69 

6.2 Methodological considerations  
Strengths 
Studying maternal health and health care in terms of various socio-
cultural, economic and service delivery related issues in one of the 
un developed states of India was a difficult task. Since there is no 
simple method for investigating issues related to maternal health and 
health care, well-designed procedures suitable for the context became 
particularly important. One of the major strengths of this study is the 
use of a combination of both qualitative and quantitative research 
methodologies. The particular  research methods used in the different 
sub-studies were based on the aim to answer the research questions 
in the best possible way [140]. The other key strength of this study is 
the use of a comprehensive framework, which allowed the 
examination of various dimensions of maternal health and health 
care in Madhya Pradesh state from a human rights perspective.   

A number of measures were taken to enhance the trustworthiness of 
the research as per the quantitative and qualitative criteria [140, 141]. 
Truth value is the ability of research to measure what it aims to 
measure by avoiding biases. This is defined as ‘internal validity’ in 
quantitative research [142]. Research consistency in quantitative 
research is defined as ‘reliability’ [143]. This refers to the likelihood of 
getting the same results if a study is repeated several times. The data 
for our quantitative sub-study 2 were drawn from the third round of 
DLHS, which was a cross-sectional survey adopting a multi-stage 
stratified systematic sampling design. It had a fairly representative 
large sample frame of 15,782 married women aged 15–49 years from 
2,246 primary sampling units covering all districts of the state. The 
data for quantitative sub-study 4 were collected by me from the HMIS 
and other records of the department of Public Health and Family 
Welfare for 40 out of 50 district hospitals. I conducted data validation 
from the sources and selected hospital records to ensure the quality of 
data. We also tested the robustness of the DEA results by conducting 
a Jackknife analysis to check the effect of outlier district hospitals.  

The reliability of qualitative sub-studies was increased by the use of 
sound research tools, which included an interview guide and a social-
autopsy questionnaire. We pre-tested these tools in other similar 
settings before using them in data collection and, based on the pre-
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testing, we made needs based changes to them. All interviews for the 
first sub-study were conducted by me. Interviews for the third sub-
study were conducted by me and trained investigators, including a 
trained physician and a social worker. They were thoroughly trained 
in qualitative data collection techniques and how to conduct 
qualitative interviews based on the study protocols in other similar 
setting before conducting the actual data collection. Follow-up 
interviews and phone calls were made by me in case of a lack of 
clarity or understanding regarding any statement in any interview. 
The members of the research team worked together on data analysis 
and discussed the interpretation of results. Thus, the analysis and 
interpretation of data were performed collectively.  

Trustworthiness of qualitative research relies on credibility (how well 
the research questions are captured), dependability (how the changes 
in the research process have been taken into consideration), 
confirmability (how well the interpretation is grounded in the data) 
and transferability (the extent of the applicability of the results to 
other settings) [140]. In order to ensure credibility, we used the most 
suitable methods of data collection, which included semi-structured 
qualitative interviews with government officials, civil society 
representatives, development partners and academics for sub-study 1 
and the conduct of qualitative interviews by using 
social-autopsy tools with the relatives of deceased women who were 
with them during the occurrence of complications, care seeking and 
death. Rapport building with the respondents was done through 
several informal contacts and by asking for a suitable date and time 
for the interview. We also triangulated the data collected from the 
interviews with the data from various other sources as well as 
triangulated researchers with varied expertise and experience levels. 
The dependability of the research was enhanced by accounting for the 
constantly changing conditions of the phenomenon under study by 
following an emergent design and, thereby, making needs based 
changes to the study design. 

All interviews were tape recorded with prior permission from the 
respondents and transcribed verbatim. The interview transcripts were 
read several times to get a thorough familiarity with the data. 
Analysis of the data and interpretation of the findings were done very 
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carefully so as to ensure that the interpretation was grounded in the 
data. Although the findings of our study are specific to our study area, 
we have provided detailed contextual information about our study 
area so that other researchers and practitioners in similar situations 
and contexts may relate the findings to their settings.    

Limitations 
Despite taking several measures to enhance the trustworthiness of the 
research in the quantitative and qualitative analyses, some aspects 
could have affected the validity of the findings. I am aware of the 
limitation of quantitative cross-sectional studies not being able to 
provide conclusive evidence of causality; therefore, our results should 
be seen with this constraint. Secondly, since we used data from a 
district level household survey, which was conducted by another 
agency, for our sub-study 2, we did not have any control over the 
data, and we had to trust the data made available by the agency. 
Thirdly, due to the unavailability of data on the variable distance of 
health facilities from a locality or residence, we used the ratio of PHC 
to population in the district as a proxy, which might have influenced 
our results.   

We purposely selected respondents for qualitative sub-study 1; as a 
result, some important perspectives from other stakeholder groups, 
such as politicians, may have been omitted. The interviews in 
qualitative sub-study 3 were conducted from two weeks after death to 
up to one year after death. This may have caused recall bias. 
However, we tried to avoid this bias by including more than one 
relative of each deceased woman as respondents in the interviews. 
Another limitation of this study was that we only collected data from 
the relatives of deceased women in sub-study 3; it would have been 
better to also collect data from the service providers to have their 
perspectives as well. However, due to limited resources, this was not 
possible.  

In qualitative research, knowledge is generated through the 
interaction between the researcher and the participants; therefore, 
reflexivity on the role and bias of the researcher is essential [140]. 
Throughout the research process I reflected on my role and on my 
pre-understanding. I used my previous experience and knowledge to 
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enhance the study. As I have been living in the same setting, sharing 
many social norms similar to the informants, this may also have 
influenced the interpretation of the data. To avoid this, I tried to stay 
open during the analysis of the data, and I put my pre-understanding 
‘within brackets’ as much as possible. However, my orientation 
towards human rights might have influenced the interpretation of the 
data and the final results. I also tried to be open to learn from the 
informants through probing to understand the meaning of their 
responses. I also used triangulation in this research by using 
quantitative and qualitative research methods, collecting data from 
different participants and involving different researchers with diverse 
levels of knowledge and experience. Constant discussions with and 
feedback from the co-authors based in Umea who were outsiders to 
the study setting continuously guided me to keep my mind open and 
see the new things from different perspectives.   

I am also aware that the study population is not representative of the 
rest of the country. It is also true that the results of any study are not 
truly generalizable in a diverse country like India unless the study is 
conducted on a large, nationally representative scale. However, I am 
fairly confident that the results of this study are reasonably 
generalizable to other states in India with similar characteristics.    

Reflection on my role as an insider-outsider 
Throughout the course of this research, I played two roles in Madhya 
Pradesh state. First, I worked very closely with the state government 
in my official capacity as programme officer of the United Nations 
Population Fund (UNFPA). Second, I worked as a researcher in my 
personal capacity. Thus, I have been an insider (through my day-to-
day work) as well as an outsider (through my research work).   

My role as an insider helped with access to programme managers, 
policy makers and service providers as well as with permissions and 
access to data. It also provided ample opportunities to share the 
preliminary results with policy makers and programme managers in 
the state and get their feedback. As an outsider, I was more focused 
on studying the issue of maternal health and health care from a 
human rights perspective. My orientation towards human rights 
influenced the approach to the research subject and interpretation of 
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the results. I would like to acknowledge that another researcher 
might have approached the same issue with a different perspective 
and might have reached some other conclusion. However, while 
conducting the data analysis, I drew inferences based on the 
statistical data and the words of the respondents participating in the 
sub-studies [140, 144]. My prolonged engagement in the area as an 
insider contributed to enhancing the trustworthiness of the study, but 
it may have posed difficulties at times in taking ‘a fresh look’ during 
the collection and analysis of the data.  
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Chapter 7:  Conclusions 

7.1. Conclusions 
The findings of this study make some important contributions to 
understanding maternal health and health care from a human rights 
perspective. Despite the preventable nature of maternal mortality, 
unacceptably high numbers of women continue to be victims of 
maternal mortality in Madhya Pradesh state of India. Honouring 
their commitments to national and international laws, the 
Government of India and the state government in Madhya Pradesh 
state have accorded high political priority to maternal health and 

put new policies and programmes in place along with increasing 
funding allocations for these programmes to improve maternal health 
and reduce maternal mortality. Key positive developments are the 
increased availability of basic and comprehensive emergency 
obstetric care services, the provision of free transportation for 
delivery and a conditional cash transfer for institutional deliveries. 
These efforts should be further strengthened. However, several 
challenges still remain for proper implementation of various policies 
and programmes. As a result, the access to and utilization of maternal 
health services in the state is low, and there are marked disparities in 
access to these services by women from various groups. Several social 
determinants and service delivery related factors constrain women’s 
ability to use maternal health services. These include low economic 
status, lack of education, residence in rural areas, the unavailability of 
blood and EmOC services in health facilities and the unavailability of 
timely transportation. The use of maternal health services is also 
negatively influenced by other factors such as a lack of information 
about complication symptoms, maternal health and the free 
transportation services, negligence by health care providers and 
women’s non participation in decision making that is influenced by 
gender inequity. All these factors need to be addressed appropriately.  

This study indicates that more concentrated efforts are required in 
the state to uphold women’s right to maternal health with normative 
elements, i.e. availability, accessibility, acceptability and quality. 
Concentrated supply side efforts are needed for further strengthening 
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of the maternal health care services in the state. The resources for 
maternal health care need to be increased, and their equitable 
distribution to all areas of the state must be ensured. The utilization 
of available resources and infrastructure in health facilities needs to 
be made more efficient. Well-designed demand side community 
based interventions should also be implemented for awareness 
among the communities in terms of increasing the utilization of 
maternal health services. Corrective measures by health departments 
alone will not suffice; therefore, coordinated efforts by various 
departments and agencies are needed to address the social 
determinants of maternal health in the state. Integrated efforts are 
needed for empowering women in decision making. Collective action 
from the government, the private medical sector, civil society 
organisations, human rights groups and the community is crucially 
required for achieving significant positive changes in maternal health 
and health care in Madhya Pradesh state.  

7.2. Suggestions for further research 
Addressing the whole issue of maternal health and health care is 
beyond the scope of this thesis. However, efforts have been made to 
identify some important issues that are particularly relevant in this 
state of central India. As the research for this thesis was conducted 
with limited resources, some issues are highlighted for further 
investigation in the future.   

The central government in India is providing additional resources for 
maternal health care in states with high levels of maternal mortality 
to improve the status of maternal health and health care. A 
comparison of processes in this state with that in other states will give 
important insights for improving maternal health and health care. 
However, due to limited resources and a lack of studies in other 
states, this was not possible in this thesis. A comparative study of the 
processes, strategies, interventions and outcomes in the areas of 
maternal health and health care in Madhya Pradesh and other states 
is suggested.  

The multilevel analysis of factors affecting the use of maternal health 
services conducted as part of this thesis revealed a significant amount 
of variation in terms of community of residence and district of 
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residence regarding the use of antenatal care, safe delivery and 
postnatal care. Further research should be conducted to investigate 
the factors that may account for the unexplained community and 
district variations in the use of maternal health services.  

With the implementation of Janay Suraksha Yojana (a scheme to 
provide conditional cash transfer on institutional deliveries) and 
Janani Express Yojana (a scheme to provide free transportation to 
pregnant women for childbirth at health facilities) to promote 
institutional deliveries by giving conditional cash transfers and free 
transportation for institutional deliveries, the use of these services 
has increased, but maternal mortality has not been reduced 
proportionately. Therefore, further thorough investigation of the 
functioning of these schemes is required. Such information will be 
useful in strengthening of the implementation of these schemes.   

One of the factors associated with maternal deaths in the study is the 
insensitive behaviour of service providers. The possible reasons 
behind this may be a shortage of human resources, overburdened 
health facilities, a lack of basic amenities or issues related to human 
resource policies of the state. It is important to conduct further 
research on this issue in terms of the functioning of the larger health 
system.   

Efficient use of available resources for maternal health care at district 
hospitals is very crucial for improving maternal health and reducing 
maternal mortality in the state.  One of the sub-studies conducted as 
part of this thesis, based on the input and output data for one year, 
revealed that half of the district hospitals were functioning 
inefficiently. It may be important to conduct further research to 
analyse the efficiency scores of district hospitals over the years to 
understand the trends of inefficiencies in the use of resources.     
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The Researcher 

I started my carrier in the development sector in India in the year 
1997. Since then I have been working on the issues related to 
reproductive health, gender equity and human rights. I have been 
involved in planning, management and monitoring of various 
projects on reproductive health, health and development of 
adolescents and young people and gender equity in India for last one 
and half decade. I have also been associated with the global people’s 
health movement and actively participated in various advocacy 
campaigns on health and human rights issues in India and 
internationally.       

I received MSc degree in health policy, planning and financing from 
the London School of Economics and the London School of Hygiene 
and Tropical Medicine, London, United Kingdom. I also hold a 
masters degree in Political Science. I joined the United 
Nations Population Fund as State Programme Officer in Madhya 
Pradesh State of India in the year 2008. Since then I have been 
working in the state on the issues of advancing reproductive and 
sexual health of young people, improving reproductive and maternal 
health services, strengthening voluntary family planning services, 
advocacy and comprehensive action for gender equity, and inclusion 
of effective strategies into policies and programmes for dealing with 
population and development dynamics.     

Since my childhood, I always had a dream about joining formal 
training in research and receiving PhD degree. My PhD journey began 
way back in the year 2007 when I first met Dr. Miguel San Sebastian. 
Following which I started prioritizing the topic for my research and 
initiated the planning for my research proposal in 2008. I first visited 
Umea in November 2009 and presented my PhD research proposal at 
the Department of Public Health and Clinical Medicine, 
Epidemiology and Global Health Unit at Umea University. I got 
registered as a doctoral candidate in March 2010. The PhD studies at 
the Umea International School of  Health have been a 
wonderful learning and fulfilling experience for me. Experiences and 
memories of studying at Umea University will always have a special 
place in my heart.  
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