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Summary 

Evidence is provided in the form of cases of post-partum complications in the state of Uttar Pradesh. Data is also provided on how the health system in Uttar Pradesh had been unable to provide the care required to help such women, and in fact may even deny responsibility. Several cases are of Dalit women, who belong to a disadvantaged social group.

Evidence
This submission is on behalf of an NGO based in Uttar Pradesh, India, called SAHAYOG.

 The following are some cases of maternal morbidity we have found in Uttar Pradesh. The first one is in some detail as we have worked on the case ourselves. The other two cases have been documented by SAHAYOG’s partner NGOs and indicate that neglect and lack of care is a common experience in post-partum complications. The fourth case is from a news-clipping.
A. Case of Salenta, a 32 year-old Dalit woman from western Uttar Pradesh (district Muzaffarnagar) whose husband works as a labourer in a brick-kiln.
Salenta had delivered all her babies at home. But this time she was informed that she could get a government incentive of Rs 1400 if she went to a health centre for childbirth.

She went to the local Primary Health Centre (PHC) for her childbirth early in the morning on 13 Feb 2007. She was received by a nurse who prescribed an injection and a bottle of IV Glucose. The nurse gave her the IV line with the injection and left her. A few hours later, the nurse came back when the baby was born. She did not see any doctor. The ANM demanded an informal payment of Rs 450. Meanwhile Salenta was in great pain and bleeding. After the ANM was paid Rs 250 (which the family had to borrow from their employer at the Brick Kiln), she let Salenta leave. 
After she got home, she discovered in the evening that her clothes were wet as she was continuously leaking urine. There was also some blood. On 17th they went back to the PHC and got to see a doctor. He gave her some medicines, which did not help. She developed fever and severe pain, so they went back on 22nd to the PHC. The doctors told them we can only give you these medicines, why don’t you go to a private hospital. From 5-10 March she was admitted in a private hospital at Hardwar, which brought down the pain and fever, but the leakage of urine continued. Through March they went from one hospital to another, where she was given medications and got an X-ray done, but no one could cure her. At one point they gave up as they simply couldn’t raise any more money. 
Then they went to another hospital and there found out that she had a hole in her urinary bladder. Until the end of May 07 they kept seeking treatment at various hospitals, until finally in desperation they appealed for help to the District Magistrate (the head of government administration) and their local Member of Legislative Assembly, both of whom asked the Chief Medical Officer (CMO) to look into the case. The Deputy CMO abused them and accused them of daring to complain to higher authorities. He demanded that they state in writing that they had not gone for an institutional delivery. The CMO however gave them assurances of treatment and compensation. They were referred to the Medical College in Meerut district, where they went thrice hoping for surgery. But when told that the operation would cost up to Rs 20,000 they left. 

Salenta continued with medications from one hospital after another. By now her family had spent Rs 50,000 all told; they were severely impoverished, having mortgaged everything they had. Then some NGOs got to know about her case. They made repeated applications for help to the government health department at state and national level, and the case was written about in the media. However, despite sending all the information repeatedly, there was no response.

In late September 2007, she was taken by the NGOs to the King George Medical University at Lucknow the state capital. She was diagnosed with Vesico-vaginal fistula. Through September right until January 2008 she came repeatedly to the hospital and got various tests done, but they couldn’t get her a vacant free bed. In February 2008, a year after her delivery, Salenta finally she got a free bed and was successfully operated upon. She remained under treatment for a few more months and finally had the catheter removed in late April 2008.
B. The case of Rekha, a 19 year old Dalit woman from District Banda

In October 2007, Rekha drove in a horse cart for 5 hours while in labour from her village to the District Hospital. She reached at 4 am but the hospital admitted her at 8 am. The baby was born at 11 am. Rekha was bleeding heavily and the doctors said she needed blood transfusion. They referred her to Kanpur city, and Rekha died on the way.

C. The case of Saroj, a 21 year old Dalit from Mirzapur district

In January 2008, Saroj drove for 4 hours in a horse cart from her village to the Maternity Hospital at Mirzapur. She reached at 8 in the night and delivered her baby an hour later. At 11 pm they called the hospital nurse as she was getting worse. But the nurse said they had no medicines at the hospital. Saroj began to turn pale and was itching. In a short while she died and the baby also died soon after.  

D. The case of Amarkali, a low caste women from Mahoba district 

In September 2008, Amarkali arrived at the Community health Centre, and gave birth to a baby a few hours later. But she was bleeding heavily and the doctors were unable to stop it. They said she needed a blood transfusion and sent her off to the Jhansi district. Late in the evening when they reached the Jhansi hospital , doctors discovered that both mother and baby had already died a while ago.

Situation of Health in Uttar Pradesh 
Socio-economic aspects:

About 79.2% of UP’s population lives in rural areas, according to Census 2001, and over 31% of its population is below the Poverty Line, while 21% of its population belongs to the Scheduled Castes (a socially marginalized group originally considered untouchable and now with a political identity called Dalit). In the absence of a rights-based and accountable form of service provision, to be poor, rural and Dalit is a triple form of social exclusion most likely to result in denial of health services.
Health services:

UP has a fairly comprehensive system of health institutions with Sub-centres (staffed by Auxiliary Nurse Midwives- ANM) at village level; Primary Health Centres (PHC) and Community Health Centres (CHC) staffed by doctors and nurses at sub-district level; and district level hospitals that have specialists and can provide emergency care for obstetric complications. However, only 31.6% of village surveyed in DLHS were found to actually have a Sub-centre and 38.1% have any sort of health facility within the village. The PHC Absentee rate for doctors is 46.2% and for non-doctor staff it is 42%.
 

The inaccessibility of health services to the rural population is compounded by costs borne due to transportation and seeking private care. The health expenditure in India has a ratio of 80:20 for private to public expenditure and the burden of healthcare costs is borne by households not covered by any insurance; it is estimated that 34% fall below the poverty line in UP as a result of hospital costs. The per capita health expenditure by households in UP is 924 Rupees while government expenditure is 150 Rupees  which means that households bear 84.3% of the total health expenditure (National Health Accounts 2001-02,India).

Health status: 

The legal age of marriage in India is 18 for girls but 41.4% marriages in UP have brides below the legal age (DLHS 2002-04). The total fertility rate is 4.2, and with around 4-5 million live births in a year. The sex ratio in UP is 898 (which is very adverse, as compared to 933 for the country). The Infant Mortality Rate is 71 and Maternal Mortality Ratio is 517
 per hundred thousand live births, which are higher than the national average.
 

According to the SRS study of maternal deaths in India from 1997-2003, 10% deaths were due to unsafe abortions, 38% due to heavy bleeding and 11% due to post-partum infections. The high rate of maternal deaths is aggravated by anemia, poor rate of contraception and lack of maternal health services. According to NFHS – 3 (2005-2006) 34.1% women are underweight and 50.1% women in UP are anemic
. Only 43.6% of eligible women surveyed in UP were currently using any contraceptive method. Only 26.3% women had received three rounds of ante-natal check-up. A high percentage of women have home -based childbirth: 78%; and the rate of safe delivery was 29.2%. Only 14.2% mothers received post-natal care, which indicates a high drop-out rate and poor follow-up of cases. 

Maternal health Policy: 

Considering home-childbirths to be a main reason for high mortality rates, the Government of India has launched a programme to encourage women to deliver in institutions by promising a financial incentive (called the Janani Suraksha Yojana or JSY meaning Mother’s Protection Scheme). The Uttar Pradesh government has assured that all maternal health services will be provided free of cost. According to the JSY scheme, local women health volunteers (ASHA) are also paid to motivate pregnant women to register with the local ANM and to attend institutions during childbirth. But it is unclear whether state facilities can currently provide basic services, or tackle any complications that may arise. 

According to the Facility Survey of UP (2007), of the “24x7 PHC” meant to provide such services, only 5.3% had a gynecologist, 4.5% had a doctor trained in skilled birth attendance and 3.8% had nurses trained in skilled birth attendance. Only 5% of First Referral Units surveyed had a doctor or gynecologist trained in emergency obstetric care, while 2.8% had nurses skilled in birth attendance. Only 15% had a functioning blood storage refrigerator, while up to 81.2 % had functioning equipment for female sterilization, which is a telling comment on the government’s priorities as far a women’s health is concerned.

Moreover, the promotion of institutional childbirth runs the risk of over-loading health providers to the extent that they are unable to give adequate attention to complicated cases or emergencies which really require medical intervention (pregnancy, post-partum or abortion related complications). Women are often compelled to go through repeated referrals as a result of lack of information regarding the services available in an institution and whether it can afford appropriate level of care. Moreover, providers have often failed to provide adequate referral support for women in emergency situations. 
Lack of accountability: 

When women do reach the health centres for childbirth, they may be turned away or receive unskilled services that could lead to further morbidity. However, the state has so far not taken any responsibility for loss of life or ill-health due to women attending institutions during childbirth, despite Charters of Patients Rights, Patients’ Welfare Committees and Indian Public Health Standards for institutions, and no one is held accountable. 

If the state has promoted institutional deliveries and the women suffer any adverse consequences as a result, the state should protect their rights to seek free treatment, grievance redressal and compensation as well as improve the health system accordingly. Here the state has neither audited adverse consequences for women, neither are there any grievance redressal systems in place. Socially excluded groups are further unable to access conventional legal routes due to high costs and prolonged processes.
Conclusions:

SAHAYOG has documented large numbers of cases where women users from poorer backgrounds attempted to access government services, but faced unresponsiveness or sometimes downright denial of care, often leading to tragic consequences.  While working on such cases, it became clear that there is a definite class divide between government health providers and the largely low-income women who approach them for services. The unequal power relationship is compounded by the gap in education and information, as well as the desperate situation of those seeking EmOC services. This does not foster a sense of accountability in the service providers, who sometimes try to take advantage of the situation by demanding informal payments and withholding crucial information. 
Often the very real lack of skilled personnel and equipment or supplies makes the providers turn away the women, fearing a maternal death on the premises, and they do not take care to provide a proper referral. Yet no one is held accountable, and the unavailability of government services often compels the poor to seek private care, which they cannot afford. The lack of negotiating power of the women users is thus a tangible barrier in accessing life-saving information and services. Neither do these women users of maternal health services have any visibility as far as policy makers were concerned. 
_____________________________________________________________________________________

Introduction to SAHAYOG

SAHAYOG is a registered voluntary organization working on rural women’s health issues since 1992. Currently it works with the mission of promoting women’s health and gender equality using human rights based approaches by strengthening partnership based advocacy. Since 2000 SAHAYOG has been working intensively in the state of UP on maternal health, including documentation, capacity building and advocacy.

In collaboration with its partner organizations who work with rural women, SAHAYOG has been using a human rights approach to create ‘rights consciousness’ among the rights holders (in this case low-income low-literacy women who use state health facilities) and a corresponding ‘sense of accountability’ among the duty-bearers (including the health bureaucracy and political actors). The strategies on the Right to Health have included case documentation, case-work, capacity building and mobilizing collective identity, direct dialogue with policy actors, campaigning and media advocacy. 
Since 2000, cases of maternal deaths and denial of services have been systematically documented, and some of these were made into a film, Citizens Without Rights. A landmark case occurred when in 2004, there was the case of a Dalit woman delivering outside the gates of a hospital as she was unable to afford the money for informal payments demanded by staff. Her baby died right then, and this became a major issue for the media. SAHAYOG and partners took up this case, and after more than a year of case-work and campaigning, were able to get her compensation of Rs 50,000 (around 1250 USD) from the Commission set up to protect the rights of Dalits. The print media also campaigned vigorously on this issue of women’s access to EmOC, and even today continues to highlight similar cases of denial. At present the sustained media coverage on the issue of maternal health service denial has led to suo motu action by a judge of the High Court.  
From 2004-2005, SAHAYOG began a long-term programme to build capacities of low-income and mostly non-literate rural women across several districts of UP on their rights to maternal health services. This process released high energies among the women to work collectively towards preventing such deaths in future, and led to recognition of themselves as ‘a class of rights holders’ who had the agency to start claiming their rights. Since 2006, the women got organized as a state-level group with district-level chapters in order to have a collective identity and it was named “Women’s Health Rights Forum” (Mahila Swasthya Adhikar Manch - MSAM). The MSAM identity enables women leaders to negotiate improved quality of care at health facilities and they are active in identifying cases of denial of services or maternal death. 
The role of SAHAYOG and partners has been to provide the women with forums at various levels to directly communicate their experiences to the duty bearers. SAHAYOG also facilitates state-level civil society networks to support the women’s campaigns, and has a partnership arrangement with several grassroots NGOs. Since 2007, SAHAYOG is anchoring national processes to gather evidence on maternal mortality and advocate for a rights based approach. SAHAYOG anchored the civil society interactions with the UN Special Rapporteur on the Right to Health, and following that, is anchoring a national effort to gather women’s experiences of accessing maternal care in institutions across 8 states of India.

Within Uttar Pradesh, SAHAYOG has been invited by the government to join the Technical Support Group on Maternal Health, and has been providing information on maternal death audit. SAHAYOG has also been invited by the Planning Commission of India to provide support to the Eleventh Five Year Plan, on health issues. SAHAYOG is currently implementing an action research project on building coalitions for improving maternal health services in Uttar Pradesh. SAHAYOG is a member of the Steering Committee of the International Initiative on Maternal Mortality and Human Rights.

� according to a study quoted by the state Planning Commission in 2005


� SRS 2001-2003


� All figures based on Sample Registration Surveys of the Registrar General of India


� Women and girls are meant to be served nutrition supplements through the Women and Child Department’s Anganwadi centres in every village, and iron folic acid is meant to be distributed free to all pregnant women.








