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“The most important reason
for lack of progress in reducing
maternal deaths is denial -

we need more openness and
clearer messages.”

Jens Stoltenberg, Prime Minister of Norway
At the launch of Tanzania’s ‘One Plan’ programme, April 2008






FOREWORD

The current estimated maternal mortality ratio

in India is 301" per 100,000 live births. This
translates into about 80,000 pregnant women or
new mothers dying annually often from preventable
causes. The medical reasons for maternal deaths
find their roots in interlinked social phenomena
such as the low status of women in communities,
poor understanding of the families on when to seek
care, and inaccessibility of quality healthcare in
rural areas. Although these social causes are more
difficult to document, they must be addressed if
we are to achieve the Millennium Development
Goal of reducing maternal mortality by three

quarters in 2015.

UNICEF is committed to working with the national
flagship programme, National Rural Health Mission,
to promote decentralised planning as a key strategy
to lower maternal and child mortality. It is important
to note that the success of decentralised planning
rests on our ability to capture ground realities and
feed this information back to communities and
health systems for appropriate action. Since 2005,
UNICEF has supported the Maternal and Perinatal
Death Enquiry and Response (MAPEDIR) which is

a powerful tool that systematically captures the
ground realities of maternal deaths, analyses the
underlying medical, social and systemic factors and
finally uses this evidence to generate community

and programme action.

UNICEF’s support to the MAPEDIR extends across
select districts in Rajasthan, Madhya Pradesh, West
Bengal, Jharkhand, Orissa and Bihar. Across these six
states, the MAPEDIR has empowered communities

to improve maternal health as well as influenced safe
motherhood programmes at the local and state levels.
The power of this initiative is underscored by several
examples. It has led to a Community Based Obstetric
Referral Initiatives (Obstetric Helpline) in Rajasthan, a
district health system led initiative in Madhya Pradesh
and the design of a referral transport scheme in

West Bengal. As a result of the initiatives, thousands
of women with obstetric complications have been
transported to quality healthcare in these states.
Many states have decided to broaden the outreach

of these initiatives that will in turn save the lives of

many more pregnant women and new mothers.

This document seeks to capture some of this
extraordinary work hoping that it will inspire the use of
the MAPEDIR to mobilise communities and influence
programmes for safer motherhood everywhere. UNICEF
remains committed to working for the development

and participation of the women and children of India.

Karin Hulshof
Representative
UNICEF India Country Office

1 India SRS Sample Registration System 2003.
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awareness about the factors leading to maternal
deaths as well as the relevance of birth-preparedness
and complication-readiness. There is also greater
willingness to contact and demand service from the
healthcare delivery system. These are revolutionary
ideas for rural, remote Indian communities that
previously had minimal interface with the healthcare
system. For instance, in Purulia, the referral initiative
conceived by village leaders in one of the blocks

is saving lives. In Dholpur (Rajasthan), village-level
transporters have become part of the movement to
reduce maternal deaths. These are but two examples
of the dynamic potential and promise of MAPEDIR.

At the institutional level, the MAPEDIR process

has spawned new strategic partnerships between
government agencies, NGOs, academic institutions and
the UN system. A collaborative initiative, it has elicited
the involvement of several key institutions and groups
including the Government of India, State Governments,
District Administrations, Panchayati Raj (village-level
institutions), women'’s self-help groups, local non-
governmental organisations (NGOs), medical faculties of
Indian universities, the Johns Hopkins Bloomberg School
of Public Health (USA), WHO, UNFPA and UNICEF.

The above links are generating greater awareness of
existing government facilities and schemes for safe

motherhood such as the conditional cash transfer

scheme for Below Poverty Line women, the Janani
Suraksha Yojana (JSY) in rural communities. Even
in tribal-dominated districts where community
structures may be lacking, MAPEDIR is acting

as a catalyst and serving as an alert mechanism.
Households deprived of education and other basic
amenities are beginning to realise that delays at
critical junctures can lead to maternal deaths. In
many cases, the arrival of MAPEDIR interviewers
in a village has sparked a sense of urgency among
local authorities to modernise maternal care facilities
by using Rogi Kalyan Samiti funds made available
by the National Rural Health Mission. The tool has
also underscored the need for better reporting of
maternal deaths in states with weak healthcare

systems and infrastructure.

As India takes determined strides towards achieving
the fifth Millennium Development Goal of 109
maternal deaths per 100,000 live births by 2015,
this working paper provides powerful evidence for
advancing the MAPEDIR movement to save mothers
and their children both within the country and
beyond. It also looks at the challenges that remain.
If best practices from the MAPEDIR-implementing
districts are replicated more widely across the
country, India and the world will move closer to

the target of a 75 per cent reduction in maternal
mortality by 2015, as set out in MDGb.

MAPEDIR AT A GLANCE

Indian states with high maternal mortality.

deaths per 100,000 live births by 2015.

» Piloted at Purulia (West Bengal) in June 2005, MAPEDIR is currently implemented in 16 districts in six

» The MAPEDIR tool, a detailed verbal autopsy questionnaire, captures missing links in officially recorded
data so as to reconstruct the sequence of events and pinpoint the exact cause of a maternal death.

» The MAPEDIR initiative sensitises communities and health officials to issues concerning maternal health
and galvanises them into taking long-term action to reduce maternal deaths.

» At the institutional level, the MAPEDIR process has spawned new strategic partnerships between
government agencies, NGOs, academic institutions and the UN system.

» MAPEDIR marks the beginning a powerful movement to help India achieve its MDG5 of 109 maternal




BACKGROUND

The International Safe Motherhood Conference at
Nairobi in 1987 was a landmark event. For the first
time ever, the international development community
focused on one of the most neglected issue of our
times — the plight of women dying in pregnancy
and childbirth. The Safe Motherhood Initiative,
launched in Nairobi, aimed to halve maternal
deaths by the year 2000. The initiative triggered
significant changes in the thinking of policy makers
and practitioners, and made safe motherhood a key
component of interventions focusing on women’s
health and rights. In September 2000, the United
Nations Millennium Summit set a target of 75 per
cent reduction of maternal mortality by 2015 in the
form of Millennium Development Goal 5 (MDGDb).

In “Women Deliver’ conference held at London in
October 2007, more than 1,800 participants from
109 countries endorsing a final statement from

70 cabinet ministers and parliamentarians, pledged
to make achievement of MDG5 “a high priority on
the national, regional, and international agendas.”

The ministers and parliamentarians also pledged
to be advocates in their home countries for
“increased commitment of financial and human
resources” against maternal mortality and to
accelerate the expansion of services for maternal
and newborn health.

In India, MAPEDIR was introduced in June 2005.
UNICEF partnered with governments, community
institutions and academic faculties to pilot MAPEDIR
in Purulia, one of the poorest districts in West
Bengal. Since then, the project has expanded to
cover 16 districts in six states with high maternal
mortality. These are: in West Bengal (Purulia),
Rajasthan (Dholpur, Tonk, Udaipur); Jharkhand
(Ranchi); Madhya Pradesh (Guna, Shivpuri); and
Orissa (Nuapada, Nabarangpur, Koraput, Malkangiri,
Rayagada, Bolangir, Kalahandi and Sonepur). Bihar
became the sixth state in India to launch MAPEDIR in
June 2007. In 2008 it is being carried forward with
implementation in the states of Maharashtra, Assam

and Haryana.



INTRODUCTION

“If new mothers thrive, it means that the healthcare
system is working, and the opposite is also true...”
Laurie Garrett, The Challenge of Global Health,
Foreign Affairs, January-February 2007

Most maternal deaths are preventable. Yet, more than
half a million women die each year around the world
from complications of pregnancy and childbirth.?
Although pregnancy is not a disease, it does pose
risks to the health and survival of a woman. These
risks vary in magnitude. The risk of a woman dying
because of pregnancy or childbirth ranges from one
in six in Afghanistan and Sierra Leone, to one in 100
in India, and about one in 17,400 in Sweden. In the
developed countries, because every pregnant woman
has access to special care, pregnancy and childbirth
rarely lead to death or disability. This is not the case
in many developing countries where each pregnancy
represents a journey into the unknown from which

many women may never return.

Maternal loss impacts child survival irreversibly. One
million children are left motherless each year. These
children are 10 times more likely to die within two

years of their mothers’ death® as compared to those

who flourish in maternal love and care.

In addition to maternal deaths, for every woman who
dies in childbirth, around 20 more suffer injury, infection

or disease — approximately 10 million women each year.

MATERNAL MORTALITY: CAUSES
AND COMPLICATIONS

Causes of maternal death, global

Obstructed labour 11%
Eclampsia 16%
Unsafe abortion 18%
Infection 21%
Haemorrhage 34%

Source: WHO, 2005

In Asia, five direct complications account for

more than 70 per cent of maternal deaths in Asia:
Haemorrhage (31 per cent), Sepsis/ infection

(12 per cent), unsafe abortion (6 per cent), Eclampsia
(very high blood pressure leading to seizures — 9 per
cent), and obstructed labour (9 per cent).* Severe
anaemia is a critical underlying factor and indirect
cause of maternal deaths in India as in most parts

of South Asia. Most maternal deaths occur between
the third trimester and the first week after delivery.
Studies further indicate that mortality was more than
100 times higher on the first day and 30 times higher
on the second day after birth than in the second

year postpartum. Mortality rates can be especially
high after an abortion or stillbirth. While these are
the main causes of maternal death, the fundamental
reasons are unavailable, inaccessible, unaffordable,

or poor quality care (see Box 1).

2 Progress for Children-A Report Card on Maternal Mortality-Number 7, September 2008.

3 World Health Report 2005.

4 Khan, Khalid S, et al, “WHO Analysis of Causes of Maternal Death: A systemic review”, Lancet, Vol. 367, 1 April 2006, p.1069.



Box 1: Tracking and tackling complications related to pregnancy deaths

Globally, the most common complication leading to maternal death is post-partum haemorrhage (heavy
bleeding after delivery). Sepsis, hypertensive disorders of pregnancy, especially eclampsia, complications
of unsafe abortion and prolonged or obstructed labour claim further lives. These complications can occur
during pregnancy and childbirth without forewarning. Some root causes for maternal risk can, however,
be traced back to girlhood. In the developing world, chronic malnutrition stunts growth and severely
malnourished women are vulnerable to obstructed labour. Anaemia puts a woman at risk of sepsis during
delivery, and when haemorrhage occurs, she is less able to cope with the physiological stress. Under-age
marriages and motherhood also make for risky childbirth. The factors that cause maternal morbidity affect
the survival chances of the foetus and newborn, leading to an estimated 8 million perinatal deaths a year
(over half of them foetal deaths) occurring just before or during delivery, or in the first week of life.®

As demonstrated by a growing number of countries, skilled care at delivery backed up by referrals to
timely emergency obstetric care is one of the key elements necessary to reduce maternal mortality.
Eastern and South-Eastern Asia and Northern Africa have made the greatest headway, with increase in
attended births of from 55 per cent to almost 80 per cent. But currently, only 46 per cent of deliveries

in sub-Saharan Africa, where almost half the world’s maternal deaths occur, are assisted by skilled

attendants. In Southern Asia, the proportion is even lower.

ASSESSMENT

Despite global concern, a key problem in tackling
maternal mortality is how to accurately monitor

it and obtain reliable comparable data. Ascertaining
maternal mortality is notoriously difficult except where
there is comprehensive registration of deaths and
causes of deaths. As most developing countries have
weak vital registration and health information systems,
they cannot provide an accurate assessment of maternal
mortality. On the other hand, an estimate derived

from the more complete vital registration systems

such as those in developed countries, suffers from
misclassification and under-reporting of maternal deaths.

REDUCING MATERNAL MORTALITY

Reducing maternal deaths has been a slow process.
Evidence gained from past experience globally

suggests that a reduction of 75 per cent in the
Maternal Mortality Ratio (MMR) is achievable within

a 25-year timeframe.

Where significant reduction was achieved, it was
done mostly through the provision of professional
midwifery care at birth and improved access

to hospital care. These measures enabled all
industrialised countries to reach an MMR of

20 to 30 deaths per 100,000 live births as early

as 1960. Many developing countries too, have

Maternal Mortality Ratio (MMR) is defined as
the number of maternal deaths per 100,000
live births due to causes related to pregnancy
and within 42 days of termination of
pregnancy, regardless of the site or duration

of pregnancy.

5 Lancet, Vol. 368, September 2006, p.1193.



shown impressive progress, albeit over varying

time frames.

Thailand substantially reduced its MMR from more
than 400 in 1960 to 50 in 1984. Malaysia and

Sri Lanka also saw declines in MMR of over

50 per cent during the same period. Starting from
a lower baseline ratio of less than 200, both Egypt
and Honduras halved their MMR in less than 7 years!
A substantial decline also took place in Matlab,
Bangladesh where MMR dropped from around 600
in 1976 to 200 in 2001. In contrast, sub-Saharan
Africa and some countries in South Asia with high
current levels of maternal mortality have shown

considerably less or virtually no progress.®

The United Nations Millennium Development
Goals (MDGs) Report 2006 clearly states
that though the issue has been high on the
international agenda for two decades, ratios
of maternal mortality seem to have changed
little in regions where most deaths occur
(sub-Saharan Africa and Southern Asia).

In developing countries, one in every

11 women dies of pregnancy related
complications compared to 1 in 5000

in developed countries (WHO, 2004).

GOALS ACHIEVABLE DESPITE
RESOURCE CRUNCH

Being poor, powerless and pregnant is life
threatening. However, a decline in maternal

deaths is achievable even in comparatively low-
resource settings provided a country treats it as a
public health priority. As Cuba, Egypt, Honduras,
Malaysia, Thailand and Sri Lanka have convincingly

demonstrated, a high GNP is not necessary to

reduce maternal mortality, and developing countries
do not have to wait for economic prosperity before
they take steps to address the ongoing tragedy of
maternal mortality. The success of these countries
is attributed to a combination of factors including
long-term investment in midwifery training and
referral hospitals; free healthcare and a supportive
system with regulation, control, and supervision

of the medical and midwifery profession; and an
effective monitoring mechanism to track progress.
Much of this progress has gone hand in hand with

community and women empowerment.

UNSAFE MOTHERS IN INDIA

India accounts for 23 per cent’ of the global burden of
maternal deaths based on latest available 2005 global
data. The current estimate of an MMR of 301 by the
Registrar General India (2001-2003), translates to
approximately 80,000 women dying each year due to
pregnancy related complications. Regional disparities
in MMR burden some states more such as Madhya
Pradesh, Rajasthan and Uttar Pradesh than others

(Kerala and Tamil Nadu) as seen in Table 1.

SOME STARTLING STATISTICS

* Every 5 minutes, one woman somewhere in
India dies from complications of childbirth.

* 15 per cent of all pregnant women in India
develop life-threatening complications.

® 65 per cent deliveries occur at home.

e 60 per cent of all maternal deaths occur after
delivery but only 1 in 6 women receives

postnatal care.

Embedded in pockets of deprivation, whether

in the economically weaker states or population

6 Maternal Survival Series, Lancet, Vol. 368, September 2006.

7 Maternal Mortality in 2000: Estimates developed by WHO, UNICEF and UNFPA.



Table 1
India and Major States Maternal Deaths MMR
(per year)
Assam 96 490
Bihar including Jharkhand 156 371
Madhya Pradesh including 104 379
Chhattisgarh
Orissa 75 358
Rajasthan 140 445
Uttar Pradesh including 324 517
Uttaranchal
Andhra Pradesh 37 195
Karnataka 57 228
Kerala 18 110
Tamil Nadu 26 134
Guijarat 37 172
Haryana 28 162
Maharashtra 31 149
Punjab 20 178
West Bengal 58 194
INDIA Total 1,383 301

Source: SRS, 2001-2003

groups, these huge disparities in MMR are
attributable to sharp differences in access to
skilled birth attendants, emergency obstetric care,
prenatal care, levels of anaemia, female literacy
and other factors affecting the status of women.
Ranked among the five countries that have less
than 50 per cent deliveries assisted by skilled
attendants,® India is a prime candidate for and
contributor to high MMR.

WINDOW OF OPPORTUNITY

Fortunately, there is growing realisation among policy
makers that maternal death has been a ‘tolerated’
tragedy for far too long, and that most such deaths
can be prevented. The resources are there, as are
innovative ideas to save the most vulnerable mothers
and children in remote, rural areas. Replicating

and disseminating good practices in addition to

saying ‘No’ to maternal mortality will enable India
to overcome this ongoing tragedy. Timely detection
and effective management of the problems related
to safe pregnancy and delivery are certain to help
lower India’s MMR, in turn enabling the world to
achieve the targeted global reduction in maternal
risks and deaths. In that way, India seems uniquely
and significantly positioned to contribute to a global
reduction in maternal deaths.

Blessed with this window of opportunity, India has
already taken significant steps. The National Rural
Health Mission (2005-2013) prioritises maternal
and child health. It offers incentives to families and
health workers to encourage institutional deliveries.
The ongoing second phase of the Reproductive and
Child Health Programme (RCH 1), which comes
under the NRHM framework emphasises increasing
the demand for quality healthcare and for greater
community participation in the planning of public
health interventions, especially in rural areas in the
economically underprivileged and under-performing
states. RCH Il also stresses the need for creating

a decentralised evidence base for more focused
planning and innovations in this field.

TRACKING MISSING LINKS FOR NEW
KNOWLEDGE

Since 2002, UNICEF has played an important
role in the generation of new knowledge that
can contribute significantly to solving time-worn
problems besetting maternal and child survival in
the country. It is working with the Government
of India, State Governments, District
Administrations and other partners to help
demonstrate what works at the community and
district levels, and to scale up interventions by
extracting lessons learned and framing them into

inputs for policy development.

8 National Family Survey NFHS-3 2005-2007.
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Building a reliable database and grasping the factors
underlying high maternal mortality are critical to
reducing India’s high MMR. Existing data on the
incidence and trends in maternal mortality are
inadequate. Moreover, the data on maternal deaths
gathered through the country’s vital registration and
health information systems are not able to capture
the full scenario or “tell the whole story”, leading to
the loss or impairment of a pregnant woman’s life.
More detailed investigations are needed to identify
the underlying causes of these deaths and to find

out ways of dealing with them.

One of the most promising initiatives in this context
is MAPEDIR or Maternal and Perinatal Death Inquiry
and Response, which is a tested method of finding
out the medical causes of death and ascertaining the

personal, family or community factors that may have

contributed to the death of a pregnant woman. Using
a verbal autopsy tool to support a community-based
social audit, MAPEDIR is identifying the underlying
causes of maternal deaths in selected districts in
India since 2005. The evidence gathered through
MAPEDIR is now being used by policy makers and
communities to develop initiatives that save mothers

and children.

Each maternal death is a tragedy but the bigger
tragedy is failing to learn lessons from an avoidable
maternal death. A systematic analysis of MAPEDIR
data provides both qualitative and quantitative
insights into the cause of death, its relationship

to pregnancy, preventability and the contributing
problems. This information forms a guide to the
development of interventions and policy and action

at all levels.

of the healthcare system in a country.

deaths worldwide.

from 7 to 24 years.

THE WHYS AND WHEREFORES OF ACTION

» The health and wellbeing of mothers and their newborns are true indicators of the efficacy

» India, with one of the highest MIMRs of 301, accounts for 23 per cent of the half million maternal

» Statistics recording the biological causes of maternal deaths fail to reveal the underlying personal,
familial, socio-cultural, economic and environmental factors leading to them.

» MAPEDIR or Maternal and Perinatal Death Inquiry and Response, initiated by UNICEF in 2005
seeks to restore and record these vital missing links.

» MAPEDIR is a standardised measurement and monitoring verbal autopsy tool which examines
maternal deaths, generates local evidence, sensitises communities and galvanises health officials
and policy makers into taking effective action to reduce such deaths.

» Decline in maternal deaths is achievable even in comparatively low-resource settings provided a
country treats it as a public health priority. This was amply demonstrated by Egypt, Honduras,
Malaysia, Sri Lanka and Thailand which reduced their MIVIR by 50-85 per cent in periods ranging

» India, recently equipped with the tried and tested MAPEDIR tool, is taking initiatives which if
successful, could be replicated and contribute substantially towards making MDG5 of attaining
75 per cent reduction in maternity deaths by 2015 a distinct reality.

» Buttressing locally available data with insights culled from the MAPEDIR tool is an important
method for achieving success in reducing maternity deaths.
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Maternal mortality is a powerful pointer to the
outreach and quality of health services. Statistics
of maternal deaths, however, reveal only a partial
story of why those deaths occurred and whether
they could have been prevented. Only a thorough
examination of all the factors — social, cultural,
biological and medical - that led to the maternal
deaths can present a comprehensive picture and a
reliable database to address the issues underlying

this scourge.

The levels of maternal mortality vary greatly
across countries due to variation in access to
emergency obstetrical care, prenatal care, anaemia
rates among women, education levels of women,
and many other factors. Investigations carried
out in various studies in different countries
suggest that women’s low status and lack

of decision-making power are major factors
influencing maternal survival. llliteracy and lack
of awareness also seriously affect timely access
to maternal healthcare.

Women and their families are ill-informed about the
signs of complications and when and where to seek
care. As a result, they are unable to access care
when complications arise. Added to this, lack of
resources to afford the required care, absence of
transportation to reach an appropriate care facility
in time, inadequacy of medical services leading to
delay, or faulty treatment on the whole, are major
contributors to maternal mortality. As things stand,
public health facilities are of deplorable quality in
the poor, rural, remote, tribal or geographically
inaccessible areas. Often, lack of blood and vital
drugs; insufficient numbers of health personnel

and hospital beds; mismatches in the distribution
of health centres and service providers, and delay
in admitting or treating the patient all impair

the pregnant woman'’s health and chances of
survival. In some cases, serious errors of judgment
worsen the already grim maternal health and

survival scenario.

14

An accurate understanding of the situation is called
for. Most maternal deaths can be averted but in order
to do so, the right kind of information is needed to
understand the underlying factors that lead to the
deaths. Only then can effective actions be taken.
Each maternal death has a story to tell and can
suggest practical ways of addressing the problem.
Aggregating the findings from several deaths
conveys a picture of the overall situation in a locality
or population group that can help communities to
determine lacunae and act on avoidable factors

that contributed to the deaths. MAPEDIR helps to
communicate this vital information to all stakeholders
such as administrators, health planners, medical
professionals, the community and women of
reproductive age. It aims to build and influence
public policy for it to be translated into public health
practices at all levels, including the health system,
the community and the individual (see Box 2).

MAPEDIR: A SEARCHLIGHT AND
A BEACON

MAPEDIR is an investigative tool which seeks to
kindle the community’s participation in probing why
women died in pregnancy, delivery or soon after,
with an emphasis on developing feasible solutions to
the identified problems. The entire process includes
identifying and investigating maternal deaths,
sensitising the community, galvanising communities
and health systems into action, and monitoring and

adjusting interventions through continuing inquiries.

The MAPEDIR tool is a structured verbal autopsy
questionnaire used to interview relatives and/or those
who were close to the deceased woman. The findings
can be aggregated, and, based on the inferences
drawn, corrective action taken at the block, district,
state and national levels. Several countries including
India have used the inquiry method to better
understand the causes and complexities of tackling
maternal mortality (see Box 3). Such inquiries



Box 2: Evaluating the delaying factors contributing to maternal deaths

WHO describes five main approaches to evaluate the delays: (1) community-based maternal death
reviews conducted at the community level to ascertain common community factors that may have
contributed to the maternal deaths, and to act upon the findings; (2) facility-based maternal death
reviews conducted at the facilities by the providers as in-depth investigations of the causes of and
circumstances surrounding maternal deaths with the primary objective of improving the quality of
care; (3) confidential enquiries that constitute systematic multi-disciplinary anonymous investigations
of maternal deaths within a region or country. These help to identify the numbers, causes and
associated remedial factors; (4) surveys of near-misses or survivors of obstetric complications for
ensuring improvements in maternal care; and, (5) clinical audit, a quality improvement process that
seeks to improve patient care and outcomes through a systematic review of various aspects of

the structure, processes and outcomes of care against explicit criteria and ensures the subsequent
implementation of change.

Different approaches have been used across the world, including India, to evaluate the delays in
both community and facility settings. Experience in the use of these approaches has shown that
successful implementation can take place at all levels. A commitment to act upon these findings
is a key prerequisite for success.

Box 3: Maternal and child death investigations undertaken by countries

Maternal and child death inquiries have been conducted in many settings. Some examples include:
(1) the routine practice of maternal death review by medical practitioners in the United Kingdom for
more than 50 years; (2) hospital-based perinatal death reviews encouraged by the American College
of Obstetricians and Gynaecologists in the United States; (3) community and hospital inquiry into all
maternal deaths required by the Sri Lanka Ministry of Health since 1985; (4) the community verbal
autopsy and hospital-based confidential inquiry of maternal deaths encouraged by the Philippines
Ministry of Health; and (5) maternal death reviews supported by WHO in selected hospitals of
Bangladesh, Myanmar and Nepal. In India, the Tamil Nadu Reproductive and Child Health Programme
has reviewed all maternal deaths and a sample of infant deaths since 2003, and the Government of
Kerala has reviewed all maternal deaths since 2005. In addition, WHO has supported maternal death
reviews at Safdarjung Hospital in Delhi and at Christian Medical College in Vellore.

bring maternal and child health issues to the THE GOAL

limelight, besides supporting evidence-based

decision-making and advocacy by and with the The sole purpose of MAPEDIR is to learn from
community — thus nurturing community participation past tragedies and save lives in future without
and empowerment. blaming anyone. Community-based maternal death

15



inquiry ascertains the personal, familial, social and
community factors that contributed to the maternal
deaths with a view to take positive action toward
improvement, and never to provide the basis for
legal action, punishment or blame. A fundamental
principle of this approach is providing a confidential,
non-threatening environment in which to describe
and analyse the factors leading to adverse maternal
outcomes. Ensuring confidentiality when sharing the
findings of the death inquiries with and outside the
community leads to an openness in reporting which
provides a more complete picture of the precise

sequence of events leading to the death.

The collected data is aggregated, periodically
analysed and interpreted. The resultant findings help
define the problem, determine its scope, identify the
biological and socioeconomic reasons contributing
to maternal deaths, and determine the interventions
crucial to address the problem and prevent future
recurrence. Whether at the micro or macro level,
MAPEDIR focuses on making maternal mortality a
household, community and national health priority.
Expected outcomes involve policy changes and

stronger health systems.

MAPEDIR IN INDIA

Maternal death inquiry has been used in many
countries for many years as a way to identify medical
and social factors contributing to maternal deaths.
The focus, however, has mostly been institutional.
The information gained from the inquiries has been
used in various ways, e.g. to correct deficient medical
practices, advocate for requisite improvements in
healthcare and systems, raise community awareness,
etc. However, in developing countries, especially
India, where millions of women still deliver at home
and where a significant number of maternal deaths
take place outside the realm of health facilities, a
combined community/facility approach is vital. Better

reporting of maternal and perinatal deaths is necessary

16

throughout India, to make these deaths more visible to
the community and policy makers, and to provide the
much-needed evidence about the underlying causes of
these deaths in order to develop focused and effective
interventions. MAPEDIR is part of the effort to ask the
right questions to the right people.

PHASED IMPLEMENTATION

The MAPEDIR tool, a structured verbal autopsy
questionnaire, was suitably developed prior to its
initiation in Purulia (West Bengal) in January 2005. It
was translated into Bengali and Hindi, adapted to suit
local conditions — factoring in cultural and linguistic
specificities — and field-tested. (Subsequently,
MAPEDIR was extended to four other states in a

similar manner).

On June 22, 2006, representatives from the
Government of India, international development
partners, academics, NGOs, UNICEF and government
representatives from the five states implementing
MAPEDIR (Jharkhand, Madhya Pradesh, Orissa,
Rajasthan and West Bengal) gathered in New Delhi to
review the process and its outcomes, share experiences,
learn from each other, and chalk out a roadmap for

the future. Following this, the MAPEDIR process was
initiated in each of the five implementing states with

a workshop aimed at sensitising state and district
administrations. The project’s partner NGOs helped
mobilise communities, Panchayati Raj institutions,
village health communities, self-help groups, and village
councils. A series of TOTs (Training of Trainers) and
training sessions for interviewers were conducted in
the MAPEDIR districts from January 2005 to February
20086. Interviewers were selected from among Auxiliary
Nurse Midwives (ANMs), ANM supervisors/Lady Health
Visitors (LHVs), ICDS supervisors and NGO members.

In each of the implementing states, MAPEDIR had
to be localised. This meant not only translating

the verbal autopsy questionnaire into the local



language, but also tailoring the messages to fit the
local medium of communication. For example, in

Jharkhand, folk plays were and still continue to be
staged in village markets to sensitise communities

about the need for birth preparedness.

Objectives of MAPEDIR

e Sensitising communities to maternal and
perinatal health issues, including the need for
birth preparedness and complication readiness;

® Inquiring into maternal and perinatal deaths
by identifying recent maternal deaths and
conducting community-based inquiries
with close acquaintances of the women
so as to find ways by which future deaths
might be prevented;

e Sharing the findings of the death inquiries
with communities and helping them interpret
the data to develop appropriate interventions,
as also advocate for improvements in
healthcare to tackle identified problems; and,

e Using the findings of the inquiries to
advocate with policy makers for necessary

improvements in healthcare systems.

SCOPE

The primary scope of MAPEDIR is to examine all
maternal and perinatal deaths (i.e. intrauterine
deaths from 24 weeks gestation) and each live birth
resulting in a neonatal death (up to 28 days of life).
However, currently, the scope has been expanded to

effectively examine all maternal deaths.

OUTCOMES

Interviews at the household level conducted under the
MAPEDIR project in selected districts in India identified

the immediate, intermediate and underlying causes

of maternal deaths. The interviews revealed that the
immediate causes of maternal mortality most often are
anaemia, eclampsia, haemorrhage, sepsis, obstructed
labour and unsafe abortion. Intermediate and underlying
causes that emerged from the interviews were the

first and second delays in care-seeking, in turn caused
by the low social status of women, lack of awareness
and knowledge at the household level, inadequate
care-seeking and resources, and inadequate access to

quality healthcare (see Box 4 for case stories).

As in many other projects, after initial resistance,
support for the MAPEDIR project has grown (see
Box 5 for favourable impressions of some key public
health officials).

ROLE OF KEY PLAYERS

A maternal death is the outcome of a chain of events
and disadvantages throughout a woman'’s life. In
populations with shockingly low female and overall
literacy rates, sensitising communities about basic
issues influencing maternal and child health becomes
a critical prerequisite before maternal death reviews
can be conducted. As previously noted, in most parts
of India, barriers to accessing maternal health services
include the absence of requisite knowledge and power
to decide when to seek help; the unavailability of
means of transportation to a health centre; and the
unaffordable cost of healthcare. The above factors
are magnified in the more traditional households
where adolescent girls and young married women
have little power to influence decision-making within
their families or vis-a-vis the wider world.

To raise awareness about these issues and heighten
the visibility of the causes precipitating maternal
deaths is a collective responsibility. Fully aware of
this collaborative aspect, from the very beginning,
UNICEF has teamed up with other international

and national agencies, civil society networks and

their affiliates to create a supportive environment in
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Box 4: Relevance of MAPEDIR in India

A 25-year-old woman delivered at home; developed haemorrhage soon after birth. Family members
sought the help of a local ‘practitioner’ (quack) who gave some injections and medicines. The woman
was not taken to a hospital and died soon after at home.

A 30-year-old woman suffered from headache, blurred vision and swelling of feet during her ninth
month of pregnancy. Her family sought the advice of a village quack who lived close by because there
was no money to go to the hospital. The woman delivered twins at home and became semi-conscious.
The family again consulted a quack and the woman was finally referred to a community health centre.
The CHC referred her to the district hospital but the woman died before transport could be arranged.
A 22-year-old woman delivered at home with the help of an untrained da/. She developed post-partum
haemorrhage and was taken to the CHC. Thereafter, she was taken to the home of the provider who
was treating her and administered |V fluids. Halfway through the treatment, the drip was taken off and

the family was advised to take the woman home as she was ‘going to die’. The woman was taken

home and died the next day.

which maternal death inquiries can be conducted.
Not surprisingly, at the core of MAPEDIR’s success
and sustainability lies the involvement of the local
administration with the process. In districts where
the administration values the tool and has invested
human and financial resources to make it work,
results are encouraging. Conversely, where the local
administration is apathetic and the health system
weak, even though MAPEDIR enlists the support of
NGOs, it is found that in the long run, responsible
contribution from the district health authorities is

critical to scale up and sustain operations.

PARTNERS IN PROGRESS

Partnerships expand possibilities. As in the broader
health and development fields where multi-pronged
strategies are being attempted, formal and informal
partnerships at various levels are critical to the
success of the MAPEDIR process. An exciting
collaborative effort, MAPEDIR is successfully
involving several institutions and groups with
different strengths: the Government of India, State

Governments, District Administrations, Panchayati Raj
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(village-level institutions), women's self-help groups,
local NGOs, medical faculties of Indian universities,

the Johns Hopkins Bloomberg School of Public Health
(USA), and UNICEF. Communities are involved in the
investigative process through partnering with NGOs and
mobilising the Panchayati Raj Institutions, Village Health
Committees, Self Help Groups and Gram Sabhas.

Good practices from countries that have reduced
maternal deaths show that strategic linkages
between individuals, communities and institutions

are critical to achieving targets. It is also widely

e
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Box 5: MAPEDIR, a blessing in disguise

"If we have a better idea of the grassroots factors causing maternal deaths, we can plan better, use our

human resources better and use our funds better... If the causes can be pinpointed, MMR and IMR can be

tackled. MAPEDIR is a tool which can help us use our manpower better, strengthen our health structures

and implement our programmes better. It will help us pinpoint our shortcomings. Without a system like

MAPEDIR, our efforts to reduce maternal deaths will remain half-measures...”

Dr Santosh Mishra

Deputy Director (Nutrition) and Nodal Officer, Navajyoti Scheme, Orissa

"Unless we know the main reasons for maternal deaths, we cannot take effective measures to tackle

them. It is critical to be able to pinpoint the delays causing loss of lives. The traditional system did not

deal with these issues adequately — there were gaps in information. Now, using MAPEDIR, we can find

out if the deaths are due to delays in decision-making at the household level, or due to lack of transport or

at the facilities or if they are the cumulative outcome of all three...”

Dr SP Yadav

Director (RCH), Directorate of Medical and Health Services, Rajasthan

“Initiating the MAPEDIR process has improved reporting of maternal deaths in Monthly Reports; the

process of investigation is creating awareness among family members and other villagers; the BPHNs

and ICDS supervisors are motivated and showing a lot of interest in carrying out the interviews; there is

good cooperation from the household members of the deceased women; the sensitisation at the level of

Gram Panchayats is creating awareness about maternal deaths and women Gram Panchayat members

are also showing a lot of interest. The types of delays and the causes are coming out clearly from the

interviews...”

Dr BB Patra
Chief Medical Officer of Health (CMOH),

Purulia at the State Consultation on Maternal Death Review at Kolkata, 25 September 2006

known that to reduce maternal and newborn
mortality and morbidity, it is essential to build a
continuum of care that encompasses access to
skilled care during pregnancy, childbirth and the
post partum period. The care received at home
needs to be extended to care provided by a skilled
health professional at the primary care level,
followed by the care provided at the referral facility

for women and newborns with complications. No

single agency can cater to the entire spectrum.
That is why globally, UNICEF's MAPEDIR initiative
works with Governments, other members of the
UN family — UNFPA (Safe Motherhood) and WHO
(Making Pregnancy Safer Initiative) and other
partners to ensure women’s right to reproductive
health and survival. In India, MAPEDIR is an
integral part of the national effort to reduce

maternal deaths.
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FACING THE HYDRA

»

Women’s low status and illiteracy, along with lack of awareness, physical and financial resources
and decision-making power, are the main impediments to women in developing countries like India
accessing the required medical care for successful childbirth.

Absence of adequate health facilities further compounds the problem.

An accurate understanding of the situation with the help of the MAPEDIR tool facilitates stakeholders
like administrators, health-planners, medical professionals and the community to devise effective
strategies for averting maternal deaths.

MAPEDIR, suitably moulded to encompass local conditions and complexities, ensures confidentiality
and forms a basis for positive action towards all-round improvement in the care received by a pregnant
woman.

Based on the aggregated findings of MAPEDIR, inferences can be drawn for corrective action at the
block, district, state and national levels.

The crucial relevance of MAPEDIR in the Indian milieu and the response generated by its arrival in the
country are amply demonstrated by the enthusiastic testimonies of government officials in different
states.

The ultimate aim of reducing maternal deaths drastically can only be attained by a sustained
collaborative effort involving individuals, communities, district administrations, village-level institutions,
local NGOs, medical faculties of universities, State Governments, the Government of India, and
international organisations like UNFPA, WHO and UNICEF.

Remedial measures at different levels are facilitated by MAPEDIR, which seeks to pinpoint the exact
causes of maternal deaths and shares the data collected with various concerned agencies.
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“MAPEDIR was conceptualised
to cover perinatal deaths as
well. But we decided to start
small and prioritise. In the
first stage, we decided to
cover maternal deaths.
Government and UNICEF
officers pre-tested the
questionnaires in the field,
modifying the length and
complexity along the way.
Investigation of perinatal
deaths may be introduced

at a later stage, when the
methodology stabilises and

iIs adopted institutionally by
state governments. Second,
MAPEDIR was originally a
scientific investigation tool
meant for research. It was
adapted to be transformed
into a tool for action, eliciting
community empowerment and
system responsiveness.”’

Dr Marzio Babile
Chief of Health, UNICEF India





