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 “Barriers Underlying Delays Among Women Seeking Emergency 
Obstetric Care In A Referral Hospital In Sikkim ”. 

Dr Raj Prabha Moktan 
 
 

ABSTRACT 
Objective: To study the barriers underlying the delays among women seeking emergency 
obstetric care in a referral hospital in Sikkim and to assess the quality of care against the 
standard protocol. 
 
Methods: Hospital based qualitative, study. In depth interviews were taken and the total 
number of women were 65.Providers perspective on provision of care, observation and 
facility checklist were included, with supplementation of secondary data from the three 
emergency obstetric care facilities. 
 
Results:  
 
The complicated cases were 29%PIH, 29% prolonged/obstructed labor, 18% APH and PPH, 
12% bleeding in early pregnancy and 12% others. 78.5% had undergone antenatal check-up 
but 80% were not aware of the complications of pregnancy. 
The patient delay was taken as first delay (delay in realization of the problem (a), delay in 
seeking care after realization (b) and second delay or delay in reaching the emergency 
obstetric care facility. The hospital delay was delay in examination, delay in initial treatment 
and delay in definitive treatment. Factors strongly associated with the first delay (a+b) were 
use of traditional faith healers as first contact (78% delayed), distance (80.6%), illiteracy 
(75%) rural residence (72%), lack of money (76.5%) and parity (72.7% multipara delayed). 
Others were lack of decision making power of the women, resorting to homecare methods 
The second delay was associated with distance (96%), health facility visited (84%), type of 
transportation (78%), and residence (77%). Factors associated with the third delay was non 
availability of drugs, supplies and blood, inadequate number of beds, staff factors, patient 
factors, getting the OT team ready and management protocols. The median time for 
examination of the patient was 15 minutes, for initial management was 30 minutes and for 
definitive treatment was 4 hours. Outcome of the cases were 4 maternal deaths of which two 
died undelivered, 7 fetal deaths and 14 babies were on antibiotics. The fetal deaths occurred 
in women with patient as well as hospital delay and the maternal deaths were largely due to 
patient delay .The provider perspective on factors affecting quality of care was late arrival of 
patients, work-overload, inadequate number of staff and supplies. 
Conclusion: 
 
 Significant delay on the part of the patient to reach emergency obstetric care facility led to 
poor outcome of the patients Health system delay in referrals and in provision of care also 
contributed to negative outcomes especially fetal deaths. A need for awareness generation 
among the community regarding the danger signs of pregnancy, transportation facility and 
financing schemes during emergencies. Provision of quality antenatal check-up and 
availability of emergency obstetric care closer to the women is urgently needed. 
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                                                  CHAPTER 1  

 

1.1 Introduction 

The gap in pregnancy related deaths between developing and industrial countries show 

the greatest disparity of any  human development indicator.1 Nearly 20 years ago, new 

studies documented the extent of the problem of maternal mortality. In 1985 the WHO 

sponsored a Conference on maternal mortality. Referring to maternal and child health  

(MCH) services in developing countries, the question “Where is the M in MCH?” 

became an impetus for the development of the Safe motherhood Initiative in Nairobi in 

1987 where the World health Organization, the United nations Fund for Population 

Activities and agencies from more than forty-five countries came together. The goal was 

to reduce maternal illness and deaths by half by the year 2000.Since then initiatives to 

achieve safe motherhood have been underway for more than a decade and this effort 

culminated in the 1997 safe Motherhood Conference in Sri Lanka.During the decade 

1987-1997,while much progress had been made in understanding the root causes of 

maternal mortality, experts noted that little progress had been made in reducing it.Now 

reducing the maternal mortality ratio by three quarters between 1990 and 2015 is one of 

the Millennium Development Goals (MDG) accepted by 191 member states of the United 

Nations. 

.Global Picture of Maternal Mortality. 

 Today, the overall picture for maternal health in poor countries is worrisome indeed. 

Progress has been very slow in the reduction of maternal mortality. Despite 15 years of 

safe motherhood initiative, overall levels of maternal mortality are generally thought to 
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have remained unchanged, with the latest estimate of deaths standing at approximately 

530,000 per year 2 In some countries where levels of HIV and malaria are high and 

growing, the number of maternal deaths as well as the maternal mortality ratio is thought 

to have increased. Moreover, the half million maternal deaths are ‘tip of the iceberg” for 

an additional 8 million women each year suffer complications from pregnancy and 

childbirth which result in lifelong health consequences, not the least of which is obstetric 

fistulae 2 For every woman who dies, approximately 10 others suffer a debilitating injury, 

often with lifelong consequences. Maternal morbidity ratios in developing countries are 

10-100 times those in developed countries. The maternal mortality ratio in developing 

countries is 100-1000 per 100,000 live births. In the United States by comparison, the 

maternal mortality ratio is 8-12 per 100,000 live births. 3 

 There are half a billion women of reproductive age today and maternal mortality is the 

major cause of premature death among women of reproductive age. One in four women 

in developing countries suffer from acute or chronic conditions related to pregnancy. A 

woman in a developed country has a one-in-2, 800 chance of dying from pregnancy - 

related causes; the ratio for the developing world is 1in 20 chance for women in Africa, 1 

in 94 in Asia in several countries the lifetime risk is higher than 1 in 10.4  

The Indian Scene. 

Over 100,000 Indian women die annually from pregnancy and childbirth related causes, 

thus accounting for one-quarter of maternal deaths worldwide. The two National Family 

Health surveys, done in 1992-93 and 1998-9 showed that the maternal mortality ratio 

(MMR) was 437 and 540 per 100,000 live births in respectively.5 6It is one of the highest 
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in the world and the mortality ratios have remained high despite steep falls in the fertility 

rates. 

 According to a study published in 1995 providing maternal mortality ratios based on 

indirect estimation techniques, the national figures were 580 per 100,000 live births 7 

There were tremendous variations across the country: the ratio in rural areas was 638 and 

in urban areas 389. The highest maternal mortality ratio was in Assam (1068), followed 

by Uttar Pradesh (920), Orissa (844), and Bihar (813). The lowest ratio was reported in 

Kerala, at 87 maternal deaths per 100,000 live births. While Kerala has the distinction of 

having the lowest maternal mortality ratios in India, it does not fare very well when 

compared to Sri Lanka (24/100,000 live births in 1995) or Thailand (44 per 100,000 live 

births in 1996).  

A literature search on maternal mortality studies published during 1990-1999 yielded 19 

studies and according to  two community studies, a woman in Maharashtra has a life-time 

risk of 1 in 106 of dying during pregnancy, child birth or puerperium, while the risk is far 

higher - 1 in 59 - in Ambala district of Haryana. Three hospital based studies report 

maternal mortality ratios: 656/100,000 live births in Calcutta, 1234/100,000 in Gauwhati, 

and a decline from 708 in 1966 to 160 in 1997 in South Trivandrum, Kerala. 8  

 One of the first programs in India that focused specifically on women was in the Family 

Planning program in the year 1951.Since late 1950s government of India has been 

developing network of Primary health care centers and sub-centers staffed with doctors 

and ANMs respectively to provide the MCH services.  But this family planning program 

was mainly a population control program, targeted at women in the reproductive age. 

Although it was renamed the Family Welfare (FW) program, with the inclusion of the 
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Maternal and Child Health (MCH) in its objectives. The emphasis on population control 

remained unchanged. These programs were given high priority in terms of foci, money, 

emphasis and importance as they were funded by the central government with a 

substantial allocation of resources. The focus of these programs were essentially on 

sterilization with incentives being provided and the functionaries spending a large 

amount of time chasing ‘targets’. The family welfare program did not do very well, as the 

birth rate did not decline as expected. The program was reviewed again; especially when 

the MCH component under the Child Survival and Safe motherhood (CSSM) program 

was launched in August 1992.The emphasis was on prenatal, natal and postnatal care and 

immunizations. CSSM project provided very good equipment to selected first referral 

units (FRUs) that were supposed to provide comprehensive emergency obstetric care 

(EmOC) including caesarian section and blood transfusion. Unfortunately not many 

FRUs became functional and in the mid nineties, due to the criticism of the FW program 

and the international focus on reproductive health and reproductive rights, the 

government launched a new program from April 1996 called the Reproductive and Child 

health (RCH) program. This program retains the major components of the earlier CSSM 

program adding on management of sexually transmitted diseases (STDS), reproductive 

tract infections (RTIS) and adolescent health to its list of objectives. So the major focus 

of the PHC system in India has shifted from basic MCH care in the 1950-60s to family 

planning, ANC with high risk approach, training of TBA in 1970-1980s,immunization 

program in 1980-1990s and HIV/AIDS and reproductive health in 1990s with resultant 

lack of focus on intranatal care. Efforts have been made by the Indian government to 

provide EmOC through the RCH project. 
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1.2 Literature review.  

1.2.1 Maternal deaths and causes. 

 According to WHO, a maternal mortality death is defined as “ the death of a woman 

while pregnant or within 42 days of termination of pregnancy irrespective of the duration 

and site of pregnancy, from any cause related to or aggravated by the pregnancy or its 

management but not from accidental or incidental causes.” 

Late Maternal death: is the death of a woman from direct or indirect obstetric causes 

more than 42 days but less than one year after termination of pregnancy. (ICD-10) 

Pregnancy related death; 

A pregnancy related death is death of a woman while pregnant or within 42 days of 

termination of pregnancy, irrespective of the cause of death. 

The international classification of diseases (ICD) has recommended that maternal deaths 

may be disaggregated into 2 groups. 

1.Direct obstetric deaths: those resulting from obstetric complications of the pregnant 

state (pregnancy, labor and puerperium), from interventions, omissions, incorrect 

treatment, or from chain of events resulting from any of the above. 

2.Indirect obstetric deaths: Those resulting from previous existing disease or disease that 

developed during pregnancy e.g. anemia, malaria or heart diseases and which was not due 

to direct obstetric causes, but which was aggravated by physiologic effects of pregnancy. 

There are five major medical causes of direct obstetric death worldwide and it is 

estimated that they account for hemorrhage (25 %), complications of unsafe abortion 

(13%), eclampsia (12%); infection  (15 %) and obstructed labor (8 %).  Direct obstetric 

deaths account for about 80 per cent of all maternal deaths globally.9Other direct causes 
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include ectopic pregnancy, embolism, anesthesia related (8%). Indirect obstetric deaths 

account for about 20 percent of all maternal deaths. 

In India, direct causes accounted for between 75-85% of all maternal deaths in the 1990s. 

According to a facility-based study from Kerala, there has been a shift in causes of 

maternal death over the past four decades. In the 1960s, hemorrhage was the main cause 

of direct obstetric death. In the 1970s and 1980s, this was replaced by sepsis as the major 

causes. In the 1990s, hypertensive disorders of pregnancy had become the most important 

cause of maternal deaths 8.Some similarity in this pattern of transition is observable from 

other studies as well. For example, an all-India study based on 4369 maternal deaths, 

which occurred in 55 teaching hospitals, 10 district hospitals and 3 community blocks 

reported eclampsia as the leading cause of death, followed by sepsis and hemorrhage 8. 

Post abortion-sepsis features prominently in several studies as a cause of death, and in 

some instances, is the leading cause of maternal death, as for example in Burnpur, West 

Bengal. One study from JIPMER, Pondicherry, examining 34 abortion-related maternal 

deaths, found that almost 75% of the deaths were from sepsis caused as a result of 

inserting a 'stick' into the vagina in an attempt to induce abortion 8 

It is observed that infectious and parasitic diseases may contribute more to maternal 

mortality in the subcontinent. A hospital study in Gujarat, India of 445 pregnant women 

admitted with malaria reported a mortality rate of 3.37% 10. Other infectious diseases 

associated with indirect maternal deaths are pulmonary tuberculosis (Burnpur), and 

hepatitis (all-India study, Calcutta, Kerala) 8. Anaemia in pregnancy contributes directly 

or indirectly to a significant proportion of maternal deaths in the developing world. 

Severe anaemia can lead to cardiac failure in pregnancy, and also contribute to maternal 
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deaths from haemorrhage and sepsis. The contribution of anemia to maternal mortality in 

India especially in the rural areas is very significant given the fact that almost a fifth of 

all deaths were reported to be related to anemia. Many of the studies discussed above 

report anaemia as an important 'indirect' cause of maternal death. For example in Ajmer, 

Rajasthan, anaemia was reported as the leading cause of death, with some women having 

haemoglobin levels as low as 5 gm/dL 8. A recent study from Patiala, based on a review 

of records in a government hospital, showed that the maternal mortality ratio in women 

who were severely anemic was 1769 per 100,000 live births, while that of non-anemic 

women was 566 11. 

 Heart diseases appear to be emerging as a cause of indirect maternal deaths, and may be 

more common in some parts of India than in others. The all-India study (65 hospitals and 

3 community blocks) reports heart disease as a not insignificant cause of maternal deaths, 

and in the Kerala study, 10% of 310 maternal deaths were from cardiac disease 

complicating pregnancy 8.  A cause not often examining in relation to maternal deaths is 

domestic violence, reported in many countries as occurring with greater frequency and 

severity during pregnancy. Among the few studies examining this aspect is a community-

based prospective study from rural Maharashtra during 1993-95, where 16% of deaths in 

pregnancy were caused by domestic violence 12 

1.2.2 Strategies adopted for prevention of maternal deaths and it’s lacunae. 

In order to prevent maternal deaths most efforts have been concentrated on: predicting 

and preventing obstetric complications, i.e., antenatal care; training traditional birth 

attendants; and   community mobilization.13But these have not been very effective due to 

various reasons. ‘Whatever their usefulness may be for other purposes, some of the 
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common-sense activities that had been promoted for decades-risk screening at antenatal 

consultations, training of traditional birth attendants-proved to be of limited direct effect 

on maternal mortality’ 14,15,16,17,18,19 

Before elaborating on this point one must take note of the most important fact about 

maternal deaths from complications: i.e., most complications cannot be predicted and 

prevented. To put it another way, any pregnant woman can develop complications at any 

time during pregnancy, at delivery, or in the postpartum period.  This means that all 

pregnant women are at risk. An estimated 15 percent of all pregnant women develop life-

threatening complications.20Obstetric complications that lead to death cannot be 

prevented or predicted but they can be treated. Taking a look at the five major causes of 

deaths: haemorrhage, pre-eclampsia and eclampsia, infection, obstructed labor, and 

complications of unsafe abortion we see that, we cannot predict or prevent hemorrhage as 

this occurs anytime during pregnancy. As for eclampsia, research has shown that many 

eclamptic cases can occur without warning during or after delivery. According to WHO 

the role of antenatal care in preventing deaths and disability from infection is limited. 

Although clean delivery kits and health education might reduce infection rates, the 

crucial factors that give rise to unclean delivery are probably related more to poverty and 

lack of facilities, than to ignorance. As for obstructed labor prevention has little role to 

play in alleviating the suffering of women from this complication.  What is strongly 

recommended is treatment, including Caesarean section that must be made available to 

all women if outcomes for both mother and infant are to be improved. As for the 

complications from unsafe abortion, these can be treated in a well-equipped and staffed 

health facility.  According to a study published in the Lancet in 1980, researchers in 
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Aberdeen, UK, found that the majority of antenatal admissions to the hospital other than 

for delivery were for conditions that had arisen despite routine antenatal care. Antenatal 

visits had neither detected nor prevented the complications from occurring. More 

resources have been put into antenatal care in developing countries than into delivery and 

immediate post-partum care, emergency obstetric care and safe abortions. Yet the vast 

majority of complications and deaths arise during and after delivery and in the first hours 

and days post partum21and from unsafe abortions. Obstetric complications do not always 

kill the women who experience them. In fact, for every woman who dies, an estimated 10 

women survive the same complications, but with short or long-term disabilities. Short-

term morbidity can include hemorrhage, convulsions, cervical tears, shock and fever, 

while long term, and often chronic, sequelae of childbirth and pregnancy can range from 

infertility to uterine prolapse, depression and vesico-vaginal fistulae.22 (VVF) 

In terms of morbidity we know that VVF and recto vaginal fistula (RVF) are devastating 

conditions that leave women with little or no ability to control leaking urine and feces. 

The social consequences of VVF include divorce by husbands and ostracism by others 

due to the smell and the stigma of leaking.23,24,25 Also those with utero-vaginal prolapse 

not only face difficulties with housework and laboring but also have problems with 

sexual relations and encounter major barriers in accessing medical help in the developing 

countries26 Maternal health and maternal death have a fundamentally different 

relationship to each other. Pregnancy itself is not an illness. Yet the care a woman 

receives during her pregnancy and around the time of delivery can influence how she 

experiences those events, both physically and emotionally, and so can do much to 

optimize her health. A woman’s care during pregnancy and delivery can also have 
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enormous influence on the survival and early health status of the child she bears. But, 

somewhat counter-intuitively, most of the elements of routine care during pregnancy 

have little impact on the chance that a woman will experience a life-threatening obstetric 

complication and once a woman does experience a complication, the routine care given in 

pregnancy will not save her life. To dramatically reduce maternal mortality, emergency 

care must be accessible to and utilized by those pregnant women who experience 

complications. 

1.2.3.Interventions for reducing maternal mortality ratio. 

Skilled attendants at delivery. 

They can influence the maternal mortality levels. First, she can use safe and hygienic 

technique; secondly skilled attendant can affect maternal mortality by doing active 

management of the third stage of labor. But even a routine delivery can suddenly become 

a complicated one. In such a situation, however skilled the attendant is, in the absence of 

good referral and emergency obstetric care facility she is unable to prevent maternal 

death. 

Referral systems. 

Once a complication occurs the key to saving a woman’s life is to get her adequate care 

in time. The barriers women face accessing EmOC can be multiple. One important 

element of strategies to reduce delays is strengthening of the referral system. This 

requires adequate information and communication from the household to the birth 

attendant and up through the level of a comprehensive EmOC facility, as decisions are 

made. Referral and utilization concern not only the existence of information, 

transportation and facilities but also the ability to access and use them. This in turn raises 
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the questions about financial barriers, about relationships between facilities and 

communities, about culturally embedded views of appropriate childbirth practices and 

many other locally specific issues.27,28,29 

Emergency obstetric care. (EmOC) 

Even under the best of conditions 15% of all pregnancies undergo complication. But 

virtually all obstetric complications can be successfully treated. For this EmOC facilities 

have to be widely available and easily accessible. For adequate treatment of all 

complications of pregnancy all the three requirements of skilled attendants at birth, good 

referrals and emergency obstetric care facility must be available.  

Health systems. 

For the above strategies to handle complications of pregnancy successfully there is a need 

for a good backbone of a functioning health system. It encompasses all type of providers, 

public and private, formal and informal, for profit and not for profit, allopathic and 

indigenous. It also includes financing mechanisms. 
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                                                CHAPTER 2 

2.1Background. 

Sikkim was a small kingdom in the sub Himalayan region prior to it being included as the 

22nd State of India in the year 1974.The state of Sikkim is divided into four districts 

namely East (Gangtok), West (Gyalzing), South (Namchi) and North (Mangan). The 

population of Sikkim is 540,493, (2001 census); the population of the East district is 

around 244,790(2001 census). East is the most populous district with density being 257 

person per square km and North is the least populated district with density of population 

10 per square km. The decadal growth was 28% during 1981-91 and 33% during 1991-

2001 that is more than for the country as a whole (21% 1991-2001) NFHS. There has 

been increasing movements of people throughout the State. All these changes have 

influenced the various facets of the State of Sikkim and its people, which in turn have 

affected the health of the people.  

2.2.Socio-Demographic Characteristics. 

The population of Sikkim resides mainly in the rural areas which comprises about 87% of 

the total population. The main groups of people are the Nepali, Bhutia, Lepcha and the 

Business community .Fertility has gradually decreased over the years in Sikkim. The sex 

ratio in Sikkim is 875 females/1000 males, which is lower than the national average of 

933 females/1000 males. The sex ratio varies from a low of 752 females/1000 males in 

the North District to 930 females/1000 males in the West District. (2001 Census Of 

India). The Total fertility rate for 15-49years is 2.75 births per woman, Crude Birth rate 

21.8/1000 population (SRS2000). The maternal mortality is reported to be 540/100,000 

population. (NFHS-II 1998-990 
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2.3Health System. 

The organizational structure of the health system is set up according to districts. There 

are four district hospitals out of which one at Namchi is a functioning CHC (Community 

health Center), 24 primary health centers, 147 sub-centers, one 500-bedded referral 

hospital  (STNM) and a semi government medical college situated at Tadong. The East 

district has eight primary health centers. Each primary health center caters to around 7000 

to 15000 population in Sikkim. Sikkim has three blood banks of which one is in the CHC 

in the south district and one in S.T.N.M. hospital. The third one is in Manipal institute. 

2.4 Rationale 

Research done at Columbia University, school of public health over the last 15 years has 

conclusively shown that the best and most cost effective strategy for reduction in 

maternal mortality is to provide emergency obstetric care services within the reach of all 

pregnant women. This is because every pregnancy carries risks and it is not possible to 

predict or prevent complications of pregnancy and childbirth. 

S.T.N.M. hospital is the main referral hospital in Sikkim providing tertiary care. 

Emergency obstetric care is available here. Manipal Institute at Tadong, a paying hospital 

also provides EmOC. The other facility providing the emergency obstetric care in Sikkim 

is the district hospital at Namchi (South District). Being a referral hospital a great 

majority of the people attend the S.T.N.M.Hospital at Gangtok due to which the quality 

of the service might be affected. It provides emergency obstetric care with four 

obstetricians and one permanent anesthetist who also attend to cases in the other 

departments. Doctors who have done housestaffship in anesthesia have worked in giving 

anesthesia due to dearth of anesthetists. The government hires anesthetists on contractual 
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basis but most leave the place after getting jobs in bigger cities. The hospital has one 

blood bank. Being a public sector institution, a greater proportion of the people from the 

lower economic strata attend this hospital. Sikkim is geographically a hilly terrain and 

also faces yearly landslides blocking highways due to heavy rains for major part of the 

year. The villages in the rural areas are far and spread out affecting their accessibility to 

tertiary care facilities. Health care is predominantly provided by the public sector. 

2.5Maternal Health Indicators. 

Due to dearth of any study done in Sikkim the only data that could be referred to was the 

NFHS II) 1998-99.According to NFHS II antenatal check-up was done by 70% of the 

women out of which 30% had done it in the first trimester, 31% in the second and 9% in 

the third trimester. Health worker visiting home to give ANC was only 1%. Home 

delivery was 68% and institutional delivery was very low at 32%. The majority, 64% 

were delivered by others (relatives, friends, neighbors) and only 36% received assisted 

delivery (Doctor 19%, ANM Nurse midwife 16% and TBA 1%). From the following 

table reported complications during pregnancy were found to be high. It can be seen that 

majority of the women experienced features of pre-eclamptic toxemia of pregnancy, 

(blurred vision, swelling of legs, body or face, and convulsions not from fever.) The 

others had features of anemia, and bleeding. 

Table 1:Reported Antenatal health problems during pregnancy       1998-99NFHSII 
Problems Urban (%) Rural (%) Total (%) 
Night Blindness 14.0 22.6 21.6 
Blurred Vision 14.0 25.5 24.2 
Convulsions not from fever 18.6 31.0 29.6 
Swelling of legs, body or face 48.8 36.9 38.3 
Excessive Fatigue 62.8 72.0 70.9 
Anemia 27.9 25.3 25.6 
Vaginal bleeding 4.7 3.7 3.8 
Number of births 53 400 453 
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Thus, while women do access antenatal care, the proportion receiving skilled assistance 

in delivery is very low. Hence, against this background I would like to find out the 

barriers women face in accessing emergency obstetric care, the barriers they face before 

coming to the hospital and the quality of care they receive after they arrive at a facility. 

2.6 Research Questions 

1. What barriers do women face in accessing Emergency Obstetric Care in a referral 

hospital in Sikkim? 

2. What are the barriers faced prior to reaching an Emergency Obstetric Care Facility? 

3. What is the quality of Emergency Obstetric Care received after reaching an Emergency 

Obstetric Care facility? 

2.7 Specific Objective 

1.To examine factors underlying the first delay i.e. delay in decision-making to seek 

medical care for an obstetric complication. 

2.To examine factors underlying the second delay i.e. delay from decision making to 

coming to the hospital. 

3. To look into delays if any in provision of care and to examine associated factors. 

4.To assess the quality of emergency obstetric care against the standard protocol. 
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                                                      CHAPTER 3 

3.1 Methodology: 

3.1.1 Study Design: Hospital based, qualitative, cross sectional. 

3.1.2 Study Setting: The study was based at S.T.N.M. Hospital, Gynecology and 

Obstetrics department. It is situated in Gangtok the capital of Sikkim.In addition, 

secondary data was collected from two other facilities in Sikkim providing EmOC e.g. 

the public sector district hospital in south Sikkim and the Manipal Central Referral 

Hospital in Tadong east district, a private facility. The secondary data was collected for 

one entire year of 2003 from the month of January to December from the three hospitals. 

3.1.3 Study Period: January 1,2004 to March 30th, 2004. 

3.1.4 Sample: 

All the complicated cases (as defined below), which were admitted between 1.1.2004 and 

15.3.2003 in S.T.N.M hospital, were interviewed. Those admitted in the hospital without 

complications but who developed complications later were also interviewed. Four of the 

cases succumbed to their complications. The details of these cases were obtained from 

interviewing the immediate relatives, the providers and review of the case sheets. Health 

providers (medical officers and some staff nurse and ANMs) were also included in the 

study. They were interviewed to give their perspectives on quality of Emergency 

obstetric care and the various factors affecting it in STNM hospital. 

3.1.5 Criteria for sample selection:  

All the complicated cases that would receive emergency obstetric care. 

3.2Data Collection: 

Primary data Collection: 

Primary data was collected using the five different instruments as given below. 
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3.2.1. Instruments. Table 2: 
Sl.No Instruments 

used 
Respondents Information on 

1. Interview 
schedule 

Women patients with complications 
in pregnancy/delivery. 

Pathway of care 
seeking for pregnancy 
or obstetric 
complication. 
Patient perspective on 
nature and quality of 
EmOC. 

2 Review of case 
sheets and 
observation 

Case sheets of all the patients To get details of 
complications and 
pathways of treatment 

3. Death report. Husband or relative and the 
providers.  

“Significant” others’ 
opinion on factors 
associated with the 
death. 

4 Supervision 
check-list 

Facility. 
(Staff position, equipments, drugs) 

Facility adequacy for 
Emergency Obstetric 
care 

5 Semi-structured 
interview 
schedule. 

Medical officer, Staff nurse/ANM 
(Auxiliary nurse midwife) 

Provider perspective 
on Emergency 
obstetric care  

7 Observation The details of treatment, methods 
followed, reactions of the patients, a 
general overview of the way the 
hospital functioned. 

By the investigator to 
get the observer 
perspective. 

 
The first part of the interview schedule contained details on the socio-demographic 

profile of the patients and then the patients were interviewed using certain guidelines and 

probes. The first part was detailed history about the antenatal period and their health 

seeking during the pregnancy. It included details of antenatal check-up, the number, and 

the type of check-up with details of the interaction with the health care provider. Themes 

explored were preparations for birth, nature of family dialogue and decision-making 

processes, care perceptions and preferences, recognition of/response to complications, 

and strategies for coping with transport and costs. Then they were asked to give 

information on the total pathway from the home to the hospital and within the hospital 
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and the barriers they faced throughout. Also the patients were asked on their perspective 

on the nature and quality of emergency obstetric care before coming to the hospital and 

after coming to the hospital.  Interviews were recorded after taking consent from the 

patient, it was taken in the local language, transcribed and analyzed using accepted 

qualitative techniques. The interview was conducted on the day before the discharge of 

the patient in order to avoid the courtesy bias and to get the patient in a better health 

form, as all of them were emergency cases. The participants were taken to the 

examination room where they were made to lie down on the bed or sit according to their 

comfort with warm clothes and were interviewed either alone or with the husband 

depending upon their ability to interact as they had just come out of traumatic 

experiences. Lack of information regarding the details of the costs of the treatment, the  

problems faced while coming from the home right up to the hospital and within the 

hospital, was added by the husband, or a relative who accompanied her. The second part 

of the interview schedule contained the detailed treatment history with outcome of each 

patient and it was corroborated with statements made by the patients. In the case of 

maternal deaths the husband and the immediate others were interviewed. The husband or 

the relative was asked about their opinion as to why the death could have occurred. 

Provider’s views were also gathered as to the cause of the deaths. For the provider 

perspective medical officers and the staff nurses with the ANMs were interviewed. 

3.2.2.Secondary data collection: 

 Secondary data was collected regarding all the cases that were admitted (normal and 

complicated) and delivered, that underwent cesarean sections, and death records for the 

past one year from 1.1.2003 to 31.12.2003 from the three hospitals. This was done in 
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order to get a baseline data. These data were also collected from all the hospitals during 

the study period. Data was collected from history sheets, labor-room register, O.T. 

register, and admission and discharge register and the monthly reports and recorded in the 

hospital data summary form. 

3.2.3Investigator: 

Principal investigator. 

3.2.4.Interview site and time: 

The examination room on the day before the day of discharge of the patient. 

3.3.Operational definitions: 

3.3.1 Complicated case: 

A complicated case is defined as a case with one or more of the following features. 

• Haemorrhage; antepartum or post-partum. 

• .Prolonged/obstructed labor. 

• Post-partum sepsis. 

• Complications of abortion. 

• Pre-eclampsia/Eclampsia. 

• .Ectopic pregnancy. 

• Ruptured uterus. 

• All emergency cesarean sections. 

• Haemorrhage. 

Antepartum hemorrhage is defined as bleeding from or into the genital tract after the 28th 

week of pregnancy but before the birth of the baby. 
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Post-partum hemorrhage: Bleeding in excess of 500ml following birth of the baby. As the 

effect of the blood loss is important rather than the amount of blood lost, the clinical 

definition used is any amount of bleeding from or into the genital tract following birth of 

the baby upto the end of puerperium which adversely affects the general condition of the 

patient evidenced by rise in pulse rate and falling blood pressure 

• Prolonged/obstructed labor. 

The labour is said to be prolonged when the combined duration of the first and second 

stage is more than the arbitary time limit of 18 hours. 

Obstructed labor is one where in spite of good uterine contractions, the progressive 

descent of the presenting part is arrested due to mechanical obstruction. 

• Post-partum sepsis. 

An infection of the genital tract, which occurs as a complication of delivery is called 

post-partum sepsis. 

• Complications of abortion. 

Shock in obstetrics is defined as a state of circulatory inadequacy with poor tissue 

perfusion resulting in generalized cellular hypoxia. In abortion the shock is of two types, 

hemorrhagic and septic (endotoxic). 

Septic: An abortion associated with clinical evidences of infection of the uterus and its 

contents is called septic abortion. 

• Pre-Eclampsia/Eclampsia. 

Pre-Eclampsia :It is a multi system disorder of unknown etiology characterized by 

development of hypertension to the extent of 140/90 mmHg or more with proteinuria 
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after the 20th week of pregnancy in a previously normotensive and non-proteinuric 

patient. 

Eclampsia: Pre-eclampsia when complicated with convulsion and/ or coma. 

• Ectopic pregnancy.An ectopic pregnancy is one in which the fertilized ovum is 

implanted and develops outside the  uterine cavity. 

• Ruptured Uterus. 

Dissolution in the continuity of the uterine wall any time beyond 28 weeks of pregnancy 

is called rupture of the uterus. 

• Emergency Cesarean sections. 

All the caesarian section that was done due to the above cited complications. 

3.3.2.Essential Obstetric care and subsets: 

Basic and emergency obstetric care.30 

Emergency obstetric care (EmOC) is a subset of EOC and responds to unexpected 

complications such as hemorrhage and obstructed labor with blood transfusion, 

anesthesia and surgery. It does not include management of problem pregnancies, 

monitoring of labor, or neonatal special care.  

Basic essential obstetric care includes all EOC elements with the exception of surgery, 

anesthesia and blood replacement. 

3.3.3.Emergency obstetric care services. 

It has been divided into the basic EmOC with provision of the six functions and 

comprehensive EmOC center providing all the six plus cesarean section with blood 

transfusion facilities. 
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Table 3:Signal Functions Of Emergency Obstetric care. 
 Basic Emergency obstetric care  Comprehensive emergency obstetric 

care 
1 Antibiotics (Injection) 1 Antibiotics (Injection) 
2 Oxytocics (Injectables) 2 Oxytocics (Injectables) 
3 Anticonvulsants (Injectables) 3 Anticonvulsants (Injectables) 
4 Manual removal of placenta 4 Manual removal of placenta. 
5 Removal Of retained products. 5 Removal Of retained products. 
6 Assisted vaginal delivery 6 Assisted vaginal delivery 
7  7 Caesarian section 
8  8 Blood transfusion. 
 

3.3.4.Delays. 

The delays has been divided into the patient delay which is the time taken from onset of 

symptoms to the point of arrival at the emergency obstetric care facility, and the hospital 

delay which is the time taken to treat the patient after arrival of the patient. These two 

delays have been further divided and are explained in details below (fig 1). 

Fig 1. 

Patient Delay.             1 to 4. 
 
        a                  b                    c                   d                e                       f 
    
1                2                   3                      4                5                   6                      7 
                                                                 

Hospital delay.                4 to 7 
1:Occurrence of symptoms. 

2:Recognition of complication. 

3:Decision to seek care. 

4:Arrival at the hospital. 

5:Examination of the patient after arrival. 

6:Initial treatment. 

7:Definitive treatment. 
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3.3.5.Phase I Delay: Delay in deciding to seek care, includes delay in recognizing an 

obstetric complication on the part of the individual, the family or both and the delay after 

the recognition to the act of seeking care. 

The delay in recognizing an obstetric complication is taken as the time taken from the 

onset of the first symptom (1) to the realization of the problem (2) .Fig 1. (a). 

For this study the first delay was taken as the time from occurrence of the complication to 

the time at which the person seeks care (3). Fig 1. (a+ b). 

3.3.6.Phase II Delay: Delay in reaching an adequate health care facility, in this case an 

emergency obstetric care facility (S.T.N.M.), as the major complications cannot be 

treated in smaller facilities.  

It was calculated as the time taken to reach an emergency obstetric care facility (4) after 

leaving home. (3) (c). 

The total patient delay is taken as (a+b+c) 

3.3.7.Phase III Delay: Delay in receiving adequate care at the facility (EmOC) Facility. 

The third delay was further divided into three sections, the delay in the examination of 

the patient after arrival (d), delay in starting the initial treatment (e) and delay in starting 

the definitive treatment (f). The total hospital delay is taken as (d+e+f). 

3.4.Variables. 

3.4.1.Dependent: 

1.First and Second Delays. 

Factors affecting the delays before coming to the hospital were. 

• First provider contacted. 

• Parity,  

• Distance,  
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• Socio-economic status, 

• Education of the couple, 

• Nature of illness,  

• Awareness of knowledge of the patient, 

• Mode of transport like ambulance/hired vehicle/own vehicle. 

• Socio –cultural factors. 

• Health facility visited. 

2.Factors affecting third delay. 

• Inadequate number of beds 

• Drugs availability. 

• Knowledge of the patient. 

• Lack of money 

• Availability of staff  

• Availability of the O.T.Team 

• Shift change 

• Blood(arranging donors) 

3.Appropriateness of emergency obstetric care. 

 Appropriateness of emergency obstetric care was examined from factors like the 

structural adequacy, using a check-list of basic requisites in an EmOC facility., the 

organizational adequacy and the provider’s technical competence, as per the standard 

norms. Quality has been included here and factors associated with quality were. 

• Cleanliness 

• Conduct of staff 

• Timeliness of drug distribution. 

3.5.Analysis. 

Qualitative analysis was done. Transcripts of the in-depth interviews were coded 

thematically, and analyzed for users and providers perspective on quality of care. 
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Independent observation by the researcher based on facility checklist and on case studies 

as well as data on case fatality was compared against user and provider perspectives. 

3.6.Ethical Issues. 

The written permission to conduct the study in the government Hospital was taken from 

the Secretary,Health and family Welfare department, Government of Sikkim and the 

Superintendent of S.T.N.M hospital. Permission was also taken from the Dean of 

Manipal Institute for the secondary data collection in the Manipal Hospital. An interview 

with the participants was conducted only after explaining about the study and taking their 

consent. 
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                                                            CHAPTER 4 

 

4.1.Results. 

4.1.1.Baseline information. 

In order to get a baseline information from the three hospitals providing emergency 

obstetric care in the State of Sikkim secondary data was collected from January 2003 to 

December 2003, which has been summarized in Table 4. 

Table 4.Hospital data summary from: January 2003 to December 2003 
Sl 
No 

Name of the 
Hospital 

Total Ad 
missions 

Total 
Vaginal 
Deliveries 

Total 
Caesarian 
Sections 

Total 
Complicated 
Cases (C/S) 

Number 
of 
Deaths. 

1. STNM 
Hospital.Gangtok. 

 3070  1654  589   725  *(448  )   14 

2. District Hospital. 
South.Namchi 

 817  460  4   57    *(2)     1 

3. Manipal Central 
Referral 
Hospital.Tadong. 

 518  104  102   48     1 

 Total  4405  2218  695   832  *(450  )    16 
 *The complicated cases include the emergency caesarian sections for the two hospitals 
only. Data for the emergency cesarean sections for the Manipal C.R.H. was not available.  
 

It can be seen from the table that maximum number of cases go to STNM Hospital where 

the deliveries, the complicated cases as also the deaths are high. Due to unavailability of 

gynecologist or the anesthetist the number of caesarian sections in the district hospital 

Namchi is very low. The fact that Manipal CRH is a paying private hospital may be one 

of the reasons that most of the cases have undergone caesarian sections. In addition the 

patient or the doctors may not want to take risks by allowing vaginal delivery. Here most 

of the patients who attend are people who can afford to pay. Following in table 5. we 

consider the total number of admissions in the three hospitals during the study period. 



 27 

Table 5 Data from January 2004 to March 2004. 
Sl 
No. 

Name of the 
hospital. 

Total 
Admissions 

Total 
vaginal 
deliveries. 

Total 
caesarian 
sections. 

Total 
complicated 
cases (C/S) 

Number 
of deaths. 

1. STNM Hospital. 
Gangtok. 

757 419 147 93 *(41) 4 

2. District Hospital 
South. Namchi. 

257 156 11 33 *(6) NIL. 

3. Manipal Central 
Referral Hospital. 
Tadong. 

103 18 28 12 NIL 
 

 Total 1117 593 186 138(47) 4 
 

The total admissions in the department during the study period from the month of January 

to march 2004 were 757 cases out of which 419 cases delivered normally and 147 cases 

underwent caesarian section. 41 cases of the 147 caesarian section cases were emergency 

cases. The total number of complicated cases was 93 including the 41 emergency C/S 

cases .The study sample was 65 complicated cases including 4 maternal deaths. Of the 41 

C/S cases 30 were included, 28 cases could not be interviewed due various reasons like 

patients not consenting and lack of time. 

4.1.2.Sample Characteristics. 
 
Table.6 Sociodemographic characteristics. 
 Mean Median Min Max 
Age in completed (years) 27.05 25 18 45 
Age at marriage (years) 20.75 20 13 35 
Household size (No. of member) 4.55 4 2 14 
Household expenditure (Rupees) 3,554.10 3,000 400 30,000 
Total illness expenditure 
(Rupees) 

3,377.41 3,350 500 8,000 

 
Table 6 shows the socio demographic characteristics.The median age of the participants 

was 25 years (range 18-45). The median age at marriage was 20 years (range 13-

35years). The study participants came from households with a median size of 4 members 

(range 2-14). The median household expenditure per month was Rs 3000/- (range 400-
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30,000). The maximum monthly expenditure of Rs 30,000 was by a business joint family 

with 14 members in the household. 

Table 7 Residential Status 
Name of district No of respondents Percent 
East district 39 60 
West district 8 12.3 
North District 10 15.3 
South District 8 12.3 
Total 65 100.0 
From table 7 it can be seen that majority of the cases (60%) were from the East district, 

15.3% from the North district and 12.3% each from the South and the West districts 

Table 8 Background characteristics 
Community status No of subjects . (%) 
Scheduled tribe 26 (40) 
Scheduled caste 3 (4.6) 
Other backward classes 22 (33.8) 
Others 14 (21.5) 
Total 65 (100) 
Literary status   
Illiterate 14 (23) 
Literate 47 (77) 
Total 65 (100) 
Occupation   
Housewives 31 (49.2) 
Farmers 17 (23.0) 
Government service holders 9 (13.8) 
Daily wagers 2 (3.3) 
Business 4 (6.6) 
Factory 1 (1.6) 
Students 1 (1.6) 
Total 65 (100) 
Size of household   
1-5members 45 (73.8) 
≥ 6 members 16 (26.2) 
Total ** 61 (100) 
**Note: 4 death cases not included here 
 

Table 8 shows that forty percent of the total respondents belonged to the scheduled tribes, 

4.6% to scheduled castes, 33.8% to the other backward classes and 21.5% to the others 

category. Almost one fourth were illiterate and a quarter of the total participants had 
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attended at least primary school. Of the total participants almost fifty percent were 

housewives, 23% farmers, 14.8% government service holders, 6.6%business, 3.3% daily 

wagers, 1.6% student and 1.6% factory worker. What we see is a group of women mainly 

from the tribal and the backward community where 23% had no schooling and 49.2% 

were housewives making them dependent and vulnerable. Of all the cases 67.7% were 

from the rural region.  

4.2 Health seeking behavior in pregnancy: 

Before elaborating on the complications the women faced we need to see their health 

seeking behavior during pregnancy. The complete antenatal care history can be seen from 

table 9. 

Table 9.Antenatal history of the cases 
Parity Number of subjects (%) 
Primi 32 (49) 
≥Para 1 33 (51) 
Total 65 (100) 
Antenatal Check-up(ANC)   
Yes 49 (78.5) 
No 15 (20) 
Not applicable 1 (1.5) 
Total 65 (100) 
Number of ANC   
No ANC 15 (23.07) 
<3 ANC 8 (12.3) 
≥3ANC 41 (63.07) 
Not applicable 1 (1.5) 
Total 65 (100) 
First contact provider.   
ANM 10 (15.4) 
Staff nurse 5 (7.7) 
Doctor 36 (55.4) 
N.A. 14 (21.5) 
Total 65 (100) 
Place of first ANC   
Home 1 (1.6) 
PHSC 6 (9.2) 
PHC 8 (13.3) 
Hospital 28 (43) 
Private 8 (13.3) 
N.A. 14 (21.5) 
Total. 65 (100) 
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Table 9 contd   
Time of first ANC   
First trimester 37 (72.5) 
Second trimester 11 (21.6) 
Third trimester 3 (5.9) 
Total 51 (100) 
Immunization   
One dose 9 (17.64) 
Two Doses 37 (72.54) 
Booster 3 (5.88) 
None 2 (3.92) 
Total 51 (100) 
Iron Folic acid Intake   
Nil 2 (3.92) 
≤15tablets 13 (25.49) 
16to 30 tablets 7 (13.72) 
60tablets 11 (21.56) 
≥90tablets 18 (25.29) 
Total 51 (100) 
 
 
 
From Table 9 it can be seen that 49% of the cases were primi-para.78.5% of the cases had 

undergone antenatal check-up and 23.1% did not have any antenatal check-up. Reasons 

women gave for not attending antenatal check-up varied between the primipara and the 

multi-gravida. The multi-gravida held easy views regarding the check-up. They did not 

think it urgent or that the time to consult a health provider had not been reached. One 

lady said that as she had crossed the time when she realized her pregnancy she felt scared 

to go to the ANM or the doctor for fear of getting scolding for the delay. A grand 

multipara (13th gravida, para12 with 11 living children) was not at all concerned about 

not having any ANC  
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“I never felt the need for any antenatal check-up,I have delivered all the children at 
home. This is the first time I am coming to the hospital,and that too because the 
bleeding did not stop” 
 
She also stated that in her village there were many other women with many children but 

had not done antenatal check-up. The ANM in her area had called them but she never 

went. A 34 year old mistook her pregnancy to be weight gain as she had recently 

discontinued taking Mala-D.(oral contraceptive)It was usually the primi-para who felt 

shy to go for check-up as one woman said “I felt shy to tell my in-laws” In her case it was 

her father-in-law who took the decision for her to visit the hospital when she could not 

deliver at home. 

About one-sixth (12.4%) had at least one check-up i.e. less than the standard of three 

check-ups but the majority of 61.5% had three or more than three check-ups. The 

maximum number of antenatal check-up was 12 times in a case of primi with pregnancy-

induced hypertension. Although she was very regular in her antenatal check-ups she 

could not prevent herself from going into prolonged labor and had to undergo a difficult 

caesarian after which she was kept on catheter for a week in the post-operative period. 

The providers contacted at the first contact by these women were the doctors (55.4%), 

ANM (15.4%) and staff-nurse (7.7%). The first place of antenatal check-up was usually 

the hospital where the doctors were available.Three quarters of the cases had their first 

check-up in the first trimester itself, 21.6% in the second and 5.9% in the third trimester. 

Immunization was good and 72.54% had taken both the doses of injection T.Toxoid, and 

3.92% did not take any injection.Most of them had received tablets of iron and folic acid 

from the hospitals but almost 30% did not take the hospital tablets for more than a month. 

There were varied explanations, to quote a few, 
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“I did not take any tablets from the hospital, did not like the smell. Bought from 
outside for three months, capsules.” 
 
 “I got 3 packets but took only one packet due to nausea and vomiting. Also friends had 
said that the tablets make the baby big and that I shall have problems during delivery”  
 
“I got 4 packets, 120 tabs but took liquid from the 6th month, which I bought from 
outside as the tabs caused gastritis.” 

 
Although 78% of the cases had got the antenatal check-up 80% of the cases did not get 

any form of information on the danger signs of pregnancy. Pregnancy affected the food 

taking habits and it was seen that 70% of all the participants had problem with food 

intake at some time during pregnancy. The pattern was usually less food intake in the first 

trimester, with the exception of a few. The appetite increased in the latter part of 

pregnancy and there was also craving for different types of food or for more food.  Some 

of them had to suffer nausea and vomiting through out pregnancy. 

4.2.1 The obstetric complications the women developed. 

This group of women developed various types of complications even though 78% had 

gone for antenatal check-up. The obstetric complications can be seen in table 10 

Table 10.Obstetric Complications 
Sl 
No 

Complication Number 
Of Case 

Combined 
No of cases 

Percentage (%) 

1. PET/Eclampsia 13 19 29 
2. PET with added Complication. 6 
3 Prolonged/Obstructed labor.  14 19 29 
4 Prolonged labor with added 

complication. 
5 

5 APH/PPH 9 12 18 
6 APH/PPH with added complication 3 
7 Bleeding in early pregnancy 8 8 12 
8 Septic abortion 2 3 6 
9 Puerperal sepsis 1 
10 Ectopic 2 2 3 
11 Inverted uterus/breech with Fetal 

distress 
2 2 3 

 Total 65 65 100 
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Of these 24% had added complications i.e. a patient may have two or more complications 

at the same time thereby increasing the morbidity. It was seen that 29% had 

complications due to pregnancy induced hypertension, 29% were due to prolonged or 

obstructed labor with or without ruptured uterus, 18% were due to antepartum or post-

partum hemorrhage and 12% with bleeding in early pregnancy (All forms of bleeding e.g. 

incomplete abortions, molar pregnancy in 1st and 2nd trimester). 12% included the rest 

(Ectopic pregnancy, sepsis, inversion uterus and abnormal presentations). 

 

Obstetric Complications

1.5%

3.1%

6.2%

12.3%

16.9%

30.8%

29.2%

Inversion of uterus

Ectopic Pregnancy

Sepsis

Haemorrhage in early

APH/PPH

prolonged /obstructe

Pre eclampsia/eclamp

  
 

Fig 2 
** APH ante partum hemorrhage 
,PPH:post partum hemorrhage, 
PET:Pre-eclamptic toxaemia of pregnancy. 
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4.3 Delays. 

The three phases of delay have been used as a conceptual framework through which the 

findings were analyzed. The Delays has been described in detail in chapter 2. 

First Delay: Delay in deciding to seek care, which includes delay in recognizing an 

obstetric complication on the part of the individual, the family or both. 

Second Delay: Delay in reaching an adequate emergency obstetric care health care 

facility. 

Third Delay: Delay in receiving adequate care at the facility (EmOC Facility). 

4.3.1First delay 

Delay in the decision to seek care 

The delay to seek care lay primarily on the ability of the woman and or her family to 

recognize her symptoms to be serious enough to be taken to the hospital. In this study the 

severity of the woman’s condition was recognized only in 70% of the cases. The 

remaining 30% did not know they had a problem and had been detected on a routine visit 

to a health facility.From the 70% that realized the problem only 5% realized immediately. 

Of the 5% who realized immediately one was inversion of the uterus after home delivery, 

one was hemorrhage with passage of big clots and one had a sudden “water burst” 

without pain but none of them went immediately to the hospital. The maximum time for 

realization of the problem was nine days. It was a case of post-partum psychosis that was 

kept at home by the family and treated by doing “certain rituals by the Dhamis” 

(traditional faith healers), as “she was not behaving properly”. It was only after some of 

the villager friends intervened that she was taken to the district hospital from where she 

was referred to S.T.N.M. hospital. Table 11 shows the time women took to realize 
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problems. The delay in realization of the problem could be attributed to the lack of 

knowledge about the complications or the danger signs in pregnancy. 

Table 11 Time required for realizing the problem. 
Sl.no Time required torealize the problem Number of Women Percentages 

1 Immediately 3 4.9 
2 1 day 32 52.5 
3. 2-7 days 7 11.5 
4. 8 days or more 1 1.6 
5. Never realized 18 29.5 
 Total 61 100 

 
 It has been seen that 82% of all the cases did not have any knowledge about their 

complications and why it occurred.  

“ I did not know I had a problem, I just thought some “bhoot”, (a bad spirit) had got into 
me, as all my previous deliveries were at home without any problem whereas this time 
even after two days of pain nothing was happening.”(A case of obstructed labor). 
 
 “ I did not realize I had a problem at home, I had gone to the PHC for the discharge that 
I was having when the doctor told me that I would have to go to Gangtok immediately as 
my blood pressure was very high. Only after that I realized that I was having a problem”. 
(A case of PIH). 

 
Women took slight hemorrhage lightly but when it occurred excessively they panicked 

and called neighbors, relatives or friends for support. Some did not tell anyone and were 

found unconscious by other family members.  

 
“When I had collapsed after bleeding so much my brother-in-law found me and took me 
to the PHC after calling all my relatives. My husband had gone for a marriage ceremony 
in the village”(A 6th gravida with incomplete abortion).  
 

First act in seeking care. 

The first act in seeking care could be anything from following some home care methods 

to calling a health worker (compounder/ANM), seeing a private practitioner, a traditional 

faith healer, going to the PHC, the district hospital or going directly to STNM hospital. 

The delay depended on the first contact that was made. 
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• Decision making power 

 In majority of the cases the decision to seek care is not in the domain of the patient. In 30 

%the husband alone and in 34 % the husband with immediate others made the decision. 

In 16% of the cases both husband and the patient took the decision together. Very few 

women took decision to seek care on their own as can be seen in this study where only 

10% made the decision on her own and among them was a woman who had been 

deserted by her husband. In 10% of the cases the health providers were involved and in 

one case the villagers intervened in a case, who was kept at home for 15 days. Almost 

one third of the women had to first take the consent from their husband or the immediate 

others to seek care. This can be illustrated in the words of a third gravida who came to the 

hospital only after 12 days had passed after she was told to attend the hospital by the 

doctor which may have been one of the factors that cost her, her child.  

“My husband, he was out of station and had to come back. So only after he came, 
arrangement was made to keep the children with a relative, my nephew was kept at the 
house and we asked the neighbors to look after the house. Then we came to Gangtok.” 
 

Lack of awareness on the part of the  family can be illustrated in the response below, 

“Consent had to be taken from my husband and my mother –in-law. My husband was 
saying that I should go to the hospital only after I could walk but I felt I needed to go 
earlier as I was getting weaker”………… 

 
as reported by one patient who after delivering at home had started hemorrhaging. After 

the third day of delivery she could not comprehend anything yet the family kept her at 

home for another ten days before she was taken to the district hospital from where she 

was again referred to STNM Hospital. 

• Homecare methods. 

Even after realization of problems the women resorted to various homecare methods prior  
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to deciding to come to the hospital. Warm oil was applied on the back for pain in 

prolonged labour. The patients of pregnancy-induced hypertension in labour with 

swelling of feet resorted to application of heat, warm oil massage, or salt-water 

fomentation. Some took the medicines given by the doctors and also knew that the legs 

were not to be hung. Taking hot soup, for all types of ailments was a common 

phenomenon. Squatting on the floor and hanging on to a rope was also practiced in the 

villages for deliveries .A patient of prolonged labour had tried delivering by doing this 

for two days! 

• Use of traditional faith healers 

Lot of time is already lost in realization of the problem. Once realization has dawned on 

the sick person or her family, they gear up all resources in order to do something. The 

easiest pathway followed is to contact the traditional faith healers, (32.3% as first 

contact). They are not only available but can also predict things. When uncertainties 

abound due to lack of money or support, responsibilities seem insurmountable taking a 

sick mother to a facility. Out of the 65 cases 24 (36.9%)of them called the traditional 

faith healers at home before coming to the hospital and sought their help for diagnosis, 

prediction of timing of the delivery and if something needed to be done. These healers 

were also brought for fever, unconsciousness following hemorrhage, retention of urine, 

and back pain of septic abortion or puerperal sepsis. Out of the two of the ectopic 

pregnancies one had severe pain abdomen and had taken medicine but another who had 

lost consciousness was seen by a faith healer first before she was taken to the hospital. 

For the swelling too “Dhamis” and “Zhakris” were brought.One seriously ill ,severely 

anemic patient with pregnancy induced hypertension had brought a “Zhakri”,a 
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“Bongthing” and prayers were offered by the monks too.The faith-healers described the 

causative factors for the illnesses as  

“Laag lagan”,”Oodhoko-Oobhoko”, “Cheli pachauney”, “ Seha sinday”, “ Bigaar” or 
“Gharko deota Risako” 
 
So for that they did some “mansauney” (few rituals) before the patient proceeded further. 

Out of the 24 patients that first contacted the faith healers 9(37.5%) of them had been told 

by the faith healers to attend the hospital. 

4.3.2.Second Delay: 

• Journey from the home to STNM 
 
Table 12 Table showing the different contacts on the way to STNM hospital 

Type of 
provider 

First 
Contact (%) 

Second 
Contact (%) 

Third 
Contact (%) 

Fourth 
Contact (%) 

Fifth 
Contact(%) 

Faith healer 21 
(32.3) 

5 
(7.7) 

2 
(3.1) 

0 0 

ANM 3 
(4.6) 

0 0 0 0 

Compounder 3 
(4.6) 

1 
(1.5) 

0 0 0 

Private 2 
(3.1) 

0 1 
(1.5) 

0 0 

PHC Doctor 7 
(10.8) 

3 
(4.6) 

1 
(1.5) 

1 
(1.5) 

0 

District Hosp 7 
(10.8) 

14 
(21.5) 

2 
(3.1) 

2 
(3.1) 

0 

STNM 19 
(29.2) 

22 
(33.8) 

18 
(27.7) 

3 
(4.6) 

3 
(4.6) 

*ER STNM 1 
(1.5) 

1 
(1.5) 

0 0 0 

Army 2 
(3.1) 

0 0 0 0 

Not 
Applicable 

 19 
(29.2) 

41 
(63.1) 

59 
(90.8) 

62 
(95.4) 

Total 65 
(100.0) 

65 
(100.0) 

65 
(100.0) 

65 
(100.0) 

65 
(100.0) 

*ER STNM: Emergency (Casualty) STNM. 
 

Although the decision to seek care is taken it is seen from table 12 that only 29% went to 

STNM hospital directly. They were usually the ones who were in and around the East 
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district where S.T.N.M. hospital is located. From the remaining, 34% reached STNM at 

the second contact, 28% at the third contact, 5% at the fourth contact and 5% at the fifth 

contact only. In between they went to a faith healer, a health care provider at the 

periphery, PHC or the district Hospital. An interesting point to note here is that 32% of 

the women went to the faith healer first. The district hospital was the second contact for 

22% of the cases. Few of the cases reached STNM only on the 5th contact. 

• Mode of transport used by the women. 
 

Table 13 Mode of transport used by the women 
 Starting from home Number of women Percent 
Ambulance only 8 12.3 
Other vehicles* 29 44.6 
Walking and other vehicles 8 12.3 
Carried & Ambulance 3 4.6 
Carried & other vehicles 5 7.7 
Walking+Ambulance+other vehicles 6 9.2 
Carried+other vehicle+ ambulance. 6 9.2 
Total 65 100.0 
 (*Other vehicle- includes hired vehicles). 

Women used various modes of transport to reach any health care facility. They walked 

for (Time range: 15 minutes-2 hours), were carried for (range: 30mins –4 hours), and 

hired vehicles, came in ambulance or a combination of all. It was seen that 58.5% who 

came to the facility had used only vehicles (12.3% ambulance and 46.2% other vehicles.) 

23.1% came by either walking or were carried and also used a vehicle (12.3% came 

walking plus using other vehicles: 3.1% were carried and used ambulance and 7.7% were 

carried plus used other vehicles). 18.45 came by either walking or were carried and then 

changing two vehicles. (9.2% walking plus ambulance plus another vehicle and 9.2% 

were carried plus ambulance and another vehicle). It is seen that the majority to arrive at 

the facility were those who had used only vehicles (58.5%). Those that had to walk/be 
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carried and change more than one vehicle were only about one-fifth. (18.4%).The women 

and their relatives  faced a lot of difficulties  getting money, arranging vehicles or finding 

people to carry. To quote the husband of an APH woman who was carried, 

“We had to find four people to carry her in turns. It was a difficult task in a homemade 
stretcher. Then someone had to go to another place to hire a vehicle and bring it to the 
road” 

 
• Cost. 

 It was seen that 53.3% of the women had to borrow money. They borrowed money from 

friends, relatives, moneylenders, shops, employers or the ‘samaz’ (local organizations). 

Sometimes a few of the cases had to borrow from two or three places too. One patient 

had to sell a cow for 10,000/- to come to Gangtok for the treatment. Initially she had 

already spent around Rs 1800/- to do an abortion from less than qualified practitioners. 

The median cost for the transport was Rs 200/-with a minimum of no cost to a maximum 

of Rs1515/-. Money was spent for hiring vehicles, for the carriers, sometimes for fuelling 

the ambulance or for food for everyone on the way. Occasionally an MLA of the area 

provided women with some money for the transport as was seen in two of the cases. The 

time taken in traveling ranged from a minimum of half an hour within a short distance 

from the hospital to 12 hours from a remote area. The median time for travel alone was 3 

hours. The median distance in kilometers was found to be 35 kilometers, with 2 

kilometers as the minimum and 160 kilometers as the maximum, which was a remote 

area in West Sikkim. 
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• Health care facilities visited and referrals. 
Table 14 Facility referred from 
Facility No of respondents Percent 
PHC 11 16.9 
District Hospital 23 35.3 
Self 30 46.1 
Other 1 1.5 
Total 65 100.0 
 
Almost half of the women had visited a health care facility before being referred to 

S.T.N.M. hospital. It was seen that there was a high referral, 52.4% of the total number of 

cases were referred cases out of which 18% were from the PHCs and 34.4% from the 

district hospitals. Table .14. It was seen that thirteen of the cases (61.9%) of the cases 

referred form the District hospitals were from the First Referral Units, (FRU). Of those 

referred from the FRUs eleven (52.3%) were referred from the FRU that did not have a 

blood bank or the specialists to carry out the surgical procedures. The rest of the two 

cases was referred from an FRU which had the facilities but the cases were referred as 

one case wanted to come to STNM due to her home being in Gangtok and the other could 

not improve in spite of the treatment and needed further consultation. 

Table.15.Time taken to refer cases according to illness. 
Sl No Time taken to refer Percent 

(%) 
Type of illness Percent of the cases 

referred.(%) 
1 30mins 28.1 Hemorrhaging cases 44.00 
2 < 24 hours 43.7 Hemorrhaging cases 36.00 
3 > 24 hours 28.1 PIH, prolonged labor, 

Sepsis, anemia. 
55.55 

 
The median time taken to refer a case from a district hospital or a PHC was 2 hours, with 

a minimum of half hour in which 28.1% cases were referred, 43.7% of the cases were 

referred after half an hour but within one day and 28.1 % of the cases were referred after 

24 hours. The maximum was after a week, which was a case of severe anemia with 
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hypertension. The cases were admitted for resuscitative measures and also for deliveries. 

Some of the cases examined by the nurses were again later seen by the doctors and then 

referred. In this group that was referred within half an hour 44% were hemorrhaging 

cases. Of those referred within one day 35.7% of the cases were again hemorrhaging 

cases whereas those who were referred after one day 55.55% were diagnosed as 

prolonged labour and the rest were PIH, anemia or sepsis. From here we can see that the 

urgency to refer the PIH cases was lacking.When asked as to what was done in the 

Primary health center, a primi with hypertension and prolonged labor answered, 

 “Examined me, they put a pipe to remove the urine which had got blocked. After that I 
was given medicine for my BP and kept there for sometime after that they referred me 
here. 

 
• Reasons for choosing STNM Hospital 

Before coming to the hospital the women had certain perceptions about the quality of the 

hospital. Among them, 70 % of the cases had perceived quality of the care at STNM to be 

good and 26% did not know. Of those who did not have any perceived quality were either 

new to the place, never thought that they would have the need to come to this hospital or 

had never seen a hospital. They had come due to recommendation of relatives, friends, 

and people in the village or the doctors in the periphery. Another reason they gave was 

that they were poor and hence this being a government hospital they could afford to take 

the treatment. Many came, as this was the only hospital where they could get the 

treatment. They came with the notion that it is a big hospital with availability of facilities 

and experienced doctors (22.9%) and that operations were done here. Previous 

experience in the hospital was another factor. 
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4.3.3.Third Delay: 

After arrival at the facility 

Once the patient arrives in the small room outside the labour-room where the staff 

members sit, a preliminary enquiry about her complaints is undertaken and the antenatal-

natal card or the referral slip is examined if the patient has one. The family member then 

takes the patient into the labour room, which has five labour tables, and depending upon 

availability the patient is asked to lie down after the previous case is shifted to the 

observation room or the ward. The family members are asked to stand outside during the 

examination. Then a drug list is given to the bystander and the same person or another is 

also asked to get the OPD slip, which is needed for the registration number, and which is 

available in the OPD only in the morning hours upto 2.00pm. A busy highway divides the 

gynecology department from the blood bank, the laboratory and the other major 

departments. The party has to go to the emergency department located on the highway for 

the OPD slip after the OPD is closed, but this slip is not mandatory for the examination. 

Almost all the cases are given a list of items to buy from a nearby private drug store.  

• Examination of the case 

The patient were then usually seen by the staff nurse or the ANM (Auxiliary Nurse 

Midwife) or the medical officer on duty if she was not busy in the ward doing the post –

operative rounds or the gynecologist if the patient arrives in the morning of a working 

day. From the interview of the patients and the treatment schedule it was found that 62% 

of the cases were first examined by the doctor and the 38% of cases by the nurse in the 
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labour –room. If the medical officer was in the labour-room she (all the Medical Officers 

are ladies) usually examines the case first.  

Table 16.Examination of the patients after arrival at the hospital 
Time for the examination No of women                    Percent 
Within 15 minutes 37 57 
Above 15 minutes 28 43 
Total 65 100.0 

 
It was seen that 57% of the cases were examined within 15minutes and 43% took more 

than 15minutes Ref Table 16.The median time for the examination was 15minutes with a 

minimum of 15 minutes and a maximum of 3 hours which was cited by a case of septic 

abortion. The reason she gave for not being examined was the crowded labor-room and 

that there was no bed in the ward too. She was told to attend the private hospital but she 

preferred to wait. The wait was usually due to the crowded labour-room, the 

unavailability of staff, drugs, supplies and lack of bed.Those cases that had to wait had 

varied reactions but what emerged was the general feeling of helplessness with their 

situation where they could do nothing. 

“Yes I had to wait for half an hour as there were other patients too, I was scared as I was 
bleeding” a case of incomplete abortion.  
 
“About 20 minutes I had to wait, I was feeling giddiness and also the pain was becoming 
worse. I wanted to be examined soon, I thought I would die” a case of PIH. 
 

The response of one case that did not have to wait was different, 

“I was examined immediately; I think because I came here that I survived” a case of 
ectopic pregnancy. 
 

After the examination, the next step follows depending on the findings and also on who 

has seen the case. If the nurse has seen the case usually she does not start any form of 

active treatment on her own but reports to the medical officer who either examines the 
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case or gives the orders for the initial management. If the gynecologist, (except for one 

male gynecologist all are women) is not present which happens during the evenings and 

in the night –time and during the holidays then she/he is informed by the medical officer 

by phone or the emergency vehicle is sent if the need arises. All the normal as well as the 

emergency cases follow the same pathway of admission. Among all the cases admitted 

blood pressure and brief general abdominal and vaginal examinations were immediately 

conducted but pulse was recorded for only 27.86% of the cases, temperature for 1.63% 

and respiratory rate for 3.27 % of the cases. 

• Initial case management. 
After the case is examined usually an “initial management” is begun to stabilize the 

patient, which can be starting an I.V line (Intravenous), sending the laboratory tests 

(blood for grouping and cross-matching, hemoglobin and other related tests), 

administration of drugs (oxytocin, antibiotic, anti-hypertensive), alerting the providers, 

especially the O.T.team and preparing for the “definitive treatment”. The O.T.team 

comprised of the gynecologist, the medical officer, the O.T.nurse, the O.T. technician, the 

anesthetist, the emergency van with the driver and also the ward attendant and a nurse to 

receive the baby. The pediatrician was also called if there was fetal complication. Table 

18 shows that 60% of the cases were given the initial treatment within 30 minutes 

whereas for the 40% it took more than 30 minutes. 

Table 18 Time taken from examination of the patient to initial treatment 
Time Interval No of women Percent 
Within 30 minutes 39 60 
Above 30 minutes 24 40 
Total 65 100.0 
The median time for starting the initial treatment was 30 minutes with a minimum of 

immediate treatment and a maximum of 11 hours. 
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• Definitive treatment. 

Definitive treatment includes Cesarean section, Vacuum/forceps delivery, hysterectomy, 

uterine evacuation, manual removal of placenta, non-routine provision of antibiotics, or 

oxytocin or ergometrine, blood transfusion, laceration repair, observation and determined 

treatment plan.It is begun immediately or after the initial treatment. Only 34% of the 

cases got the definitive treatment within the specified time of 2 hours and 43 % did not.  

Table 18.Time taken from examination of the patient to Definitive treatment. 
Time Interval No of women Percent 
Less than 2 hours 22 34 
More than 2 hours 43 66 
Total 65 100 
 
The median time for the definitive treatment was 4 hours, with a minimum of half an 

hour and a maximum of 72 hours, which was a primipara who had come to the hospital 

after one day of pain thinking at first that she would deliver at home. Being a primi could 

have been the reason for being chosen for induction of labour and following the wait and 

watch theory. Unfortunately she went into prolonged labour and caesarian section had to 

be done finally. Many of the cases that went into prolonged labor were initially the cases 

that were kept under wait and watch, which usually happens in such settings where 

continuous fetal monitoring is not available. Due to the time that is needed for bringing 

all the members of the O.T. team together sometimes patients have to wait for the 

operations. To quote a patient,  

“I had to wait for the operation. I was examined around 5.pm.and operation was decided 
but it took place only at 11.pm. If it had been earlier it would have been better.”  
 
Or sometimes the patients had to wait in the OT.   

“In the beginning when I first came here I did not have to wait, but I had to wait in the 
OT before the operation .I felt very scared and cold.” 
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The median total hospital delay was 5.5 hours with a minimum of 1 hour and a maximum 

of 78 hours. 

4.3.4.Outcome of the cases. 

Of the 65 complicated cases 45 cases were full term delivery cases, the detailed 

intervention and outcome of which is given in the table below. Of the 45 cases 69% 

underwent caesarian section, 28% normal deliveries and 2% laparotomy. From the 

remaining one fifth of the cases 4.6% were laparotomies for ectopic pregnancies and 

18.4% were evacuations for bleeding in early pregnancies and molar pregnancy.  The rest 

was conservative management.  

Table 19 Fetal Outcome. 
Treatment type (%) Healthy Babies 

(%) 
On antibiotics (%) Died (%) Total (%) 

*C/S 17(38) 12(26) 2(4) 31(69) 
**FTND 7(16) 2(4) 4(9) 13(28) 
Laparotomy - - 1(2) 1(2) 
Total 24(53.3) 14(31) 7(15.5)*** 45(100) 
*Caesarian section: ** Normal vaginal delivery. ***The total no of fetal deaths was 9 (as 
2 of the maternal deaths had fetus in utero.) 

 
It was seen that only 53% of the babies delivered were healthy. From the rest 31% were 

put on antibiotics due to low apgar scores, thick meconium stained liquor, poor or 

delayed cry. The maternal condition of the mothers of these babies is illustrated in table 

20.Majority of the morbid babies were from caesarian section done for prolonged labor 

and pregnancy induced hypertension. 15% of the babies died of which 40% had come as 

IUD. (Intra uterine death) 

 
 
 
 
 
 



 48 

Table 20.Maternal diagnosis for fetal morbidity & death 

*PLProlongedlabor, **PIH: Pregnancy induced hypertension. #APH: Antepartum 
Hemorrhage. C/S caesarian section, ND: Normal delivery. 

 
From table 20 it can be seen that the mothers of the 13 babies who were on antibiotics 

were mostly PIH, prolonged labor and five had more than one complication. From the 

diagnosis of the mothers whose babies died it can be seen that they were much delayed to 

cause rupture. 

Table 21.Maternal outcome. 
Treatment 
Type 

Healthy 
(%) 

Extended 
hospstay(%) 

Post op/delivery 
complication(%
) 

Blood 
transfusion(%) 

Died 
%) 

Total 
Cases 

C/S 21(67.7) 7(22.5) 10(32.2) 8(25.8) - 31 
ND 8(61.5) 4(30.7) 3(23) 3(23) - 13 
S/E 11(91.6) 1(8.3) - 5(41.6) 1(8.3) 12 
Laparotomy 2(66.6) 1(33.3) 1(33.3) 3(100) - 3 
Conservative 1(16.6) 1(16.6) - 2((33.3) 3(50) 6 
Total 43 14 14 19 4 65 
*Percentages do not total upto 100. 

 
Of the maternal outcome majority were discharged on time, 14 cases (15%) developed 

complications in the hospital and 4 (6%) died. One case that died after SE was a case of 

molar pregnancy that had been bleeding off and on at home for almost two weeks.She 

arrived at the hospital very late and although blood was transfused she died. . Of the other 

three cases two were full term pregnancies. One of them was a case of eclampsia and one 

Babies on 
antibiotics 

No Maternal diagnosis. 

C/S 11 Hand prolapse(Obstructed labor)(1), *P.L. (3), 
**PIH(6)#APH(2). 5 cases had added complications. 

ND 2 PL (1), PIH (1) 
Babies who died   
Total 13  
C/S 2 Ruptured uterus (1), Hydrocephalic baby (1) 
ND 4 Post-dated  (1)      PIH, PL (1) 

PIH, anemia  (1)     APH (1) 
 

Laparotomy 1 Ruptured uterus. (Sub-total hysterectomy. 
Total 7  
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was abruptio placentae. Again the case of abruptio placentae had stayed at home for 6 

days even after a fall and was admitted in shock. The fourth was a case whose diagnosis 

was uncertain and it could have been a case of septicemia. All these cases could have 

been saved if there was no delay. Blood had to be transfused for 19 of the cases. 

Table 22 below gives in detail the case description of those with post-operative /delivery 

complication, those who had to undergo prolonged stay in the hospital and the women 

who died. Those with ruptured uterus had to be kept on catheters so as to prevent fistulas, 

which occur after prolonged labors. 

Table 22.Case description of the maternal morbidity and death. 
Extended hospital stay No. Case Description 
C/S 7 PL with ruptured bladder (1)Ruptured uterus (2) 

PL with wound infection (2) 
PL/Obstructed L. with inverted  
T incision on uterus (3) 
Babies on antibiotics. 

ND 4 Cervical tear (2) blood transfusion (1)baby on 
antibiotics (1) 
 

S/E 1 Blood transfusion 
Laparotomy 1 Ruptured uterus 
Conservative 1 For anemia 
Post operative/post 
delivery complication 

  

C/S 3 Wound infection (2)        Bleeding from wound (1) 
ND 3 Cervical tear (2)       PPH (1) 
Laparotomy 1 Ruptured uterus,sub-total hysterectomy. 
Mothers who died   
S/E 1 Molar pregnancy,came in haemorrhagic shock 
Conservative 3 Eclampsia (baby in utero)(1)  ? Septicemia. (1) 

Abruptio Placentae(after a fall at home)(baby in 
utero)(1) 
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Table 23.Fetal Outcome and the delays 

 

From the above table23, of the 7 fetal deaths 5 were in women whose total delay to reach 

the hospital (patient delay) was more than 6 hours, and who was delayed for more than 3 

hours from leaving home, in the process of transportation. Delay in the hospital was also 

a contributor to the poor fetal outcome among other factors. In contrast, all the women 

who died were delayed in reaching the hospital. One of the women was delayed in the 

hospital for the definitive treatment. The detailed case reports of the maternal deaths are 

given below. 

4.3.5Case Reports of the deaths 

Box I& II describes the ways in which delays led to maternal deaths 

 

 Delay Type of delay Hours Alive (Total) 
(%) 

Died (Total) 
(%) 

1. Patient 
Delay 

Delay after realization >2hrs 14(39) 
(35.9) 

3(7) 
(42.9) 

Transportation >3hrs 21(39) 
(53.8) 

5(7) 
(71.4) 

Total time to reach 
Hospital 

>6hrs 27(39) 
(69.2) 

5(7) 
(85.7) 

2 Hospital 
Delay 

Examination >15mins 16(39) 
(41) 

4(7) 
(57.1) 

Initial Treatment >30mins 3(39) 
(7.7) 

2(7) 
(28.6) 

Definitive Treatment >2hrs 32(39) 
(82) 

5(7) 
(71.4) 

 Maternal Outcome and the delays 
 Delay Type of delay Hours Alive (Total) Died (Total) 
1 Patient 

delay 
Delay after realization >2hrs 22(61) 

(36) 
3(4) 
(75) 

Transportation >3hrs 36(61) 
(59) 

3(4) 
(75) 

Total time to reach 
Hospital 

>6hrs 47(61) 
77 

4(4) 
100 

2 Hospital 
delay 

Examination >15mins 26(61) 
(43) 

2(4) 
(50) 

Initial treatment >30mins 7(61) 
(11.5) 

NIL 

Definitive treatment >2hrs 47(61) 
(77) 

1(4) 
(25) 
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4.3.6.Quality Of Care. 
4.3.6.Quality Of Care. 

• Cleanliness of the hospital. 
 

Box II                                                                  Case 3. 
 
A case of Molar pregnancy diagnosed at S.T.N.M. hospital. She was 38yesrs old, para3 with the last 
child birth 3 years ago. She had been having bleeding P/V after two months of amenorrhoea but she 
stayed at home for some days.She also developed swelling of feet when she decided to visit a PHC  
where the doctor advised her to get admitted in Namchi or Gangtok on the 28th of January . She stayed 
at home and  faith-healers were brought.According to her husband she had refused to get admitted as 
she had complained of the cold bed in the PHC where she had delivered earlier. . She was at home till 
the 11th of Feb when she collapsed with excessive bleeding around 12.00noon.The husband was 
informed and he walked home for 6-7 kilometers as no vehicle could be available in the place where 
he worked.Also the  only vehicle in his village  had gone to another place and would be back in the 
evening.It came at 4.00pm but they decided to start early next morning as the vehicle was not in good 
condition and it would be night time and they would not meet other vehicles on the way in case 
something happened to the vehicle.They lefthome at  2.30 am of the 12th and reached hospital at 7.30 
am. Resuscitative measures were done, S/E was done, blood transfused at 11.00am. Patient died at 
12.05noon of 12thof Feb. 
                                                                                Case 4. 
A 25-year-old G3P2L2 with term pregnancy.Last child birth was 18 months back.ANC was done in 
PHSC.She had, had a fall 6 days back at home. She was admitted on the 17th of Feb at 5.00pm.The 
nurse first received her, then was examined by the MO.The specialist was consulted and  examined 
her at 6.10pm.She was in shock on admission, investigations sent and resuscitative measures begun. 
Blood was transfused at 7.30pm.Pt improved by 8.30pm,deteriorated at 10.00pm ,re-examined by the 
specialist at 00.45am .All along  emergency measures were taken yet the patient  died at 1.40am of 
18th Feb after almost 9 hours of admission. Diagnosis was abruptio placentae. 
 
 

 
 
 

Box I                                                    Case1. 
A case of Eclampsia primipara aged 20 years referred from a district hospital (FRU-East). She had 
started behaving abnormally since the morning of 9th January 2004. She was brought to the district 
hospital after four hours at home, kept there for 4 hours and some treatment was given and finally 
referred to S.T.N.M Hospital. She had 2-3 fits on the way to the hospital. She gave H/O having ANC 
in Bihar but there were no documents. She was admitted at 2.30pm of 9th with fits. The nurse first 
examined the patient, and then the medical officer saw her at 3.30pm,and definitive treatment begun 
with investigations and anti hypertensives after consultation with the specialist.The specialist 
examined her at 5.00pm .The delay could be due to the changeover time Also the husband did not 
have money to buy the drugs and the MO on duty had given some of the medicines which she usually 
kept in case of emergency cases like this. The husband was also not available on occasion when the 
doctor wanted to meet him. The patient became unconscious after having fits. All resuscitative 
measures were undertaken and injection diazepam in IV fluids was the treatment of choice, as the 
husband could not afford to bring other medicines, as also other drugs were not available in the 
market. Patient was observed, examined frequently and all the time she was sedated. Patient died at 
00.45am of the 10th 12 hours after being admitted in the hospital.              
                                                                           Case 2. 
 A case of? Septicemia? Septic abortion, 28 years, G5P1 referred from a district hospital where she 
was kept for 1 hour. She was a resident of South Sikkim. She had three months of amenorrhoea with 
bleeding P/V, hemetemesis and loss of consciousness for one day before being brought to the 
hospital.She had complained of headache and nausea.On admission on the 26th of January at 4.00pm  
patient was restless and unconscious.After being examined by the MO a medical specialist was also 
called for further expert opinion. Investigations were sent and conservative management begun. 
Patient was unconscious all along and she died on the 29th of January at 6.10pm after three days. There 
was no H/O induced abortion or of taking any abortificients in the knowledge of the relatives. A 
definite diagnosis could not be reached and provisionally a diagnosis of “septicaemia was made”. 
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4.3.6. Quality of Care 

Majority of the respondents found the hospital to be clean,some were more reserved in 

their opinion,  

“It’s a government hospital so we cannot expect it to be better,but in comparison to the 
other hospitals visited earlier it is cleaner” 
 
Of the 61 cases 41% said that there were inadequate number of toilets. Due to this they 

had to wait outside the toilets especially in the mornings. Another problem faced was 

difficulty in getting drinking water. They also had to wash the clothes and the utensils in 

the adjacent bathroom next to the toilet. This was one of the reasons why 32% of them 

said they had wanted a private room, as that would provide a separate toilet, there would 

be more privacy and less noise. But the majority did not mind staying in the general ward 

even with the noise as staffs kept visiting the general ward and also they could not afford 

the private wards. For most “getting well” was more important than anything else. 

 
There was a slight change in the percentage (85.24%)that said that the quality of care was 

good after they came to the hospital. Quality of care was seen as the timely drug 

distribution (42%) or reminders to take medicine by the nurses, regular check-up by 

doctors (31.14%), that operations was done successfully or “that very serious patients got 

well here.” 

 
“Operation was done successfully. I am feeling sad that I lost the child. The baby was 
moving when I went to the labor-room. After the pain I lost the movement. In the morning 
when the medicine was inserted(Meaning tablet M esoprost) I was not told that the baby 
was bad, only in the evening when they took the signature for the operation I was told 
that the baby's condition was not good.” 
 
A multigravida had delayed in coming to the hospital, and further delay in the hospital 

cost her her baby. 

• Cost. 
 

Table 24.Cost borne by patients 
Sl.No Item Median cost Minimum cost Maximum cost 
1 Drugs and 

others* 
Rs 2000/- Rs200/- Rs5000/- 

2. Blood Rs 400/- Rs200/- Rs4000/- 
3. Travel Cost Rs200/- NIL Rs1515/- 
*Others:Gloves,syringes etc. 
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When asked about the costs majority was of the opinion that medicines should be 

provided by the facility. Many had come to STNM hospital because it was a public 

facility and hence the likelihood of the cost being minimal.Yet due to the nature of the 

illness, they were willing to spend money if it was to save the life of the patient as one 

husband of a patient said , 

“As long as my wife gets alright I’m willing to pay money anyhow”  

But there were others, who could not stay to complete treatment due to the cost especially 

those that came from far, as the narration below tells us, 

 “It is very difficult for us as we had to borrow money to come here. We have been 
borrowing from all the places .In the beginning my brother borrowed money and got the 
medicine. Now I don’t know what to do, we cannot go on borrowing money too” 
 
 She was an anemic patient who was deserted by her husband, her baby died after half an 

hour after delivery due to prolonged labor and hypertension and she herself had gone into 

shock. When asked on the complication she had developed, her reply was, 

“ I don’t know. I became unconscious after delivering the baby, I think at that time the 
baby was alive but after I gained consciousness there was no baby.” 
 
Her aunt who had come with her could not find donors and the hospital arranged one pint 

of blood for her. While interviewing her she wanted to know when she could go home, 

she was more worried about who would stay with her and the expenses than her own 

treatment. Later 

she was discharged with instructions for Injection jectofer, as she could not afford to stay 

and “ wanted to be discharged.” 

 

 



 54 

 

4.4Factors associated with delays: 
4.4.1.First delay  Table 25 Decision to seek care after realization of the problem. 
               
Delays 
 
 
Distance 

Delay to take action after realisation 
Upto 2 hours More than 2 

hours 
Total 
(%) 
 

Fisher’s Exact 
Test.(2-sided) 

Upto 35 
KM(%) 

20 (58.8) 14 (41.2) 34 (100.0)  
 
 
         0.002 

More than 35 
KM (%) 

6 (19.4) 25 (80.6) 31 (100.0) 

Total (%) 26 (40.0) 39 (60.0) 65 (100.0) 

               
Delays 
 
 
Education 

Delay to take action after realisation 
Upto 2 hours More than 2 

hours 
Total 
(%) 
 

Fisher’s Exact 
Test.(2-sided) 

Illiterate (%) 7 (25) 21 (75) 28 (100.0)  
 
         0.042 

Literate (%) 19 (51.4) 18 (48.6) 37 (100.0) 
Total (%) 26 (40.0) 39 (60.0) 65 (100.0) 

               
Delays 
 
 
Residence 

Delay to take action after realization 
Upto 2 hours More than 2 

hours 
Total 
(%) 
 

Fisher’s Exact 
Test. (2-sided) 

Rural (%) 12 (27.3) 32 (72.7) 44 (100.0)  
 
 
         0.003 

Urban (%) 14 (66.7) 7 (33.3) 21 (100.0) 
Total (%) 26 (40.0) 39 (60.0) 65 (100.0) 

               
Delays 
 
 
Borrowing 
money 

Delay to take action after realization 
Upto 2 hours More than 2 

hours 
Total 
(%) 
 

Fisher’s Exact 
Test. (2-sided) 

 
Had money 
(%) 

18 (58.1) 13 (41.9) 31 (100.0)  
 
 
         0.006 Borrowed (%) 

 
8 (23.5) 26 (76.5) 34 (100.0) 

Total (%) 
 

26 (40.0) 39 (60.0) 65 (100.0) 
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• Distance: 

Distance affected decision to seek care. Taking 2 hours as cut-off point those who came 

from more than 35 kilometers 80.6% were delayed after realization to seek care whereas 

those who came from less than 35 kilometers only 42.2% were delayed after realization 

to seek care and this was found to be statistically significant. (p value. 002 Fishers Exact 

Test). The distance was seen as a disincentive for those from far using the facility. It was 

seen that 60% of those who had used the facility were from the East district i.e. nearer to 

the facility whereas only 12% each from west and the south, which is further away, 

arrived at the facility.  The cases that arrived from greater distances were more delayed.  

• Education: 

Those women who were illiterate took more time to seek care after realization of the 

complication and among them 75% were delayed more than 2 hours in seeking care after 

realization of the problem whereas only 48% of those who were literate took more than 2 

hours to seek care after realization of the problem. (p value.042 Fisher’s Exact Test). 

• The residential place 

 Those who lived in the rural areas had more difficulty in reaching STNM hospital. Of 

them 72.7% took more than 2 hours to seek care after realization of the problem and 

33.3% of the urban women were delayed more than 2 hours. (p value.003 Fisher’s Exact 

Test). 

• Borrowing Money. 

It was seen that 76.5% of the women who had borrowed money were delayed more than 

2 hours after realization of the problem to seek care whereas only 41% of those who did 
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not borrow money were delayed for more than 2 hours. (p value.006 Fisher’s Exact Test 

statistically significant). 

Table 25 contd. 
               Delays 
 
 
Faith healer as first 
contact 

Delay to take action after realisation 
Upto 2 
hours 

More than 2 
hours 

Total 
(%) 

 

Fisher’s Exact 
Test. (2-sided) 

 
Faith healer used(%) 

5 (21.7) 18 (78.3) 23 (100.0)  
 
 
         0.035 

Faith healer not used 
(%) 
 

21(50.0) 21 (50.0) 42 (100.0) 

Total (%) 
 

26 
(40.0) 

39 (60.0) 65 (100.0) 

               Delays 
 
 
Parity 

Delay to take action after realisation 
Upto 2 
hours 

More than 2 
hours 

Total 
(%) 
 

Fisher’s Exact 
Test. (2-sided) 

 
 Primi (%) 

17(53.1) 15 (46.9) 23 (100.0)  
 
 
         0.044 

Multi (%) 
 

9 (27.3) 24 (72.7) 42 (100.0) 

Total (%) 
 

26 
(40.0) 

39 (60.0) 65 (100.0) 

 
 
• Faith healers as the first contact. 

Of those women who had used the faith healers 78. % were delayed more than 2 hours to 

seek care after realization of the problem whereas those who had not was 50%.                 

(p value.035 Fishers Exact Test statistically significant). Whereas when we look into the 

delay in realization of the problem it is seen that the group that went to the faith healers 

had in fact less mean delay in realization of the problems i.e.170hours as compared to the 

group that did not use the faith healers 361 hours. But it is seen that there is more mean 

delay to seek care after realization of the problem in the group that used the faith healers 

i.e.45 hours as compared to those that did not use them i.e.9 hours. This means that those 
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who had used the faith healers were delayed as they had gone to the wrong provider. 

Many times in the rural areas the faith healers were more easily available. In the absence 

of health workers who are from other places and not residing always in the health facility 

using the faith healers was always a better alternative. 

Table 26.Use of faith-healer and delay. 
 Faith healer Used/ Not 

used 
No of women Mean Delay (hours) 

Delay in realizing the 
problem 

Faith-healer used 21 170. 

 Faith-healer not used 40 361 
Delay after realization 

 
Faith-healer used 21 45 

 Faith-healer not used 40 9. 
 

• Parity. 

Parity affected both the decision to seek care after realization of the complication as well 

as the total delay to reach S.T.N.M. Hospital. The multipara women took more time to 

seek care. It was seen that 72.7 % of the women who were multi para took more than 2 

hours to seek care after realization of the problem and 46% of the primi women were 

delayed more than 2 hours. (p value.044 Fisher’s Exact Test statistically significant.). 
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4.3.2. Second delay. 

Table28. Delay in Transportation 
               Delays           
 
Residence 

Transportation time 
Upto 3 hours More than 3 

hours 
Total 
(%) 
 

Fisher’s Exact 
Test. 
(2-sided) 

Rural (%) 10 (22.7) 34 (77.3) 44 (100.0)  
 
 
         0.000 

Urban (%) 
 

16 (76.2) 5 (23.8) 21 (100.0) 

Total (%) 
 

26(40.0) 39 (60.0) 65 (100.0) 

               Delays 
 
 
Ambulance 

Transportation time 
Upto 3 hours More than 3 

hours 
Total (%) 
 

Fisher’s Exact 
Test. (2-sided) 

 
Ambulance used (%) 

3 (13.0) 20 (87.0) 23 (100.0)  
 
 
         0.001 

Ambulance not used (%) 
 

23 (54.8) 19 (45.2) 42 (100.0) 

Total (%) 
 

26 (40.0) 39 (60.0) 65 (100.0) 

               Delays 
 
 
Type of transport 

Transportation time 
Upto 3 hours More than 3 

hours 
Total 
(%) 
 

Fisher’s Exact 
Test.(2-sided) 

Vehicle only (%) 20 (52.6) 18 (47.4) 38 (100.0)  
 
         0.02 

Vehicle+walking/carried(%) 6 (22.2) 21 (77.8) 65 (100.0) 
Total (%) 26 (40.0) 39 (60.0) 65 (100.0) 

               Delays 
 
 
Health facility visited 

Transportation time 
Upto 3 hours More than 3 

hours 
Total 
(%) 
 

Fisher’s Exact 
Test.(2-sided) 

Visited health facility (%) 6 (16.2) 31 (83.8) 37 (100.0)  
 
 
         0.000 

Did not visit health facility 
(%) 

20 (71.4) 8 (28.6) 28 (100.0) 

Total (%) 
 

26 (40.0) 39 (60.0) 65 (100.0) 

               Delays 
 
Distance 

Transportation time 
Upto 3 hours More than 3 

hours 
Total 
(%) 
 

Fisher’s Exact 
Test.(2-sided) 

 
Upto 35 km 

25(73.5) 9 (26.5) 34 (100.0)  
 
 
         0.000 More than 35 km 

 
1 (3.2) 30 (96.8) 31 (100.0) 

Total (%) 
 

26 (40.0) 39 (60.0) 65 (100.0) 
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• Place of residence. 

It was seen that those who came from the rural area 77% were delayed for more than 3 

hours and those from the urban area only 23.85 were delayed for more than 3 hours.          

(p value.000 Fisher’s Exact Test) 

• Use of ambulance. 

It was seen that those cases which had used the ambulance 87% were delayed more than 

3 hours and those that had not only 45% were delayed more than 3 hours and this was 

found to be statistically significant. (p value .001 Fishers Exact Test). But on further 

analysis it was found that those who had used the ambulance were cases from distant 

places. 

• Type of transportation. 

It was seen that among those who had used only vehicle 47.8% were delayed more than 3 

hours but those who had used a combination of walking, being carried or changing 

vehicles 81% were delayed more than 3 hours and this was found to be statistically 

significant. (p value.007 Fisher’s Exact Test). 

• Visiting a health facility. 

It was seen that among those cases that had visited a health facility before being referred 

to S.T.N.M.  84% were delayed for more than 3 hours whereas those who did not 28.85 

were delayed for more than 3 hours and it was found to be statistically significant.            

(p value.000 Fishers Exact Test). This was because most of the cases had to be stabilized 

first, resuscitative measures were done, medicines given and then referred. Also the 

pregnancy-induced hypertensive cases were referred later may be with the hope that these 

cases could be managed there. 

• Distance. 

Those who lived beyond 35 kilometers 96.8% were delayed for more than 3 hours than 

those who lived less than 35 kilometers where only 26.5% were delayed for more than 

three hours.(p value.000 Fisher’s Exact test) 
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4.4.3.Third Delay. 

As already mentioned, the third delay is composed of three distinct components, namely 

delay in examination of the patient, delay in starting the initial treatment to stabilize the 

patient, and delay in starting definitive treatment. Information on these factors is based on 

observation and on interviews with providers, supplemented by patient reports. Factors 

affecting the first two components are being considered together.  

 Delay in examination of the patient and starting the initial treatment was mainly affected 

by, 

• Inadequate number of beds 

• Non-availability of drugs and blood and  

• Lack of money 

 
• Inadequate number of beds. 

 Lack of availability of beds when the facility is crowded is an important factor in the 

third delay. It received patients from in and around Gangtok and also being a referral 

center  from all over the State .Hence overcrowding was a major drawback here.  

 
“I had to wait because there were no beds, there was no bed in the ward too so finally my 
husband bought a camp-cot for Rs 450 and I got admitted in the hospital, I was told to go 
to Manipal hospital but I cannot afford to go there.” 
 

 She was a  case who had come with fever and sepsis. Eleven of the women, (17%) had to 

wait before being examined due to lack of bed. The gynecology and obstetric department 

has 50 beds and 5 beds in the labor-room, which makes a total of 55 beds. There are three 

private rooms, which are always occupied. There is one separate eclampsia room with  
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one bed. There are two main operation theaters with two OT tables for major cases and 

two OT tables for the minor cases. 

• Non-availability of drugs and blood and lack of money. 

Shortage of the drugs and few other items were an added burden to the women and their 

relatives who came here. The husband of a case of eclampsia who was unconscious for 

almost a week, when asked as to the problems faced during the treatment replied saying, 

“Medicines was the problem, for some I had to send someone to go to Siliguri….,to get 
some I had to go to Manipal institute. We had problems but as the patient was serious we 
had to face it all”  
 
For others it was different. As reported by a case of pregnancy induced hypertension. 
 
“ No I did not have any problem regarding the medicines, they have to be bought, and 
there is no alternative. Few of the medicines I got from here also.” 
  
 “Yes in the beginning there was a lot of problem running outside getting the medicine 
and finding donors for the blood. My father had to go back to Soreng to bring some 
donors.”… 
 
A case of molar pregnancy. Fifty percent of the women had borrowed money to buy the 

medicines and fifty percent of them said that the cost was fair. 

“Yes I think the cost is fair although we had to borrow money from a friend”. 

Table 29.Factors affecting delay in definitive treatment phase 
Patient factors a) Husband not willing for caesarean section 1(No of 

case)    (%) 
b) Illness characteristics of patient (cough, unstable, 
fever) 

4       (6) 

c) Undiagnosed hydrocephalic baby, congenital anomaly  1      (1.5) 
Staff factors a) Staff delay 1      (1.5) 

b) OT Team delay 7      (10.7) 
c) Delay in getting specialist from another department 2      (3.07) 
d) Shift change 5      (7.6) 

Unavailability/ 
delay in getting 
supplies/ blood 

a) IV fluid fluids/Drugs 4      (6.1) 
b) Blood (arranging donors) 12    (18.4) 

Case 
management 

a) Ultrasound. 6      (9.2) 
b) Induction failure/Trial in post C/S 5      (7.6) 
c) Inappropriate management 3      (4.6) 
d) Laboratory Test 2      (3.07) 
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• Patient factors,  

Patient factors which affected the delay, included unwillingness on the part of the 

husband to allow his wife to undergo cesarean section, or as in four of the cases they 

were clinically unstable for any form of intervention .For instance they had fever or 

cough or were in shock so they had to be stabilized first. 

• Staff factors 

Staff factors included inadequate number of staff, which led to delays in attending to the 

patient. Getting an OT team together and shift changes were another major contributor to 

the third delay.  Getting second opinion from a specialist from another department also 

affected the delay. There was no information on the sanctioned posts as such, the 

investigator could get only one report from the matron-in-charge which was from the 

time the department was established as the PP.Unit in 1984.In the present situation there 

are four gynecologists, usually 5 medical officers, 30 nurses (OT-5), (labor-room=15), 

(ward=8), and two nurses for the OPD. The OPD nurses work only in the OPD and are 

not included in the in-door duties. There is a separate nurse in charge, one for the ward 

and one for the labor-room who looks after the indents. This department has two OT 

Technicians,10 ward attendants(6 female and 4 males),and 5 sweepers. Only the medical 

officers and the nurses are rotated once a year in other departments. The duties are in 

three shifts with changeover at 8.00am, 2.00pm and at 8.00pm. According to the Matron 

there is over-load as the number of staffs in the department is far below what is supposed 

to be as per the nursing guidelines. With 30% leave reserve and due to the three shifts the 

ward and the labor-room staffs are being overloaded with work. The student nurses, who 
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come for training, are usually a big help. On enquiring in the department the number of 

staff nurses were adequate. 

• Ambulance 

There is one ambulance for this department for bringing the doctors and the emergency 

team to the hospital during the mornings and in the evenings but at night they share the 

ambulance with the other departments. 

Unavailability and delay in getting drugs, other supplies and blood. 

When asked on the problems faced during the treatment the husband of an APH woman 

answered, 

“Problems getting the blood. During the operation suddenly blood was needed and it was 
very difficult getting it .If we had been informed earlier at least we could have got the 
donors ready because at that moment when all of us were there it is very hard to go and 
find donors.Also the hospital gives blood only on replacement”. 
 
Most of the drugs were available but in limited quantities. Magnesium sulphate, injection 

pethidine and phenergan were not in supply and were not available in the market 

too.Drug of choice for the eclampsia was usually I.V. Diazepam in dextrose drip. There 

was shortage of syringes (disposable), sutures, and gloves. The in-charge informed that 

when they had got some gloves from the RCH was the only time when patients did not 

have to buy gloves. Indent of the drugs was done once a week, by the in charge .The 

department had it’s own storekeeper who collected the requisites from the main hospital 

store also once a week. On enquiring he reported that there was shortage of drugs and 

supplies and whatever was available had to be shared between the ward,the OT and the 

labor-room. 
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• Lack of essential equipment. 

Lack of incubator affected optimal care to the premature babies. As the husband of one 

woman with APH informed, caesarian section was done on his wife due to the bleeding 

and the baby was pre-mature.  

 “We had to take our baby after the operation to Manipal as this hospital did not have the 
incubator. It was very difficult as we had come from far and few of us had to keep 
shuttling between the two hospitals. This hospital has all the facilities why is it that they 
don’t have one incubator?”  
 
On enquiring, provision of having incubators was being processed for quite sometime but 

as it required to be manned by trained staff it was stalled. The OT had 3 C-section sets, 

one laparotomy set, one neonatal set and 7 evacuation sets. In the labor-room there was a 

separate delivery set for the STD patients, otherwise the delivery sets were just adequate 

as the nurse informed. There was no neonatal intubation set, no fetal monitor and no 

incubator in the labor-room. 

• Case management. 

In such a setting where the staff has to work with the minimum, the constraints directly or 

indirectly affected the delays. This in turn affected the maternal and the fetal outcome. 

Complicated cases came to the facility frequently and most of them arrived in very poor 

conditions health wise as well as economically. They arrived in the “stage of acute 

emergency” and in shock so that made it very difficult to revive them and get good 

results. Although they tried to manage the cases immediately oftentimes the patients had 

to wait due to “lack of proper management within the hospital”, to quote a health care 

provider. Sometimes staffs were unavailable and sometimes it was due to the “call 

system” which delayed especially the surgical procedures. Unavailability of the 

emergency van to bring the concerned staff as sometimes the same van is engaged 

elsewhere in another emergency. Lack of drugs and supplies was also another problem, 

and when an emergency case arrived they tried to examine the case as early as possible 

and even used what was present in the hospital till the patient party brought the needed 

drug or the supplies. 
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CHAPTER 5 

5.1Discussion 

Provision of EmOC. 

Sikkim with its 5,40493 population has three emergency obstetric facilities which is 

fulfilling the minimum requirement of having one comprehensive EmOC for a population 

of 500,00026  .Yet emergency obstetric care does not seem appropriately accessible to all 

the complicated cases in pregnancy and delivery. The distribution of services cannot be 

ignored but here it can be seen that two of the EmOC are located in Gangtok within the 

East district. It is seen that large majority from the rural areas have to come here for the 

EmOC facility. From the secondary data for the year 2003, 69.6% of the total admissions 

of the obstetric cases occurred in S.T.N.M. hospital, 19% in the district hospital at 

Namchi and only 12% in Manipal Institute. During the study period i.e. from January 

2004 to march 2004 of all the obstetric admissions 67.7% occurred at S.T.N.M. hospital, 

23% at Namchi district hospital and only 9.2% at Manipal institute. Cost of care was a 

major barrier for the people to utilize the Manipal Institute although it was located in the 

same district. The low turnover of the patients at Namchi District hospital could be due to 

lack of continued availability of services. 

Background of the cases. 

Taking the background of the study in Sikkim where almost 68% of the women have 

home delivery (1998-99 NFHS II) and only 36% have skilled assisted deliveries these 

women with complications who managed to attend the hospital could be the tip of an 

iceberg of women with complications who are unable to seek or get care. Moreover these 
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women who have managed to come did so in very late stages. Furthermore when prompt 

and appropriate treatment could have made a major difference it is aggravated by delays 

within the hospital. 

Antenatal care and the high-risk approach. 

Among this group of women majority had received antenatal care (78%), this means that 

although they had contact with the health facility yet that could not prevent the 

complications. Even after realizing the problem they could not come on time. Most of the 

earlier recommendations rested on the hypothesis that obstetric complications could be 

prevented or predicted by good care during pregnancy and hence the emphasis on 

antenatal care in the developing world. It has been seen that these interventions were 

ineffective in preventing or reducing maternal deaths.15,16,17,18,19,20. Antenatal care on it’s 

own does not prove to have substantial impact on preventing obstetric complications. 

Moreover antenatal care was provided giving emphasis only on the immunization and 

prescribing tablet folifer. From this group 80% of them had not received any form of 

sensitization of the danger signs of pregnancy. 

Another fact that obstetric complications could be predicted by screening for known risk 

factors and that high risk women could then be carefully monitored and treated but it is 

seen from this group of women that majority of the complications occurred in women 

outside the high risk group. Moreover three of the deaths occurred in women outside the 

high-risk group. Vast majority of the complicated cases were neither from too young nor 

too old age group and were not grand multipara too. All the deaths could have been 

prevented. 
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Antenatal care is important but on it’s own it is unable to reduce or prevent complications 

and hence curb maternal mortality. 

Decision to seek care 

Among these women with complications it is the husband or the immediate others who 

makes the important decision of when a pregnant woman should go for care. If the 

decision maker is not at home during the time of the occurrence of illness, considerable 

time is lost. The women have little power to influence their own health care. The remote 

possibility of a woman seeking prompt treatment for complications in pregnancy is 

demonstrated by the finding that delay at home was the most important contributor to the 

maternal death. This means that women must culturally and economically be empowered 

to make decision to seek medical care when need arises without waiting for another 

individual to act on their behalf. 

Choice of first providers 

 Even when a decision to seek care was made the first choice for care was often 

inadequate, 32% bringing the faith healers at home, thus delaying treatment and showing 

lack of awareness. Women and family members often did not realize the seriousness of 

the illness. This led to delay at home of search for sub optimal treatments so that valuable 

time was lost before the woman arrived at an appropriate facility. This was also found in 

the study done in Ananthapur district. 27 More emphasis should be put on educating the 

community, and the women need to be thoroughly informed on the danger 

signs/symptoms during pregnancy, and this should be possible as 70% of them attend 

antenatal clinics. Among other factors the distance, education of the women, residential 

area, parity of the women and cost affected the first delay. Finance was a major problem 

where 77% of the women were delayed for more than two hours even after realization of 
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the problem. Even in a study done by AK Khan in rural Bangladesh 74% of the women 

were reluctant to utilize the health system because of the financial burden.28 

Transport factors and referrals. 

Urban areas, those close to the facility used it more for those from the rural areas there 

were a lot of difficulties in getting and arranging transport. Much time was lost in finding 

people to carry the sick where roads were not available and even where there were roads 

finding and arranging a vehicle was an added problem. Almost half of the women had 

visited a health facility before being referred to S.T.N.M. hospital and 60% of them were 

referred after a day. There should be a policy for early referral of cases when it is 

recognized that the case cannot be handled at the lower facility. The delay in decision 

making of the providers for the referrals should be curtailed. Lack of specialist care and 

lack of blood transfusion facility at an FRU was another factor for referrals. Delay in 

arrival due to residential status, type of transportation, delayed referral 29  and distance 30 

were important factors for the second delay. The ambulance was useful for those women 

who came from distant places where other means of communication was not available 

Delay in provision of care. 

Various factors affected the delay in provision of care. The delay in the examination as 

also starting the initial treatment of the patient was mainly affected by inadequate number 

of beds, non-availability of drugs and blood 31  and also lack of money to buy the 

supplies. Major delay in the definitive treatment was due to finding donors for the blood 

transfusion. Getting the O.T.team together, lack of adequate number of staff caused delay 

in providing prompt emergency obstetric care service. Few cases received inappropriate 

management, which could affect the outcome of the illness. 
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Quality of care. 

From the study the quality of care was an example of what usually happens in a hospital 

in the developing world the quality is also affected by the lack of supplies.32 Although 

there was poor outcome of the majority of the cases there was a good level of satisfaction 

among the care seekers. This could be due to the fact that the majority came from the 

rural areas where facilities are not available. 

Time interval from onset of complication to death for major obstetric complication. 

The period of time from the onset of a complication to the woman dying varied between 

the four cases. Majority died due to delayed arrival, but we cannot blame the patient 

solely because they were admitted in the hospital from a minimum of 4 hours for a case 

of hemorrhage in molar pregnancy to a maximum of 72 hours in a case of? Septicemia. 

The mean delay for the patient to reach the facility was 6 hours with a minimum of half 

an hour to a maximum of 507 hours, which was a case of severe anemia with PIH.She too 

died after getting discharged against medical advice at home after a week. The median 

total hospital delay was 5.5 hours with a minimum of 1 hour and a maximum of 78 hours. 

If we take the estimated average interval time for death to occur after the onset of the 

complication then we can see that there is very little time to save the women. 

Table 30.Estimated average interval from onset of complication to death for major 
obstetric complications.33 
Complication Average hours to death Average days to death 
APH 12 hours  
PPH 12 hours  
Ruptured uterus  1day 
Eclampsia  2days 
Obstructed labor  3days 
Puerperal sepsis  6days 
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5.2Limitations of the study. 

Single principal investigator and hence the presence of inherent individual bias. 

Moreover many other areas could not be explored fully due to time constraints.  

It is a hospital-based study covering the complicated cases only in one hospital.Hence 

those cases who could not come at all were not covered.  

Courtesy bias may have affected the responses made by the patients as they were staying 

and receiving treatment at the hospital but every effort was made to reduce by keeping 

the interview the day before the discharge only. 

 5.3 Strengths of the study. 

Single principle investigator and hence there was uniformity in the interview. Moreover 

earlier work experience in the same department and knowledge about the place helped 

easy access to information. Knowing the people and the language was an added 

advantage that the principle investigator had in the study.  

5.4 Conclusion and recommendations. 

• Community level. 

Preparing for birth and complications reduces the delays. Community awareness needs to 

be done with greater efforts on the part of the health care providers at the grass root level 

on birth preparedness at the household and at the community level. Community education 

on the danger signs of pregnancy is most important. Including it in school health 

education would be an excellent way for awareness generation. 

Since majority has used faith healers and since they are more acceptable to the 

community the faith healers could be sensitized to refer the complicated obstetric cases at 

the earliest 
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More awareness among the community for voluntary donation of blood.  

Where ambulance is not available some sort of transport facility to transfer these 

complicated cases could be done at the grass root level. This responsibility can be given 

to the Panchayats; this is mentioned for certain States in India under the RCH project. 

Community financing insurance scheme. Since majority of the cases could come to the 

facility only after borrowing money some sort of community financing can be done to 

cover these cases. This could prevent the delay that occurs in finding money before 

seeking care. It could be incorporated during the antenatal check-up so it could be an 

incentive for the women to come for the check-up too. 

• Health system. 

Antenatal check-up (ANC) is almost 70 % (NFHS II) in Sikkim.What needs to be done is 

to give quality ANC. It can be made an important contact between the providers and the 

care-seeker and emphasis should be given to sensitize the patient on the danger signs. 

It should be made mandatory to the lower health care facility providers on early referrals 

for difficult cases. 

RCH project is meant for the FRUs but taking into consideration the situation in Sikkim 

the drugs could be made available from the project to S.T.N.M. hospital for these 

complicated cases. 

Protocols at the hospitals for the emergency obstetric cases need to be made more 

stringent. Case audits could be made mandatory and death review meetings given more 

importance. 

The district hospitals need to be revamped to at least provide EmOC so that cases may 

not have to go to Gangtok and thereby get delayed in the process. 
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• Policy changes. 

Where specialists are unavailable in the districts medical officers could be given training 

to handle cases and some sort of increment given to them so that they are encouraged to 

give the services. This can be done for anesthesia too. 

The stringent rules of the blood banks could be relaxed. It needs to be revised to 

minimize delays in blood transfusion to hemorrhaging women. Schemes such as 

encouraging blood donations by the community, and proactively collecting blood through 

the blood banks should be done. 

To make Emergency obstetric care services widely available and thereby reduce the 

maternal mortality these initiatives have to be taken. All potential stakeholders need to 

come together, the health professionals, the community leaders, policy makers, non-

governmental organizations and women to make motherhood safer for all women. 
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Annexure – 1 a 
Achutha Menon Center for Health Sciences Studies, 

Sree Chitra Tirunal Institute for Medical Sciences and Technology 
Thiruvananthapuram, Kerala, India - 695011. 

 
Declaration 

The following information given by you will be kept confidential and will be used only for 
research purposes. The information will not be disclosed to anyone under any circumstances. 

You have the right to refuse the interview. 
 

                                                             Principal Investigator 

 
                                   Emergency Obstetrics Care Services.  
 
 Name of Interviewer:               ________________________________ 
 
Date of Interview:                     _______________________________                                                                                            
 
I.    Facility Information 
 
F1.Facility name: __________________________________________ 
 
F2.Ward.1. General. 2. Paying.                                                                                    
 
F3.Main complication Woman Experienced (Tick) 
 
 
1. Prolonged /obstructed labor  
2 Antepartum hemorrhage   
3 Post partum hemorrhage  
4 Pre-Eclampsia/Eclampsia.  
5 Sepsis (related to Abortion).  
6 Puerperal sepsis.  
7 Shock (related to abortion)  
8  Bleeding in early pregnancy.  
9 Ruptured uterus.  
10 Ectopic pregnancy.  
11  Other (specify  

 
 
 
 
 
 



II. Person Being Interviewed. 
 
1.Woman who experienced complication only                    
2.Husband of woman who experienced complication.                                                                                  
 
1. Name: (Patient)________________________ ______________ 
 
2.Address:         ______________________________________ 
                            ______________________________________ 
 
3.ID No: _______________________________                                                                         
 
4.Age:( years.)___________________________ 
  
5.Age at Marriage:   ______________________                                                                                                             
 
6.Religion:   
1Hindu. 2.Buddhist. 3.Christian.4.Muslim. 5.Others.    
Specify____________________________________   
 
7.Caste/Tribe: 
1.S.C. 2.S.T. 3.O.B.C. 4.Others. 
                                                               
8.Occupation: 
8.1Patient: 
8.2Husband: 
8.3Adult. (Main Earning Member) 
9.Education 
9.1 Patient: 
9.2husband: 
9.What was your average expenditure in the previous month? 
 
10 Size of household: 
Adults________________ Children (Under 18 years)______________ 
 
 
 
11.No of Children: ________ Sex: Male_______ Female: ___________________ 
 
12.Parity: __________________________ 
12.1.Interval between the births:  
1. 
2. 
3. 
4. 
12.2.LMP: 



 
 
13.Did you have any problem taking food during pregnancy? When/how long? 
 
 
 
14.Nutrition intake during pregnancy: 
 
1.More food intake:  2. Less food intake: 3.No change:   
 
15.Antenatal natal Check up: 1. Yes_________.2. No_________ 
 
15.1. If No, Why? 
______________________________________ 
 
15.2. If Yes: First Contact when?____________________________________ 
 
15.3. Done By:1.TBA   2.ANM 3.Staff Nurse 4.Doctor 
 
15.4. Place Of ANC:  Home/PHSC/PHC/ Hospital: 
 
15.5.How many antenatal contacts? __________________________________ 
 
16.Immunization: I________. II___________. Booster___________. None________. 
 
17.Did you get iron and folic acid tablets? Yes________. No___________. 
 
17.1. If yes how many tablets of iron and folic acid did you get? _________________. 
 
17.2. How many tablets of iron and folic acid did you take? ____________________. 
 
18.Were you advised regarding complications of pregnancy? Yes____ No_______. 
 
18.1. If yes what advise did you get? 
III.  Getting To The Hospital. 
19.For what reason(s) were you brought to the hospital? 
 
20.1.At what point did you realize that you might be having a problem? 
 
20.2.What do you know about the complications that you developed? 
P.Why do you think these occurred? 
 
20.3.What was done at home when you developed the complications? 
 
21.How long after that was it decided that you should go to the hospital? 
 



22.Who made the decision that you should go to the hospital? 
P.Who was this decision discussed with? 
 
23. Did anyone have to give consent/permission? 
 
24.Did you go to any other health provider before coming to this hospital?  
Yes                                        No  
 
If yes, to whom did you go to? What did he/she advise you? 
 
25.Did you consult any other health facility prior to going to the hospital? 
Yes       No  
 
If yes what happened there? What were you advised?  
 
26.Why did you select this hospital to come for the treatment? 
Good quality hospital, was referred here, No alternative, other acquaintances used this 
hospital, or other reasons (specify). 
 
27.How did you come to the hospital? 
P.Did you have difficulties in obtaining transportation/ what were they? How were these 
overcome? 
 
28.Who accompanied you to the hospital? Was there a problem in finding someone to come 
with you to the hospital? 
 
29.How long did it take to get to the hospital? 
 
30.How much did it cost to get to the hospital 
 
31.Did you have money to pay this cost or did you have to borrow it? 
 
IV.  At The Hospital.  
 
32.What was your perception on the quality of services of this hospital before coming here? 
Good?                Bad? 
P What is the reasons you feel that way? 
 
33. Now what is your impression after coming to the hospital? How would you describe the 
quality of services you received when you first arrived at the hospital? P What are the 
reasons you feel that way? What happened?  
 
34.How long did you wait before being examined by anyone? 
P.How did you feel during the wait? 
 



35.How did you perceive the way in which the person who first greeted you and filled out the 
forms talked to you? 
P.Courteous? Helpful? Kind? Who was this person? 
 
36.How was the overall cleanliness of the hospital? Bed linen? 
 
37.Are there adequate facilities here? Toilet facilities, water? 
 
38.Do you think there should be more private (paying) rooms in the hospital? 
 
39.Who helped you deliver the baby? 
 
40.Who helped you after delivery/operation to change clothes, sanitary towels etc? 
 
In case complications developed in hospital. 
41.What do you know about the complications you developed? 
P.Why do you think these occurred? 
 
42.What was done in the hospital when you developed the complications? 
 
43.Patient’s perception of care given by the health care provider. 
 
Staff Courteous Helpful Others (Specify) 
43.1. Doctors    
43.2. Staff Nurse    
43.3. Ward Attendant (Male)    
43.4. Ward Attendant (female)    
43.5. Safai Karmachari    
43.6.Others.    

 
44.Did you experience any problems in getting the treatment you needed? 
P.What were they? Supplies? Drugs? Staff? Costs? 
 
45.Have people told you what your treatment/stay here will cost? 
P.Do you think the cost is fair? Are you able to pay or will you have to borrow the money? 
 
46.Did you have to give any money for any of the services? 
 
47.Overall, do you think that you got good care or bad care at the hospital? 
P.What makes you say that it was (good or bad)? 
 
48.Is there anything else you can tell us about your experience at the hospital? Remember I 
am interested in both good and bad things, which you have found here. 
 
 
 



Annexure – 2 a 
Health Facility Data Collection  for case studies of Women with Obstetric complications. 

 
                          A.      Information On Complication. 
1.ID Number (Assigned by the research team)______________________________ 
2.Principal reason for admission to facility: 
  1.Obstructed labor.   5.postpartum hemorrhage. 
  2.Antepartum hemorrhage.  6.H.G.P./Eclampsia. 
  3.Sepsis (related to abortion).  7.Puerperal sepsis. 
  4.Shock (Related to abortion). 8.bleeding (in early pregnancy). 
  9.Other (Specify). 
3.Main complication woman experienced (if different from reason of admission). 
  0.Not applicable/same as before. 
  1.Obstructed labor.   6.Postpartum hemorrhage. 
  2.Antepartum hemorrhage.  7.H.D.P./Eclampsia 
  3.Sepsis (Related to abortion). 8.Puerperal sepsis. 
  4.Shock (Related to abortion). 9.Ruptured uterus. 
  5.Ectopic pregnancy.   10.Other (Specify). 
4.Was this complication due to an unsafe abortion? 
  1.Yes.     2.No. 
5.Details of onset of labor/complications. 

 
 
 
 
 

B.Condition on admission. 
11. Dead on arrival: ____________________ 
  1.Yes (Skip to #38).    2.No. 
12.B.P.________________ 
13.Temperature. ________ 
14.Pulse. ______________ 
15.Respiration. _________ 

C. Information on management of case 
 

Date/Time Event Complaints Management Outcome Others. 
16      
17      
18      
19      
20      
21      
22      
23      
24      

 Date Approximate Time Am/pm 
Onset of labor 5.1 6. 7 
Onset of main 
complication 

8. 9. 10. 



 
25.List any treatment prescribed and not given. Give reason for not giving it. 
 

D. Referral Information 
 

26. Referral from: _________________________________________________________ 
(Name of health facility.) 
 
27. Type of facility referred from (circle one): 
 1.PHC.    3.District hospital. 
 2.Private practioner.  4.Not applicable self referral (directly from home) 
 5.other. 
28.Referred by: 
 1.Self referral (Directly from home) 2.Doctor. 
 3.paramedical staff.   4.Nurse/midwife. 
 5.TBA.    6.Other, (Specify). 
   
29.Mode of transportation to the health institution (Note: here you should circle all types of 
transport used from the home to the institution): 
 1.Private vehicle.  4.Government vehicle. 
 2.Ambulence.   5.Transport. 
 3.Walked.   6.carried. 
 7.Other, (Specify). 
30.Cost of transportation (Note: this should be the total cost of transportation from their 
home to the facility): _______________________________________________. 
 

E. Delivery Information: 
31.Where did delivery occur? 
 0.Not applicable (No delivery)  3.At another facility. 
 1.At this facility. 4.Home. 
 2.En Route.  5.Other (Specify). 
32.Type of delivery: 
 0.Not applicable.  3.vacumm Extraction. 
 1.Normal. 4.Cesarian section. 
 2.Forceps.  
33.Delivery attendant: 
 0.Not applicable (No Delivery).  4.nurse/midwife 
 1.Doctor. 5.untrained TBA 
 2.trained TBA. 6.Family member 
 3TBA(training status unknown) 7.Other. 
34.Maternal outcome: 
 1.Referred (Specify) 3.Discharged against advice. 
 2.Discharged 4.Abscounded. 5.Died (In Hospital) 
35.Fetal outcome: 
       0.Not applicable. 2.Died   
 1.Survived.. 9.Unknown. 



F. Cost and Cost- Recovery information. 
 

ITEM AVAILABLE AT 
HOSPITAL 

BOUGHT FROM 
OUTSIDE 

REASONS 
 

Blood Transfusion 36. 37.  
Drugs and supplies. 38. 39  
Service Fees. 40. 41.  
Physician Fees 42. 43.  
Investigations 44. 45.  
Other (Specify) 46. 47.  
TOTAL 48. 49.  

 
G. Comments. 

50.List factors that contributed to delays in treatment (Eg. Lack of transport etc). Please do 
not blame the patient. 
Factors contributing to delay. 
51. 
52. 
53. 
54. 
55. 
 

H. Health facility Information: 
56.Name of this Facility. 
57.Type of facility. (Circle one) 
  1.Government hospital. 
  2.Private Hospital. 
  3.Other. (Specify). 
58.Sources of information used to fill out this form (Circle all that apply) 
 1.Admission logbook.   8.Ward record Book. 
 2.Death register.   9.Bookkeeping records. 
 3.transport logs.   10.referral Logs. 
 4.Discharge Book.   11.Patient’s records. 
 5.Other facility records. (Specify).     12.interviews with service providers. 
 6.Interviews with patient.  13.Interviews with patient’s family/friends. 
 7.Other interviews. (Specify0. 99.Don’t know. 
59.Date form filled out: Month_______ day________ Year________ 
 
60.Other Comments or Observations. 
 
61.Person filling out form._________________________________________________ 



Annexure – 2 b 
Supervision Visit Checklist for hospital.  Form Filled out by: ___         _Date: _____     

 No of sanctioned post No iposition Novacanc Comm ( reas for non-availability. 

Trained personnel     
Doctors/Obstetricians.     
Staff Nurse/ANM     
Anesthetist.     
Theatre attendant.     
Ward Attendent (Female)     
Ward attendent (Male)     
Safai karmachari     
Key Drugs. QUANTITY     (& UNITS)  
 Department 

Yes/No 
Reason for 
shortage. 

Drug store 
Yes/No 

Reason  any shortages exper in 
any  drugs/items/ 

Oxytocics      
Methergine      
Anticonvulsants      
Magnesium Sulphate      
Inj Diazepam      
Pethidine      
Phenargan      
Largactil      
Procaine penicillin.      
Crystalline penicillin.      
Gentamycin.      
Metronidazole.      
Ampicillin      
Adrenaline      
Dexamethasone/Steroid      
Inj T.T.      
Local anesthetics.      
General anesthetics.      
Oxygen.      
Labor Room. 
Non Recurrent Whether shortage/Non Usable.Yes/No Reason for shortage/Comments 
Labor table   
Light   
Stool   
Bucket   
Suction machine   
Vacuum Extractor.   
Galleys Pad   
Sphygmomanometer.   
Stethoscope   
Baby warmer.   



Baby Emergency tray   
Neonatal intubation set.   
Oxygen   
Sterilizer.   
Recurrent   
IV Cannula   
Scalp Vein set   
IV Infusion sets.   
I V Fluids.   
Normal Saline   
Dextrose 5%   
Dextrose saline   
Ringers lactate   
Mannitol   
Plaster   
Savlon   
Cotton   
Spirit   
Phenyl   
Soap    
Ovum forceps.   
Vaginal speculum.   
Artery forceps.   
Needles.   
Sutures.   
Syringes.   
Volsellum   
Scissors.Cutting   
Curved Scissors   
Curette.   
Needle Holder.   
Simple rubber catheter   
Gloves   
Laboratory equipment.   
Microscope   
Test tubes   
Slides.   
Blood Bank.   
Blood bags.   
Anti-sera.   
Storage capability   
Operating Theatre.   
C-Section Set   
Laparotomy set   
Neonatal intubation set.   
Evaluation sets.   
Ambulence   
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Summary hospital Data Form:            YEAR-------------------- 
 
 Jan Feb Mar Apr May Jun Jul Ag Sep Oct Nov Dec Total 
Obstetric admissions              
Deliveries              
C-sections              
Maternal deaths.              
HemorrhageAnte/PP              
Obstructed/prolonged labor              
Ruptured uterus. 
 

             

Post partum sepsis 
 

             

Pre eclampsia/eclampsia 
 

             

Induced/septic abortion. 
 

             

Ectopic pregnancy 
 

             

Total maternal deaths Due to 
major obstetric causes. 

             

Other mat deaths due to obs. 
Causes 

             

Obstetric complications              
Hemorrhage Ante/PP 
 

             

Obstructed/prolonged labor 
 

             

Ruptured uterus. 
 

             

Post partum sepsis 
 

             

Pre eclampsia/eclampsia 
 

             

Induced/septic abortion. 
 

             

Ectopic pregnancy 
 

             

Total obs comp: d/ to major  
causes. 

             

Other direct Obstetric Comp:              
Case Fatality rate.              
Hemorrhage Ante/PP 
 

             

Obstructed/prolonged labor 
 

             

Ruptured uterus. 
 

             

Post partum sepsis 
 

             

Pre eclampsia/eclampsia 
 

             

Induced/septic abortion. 
 

             

Ectopic pregnancy              
Total mat: deaths Due to major 
obstetric causes. 
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Achutha Menon Center for Health Sciences Studies, 
Sree Chitra Tirunal Institute for Medical Sciences and Technology 

Thiruvananthapuram, Kerala, India.695011. 
 

Declaration 
The following information given by you will be kept confidential and will be used only for 

research purposes. The information will not be disclosed to anyone under any circumstances. 
You have the right to refuse the interview.   

 
                                                           Investigator 

 
                                        Death Report Guidelines 
 
 Name of Interviewer:               ________________________________ 
 
Date of Interview:                     _______________________________                                                                                            
 
I.    Facility Information 
 
F1.Facility name: __________________________________________ 
 
F2.Ward.1. General. 2. Paying.                                                                                    
 
F3.Main complication Woman Experienced (Tick) 
 
1. Prolonged /obstructed labor  
2 Antepartum hemorrhage  
3 Post partum hemorrhage  
4 Pre-Eclampsia/Eclampsia.  
5 Sepsis (related to Abortion).  
6 Puerperal sepsis.  
7 Shock (related to abortion)  
8 Bleeding in early pregnancy.  
9 Ruptured uterus.  
10 Ectopic pregnancy.  
11 Other (specify  

 
 
 



II. Person Being Interviewed. 
                  
1.Husband of diseased woman.  
 
2. Relative  of deseased woman                                                                              
 
1. Name: (Patient)________________________ ______________ 
 
2.Address:         ______________________________________ 
                            ______________________________________ 
 
3.ID No: _______________________________                                                                         
 
4.Age:( years.)___________________________ 
                                                                                                            
 
5.Religion:   
1Hindu. 2.Buddhist. 3.Christian.4.Muslim. 5.Others.    
Specify____________________________________   
 
6.Caste/Tribe: 
1.S.C. 2.S.T. 3.O.B.C. 4.Others. 
                                                               
7.Occupation: 
7.1Patient: 
7.2Husband: 
7.3Adult. (Main Earning Member) 
 
8.What was your average expenditure in the previous month? 
 
9Size of household: 
Adults________________ Children (Under 18 years)______________ 
 
 
 
10.No of Children: ________ Sex: Male_______ Female: ___________________ 
 
11.Parity: __________________________ 
11.1.Interval between the births:  
1. 
2. 
3. 
 
 
12.Antenatal natal Check up: 1. Yes_________.2. No_________ 
 



12.1. If No, Why? 
______________________________________ 
 
12.2. If Yes: First Contact when?____________________________________ 
12.3. Done By:1.TBA   2.ANM 3.Staff Nurse 4.Doctor 
 
12.4. Place Of ANC:  Home/PHSC/PHC/ Hospital: 
 
12.5.How many antenatal contacts? __________________________________ 
 
13.Immunization: I________. II___________. Booster___________. None________. 
 
14.Did she get iron and folic acid tablets? Yes________. No___________. 
 
14.1. If yes  did she take the tablets? 
 
15.Was she advised regarding complications of pregnancy? Yes____ No_______. 
 
15.1. If yes what advise did she get? 
____________________________________________________________________ 
 
Contributing factors of death. 
DELAY 
 
III.  Getting To The Hospital. 
16.Was the problem recognized? 
___________________________________________________________________________  
 
17.Who recognized it? 
___________________________________________________________________________ 
  
18Was it decided to seek care?Who decided it? 
___________________________________________________________________________ 
19.Was it decided not to seek care? Why not? 
___________________________________________________________________________ 
 
20.Who made the decision that she should go to the hospital? 
___________________________________________________________________________ 
21.Did she go to any other health provider before coming to this hospital? Yes/No 
If yes, to whom ? What was advised? 
 
 
22.Did she have difficulties in obtaining transportation/ what were they? How were these 
overcome? 
___________________________________________________________________________ 
 



23.Who accompanied her to the hospital? Was there a problem in finding someone to come 
with her to the hospital? 
 
                                  
24.How long did it take to get to the hospital? 
 
 
25.How much did it cost to get to the hospital? 
 
 
26.Did you have money to pay this cost or did you have to borrow it? 
___________________________________________________________________________ 
 
 

IV. At The Hospital.  
 

27.What time did she arrive at the hospital? 
___________________________________________________________________________ 
 
28.Describe her condition when she arrived?  
___________________________________________________________________________ 
 
29.How long did she have wait before being examined by anyone? 
 
 
30.Did she experience any problems in getting the treatment she needed? 
___________________________________________________________________________ 
 
31.What were they? Supplies? Drugs? Staff? Costs? 
___________________________________________________________________________ 
 
32.What time did she die?What was done to save her? 
___________________________________________________________________________ 
 
33.Describe the circumstances surrounding her death.Do you know how they could have 

been avoided? 

 

 

 
 
 
 



Annexure – 1 c 
 
Health Facility Staff Interview guidelines 
Facility name:                                                                                 
Date: 
 
1.What obstetric complications do you see at this facility? 
 
2.Are these common? In what condition do women arrive? 
 
3.What are some of the reasons women may come in poor condition? 
 
4.What distances do women have to travel? How long does it take? 
 
5.What actions can be taken at this facility to treat women who come in with an emergency 
obstetric complication? 
 
6.What are some of the reasons a woman may have to wait for treatment? 
 
a. Staff availability? 
Yes_ (Why)? ________________ No______ 
 
b. Drugs (Emergency drugs) availability? 
Yes (Why)? ___________. No _________  
 
c. Do staffs on duty have 24-hour access to them? 
Yes________. No______________ (Why)? 
 
d. Is Blood available on a 24-hour basis? 
Yes____________. No_____________________. (Why?) 
 
e. Is anesthesia (and someone to administer it) available on a 24-hour basis? 
Yes____________. No______________________(Why?) 
 
f. Other? 
 
7.You have mentioned that___ __________________________ is a problem when a woman 
needs emergency obstetric care. What are some of the low-cost ways in which this problem 
could be addressed? 
 
8.What could be done at the community level? 
 
9.What could be done at the facility (Hospital)? 
 
10.What could the government do? 
 



11. When was the last time that you received training? Pre-service, In-service? Has any 
training been given regarding the quality of care? Has any training been given regarding the 
safe practices (for the self as well as the patient)? 
 
12. Are you satisfied with the work here? 
1.Yes    . 2. No  
 
If No Why? ______________ 
 
 13.Are you satisfied with the salary? 
1.Yes.             2.No 
 
14.Are you satisfied with the duty room and the other facilities? E.g. the toilets. 
 
15.Describe one complicated delivery case that you felt satisfied (happy) about successful 
management. 
 
16.Describe one complicated delivery case that you felt unhappy/helpless about unsuccessful 
management. 
  
17.What do you understand by quality of care? How would you describe good quality 
maternity care? 
 
18.In your opinion what are the two greatest problems facing this health facility right now? 
What are the solutions to these problems? 
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