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EXPERIENCES OF NEONATAL DEATHS AMONG 
URBAN POOR IN METROPOLITAN DELHI: 

COMMINATION, POOR QUALITY,  
AND OVERWHELMED SYSTEM

Nandita Saikia*, Shruti Sehgal**  
Jayanta Kumar Bora*** and Nadia Diamond-Smith****

INTRODUCTION

There has been increasing focus on the prevention of neonatal mortality in the countries 
with high under-five mortality(Wall et al., 2010). About 99 per cent of neonatal deaths 
occur in low and middle-income countries. India has had the largest number of neonatal 
deaths annually worldwide since 1990, with an estimated 876,000 neonatal deaths in 
2011(Oestergaard et al., 2011). Earlier studies on neonatal mortality discussed levels, 
trends and determinants of neonatal mortality at the national, state and district level 
(Arokiasamy & Gautam, 2008; Ram et al., 2013; A. Singh, Pallikadavath, Ogollah, & 
Stones, 2012; Aditya Singh, Kumar, & Kumar, 2013). A recent study found that urban 
neonatal mortality is systematically lower than that of rural India (Saikia, Shkolnikov, 
Jasilionis, & Chandrashekhar, 2016). However, those studies have largely ignored the 
extreme inequality that is present in neonatal and child mortality within the urban 
population between low and high socio-economic subgroups.

It has become increasingly important to examine neonatal mortality within urban 
population subgroups due to three reasons: First, slums and other socio-economically 
disadvantaged urban areas perform far worse than other urban areas across all child 
mortality categories and across all types of cities (Antai & Moradi, 2010; Fink, Günther, & 
Hill, 2016). Analysis of Demographic and Health Survey data from 56 surveys documented 
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that although mortality risks are lower in urban populations, in general, specific urban 
subpopulations have a mortality risk greater than the rural population(Montgomery, 
Stren, Cohen, & Reed, 2013). Thus, urban health averages mask wide socio-economic 
differentials and the urban poor often face health risks that are nearly as severe as those 
of villagers(Montgomery & Hewett, 2005). This is very much true in urban India, where 
the infant mortality rate for the urban population in the lowest wealth quintile is more 
than twice that of the highest wealth quintile (65 per 1,000 among lowest wealth quintile, 
corresponding to 27 per 1,000 among highest wealth quintile) (International Institute for 
Population Sciences (IIPS) and Macro International, 2007). Similarly, the proportion of 
mothers receiving maternity care (full antenatal care, medical assistance at delivery and 
post-natal care) among the poorest quintile is much lower than that of richest quintile 
population (say authors own analysis of National Family Health Survey, 2005-2006 data 
shows that full antenatal care is 5.7 per cent in the poorest quintile compared to 41.4 
percent in the richest quintile) (International Institute for Population Sciences (IIPS) 
and Macro International, 2007). Furthermore, among the poorest quartile of India’s 
urban population only half of the births were assisted by a health professional in 2005-
2006, while among the rest of the urban population, 84 per cent were assisted by health 
professionals.

Second, the growth of poor urban communities and slums in an urban area is very 
rapid. In South Asia, slum and squatter settlement populations constituted 58 per cent 
of the total urban population (Ooi & Phua, 2007). As per the 2011 census, Delhi has 
approximately 1.8 million people living in slums (Census of India 2011). Also, about 15 
per cent of Delhi’s population lives below the poverty line, with a per capita monthly 
income of less than 11 USD (Govt of NCT of Delhi, 2014.). The growing urban poor/slum 
population demands particular attention from researchers and policymakers, as most 
research and programs focus on rural areas.

Finally, the urban contribution to India’s GDP is estimated about 60 per cent and urban 
poor play a crucial role in ancillary economic activities. The poor health of this section 
of the population has direct and negative impact on cities’ economic growth (UNDP, 
2005).

Nevertheless, a few studies have focused on urban health exclusively in a metropolitan 
city like Delhi. Neonatal mortality, an important indicator of obstetric and newborn 
care services, is hardly discussed in the context of the urban poor living in Delhi. With 
an infant mortality rate of 28 per 1000 live births, Delhi was the 13th best among the 
states/union territories in India in 2011(Registrar General of India, 2012). At the same 
time, Delhi had the highest infant mortality rate among four major cities in India and 
a substantial portion of these deaths occurred in the first month of life (The Hindu, 
2014b). In this study, we used qualitative data from in-depth interviews with women 
who had experienced a neonatal death in the recent past in order to identify the context 
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and factors leading to the death of neonates among low socioeconomic status subgroups 
in urban areas. Unlike quantitative research, qualitative methods can explore the issues 
related to socio-cultural, religious, and economic constraints that influence decision-
making in newborn care and affect mortality outcomes. Hence, the main aim of this 
study was to obtain detailed data from a small number of participants. We did not aim 
for data saturation as such, but to provide in-depth data on neonatal deaths in relation to 
poor quality healthcare and other responsible factors. These findings may help to derive 
a conceptual framework of socio-economic determinants of neonatal mortality among 
the urban poor in India.

The primary objective of this study was to analyze mothers’ experiences of neonatal 
deaths, their perception about what led to those deaths, and how the deaths could have 
been avoided. We also examined the accessibility and quality of health systems that 
are available for the socio-economically disadvantaged population living in a city of 
international stature.

DATA AND METHODS

The study area

The study was conducted in a notified urban slum in the North-East District of Delhi. 
As per the 2011 census, Northeast Delhi had a population of 2,241,624, roughly equal 
to the nation of Latvia,(Office of Registrar General India, 2014). Northeast Delhi is the 
most densely populated district in India, with a population density of 36,155 people per 
square km. Its population growth rate over the decade (2001-2011) was about 27 per cent. 
Northeast Delhi has a sex ratio of 886 females for every 1000 males and a literacy rate of 83 
per cent. The district is highly urbanized, with nearly 92 per cent of its population marked 
as urban. Nearly 30 per cent of the district’s population is non-Hindu, with Muslims being 
the predominant minority group (Director of Census Operations, 2013) This district has a 
common border with the state of Uttar Pradesh to the north and the east.

Mothers who experience neonatal deaths

Neonatal deaths that occurred in a nine-month period in Northeast district of Delhi were 
identified through the Maternal and Neonatal Tetanus Elimination survey conducted by 
the Directorate of Family Welfare, Delhi, with special assistance from the World Health 
Organization country office for India. The survey was conducted as per the guidelines 
of the Government of India in April 2013 in 91 clusters of Northeast district. The survey 
recorded 18 neonatal deaths that occurred between April 2012-January 2013 (9-month 
period) out of 1001 live births. We collected the list and detailed home addresses of 
all the 18 deceased neonates from the Directorate of Family Welfare, Govt. of NCT of 
Delhi, Vikas Bhawan, Civil Lines, New Delhi. Out of the 18 cases, we followed 14 for our 
qualitative research, since four families had left their stated address.
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In-depth, face-to-face interviews with the mothers lasted an average of two hours each. 
We used a semi-structured interview guide derived from a review of existing quantitative 
studies. It included questions about their marriage, socio-economic background, 
pregnancy, antenatal care, diet during pregnancy, household chores, the role of the 
mother-in-law (if she lives with them) and the role of the husband’s family (if they are 
living with husband’s family), belief in traditional healers, doctor and nurses’ behaviour 
at health facilities, counselling by medical staff in antenatal visit, environment of health 
facilities’, information about the baby’s health and the context of death. Respondents 
were requested to answer freely to give their perspectives, concerns and feelings about the 
child’s history. In all the in-depth interviews, the primary respondents were interviewed 
privately in their homes. However, they were assisted by their husbands or mother-in-
law’s in cases where they had difficulty recalling exact information. 

Healthcare providers

A group of health service providers from the public health facilities (one district tertiary 
care hospital, two maternity homes, two Delhi government dispensaries and two primary 
urban health centres) in the study locality were interviewed to understand demand-
supply balance of healthcare services. These health professionals were gynaecologists, 
pediatricians, and nurses in the district hospital; gynaecologists, medical officers, and 
nurses in a maternity home; and medical officers and nurses in the rest of the facilities. 
We conducted in-depth interviews with these health professionals to collate their insights 
on factors affecting neonatal deaths. 

For all the interviewees including mothers and healthcare professionals an audio recorder 
was used to record the interview with their prior permission. In addition, the interviewers 
made field notes during interviews. 

Ethical Statement

This study was reviewed and approved by “Think Tank Grant Committee of the Institute 
of Economic Growth”. The parents of the deceased neonates provided their written 
consent. The health providers gave verbal consent. We have used pseudonyms to keep 
the respondents’ identity confidential. 

RESULTS

Description of mothers and neonates

Table 1 summarizes the social-demographic characteristics of the mothers who had 
experienced neonatal deaths. The women who experienced neonatal deaths were between 
21 and 38 years old. Two of the women never attended school; three had completed 
secondary education; while the rest had completed between 5 and 9 years of schooling. 
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Table 1: Background characteristics of mothers who lost neonates,  
April 2012-January 2013

Background 
information

Numbers, 
N=14

Background information Numbers, 
N=14

Age Caste
Below 20 0 Scheduled Caste 6
20-25 7 Other Backward Caste 1
25-30 3 General Caste 7
30 and above 4 Type of family

Years of Schooling Joint family 10
0 years 2 Nuclear Family 4
1-12 years 9 Husband’s occupation
Above 12 years 3 Temporary worker 7
Religion Others1 5
Hindu 11 Unemployed 1
Muslim 3 Missing information 1

Source: Field Survey, April 2012-January 2013

 Table 2: A brief description of neonates deceased, April 2012-January 2013 
Background 
information

N=14 Background  
information

 N=14

Age at death Sex

1st day 3 Male 7

2nd day 3 Female 7

3rd day 1 Birth order

4-6 days 4 1 7

11-15 days 3 2 4

Birth Weight Above 2 3

Less than 2 Kg 3 Place of Death

2-2.5 Kg 5 Home 2

2.5-3.5 Kg 3 Hospital 12

Above 3.5 kg 1 Causes of death2

Missing 2 Severe Birth Asphyxia 3

Place of Delivery Congenital Heart Disease 3

Home 3 Hyaline membrane disease 2
Government Hospital 9 Meningitis, Severe diarrhea, 

Prematurity, Pneumonia
4 

Private hospital 2 Not stated 2

Source: Field Survey, April 2012-January 2013
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Half of them belonged to socio-economically backward subgroups (Hindu Scheduled 
Caste or Muslim population). Most of the women’s husbands worked as daily wage 
workers in the informal sector (temporary workers in construction/factory/press, 
computer operators, salesmen, vegetable sellers etc.); monthly remuneration varied from 
a minimum of 4,000 to 15,000 Indian Rupees. Most of these women respondents (10) 
had joint families (and were living with their in-laws).

Table 2 provides details of the deceased neonates. All deaths had taken place before the 
neonates were 15 days old, with a majority of them occurring within the first five days. 
Most of the deliveries (11) took place either at a government facility or at private health 
facilities, and most babies (8) were LBW or low birth weight (below 2.5 kg). The leading 
causes of deaths were Pneumonia (4), Severe Birth Asphyxia (3), and Congenital Heart 
Disease (3).

To show the results, we have used narratives to reflect the respondents’ views under 
the following themes.

THEMES FROM QUALITATIVE ANALYSIS: SERVICE USER’S 
PROSPECTIVE

Quality of care in Government facilities

Government-run facilities provide free healthcare to all pregnant women and children 
under five years of age residing in Delhi. All women in our sample who delivered at 
government health facilities experienced lack of proper counselling, rude behaviour by 
medical staff, very little time spent in consultation with the doctors, different doctors at 
each visit, husbands being restricted from attending outpatient antenatal consultations, 
and lack of cleanliness in the toilets. 

In our sample, Hema (name changed), a 24-year-old woman with a secondary school 
education was living in an area of poor hygienic where Tuberculosis, Malaria, and 
Diarrhoea were common. Her family members (mother-in-law and sister-in-law) had 
Tuberculosis. During the sixth month of her pregnancy, she was diagnosed with severe 
Jaundice. She was immediately taken to the nearby district hospital for treatment, where 
she did not feel adequately treated. She was not even admitted to the hospital, and the 
hospital staff did not inform her that Jaundice was a potential sign of danger during 
pregnancy. 

“Tests were done to see the health of the baby, but they didn’t say anything. They gave 
me some tablets but didn’t admit me.” (Aged 24, North East District, Delhi).

During an ultrasound in the eighth month of her pregnancy, doctors detected that the 
child’s heartbeat was low, and thus delivery was expedited. The child was delivered 
prematurely, and she stayed in the hospital for 15 days. The child was kept in an incubator 
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for six days, but could not be saved. In Hema’s opinion, this was a clear result of the 
health system’s negligence. Similarly, other women respondents complained of having 
different doctors examining them at each antenatal care visit. In most cases, doctors did 
not have the time to check prescriptions and reports by the previous doctors. This made 
the women uncomfortable hence they lost faith in the system.

 “There were different doctors on every visit. Every time the patient had to repeat 
her (case) history. They (doctors) should keep a record. The doctor who conducted 
the delivery had never advised me before and I saw him for the first time only in the 
delivery room. Doctors should meet you as per their specialty, and the same doctor 
should be there every time.” (Aged 24, North East District, Delhi).

The majority of the respondents experienced rude behavior from doctors and nurses. 
They also felt that the number of patients in the government hospital overburdened the 
doctors.

 “Male doctors were often rude and misbehaved. I complained about them, but 
nothing was done by the authorities as they may have been under the threat of unions 
and strikes. Doctors have no time to talk, and they are only performing their duty for 
namesake. There is always a long queue of patients. They never investigated which 
doctor examined me before and just wrote (prescribed) more check-ups. They were 
too busy to see my previous tests and reports. They were not doing their job properly, 
said Hema. (Aged 24, North East District, Delhi).

Government health facilities in Delhi do not allow any male members of the family to enter 
the outpatient maternity rooms during antenatal visits by women. Hema emphasized the 
importance of spouse involvement while counselling with medical personnel.

“Family (particularly husband) should be allowed during counselling as they are key 
influencers/decision makers for a place of delivery and emergency care. He (husband) 
stopped coming with me as he was not allowed inside…they (doctors) should talk in 
front of the husband, after all he is the father, an important decision maker…” (Aged 
24, North East District, Delhi)

Even if respondents were not satisfied with public facilities, they were forced to stay in 
the system due to their economic constraints, or because they had little trust in private 
facilities, and felt they had no other option. Thus, these women were left with few choices 
for accessing quality healthcare services in Delhi, as was stated by one of the respondents:

I wanted to visit private facility even though it was costly but everyone says they are very quick 
in performing C-section (and make easy money). The doctors in the private facilities are not 
knowledgeable.” (Aged 27, North East District, Delhi)

Most of the respondents felt that the public hospitals lacked cleanliness; and the toilets 
especially were not as clean as they should be. 
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Quality of care in privately run facilities

Not all respondents delivered in a public facility, some delivered in private facilities, 
even though they had to pay. The experience of Veena raises serious questions about 
the competency of the private hospitals available to poorer families in Delhi. Veena, a 
25-year-old, college-educated woman chose a private hospital to ensure a safe pregnancy 
and delivery. From the beginning of her pregnancy, she had regular antenatal checkups, 
vitamins, a balanced diet and exercise. When she did not experience labour at the 
expected time, she went to the hospital where she had been seeking antenatal care. She 
was not satisfied with the treatment and requested that the hospital authorities refer her 
to another hospital.

“My 9th month completed on 2nd July. On 8th July, I went to the doctor with no pain 
and told him about the problem. I said that if you don’t know what to do next, please 
refer me to another hospital. Both my mother and my husband were with me, and we 
waited for 5-6 hours. I waited for a response from the hospital on 9th, 10th, and 11th of 
the same month. 

…The hospital authority called me 15 days later from the due date. I don’t know which 
medicines the personnel gave me. The child was overdue, but I did not get pains, they 
induced pain, and I was admitted at 2 pm with two bottles of glucose and by 7 pm the 
child was delivered dead. The cause of death was a late delivery, which overshot the 
due date by as much as 15 days.

My husband was so upset and enraged that in anger he tore all the reports. So I have no 
way to consult anyone to seek a second opinion on what happened”. (Aged 25, North East 
District, Delhi)

Veena mentioned that the child might have died of respiratory distress, which is termed 
as meconium aspiration in medical language, although she was not very sure about it. 
Hospital authorities explained that the cause of death was “late delivery” and sent her 
away without any feedback, information or consolation. Veena’s incident raises the 
questions over the competence and credibility of private healthcare. According to her, 
the death of the child could have easily been avoided if the hospital authorities would 
have taken appropriate action immediately after her due date. 

Lower level of education, lower awareness and poor negotiation at health 
facilities
Respondent narratives indicated that women with low levels of education (eight or 
less years of schooling) were less assertive in running the house and in demanding a 
reasonable share of the common household resources, in comparison to their more 
educated counterparts in the same household. The situation was worse for a less educated 
woman living in a joint family with parents-in-law and better-educated sisters-in-law, 
and those with limited incomes from their partners. As one respondent with a low level 
of education (Saya) explained: 
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“We are living in a joint family with my parents-in-law, their two married sons and 
their children. The daily household chores such as cooking, sweeping floors, washing 
clothes, picking up heavy objects around houses caused tremendous stress to me. I 
wanted to have some fresh air. But it was not possible in this thickly populated lane. 
Boys roam around everywhere. I felt shy to go out with my pregnant body. Better 
to go to the top of the building, which may not have been good for me as the steep 
climb to upstairs is not recommended during pregnancy. What could happen to my 
pregnancy in this situation, I used to think?” (Aged 24, North East District, Delhi)

Saya’s limited education further deterred her from negotiating her role in the family, 
especially in comparison to her college-educated elder sister-in-law, Rekha. Rekha, with 
two healthy and playful children, was looked upon as more mature and knowledgeable 
than Saya. Saya’s partner was a casual wage labourer in a small printing press and hence 
his income status did not qualify him to have a say in seeking good homecare and medical 
care for his wife during her pregnancy.

Not only that, her limited education also became an obstacle when communicating with 
health service professionals in government hospitals with free services. Due to her poor 
ability to communicate (to a certain extent because of low education levels), the hospital 
doctors and nurses were rude to her during her antenatal visits to the hospital. She felt 
that her problems were not satisfactorily addressed at the hospital.

“I went to the doctor when I had a severe stomach ache. The doctor consulted with 
me for less than five minutes. They (doctor and nurses) were rude. They gave a few 
calcium tablets. I was not given any additional information about the cause and 
management of the problem. I did not get any suggestion for diet, exercise or rest; 
they said that operation (C-section) may be needed as I was short. ” (Aged 24. North 
East District, Delhi)

As she was afraid of “facing the rudely speaking doctors” she did not see the merit in 
consulting the doctor even when she experienced swelling in her hands, feet, legs and 
face. Her “body was swollen and started to turn black”. She was completely unaware that 
these symptoms were in fact danger signs and required immediate medical attention. 
Furthermore, she chose a home birth, on the advice and influence from her equally ill-
informed parents and her brother’s wife, who had also given birth at home. The lack of 
information about pregnancy danger signs, supplemented by lack of counselling by the 
hospital staff, led her to make poor healthcare choices, particularly concerning the place 
of delivery, which likely contributed to the death of her premature (eight months and 
eight days) baby.

“I did not know about the importance of water breaking (bursting of the amniotic 
sac), which happened at 3 am. I went to the hospital only at 9 am instead of going 
immediately, and the child was declared dead by 12 at noon. I even had fallen once, 
but I didn’t fully care… I did not tell about this to my in-laws, neither did I inform 
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them about my labour pain immediately. This (The death of baby) would have not 
happened if I would have informed them earlier. Only later people started saying that 
one should go to the hospital within half an hour of labour and not delay it – if I had 
followed the way it should be done, then I would have had a normal child. But I was 
not fully informed”. (Aged 24. North East District, Delhi)

Another respondent was Chhaya, an illiterate woman who migrated from rural Uttar 
Pradesh to Delhi after her marriage. During her interview, she was still in a state of shock 
about the death of her 2-day-old son, as she felt that she had followed all the instructions 
of pregnancy care and childbirth. She preferred to get advice from her neighbour about 
pregnancy and newborn care, rather than go to the tertiary hospital. She went to the 
hospital for the first time when she was five months pregnant as she experienced acute 
nausea, indigestion, and loss of appetite. She was asked to have an ultrasound, which 
was shown during the interview. The report clearly stated that the foetus was unstable 
and the child should only be delivered through C-section. Since Chhaya is illiterate, she 
could not comprehend this very important, life-saving information and went ahead with 
a home-based delivery. According to her, the doctors at the nearest tertiary government 
hospital did not tell her about the necessity of a hospital delivery. Due to her lack of 
awareness, she did not follow the advice to have a hospital-based C-section delivery, as 
suggested by the ultrasound report.

“I had been to the hospital during my pregnancy only once (besides delivery)…they 
(the doctors) said it is our will to deliver at hospital or home…they did not advise for 
institutional delivery…if they had said that we would have followed”. (Aged 29. North 
East District, Delhi)

Hence, she chose home delivery to suit her convenience and comfort. The casual and 
unconcerned attitude of the doctors discouraged Chhaya from diligently following the 
guidance on institutional delivery.

Describing the course of events during the day of delivery, Chhaya stated that her water 
(amniotic) sac broke at 5 am, followed by pain in the afternoon. Her husband was 
unaware of the complication and returned from work at the usual time in the evening. 
The local dai (traditional birth attendant) was called at 7 pm, and after a preliminary 
examination she advised them that the mother should be taken to hospital. The family 
reached the hospital by 9 pm, but no operation theatre was free to provide the much-
needed emergency care for the prolonged labour. With no choice left, a vaginal delivery 
had to be conducted, which led to birth asphyxia and the death of the child. In all the three 
cases discussed so far speak of “three delays” as important factors leading to maternal 
mortality: Delay in deciding to go to the hospital, delay in transportation, and delay in 
receiving care at the hospital)(Barnes-Josiah, Myntti, & Augustin, 1998) . In the last case, 
we can see that all these three delays contributed to the death of Chhaya’s infant. 
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Poor healthcare provision for the poor migrant population in Delhi

Our study also found that recent migrants belonging to socio-economically disadvantaged 
populations use maternal and child healthcare services significantly less than the non-
migrants of similar socio-economic characteristics (Kusuma, Kumari, & Kaushal, 2013). 
The narrative of Geeta supports this in the context of Delhi. Geeta and her husband, who 
migrated to Delhi from rural Uttar Pradesh, live on a subsistence income in a rented 
accommodation in the study area. They are not registered with public health facilities or 
any of the Anganwadi centres3 and are not entitled to benefits of State Government of 
Delhi since they do not possess proof-of-residence. During her pregnancy, she could not 
afford to have essential food like rice, fruits, and milk products since the major share of 
their income went on paying rent.

Geeta had experienced a miscarriage during her first pregnancy, although she was not 
sure of the cause. In the absence of any family planning measures, she conceived again 
within two months after her miscarriage. She suffered from typhoid and fever during her 
second pregnancy and could not access essential nutrition and healthcare, because of her 
low family income and lack of access to public schemes. She gave birth to an underweight 
child of 1.75 kilograms. She did not know the cause of the death of her newborn son, 
although she thought that insufficient breast milk led to her son’s death.

Shabnam’s family comes from Aligarh, a small town in Uttar Pradesh. Of the four sons 
living in the house with their spouses, Shabnam is the wife of the second one. The family 
is mostly illiterate, highest level of education attained was in case of a male member who 
has completed secondary school. The ‘purdah4 system’ is still prevalent and talking in 
front of elders is prohibited. The main decision-maker in her family is her father-in-law. 
As per the family norm, a husband or elderly male family member must accompany the 
women if they want to go out. They cannot go alone, even if they are stepping out of the 
house to go to a local dispensary. Shabnam felt that this restrictive barrier, guided by 
cultural norms and traditions, held her back from making appropriate health choices 
for herself and her newborn. Due to their migrant status, the family does not enjoy the 
benefits of State Governments for permanent citizens of Delhi. This pushed the women 
in the family to go to relatively small and cheap private health clinics, which have neither 
the capability nor the infrastructure of public hospitals.

Sarita’s story further confirms the toll of the lower class migrant population in Delhi. 
Thirty-three-year-old Sarita had experienced three miscarriages in her life. She did not 
want to have another pregnancy immediately, but she did not have knowledge of family 
planning. She chose not to go the hospital until she felt abdominal pain; at this point she 
went to a nearby private hospital for delivery. When her delivery became complicated, 
she was referred to the nearest government hospital with tertiary care. Although the child 
survived the delivery, a few days after taking her home, she died.
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“…went to the hospital only when I experienced pain, otherwise not. This hospital 
referred me to government hospital when I was about to die…we brought back the 
child home on 3rd day....2 to 3 days she was okay but on 6th day she became quite - 
not drinking milk…her hands and feet went blue…she was not crying…not opening 
eyes…we went to private hospital but machines were not there…so we went to the 
Government hospital…” Aged 33, North East District, Delhi)

As is often the case with migrant mothers, she was not registered for the government’s 
awareness programme to improve the nutritional status of mothers and children. Thus 
she was unaware of the importance of exclusive breastfeeding for the first few months of 
life.

Another migrant from rural Uttar Pradesh, Santosh, had an experience similar to Sarita’s. 
In her thirteen years of marriage, she became pregnant six times. Three were miscarriages 
and one died within a month after birth. At the time of the interview, she was the mother 
of two children. She explained that her migrant status compelled her to stay away from 
the hospital until she was in her fifth month of pregnancy.

“…for us (migrants) government card is made only in the 5th month – not before…then 
it takes time to verify…they say that we should get a card made only if we experience 
more severe problems like pain or bleeding…they make card only for 1st/2nd child 
but not if you have more children……The doctor said the baby was inverted but since 
no boards were available for operation, I was sent for normal delivery…everybody 
cannot go inside…my husband had to wait outside even during an emergency..…
after returning from the hospital when the child stopped passing stool, we didn’t seek 
medical care…we tried things like ‘hing’(asafoetida) and ‘ghutti’(herbal water) …we 
gave sweets to newborn such as Janamghutti (special herbal mix for new borns) or 
honey or jaggery…whole house (all family members) says that give child something 
sweet to suck on……Different medicines don’t suit me, so I prefer home-based 
medicines for myself and children. The child was not taken to the hospital for routine 
checkup“.…” Aged 30, North East District, Delhi)

THEMES FROM QUALITATIVE ANALYSIS: SERVICE PROVIDERS’S 
PROSPECTIVE: OVER BURDENED HEALTH FACILITIES: 
UNBALANCED DEMAND AND SUPPLY 

One of the main problems highlighted by our interviews with the deceased neonates’ 
mothers was the poor quality of the health services provided by the public hospitals and 
some private hospitals in Delhi. Poor quality not only deterred expectant mothers from 
seeking antenatal care services and choosing institutional delivery, but also played an 
important role in neonatal death due to the negligent behavior of the hospital staff. To 
understand the causes of poor quality of care in the hospitals, we conducted open-ended 
interviews with a group of health service providers from government hospitals in Delhi. 
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The following Section discusses the themes that emerged from the interviews with the 
medical professionals in the government-run facilities in the study area.

Inadequate provisioning of health infrastructure

One of the main causes of poor quality of healthcare delivery was inadequate provisioning 
of government-run facilities. Respondents felt that the hospitals were not sufficiently 
well-equipped to ensure neonatal survival. For example, a popular tertiary hospital in the 
study area has a limited number of incubators for the LBW neonates. One doctor said:

“As a head of the neonatal resuscitation unit, I often face the dilemma of not being 
able to provide the crucial, life-saving incubator to a needy neonate. This is due to 
inadequate number of incubators in the hospital to meet the growing demand at 
this hospital. I very often accommodate two neonates in a single incubator, which is 
against the WHO Evidence-based practices. The number of beds in the labour room 
too are too less and can cater to merely a fraction of the actual demand. It is a usual 
practice to share a common bed between two women before and after delivery in 
government-run facilities”. (Aged 54, Doctor, North East District, Delhi).

Overburdening of health facilities

In Delhi, a large proportion of the relatively deprived population is dependent on the 
public healthcare system. Keeping that in consideration, the facility services cannot be 
refused to anyone. For example, in the out-patient department (OPD), doctors reported 
that there is ‘no upper limit’ on the number of patients to be attended to on a daily basis. 
On an ordinary day, 750 patients are seen in OPD, though ideally they felt it should be 
limited to 250. Due to this over-burdening of the facility, the consultation time per patient 
is often short. Hence, important elements, like ANC counselling, are often forgone, and 
only essential treatment is delivered. The increased numbers of patients contributed to 
the perceived rude behaviour of the overworked hospital staff, which in turn is a key 
deterrent to pregnant women seeking ANC visits.

Lack of education among mothers: Demand affects supply

Some medical professionals commented that uneducated mothers find it hard to 
comprehend and implement the essential health information shared during ANC 
counselling. This de-motivates the staff to impart counselling, a key factor for neonatal 
survival. Giving an example, one service provider stated:

“Despite explaining the importance of ‘birth preparedness’ to the expectant mothers, 
they do not carry clothes or blanket to clad the neonate immediately after birth. The 
baby has to be kept warm for 8-9 hours after birth and such precautions go a long 
way in ensuring neonatal health. Earlier I used to bring my own children’s clothes for 
them, after all everything has a limit.” (Aged 36, Nurse, North East District, Delhi)
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Severity of the problem in the poorest wealth quintile

According to health service providers, majority of the clients of government-run facilities 
belong to poorest wealth quintile and are at higher risk of suffering adverse outcomes due 
to other factors such as high fertility, low income, poor sanitation, lack of awareness etc. 
One doctor said:

“Health provisioning is the least where it’s needed the most. The peculiarity and 
severity of the problem in this income group can be described by giving the example 
of Ramu. Ramu is a driver and is already supporting a family of five on a measly 
income of 5000 Indian rupees per month. His wife five just delivered their fifth child, 
and he can barely afford the medical bill of the C-section. The mother and child (LBW 
at 1.25 Kgs) are very weak. Do you think Ramu can ensure a safe and healthy life for 
a child after discharge from the hospital, considering his current economic status?” 
(Aged 54, Doctor, North East District, Delhi).

DISCUSSION AND CONCLUSIONS

Our study population consists of poor urban women who lost their babies during 
April 2012-Jan 2013. This group of women was poorly educated, had low income and 
mostly belonged to deprived castes and migrant families. There have recently been 
some news media articles highlighting the extremely bad conditions that the poor face 
in metropolitan areas in India, especially in New Delhi, regarding maternity care(The 
Hindu, 2014a). Despite media attention, the health outcomes of these poor urban 
women are often overlooked by researchers and policy makers because they live in a city 
where the average utilization of maternal and child health services is much higher than 
other parts of India. Findings from this study document the constraints faced by this 
group of women in accessing reproductive healthcare services in the national capital. Our 
qualitative findings contextualize quantitative studies that have documented the nexus 
between lower education, low caste, lower wealth index and higher neonatal mortality 
in various populations (Arokiasamy & Gautam, 2008). For example, the majority of 
respondents (11 out 14 mothers) had less than ten years of schooling. Past literature 
suggests that education plays a vital role in awareness of good healthcare practices and 
the use of health facilities (Bloom, Wypij, & Gupta, 2001; Navaneetham & Dharmalingam, 
2002). Low educational status was not only a barrier in the women’s perspectives, as they 
did not understand the care providers’ instructions, but it also de-motivated providers to 
provide information, as they assumed women would not understand. 

The majority of the women did not have full ANC care (3 ANC visits+ maternal tetanus 
toxoid vaccination + Iron and folic tablet consumption) during their pregnancy. Most of 
the mothers were of the view that their child’s death could have been avoided if they had 
received proper counselling and care from the beginning of their pregnancy. Most of the 
previous studies documented that regular antenatal care such as a minimum of three 
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visits and injections of maternal tetanus toxoid vaccination during pregnancy are crucial 
for neonatal survival (Abhishek Singh et al., 2012; Aditya Singh et al., 2013). However, 
the poor quality of antenatal care in both government and privately run facilities create 
serious impediments for these women to access healthcare services. 

In government facilities, women either withdraw from the health system or continue 
seeking care in the absence of any other options for multiple of reasons, including: a) lack 
of proper consultation, b) lack of sufficient time spent for consultation, c) rude behaviour 
of the medical staff, and d) no scope to involve their partners in the process of antenatal 
care. Most of our respondents were of the view that they were not given counselling about 
diet, physical exercise or the advantages of institutional delivery. It was reported that on 
an average, doctors consulted them for 8-10 minutes. It is well known that information 
given to patients and interpersonal relations between patients and service providers play 
a critical role in the quality of care in family planning services (Machado & Hill, 2005). 
However, lack of proper consultation coupled with unfriendly behaviour of the medical 
personnel discourage women from seeking regular antenatal check-ups and delivering 
in a hospital. Husband’s involvement in women’s reproductive health interventions can 
enhance positive health outcomes in developing countries (Amatya et al., 1994; Mullany, 
Becker, & Hindin, 2006; Mullany, Hindin, & Becker, 2005). Husbands are not a part of 
antenatal consultations in government-run facilities in Delhi, which may be contributing 
to poor maternal and neonatal health. In our study population, women had low levels of 
autonomy in the decision making process about availing healthcare service and wanted 
their husbands to be more engaged, arguing strongly for the importance of allowing men, 
and other family members, into ANC visits and engaging them in women’s health more 
broadly. 

There are significant differences in maternal and child healthcare (MCH) services 
between public and private hospitals in many countries (Barber, 2006; Tuan, Dung, 
Neu, & Dibley, 2005) and Delhi is by no means different. Delhi houses numerous private 
healthcare facilities, including high-quality, specialty hospitals equipped with world-class 
medical equipment and dedicated doctors. However, most of these specialty hospitals 
are inaccessible to women belonging to poorer socio-economic groups due to high costs. 
The rest of the private hospitals often have few, inefficient, or less qualified doctors. The 
majority of our respondents continued to attend government-run facilities since they have 
little trust on these types of privately run facilities. They believed that private facilities 
are mainly run for profit, and they pressurize women to go in for a caesarean delivery to 
earn more profit. This is corroborated by earlier studies indicating a higher incidence of 
caesarean deliveries in private hospitals compared to public hospitals (Peterson, 1990). 
A national and state level analysis of trends in caesarean deliveries in India shows that 
C-section delivery rates are higher in private health facilities in India (Ghosh & James, 
2010). Respondents in this study thought that the competence of private hospitals was 
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lower, especially for emergency cases. The role of private facilities, especially for maternal 
and child healthcare, needs further rigorous investigation by policy makers in Delhi.

Our in-depth interviews with health service providers revealed that there is an extreme 
mismatch between the demand and supply of reproductive healthcare in the study area. 
This is partially due to the increased demand for hospital services by the migratory or 
floating population that government facilities need to serve in their centres. Many of 
these facilities must provide care to larger populations than they are prepared for, given 
their infrastructure and manpower. In most of these facilities, two women share their 
bed before and after delivery. The high volume of patients forces doctors and medical 
staff to compromise on the quality of care.

Another major challenge before doctors in the study area is that the majority of babies 
having low birth weight. Large-scale studies show prematurity and low birth weight are 
the most common (Collaborators, 2010) causes of neonatal death in India (Collaborators, 
2010). These babies need special care until they complete the first month of their life. 
According to the healthcare providers consulted in this study, government facilities 
provide the best services during their stay in hospital in the early neonatal period but are 
unable to follow up once they are discharged from the hospitals. 

Although this study has a small sample size, the in-depth nature of the interviews, and 
the fact that the perspectives of both women who lost a baby and healthcare providers 
are included, give us insight that is impossible to capture through quantitative studies. 
By gathering information about the narrative of women’s experiences, we gain insight 
into the process of care seeking, and the main factors and barriers that contribute to poor 
quality of care and adverse neonatal outcomes. The focused nature of the study (among 
women who lost a baby in one district of Delhi in a short time period) allows us to draw 
conclusions about what is happening to a specific group of women living in Delhi who 
have ample physical access health facilities. The findings of this study cannot necessarily 
be generalised to other populations or other parts of India; however, we believe that the 
findings may be applicable to other poor urban populations in Delhi or other metropolitan 
areas of India. Regardless, further investigation is needed to improve the process of care 
for socio-economically disadvantaged population.

To reduce neonatal deaths in Delhi, the government must improve factors on both the 
demand and supply side. In order to increase demand, marginalized women should be 
counselled by health workers before and during pregnancy, and during and after delivery. 
Families need to be involved in education about the importance of ANC and hospital 
delivery, as well as how to recognize danger signs in pregnancy. Special provisions 
should be also made for the migrant population to ensure easy and quick access to health 
facilities, including ensuring that they have legal rights and the documentation to access 
facilities. On the supply side, improving the number of facilities and supplies on one 
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hand as well as the training and number of staff in facilities on the other is essential for 
improving healthcare services. Improved communication between patients and providers 
is the key component, and should be addressed through interventions both with women 
to become better advocates for themselves, and also with providers to improve their skills 
in communicating with the poor, uneducated women and their families. An investigation 
into the quality of care and possibilities for regulation of the private sector is necessary. 

Poor access to maternal health facilities by socio-economically disadvantageous women 
in Urban Delhi needs more attention. This research highlights that both family level and 
health facility level factors are affecting the quality of care received by women during 
pregnancy and at the time of delivery. What is most remarkable about the findings of this 
study is that the causes of neonatal mortality in the study population were not due to lack 
of advanced technological medical care. Rather, babies are dying because of the social 
interactions between providers and patients. It is likely that many of the babies in this 
study could have been saved if social barriers (within the household and in the facility) 
were broken, and women could advocate for themselves, involve their partners, and be 
listened to by their providers. 
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ENDNOTES

1. Computer operator/sales man/tailoring shop/freelance writer/vegetable seller etc.

2. As per report of the hospital Anganwadi centre provides basic healthcare in Indian villages. It 
is a part of the Indian public healthcare system.

3. Religious and social practice of female seclusion prevalent among some Muslim and Hindu 
communities in India.
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