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Challenges for pregnant women seeking institutional care during the
Covid-19 lockdown in India: A content analysis of online news reports

SURBHI SHRIVASTAVA, SAURABH RAI, M SIVAKAMI

Abstract

India’s nationwide lockdown to curtail the transmission of
Covid-19 has given rise to concerns over the health system’s
response to maternal and child health (MCH) services. This
paper aims to understand the challenges faced by pregnant
women seeking institutional care during the lockdown. We
conducted a qualitative content analysis of 54 online news
reports, published in English and Hindi, between 25 March 2020
and 31 May 2020. They covered cases across 17 states in India
and 16 maternal deaths. Three broad thematic categories of
challenges for pregnant women emerged from the analysis: 1)
physical access to health facilities, 2) admission to health
facilities, and 3) lack of respectful maternity care during the
lockdown. In conclusion, strengthening health systems and
incorporating MCH into the Covid-19 response is imperative.
Failure to provide quality MCH services during the lockdown has
implications for the continuum of women’s care, maternal
mortality,and human rights.
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Introduction

Covid-19 is not the first coronavirus disease to afflict the
modern world. Its predecessors include the severe acute
respiratory syndrome (SARS) of 2002-03 and the Middle East
respiratory syndrome (MERS) of 2012 (1). The response to
Covid-19 was similar to previous public health emergencies
in that human and financial resources were diverted from
various health programmes towards measures to contain the
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pandemic (2). However, the global uptake of “physical
distancing” measures makes it unique (3).

The Indian government imposed a nationwide lockdown as
its primary strategy to contain Covid-19, which was first
detected in the country on January 30, 2020 (4). With only
four hours’ notice, the complete lockdown began on March
25,2020 and was consecutively extended on April 14, May 3,
and May 17 (5-8). Enforced through authoritarian police
action, the lockdown forced a population of over 1.3 billion
to stay home (9). The move overlooked people’s need to step
out and access health facilities for other major health
concerns. Anticipating that this blinkered approach, which
several countries adopted, would cause severe problems, the
World Health Organization (WHO) urged world leaders to
ensure the continuity of other health services and
programmes, even when overwhelmed with the response to
Covid-19 (10).

Globally, there have been concerns regarding the continued
provision of maternal and child health (MCH) services during
Covid-19 (11). History shows that outbreaks like these impact
sexual and reproductive health and rights (SRHR) and MCH in
various ways at the individual, societal, and systemic levels
(12). The Ebola outbreak in 2014-15 created serious
interruptions in the availability, uptake, outcomes, and
demand for MCH services in Sierra Leone (13). It displayed
the previously well-described “three delays” faced by
pregnant women - in seeking care, reaching the facility, and
receiving adequate treatment (14) — leading to an increase in
maternal mortality.

In the case of India, upholding women'’s access to quality
maternal care at all times has ethical and human rights
implications. India has made great efforts to incentivise
institutional birth through the Janani Suraksha Yojana (JSY)
and Janani Shishu Suraksha Karyakram (JSSK) (15). Therefore,
a failure to provide care to women trying to access public
facilities is a violation of state-recognised rights. Moreover,
the increasing emphasis on respectful maternity care (RMC)
in India (16) is a sign that disrespectful and abusive care
during childbirth exemplifies maleficence and goes against
accepted standards of medical ethics.

Unfortunately, India’s lockdown strategy did not include
commensurate measures to ensure its health systems’
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preparedness. The aftermath disproportionately affected
vulnerable social groups, particularly pregnant women
seeking institutional care. Media reports, the only available -
albeit unverifiable - source of information during the
lockdown, covered some of the difficulties that pregnant
women faced in various aspects of MCH (17-19). On April 14,
2020, the Ministry of Health and Family Welfare (MoHFW)
released guidelines to enable the delivery of essential health
services, emphasising that reproductive, maternal, newborn,
and child health (RMNCH) services are given particular
attention while also ensuring the safety of healthcare
providers (HCPs) (20). However, these guidelines were rarely
implemented in the field (21, 22). Moreover, the lack of
quality institutional care during the pandemic can be
considered a violation of the government’s Labour Room
Quality Improvement Initiative (LaQshya) to promote RMC
(23). This underlines the urgent need to provide quality
maternal health services, because even in “normal” times,
India’s maternal mortality ratio (MMR) is high, at 113
maternal deaths per 100,000 live births (24); the
discontinuity of services due to Covid-19 could lead to its
escalation.

Although telephonic surveys on women'’s health during the
lockdown have been carried out in India (25), there has been
no empirical research on the availability and quality of MCH.
In the absence of such research evidence, a systematic
analysis of alternative data sources may provide a glimpse of
the ground reality. Against this backdrop, this paper aims to
understand the challenges faced by pregnant women
seeking institutional care during the Covid-19 lockdown in
India through an inductive content analysis of online news
reports.

Methods

Even though the government’s institutional birth utilisation
data for April, May, and June 2020 were released in August
2020 after delays (26), the current Covid-19 pandemic makes
primary data collection difficult. Therefore, we conducted a
qualitative, descriptive content analysis (27) using online
news articles from India, which could potentially lead to a
conceptual map or a model (28). The news articles included
primarily those published in English and Hindi between
March 25, 2020 (when the total lockdown began) and May
31, 2020 (when it was relaxed). These sources reported on
the challenges that pregnant women faced when seeking
institutional care during the lockdown. While the lockdown
serves as the period of analysis due to its unprecedented
nature, we aim to describe all our findings from this period,
and not just those that were unique or exacerbated
underlying issues.

The search engines used were Google, Yahoo, and Bing. We
used keywords such as “pregnant woman” and “pregnant
woman denied care” to browse English news articles and
‘garbhavati mahila” (pregnant woman) and “prasav” (birth)
for Hindi articles. We also added the names of each of the
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Indian states to the keyword search to identify supplemental
articles in English. We first identified some articles through
content shared in the authors’ social networks, which we
then used to locate published versions for analysis. The
inclusion criterion was reporting on the challenges faced by
pregnant women who sought institutional care during the
lockdown, including those who tried but failed to reach a
facility. The exclusion criterion was reporting on the
challenges of pregnant women in settings other than
institutional care, notably migrant workers travelling long
distances in the wake of the lockdown. Additionally, we
excluded challenges for women who sought abortions and
those who experienced miscarriages but did not seek
institutional care. We conducted our last keyword search on
May 31,2020.

Our first search yielded 62 articles in English and 47 articles
in Hindi. If multiple news articles reported the same incident,
we chose the article which, irrespective of language,
captured the incident most descriptively from the woman'’s
perspective. We included a total of 54 articles (31 in English
and 23 in Hindi) sourced from 34 online news publications
for the final analysis (details in Appendix 1 available in the
online version.).

The first two authors, who are proficient in both languages,
conducted a content analysis. This study followed the
inductive approach. We analysed the manifest or surface-
level content, which requires relatively objective coding
without interpretation on the part of the coder (29), to plot
state-wise news reports, the reported backgrounds of
women, the number of deaths, and the context in which care
was sought.

The first two authors read each article separately and
extracted the relevant content. We translated the content
from Hindi articles to English before our analysis. We
removed the names of the pregnant women and their
families, doctors, and hospitals to ensure confidentiality.
However, we retained anonymous identifiers, such as
religion, age, occupation, and type of hospital (government
or private) to understand the context of the narrative. We
open-coded and clubbed the excerpts to form categories
and sub-categories through abstraction. As they emerged,
we grouped these further into potential themes related to
our topic. The findings evolved into a concept map of the
major challenges that women experienced while seeking
institutional care. The three broad thematic categories that
emerged were physical access to health facilities; admission
to health facilities; and lack of RMC during the lockdown.

Results

The articles that we analysed reported cases from 17 states
in India (Figure 1). Uttar Pradesh (UP) and Madhya Pradesh
(MP) topped the list in terms of the number of pregnant
women denied quality institutional care, with 13 and 7
reported cases, respectively, whereas West Bengal,
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Chhattisgarh, Karnataka, Orissa, Punjab, and Kerala had one
reported case each. Most news reports did not mention the
backgrounds of the pregnant women. However, six articles
described the women as “wife of a labourer’“wife of a daily
wage worker, or “wife of a migrant” Thirteen articles
reported the challenges faced by Muslim women, whereas
two reported on the experience of Covid-positive pregnant

women.
Figure 2 shows a pathway analysis of how women sought
Figure 1: State-wise number of online news reports on challenges

faced by pregnant women seeking institutional care during the
Covid-19 lockdown in India (N= 54)

institutional care, the types of facilities they were referred to,
and their eventual site of birth. From all the articles, we could
determine clear pathways for 49 women. Seventeen women
- more than one-third of the cases - either delivered at
home, at the roadside, outside the hospital, or in transit (in an
ambulance or other vehicle).Totally, 32 women delivered at a
hospital (19 at government facilities and 13 at private
facilities). However, only a third of them were provided care
at the first facility they visited, whether government or
private. Most women visited two or three hospitals before
they were admitted, and some visited more than five
facilities, going back and forth between government and
private hospitals before finally being admitted. Overall, 27
articles reported deaths; of those, 16 were foetal deaths and
16 were maternal deaths.

Physical access to health facilities

The unprecedented lockdown created hurdles for pregnant
women starting from the first level of seeking institutional
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care - reaching a facility.
Restricted mobility due to lockdown

Several articles have reported that some women could not
reach health facilities due to the nationwide lockdown. The
police stopped and questioned them, even denying passage
to ambulances carrying women in active labour. In the
absence of police personnel (second quote below),
barricaded roads impeded women'’s transportation to health
facilities. In such cases, women delivered in transit or even
succumbed to death:

The ambulance in which she was being taken to the ***
hospital was stopped by the police for nearly 20 minutes
on Tuesday. The police said the vehicle was entering a red
zone in violation of the lockdown restrictions... As the
woman’s relatives pleaded with the cops outside, her
condition deteriorated, and she died of excessive
bleeding in the ambulance. (Andhra Pradesh (AP), New
Indian Express, May 20)

The husband tried to rush her to a doctor on a scooter but
there were barricades at every corner in the area blocking
the roads due to the lockdown... He removed barricades
from three places, but when he got down to remove
another roadblock, his wife delivered on the road at
around 2:30 am... one km away from the *** hospital. (AP,
Times of India, April 17)

Transportation issues

Women reportedly travelled 31-217 km to reach health
facilities. While some managed to get ambulances to travel
long distances, other women’s families had to arrange
transport themselves because of the non-availability of
ambulances. Due to the lockdown, some families could not
even hire private vehicles.

Her husband said that getting an ambulance or any
vehicle was proving to be a task, so he took her to *** on
his bike. (Maharashtra, Mumbai Mirror, 29 April)

They travelled 31km to reach the facility. The doctor
referred the woman to another hospital but there was no
way for the family to go. So, the husband lay his wife down
at a cycle stand outside the hospital. Some people helped
him take her to the other hospital. (UP, Hindustan, 16 May)

Admission to health facilities

Several news reports highlighted the problems faced by
pregnant women in gaining timely admission to health
facilities. Lockdown measures ensuing the Covid-19
outbreak raised fear all around and caused several routine
services to close down. Some women were able to secure
admission after interventions from people in positions of
authority or access.

Covid-related batrriers



>

Indian Journal of Medical Ethics Vol VI No 3 July-Sept 2021

Figure 2: Summary of pregnant women'’s facility-wise pathways when seeking institutional care during the lockdown in

India (N = 54)*
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Women who had not been tested for Covid-19, or whose test
results were pending, were reportedly denied admission by
health facilities out of fear of transmission. Women who
showed any symptoms similar to Covid-19, or those coming
from “high-risk zones” — areas with a large number of Covid-
19 cases - were also denied admission. Further, the
emergency night shift staff at hospitals were reassigned to
other duties to address the gap in human resources caused
by the pandemic.

A pregnant woman who lives in a remote ‘red zone'village
in south Kashmir was denied admission to four hospitals
and was forced to travel more than 100 km in the night
before she could deliver her child. (Kashmir, The Wire, 5
May)

Riding pillion on a motorbike, she and her husband
struggled for nearly three hours to find a hospital... The
local government primary health centre (PHC) was empty
with its gates locked. Health officials claimed that all
doctors at PHC were shifted for COVID-19 duty at nearby
*** and there was no staff available for emergency night
duty at PHC. Later, two private facilities too refused to
attend her... Seeing the woman writhing in pain and her
condition deteriorating, the policemen arranged for
wooden benches and called an acquaintance nurse from
her home and other women from the neighbourhood
and asked them to safely deliver the baby there itself.
(Punjab, Indian Express, 4 April)

Some facilities reportedly denied admission to Covid-positive
pregnant women because they were not equipped to handle
them. Meanwhile, others denied treatment to non-Covid
women because the facilities were Covid-dedicated.
Moreover, the staff at one facility were unclear if deliveries
could be conducted during this period, as they had received
no communication from higher officials. Such instances
negatively impacted pregnant women:

In the case of the 29-year-old, she approached 10
hospitals soon after she tested positive... But all south
Mumbai hospitals refused admission, stating they do
not have the facility to help infected women deliver.
(Maharashtra, Indian Express, 22 April)

The guard of the hospital stopped a pregnant woman
at the gate and said that no one could enter the
building without thermal screening, hence she had to
wait. Within 15 minutes another woman in labour
arrived at the facility but she was also refused
admission. As both women waited, screaming in
advanced labour, other women gathered around and
used some cloth to create privacy and shielded the
women while they gave birth. Around then, another
pregnant woman arrived at the facility and she was also
turned away. Her labour pains increased sharply. Hearing
her screams, the women came running and helped her
deliver too. (UP, Navbharat Times, 11 May)

Pre-existing barriers
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Figure 3: Concept map of challenges faced by pregnant women seeking institutional care during the Covid-19

lockdown in India
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Pregnant women were reportedly denied admission based
on the non-availability of results of blood tests and
ultrasound. Moreover, private facilities demanded exorbitant
amounts and used the patients’ inability to pay as grounds
for non-admission and denial of treatment.

The hospital asked for blood tests and ultrasound before
admitting the woman. Since these facilities were not
available at the hospital, the woman’s family took her to a
diagnostic centre and managed to get blood tests done by
the afternoon. But the hospital refused to admit the
woman without the ultrasound report. (UP, News18, 17
May)

The hospital asked for Rs. 23,000 for [the] operation and Rs.
8,000 for [a] corona kit. When he expressed difficulty, they
refused admission. (UP, Amar Ujala, 5 May)

The hospital staff asked him for money. The husband
deposited the Rs. 1000 he had at the time and told the staff
he would go and arrange for the rest of the money. The
money was not arranged in the next half an hour, so the
woman was removed from the operation theatre and was

________________________________
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left on the street outside the hospital.” (UP, Etoi News, 18
May)

Authority figures as facilitators

A few reports mentioned that some pregnant women’s families
approached people in positions of authority to have them
admitted to facilities after the health staff had refused them.
Some people reportedly used their political connections; others
sought help from police officers and social workers. In some
instances, family members or others informed higher officials
within the bureaucracy of such cases of non-admission, and
they intervened.

Finally, | sought help from a social worker to get her
admitted to ***... After much pleading and political
pressure, the hospital agreed to admit her. But she was no
more. (Maharashtra, Hindustan Times, 29 May)

On Monday, the matter came to the notice of the District
Collector, the Sub Divisional Magistrate and the Chief
Medical and Health Officer. She was again admitted to the
district hospital, but it was too late. Before reaching there,
the foetus had died in the womb. (Chhattisgarh, Pioneer,
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19 May)

The woman, a resident of *** was admitted to the hospital
after she complained of labour pain yesterday. After the
medical staff realised that she had come from a COVID-19
buffer zone and her husband who had recently returned
from another state and is in quarantine, they asked her
family members to leave with the patient... Later,
following the intervention of [an] MLA *** and [a] Zilla
Parishad member, the woman was re-admitted to the
hospital where she was kept in an isolation room. (Odisha,
Odisha TV, 27 May)

Lack of RMC

The analysis of news reports revealed that pregnant women
experienced poor quality of care during the lockdown due
to various reasons. Some were related to systemic issues
related to the health system while others pertained to the
individual care provided by HCPs.

Health system constraints

Articles reported that on admission, women did not always
receive RMC. They experienced long waiting periods which,
in many cases, led to referral to another hospital or denial of
admission. Several women reported having visited multiple
facilities before being provided with any maternity care.
Health staff asked family members to procure basic medical
supplies like gloves before they treated pregnant women.
Moreover, the staff did not communicate with the pregnant
women and family members regarding their health issues.

(The woman) approached *** PHC for delivery on April 24
but the PHC staff referred her to *** District Hospital. On
reaching there, the doctors asked her to go to Kurnool in
neighbouring Andhra Pradesh as her blood pressure was
high and she was anaemic... an ambulance was arranged
to shift her to *** District Hospital, about 100 km away. The
doctors, after examining the woman at *** Hospital,
found that her condition was critical and asked her
husband to take her to *** Hospital in Hyderabad, another
100 km away. When the woman was shifted to XYZ
Hospital, the doctors asked her to first undergo a COVID
test as she was coming from a COVID hotspot. She was
shifted to ABC Hospital, where she was tested for COVID-
19. As the test report came negative, the next day she was
shifted back to *** Hospital, where she delivered a baby
boy. (Telangana, Outlook, 4 May)

Around 11 pm, | was asked to bring a pair of surgical
gloves before they could begin her treatment. Due to the
lockdown and this being a late hour, | was not able to get
the gloves even after searching for more than an hour.
Denied any treatment at the hospital till 3 am, | took back
my wife home. (UP, Times of India, 26 May)

Failure to meet professional standards of care
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Many facilities neglected post-birth complications, and, in
some instances, the patients were discharged shortly after
the birth.

Around 6 hours after delivering, the woman experienced
some discomfort after which the staff put her on a saline
drip. She became unconscious and the family members
requested the staff to refer her to the district hospital. The
nurse who was on night duty told the family members that
the doctor who will report for duty in the morning shift
would do the referral. In the morning, the doctor referred
her to the district hospital without even a check-up to
ascertain the seriousness of the case. On reaching the
district hospital the doctor there declared her dead. She
had [had] low haemoglobin and the post-delivery
bleeding proved to be fatal. (MP, Dainik Bhaskar,15 May)

The doctor suspected that she had symptoms of corona
and so admitted her to the isolation ward, and she
delivered there in a few hours. After that, no gynaecologist
came to examine her, over three days. Her sample for
COVID-19 test was sent to another hospital but the results
were not sent even after three days. Her child had not
received the Hepatitis B vaccine even two days after birth.
(MP, Dainik Bhaskar, May 18)

Violence against women (VAW)

Two reports described physical assault, verbal abuse, and
sexual violence by HCPs.

The woman was bleeding when she reached the
government hospital. A female hospital staff, on seeing the
blood on the floor, started hurling abuses at her based on
her religion, forced her to clean the blood from the floor
and thrashed her with slippers. The brother of the pregnant
woman intervened and stopped her, and they left the
facility. (Jharkhand, Janta ka Reporter, April 20)

The woman informed her mother-in-law that during her
stay in the isolation ward, one of the health workers
sexually assaulted her for two days due to which she
experienced excessive bleeding and had a miscarriage.
When she told the security guard about the incident, he
told her to think about her family’s reputation. Three days
after returning from the isolation ward, the woman passed
away. (Bihar, Tricity Today, 9 April)

Religious discrimination

Some articles reported that HCPs discriminated against
pregnant Muslim women, denying them admission at the
facility. HCPs also held the opinion that Muslim women were
more likely to be Covid-19-positive, as they linked them to
the Tablighi Jamaat event held in March at New Delhi, after
which many Muslim men tested Covid-positive. This was
their reason for denying care.

The woman shared “The doctor told me that Muslims have
connection with the Tablighi Jamaat, therefore, we cannot
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treat you here” ... The doctor even refused to prescribe
medicine to her and also treated other Muslim women in
the same manner. (Delhi, Muslim Mirror, 23 April)

The woman and her family pleaded with the doctor on
duty but he along with other hospital workers flatly
refused to treat the pregnant woman because she was
Muslim. (UP, News18, 17 May)

Discussion

We analysed the content of online news reports to
understand the challenges faced by pregnant women
seeking institutional care during the Covid-19 lockdown in
India. The concept map (see Figure 3) presents the three
broad categories of challenges and their underlying issues.
In the Indian context, the unavailability of ambulance
services and staff at health facilities; long waiting periods;
multiple referrals; failure to meet professional standards of
care; and VAW are pre-existing issues (30) that also emerged
in our study. However, other issues - such as restricted
mobility due to the lockdown, fear of Covid-19 transmission,
and the health systems’ lack of preparedness for a pandemic
- emerged as additional challenges for pregnant women
(11). Several documents show that routine healthcare is
disrupted during such pandemics (11) as resources are
diverted towards the emergency response, reducing access
to care for other health issues (31).Thus, the additional issues
posed by the pandemic exacerbate the existing challenges
that pregnant women have to overcome when seeking
institutional care.

The information around Covid-19 has led to the
stigmatisation of possible carriers of the disease. Amidst the
virtual epidemic of misinformation, there is immense fear
and anxiety among people, which must be addressed
through better communication (32). We found that though
HCPs are better positioned to understand the scientific
aspects of Covid-19, they also harbour these fears. The
refusal to admit women hailing from red zones is reflective
of their fear of transmission without proof of infection.
Regardless, Covid-19 testing is not mandatory for pregnant
women seeking institutional care, according to another
MoHFW guidance note dated May 24, 2020 (33). Therefore,
the state must amplify legitimate communication regarding
Covid-19 and ensure that HCPs follow their guidelines so
that the community complies with safety procedures and
requirements.

The unreasonable implementation of the lockdown by the
police impeded physical access to health facilities. This is also
true of Kenya, where a pregnant woman died before
reaching the health facility due to confusion over who was
allowed to travel during the country’s dusk-to-dawn curfew
(34). Contrary to the MoHFW guidelines, which allow the
provision of MCH services, we found that ambulances were
not available. Poor ambulance services, especially in rural
areas, has been a long-standing concern (35); it persisted
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due to restrictions on public and private transport during
the lockdown. Additionally, our pathways show that women
had to visit multiple facilities — up to seven government
hospitals or up to six private ones — to seek admission (see
Figure 2). Most facilities, both government and private,
denied them admission either due to fear of transmission or
due to a lack of preparedness for the pandemic.
Helplessness during the lockdown was not limited to
pregnant women, and reports also speak about the plight of
patients with other urgent health needs who have been
unable to physically access health facilities during the
lockdown in India (36,37, 38).

The pandemic has disproportionately affected the poor and
vulnerable population — from the absence of basic public
health measures to loss of livelihoods (39, 40). As court
orders mandate (21, 22), it is incumbent upon the state
machinery to improve people’s access to public health.
However, our paper reveals that when faced with challenges,
women and their families had to approach people with
privilege and authority to avail of institutional care. This is
reflective of an omnipresent issue of inequitable access to
healthcare, even outside of the pandemic. Moreover, while
our observation that the HCPs demanded exorbitant
amounts for treatment is not a new finding (41), the ability
to pay must not be a determinant of access to health
services for pregnant women. There is a need to regulate the
private health sector so that it follows government
advisories and acts as a resource for providing essential
health services during Covid-19 (42).

Weak investment in the public healthcare system has posed
a broader challenge to India's Covid-19 containment plans
(43), leading to inadequate and differential health systems
preparedness at the state level (44). States like Kerala fared
well, while other states grappled with their response
strategies (45). Our findings shed light on infrastructural
shortcomings in health facilities, which left HCPs
underprepared to treat pregnant women while themselves
staying safe from Covid-19. The shortage of staff due to
Covid duties translated into long waiting periods at various
facilities. Although these challenges are not unique to the
pandemic, the contexts in which they manifest have
exacerbated them. Researchers have predicted a long haul
for this outbreak in India and have identified a huge
requirement for infrastructure (46). Concerted efforts to
strengthen India’s health systems through investment in
public health infrastructure and human resources are the
need of the hour.

This paper found that the treatment pregnant women
reportedly received after admission to facilities during the
Covid-19 lockdown did not align with RMC. Several facilities
did not meet professional standards of care, neglecting and
abandoning many women who sought treatment. Some
women were reportedly subjected to physical, verbal, and
sexual abuse. Such instances are not only detrimental to
women'’s health - they could also lead to death. This goes



>

against the ethical principle of non-maleficence and violates
women’s autonomy, particularly when they are in a
vulnerable condition like pregnancy. Some reports also shed
light on religious discrimination against pregnant Muslim
women, which became an added impediment for them
during the lockdown. We argue that discrimination on any
grounds is antithetical to several aspects of the Hippocratic
oath (47). The systemic failure of the health systems in
ensuring access to health facilities for pregnant women,
compounded by the HCPs' non-adherence to professional
ethical standards, resulted in several SRHR violations for
women during the lockdown.

RMC and women'’s health continuum

India has an insidious problem of mistreatment of women
during childbirth, also known as obstetric violence (48).
Recognising this, the nation has started to emphasise the
principles of RMC, as outlined by the Universal Rights of
Childbearing Women charter (49) and the government’s
LaQshya guidelines (23). Despite the need for and
commitment to RMC, several facilities did not provide quality
intrapartum care within a framework of accountability during
the Covid-19 lockdown (50).The period of childbirth is crucial
for pregnancy-related morbidity and mortality, both of which
increased in association with the SARS and MERS outbreaks
(51). We found media articles that reported the deaths of 16
pregnant women, and, in some cases, their foetuses, while
they sought institutional care during the lockdown.
Moreover, the facilities compromised on quality post-natal
care by discharging women immediately after childbirth. This
supplements pertinent concerns about both maternal and
infant mortality, as Covid-19 is feared to have set back several
years of progress in lowering the numbers of these basic
health indicators (10, 52).

The continuum of care for RMNCH (53) is likely to be
adversely affected during public health emergencies, as we
can see in the case of Covid-19. The increased burden on
health systems due to the coronavirus are likely to
substantially reduce access to abortion and contraception
(54). Some reports have flagged apprehensions about its
impact on pregnant women’s mental health (55), many of
whom experienced increased anxiety, became
overwhelmingly distressed about the outbreak of Covid-19,
and felt vulnerable owing to their pregnancies (56).
Moreover, in accordance with proposed modifications to
make the continuum of care more inclusive (57), there are
major concerns regarding the potential rise in VAW due to
restrictions imposed by the lockdown (58), leading some to
call it a “shadow pandemic” (59). Therefore, the results of this
study must not be seen in isolation, but as a symptom of the
larger impending crises of SRHR and MCH, which could
negatively impact women’s health outcomes for years to
come. Women-centred public health strategies addressing
their differential health needs in various settings should be
paramount.
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Limitations and strengths

This study has certain limitations. First, our proficiency in only
English and Hindi restricted us from studying articles in other
regional languages. We did not find any relevant news
reports from the North East; Himachal Pradesh, Uttarakhand,
and Haryana in the North; or Gujarat and Goa in the West.
Second, we have used news reports with the caveat that
there may be limitations to the data, which we have not been
able to verify. Not all articles reported the background details
and contexts of the pregnant women. They also did not
provide narratives about the women’s experience while they
sought care.Thus, we could not conduct a deeper analysis on
the intersection of various determinants of health and how
they shaped women’s experience of seeking institutional
care during the lockdown. Third, in some instances, multiple
news sources reported the same incident, thus giving us
some scope to verify the narrative across articles. However,
there is no way of ascertaining the motivations behind the
media coverage that we analysed in this study, and the
results are not a representation of all reproductive care
provided by HCPs during the pandemic in India.

Despite these limitations, the strength of our study is that in
the absence of robust data, it serves as a systematic inductive
analysis that provides a picture of the challenges faced by
pregnant women seeking institutional care during the Covid-
19 lockdown in India.To the best of our knowledge, a similar
study in this context has not yet been conducted. This paper
can further the discourse of some pre-existing barriers that
pregnant women have faced during the lockdown despite
the presence of clear guidelines and schemes for safe and
respectful institutional birth. Among the previously
mentioned “three delays” (14), we describe the second and
third delays clearly, outlining challenges in accessing the
facility and obtaining prompt, adequate care. Future research
can build on these ideas to develop a more robust empirical
study that captures all the “three delays" that pregnant
women face while seeking institutional care. Moreover, the
scope of our analysis was limited to those seeking
institutional birth, but future research can explore other
important settings, such as migrant workers in transit, where
pregnant women did not receive quality care during the
pandemic.

Conclusion

In the months between the first Covid-19 case in India and
the start of the lockdown lay a missed opportunity for
planning concerted public health action. Even the time that
the government bought through the lockdown did not see
efforts towards inclusive policy decisions. On the contrary,
the pandemic is deepening pre-existing inequalities and
exposing vulnerabilities in social, political, and economic
systems that are amplifying its impacts (60). This paper
underscores the need for evidence-based, equitable policy
action, during and post-pandemic.

Going forward, this study must be considered a much-
needed wake-up call, highlighting the need for long-term
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changes to India’s health system (44). In sum, ensuring the
preparedness of health systems for a pandemic, where
facilities provide continuous institutional care and proper
referral mechanisms to pregnant women - especially those
from marginalised communities - is in line with the central
tenets of universal health coverage. The existing guidelines
and policies for pregnancy care, especially LaQshya, need
better implementation, within and outside of the pandemic.
Finally, the government’s legislature, executive, and judiciary
must uphold human rights and ethical standards at all times
to promote the health of vulnerable populations, especially
during a pandemic.
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