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“Each of us is a unique strand in the intricate web of life.” 

– Deepak Chopra 

 

In the summer of 2012, I interned at the World Health Organization (WHO) 

headquarters in Geneva, Switzerland. I worked in the Maternal, Newborn, Child, and 

Adolescent Health department, focusing on maternal health and mortality. The 

opportunity to work with and learn from some of the world’s maternal health experts was 

a thrilling experience. Maternal mortality is an issue that the WHO is fighting to address 

in meetings, research studies, and reports. As I became more familiar with the issues of 

maternal mortality, I began to notice that the approach to maternal death was often the 

same. Whether in the World Health Assembly of the WHO or in scholarly literature, 

experts agree that maternal mortality has numerous causes and these multiple causes 

need to be addressed to reduce the number of fatalities. Thus far, numerous causes have 

been analyzed and explained, many interventions have been put into place around the 

world, and maternal mortality still continues to pose a significant health problem. I 

began to wonder why maternal mortality is such a difficult issue to successfully address; 

why it is these numerous causes are harder to resolve than many other complicated 

health problems that global society has solved. This thesis is an attempt to address this 

“why”.   
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Chapter One 
 

In the last century, global society has achieved countless advancement in 

medicine and science. Numerous vaccines for deadly diseases have been developed, 

smallpox has been completely eradicated, and the human genome has been completely 

sequenced. These are only a few of the amazing medical advancements that have 

transformed how society understands health and science. However, despite advancements 

in complicated scientific research for new complex diseases and health problems, there 

still exist age-old global health problems that have not been solved. Maternal mortality is 

one of these problems.  

 

What is Maternal Mortality?  

Every year more than 500,000 women around the world die from pregnancy-

related causes (Den Dulk 2012).  Pregnancy-related death is a broad category that refers 

to the death of a woman during or 42 days after her pregnancy, irrespective of the cause 

(Graham 2008). Maternal mortality is a specific subset of this category, distinguished by 

the influence of the pregnancy in causing death. The WHO presents a more formal 

explanation of this classification. Definitively, maternal mortality is “the death of a 

woman while pregnant or within 42 days of termination of pregnancy, irrespective of the 

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

pregnancy or its management but not from accidental or incidental causes” (“Maternal 
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Health” 2010).  The above definition is precise and specific, carefully classifying 

maternal death by numbers and conditions. However, the reality of maternal mortality in 

the modern world is anything but clear-cut. Maternal mortality today is a jumble of 

medical causes, social determinants, and societal problems. Recounting the number of 

deaths or recording the length of time a woman survives after giving birth does not 

provide an accurate picture of the situation. Maternal mortality is a complex term; one 

that represents the failure of healthcare infrastructure, the suffering of families and 

communities, and the structural violence of society against impoverished women. 

Maternal mortality can be conceptualized as a web of entangled threads, each strand 

within the web representative of a causal factor or determinant of maternal death. 

Removing strands in a haphazard manner will not make difference in the entanglement of 

the web, just as only addressing one or two aspects of maternal mortality will not reduce 

maternal death. To properly disentangle the web of maternal mortality, the web must be 

examined as a whole entity in which each strand contributes to the problem. As each 

strand is moved, the surrounding strands must be adjusted to accommodate this 

placement. This affects the structure of the web, the most crucial part. The structure of 

the web is what holds the web intact, what prevents the detangling threads, and what 

holds that tangled knot of maternal mortality in place.  Restructuring the web will affect 

how the threads fall into place. If we can re-engineer the structure and detangle the 

threads, we can unravel the web of maternal mortality.  

The biomedical causes of maternal mortality comprise these several strands of the 

web. Medical conditions are the direct cause of maternal death around the world. The 
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number of pregnant women dying globally is all the more shocking when one considers 

the fact that the majority of these mothers die from medical conditions that are easily 

avertable if they are treated. In fact, nearly three-quarters of maternal deaths are 

preventable with basic medical treatment and care (Karlsen 2011). However, women 

affected by maternal mortality are predominantly from impoverished families in 

developing countries. Thus, they often have difficulty accessing the healthcare system 

resources and care they need.  A WHO study lists the top five causes that account for 

nearly 80% of maternal deaths globally including “hemorrhaging, infection, high blood 

pressure during pregnancy, obstructed labor, and unsafe abortion” (“Maternal Health” 

2010).  

Hemorrhaging is one of the most common reasons for maternal death. The United 

Nations Millennium Development Goals report found that hemorrhage is the leading 

cause of maternal mortality in developing countries (United Nations 2010).  In a situation 

where a woman is experiencing life-threatening obstetrical hemorrhaging, the excessive 

blood loss from the hemorrhage can lead to shock or death. If the hemorrhage is treated 

immediately with appropriate interventions, the bleeding can often be stopped and death 

can be averted. Yet in order to prevent death from hemorrhage, there needs to be a person 

with medical knowledge who can notice the symptoms and take the necessary actions. 

The proper equipment and necessary medications are also important in stopping the 

bleeding and bring the patient back to a stable condition. However, in most cases of 

maternal death, none of these resources are available. “In the developing world, the risk 

of maternal mortality from hemorrhage is 1 in 1000 deliveries, approximately 100 times 
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higher than the 1 in 100,000 rate seen in resource-rich nations, such as the United 

Kingdom” (Haeri 2012).  

 In fact, none of the top five medical causes of maternal mortality are life-

threatening if properly treated. Puerperal sepsis, infection of the genital tract, can be 

cured with a simple regime of antibiotics (“Global Health” 2011). Obstructed labor, when 

the fetus cannot move through the birth canal, can be alleviated through an operative 

delivery, such as a caesarean section (Dolea 2003).  These conditions only become 

dangerous when there is no access to the needed medication or monitoring. Thus, 

although the direct cause of death may be medical, there are numerous indirect causes 

that play a significant role in causing mortality. Mothers may be forced to succumb to a 

particular medical condition due to their socioeconomic circumstances or specific 

environments in which they live. Thus, while it is important to recognize the significance 

of the medical aspect of maternal mortality, the problem goes beyond simply treating an 

infection or monitoring high blood pressure. The question turns to the context and 

environment in which these issues are faced, bringing up the underlying social, 

economic, and political problems. These deeper determinants of maternal mortality will 

be addressed later on.  

 

Where Does Maternal Mortality Occur?  

Maternal mortality is a global problem.  “Mothers are not only at the centre of 

their families, they are central to societies. The death of a mother has profound 
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consequences for the societal and economic health and development of a family and a 

nation” (Godal 2012). Around the world, mothers are important agents of change in their 

communities and play a core role in education, health, and family and community life. 

With thousands of women dying unnecessary deaths every single day, maternal mortality 

is an urgent contemporary public health crisis that needs to be addressed on a global 

scale.  

 However, there are differences in the rates of maternal mortality in different areas 

of the world. Approximately 99 percent of all maternal deaths occur in developing 

countries, with more than half of these occurring in Sub-Saharan Africa and one-third 

occurring in South 

Asia (“Maternal 

Mortality” 2012). In 

comparison to other 

areas, these numbers 

are staggering. There is 

a 1 in 43 life risk of 

maternal death in 

South Asia which is 

very high when 

compared to the 1 in 

Figure 1. Causes and Locations of Maternal Death. Ronsmans, Carine, and Wendy J. 

Graham. "Maternal Mortality: Who, When, Where, and Why." The Lancet 368.9542 

(2006): 1189-200. Print. 
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30,000 lifetime risk in Sweden (Ronsman 2006).   In short, although maternal mortality 

occurs in every country, the rates at which it occurs range widely. There is little to no 

maternal mortality in North America, South America, and Europe. Sub-Saharan Africa 

and South Asia, on the other hand, bear the brunt of the maternal mortality burden. The 

disparity between these spaces is undeniable and forces us to reexamine the differences 

between the countries in which high rates of maternal mortality occur and those in which 

rates are extremely low. Literature on maternal mortality often uses development as a 

way to distinguish between these two groups. It is often stated that developing countries 

have higher maternal death than developed countries. However, this distinction is too 

broad and does not take into account the complexities of maternal mortality.  It is not 

enough to say that a country is experiencing maternal mortality because it is not 

industrialized. The issue is more multi-faceted than that. For example, South Africa is 

considered an industrialized country, at least in the eyes of the United States. Yet South 

Africa has a maternal mortality rate of approximately 300 per 100,000 live births 

(“Maternal Mortality Ratio” 2010). Thus, it is not possible to generalize that the 

development of a country is directly correlated to its maternal mortality ratio. 

Industrialization undoubtedly has an influence on maternal health in a society but there 

are more sides to this issue. Once again, the issues of context and complexity are raised.   

 

What Has Been Done?         

 Before going into the social, economic and political determinants of maternal 
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mortality, however, it is important to note that there have been intensive efforts at the 

global level to combat this problem and to raise awareness about maternal mortality. The 

Millennium Development Goals (MDGs) are a set of eight global development goals, 

proposed by the United Nations in 1990, that focus on important social issues of society 

today. All the members of the United Nations have agreed to work to achieve these 

objectives by the year 2015. Goal Five of the MDGs addresses the improvement of 

maternal health and has two parts. The first part, Target 5A, states that the maternal 

mortality ratio, which is defined as the number of maternal deaths per 100,000 live births, 

will be reduced by three-quarters. The second part, Target 5B, focuses upon achieving 

universal access to reproductive health (“United Nations” 2012).  Since the MDGs were 

proposed in 1990, there has been a gradual decline in maternal mortality numbers, with 

the number of deaths worldwide dropping by 34% (Maternal Health 2010). Despite this 

improvement, the number of maternal deaths each year remains excessively high. In 

order to successfully fulfill MDG 5, the maternal mortality ratio must decline at least 

5.5% each year. However, from 1990 to 2008, the annual decline remained at 2.3% each 

year (“A Global Overview” 2011), a rate of change that is insufficient to attain the MDG 

objective by 2015.  As it stands today, the number of maternal deaths will not be low 

enough to successfully achieve the reduction goal.  

The fact that maternal mortality rates have declined shows that there is progress 

towards reducing maternal mortality. During the past decade, countries have been 

working intensively to remedy this problem by increasing access to healthcare, raising 

awareness, increasing education on this issue, and making other policy changes to 
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support this MDG. These efforts address maternal mortality from a biomedical and a 

social lens; attempting to target the social determinants of mortality. The social 

determinants of maternal mortality, presented below, take us to several strands closer to 

the foundational problem of maternal mortality.  

 

The Social Determinants of Maternal Mortality  

 Although the immediate causes of maternal death are often medical, there are 

many more fundamental social causes for these fatalities. The major social determinants 

of maternal mortality are access to healthcare, maternal education level, rates of poverty, 

location, and cultural factors.  The effects of these determinants is what exacerbates the 

medical problems and leads to maternal death.  Access to healthcare is a crucial aspect of 

helping make pregnancy safer for mothers. Healthcare professionals can prevent health 

conditions that may develop during pregnancy. Many of the medical problems that cause 

maternal mortality can be easily treated and resolved. Skilled health care providers can 

monitor the pregnancy and any other health problems to better ensure that the mother 

remains healthy.  Access to a healthcare center also means access to specialized 

equipment and medicines. Furthermore, these healthcare professionals can play an 

important role in educating the mother on how to have a healthy pregnancy, including 

nutrition, exercise, and other lifestyle changes. UNICEF found that approximately 80 

percent of maternal deaths could be averted if women had access to essential maternity 

and basic health-care services ("Leading and Underlying Causes" 2008). 
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Maternal 
Mortality 

Location 

Poverty 

Access to 
Healthcare  

Maternal 
Education 

Cultural 
Factors 

However, the majority of maternal mortality occurs in rural communities in 

developing countries. Sometimes even if there is an existing healthcare infrastructure that 

provides quality care to these communities, these women do not have the mobility or 

resources to access it. This is one of the three delays which have been often documented 

by maternal mortality studies in recent years. These delays are “delay in decision to seek 

care, delay in reaching care, and delay in receiving adequate care” (Smith-Fawzi 2011).  

The delay to seek care often stems from cultural traditions. In countries, such as India, 

women traditionally give birth in the home with female family members or local 

midwives attending. Although these local attendants are generally able to deliver the 

baby, they are not equipped to handle any complications. When a complication occurs 

with the mother, the midwife or family members often try to resolve the bleeding or 

infection. However, it is only when the problem becomes serious that professional 

medical help is sought. 

This is the first delay that 

leads to maternal 

mortality.  

 The second delay 

relates to reaching a health 

care institution with 

skilled providers. The 

barriers that cause this 

Figure 2. Social Determinants of Maternal Mortality. Original. 
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delay may include “road conditions, lack of transportation or location” (Nour 2008). 

Most women who live in rural communities in developing countries live in more isolated 

areas, farther away from cities and health care centers. When a woman experiences a 

complication during pregnancy, she needs immediate medical care. However, families 

living in these remote communities have a long journey to these medical centers and 

cannot bring these mothers to the clinics in time. Additionally, the method of 

transportation and the roads also present problems. In areas that are more geographically 

inaccessible, roads may not be paved and may be difficult to traverse quickly (Nour 

2008). Additionally, unless the family has private transportation, they must depend on 

public transportation or the help of their neighbors. All of these factors contribute to the 

second delay. Finally, the third delay involves receiving quality healthcare. This is more 

complex than it may seem at first glance. Even when the mother arrives at the health care 

facility, there may still be a delay in providing quality healthcare. In many instances, 

there is a lack of resources to properly fund the healthcare infrastructure in developing 

countries. This need for resources is manifested by the fact that many community clinics 

and hospitals do not have sufficient funding to provide a high level of care for patients. 

“Shortages of qualified staff, essential drugs and supplies, coupled with administrative 

delays and clinical mismanagement, become documentable contributors to maternal 

deaths” (Thaddeus 1994).  Thus, if a mother is unable to receive the necessary medicines 

or tests in a certain time frame, she may not survive even in a health care facility. The 

three delays of maternal mortality illustrate how the social determinants of access to 

healthcare, cultural traditions, and location affect maternal mortality rates.  
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 Maternal education is an important indicator of how women view healthcare, 

whether they follow treatment regimens, whether they make important decisions in their 

households, and multiple other factors.  In a cross-sectional WHO global study, it was 

found that lack of maternal education is related to maternal mortality and leads to a 

greater likelihood of negative pregnancy outcomes (Karlsen 2011). The importance of 

maternal education reflects the importance of the mother on the entire family’s well-

being. A more educated mother is likely to practice healthy lifestyle behaviors, such as 

good nutrition. Additionally, mothers that are more educated are likely to visit the doctor, 

be more confident in asking healthcare questions, and understand the potential risks 

during their pregnancies.  Educated mothers will also apply these healthy behaviors in 

their families and pass on these ideas about good nutrition, exercise, and other health 

related issues.  

 Socioeconomic situation plays an important role in determining lifestyle 

behaviors and health status. Mothers who live in poverty experience much higher rates of 

maternal mortality.  UNICEF found that that “the risk of dying during or shortly after 

birth is 20 to 50 percent higher for the poorest of 20 percent of households than for the 

richest quintile” ("Leading and Underlying Causes” 2008).  There are many factors that 

play into the connection between maternal health and poverty level. The most direction 

connection is that women are unable to afford the antenatal care they need during their 

pregnancy. However, there are also a multitude of indirect factors caused by poverty, 

such as psychological stress, gender dynamics, social standing, self-esteem, ethnicity, and 
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race that also have an influence on the rates of maternal mortality in a community 

(Ronsman 2006).   

There are 

numerous social 

determinants that 

cause maternal 

mortality and those 

mentioned above are 

only some of these 

socials causes that 

lead to maternal 

death.   In order to 

better understand 

maternal mortality, it is essential to understand the multifaceted nature of this health 

problem. Although maternal mortality is often thought of from a medical standpoint, 

these social determinants illustrate that this problem touches inter-related elements of 

social life. This multidimensional aspect of maternal mortality is what makes addressing 

the problem so difficult. Just addressing one of the maternal delays or maternal infections 

in the hospital will not be enough to truly reduce the incidence of maternal mortality. The 

web of maternal mortality helps us to better conceptualize the role of social determinants. 

Each strand in the web represents another causal factor or determinant of maternal death.  

Social determinants are an important part of the maternal mortality picture and need to be 

Figure 3. Social Determinants of Health. Dahlgren G, Whitehead M. Leveling up 

(part 2): a discussion paper on European strategies for tackling social inequities in 

health. Copenhagen: WHO Europe; 2006 
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addressed in policies to reduce mortality. However, only addressing the social 

determinants will not solve the problem, just as plucking random strands with no plan 

will not detangle the web.  

 

The Research Question 

The numerous medical and social causes of maternal mortality show that it is a 

complex issue. Efforts have been made to address both the medical causes and social 

determinants but there has been no dramatic reduction of maternal death. Numerous 

diseases that involve greater social problems have been eradicated, such as polio or 

cholera. This signifies a greater problem at hand, one that goes beyond the surface causes 

to deeper issue. In the case of maternal mortality, this issue relates to the status of women 

in global society.  

Maternal mortality is a condition that affects only women. In every society, 

women experience gender inequality in various forms. This inequality may manifest itself 

through unequal pay for the same job or through social rules that prevent women from 

driving. While this inequality is often legally prohibited, these ideas are often embedded 

so deeply within society that they become the social norms that dictate behavior. In short, 

the system itself shapes the social participation and actions of women in a society.  

However, in societies with predominantly patriarchal values, women are not accorded the 

same level of consideration and equality in any societal sector. Women often suffer from 
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this inequality in direct and indirect ways. This “violence” perpetrated upon women by 

the society is known as structural violence.  

Drawing upon Johan Galtung’s definition, Paul Farmer defines structural violence 

as “social structures—economic, political, legal, religious, and cultural—that stop 

individuals, groups, and societies from reaching their full potential” (Farmer 2006).  

Perhaps it is the social structures within the global society that are preventing mothers 

around the world from reaching the resources they need to survive and have a health 

pregnancy. Perhaps it is this social violence against women that causes this muddled web 

of numerous causes. Perhaps if we changed society’s intrinsic attitudes toward women, 

more mothers would have an opportunity to reach their full potential.  

This is the question that this thesis seeks to answer. The research question will 

examine whether structural violence against women is the greater overarching 

determinant behind the numerous social and medical determinants that cause maternal 

mortality. As it is not possible to examine multiple countries in detail in one thesis, this 

thesis will focus on a more specific case - the situation of maternal mortality in India. 

India accounts for one quarter of all maternal mortality globally (Goldie 2010).  To 

determine whether social structures that oppress women are manifested through maternal 

mortality, this paper will examine Indian maternal mortality ratios in an innovative way, 

one that is more multidimensional and focuses on structural violence as the root cause of 

maternal death.  
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The following chapters explore this research question in depth. Chapter Two 

focuses upon the situation of maternal mortality in India, particularly the disparities 

found within the country and the unique cultural beliefs that affect maternal mortality. 

This chapter will present a general background and history of several determinants of 

maternal health in India.  Chapter Three will focus on the topic of structural violence and 

how this violence appears in Indian society, such as in the Indian healthcare system. The 

infrastructure and history of the Indian healthcare system are a central part of the web of 

maternal mortality. These laws, programs, initiatives, and funding have greatly 

influenced the trajectory of maternal health in India.   Most importantly, however, a 

comprehensive understanding of the system and how it functions will help us understand 

structural violence in the context of everyday life and how this violence affects maternal 

mortality. Additionally, the methodology of this thesis will be presented and the 

limitations of the project will be discussed. In Chapter Four, a brief case study of two 

Indian states will be discussed to offer a more specific detailed example of the ways in 

which the embedded structural violence of society interacts with rates of maternal death. 

Kerala and Assam, two states in India, will be used as an example to illustrate structural 

violence. These states have the highest and lowest maternal mortality ratios in the 

country.  Assam has a ratio of maternal mortality with 390 deaths per 100,000 live births 

(Banerjee 2011) while Kerala has the lowest rates with 81 per 100,000 live births 

(Bhowmick 2012). Using literature and data from the Census of India and the Ministry of 

Health and Family Welfare, education levels, access to healthcare/infrastructure, and 

situation of women will be compared in for each state.   Chapter Four will compare the 
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data from the two states and provide analysis into what those numbers mean. Chapter 

Five will be a look toward the future of maternal mortality and if a solution is even 

possible. This chapter will delve deeper into the challenges of possible solutions and 

discuss the future of maternal mortality in India and the world overall. The high rate of 

maternal mortality in India is a microcosm of the larger problem occurring in the world at 

large. The number of maternal deaths has reached a high level that we as society can no 

longer ignore. The consequences of maternal death extend far beyond the family home 

and affect many different sectors of society. These deaths are preventable. If society 

addresses the fundamental causes of maternal mortality and improve women’s 

reproductive health, the overall health of our global society will benefit.  It is time to 

begin to address the “why” of maternal mortality.  
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Chapter Two 

Since India experiences high levels of maternal mortality in its population, there 

has been a great deal of literature written worldwide on this topic over the years.  It has 

been addressed in scholarly academic journals, public health reports, medical articles, and 

numerous other public forums. Many different policies and theories have been 

implemented in attempt to reduce Indian maternal mortality ratios. This chapter will 

introduce the situation of maternal mortality in India recent years and highlight the 

different viewpoints and perspectives on the main issues covered in this thesis. This 

chapter will first 

focus on maternal 

literacy, access to 

healthcare and the 

status of women in 

India today.  

Literature on 

structural violence 

will also be 

presented in an 

attempt to better 

define this violence 

that exists within 
Figure 4. Maternal Mortality Ratios in India. Special Bulletin On Maternal Mortality In 

India (2007-09)." Journal Of South Asian Federation Of Obstetrics & Gynecology 3.3 (2011): 

113.  

 



 
 

21 
 

the structures of society.  

In recent years, a great deal of the research has been done on the situation of 

women in India. This research often focuses on female health problems and the social 

disparities faced by women. There are several indicators that illustrate the status of 

women in a country, including laws, sex ratios, education levels, and labor participation.  

In the “The Changing Status of Women in India: Impact of Urbanization and 

Development,” R.N Ghosh discusses the fact that although women in India have 

constitutional rights through governmental law, these attitudes do not always translate to 

improved status for women in Indian society (Ghosh 1997).  On paper, the laws may state 

that women have equal rights but women are often still discriminated against in society. 

One indicator is that of sex ratios. Historically, sex ratios in India have been unbalanced 

to due high rates of female infanticide.  Culture dictates that boys will carry on the family 

name, support the family, and care for parents in old age. Thus, baby girls are often 

murdered or abandoned at birth or during infancy. The Lancet found that 4.2 -12.1 

million selective abortions of girls occurred from 1980 – 2010 (Jha 2011).  Although 

these selective abortions have been recorded over the last 100 years, Ghosh describes 

how the numbers have been gradually improving in recent years with an improvement in 

female life expectancy and increase in the number of females in the population each year 

(Ghosh 1997).   Although the female infanticide rate is decreasing, the very fact that 

these abortions occur indicates an underlying discrimination against women, highlighting 

the fact that women are devalued and will not be able to offer as much to society as their 

male counterparts. Sex-ratios are one example of how the status of women in India is 
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gradually changing. In India, there are more women in workforce, more women 

participating in the political process and more women getting an education that ever 

before. However, this shift is relatively recent and there is still a long way to go before 

women and men have equal levels of power and status in society.  

 

Exploring Female Literacy and Maternal Mortality 

Female literacy has been studied and documented in many research investigations 

because literacy is an effective way to measure maternal education. In general, maternal 

mortality research only briefly mentions or list female literacy as a category of analysis in 

their investigations. However, there have been a small number of research articles that 

focus specifically on the relationship between female literacy and maternal mortality. 

Alpana Kateja from the Department of Economics at Banaras Hindu University 

conducted one of these studies and wrote a journal article in the journal Social Change. 

Her article “The Role of Female Literacy in Maternal and Infant Mortality Decline” 

demonstrates an inverse relationship between female literacy and maternal mortality, 

which means that as female literacy increases, maternal mortality decreases (Kateja 

2007). The assumption behind this correlation is that when a woman is educated and 

literate, she has more control of her life. Not only will she be better informed about her 

health, she will be more likely to utilize healthcare services available, she will be more 

confident in asking questions, and thus more capable of making important health 

decisions in her life. This theory is supported by Barbara Wolfe and Jere Behrman in the 

journal Review of Economics and Statistics. Their article, "Determinants of Women's 
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Health Status and Health-Care Utilization in a Developing Country: A Latent Variable 

Approach”, presents the fact that a woman’s education has a direct and positive impact 

on her healthcare utilization (Wolfe 1984). In essence, this viewpoint suggests that an 

educated and literate woman will be better informed about her health which will lead to 

greater healthcare utilization which will decrease the chances of her death from maternal 

mortality. Although there are those who believe literacy does not affect how people 

utilize healthcare services, the majority of maternal health literature supports the idea that 

literate mothers have more information and knowledge that helps them make better 

healthcare decisions.  

In India, education has historically been for certain groups in the social order, 

generally males of upper-middle class. Before the early 20
th

 century, only people from 

higher socio-economic levels, in particular caste, and living in urban areas were educated 

(Cheney 2006). Gradually, the education system was expanded to allow people of all 

levels of society to have an education. However, even today there remains some level of 

socioeconomic bias. Generally, people from rural areas who are more impoverished only 

make it through the first few levels of school, rarely going to middle or high school. On 

the other hand, wealthier Indians generally continue on to higher education.  

 There are differences in literacy among Indian states and between genders. 

Southern India has much higher literacy rates, with states like Kerala boasting a 90 

percent literacy rate. Northern Indian states have very low literacy rates, such as Bihar 

with 39 percent literacy among its population (Cheney 2006). Due to this bias in 

education, India has the largest number of illiterate people in the world with nearly one in 
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three Indians being illiterate. Female illiteracy is even more common because cultural 

and social expectations of women’s duties often lead to women receiving less schooling 

than their male counterparts. Statistics show that Indian male illiteracy is 25 percent 

while Indian female illiteracy is 46 percent (Cheney 2006). However, the gap is gradually 

decreasing as more women are becoming educated and literate. During 1991 to 2001, 

female literacy rose by 14.87% while male literacy only rose by 11.72% (“Female 

Literacy” 2012). The government has been involved in promoting campaigns to increase 

female literacy. These programs encourage more girls to enroll in schools, raise 

awareness about illiteracy, and promote gender equality. These initiatives are the first 

steps to improving the female literacy rate. However, although female literacy is 

gradually improving, many social barriers still exist that prevent women from being 

educated in India.  

 

The Impact of Access to Healthcare  

There are many topics within access to healthcare, such as the three maternal 

delays or the various levels of local health clinics, which are relevant to maternal 

mortality. Most scholars believe that greater access to care will be more beneficial in 

improving maternal mortality numbers. In the American Journal of Public Health, 

Richard Fabienne states that “lack of access to quality care is the main obstacle to 

reducing maternal mortality in low-income countries” (Fabienne 2010).  He discusses the 

idea that the two main barriers to this healthcare access are physical and financial 

barriers. The physical barrier is that there are very few healthcare centers that provide 
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quality care and women often must travel long distances to reach them. The financial 

barrier is found in the fact that few of these healthcare facilities that are adequately 

staffed and supplied due to financial reasons and many of these pregnant mothers are 

unable to afford the expense of care.  

The belief that lack of healthcare access contributes to rural health problems, such 

as maternal mortality, is reflected in the policy initiatives that have been implemented 

around the world. For example, in India, there have been governmental public health 

programs to set up a healthcare hierarchy that provides access to care from the village 

level to the state level. The theory that supports greater access to care proposes that by 

helping pregnant mothers to have more contact with a trained health professional, the 

health problems that lead to maternal mortality can be better identified, treated, or 

prevented. There is no prominent scholarly argument or literature about reducing access 

to care in relation to maternal mortality. It is generally agreed that greater access to 

healthcare is a beneficial thing for pregnant mothers.  

In addition to increasing access to care around the country, the Indian government 

has implemented programs to help to reduce maternal mortality. In 1992, the government 

created the Childhood Survival and Safe Motherhood program (Kumar 2010). This 

program has expanded and become the National Rural Health Mission, the current 

program that attempts to address maternal mortality. The National Rural Heath Mission 

has put forward several public health initiatives. One example is a program called Janani 

Suraksh Yojna that provides cash to women who give birth in institutions (Lim 2010). 

This is based upon the research that women who have access to healthcare during 
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pregnancy and while giving birth have a lower chance of maternal mortality. Another 

program implemented allows auxiliary nurse midwives to deliver IV, antibiotics, and 

direct obstetric emergencies at local health centers (Kumar 2010). This program helps to 

increase access to trained healthcare professionals. Although a physician may not be 

available in a particular local health center, having an auxiliary nurse midwife who has 

been trained and can also treat the mother will help to lower the chances of maternal 

mortality. However, despite all the care centers available and the programs that have been 

implemented, there are still hundreds of mothers dying in India every year.  

Understanding how literacy, healthcare access, and the status of women interact 

with maternal mortality is important. Each of these factors is another thread in the web of 

maternal mortality so seeing how they affect one another is essential to understanding the 

greater problem. However, the structure of the web that holds these tangled threads in 

place must be addressed. Structural violence causes this rigid structure within the web of 

maternal mortality.  

 

What is Structural Violence?  

The concept of structural violence is complex. Although violence is often 

conceptualized as physical or emotional, structural violence is a more indirect form of 

violence. As mentioned in chapter one, Paul Farmer defines structural violence as social 

structures—economic, political, legal, religious, and cultural—that stop individuals, 

groups, and societies from reaching their full potential” (Farmer 2006). It is the effects of 

these social structures and norms that are directly harming people. One example of 
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structural violence is the workforce. In many industries, women are consistently paid less 

than men for doing the same work. These lower wages may result in women have less 

mobility than men, not being able to afford healthcare, and many other lifestyle 

disparities. The disparities and unequal distribution of income in this system overall 

negatively affect women and their lifestyles. Thus, the very structures of the system 

negatively impact, or do “violence”, against women in Indian society.  

Johan Galtung, a social scientist developed the concept of structural violence in 

1969, the first time that this type of social exclusion was formally defined.  

“Structural violence is a conceptual model in which “preventable harm or 

damage… [is caused by environments] where there is no actor committing the 

violence or where it is not meaningful to search for the actor(s); such violence 

emerges from the unequal distribution of power and resources or, in other words, 

is said to be built into the structure(s)” (Galtung 1969).  

 

Galtung’s work on structural violence focused upon the deeper causes of this violence. 

Galtung felt that the nature of the harms, particularly how individuals are affected, should 

be studied (Parsons 2007).  The complexity of structural violence emerges from the fact 

that it is an extremely indirect form of violence. The fact that a woman cannot access 

healthcare may not been immediately identified as violence. However, if a women dies 

because she was not able to access quality and effective healthcare, that is structural 

violence. A combination of factors within those social structures causes that woman to 

die.  

  Galtung states that if there is avoidable suffering, this means that violence has 

been committed, even if there is no direct action or responsibility (Parsons 2007). 

Structural violence is caused by an uneven distribution of power. With maternal 
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mortality, women do not have the power to ensure good healthcare, to ensure mobility, 

and other factors that impact their health.  This lack of power is what leads to oppression 

against women. Galtung believes that “if a society then equalizes the distribution of 

power, all will possess equal amounts of it and thereby equally be objects of either 

structural violence or structural peace. As a result, structural violence could be 

collectively reduced because all have the power to end such avoidable needs 

deprivations” (Parsons 2007).   

In the case of maternal mortality, structural violence is based upon gender roles that 

are not equal. Govind Kelkar addresses structural violence against women in India, 

describing the ways in which the role of the women in the home is represents the social 

position in the greater Indian society.  

“The subordinate role of women in family is duplicated in society as a whole. 

Socioeconomic disparities such as low wages and poor healthcare have been 

justified by the assumption that women’s employment and well-being are less 

important than men’s. There is, therefore, a close connection between the family 

and the organization of the politico-economic system. In other words, the family 

structure legitimizes the subordination of women in policy making and the 

organization of the economy” (Kelkar 1985).  

   

The uneven power differentials between men and women in the home are often 

magnified on a societal scale. Kelkar’s observations provide insight as to how these 

structures are culturally reinforced in the home and then translate to society as a whole. 

These prejudices affect how women are treated in society, whether by their neighbors or 

by their government. The “structural” aspect of structural violence is essentially the fact 

that “unequal gender roles are embedded in the structural fabric of societies” (Mukherjee 

2011). However, the aspect of “violence” is equally important because these inequalities 
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do cause women harm. When women are denied access to food, healthcare, and other 

basic necessities because of preventable social attitudes and they suffer because of these 

problems, they have experienced violence at the hands of society. As Farmer says, these 

social arrangements are “structural because they are embedded in the political and 

economic organization of our social world; they are violent because they cause injury to 

people (typically, not those responsible for perpetuating such inequalities)” (Farmer 

2006).  

  In this chapter, the discussion of several factors that affect maternal mortality 

illustrates the importance of these issues in Indian society. This chapter also provides a 

basic context for these issues in order to better understand the impact of structural 

violence on maternal mortality in the subsequent data analysis.  
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Chapter Three 

 

The next chapter contains a case study that compares two states in India. Kerala, a 

southern Indian state, has the lowest rates of maternal mortality in the country. In 

contrast, Assam, a state in the north, has the highest rates of maternal mortality in the 

country.  I hope to use comparisons between the two states to illustrate my hypothesis on 

maternal mortality, that structural violence is the overarching determinant that causes the 

many complexities of maternal mortality. There are three sections that build upon one 

another.  

 

Methodology 

The states will be compared by three determinants of maternal mortality - 

education levels, access to healthcare, and status of women. I do this to illustrate the 

differences in maternal mortality care on a social level in both states. Mother’s education 

will be measured by literacy rates in each state.  Access to healthcare will be measured by 

the number of healthcare clinics in each state.  Status of women will be measured by sex-

ratios in each state. Undoubtedly, these are imperfect indicators of the social 

determinants. For example, a rural Indian mother may not be literate but may have 

learned how to take of herself during pregnancy.  Similarly, although there may be 

numerous health care clinics in a district, the mother may not be able to access them for 

multiple reasons, including lack of money and spousal control. 
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However, although these measurements are crude indicators, they serve the 

purpose of this thesis. The comparison and analysis of this data is more to present a 

picture for the reader of the current situation of maternal mortality care in both states than 

for specific quantitative analysis. Additionally, there has also been scholarly research on 

these determinants in the two states and I plan to draw on these resources as well to paint 

a more well-rounded picture of the role of structural violence maternal mortality in 

Kerala and Assam. As previously mentioned, Kerala has the best maternal mortality rates 

in the country. Numerous studies have shown that greater access to care and higher levels 

of maternal education lead to lower maternal mortality.  I want to examine this data in 

Kerala and see if the data matches the expected results. Similarly, I want to compare 

those conclusions to the data from Assam to see if their high national maternal mortality 

rate is recorded alongside high rates of illiteracy and low access to healthcare.  

Secondly, the case study data and conclusions will help to illustrate how structural 

violence against Indian women is the driving force behind this intricate web of social 

determinants.  The definition of structural violence was addressed in the previous chapter. 

In short, I want to show that all the causes of maternal mortality relate back to this 

violence against women. It does not necessarily have to be physical violence. This 

violence can be manifested through discrimination or repression. Essentially, these are 

factors that repress women and their mobility in Indian society, such as women being 

forced to abide by the decisions of their mother-in-laws and husbands.  
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Violence is a difficult factor to measure especially when it is not always 

manifested in physical terms. In order to show that structural violence is the overarching 

latent cause of maternal mortality, I plan to use literature that discusses structural 

violence to highlight the characteristics that point to structural violence and show how 

these manifest in Indian society. The case-specific data and statistics from the case study 

between Kerala and Assam will help to illustrate the specific occurrence of structural 

violence in these states.   

Thirdly, I want to continue on this thread of unraveling the web of maternal 

mortality. Two important parts of this discussion have been addressed – the role of social 

determinants and the structural violence behind these multiple causes. However, the final 

part of the discussion is arguably the most important. Can there ever be a solution to this 

problem?  If the root cause goes as deep as structural violence, there obviously is no 

quick and convenient solution. Providing more accessible and effective care, educating 

women on pregnancy, and decreasing poverty will all help the situation. However, in 

order for maternal mortality rates to truly change for the better, there needs to be a 

monumental shift in cultural attitudes. Society will have to transform how women are 

treated.   

In order to start on this path to change, society needs to understand the ways in 

which structural violence is manifested in everyday life. Structural violence can be seen 

as an abstract concept but the consequences of this violence are very real. The Indian 
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healthcare system provides a relevant example of the inequalities caused by structural 

violence that impact maternal health every day.  

 

The Indian Healthcare System 

The foundations of the modern Indian healthcare system were laid when the 

Bhore Committee presented recommendations to improve public healthcare in 1946 

(“National Health Committees”). These recommendations sprung from the poor health 

status of the Indian population. For example, the Bhore Committee concluded that the 

maternal mortality ratio was 2,000 per 100,000 live births (Vora 2009).  The 

improvements recommended by the Committee included promotion of a multi-tier 

primary care system and building of more healthcare facilities around India to provide 

care to a large population. The infrastructure of the modern healthcare system is based 

upon these recommendations.  

The system is divided into eight levels including national, state, regional, district, 

sub-divisional, community, primary health care, and sub-centre.  The national level 

oversees and coordinates the various levels of the healthcare system. The Ministry of 

Health and Family welfare is the main organization at this level and the three departments 

including, the Department of Health, Department of Family Welfare, and the Department 

of Homeopathy address the different aspects of healthcare. The Department of Family 

Welfare is usually responsible for issues relating to maternal health.  Each state has a 

Department of Family Welfare, which is modeled from the national department, with 
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officers assigned for each health problem faced by the state. The regional level consists 

of three to five districts and is under the authority of the state. Each of the next levels 

continues to focus i n upon smaller and smaller communities. The district level unifies 

the healthcare programs in each district, the sub-divisional level generally consists of  

 

 

hospitals that provide some level of specialty care, the community level care centers 

provide services for populations of 100,000 people, the primary healthcare centers 

provide basic care for about 30,000 people, and the sub-center level provides the most 

National Ministry of Health & Family 
Welfare  

State Department of Health and 
Family Welfare 

Regional Health Centers 

District Health Centers 

Sub-Divisional Centers  

Community Care 
Center 

Primary 
Health Center 

Sub-
Center  

The Eight Levels of the Indian Healthcare System 

Figure 5. Levels of the Indian Healthcare System. Original.  
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basic level of care for a population of approximately 5,000 people ("India - Development 

of the Health System.").  Today, this infrastructure has expanded to the point where India 

as “more than 144,000 subcenters each covering a population of about 5000, 22,600 

primary health centers for a population of 30,000 , 4000 community health centers for 

100,000-300,000 population and 242 medical college hospitals for a 5-8 million 

population” (“National Health Committees”).  

Within this infrastructure, the government has put several maternal health 

programs into place. As previously mention, the government created the Childhood 

Survival and Safe Motherhood program in collaboration with UNICEF in 1992.  This 

program helped to expand the Maternal and Child Health Program in India by the specific 

goals of supporting child survival programs, safe motherhood programs, and institutional 

systems development (“Child Survival” ). The program later expanded and became the 

National Rural Health Mission, which is the current government program that is 

addressing the maternal mortality problems in rural areas. Within this mission, there are 

several maternal health initiatives. One example is Janani Suraksh Yojna, a conditional 

cash transfer program that provides cash to women who give birth in healthcare 

institutions. Studies have shown that women who give birth in healthcare institutions 

have lower rates of mortality and birth complications (Lim 2010). By incentivizing 

institutional birth, the government hopes that more women will deliver in hospitals. 

Another program allows auxiliary nurse midwives to deliver IV, antibiotics, and direct 

obstetric emergencies while under supervision. Training auxiliary nurse midwives in 

particular obstetric procedures allows for greater healthcare outreach.   
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While at first glance, it may seem that this detailed healthcare infrastructure and 

the maternal health programs provide the population with multiple options for healthcare 

services, many pregnant mothers in India are unable to access quality healthcare when 

faced with pregnancy complications. Thus, although the system appears good on paper, 

there are problems that occur during the implementation that decrease the effectiveness of 

the system. The quality of many of these programs is inadequate because of poor training, 

understaffing, and insufficient monetary resources. First, there is a lack of equipment and 

training in the many of the smaller health care centers. For example, most of the auxiliary 

nurse midwives at the sub-centers “did not have required knowledge and skills to provide 

maternity care and support and supervision they received from their supervisors (trained 

nurses and later on by health visitors and medical officers) was highly deficient and 

irregular” (Kumar 2010).  

 Secondly, there are not enough workers to staff these centers, leading to serious 

shortage of healthcare providers. Often, doctors and nurses do not want to work at 

smaller and more rural health centers because there is little incentive for them to move to 

these poor and isolated communities. For example, 50% of CHC’s do not have 

anesthetists and the same numbers do not have obstetricians (Kumar 2010). Many of 

these centers serve thousands of people and they do not have the resources to deal with as 

a basic a condition as pregnancy. Third, there is a shortage of funds at all levels of the 

healthcare system. Without monetary resources, people cannot be employed and trained, 

healthcare centers cannot invest in new treatments and technologies, and it is difficult to 

maintain the system itself.  Looking at the government budget, although the spending on 
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healthcare is 6% of gross domestic product (GDP), the state expenditure is only 0.9% of 

the total spending (Deogaonkar 2004).  

 Finally, there is discrimination that exists within the distribution of the healthcare 

system. The resources are unequally distributed among healthcare centers that leave some 

hospitals with plentiful resources and others with very few resources. Spatial disparities 

concerning resources can be seen when comparing rural hospital and urban hospitals. 

“The ratio of hospital beds to population in rural areas is fifteen times lower than that for 

urban areas. The ratio of doctors to population in rural areas is almost six times lower 

than that in the urban population” (Deogaonkar 2004) The poorer population generally 

lives in more rural areas and are the population that is most affected by this inequality in 

distribution.  Despite the elaborate multi-layered health infrastructure, these disparities 

contribute to problems within the healthcare system and affect the levels of maternal 

mortality in India.  

Understanding the Indian healthcare infrastructure helps us in three ways. First, it 

is a perfect illustration of the complexity of maternal mortality since multiple causes 

within the infrastructure contribute to maternal mortality. The web of maternal mortality 

has been addressed in previous chapters. Healthcare access is only one “strand” in the 

web. Yet even this one strand so many complications and intricacies, such as the 

discrimination, lack of resources, and poor access. This is why maternal mortality is 

complicated; it is a web made up of many of these strands.  Secondly, understanding the 

infrastructure will help us better understand the case study between Kerala and Assam. 
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Understanding the basic structures and programs help us to see how these structures were 

improved upon in Kerala and worsened in Assam.  Finally, painting this picture allows 

one to see the structural violence and inequalities inherent in this system. Due to 

unequally distributed care, women are dying. Because of the poor quality of healthcare, 

women are dying. These systemic inequalities are having fatal effects upon Indian 

mothers. This is structural violence.    
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Chapter Four  

Violence is a concept that is difficult to measure, count, or sample in any 

population. Therefore, this chapter will use the tool of comparison to show that structural 

violence not only exists in Indian society, it is causing the heavy burden of maternal 

mortality. In this chapter, we will focus on the state of Kerala, which has extremely low 

maternal mortality rates and a more empowered female population. We will also focus 

upon Assam, a state with very high maternal mortality rates and a less empowered female 

population. Education levels, access to healthcare/infrastructure, and situation of women 

will be analyzed for each state. The chapter will focus on the policies, programs, and 

conditions in each state that illustrate the strong correlation between conditions that cause 

high maternal mortality and structural violence against women.  

 

Kerala 

A small state in the southwest corner of India, Kerala is well-known for its lush 

landscape, distinctive food, and tourism industry. However, Kerala is also known for its 

excellent maternal health statistics, boasting the low maternal mortality rate of 81 per 

every 100,000 births (Bhowmick 2012). Although Kerala is seen as a model of progress 

and achievement today, it has not always been this way. During the pre-independence 

period, Kerala was under British rule and this significantly affected its health system and 

the rest of its society.  The healthcare infrastructure was poorly developed, women’s 
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education was 

restricted and 

women were 

not appointed 

to healthcare 

positions 

(Ashokan 

2010). After 

the 

independence 

period, however, Kerala began to take steps to improve its society and healthcare. In 

1982-1986, the maternal mortality ratio in Kerala was 247 per 100,000 (Kumar and Devi 

2010).  The improvement of literacy education, access to healthcare, and the status of 

women helped to further improve the conditions of maternal mortality in Kerala today.  

Higher education and literacy levels have been shown to have a significantly 

positive impact upon society in various sectors, including healthcare.  Kerala has always 

had high levels of literacy in comparison to the rest of India. The foundations of this 

literacy trace back to the 19
th

 century when the Queen of Trivandrum insisted that the 

people be educated so that the state could be enlightened (Chugh 2009). Christian 

missionaries to India continued to further this education by setting up schools for people 

who were poor, which allowed people from all levels of society access to schooling. By 

Figure 6. “Profile of Kerala." The Ministry of Health and Family Welfare. Government of 

India, n.d. Web.  
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the late 1980’s, Kerala “had not only achieved mass literacy, it had also been able to 

ensure that the overwhelming majority of its children entered school” (Chugh 2009).   

Today, the literacy rates in Kerala are very high with a female literacy rate of 87.9 

percent and a male literacy rate of 94.2 percent (Kumar and Devi 2010). In comparison, 

the literacy rates in Assam are 78.8 percent for males and 67.27 for females ("Annual 

Health Survey” 2011).  The literacy rates in Kerala are higher than those in any other 

state in India. In fact, Kerala is closer to the United States than to its neighboring states in 

terms of literacy.  There are several factors that contributed to this widespread literacy. 

First, Kerala has a strong tradition of literacy, as previously mentioned. The involvement 

of Christian missionaries and the enlightened campaign by the Queen of Trivandrum 

provided a sturdy foundation for educating the population of Kerala. However, this high 

literacy has been maintained by the current state government that has made it a priority to 

support education. Approximately 37 percent of the state’s annual budget is allocated for 

education, the state supports 12.271 schools, and there is an elementary school within two 

miles of every settlement in Kerala (Raman  2005). To provide a point of comparison, 

Assam only spends 6 percent of its yearly budget upon education (Neob 2010).  Kerala’s 

heavy investment in education shows a dedicated commitment to improving education 

that is paying off for its population, particularly in literacy rates. For maternal mortality, 

literacy is a significant factor because women who are educated suffer from lower levels 

of maternal mortality. These women are more likely to practice healthy life style 

behaviors, visit the doctor, and be able to read prescriptions or instructions for care. In 
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terms of education, women in Kerala are undoubtedly more empowered than women 

other Indian states, including Assam.  

 Access to healthcare in Kerala has changed greatly over the last few decades. The 

formation of the present Kerala government occurred in November 1956 and from 1961 

to 1981, the state greatly expanded its government healthcare facilities (Kutty 2000). 

Although this government sponsored growth greatly increased, a government financial 

crisis led to a rise in private hospitals. The government continues to sponsor many of the 

healthcare programs in the public health system. When comparing the healthcare 

expenditure on medical and public health initiatives, the “per capita health expenditure 

increased by 65.38 percent in 1990-1991 and between 1991 and 2002-2003, increased by 

more than 219.43 percent (Ashokan 2010). However, the private sector dominates the 

healthcare industry in Kerala with greater numbers of private healthcare facilities and 

more advanced and expensive technology. It is important to note the difference in 

healthcare infrastructure between Kerala and other Indian states. In Kerala, the private 

healthcare industry is much more important than the government programs. In fact, “85 

percent of doctors, 93 percent of hospitals, and 37 percent of the beds are in the private 

sector in India” (Ashokan 2010). This combination of government and private healthcare 

is beneficial for Kerala because it provides greater coverage for the population.  

For those who are not able to afford private healthcare, they can be covered by the 

government healthcare programs. As mentioned above, the government spends a 

significant amount on public health programs, like maternal health initiatives.  The fact 



 
 

43 
 

that Kerala has two strong healthcare infrastructures in place increases the access for its 

population. In terms of maternal health, this is a beneficial development because the 

increased number of facilities around Kerala increases the ease of access to care for many 

mothers, particularly in rural areas. This ease of access will improve the quality of health 

for women and their families and provide essential services, such as family planning. 

Raman Kutty mentions that many social factors, like female education, were helpful to 

the growth of the health care sectors. For example, the high level female education has 

helped people accept new methods of treatment (Kutty 2000). The fact that women in 

Kerala have several healthcare options that contribute to improved health is empowering.  

 The situation of women in Kerala has been indirectly addressed in the previous 

sections on literacy and healthcare infrastructure. However, it is also important to 

specifically talk about the situation of the women in Kerala. The high status of women in 

the state of Kerala has received a large of amount international attention (Kumar and 

Devi 2010). Not only are women in Kerala becoming increasingly educated, the male-

female population ratios are becoming more equal. In fact, in recent years, the number of 

females has exceeded the number of males. The 2001 census states that there are 1058 

females per 1000 males (“Status of Women”). This reason behind this increase in women 

is most likely due to the fact that women are living much longer and the female infant 

mortality rate has greatly decreased. The population ratios are very symbolic of the 

elevated societal position of women in Kerala today.  The longer life expectancy 

indicates that women are living healthier lives and are living with better conditions than 

in the past. The decrease in female infant mortality is also significant because it shows a 
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change in traditional beliefs. In India, it is traditionally believed that having a son is 

better than having a daughter. This is due to the fact that the son carries on the family 

name and the son is expected to take care of his parents when they are older. This belief 

favoring sons became so ingrained in Indian society that there was a high rate of female 

infanticide, where female children were killed at birth.  The fact that there is a decrease in 

female infant mortality illustrates that there has been a shift in the societal mindset. Since 

women in Kerala today are educated, literate, and healthy, perhaps this trend is changing 

and people are seeing that women are equal to men in every way.  All these factors show 

that the situation of women in Kerala is a very positive one and women in Kerala are 

undoubtedly empowered.   

 

Assam  

Assam, a state famous for its vast tea plantations, is the 14
th

 largest state in India. 

Tea is an important 

business for the 

people of Assam 

and the plantations 

there produce 60 

percent of the tea 

made in India. In 

fact, tea production 

Figure 7. “Profile of Assam." The Ministry of Health and Family Welfare. Government of 

India.  
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has played an important role in developing modern Assamese society. After the British 

added Assam to the English empire in 1826, they brought in people from different Indian 

states to work on the tea plantations. People from many other states including Orissa, 

Tamil Nadu, Kerala, and Bihar were brought to labor in the fields by the British because 

the indigenous population did not provide a large labor force (Long 2006). The influx of 

immigrants, however, added ethnic diversity to the original Assamese population and 

accounts for the multitude of languages spoken and religions practiced in Assam today. 

Today, the people of Assam are generally divided into two groups, tribal and nontribal. 

The nontribal residents tend to live in the plains while the tribal residents generally reside 

in the upper hilly regions of Assam. However, both groups favor life in remote and rural 

areas. A recent Times of India article reported that nearly 86% percent of Assamese 

citizens live in rural areas. However, the lush and hilly terrain that lends itself to fertile 

tea plantations does not make Assam an easy state to traverse. This physical separation 

caused by the landscape makes it difficult to reach the different groups scattered across 

the state, a reason that the tribes of Assam may have remained so distinct and have not 

integrated with the nontribal population. The difficulties of traveling the terrain may also 

make it more problematic for the government to reach all of its citizens for social 

services, education, and healthcare. Another environmental factor that greatly impacts 

society is the region’s frequent natural disasters. As a UNICEF report describes, “Assam 

lies in a region which is one of the six most seismically active in the world and has 

recorded two of the largest earthquakes in India’s recent history (Annual Health Survey” 

2011).  However, the environmental disasters are not limited to earthquakes and also 
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encompass frequent landslides, flooding, and cyclones. Not only do these natural events 

disrupt agriculture, a livelihood of so many citizens of Assam, they also upset the lives of 

many Assamese citizens who are vulnerable socially, physically, and economically. 

Overall, the situation in Assam today differs great from that of Kerala. The Assamese 

face much higher levels of poverty, illiteracy, and disease. For example, the population 

suffers from poverty with nearly one third of all Assamese families living under the 

poverty line ("Annual Health Survey” 2011).  Additionally, they must deal with the 

challenges of living in remote areas and surviving the uncertainty of the natural world 

around them.  

Although these aspects that characterize Assamese life, such as the hilly terrain, 

may not appear to directly influence maternal mortality, they are significant. For 

example, a pregnant mother in an Assamese village may experience complications while 

having her baby. Although home deliveries with family attendants are common, 

pregnancy complications can present a problem when none present are medically trained. 

However, if this mother lives in a rural village in Assam as most of the population does, 

she will have to travel a distance to the nearest health clinic. Traveling long distances 

while in labor may be impossible, due to economic or physical reasons. If the journey 

takes too long, the mother can die from the complications in the interim. This is a very 

common example of the “second delay”, a delay in reaching skilled care, which was 

presented in the first chapter. Thus, secondary factors, such as the environment or cultural 

practices, are important to understanding maternal mortality in a region.    
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In order to compare Assam to Kerala, we will present education levels, access to 

healthcare/infrastructure, and the situation of women in Assam. The literacy rates in 

Assam, as previously mentioned, are 78.8 percent for males and 67.27 for females.  

These rates are clearly much lower than the 87.9 percent literacy rate in Kerala. However, 

poverty or lower socioeconomic status is a likely contributor for many women in Assam. 

“Socio-economic factors contribute significantly to disparities in literacy and educational 

attainment among women in rural and urban areas” (Mitra 2008). Poorer families, 

particularly those who work in agriculture, can often not afford to send their children to 

school because of school costs or the fact that they cannot spare the labor their children 

provide in the fields. If there an opportunity for attending school in more rural and tribal 

populations, boys are more likely to get an education than girls (Mitra 2008). 

Traditionally, the boy is seen as a better investment for the family because he will be able 

to support the family in the future. The girls are often kept at home because their future 

earning potential is less and they are expected to help out with domestic chores at a 

younger age. The trend of female infanticide, killing female babies, was presented earlier. 

The main reason that these babies are killed is because the females are not seen as 

valuable and useful for the family future. Thus, the idea of families only sending their 

male children to school is simply a further development of this type of gender inequality.  

As the disparity in literacy rates show, Assamese women have many more barriers to 

overcome to achieve this basic education than women in Kerala. Schools are physically 

located two miles from each settlement in Kerala, making it easier to access. Secondly, 

the culture of education in Kerala is a more encouraging one that supports educational 
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advancement in the population. Women in Assam need this support and environment in 

order to overcome the barriers that prevent their education.  

The healthcare infrastructure in Assam is another problem.  In contrast to Kerala, 

the public health care system is used by the majority of the healthcare system. The 

numbers show that approximately 74.7 percent of the Assamese population uses public 

healthcare versus 24.9 percent of the Kerala population (Dutta 2007). There is a major 

need for expansion of the public healthcare institutions. For example, the government has 

determined that there are 206 community health centers required to adequately serve the 

population. However, there are only 108 community health centers in place currently. 

This leaves a shortfall of 98 community health centers, which indicates that there are 

large numbers of the population that are not getting the healthcare they need (“Profile of 

Assam”).   There are numerous reports that illustrate the lack of healthcare infrastructure 

and access in Assam.  Not only is the average distance to the nearest health facility 20 

kilometers, there is also a 52% shortage of specialists at the community health centers in 

Assam (“Assam” 2010).  Getting adequate healthcare in Assam is a challenge for several 

reasons. Not only is the distance to the local clinic quite far for the average person, there 

are not enough clinics to accommodate the current population. This shortage of clinics is 

reflected in the care that pregnant Assamese receive. Although a minimum of three 

antenatal checkups are recommended, only 60% of mothers received one antenatal check-

up and 31% received 2 antenatal check-ups in Assam (Gogoi). These low coverage 

statistics are mirrored in every aspect of pregnancy care, from nutrient supplementation 

to the number of institutionalized births.  Sadly, the basic care that these health centers 
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are unable to provide is desperately needed. For example, iron supplementation is very 

important in a pregnancy to protect the women and the baby from iron deficiency anemia. 

In the United States, iron supplements are cheaply and commonly available. However, 

there is not enough iron availability in the villages of Assam. A cross-sectional study of 

285 pregnant women showed that 62% of the women were anemic in a rural area of 

Assam   (Mahanta 2012).  Anemia can cause problems in the development of the child 

and be a risk factor for maternal mortality.  Therefore, pregnant mothers in Assam are 

forced to face a doubly complicated problem, the lack of infrastructure and the poor 

quality of available care.  

These problems of literacy and healthcare may spring from a lack of resources in 

all areas of the state. The government may not have enough money to fund the various 

programs that are required. These programs may include educational programs to 

maintain schools, healthcare programs to increase healthcare coverage, or many other 

social programs that improve the well-being of the Assam population.  Overall, the 

population of Assam is much poorer than the population of Kerala. For example, the per 

capita income of a Kerala citizen is 59,179 rupees, while the per capita income of an 

Assamese citizen is 30,413 rupees (“State Domestic” 2011).  This prosperity may allow 

Kerala citizens the ability to pay for private healthcare, education, or other social needs, 

in a way that Assamese citizens cannot.  These state problems greatly affect the situation 

of women in the state. Women in Assam are not living in good conditions, as illustrated 

by the sex ratio and the literacy rate. The low literacy rate indicates that women are 

receiving lower levels of education. The sex ratio is 935 women for every 1000 males 
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(“Profile of Assam”). Although this ratio does not seem to be a large disparity, we must 

remember the sex ratio in Kerala where women outnumbered males. From statistics, we 

can infer that the situation of women in Assam is much poorer than Kerala because 

women are not receiving quality education, healthcare or social status equal to men. The 

female population of Assam lives in a society that does not properly support them, 

provides for their basic needs, and allows them to reach their full potentials.  With such a 

poor foundation, how can these women become empowered? How can they overcome 

problems such as maternal mortality? The lack of female empowerment does affect the 

state because women are the agents of change in their communities. They are the ones 

responsible for children and their education and for keeping families together.  

In comparison to the literature on Kerala, there is a paucity of scholarly research 

on Assam in relation to maternal mortality. When researching Kerala, numerous case 

studies, trials, and examinations of the Kerala health model have been conducted. 

Success and international attention may be the reason there is more work on Kerala.  The 

lack of literature on this topic in Assam may be an indicator of the poor maternal 

mortality situation in Assam and the lack of attention given to the healthcare 

infrastructure.  The fact that the healthcare system has not been extensively examined, 

critiqued, or received high profile attention may be another factor influencing its 

development. This fact should be taken into consideration when discussing the situation 

of maternal mortality in Assam.  
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Through the Lens of Structural Violence 

The comparison between Kerala and Assam clearly illustrates the differences in 

education and healthcare infrastructure. However, most importantly, the two states 

demonstrate a stark contrast in terms of positions of women in society. Women in Kerala 

have a much better social, political, and economic situation than their counterparts in 

Assam. Similarly, women in Kerala have a much better maternal mortality rate than their 

counterparts in Assam. There is definitely a correlation between the higher status of 

women in society and lower rates of maternal mortality. Looking at the two states 

through the prism of structural violence shows that this is the case. As described in 

chapter two, structural violence is “when unjust systems or structures prevent people 

from achieving good health and from achieving good lives” (“How Structural Violence 

Impacts” 2011).  Thus, a sociocultural or economic factor, such as cost or stigma, which 

intimidates women and causes them to lead poorer quality lives, is structural violence.  

This violence is not occurring on a large scale in Kerala because the society is 

actually promoting the health of women. They are educated, have excellent access and 

coverage, and have increasing life expectancy. Aside from healthcare, women are also 

gainfully employed in other parts of society, as public health work. Women are becoming 

more equal to men in Kerala and this promotes the status of women in Kerala. The 

societal structures in Kerala do not work against women and this is the reason that 

maternal mortality rates are much lower in Kerala.  The opposite situation is true in 

Assam. Women are unequal to men in every sector of society, whether it is education 
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levels or sex ratios. The societal structures in Assam work against women and this is 

reflected in the high maternal mortality rates.  

Generally, maternal death results from simple medical problems, transportation 

issues, or lack of money and access. Examining each of these factors closely suggests that 

all of them are caused by structural violence at the fundamental level. For example, 

maternal death caused by hemorrhage, infections or other diseases is caused by structural 

violence. These medical conditions are very easy to treat and are not considered a 

problem in the developed world. However, in India, the lack of resources to provide 

effective and quality healthcare for women has led to these conditions being the major 

causes of death. Once again, the structures of society are causing women to die. In short, 

there may be numerous immediate causes and determinants but the overarching 

determinant of maternal mortality is rooted in structural violence against women.  

Why is this knowledge important? In order to someday reach a solution to 

maternal death, society needs to understand that structural violence is the overarching 

cause. Today, despite our medical advancements and knowledge of the multiple causes of 

maternal death, we have still not managed to stop the high levels of mortality and protect 

the lives of thousands of mothers who die each year.  We can continue addressing one 

determinant at a time or we can recognize that the soaring rates of maternal mortality 

imply that there is something missing from our policies and that we need a more 

comprehensive approach. The goal of this thesis is to raise awareness about the structural 

violence inherent in maternal mortality in the hopes that policymakers in the future 
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incorporate this idea into healthcare policies.  This would show recognition that changing 

the situation of maternal mortality will require significant changes at a very fundamental 

level, in the societal mindset and everyday practices. As long as women continue to be 

discriminated against in societies, this problem will continue. 
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Chapter Five  
 

 Maternal mortality in India is a complex web of social, political, cultural and 

economic causes. However, as we analyze these causes and become tangled in the 

multiple factors, it is important to remember the ultimate goal of these scholarly efforts – 

to reduce the number of maternal deaths that occur each year.  This thesis has attempted 

to cut through the tangle and illustrate that the reasons for these deaths come down to the 

fundamental cause of structural violence.   

 Structural violence, as it has been defined in this thesis, may seem a very broad 

and abstract concept. After all, gender inequalities exist in every society in the world, not 

just in India and not just for pregnant mothers.  It seems difficult to focus this knowledge 

into a discrete policy that we can implement or concrete recommendation we can offer to 

those who will tackle the problem of maternal mortality in the future.  However, once 

again, we must look at the problem as a whole, not in part. Understanding this connection 

between structural violence and maternal mortality can inform a new approach to 

maternal mortality. This approach is more comprehensive and understands that maternal 

mortality is not just caused by a hemorrhage or the fact that a mother cannot reach a 

healthcare clinic. This approach recognizes that the problem of maternal mortality 

reaches deeper into the roots of social problems. Once the depth of the problem is 

understood, it is easier to plan how to use the resources available to address it. In the case 

of maternal mortality, we have the theoretical tools to fix this problem at our disposal; we 

simply need to organize them in the most efficient way.   
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 Paul Farmer restates this idea of using understanding and the resources available 

to tackle the problem from numerous levels.  

“…it is possible to use these tools in a manner informed by an understanding of 

structural violence and its impact on disease distribution and on every step of the 

process leading from diagnosis to effective care. This means working at multiple 

levels, from “distal” interventions—performed late in the process, when patients 

are already sick—to “proximal” interventions—trying to prevent illness through 

efforts such as vaccination or improved water and housing quality” (Farmer 

2006).  

 

The web of maternal mortality can also be used to understand how to comprehensively 

approach maternal mortality with its elements of structural violence. Each of those 

strands is determinant of maternal mortality and they have tangled together to form a 

muddled network of strands. The structure of the web represents structural violence 

because the way that web has been set up is preventing the various strands from 

disentangling. This is the same way that structural violence prevents pregnant Indian 

mothers from reaching their full potential.  

 What does it take to unravel this web? Society has to restructure this web into a 

new shape can allow the strands to be detangled. Once this space has been reshaped, it 

will be easier for the strands to become an untangled web. In the same way, once 

societies can truly transform their mindset about gender and inequality, it will be easier to 

implement changes to improve maternal mortality. Of course, this will require addressing 

the problems that each strand poses and carefully working to detangle the web as a 

whole. However, since the problem is being addressed at all levels, there may be a more 

long-term and permanent impact.  
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 There may be those who wonder how understanding the fundamental cause of 

maternal mortality helps to stop fatalities. This question brings to mind the “downstream 

story.” This story tells of a man who is walking on a path beside a river when he 

suddenly hears the cries of a person drowning. He notices that the drowning man is 

floating downstream and rushes to pull him out of the water. No sooner does he pull the 

man to safety than another man comes struggling down the river. This pattern continues 

until the man is so busy pulling people out of the river, he has no time to find out why so 

many are being pushed in upstream. This story illustrates that while it is important to 

address the immediate causes of a problem, or the “downstream causes”, this will not 

solve the problem. To truly solve the problem, it is essential to deal with the fundamental 

or “upstream” causes of the problem.   

This story translates to the deeper causes of maternal mortality.  Society can 

continue to focus upon the individual determinants of these deaths. It is easier and more 

satisfying in the short-term. However, to fully address the issue, the root cause is 

essential. This thesis has attempted to draw the connection between maternal death and 

structural violence so that future policies and goals can take this interaction into account. 

If society better understands the problem, then we may have a better chance of 

implementing an effective solution that comprehensively addresses maternal mortality 

and reduces maternal deaths worldwide in the future.   
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