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Improving Sri Lanka’s Maternal Mortality Rate: radical changes are needed
Maternal death is the ultimate tragedy in healthcare. Those who die are

otherwise healthy young women in the prime of their lives and most of these
deaths can be prevented with simple interventions [1]. It is said that a maternal
death affects three generations, but the effects go beyond these, affecting
nations [2] However, the main reason to prevent a maternal death is its moral
imperative [3]. A country’s maternal mortality rate is considered a reflection of
the quality of its healthcare system and socioeconomic determinants such as
poverty, illiteracy and the status of women [4].

Sri Lanka has been held out as a model for maternal healthcare delivery in
developing countries, being described as a paradox [5]. The maternal mortality
rate (MMR) in Sri Lanka fell from 62 to 33.4 per 100000 live births between the
years 1997 and 2008. However, from then on, the rate has hovered around 32
per 100000 live births for a decade. In 2019 and 2020, the rate was 29.2 and 29.5
respectively. A significant decline in the rate has not been shown since 2008.

A closer perusal of the data shows that direct causes have consistently
accounted for nearly half of the deaths. More importantly, obstetric
haemorrhage, which is considered an eminently preventable cause of death
was the leading cause in 2016, 2018 and 2020. In Sri Lanka, 99.5% of deliveries
will have skilled attendance [6] and the vast majority will deliver in a hospital
that has the services of a specialist obstetrician. In 2021, nearly 91% did so. It
could be argued that the predominance of obstetric haemorrhage as a cause
of maternal death is unacceptable in a country with such a high institutional
delivery rate. It is a reason for alarm and raises questions about the quality of
maternal care in Sri Lanka.

Maternal healthcare in Sri Lanka is delivered via two arms, the Field
Service and the Institutional arm. The Field Service reports to the Family
Health Bureau (FHB) while the hospitals report to their respective Regional
Directors of Health Services.

Judging by statistics, the Field Service appears to produce outstanding
results. In 2021, 93.6% of mothers were booked with the system before they
had completed the 12th week of pregnancy. The average for home visits by a
Family Health Officer (FHO) during the first 10 postnatal days of birth was 1.8,
with at least one such visit being received by 84.6% of mothers [6].
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A salient feature of the Field Service is that it has key
performance indicators (KPIs) that are monitored by the
FHB, which ensures that the service is kept under
surveillance and corrective actions are taken where
needed.

In the Institutional System, care is delivered via
consultant-led units. Sri Lankan consultants undergo a
five-year supervised training period including a
mandatory year in a foreign country, usually in the UK or
Australia. A hospital may have one to five consultant units.
Those with one consultant unit are currently being phased
out. Management policies followed in a unit are decided
by the consultant in charge and even within a hospital,
policies may differ between units. For example, in a hospital
that has five consultant units, management policies for
common conditions may be unique to each of them. Many
of the units will have their labour ward, rather than one
that is common to all units in the facility. Common labour
wards will offer the advantage of optimal utilisation of
resources and therefore, better focused care.

Statistics from the Institutional Sector show reasons
for great concern. The latest cesarean section (CS) rate
for Sri Lanka (2021) at the population level is 43.1%, with
seven Health Service Regions having rates above 48%,
(Health Statistics Unit, Family Health Bureau, unpublished
data). This means that in these regions, almost every other
baby will be born by CS. Sri Lanka has also been shown to
have a high rate of induction of labour (IOL) as well.
Contrary to data from developed countries, Sri Lankan
data shows that IOL increases the odds of cesarean birth
[7, 8]. High CS rates will self-propagate a further increase
of the rate in the medium and long term. Further, the
contribution of CS to maternal mortality is well recognised.
Regional variations of CS rates in Sri Lanka further indicate
inconsistencies in the quality of care. High CS and IOL
rates will also result in higher healthcare costs, an aspect
that is not taken into consideration in Sri Lanka.

Unlike in the Field Service, the Institutional arm does
not have any KPIs. The absence of performance indicators
may be a major weakness of the Institutional Service, and
may well account for some of the above-mentioned quality
indicators. There are examples of tools for monitoring the
quality of maternal care delivery from other countries,
including dashboards [9].

Access to care has been considered one of the
strengths of the Sri Lankan healthcare system. However,
there are indicators of inequality and inequity in access to
care. The estate sector consistently contributes dispro-
portionately to maternal deaths due to cardiac disease.
Women who become pregnant out of wedlock and carry
‘socially stigmatised’ pregnancies also contribute
disproportionately due to the consequences of concealed
pregnancies and unsafe abortion. This indicates poor
access to contraception by such women. Family planning
advice must be provided to all women beyond a chosen
cut-off (e.g. all school leavers and above) irrespective of

their civil status. A more tolerant, non-judgemental service
in contraception and pregnancy care is needed for this
group of women.

Other aspects of care delivery also show reasons for
great concern. Respectful maternity care is a byword in
modern obstetrics. It refers to care delivered to all women
in a manner that maintains their dignity, privacy and
confidentiality, ensures their freedom from harm and
mistreatment and enables informed choice and continuous
support during labour and childbirth [10]. The presence
of a birth companion for continuous support is one of the
pillars of this concept. The benefits of having a labour
companion go far beyond psychological comforts. Global
and local data show that it reduces the length of labour,
the need for analgesics and the need for an operative
delivery including cesarean section [11, 12].

In the context of Sri Lanka, the mere presence of a
labour companion will go a long way towards protecting
the dignity of a labouring mother and result in more
sensitive and respectful care. Further, the tendency of
this intervention to reduce the need for cesarean section
will be very relevant. Unfortunately, the attitudes of care
providers are the main obstacle to its greater utilisation,
which has been referred to as one of the most cost-
effective interventions  [13, 14]. In 2017, the Ministry of
Health issued a circular (General Circular 2017/03)
encouraging the utilisation of a labour companion. In a
country where in the private sector, allowing a companion
during labour and the presence of the husband at cesarean
section is the norm, the paucity of government hospitals
that allow a labour companion represents a huge gulf in
equity in care provision. It is a reflection of where the Sri
Lankan service stands compared to modern standards of
obstetric care. Studies demonstrate mistreatment during
childbirth in Sri Lanka [15, 16].

Could the virtually static maternal mortality rate of
Sri Lanka mean that the potential of the current system of
care delivery has reached its potential and that new
strategies will need to be explored if we are to improve?
The core structure of healthcare delivery in Sri Lanka has
not seen a fundamental change since the 1950s. For
example, consultants in the state sector are contracted
to be present on-site only for six hours on weekdays
(8 am-12 noon and 2-4 pm and for four hours on Saturdays
(8 am-12 noon). This means that even in a hospital with
five consultants, the benefit of direct involvement of a
consultant in care will not be available to labouring mothers
for eighteen hours of the day unless one is summoned to
attend to an emergency. During weekends and holidays,
exposure to a consultant will be even lesser.

Increasing exposure of labouring mothers to a
consultant would be essential if we are to improve the
institutional service. A safer, more efficient service could
be provided by having common labour suites with
consultants rostered to provide more direct contact and
supervision. These changes will represent a major shift in
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the paradigm of care provision in Sri Lanka. It is pertinent
to remember that the World Health Organisation has
recognised that improving the quality of care around the
time of birth is the most impactful strategy for reducing
stillbirth, and maternal and newborn deaths [10].
Increasing direct contact with a consultant will have
resource requirements that can be achieved by amal-
gamating or expanding facilities. The previous policy of
establishing facilities focusing on geographic spread alone
could be sacrificed safely in the present context, due to
the availability of an efficient countrywide ambulance
service.

At the central level, there seems to be weak leader-
ship, resulting in a lack of accountability, which seems to
be a major deficiency in the way maternal healthcare is
being delivered currently.  Instances of neglect and failure
to follow guidelines leading to maternal deaths are hardly
ever acted upon. No attempt is being made to address the
obvious indicators of poor quality of care and to enforce
accountability, which is a vital part of good governance
not only in healthcare but in any field. The centre must
play a lead role to enforce minimum standards and be
responsive. For example, the centre has a responsibility
to investigate and apply remedial measures in facilities
that have a high CS rate. Sri Lanka has a robust health
information system that can be used to monitor quality.

Sri Lanka has a maternal death review system that
has received international recognition [17]. Recently this
too has faced setbacks. The maternal mortality rate for
2021 is still not available. It is noteworthy that the Sri
Lankan maternal death review process continued
unabated even during the North-East conflict.

A new modality of review called “Immediate Response
to Maternal Deaths” was initiated in 2018. The obstetric
team and senior officials of the Ministry of Health
discussed selected deaths at face-to-face meetings. This
has been abandoned now.

Most Sri Lankan healthcare workers have hardly any
opportunities for in-service training in any form. A recent
review of maternal deaths showed a multitude of short-
comings in the management of obstetric emergencies,
including failure to recognise the severity of blood loss
and volume deficit, and potentially lethal mistakes in the
administration of antihypertensives (Senanayake H,
Unpublished data). There is evidence that training in EmOC
will make a difference in the practices of care providers
(18). In 2016, the Ministry of Health procured a program
for training in emergency obstetric care (EmOC) at a great
cost. This was used in regular trainings, but since the
beginning of the pandemic, none have been held.
Establishing regional centres for EmOC will be the way
forward.

In conclusion, it is time to question if Sri Lanka’s
static maternal mortality rate is an indication that the
current system of care delivery has reached its potential.
Will new paradigms need to be explored? Investment in

the management of labour has been shown to bring the
best rewards. Mechanisms to ensure the best possible
care for labouring mothers including increasing direct
contact with consultants must be explored. While the Field
Service is performing exceptionally well, the lack of KPIs
and accountability in the Institutional Sector may be
responsible for a host of suboptimal quality indicators.
The lack of training in EmOC is a major weakness in the
system.

The Ministry of Health is responsible for ensuring
that Sri Lankan mothers will receive evidence-based,
equitable and respectful care. It needs to be more
responsive when a facility is producing suboptimal
statistics.

Unless radical changes are instituted, it is likely that
the MMR of Sri Lanka will remain static, as it has done for
the past decade. The country is uniquely positioned to
produce far better maternal mortality rates, considering
the terrain, well-established health and non-health
infrastructure, and literate population among a host of
other advantages. Despite these, the once exalted position
Sri Lanka enjoyed regarding maternal care is eroding, with
other Asian countries in less advantageous positions
making vast strides with focused interventions and
passionate commitment.

If we are to improve, stakeholders must first decide
whether they want to keep harping on past achievements
or if the time has come to take the issue of reducing
maternal mortality seriously.

References

1. Gaskin IM. Maternal Death in the United States: A
Problem Solved or a Problem Ignored? J Perinat Educ.
2008; 17(2): 9-13.

2. Suellen Miller JMB. The true cost of maternal death:
individual tragedy impacts family, community and
nations. BMC Reproduct Health 2015; 12: 56.

3. World Health Organization. Mother-Baby Package.
Geneva: World Health Organization; 2010.

4. World Health Organization Fact Sheets. Maternal
Mortality available at https://www.who.int/news-
room/fact-sheets/detail/maternal-mortality.

5. Nyfløt, L. and Sitras, V. (2018), Strategies to reduce
global maternal mortality. Acta Obstet Gynecol Scand,
97: 639-640. https://doi.org/10.1111/aogs.133566.

6. Annual Health Bulletin 2019, Accessed at https://
drive.google.com/fi le/d/1j3KdkBN0cwueR
B9opmYsJN_03tNGvwDz/

7. Lazzerini M, Senanayake H, Mohamed R, et al.
Implementation of an individual patient prospective
database of hospital births in Sri Lanka and its use for
improving quality of care. BMJ Open. 2019; 9(2):



130 Ceylon Medical Journal

Leading article

e023706. doi: 10.1136/bmjopen-2018-023706. PMID:
30782885; PMCID: PMC6368149.

8. Senanayake H, Mariani I, Valente EP, Piccoli M,
Armocida B, Businelli C, Rishard M, Covi B, Lazzerini
M. Outcomes of induction versus spontaneous onset
of labour at 40 and 41 GW: findings from a prospective
database, Sri Lanka. BMC Pregnancy Childbirth
2022; 22(1): 518. doi: 10.1186/s12884-022-04800-1.
PMID: 35761191; PMCID: PMC9235207.

9. Maternity Dashboard Clinical Performance and
Governance Score Card. Good Practice No. 7. Royal
College of Obstetricians and Gynaecologists, London,
2008.

10. WHO recommendations: intrapartum care for a
positive childbirth experience. Geneva: World Health
Organization; 2018.

11. Senanayake HM, Somawardana UABP, Samarasinghe,
M. Effect of a female labour companion and of
educating her regarding support during labour on
perinatal and labour outcomes. Sri Lanka Journal of
Obstetrics and Gynaecology 2014; 35(4): 112-15.

12. Hodnett ED, Gates S, Hofmeyr GJ, Sakala C.
Continuous support for women during childbirth.
Cochrane Database of Systematic Reviews 2013, Issue
7. Art. No.: CD003766. DOI: 10.1002/14651858.
CD003766.pub5.

13. Senanayake H, Wijesinghe RD, Nayar KR. Is the policy
of allowing a female labor companion feasible in
developing countries? Results from a cross sectional

study among Sri Lankan practitioners. BMC
Pregnancy Childbirth 2017; 17: 392. DOI 10.1186/
s12884-017-1578-z;

14. Berghalla V, Baxter JK, Chauhan SP. Evidence-based
labor and delivery management. Am J Obstet Gynecol.
2008; 198 (5): 445-54.

15. Rishard M, Fahmy FF, Senanayake H, et al.
Correlation among experience of person-centered
maternity care, provision of care and women’s
satisfaction: Cross sectional study in Colombo, Sri
Lanka. PLoS ONE 2021; 16(4): e0249265. https://
doi.org/10.1371/journal.pone.0249265

16. Perera D, Lund R, Swahnberg K, Schei B, Infanti JJ;
ADVANCE study team. ‘When helpers hurt’: women’s
and midwives’ stories of obstetric violence in state
health institutions, Colombo district, Sri Lanka. BMC
Pregnancy Childbirth 2018; 18(1): 211. doi: 10.1186/
s12884-018-1869-z. PMID: 29879946; PMCID:
PMC5991468.

17. Mathur A, Awin N, Adisasmita A, Jayaratne K, Francis
S, Sharma S, Myint T. Maternal death review in
selected countries of South East Asia Region. BJOG
2014; 121 Suppl  4:  67-70. doi: 10.1111/1471-0528.
13001. PMID: 25236636.

18. Ameh CA, Mdegela M, White S, van den Broek N.
The effectiveness of training in emergency obstetric
care: a systematic literature review. Health Policy and
Planning 2019; 34 (4): 257-70.  https://doi.org/10.1093/
heapol/czz028.

Hemantha Senanayake1, Chathura Ratnayake2, 1Department of Obstetrics and Gynaecology, University of

Colombo, Sri Lanka, 2University of Peradeniya, Sri Lanka.

Correspondence: HS, <hsenanayake@obg.cmb.ac.lk>. Received 22 November 2022 and revised version 19

December 2022 accepted 23 December 2022


