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Intellectual Property Rights and Public Health
Pardeep Kumar* and Deoki Nandan**

The advent of globalization and digital technologies has changed the engine of
economic development from manual and mechanical force to intellectual prowess. The
character of the world trade has undergone significant change in last decade because of
liberalization, privatisation and globalisation (LPG). Many issues have come to the fore
to influence the trade patterns. The traditional concept of the factors of the productionin
economics is changing in the present era of liberalized economy, particularly with
coming into force of World Trade Organization in 1995. Traditionally there were four
factors of the production namely Land, Labour, Capital and Enterprise but now
knowledge/intellectual (in form of services) has become an important factor of
production. The role of knowledge as potential contributor to production is increasingly
being recognized, thus assuming the status of a factor of production. As such it
ultimately contributes to generation of income and profit. Not only generation of
information and technology, but it's effective protection is also importantin new order of
international relations and multilateral trade. This has significantly increased the
importance of Intellectual Property Rights (IPRs) in the developmental process in the
modern world. However, the general perception is that IPRs play a significant role only
in the case of globalize industrial economy and has not worthwhile place in the area of
social development.

Intellectual property is intangible unlike movable properly such as a car and immovable
property such as a house. It is the creation of human intellect. An example is music.
The distinct feature of Intellectual property is that it “relates to information which can be
incorporated in tangible objects and reproduced in different locations and can be used
by several persons at the same time, unlike immovable or movable tangible property”.
There are variations as to the set of rights forming the basket of Intellectual Property
Rights. The Agreement on Trade Related Aspects of Intellectual Property Rights
(TRIPs) includes Copyright and Related Rights, Trademarks, Geographical Indications,
Industrial Designs, Patents, Layout-Designs (Topographies) of Integrated Circuits,
Protection of Undisclosed Information, Control of Anti-Competitive Practices in
Contractual Licenses etc. within the scope of IPRs.

Public Health

Pharmaceutical industry occupies an important place in Indian economy as a major
emerging research-oriented and research-based industry. Trade Related Aspects of
Intellectual Property Rights (TRIPs) has brought new challenges and opportunities for
this sector and proper analysis of all the factors responsible for successful gains from
the market is essential for the researchers. The Indian pharma industry's success and
survival will depend on how strategically and effectively it faces the upcoming
challenges and opportunities in this sector.
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Till 2005 drugs for medical purposes were not patentable in India. Therefore, it was
apprehended that the switchover from the non-patent regime to the patent regime would
not be a smooth one. India has high technical expertise and infrastructure to
manufacture medicines. Even then, almost 60% of Indian population is not under the
reach of modern medicines and depend on local treatments or herbal formulations. The
low coverage of the modern medicine is mainly due to low earnings, poor accessibility of
medical facilities and low awareness or education among the mass. Eveninthe lastfew
years, the price of many of the medicines including essential antibiotics have
skyrocketed due to organized efforts of the manufacturing firms and monopolistic
conditions existing in the drug industry. Low profit margin on the low cost medicine for
the poor has desisted many of the pharmaceutical companies from venturing into that
sector. Moreover, many of the new medical researches are targeting the developed
countries with promising profits for medicines for lifestyle diseases, whereas developing
countries are still in need of basic health care. In these circumstances, it will not be
improper to expect a price rise for many of the medicines in India. Comparing the price
for same medicine among countries with and without patent regime for medicines, it was
found that in some countries with patent right, the drug price was higher up to 41 times
than in India prior to 2005 (with no drug patents).

The policy option in this sector mainly lies in the development of low cost medicines in
the country itself with an eye on bringing more and more rural poor under modern
medical facilities. Similarly, there is option for controlling the price by even provisions
available in the TRIPs itself like compulsory licensing and parallel import (which requires
political will).

Besides, the other important issues are that awareness about IPRs is relatively low in
India as compared to developed countries. Entrepreneurs, researchers, technocrats
and concerned person should be given proper awareness through mass media and
seminars in this area. The legal base is also needed to be strengthened. Further the
IPRs should be viewed not only from the viewpoint of 'strategic management' but also
from the viewpoint of business ethics and 'Corporate Social Dharma'. Again there is an
urgent need to protect the traditional knowledge and folklore wisdom from being
appropriated by the corporate in their search to increase their bottom-lines. In this
regard proper measures are required to be taken to protect indigenous knowledge
mainly in the fields of traditional Indian System of Medicine. This would help in achieving
a balance between corporate and communities by balancing the return on investment
(ROI) approach and returns to community (RTC) approach to intellectual property
issues.
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ABSTRACT

Research on RTIs/STls in the country has so far concentrated only on
estimating the prevalence among women and their health seeking behaviour.
Little is known about men's awareness regarding causation, transmission and
prevention of RTIs/STls, treatment seeking behaviour--their perceptions about
quality, cost, privacy and client satisfaction, perceptions related to HIV/AIDS,
and gender dimensions and vulnerability perceptions. Such information was
collected from six different representative regions in 2006 by a team of public
healthcare personnel and social workers using qualitative tool--focus group
discussions (FGDs). A total of 12 FGDs were conducted among randomly
selected married men aged 20-45 years residing in rural areas. The findings
reveal that men consider sex within marriage to be safe and free of risk, but sex
with 'bad'women (sex workers or promiscuous women) as risky that makes one
vulnerable to RTIs/STls. Awareness of HIV/AIDS is more than that of
RTIs/STls. Treatment seeking behaviour and partner notification is influenced
by social stigma that is associated with RTIs/STls. Knowledge about condoms
has not necessarily led to its use with many male participants. Triangulation of
these findings with the information obtained from in-depth interviews of service
providers and programme managers along with facility surveys justifies the
need for improving overall awareness and knowledge both of the service
providers and community and improving the overall RTI/STI service delivery.

Key Words: RTI/STI, HIV/AIDS, Sexual Transmission, Men's Perceptions, Treatment

Seeking Behaviour.

The efforts to gather evidence on
RTIs/STls and related risk factors have
improved over the past decade.
However, several gaps in our
understanding continue to constrain our
methods to curb these infections.
Though available studies shed some
light on the liberal healthcare offered in
the public health sector, there are a few
crypticissues thatmen and women face
in accessing and utilising these
services, which are less understood
properly. The role of a wide variety of
possible influences such as cost,
geographical access to services,

gender-based issues, perceptions on
the quality of care are yet to be
accounted.

Some studies report that men who
suffer, either neglect or resort to self-
treatment for STls (Santhya, 1999, Ravi
Verma et al. 2000). A few studies,
however, report that almost half of all
symptomatic men consult someone or
seek allopathic treatment (Carolina
Population Centre 1997, Joseph et al.
1998).

Non-compliance with the treatment
regimen and self-treatment are
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common among men as well (Ganguli
etal. 1985). Itis reported that over one-
half of the cases seen at larger public
hospitals are repeat patients who come
with persistent or aggravated
symptoms after considerable 'cure-
shopping' (Ramasubban et al 2000). In
a study of reproductive morbidity
amongst males in an urban slum in the
Northern part of the country, 33.6 per
cent reported one or more perceived
symptoms of RTls/sexual morbidity (Y
Uppal S).

The management of RTlIs is the most
needed inclusion, particularly in the
rural and urban slums of our country in
the Phase-2 of the RCH Programme.
Therefore, Ministry of Health and
Family Welfare, Government of India,
being keenly interested in introducing
services for prevention and case
management of RTIs/STIs in this
package, directed the National Institute
for Research in Reproductive Health,
Mumbai, and the Indian Council of
Medical Research to formulate national
guidelines for management of
RTIs/STls in a research mode. Hence
evidence-based rapid assessment
survey (RAS) was undertaken, based
on which the national guidelines on
management of RTIs/STls was
formulated.

OBJECTIVES

The overall objective of the RAS was to
assess the existing management
practices on reproductive health,
including RTIs/STIs in public health
facilities, their service readiness, and
build community-based supportive
evidence for formulating tailor-made
guidelines.

The major focus of this paper is on the
community-based evidence in relation
to perceptions, healthcare seeking
behaviour of rural men on RTIs/STls
and their expectations on its
management at public healthcare
facilities.

MATERIALS AND METHODS

All the FGDs were conducted in the
health facility premises, Anganwadis
(Kindergartens) or Yuvak Mandals
(youth clubs) after ensuring that the
venue was accessible and convenient
for the participants. In all, 12 FGD
sessions were conducted in the local
language, responses recorded and
then transcribed and translated into
English. The research team comprised
trained public healthcare personnel
and those with a social background.
The moderator, who headed our
research team, explained to the
participants about the necessity of
recording the discussions and assured
them of confidentiality. A prior written
informed consent was obtained from
the participants and their queries, if
any, were answered after the
discussions. The moderator ensured
that there was good interaction within
the group and between the group and
the moderator.

Sampling

The sampling frame proposed by the
International Institute for Population
Sciences for RAS was used to assess
the overall service delivery in the public
healthcare system with regards to
RTIs/STls. One state was selected
from each of the six representative
zones - the Central, Western, Northern,
Southern, Eastern, and Northeastern
regions and from each selected state,
two districts were selected. The
districts were selected based on the
performance indicator of institutional
deliveries. One district with good
institutional deliveries and one district
with bad institutional deliveries were
chosen. The same districts were
chosen for the conduct of 12 FGDs
among the selected rural married men
in the 20-45 age bracket .The details
are as follows:
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States from six representative zones

Madhya Maharashtra Uttar
Pradesh Pradesh

Tamil Nadu

West Bengal Assam

Indore, Shahadol, Sindhudurg, Dhule, Jhansi, Bareily, Thiruvallur, Kanyakumari , Nadia, Uttar Nagaon, Hailkandi Dinajpur

Selection of Participants

To encourage lively and focused
discussions, it was decided to deal with
smaller groups of eight-ten men at a
time. We were liberal in the inclusion
criteria, the minimum of which were that
all our participants were married men
living in village and were in the 20-45
age group.

RESULTS
a. Background Characteristics

The six zones selected have diverse
populations, speaking different
languages and belonging to different
cultures. Although majority of them
were Hindus they differred in their
culture and traditions. All of them had
access to the healthcare facilities. The
age range of the participants (20-45
years) was broad, wherein they
represented early, middle and late
adulthood and include low as well as
middle-income group. All were
residents of the village and were literate
too.

1. Signs and Symptoms of
STIs/RTIs

Almost half of the participants from each
group from the Western, Eastern,
Northeastern, and Southern zones
were able to name some STIs like
syphilis, gonorrhoea and AIDS which

they referred to as garami (syphilis)
and parama (urethral discharge) and
HIV respectively in the local language.
Besides these participants were able to
identify the problems associated with
RTIs/STls in men by their symptoms
like dysuria, white discharge through
urine, ulcers, foul smelling discharge,
swelling and itching in the genitals,
groin, and scrotum. Less than half of the
participants from each group also
attributed symptoms related to
appendix, irregular bowel habits, liver
problems, white patches on the skin,
asthma, tuberculosis, cancer,
haemorrhoids, and even impotency to
reproductive tract infections.

Men from the Northeast and North
referred to RTIs/STls as guptrog
(hidden disease) which means that
these cannot be disclosed to others.
Those from the North felt that guptrog
means impotency, which they would
not reveal to others. One group replied
that women were in a better position to
answer this question since they knew
more about RTls. This group also felt
that excessive bleeding and white
discharge were related diseases in
women.

Modes of Transmission of RTIs/STls
Sexual Route

Regarding the causes of STls, almost
all groups were aware of the
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consequences of having multiple
sexual partners and unprotected sex.
Some participants across the groups
spoke about extramarital relations of
husbands and wives and visiting sex
workers in red light areas as the
probable reasons of RTls.

A participant from the North mentioned
that 'less brained' individuals who had
sex with wife during menstruation could
have caused such diseases. Many of
them identified correctly high risk sexual
behaviour for contracting HIV/AIDS.
However, the same was not true
regarding RTIs/STls.

When one group in the South was
asked about the causes of HIV/AIDS
they answered that it was due to
multiple sexual partners and
unprotected sex. They called HIV/AIDS
as a man-made killer disease which has
been around for along time but is known
of only now. All of them had poor
knowledge about HIV/AIDS. They felt
that sex workers were responsible for
giving the disease to men.

One group from the East called AIDS as
well as syphilis a rented disease
because it was acquired from a
'rented' place like a brothel or hotel.
They were aware that it did not spread
by casual touch, eating, drinking or by
mosquito bites. They said 'rural people
are not spoilt as compared to city
people' and sexual relations outside
marriage were generally abhorred by
the society. Men who frequented red
light areas or had multiple sexual
partners, women who were commercial
sex workers (often referred as 'bad
women') and truck drivers were
perceived as groups vulnerable to
RTIs/STls. A quarter of them from this
group said that those who were 'always
after sex could also get this disease'.
They further added that occasional sex
might not give rise to infection but sex
with a bad woman or those having poor
resistance power, were vulnerable.

Non-sexual Route

Besides the sexual route as the chief
mode of contracting these diseases, the
participants also knew about the non-
sexual routes like infected blood,
needles and syringes, reuse of shaving
blade and transmission from the mother
to the child. However, a few thought it
spread by excess heat in the body,
unclean genitals and undergarments,
improper sanitation, open air
defecation, long-term use of common
toilets, bathing in a common lakes or
ponds especially with undergarments
on, toiling with heavy work, cutting hair
and beard in saloons.

One group from the South mentioned
that living with cattle could lead to RTls
whereas another from the Central Zone
felt that abortions carried out by illegal
providers could cause AIDS.
Participants from the North also blamed
home deliveries in unhygienic
conditions by dais, but did not link them
directly with RTls/STls.

Inter-Spousal Communication on the
Issue

Men Sharing about Their Infections
with Wives

There were varying responses on this. A
few participants from the South strictly
excluded their wives or family members
in discussions related to their sexual
health and preferred to share it with their
close friends or doctor or the local
health inspector only. Those from the
North shared that they rarely discussed
about their sex diseases with their
spouses. Villagers were hesitant about
discussing such issues even amongst
one another as against educated
couples in cities who are more open.
One group from the East too had the
same opinion because they feared that
it could lead to family problems, but
another group from the same region
chose to share it with their wives and
friends.
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Men's Perceptions about Women
Sharing about RTIs/STIls with Their
Husbands

Participants from the West felt that
women rarely discussed these
problems with men. Participants from
the Central and Western Zones felt that
women tended to suffer more from
RTls, which presented with common
symptoms like white discharge and
weakness (kamijori). Participants from
the Central Zone opined that educated
and bold women shared their problems
immediately and easily with their
partners whereas illiterate women
refrained from discussing because they
were shy. 'Those women who do not
hesitate tell about the problems
immediately. Women feel shy because
of illiteracy. If they were educated, they
could speak'. They also felt that women
do not speak out immediately, thinking
that the problem will resolve
spontaneously and when things
deteriorate, they seek medical advice.
Some still continue to bear the pain
silently. They said '20 per cent women
tell quickly, 80 per centdo not telland go
to doctors when the problem increases.
They ought to tell their husbands if there
is any problem'. Participants from the
East shared that women sometimes
abstained from sharing about their
symptoms since they feared that their
in-laws might blame them.

Consequences of RTIs/STls

When asked about the consequences
of untreated RTIs/STls, some
participants answered that it could be
dangerous to life leading to slow death,
damage to all body parts, possibility of a
mental disorder, cancer, nervous
breakdown, loss of weight and
transmission of infection to wife and
child.

Treatment Options
Participants sought treatment for

RTIs/STls from an array of services like
the primary health centres (PHCs), sub-

centres or district hospital, private
practitioners, ayurvedic and
homoeopathic practitioners, faith-
healers, black magicians, local medical
shops and self-medication through
herbs.

Only the participants from the Northeast
mentioned that one must visit a
dermatologist for problems related to
RTIs/STls. Some participants from the
Central Zone said that treatment for
RTIs/STls was available in the nearby
PHC where they would go for
treatment. In general, if participants did
not get cured in the PHC, then many of
them either went to specialists at the
district hospital or to private
practitioners or preferred to go to faith-
healers and informal treatment
providers since it was less expensive.
One group from the South said that
they went to Siddha doctors whose
advertisements feature in the local
newspapers. Muslim participants from
the North mentioned about going to
Miyan (religious priests) for treatment,
but felt that they were dishonest who
deceived in the name of god. Afew other
participants from the North went to
quacks in case health problems
troubled at odd hours or in case the
government facility was very far. For
most other participants from almost all
the states gave a negative feedback
about their experiences with the
government hospitals that acted as a
deterring factor in accessing healthcare
from public healthcare set-ups. “The
available health facilities are not that
much satisfactory,” they said.

Some participants from the South
however argued that the PHC was
meant for the poor and the government
was trying to do its best given its
limitations. One group from the Central
Zone was satisfied with the services
from the PHC and said that the doctors
examined the patients in a separate
room and gave a patient ear to their
complaints. “There is no difference in
the behaviour of private and
government doctors. Itis good. There is
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a cabin in which there is one
consultation at a time while the others
wait. Yes, privacy is maintained.
Confidentiality is kept about RTIs/STls.”
Some participants from the North gave
a positive feedback about the behaviour
of the doctors in the PHC. They added
that if they spoke politely with the
doctors they too reciprocated and if they
complained the doctors would not like it.

Those who went to private practitioners
were assured of privacy and
confidentiality. Doctors listened to their
complaints patiently, examined them,
advised tests if required and gave them
effective medicines that resulted in
complete cure in a short span. Many
participants expressed satisfaction
about the services but complained
about the amount of money spent in the
private set-up. A few participants from
the South mentioned that to extract
money, some private practitioners
threatened them that “they would die if
they did not take treatment for
RTIs/STls.” Some participants from the
West shared that in 90 per cent cases
they hide about their STls and if at all,
they would prefer private practitioners
because they are assured of privacy
and confidentiality since no record is
maintained about their visit unlike a
PHC. They even added that, "we would
go anywhere if privacy were
maintained".

Participants from the North said that
when they went to a PHC, they waited
for all the patients to go before they
explained their problem about
RTIs/STls to the doctor. If need be, they
would wait till the evening, but speak to
the doctor only in private. This is
because they felt too shy to talk in front
of the female patients and feared that
the doctor might remark. “If you are
feeling shy, then stay at home. Why did
you come for treatment?” These
participants believed that rural people
were hesitant about sharing their
problem with the doctor as against the
urban population who were more
forthcoming.

Treatment of Spouse

Participants from the South said that
they would take their wives for
treatment if they had RTIs/STls while
some were not aware of it. Some
participants from the Central Zone said
that if women also spoke about their
problems, men would realise the need
for treatment. Some also said that they
would take their wives for treatmentto a
private practitioner to maintain privacy.
Participants from the Central Zone felt
that women had the freedom to seek
healthcare services in their area. “She
could go independently to a healthcare
centre if needed. However, majority of
them felt that women generally would
go only when their condition worsened.
Some of them felt that educated women
go on their own without much delay as
against their uneducated counterparts.
Participants from the North opined that
if their wives were suffering from any
RTI/STI they would get her treated from
the doctor and would ensure that
complete treatment was taken
irrespective of cost.

Cost of Treatment

With regards to cost, our samples could
spend in varying proportions,
depending on their financial condition.
Although they did not have to spend
anything  significant at government
hospitals participants were dissatisfied
to a large extent with the service
provided there and therefore resorted to
other sources for treatment.
Participants from the North complained
that though they had to pay only Re 1 at
the PHC for getting prescriptions from
the doctor, the medicines had to be
purchased from outside on their own.
“In government hospital though less
than 50 per cent fee is required as
compared to private hospitals,
medicines are hardly ever available
there,” they complained.

Some people went to faith-healers or
traditional healers wherein they had to
spend Rs 20-30 but often complete cure
was never guaranteed. “Quacks are
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taking money for the treatment where
we have to pay only Rs 5-10.” Some
others went to local medical shops for
medicines but chronic cases could not
be treated this way. Some people even
resorted to self-medication with herbs
but landed up going to an allopathic
doctor when it became severe. They
had to spend Rs 50-5,000 with a private
practitioner depending on the problem
but were happy with the outcome.

Participants from the Central Zone
shared that some middle-class people
had to mortgage or sell their
land/ornaments to arrange money,
while the labour class chose to labour it
out for the same. “Mostly the labour
class people are here, especially
farmers, who do not have that much
money. In villages, land also is sold for
the treatment. They are willing to pay
money. The people in villages also have
such feeling that even if he is poor, he
tries to get rid from the diseases and for
that he tries his best, to the extent of
selling his ornaments or mortgage his
field; but try his best and get treated,”
they averred.

According to the participants from the
North East, the cost for an average
episode of RTI/STI may amount to Rs
400-500 and in some cases it would go
up to Rs 1,000 including the doctor's fee
and medicines in a private set-up.

Gender of the Treatment Provider

All the participants were more
comfortable to discuss their problems
with a male doctor. One group each
from the West and South said that they
discussed their problems with a male
health worker/local health inspector but
refrained from going to the doctor in the
PHC who is of the opposite gender.
Another reason for preferring the
private practitioner was that they could
approach a male doctor of their choice.
Participants from the North shared that
if both male and female doctors were
presentin their PHCs, they would prefer
to go to the male doctor.

Prevention of RTIs/STls

Use of condom topped the chart as the
most important prevention strategy with
almost all the FGD groups. Participants
had heard of condoms and were well
aware that it was available in medical
shops and hospitals. Participants from
the North also mentioned about
condoms being available in grocery
stores and with the ANMs and
Aanganwadi workers. The group from
the Central Zone acknowledged that
condoms were freely available in their
health centres. “Yes, stock of condom is
available at the health centre, however
some people purchase from medical
stores.”

One group from the South named
different brands of condoms like Nirodh,
Kohinoor, Moods and Kama Sutra.
They perceived that the costly varieties
of condoms were better in comparison
to the ones distributed by the
government free of cost. The same
group also said that they had all used
condoms in the past for varied reasons
like prevention of pregnancy, for a trial
purpose prior to marriage, when visiting
a sex worker or when the women
insisted on its use. However, one
person opined that use of condom
affected orgasm and it was not worth
having sex with condom on. One group
from the Central Zone opined that
educated people in cities use condoms
while illiterate people in villages did not
use it. "It is used in cities but very few
persons in villages use it.” Participants
from the North shared that a condom
averted pregnancy. One participant
remarked that "condom is used so that
women don't become mothers, for this
condom should be used when she is
menstruating." They were also aware
thatitaided in preventing AIDS.

When FGD groups in the South were
asked about the need of condom after
sterilization, they were confused about.
Yet they correctly said that a condom
might be useful in case of genital
infections to protect the wife from such
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infections. However, one group added
this could lead to marital disharmony
and unnecessary suspicions.
Participants from the East said that they
did not use condoms if their wives
underwent sterilization procedure.
Participants from the North-east added
that use of condom after sterilization of
the wife might lead to the wife
suspecting infidelity or presume that he
was suffering from some maijor illness.
However, one person from this group
shared that in such cases the man must
explain to his wife the exact problem
and avoid direct sexual contact.

Participants listed some other
prevention strategies for RTIs/STIs like
having a monogamous relationship,
avoiding sex with “bad women”,
avoiding sexual contact with a person
suffering from this disease, keeping
utensils and clothes separate of the
infected person, using disposable
syringes and needles, using screened
blood for transfusions, using new blade
for shaving at a barber's shop,
treatment of the partner, avoiding
abortions by illegal providers, avoiding
deliveries by untrained dais,
maintaining personal hygiene, avoiding
sex during menstruation and spreading
awareness about RTIs/STls. Apart from
some of the above preventive
measures, participants from the North-
east mentioned that people must
develop a feeling of hatred towards sex
workers or such behaviour to curb the
spread of this disease.

Suggestions by the Focus Groups

Participants outlined a list of their woes
at public health facilities and demanded
the following:

O Assured privacy and confidentiality
for patients.

O Availability of doctors, preferably of
the same gender.

O Availability of diagnostic tests and
effective medicines.

O Maintenance of cleanliness at the
health facility.

O Prevent long waiting hours that
leads loss of wages for daily wage
earners.

O Accessibility of services, as many
visits may be needed for cure.

O Sometimes money is required to be
paid for the medicines at the PHC
butit must not be too expensive.

The above-mentioned expectations go
well with the lacunae at healthcare
facilities which are being described
below under the section on
triangulation.

Triangulation of Findings from FGDs
with In-depth Interviews of
Programme Managers, Healthcare
Providers and Facility Survey

The FGD data in fact helped triangulate
the results obtained from the
questionnaire survey tools used for
facility survey and healthcare providers
survey along with in-depth interviews of
key informants with programme
managers. Findings from the facility
survey revealed that about 50 per cent
of the facilities had no sign announcing
the availability of services at the facility,
visual and auditory privacy was
available in approximately 40-60 per
cent facilities, lab tests and antibiotics
especially higher antibiotics were
almost negligible except at district
hospitals. The attendance at the PHCs
of females (1,700 on an average) was
more than the males (1,500 on an
average) and among them 12 per cent
females reported for one or more
symptom of RTI/STI compared to only 6
per cent of men who mainly reported for
burning micturition (46%), urethral
discharge (33%) and genital
pruritis/ulcer (9%).

The perception of the programme
managers was that RTIs/STls were not
the focus of any awareness
programmes of HIV/AIDS. An only
limited focus RTls/STls programme got
was during family health awareness
campaigns. General perception was
that skilled manpower was not available
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at most of the facilities and there was a
high turnover of doctors. The medical
officers managed these cases based on
symptoms alone without any clinical
examination. Their knowledge on
various drug regimens for management
of RTIs/STls was poor. IEC material
specific to RTIs/STIs was not available.
The laboratory testing facilities at the
centres was also almost non-existent.

DISCUSSION

There were a number of similarities
between the zones on the issues
related to symptoms, risk factors, and
the relation of HIV/AIDS to RTIs/STls
and that people often resort to home
remedies and traditional medicines.
Participants often referred to HIV/AIDS
while answering questions related to
RTIs/STls. Given the plethora of
HIV/AIDS awareness programmes
implemented by different government
and NGOs, participants well
remembered the modes of transmission
of HIV/AIDS, vulnerable groups, and
prevention strategies. In general, they
were aware of all routes of transmission
of HIV and inclined to equate these
routes of transmission synonymously
with those of RTIs/STls.

From our discussion, we perceived that
participants considered any problem
related to genitals or the reproductive
tract to be a sexual disease that is
transmitted by sex with a wrong person
orwithimproper hygiene and sanitation.
Although some participants recalled
that infections in the reproductive tract
could be due to lack of personal
hygiene, yet by and large, they felt that
RTIs/STls implicitly speak about a
person's sexual behaviour.

Participants portrayed a sexworkeras a
bad woman, who is a reservoir of
different sexual diseases and
responsible for spreading the infection
to men. Sex within marriage is
considered to be safe and free of risk.
They blamed certain groups of people
based on their sexuality or sexual

behaviours and practices. This has
implications on the fact that some
people may not personalise the risk of
contracting an infection even though
they may be engaging in risk
behaviours. Misconceptions prevailed
everywhere and there was a variety in
each zone.

According to men, women are generally
conditioned to bear their health
problems silently till they become
intolerable. They refrain from
discussing about it with their partners
thereby delaying their treatment and
that educated women are more liberal
and forthcoming in this respect.
Knowledge about simultaneous spouse
treatment in case a person is suffering
from RTIs/STls is still lacking. In a
community-based study in rural Tamil
Nadu, none of the symptomatic
(suggestive of RTIs) women and only
5.7 per cent of the symptomatic men
were advised to have their spouses
examined and treated for a possible
infection (Santhya 2002).

Most of the participants knew about
condom as an effective way to prevent
STIs, AIDS and pregnancy although
intercepted by lot of myths and
misconceptions. But knowledge about
condom use as a preventive
mechanism has not necessarily
resulted in behavioural changes.
Studies also show that incorrect
knowledge and misconceptions such as
use of condom to prevent pregnancy
rather than to prevent both STIs and
preghancy are major barriers to
consistent condom use (Balaiah et al
1999, Sharma, et al 1997). Although
condom promotion is not new to our
country, it never gained popularity as a
contraceptive method for a variety of
reasons until the HIV/AIDS pandemic,
as one of the most effective ways to
prevent infection. In other words, the
condom became famous due to
HIV/AIDS, but unfortunately it got
associated with morbidity and
promiscuity. Studies show that
unmarried men and women are more
likely to use condoms than their married
counterparts (Roth etal 2001).
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There is a lot of social stigma
associated with RTIs/STls. Participants
prefer to go to allopathic private
practitioners despite having to spend
more money because they are assured
of good treatment and cure. Faith-
healers, quacks, ayurvedic and
homoeopathic doctors and black
magicians are not completely unheard
of, although they are not very popular.
There are different opinions about the
quality of care at the government health
set-ups and only the Central and South
Zones are satisfied with the facilities.
Participants in all the groups have
placed a very high value to privacy and
confidentiality vis-a-vis seeking
treatment for RTIs/STls. The gender of
the service provider is also crucial to the
participants. The data make evident
that participants have a set of
expectations that play an important role
in deciding the healthcare set-up to be
approached for treatment. The poor
choose private providers for a variety of
reasons as well. Studies have found
that a common complaint of client
attending clinics for STDs is lack of
privacy and confidentiality (RCH Rapid
Household Survey 2003). The findings
from the RAS that only 6-12 per cent of
male and female general clients report
for any RTI/STI problem reiterated the
findings of the NACO which estimated
that only 5-10 per cent of patients with
STls present to public sector
healthcare. It is important to note the
fact that participants in many instances
were referring to their treatment seeking
behaviour not only with regard to
RTIs/STls, but for other common
ailments as well.

The overall low awareness,
misconceptions and the views of the
programme managers reveal that not
enough attention has been devoted to
spreading information on RTIs/STls.
The gaps in the knowledge and attitude
demands that our IEC messages
should focus more on eliminating myths
and misconceptions and BCC
programmes are required for behaviour
change in terms of effective condom

use and empowering women to seek
services and de-stigmatising the
disease. The attendance at the
healthcare facilities of men also reveals
the stigma associated with the disease.
Inadequate knowledge about partner
management, preference of private
practitioners clubbed with information
from healthcare providers and
programme managers about untrained
staff and inadequate investigation
facilities and poor reporting system
raises issues about the quality of care,
which needs to undergo a phenomenal
change and gain the trust and support of
the rural masses thereby improving the
health seeking behaviour.
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PERINATAL MORTALITY AND ITS RISK FACTORS IN LUDHIANA:

A POPULATION-BASED PROSPECTIVE COHORT STUDY

A.l. Benjamin*, Paramita Sengupta** and Shavinder Singh**
ABSTRACT

A prospective, cohort study was carried out to determine the perinatal
mortality rate (PNMR) among the population of Ludhiana in Punjab. The
study population comprised 20,000 urban, 20,000 urban slum and
10,000 rural residents of the field practice areas of the Department of
Community Medicine, Christian Medical College, Ludhiana (CMCL).
The study cohort comprised 1,551 pregnant women detected and
followed up till 7 days after the termination of the pregnancy, during the
2-year period from January 2006 to December 2007. Out of the 1,551
pregnant women identified, 80 suffered an abortion while 40 were lost to
follow-up, hence 1,431 pregnant women from the cohort completed the
study. Out of 1,431 total births, 33 were stillbirths. Of the 1,398 live-born,
40 suffered early neonatal (first week) deaths, thereby totalling 73
perinatal deaths. Hence, the PNMR was 51/1000 total births. Mother's
age < 20 years, illiteracy, lack of reqular paid employment, nuclear
families, urban slum-dwellers and poverty are observed to be important
socio-economic determinants of perinatal mortality. Multigravidity and
maternal anaemia are significant ante-natal risk factors, while spacing <
3 years and lack of ante-natal care including tetanus and anaemia
prophylaxis also carry a higher risk of perinatal mortality. LBW,
gestational age < 37 weeks and delivery conducted by untrained hands
are observed to be significant intra-natal risk factors. Promoting female
literacy, late marriages, spacing and limitation of childbirths, improving
maternal nutrition and providing universal ante-natal, intra-natal and
post-natal care are priority actions that can reduce perinatal mortality.
But here, what is needed is adoption of a “risk approach” where the most
vulnerable, the poor and the marginalised are targeted for priority care.

Key Words : Perinatal Mortality, Risk Factors, Prospective Cohort Study.

Globally, over 3.3 million stillbirths and
over 3 million early neonatal deaths are
estimated to occur annually. And most
of these deaths occur in the developing
world. In 2000, of the over 6.3 million
perinatal deaths occurred worldwide,
almost all of them, a full 98 per cent,
happened in the developing countries
and out of which 27 per cent took place
in the least developing countries. In
developing countries stillbirths
represent more than half of perinatal
deaths, while in developed countries,
where interventions have largely

eliminated excess early neonatal
mortality, over 6 out of 10 perinatal
deaths are stillbirths. More than one-
third of stillbirths occur intra-partum,
and are largely avoidable. Deaths
occurring in the perinatal period are
largely due to obstetric causes.'
Perinatal mortality rate (PNMR),
therefore, is the most sensitive index of
the quality of MCH services.

The PNMR is five times higher in the
developing than in the developed
regions: 10 deaths per 1,000 total births

*Professor, Department of Community Medicine, Christian Medical College, Ludhiana-141008; ** Department of
Community Medicine, Christian Medical College, Ludhiana-141008, Punjab.
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in the developed regions, while 50 per
1,000 in the developing regions and
over 60 per 1,000 in the least developed
countries." SRS estimates (2003) put
the PNMR in India at 33/1,000 total
births, about 36/1,000 for rural and
20/1,000 for urban areas.” The
alarmingly high rate of perinatal
mortality in the country makes it a major
health problem, necessitating a precise
definition of the factors which contribute
toits high incidence.

Most of the studies on pregnancy
outcome in the country are hospital-
based and do not reflect the true
situation in the community. Moreover,
there is a dearth of longitudinal studies
onthe same.

AIMS AND OBJECTIVES

The present study was conducted to
find out the magnitude and the major
risk factors of perinatal mortality in the
study population of Ludhiana, Punjab.

MATERIALS AND METHOD

All the pregnant women in the field
practice areas (urban, rural and slums)
of the Department of Community
Medicine of the Christian Medical
College, Ludhiana, identified and
delivered in the two-year study period
from January 1, 2006 to December 31,
2007, formed the study cohort. The
women joined the study at varying
gestational period, depending on the
time of their identification and
registration, and were followed up till 7
days after the termination of their
pregnancies. Of the approximately
50,000 population (20,000 urban,
20,000 slum and 10,000 rural) 1,551
pregnancies were detected during the
study period, out of which 80 were
aborted and 40 went to their parental
home for delivery during the study or
were otherwise lost to follow-up.
Consequently, 1,431 pregnant women
completed the study.

According to WHO standards, anaemia
in pregnancy is present when the
haemoglobin concentration in the
peripheral blood is 11gm/dl or less.
During pregnancy the plasma volume
expands (maximum around 32 weeks)
resulting in haemoglobin dilution. For
this reason, haemoglobin level below
10gm/dl at any time during pregnancy is
considered anaemia (WHO 1993, CDC
1998).° Hence, for this study
haemoglobin level of < 10 gm/d| at any
time during the pregnancy was taken to
indicate maternal anaemia.

The gradation of body mass index (BMI)
as normal (18.50-24.99), overweight
(=/>25.00) and underweight (<18.50)
was as per WHO classification.*

The collected data were analysed using
Epi-Info version 6 software.” Data
analysis included calculation of the
perinatal mortality rate in terms of
perinatal deaths per 1,000 total births
(live + stillbirths), the relative risk and its
95 per cent confidence interval.

RESULTS

Out of 1,551 pregnant women identified
for the study, 1,431 completed the
study. Hence, the loss to follow-up was
7.7 percent.

Out of the total of 1,431 births studied,
33 (2.3%) were stillbirths and 1,398
(97.7%) livebirths. There were 40 early
neonatal (first week) deaths. Hence, the
total number of perinatal deaths was 73,
and the PNMR was, therefore, 51/1000
total births.

Table 1 shows the perinatal outcome in
relation to some socio-demographic
factors.

Maternal age: Mothers aged < 20 and
=/> 30 years were found to have
suffered higher perinatal mortality than
those aged 20-29 years. The < 20 years
old mothers were found to be at
significantly higher risk of perinatal
mortality, with a relative risk of 2.61 [CI
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1.37,4.97] in comparison to the 20-29-
year-old mothers.

Maternal education: The PNMR was
highest (64.9/1000 total births) in the
illiterate mothers, and decreased with
higher maternal education status. The
illiterate mothers were at significantly
higher risk of perinatal mortality, with
RR of 1.75[C11.03, 2.98], as compared
to those with higher level of education.

Maternal occupation: Housewives
suffered a higher perinatal mortality
(51.5/1000) as compared to those who
worked outside the home (43.9/1000).
However, the difference was
statistically not significant.

Family type : Mothers of nuclear family
suffered significantly higher perinatal
mortality (PNMR 73.9/1000, RR 1.80
[CI 1.15, 2.82]) as compared to those
living in a joint family (PNMR
41.1/1000).

Residence : The PNMR was highest in
the slum dwellers (76.4/1000), followed
by the rural (53.3/1000) and the urban
(27.2/1000). The slum dwellers were
found to be at a significantly high
perinatal mortality (RR 2.80 [Cl 1.62,
4.86]) in comparison to the urban
mothers.

Income: The poor, with monthly per
capita income (MPCI) of less than Rs
500, suffered the highest perinatal
mortality (76.4/1000), followed by the
better-off, those in the MPCl range of Rs
500-999 (46.4/1000) and the rich,
those with MPCI of Rs 1,000 or more
(28.9/1000). The poor suffered
significantly higher perinatal mortality
as compared to the rich (RR 2.64 [CI
1.42,4.90]).

Table 2 shows the perinatal outcome in
relation to some ante-natal factors.

Gravidity: The perinatal mortality was
highest in the multigravidae
(73.9/1000), followed by the
primigravidae (58.4/1000), and lowest

(38.9/1000) in the second/third
gravidae. The multigravidae were at
significantly higher risk of perinatal
mortality (RR 1.90 [CI 1.09, 3.33]) as
compared to the second/third gravidae.

Ante-natal visits: 59.9 per cent mothers
had three or more ante-natal visits, 31.1
per cent had 1-2 visits, while 9 per cent
did not have any ANC visits to a
healthcare facility. The highest perinatal
mortality (69.8/1000) was experienced
by those who did not have any ANC
visits to a healthcare facility, followed by
those who had <3 visits (51.7/1000) and
the lowest perinatal mortality
(47.8/1000) was found in those who had
three or more visits, but the differences
were statistically not significant.

Tetanus prophylaxis: 96.5 per cent of
the delivered women had received two
doses/booster dose of tetanus toxoid.
The PNMR amongst those who did not
receive complete tetanus prophylaxis
was 80/1000 as compared to 50/1000in
those who had received complete
tetanus prophylaxis. However, the
differences were statistically not
significant (RR 1.60 [CI 0.61, 4.21]).

Anaemia prophylaxis: 92 per cent of the
delivered women had received
fersolate-folate tablets during the ante-
natal period. The PNMR in those who
did not take anaemia prophylaxis was
60.3/1000 as compared to 50.2/1000 in
those who had received the tablets.
However, the differences were
statistically not significant (RR 1.20 [CI
0.56, 2.56]).

Maternal anaemia: 36 per cent of the
mothers had haemoglobin <10 gm/dl at
some time during the ante-natal period.
They experienced significantly higher
perinatal mortality (97.1/1000) than
those with haemoglobin 10 gm/dl or
more (25.1/1000), and the difference
was statistically highly significant (RR
3.87[Cl12.39, 6.26]).

Spacing: (428 primigravidae excluded,
hence n = 1003). Those with spacing
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(interval between the last
childbirth/abortion and the present
conception) of less than 3 years
experienced higher perinatal mortality
(51.6/1000) than those with spacing of 3
years or more (35.1/1000), but the
differences were statistically not
significant (RR 1.47 [CI10.70, 3.10]).

Table 3 shows the perinatal outcome in
relation to some intra-natal factors.

Birth weight:  The low birth weight
(LBW) babies (birth weight < 2.5 kg),
suffered a significantly higher perinatal
mortality (PNMR = 179.3/1000, RR
8.07 [CI 5.09, 12.78]) as compared to
the normal birth weight babies weighing
2.5kg ormore (PNMR =22.2/1000).

Birth attendant: Those delivered by
untrained dais (traditional birth
attendants or TBAs) suffered a
significantly higher perinatal mortality
(PNMR 214.3/1000, RR 5.14 [CI 2.59,
10.22]), followed by those delivered by
trained dais (PNMR 49.9/1000) and
those delivered by doctor (PNMR
41.7/1000).

Delivery type: Those born by normal
vaginal delivery suffered a slightly
higher perinatal mortality (52.4/1000) in
comparison to those born by caesarean
sections (40.7/1000). However, the
differences were statistically not
significant (RR 1.29[CI1 0.60, 2.76]).

Gender of the baby: Male babies
suffered a higher perinatal mortality
(60.7/1000), as compared to female
babies (39.6/1000), though the
difference was not statistically
significant (RR 1.53[CI1 0.96, 2.45]).

Gestational age of the baby at the time
of birth: Babies with gestational age
<37 weeks at the time of birth
experienced significantly higher
perinatal mortality (PNMR 280/1000,
RR 8.28 [Cl 5.41, 12.68]) than those
with gestational age 37 weeks or more
(PNMR 33.8/1000).

DISCUSSION

The PNMR in our study population was
51/1000 total births, which is in
agreement with the WHO data for Asia '
as well as that reported by Agarwal et
al.’ An ICMR study " reported a PNMR of
65/1000 births in ICDS project areas of
urban slums in Delhi. Kapoor et al °
reported PNMR of 59/1000 births in 25
Anganwadi centres of urban Lucknow.

In our study a higher PNMR was found
in mothers who were either too young
(<20 years old) or too old (=/> 30 years
old), with the former group being the
most vulnerable. Our findings are in
agreement with those of Kapoor et al®in
Lucknow and of Kusiako, Ronsmans &
Vaan der Paal ° in Matlab, Bangladesh.
The highest perinatal mortality was
observed in the illiterate, the
housewives not working outside the
home, those in nuclear families, the
slum dwellers and the poor. Our findings
are in agreement with those of other
studies in the country and other
developing countries.” "™ llliteracy,
early marriage resulting in early
childbirth, lack of regular employment,
are all facets of the poverty syndrome
and are inter-related. Increased levels
of mothers' education were observed to
be associated with improved chances of
child survival in a wide range of the
developing countries.” Education is the
dimension of socio-economic level that
is most strongly and consistently
associated with health among women
and their children." Our findings
emphasise the priority need for
encouraging female literacy, which by
itself is expected to provide multiple
benefits like delaying the age at
marriage and, consequently, the age at
childbirth and also provide better
chances for regular, paid employment
and thereby help in mitigating poverty.

In rural Tamil Nadu, nuclear families are
found to be significantly associated with
higher perinatal mortality.”” The
traditional joint family system, with its
benefits of strong family support for the
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pregnant woman by other adult female
members of the family, is fast
disappearing for various reasons even
in rural areas where it was almost
universal. Nuclear families lack such
family support, which may be the
reason for higher perinatal mortality in
nuclear families.

The multigravidae, those with spacing
<3 years, those without any antenatal
visits to a healthcare facility, those who
had not received tetanus and anaemia
prophylaxis and those with anaemia
during pregnancy experienced a higher
perinatal mortality. Out of these
maternal factors multigravidity and
maternal anaemia were observed to be
most strongly associated with perinatal
mortality. Other researchers™™ have
also found similar association in their
studies, though Kapoor® and Sinha"
have found the primiparae to be at
highest risk of perinatal mortality
followed by the multiparae. Lack of
ante-natal check-ups has been shown
to be associated with increased
perinatal mortality” ™ Our findings
underscore the need for provision of
health education and MCH services like
family planning to encourage spacing
and limiting births, and provision of
ante-natal services including anaemia
prophylaxis.

A minuscule of 7 per cent of the babies
born were preterm, with gestational age
< 37 weeks. Bamiji et al "® also found the
same proportion of preterm babies in
Andhra Pradesh. LBW babies, babies
with gestational age < 37 weeks and
those delivered by untrained dais
suffered significantly higher perinatal
mortality. LBW babies contributed to
64.4 per cent of the total perinatal
mortality. More boys (54.1%) than girls
(45.9 %) were born in the study
population during the study period, the
sex ratio at birth being 848.8/1000. The
sex ratio at birth is slightly favourable to
boys. This means that more boys are
born as compared to girls. This is a
natural phenomenon. The sex ratio at
birth is usually between 940-950 girls
per 1,000 boys. Our study
demonstrates the alarming situation of

the adverse sex ratio in this part of the
country. The child sex ratio for
Ludhiana district is 817 girls/1000 boys
as perthe Census 2001."

The PNMR was also higher in the male
babies and in those born by normal
vaginal delivery. Bhardwaj et al " also
found higher perinatal mortality among
male babies. The lower perinatal
mortality amongst those who were born
by caesarean sections may be a
reflection of the fact that the operative
procedure is carried out in
hospitals/nursing homes by skilled
doctors. Our study demonstrates the
need to encourage institutional
deliveries. Itis also encouraging to note
that the PNMR in those delivered by
trained dais was much less than in
those delivered by untrained dais,
emphasising the importance of training
of untrained dais. Our study also
emphasises the need for concerted
efforts to reduce the incidence of
preterm and LBW babies.

CONCLUSION

The study shows that the perinatal
mortality in the study population is
unacceptably high at 51/1000 total
births. Mother's age < 20 years,
illiteracy, lack of regular paid
employment outside the home, nuclear
families, residence in urban slums and
poverty are observed to be important
socio-economic determinants of
perinatal mortality. Multigravidity and
maternal anaemia were identified as
significant ante-natal risk factors for
perinatal mortality. Spacing <3 years
and lack of ante-natal care including
tetanus and anaemia prophylaxis also
carried a higher risk of perinatal
mortality. LBW, gestational age < 37
weeks and delivery by untrained dais
are observed to be significant
determinants of perinatal mortality.

Concerted efforts in the social,
economic and healthcare sectors are
required to reduce perinatal mortality.
Promotion of female literacy, delaying
the age at marriage and the age at first
childbirth, spacing and limitation of
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childbirth, facilitating employment of
women, improving maternal nutrition
and provision of universal ante-natal,
intra-natal and post-natal care by
trained personnel to all pregnant
women are areas where priority action
is required, directed particularly at the
most vulnerable and “at risk” poor, the
slum-dwellers and the marginalised.
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TABLE 1
PERINATAL OUTCOME IN RELATION TO SOME SOCIO-DEMOGRAPHIC
. NP. of Still ‘I;\;Lsetk Perinatal hpnir:tnaalittay: RR
actors Births Births Deaths Deaths Rate [95 % CI]
(n=1431) | (n=33) (n=40) (n=73)
Mother’s Age
< 20 years 90 07 03 10 111.1 2.61
[1.37,4.97]
20-29 years 1150 20 29 49 42.6 1.00
30 years or more | 191 06 08 14 73.3 1.72
[0.97, 3.05]
Mother’s Education
lliterate 478 13 18 31 64.9 1.75
[1.03, 2.98]
Up to Middle 360 10 10 20 55.6 1.50
School [0.83, 2.70]
Matriculate and | 593 10 12 22 371 1.00
above
Mother’s Occupation
Housewife 1340 32 37 69 51.5 1.17
[0.44, 3.14]
Working outside | 91 01 03 04 43.95 1.00
Family Type
Nuclear 433 13 19 32 73.9 1.80
[1.15, 2.82]
Joint 998 20 21 41 411 1.00
Residence
Slum 563 20 23 43 76.4 2.80
[1.62, 4.86]
Urban 624 7 10 17 27.2 1.00
Rural 244 6 07 13 53.3 1.96
[0.96, 3.97]
Monthly Per Capita Income (Rs)
0-499 485 17 20 37 76.4 2.64
[1.42, 4.90]
500-999 496 10 13 23 46.4 1.61
[0.82, 3.13]
1000 and above | 450 6 07 13 28.9 1.00
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TABLE 2
PERINATAL OUTCOME IN RELATION TO SOME ANTE-NATAL FACTORS
. First . Perinatal
Np. of Si_:l" Week Perinatal Mortality | RR
Factors Births Births Deaths Deaths Rate [95 % Cl)
(n=1431) (n=33) (n=40) (n=73)

Gravidity
1 428 15 10 25 58.4 1.50

[0.89, 2.53]
2-3 746 10 19 29 38.9 1.00
>3 257 8 11 19 73.9 1.90

[1.09, 3.33]
Ante-natal Visits
0 129 3 6 09 69.8 1.46

[0.73, 2.93]
<3 445 11 12 23 51.7 1.08

[0.66, 1.78]
3 or more 857 19 22 41 47.8 1.00
Tetanus Toxoid (2 doses/Booster)
Not received 50 2 2 4 80.0 1.60

[0.61, 4.21]
Received 1381 31 38 69 50.0 1.00
Fe/lFA
Not received 116 2 5 7 60.3 1.20

[0.56, 2.56]
Received 1315 31 35 66 50.2 1.00
Maternal Anaemia
Hb <10 gm/dI 515 22 28 50 97.1 3.87

[2.39, 6.26]
Hb =/>10 gm/dl | 916 11 12 23 25.1 1.00
Spacing (n=1003, primigravidae excluded)
<3 years 775 15 25 40 51.6 1.47

[0.70, 3.10]
=/> 3 years 228 03 05 08 35.1 1.00
BMI
Normal 1112 22 32 54 48.6 2.12
(18.50-24.99) [0.67, 6.69]
Overweight 131 03 0 03 229 1.00
(=/> 25.00)
Underweight 188 08 08 16 85.1 3.72
(< 18.50) [1.11,12.50]
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TABLE 3
PERINATAL OUTCOME IN RELATION TO SOME INTRANATAL FACTORS
No. of still First Perinatal | | crinatal
Factors Births Births | WeeK | peathg | Mortality | RR
_ _ Deaths = Rate 95 % CI]
(n=1431) (n=33) _ (n=73)
(n=40)

Birth Weight

<2.5kg 262 22 25 47 179.3 8.07
[5.09,
12.78]

=/>2.5kg 1169 11 15 26 22.2 1.00

Delivery Conducted by

Doctor 648 14 13 27 41.7 1.00

Trained Dai 741 13 24 37 49.9 1.20
[0.74,
1.95]

Untrained Dai 42 06 03 09 214.3 5.14
[2.59,
10.22]

Sex of the Baby

Male 774 19 28 47 60.7 1.53
[0.96,
2.45]

Female 657 14 12 26 39.6 1.00

Delivery Type

Normal Vaginal | 1259 30 36 66 52.4 1.29
[0.60,
2.76]

Caesarean 172 03 04 07 40.7 1.00

Section

Gestational Age

< 37 weeks 100 10 18 28 280.0 8.28
[5.41,
12.68]

=/> 37 weeks 1331 23 22 45 33.81 1.00
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A STUDY ON PERCEPTION OF PLHA TOWARDS HIV AND PREVAILING

SOCIO-CULTURAL SCENARIO IN SELECT DISTRICTS OF MP
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ABSTRACT

Background: Effectively addressing the twin issues of disclosure and
discrimination is essential in combating AIDS/HIV epidemic.

Objective: Ascertain the perception of patients regarding HIV, the
disclosure of their serostatus to others and the stigma and discrimination
faced by them.

Methods: A cross-sectional study on 150 PLHA in Indore, Neemuch and
Ujjain the districts of Madhya Pradesh using semi-structured interview
schedules.

Results: In Neemuch 32 per cent of respondents are working as CSWs,
in spite of being seropositive. Only 23.33 per cent of respondents are
aware of their disease before the test. Major reactions following test
result are of shock and despair and concern about the future of their
families. Immediate testing of family members (within a week of the
result of index case) is observed in 67.5 per cent of ever-married
patients. Disclosure by patients is maximum to spouses/partners. As
many as 25 per cent who disclosed their status to relatives suffer
discrimination, 47 per cent admitted to healthcare centres are
discriminated, though 30 per cent of respondents feel that the approach
of health workers to HIV patients has improved over the past few years.

Conclusion: Ensuring effective and comprehensive knowledge to the
people and the patients is still the key to tackle the third epidemic of HIV.

Key Words: Disclosure; Discrimination; PLHA; Stigma.

Effectively addressing the twin issues of
disclosure and discrimination is
essential in combating the AIDS
epidemic that's plaguing the world.
Disclosure of serostatus by people
living with HIV/AIDS (PLHA) and the
stigma and discrimination perceived by
them affect the overall management of
the epidemic in various ways. Equally
important is the knowledge about the
existing condition among the patients.

Negative attitudes in the society affect
the disclosure rates among HIV
positives that in turn adversely impact
the perception of the PLHA towards the
disease. According to founding director
of WHO's Global Programme on AIDS
Jonathan Mann, there are three distinct
phases to this epidemic: the phase of
HIV epidemic, the phase of AIDS
epidemic and the epidemic of stigma,
discrimination and denial." We are
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slowly moving towards the third phase
and though various strategies have
been formulated to reduce the
discrimination perceived and
experienced by the PLHA, it still exists
hampering the public health measures
being undertaken to control the
epidemic in general and specifically
those concerned with providing
effective care and support to the
affected.

The findings presented below are a part
of a larger study, which chiefly
addressed the immediate and long-
term needs of the PLHA. In addition the
issues pertaining to the disclosure and
discrimination are studied to get an
insight into the prevailing conditions and
suggest measures to rectify the gaps.

OBJECTIVES

O To assess the knowledge and
perception level of respondents
regarding HIV/AIDS;

O To assess the disclosure of
serostatus to spouse/partners, first
degree relatives, and at workplace;
and

O To assess the stigma and
discrimination faced by the PLHA.

MATERIALS AND METHOD

The infection rate in MP shows a
preferential geographical distribution
with it being concentrated in some
select districts. As per the official data
for Indore, the maximum number of
AIDS cases. It is essentially the HIV
capital of the state and the neighbouring
districts of Dewas and Ujjain are close
seconds. A second peak is being
witnessed in the border districts of
Neemuch, Mandsaur and Burhanpur.
The state has presently three functional
ART centres at Indore, Jabalpur and
Bhopal.

This cross-sectional study has been
carried out on 150 PLHA in Indore,
Neemuch and Ujjain districts during
February-March 2008 in collaboration

with the MP Voluntary Health
Association (MPVHA), an NGO working
on HIV in the state. From each district
50 PLHA pre-identified by the MPVHA
health workers have been selected for
the study. One-to-one interviews using
predesigned and pretested semi-
structured schedules have been
conducted with the study group after
obtaining written and informed consent
from them. If case of both the partners
being HIV positive, then only one has
been included in the study. Data have
been collected and analysed using
SPSS version 12.

RESULTS

Socio-demographic Profile of
Respondents

Of the 150 respondents 73 (48.66%)
are males, while 77 (51.33%) are
females. All the respondents are in the
age group of 15-60; 52 respondents
(34.7%) are lliterate, and graduates are
only 5.3% of the sample. A majority of
132 subjects (88%) have a monthly
family income of less than Rs 5,000; 53
per cent are employed as labourers,
farmers or servicemen, 11 (7.33%) are
employed in various NGOs working in
the field of HIV/AIDS. In Neemuch, 16
(32%) informants have been working as
commercial sex workers (CSWs) and
still continue to be in trade in spite of
being seropositive. As many as 130 out
of 150 interviewed (86.67%) have been
diagnosed HIV positive during the last
five years with 50 per cent cases in
Neemuch testing positive within the last
year alone.

A many as 123 (82%) respondents are
ever-married, 77 (51.33%) are
presently married, and 58 (75%) are
using barrier methods of contraception
regularly, 10.40 per cent do not use
condoms regularly, and the rest 15.6
per cent do not use condoms at all.
While 41 are widowed, 35 (85.37%) of
them are females and the rest six
(14.63%) are males. Atleast one child is
positive in 10.60 per cent of families.
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Knowledge and Perception to HIV

Of the total, 35 interviewees (23.33%)
have confirmed having known about the
disease before the test, while 115
(76.67%) have replied in the negative,
10 per cent of the participants from
Indore and Ujjain had prior knowledge
about the disease compared to 4 per
centin Neemuch.

Close to two-thirds (92 respondents) or
61.33 per cent are on ART, 106 (70.7%)
have knowledge regarding CD, count
and know that it is used as a marker to
start ART. In Indore 42 (84%) know the
importance of CD, count as compared
to 32 (64 %) in Neemuch and Ujjain.

117 patients (78%) had their
confirmatory tests at Integrated
Counselling and Testing Centres
(ICTCs), 22 per cent had the tests at
private facilities. More than 90 per cent
of respondents were satisfied with the
counselling offered at the time of their
diagnosis. After the counselling session
76.67 per cent were shocked and
depressed, 22 per cent were concerned
about the fate and future of their family
especially children. 7.33 per cent of

patients had thought about suicide and
2 had even attemptedit. (Table 1).

As many as 60 patients (40% of those
interviewed) have spent up to Rs
10,000 for treatment, while 17 per cent
have spent over Rs 20,000. Of the 30
patients on ART in Ujjain 28 (93.33%)
spent money to come to Indore for
monthly ART. In Neemuch, the figure is
28.57 per cent. The rest are getting
travel allowance from different support
groups to reach Indore for their monthly
dosage. (Table 2).

Out of the 123 ever-married patients in
83 (67.48%) cases the spouses and
children underwent HIV testing (within
one week of the index case test result).
This finding is best noted in Indore
where 80 per cent families had
immediate tests. In 21 (17%) families,
the tests were conducted anywhere
between 1 week and 6 months; in
Neemuch family members of 15 out of
31 ever-married patients (48%) were
tested in this time-frame. Only 8 per
cent of the total families studied had
testing after 6 months. In 7.5 per cent
cases the family members are yet to be
tested. (Table 3)

TABLE 1
REACTION ON TESTING POSITIVE

Characteristic Indore Neemuch Ujjain Total Per cent
Depressed, shocked 34 44 37 115 76.67
Concerned about family 13 11 8 32 21.33
Suicidal tendency 5 2 4 11 7.33
Accepted the condition 6 4 5 15 10.00
Ashamed 5 1 --- 6 4.00
No reaction 3 2 4 9 6.00

TABLE 2

EXPENDITURE ON TREATMENT

Characteristic Indore Neemuch Ujjain Total Per cent
Less than Rs 5,000 | 17 8 10 35 23.33
5,000-10,000 11 9 5 25 16.67
10,001-15,000 2 3 3 8 5.33
15,001-20,000 -—- 4 3 7 4.67
Over 20,000 6 7 13 26 17. 33
None 14 19 16 49 32. 67
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TABLE 3

TIME FOR TESTING OF FAMILY MEMBERS

(FOR 123 EVER-MARRIED PATIENTS)

Characteristic Indore Neemuch Ujjain Total Per cent
Immediate (within 1 40 12 31 83 67.48
week)

1 week- < 6 months 1 15 5 21 17.08

> 6 months 3 4 10 8.12
Not tested 4 1 4 9 7.32

Disclosure,
Discrimination

Support and

Around 112 (91%) ever-married
respondents disclosed their serostatus
to their partners, while only 7.3 per cent
ever-married patients got to know about
the infection only after the death of their
partners. Over one-third or 42
(34.15%) spouses were shocked and
depressed on knowing the
seropositivity of their partners, while 36
(29.27%) of them accepted the
condition and for 26 (21.14%) get full
support from their spouses. In 3.25 per
cent cases the wives held their
husbands responsible for the condition
and in 4 per cent of cases the partners
are separated.

Nearly three-fourths or 105 patients
(70%) told their close relatives about the
infection, out which in 37 (35%) cases
their family members reacted positively
and offered them support though in
majority of cases it was just emotional
support. One-fourth 26 (25%) patients
faced discrimination at the hands of
relatives, while 42 (40%) they neither
suffered discrimination nor had any
support from family members.

However, only 26 (17%) respondents
disclosed their status at their workplace,

rest 109 (73%) are yet to disclose the
status.

Of the total who disclosed their health
status to their employers, only 54 per
cent (14) of them got support (monetary
help and emotional support) from their
employers. While 11 are employed as
community workers in various
capacities at NGOs working in the field
of HIV/AIDS, 12 per cent of them
suffered adverse behaviour at their
workplace though none has been
forced to quit. Of the total only 15 are
unemployed.

Close to half (48%) or 72 patients were
admitted to hospitals at least once
during the course of the iliness. Thirty-
four (47%) of them had to face
discrimination in some form at the
health centres. While over 90 per cent
did not get proper care during the stay at
the hospital, the rest said were refused
admission. This was more pronounced
in Indore and Neemuch where 60-65
per cent faced discrimination. However,
45 (30%) say that the staff at hospitals
are now much more co-operative as
compared to a few years back.(Table 4)

DISCUSSION

All the subjects in the study are from the

TABLE 4
DISCRIMINATION AT HEALTH CENTRES
Characteristic Indore Neemuch Ujjain Total Per cent
Admission at hospital 21 25 26 72 48.00
Discrimination faced 14 15 7 34 47.22
No discrimination 7 10 21 38 52.78
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economically productive age group. As
per HIV Sentinel Surveillance Report
2007, the corresponding figure for this
group at the national level is only 88.7
per cent. The Madhya Pradesh State
AIDS Control Society (MPSACS)
reports that 86 per cent of AIDS cases in
the state belong to the age group of 11-
45 years. The majority of respondents
belong to the lower socio-economic
groups with minimal education.

In case of Neemuch, 16 (32%) are
working as commercial sex workers in
spite of being seropositive. Vocational
rehabilitation measures are needed to
check the spread of HIV and high risk
groups like CSWs should be provided
with alternate employment
opportunities. The fact that a large
majority of 86.7 per centinterviewed are
seropositive since the past 5 years
shows the increasing infection level in
the study areas, which calls for
educational and interventional
measures to curtail the deadly
epidemic.

A variety of responses have been
obtained from the respondents
regarding use of condoms such as 'l
don't use condoms with my wife, but do
use if | go to other women', 'l don't know
how to use condoms', 'If | get it free, |
use it otherwise not' etc. Out of the 77
presently married patients, 20 (26%)
either use condoms irregularly or avoid
while having sex with their partners. A
study by Archana Sharma on condom
usage among seropositive couples in
2005 revealed that the maximum
condom usage was 20.7 per cent’. The
National AIDS Control Programme®
(NACP) stresses on the need for
universalising condom usage among
couples with equal emphasis on HIV
positive couples whether
seroconcordant or serodiscordant. The
findings suggest that condom usage is
definitely on the rise though still
measures have to be taken to achieve
the target level of 100 per cent. Focus
has to remain on health education for
effective condom use, increasing the
number of condom dispensing units

with enhanced access to people and
provision of free condoms of all types at
government and non-government
settings can be taken up to further
condom usage.

Only 35 (23.33%) respondents knew
about the disease prior to their
diagnosis, while 106 (70.2%) knew
about the importance of CD4 count in
initiating treatment. 'Yes, the CD4 count
is done free of cost at the ART Centre,
Indore every six months'. 'My CD4
count is good so | was not started ART".
Thakare SB reported in a study that only
8.925 per cent study subjects knew of
HIV

In a study by Sobhan et al among the
rural males it has been found that
though 90 per cent knew about AIDS,
only 25 per cent could state its effect on
the body and 40 per cent its relationship
with sexually transmitted diseases
(STDs)’. Adequate knowledge related
to the basic facts of the disease still
lacks among the general population
which in turn correlates with the
stigmatizing attitudes prevailing in the
community.

The major reactions on testing positive
are of shock and despair and concern
about the family's future. 'l was afraid,
what would | tell my parents', 'l tried to
commit suicide, | consumed pesticide,
after that | did not leave my home for
months' are some of the reactions that
the respondents gave. A study in
Zimbabwe also reported similar
findings: while 33.3 per cent felt hurt, 41
per cent were depressed on knowing
their serostatus’. Strengthening of
counselling provided to the PLHA by
incorporating routine sessions with
psychotherapists might be a viable
option. As many as 101 (67.33%)
respondents spent up to Rs. 20,000 on
treatment which included expenditure
for reaching Indore for ART. My father-
in-law sold the farm for Rs 30,000 and
treated us with traditional medicines'. 'l
had to sell my property to get myself
treated for various infections after | was
diagnosed positive'.
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A study by Duraiswamy et al in Chennai
evaluated the median out-of-pocket
medical and non-medical expenses for
treatment and services at Rs 6,000 over
a six-month period®. At present, the
major form of support to the patients is
the free ART available at government
medical centres. These centres are
located in major cities and travelling to
these centres involves major expenses
in terms of time and money. Money is
also spent on lab investigations and
medicines for opportunistic infections.
These additional expenditures affect
the compliance of the patients for ART.
The Chennai study concluded that the
median cost significantly increased with
stage of the disease, income and
poverty levels with the financial burden
of the disease more on lower income
households (82%) as compared to
higher income households (28%)°.
Provision of travelling and dearness
allowance to the patients for visiting the
centres, decentralising ART centres
and providing medicinal and laboratory
support at these centres at reduced
costs might be undertaken.

In the study, 91 per cent subjects
disclosed their HIV status to their
intimate partners/spouses and 67.5 per
cent of ever-married patients had their
families tested for HIV within a week of
obtaining their test results. This is
definitely a positive outcome and points
towards the effectiveness of the
counselling sessions offered to
patients. Immediate testing of family
members is definitely important. This
helps healthcare professionals in
providing effective and timely initiation
of anti-retroviral therapy and proper
management of opportunistic
infections. Also counselling given to
families where both partners are HIV
positive differs to families where a
single partner is infected. Prompt
information about the serostatus of
children in infected families is also of
utmostimportance.

While 70 per cent informants disclosed
their serostatus to close relatives, 25
per cent of them had to face

discrimination post this. “The relatives
don't allow me to enter the kitchen; | am
served food in separate utensils,” said a
female patient. “After my husband
expired the in-laws say all of them are
going to die, the whole property will be
ours,” said another female patient
whose daughter is also HIV positive.
“None of my relatives attended my son's
wedding,” said a male patient.

Tarwieyi F in his study in urban
Zimbabwe reported that 85 per cent of
study subjects do not disclose their
serostatus to anyone, 55 per cent
subjects experienced self-induced
stigma and 38.3 per cent community
induced stigma’. In their study on 145
PLHA in West Virginia, Derlega et al
reported that 72 per cent of male
participants reported their serostatus to
their intimate partners, 80 per cent to
friends and 71.4 per cent to one of their
parents while the figures for women
were 60 per cent, 70.3 percentand 55.6
per cent respectively. A Tanzanian
study reported that people often chose
to postpone the disclosure of their HIV
status because they felt that they didn't
deserve the blame or to avoid the family
burden of stigma™.

The existing support system in the
society is also a major factor in
determining the rates of disclosure. In
the study majority of patients were
receiving support from their partners
and only 4 per cent are separated. In a
study by Pranita Taraphdar on 46 PLHA
in Calcutta, 87.5 per cent participants
reported positive outcomes following
disclosure to their sexual partners,
there was no break-up of marriages and
negative outcomes were reported by
16.6 per cent women and 11.5 per cent
men: blame, anger, violence and
abandonment’. The support obtained
by the PLHA from partners, families and
peers is mostly in the form of emotional
bonding. “The family members treat me
in the same way as before; | still get the
same respect.” “| get support but only
limited to emotional bonding.”
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Inadequate support infrastructure
compromises the rates of disclosure by
patients. Establishing effective support
systems is needed. Providing routine
counselling to peers/family members of
the PLHA to become effective support
pillars to patients should be advocated.
Whatever the reasons for disclosure the
rates are related to the prevailing
attitudes in the community towards HIV.

In this study, 30 per cent of the subjects
believed that discriminatory attitudes
has reduced at healthcare settings now.
“I was suffering from TB. The staff at the
hospital treated me very well. | am very
grateful to them.” However, 47 per cent
of patients admitted to have faced
discrimination at the hospitals. “I was
not looked after properly at the hospital.
The staff did not administer injections to

”

me.

In his study on 1,103 health
professionals Gobopamang Letamo
reported that 9 per cent of professionals
reported refusing to care for a patient
with HIV/AIDS and 9 per cent reported
that they refused admission to an HIV
positive patient. Two-thirds of the
respondents observed other health
professionals refusing care to HIV
positive patients and 43 per cent
refusing admissions to hospitals ™. Lack
of confidentiality at healthcare centres
is a major problem. Studies by the WHO
in India, Indonesia, Philippines and
Thailand found that 34 per cent of
respondents reported breaches of
confidentiality at healthcare settings".
In a study aimed at reducing the stigma
in Indian hospitals, researchers
reported a reduction in sharing of
information about HIV status of patients
among healthcare professionals in
hospitals after interventional strategies.
This was more in case of doctors
disclosing the information to nurses, but
none of the nurses disclosing status to
ward staff'*. Health workers are at a
greater risk to the dangers of HIV as
compared to general population so it is
essential that the risks and fears of
healthcare providers are taken into
account before formulating workplace

policies to create a safe environment for
working: ensuring adequate logistics
and maintaining protocols for
occupational prophylaxis are of utmost
importance.

CONCLUSION

Stigma and disclosure go hand in hand.
Ensuring effective and comprehensive
knowledge to the people and the
patients is still the key to tackle the third
epidemic of HIV. Going back to basics
has been envisaged by the WHO to
combat AIDS: using different preventive
measures to complement each other.
Still for every two new people starting
anti-retroviral drugs another five
become newly infected, stigma and
discrimination persist impeding
universal access. The time is ripe to
deliver on the promises and
commitments on the sociological
aspects of the disease for only when
these goals are attained that medical
management will be most effective and
the aim of universal access to HIV
prevention, treatment, care and support
by 2010 be realised.
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INJURY PATTERNS IN JAMNAGAR CITY
Deepak Sharma*, B. S Yadav** and S Yadav***

ABSTRACT

This study analyses various types of injury patterns in Jamnagar city,
and their association with various variables like age, sex and
mechanisms of injuries. A total of 1,496 subjects were studied in the
present study. The results were statistically analysed using Chi-square
test, which revealed that (i) out of the total 1,496 samples, 178 (11.89%)
gave positive history of injury during last one yeatr, (ii) gender-specific
incidence of injuries for males was 17.39 per cent and for females it was
5.79 per cent, (iii) amongst 137 males having history of injury, the highest
(34.30%) was from road accidents, followed by work-related injuries
(33.57%) and falls (24.81%). Out of the 41 females having had a history
ofinjury, the highest (34.14%) was from road accidents, followed by falls
(31.70%) and burns (19.51%), (iv) out of the total 178 injuries, the
maximum number of injuries were in the 25-44 age group (29.77%),
followed by the 15-24 age group (23.03%), and (v) out of the total
mechanisms of injuries, road accidents were the maximum in the 25-44
age group which were (45.90%) as also work-related injuries in the same
age group which were (38.77%). Falls were most common in the 5-14

age group (34.04%).

Key Words: Road Accidents, Work-Related Injuries, Drowning, Burns, Animal Related Injuries,

Injury by Sharp Objects, Fall.

The term 'injury’ by definition means
that there is a body lesion due to an
external cause, either intentional or
unintentional, resulting from a sudden
exposure to energy (mechanical,
electrical, thermal, chemical or radiant)
generated by an agent-host interaction.
This leads to tissue damages when it
exceeds the physiological tolerance of
the individual.

Road accidents are a major but
neglected global public health problem,
requiring concerted efforts for effective
and sustainable prevention of all the
systems that people have to deal with
on a daily basis. Road transport is the
most complex and the most dangerous
mode of commuting.

More than half the people killed in traffic
crashes are young adults aged between
15 and 44 years, often the
breadwinners in a family.

Worldwide, the number of people killed
inroad accidents each year is estimated
at about 1.2 million, while the number
injured could be as high as 50 million--
the combined population of five of the
world's large cities.’

The introduction of new hazards into our
homes is a part of the price we pay for
progress.

Carelessness, errors in judgement, lack
of skills and ignorance are the real
causes of accidents at home, just as
they are the real causes of many
accidents in other settings.

*Assistant Professor, Department of Community Medicine, Pramukh Swami Medical College, Karamsad, Anand,
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Home accidents, like other accidents
can be prevented. Basic factors inhome
accidents include both the
environmental and human elements.

Falling is one of the principal causes of
deaths and injuries at home, accounting
for nearly half of all home accident
fatalities.”

Despite the undisputed impacts of the
injury burden, limited attention has been
paid to injury as a public health problem
particularly in low-income countries.’

The magnitude of the problem can be
quantified in terms of the number of
years lost due to premature deaths, and
the number of years lived with
disabilities (burden of disease).
Globally, injury currently accounts for 10
per cent of all disability—adjusted life
years (DALYSs) lost, and this is expected
toincrease to 20 per cent by 2020.*°

Lack of reliable and good quality
national or regional data has thwarted
the very meaning of the efforts so far
taken. Many injuries are linked to social,
environmental, cultural and biological
issues in causation, recognised as
man-made and behaviour-linked
disorders and linked to socio-
demographic transition. Prevention,
acute and long-term care and
rehabilitation are the major challenges
we are facing today.

OBJECTIVES

The study was carried out with the
objectives of finding the incidence of
injuries in the study population, gender-
specific incidence of injuries, sex-wise
distribution of injured by mechanism of
injury, and to find out the most frequent
age-group in a particular mechanism of
injury, with a special focus on
Jamnagar city (urban slums and urban
area) for seven different types of
injuries--road accidents, falls, work-
related, burns, animal-related injuries,
injury by sharp objects and drowning.

MATERIALS AND METHOD

Period of Study: From November 2004
to September 2005.

Type of Study: Cross-sectional.
Area of Study: Jamnagar city.

Sample Size: The incidence of
accidents in families was derived
through pilot study which was found to
be 8 per cent. This incidence was used
for calculating the sample size of the
study by using the formula 4pq/L? pis 8,
L 20% of p.

The sample size came out to be 1,150
which required that a minimum of 230
families studied (considering that each
family has 5 members). Thus 300
families were studied and the total
subjects studied were 1,496.

Sampling method: 30 cluster sampling
method was used to draw samples from
whole of Jamnagar city.

First of all, the total population of
Jamnagar city was divided by 30 to find
out the sampling interval, 4,43,520/30 =
14,784.

Then a random number of less than
sampling interval, but with the same
number of digits was chosen and
considered as the first cluster. Our
random number comes out to be
11,562. Then to this number, the
sampling interval was added and that
was taken as the second cluster and to
this second cluster again the sampling
interval was added and the number
which came was taken as the third
cluster. By this way, the total 30 clusters
were chosen.

There are 17 wards under Jamnagar
Municipal Corporation. The number of
areas from different wards was taken in
accordance to the cumulative
population of different wards. Total 30
areas from different wards were
selected. In each area, 10 families were
selected by a random sampling

30



HPPI, Vol. 32 (1), 2009

TABLE 1
DISTRIBUTION OF SUBJECTS ON BASIS OF INJURY
History of Injury No %
Yes 178 11.89
No 1,318 89.11
Total 1,496 100.00

X2 =47.8p <0.001

technique and each family member was
screened and studied in detail forinjury.

The study was conducted by taking
interviews of respondents. Data were
collected in a pre-designed proforma.

By interviewing the respondents, which
was one per family, an enquiry was
done for each family member regarding
injuries in past one year. The
respondent was the head of the family
or any other responsible adult in the
family.

The data were analyzed using SPSS
software. A Chi-square test was applied
to check the significance between
proportions of groups and for the rest of
the results percentages were
calculated.

FINDINGS

The distribution of subjects on the basis

of injury is depicted in Table 1. Out of the
total 1,496, 178 (11.89%) gave positive
history of injury during the past one
year.

Table 2 shows that gender-specific
incidence of injury for males is (17.39%)
and forfemalesitis (5.79%). The results
are highly significant.

Table 3 shows the sex-wise distribution
of injured subjects by mechanism of
injury. Amongst 137 males having
history of injury, the highest (34.30%)
were injured through road accidents,
followed by work-related injuries
(33.57%) and injury through falls
(24.81%). Animal-related injuries and
injury by sharp objects were (5.10%)
and (1.45%) respectively. Amongst 41
females having history of injury, the
highest (34.14%) was through road
accidents, followed by falls (31.70%),
burns (19.51%), work-related injuries
(7.13%), through animals and sharp
objects (2.43% each).

TABLE 2
GENDER-SPECIFIC INCIDENCE OF INJURY

Gender No No of Injury Cases Gender Specific Incidence
of Injury
Male 788 137 17.39
Female 708 41 5.79
Total 1,496 178 11.89
TABLE 3

SEX-WISE DISTRIBUTION OF INJURED BY MECHANISM OF INJURY

Mechanism of Injury Male Female Total
No % No % No %

Animal-related 7 5.10 1 2.43 8 4.49
Burns 1 0.007 8 19.51 9 5.05
Drowning 0 0.00 1 2.43 1 0.005
Falls 34 24.81 13 31.70 47 26.40
By sharp objects 2 1.45 1 243 3 1.68
Road accidents 47 34.30 14 34.14 61 34.26
Work-related 46 33.57 3 7.31 49 27.52
Total 137 100 41 100 178 100
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Table 4 reveals the distribution of
injured showing most frequent age
group in particular mechanism of injury.

Road traffic injuries are the maximum in
the 25-44 age group at 45.90 per cent
as also work-related injuries in the same
age group at 38.77 per cent. Falls are
most common in the 5-14 age group at
34.04 per cent. Burns and animal-
related injuries were most common in
the 25-44 and 5-14 age groups at 44.44
per centand 50 per centrespectively.

The most frequent mechanism of injury
in particular age groups is depicted in
Table 5. The results reveal that the most
common mechanism of injury is falls in
the 0-4 age group (73.33%), 5-14 years
(53.33%) and in more than 60 years
(84.62%). The most common injury is
road accidents in the 15-24 age group
(56.10%) and 25-44 age group
(562.83%). Work-related injury is the
most common in the 45-59 age group
(57.69%).

DISCUSSION

The incidence of injuries in the present

study come out to be (11.89%).
Sathiyasekaran B.WC® in his study on
slum dwellers of Chennai found the
incidence to be (12.7%). According to a
study by Verma PK" the annual
incidence of accidents for the entire
study population was 93.15 per 1,000
population. In our study of the 178
injuries, (76.97%) were males and
(23.03%) were females indicating a
much higher injury occurrence in males.
Sathiyasekaran B. W C. (1996)° also
noted that the incidence of injuries in
males to be higher at 13.7 per cent as
compared to females at 11.8 per cent.
Gururaj G. (2002)°, in his study
indicated a much higher incidence of
injuries in males than females. Candida
Moshiro et al. (2005)’, in his study found
that of the injured person 62 per cent
were males.

Injuries through road accidents
(34.30%), work (33.57%) and falls
(24.81%) are the three leading injuries
in males, while road accidents
(34.14%), falls (31.70%) and burns
(19.51%) are the three leading causes
amongst females. Road accidents are
almost equal (34.30%) and (34.14%) in

TABLE 4
DISTRIBUTION OF INJURED SHOWING MOST FREQUENT AGE
GROUP IN PARTICULAR MECHANISM OF INJURY

MECHANISM OF INJURY

Age - - -
group Animal Burns Drowning Falls Injury by Roa_d Work Related Total

Related Sharps Accident

No % No % No % No % No % No % No % No %
0-4 0 0.00 1 11.11 1 100 11 23.40 1 33.33 1 1.63 0 0.00 15 8.42
5-14 4 50.00 | 2 22.22 0 0.00 16 3404 | 2 66.66 | 4 6.55 2 4.08 30 16.84
15-24 2 25.0 1 11.11 0 0.00 2 4.25 0 0.00 23 37.70 13 26.53 41 23.03
25-44 1 1250 | 4 44.44 0 0.00 1 212 0 0.00 28 45.90 19 38.77 53 29.77
45-59 1 12.50 1 11.11 0 0.00 6 12.76 0 0.00 3 4.91 15 30.61 26 14.60
. 0 0.00 0 0.00 0 0.00 1 23.40 0 0.00 2 3.27 0 0.00 13 7.30
Total 8 1000 | 9 100.0 1 100.0 | 47 100.0 | 3 100.0 | 61 100.0 49 100.0 178 100.0

TABLE 5

MOST FREQUENT MECHANISM OF INJURY IN PARTICULAR AGE GROUP

Age MECHANISM OF INJURY
group Animal Related Burns Drowning Fall Injury by Sharps | Road Accident Work Related Total
No % No % No % No % No % No % No % No %

0-4 0 0.00 1 6.67 1 6.67 11 73.33 1 6.67 1 6.67 0 0.00 15 100.0
5-14 4 13.33 2 6.67 0 0.00 16 53.33 2 6.67 4 13.33 2 6.67 30 100.0
15-24 2 4.88 1 2.44 0 0.00 2 4.88 0 0.00 23 56.10 13 31.71 41 100.0
25-44 1 1.89 4 7.55 0 0.00 1 1.89 0 0.00 28 52.83 19 35.85 53 100.0
45-59 1 3.35 1 3.85 0 0.00 6 23.08 0 0.00 3 11.54 15 57.69 26 100.0
> 60[0 0.00 0 0.00 0 0.00 11 84.62 0 0.00 2 15.33 0 0.00 13 100.0
Total 8 4.49 9 5.06 1 0.56 47 26.40 3 1.69 61 34.27 49 27.53 178 100.0
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males and females respectively in the
present study. Candida Moshiro et al
(2005)° found males having significantly
increased risk of transport injuries as
compared to females. In the present
study, burns is (19.51%) highest among
females while it is almost nil among
males. Similarly, injuries by sharp
objects are higher among females
(2.43%) than males (1.45%). O.
Kobusingye et al (2001)" found that
burns, cuts/stabs to be higher among
females. Chan K.Y. et al (2002)", Zhu
Z.X. et al. (1988)"” found burn-related
injuries to be higher among females
than males. Gururaj G. (2002)°, also
found that burn injuries to be higher
among women than among men in the
ratio of (1.6:1). In animal-related injuries
males constituted (87.50%) whereas
females constituted (12.50%) and
children from 5-14 age group showed
highest number of cases (50%).
According to a study by KokharA. etal *
in Delhi on dog bites, males constituted
69.9 per cent of the total cases whereas
among females it is even less than half
at30.1 percentonly.

Road accidents (45.90%) and work-
related injuries (38.77%) are seen
maximum in  the 25-44 age group.
Falls (34.04%) and injuries caused by
animals (50%) are most commonly
seen among the 5-14 age group.
Commonest age of burns is 25-44 years
(44.44%) and drowning is seen among
the 0-4 age group (100%), Candida
Moshiro et al (2005)° found age to be
important risk factor for certain types of
injuries. They also found transport
related injuries to be much common
among adults in 15 years and above
while burns are most common among
children under 5. Sharma AK et al
(1993)", Bandi SK and Agarwal SN
(1980)" found falls to be the most
common potential mode of childhood
injuries. Gururaj G (2002)° also noted
that children and the elderly account for
30-40 per centand 10-20 per cent of the
total falls. Harnam Singh and SK
Dhattarwal (2004)'° found the

commonest age forroad accidents to be
21-30 years (27.3%), followed by 31-40
years (20.6%). These observations are
also similar to the observations of the
present study which found that road
accidents (83.60%) to be concentrated
between 15-44 years of age. J Lain
(1997)" in his study found that almost
half (47.4%) of the victim of animal
related injuries are less than 11 years
which is similar to the observation of this
study in which it is (50%) for the 5-14
age group. He also found that victims 20
years and younger males are more
likely than females to be victims of an
animal attacks (59.5% v/s. 40.5%). A
study done by Khokhar A et al " in Delhi
on dog bites revealed that children
under 15 years accounted for the
maximum (53.99%) of the total. Celis A
(1997)", Kibel SM et al (1990)" and
Kozik CA et al (1999)”, Tan Z et al
(1998)* found that children aged 1-4
and young people appear to be at the
greatest risk with drowning. Mago V et
al. (2004)%in their study found that most
of the patients of burns were in the 13-
25 age group followed by 26-39 age
group. Jie X and CB Ren (1992)” and
Liu EH et al (1998)* found that burns
related injuries accounted for a much
higher proportion of injuries on young
children compared with other age
groups.

CONCLUSION AND
RECOMMENDATIONS

Of all the injuries studied, the three most
important mechanisms of injuries are
road accidents, work-related and falls.
The maximum number of injury cases
are from the 15-44 age group. All these
injuries can be prevented to some
extent. Availability of first aid box in all
the vehicles needs to be emphasised.
Strict observation of traffic rules by
commuters as well as traffic police
needs to be implemented to prevent
road accidents. Maintenance of roads,
lightings on roads, use of traffic signs
etc should be observed by civic
authorities. Similarly, strict enforcement
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of speed limits, periodical check of
drivers for alertness, stringent
measures for defaulters in use of
helmets and seatbelts should be
observed which all can prevent a lot of
accidents.

Proper handling of the Kkitchen
equipment, hot water etc to prevent
burns at home needs to be highlighted.
Awareness regarding telephone
numbers of fire brigade, hospitals and
ambulance etc needs to be created.
Practice and availability of first aid in
vehicles in emergency needs to be
given to schoolchildren and others so
that timely first aid can be given.
Properly closing of underground tanks
can prevent drowning. Separation of
cooking areas from playing areas
should be done to minimise burn
injuries. Control of unrestrained
household and stray dogs and licensing
of dogs can prevent animal-related
injuries.
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URBAN-RURAL DIFFERENTIALS IN MATERNAL AND CHILD
HEALTHCARE

Dewaram A. Nagdeva*

ABSTRACT

The present paper examines the urban-rural differentials and the factors
influencing net change in maternal and child healthcare inputs, their
utilization and the output during the National Family Health Survey round |
and Il (NFHS-I and NFHS-II). The National Family Health Survey (NFHS)
collected data from 89,777 ever-married women in the age group of 13-49
in 1992 (NFHS-I) and 90,000 eligible women in the age group of 15-49 in
1998 (NFHS-II) and this paper analyses these data. The variables have
been grouped into healthcare inputs regarding ante-natal care, post-natal
care and child care, utilization regarding maternal and child healthcare
and maternal and child healthcare outcomes. An analysis has been done
by using a Bivariate analysis and the Chi-square test. The Chi-square test
has been used to observe the significant association, if any, between
each of the independent and dependent variables. The analysis reveals
that there is an increase in healthcare inputs, utilization and outputs
during the intra-survey period. Overall, the urban-rural differentials still
exist and the government must take the necessary steps to improve MCH
programmes, including the provision of information and education
campaigns, and sending dedicated healthcare personnel to remote and
inaccessible rural areas to reduce maternal and child mortality rates.

Key Words: Malnutrition, Anaemia, Contraception.

Following the Alma Ata Declaration of
1978, the Government of India unveiled
an accelerated primary healthcare
programme under the aegis of its
'Health for All by 2000' goals by
strengthening the family welfare and
maternal and child healthcare (MCH)
programmes, adopting new strategies,
and opening more healthcare facilities
in rural areas. Since India being a
signatory to the Alma Ata Declaration
which aimed at attaining a level of
health that will permit all the people of
the world to lead socially and
economically productive lives by 2000.
Again, the World Health Organisation
has unveiled a slogan 'Move for Health'
on the occasion of World Health Day on
April 7, 2002. Under the 2000 health for
all goal, the Government of India shifted

its emphasis from family planning
programmes to family welfare
programmes to give wider scope for
promoting maternal and child
healthcare programmes to improve the
health of mothers and their young
children.

The MCH programmes emphasised the
need to ensure that pregnant women
receive adequate prenatal care, safe
delivery, post-natal care and sought to
address high risks that women in many
contexts face during child bearing. The
health status of children is significantly
associated with maternal health that
can be measured in reduced child
mortality rates or risks to child survival
(Caldwell, 1979; Cleland and Van
Ginneken, 1988). The intake of MCH

*Reader and Head, Fertility Studies Department, [IPS, Mumbai.
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facilities mainly depends on the socio-
economic characteristics of the
individuals of a community and success
in child immunization programmes
which leads to the better child survival
rate (UNICEF, 1990; Kim-Farley et al,
1992; Grant, 1993). Better maternal
health ensures the health of expectant
mothers, especially on their nutritional
status, and avoidable complications of
pregnancy. Childhood immunization is
the most important factor in healthcare.
It is more advantageous to prevent
children from acute diseases, which will
affecttheir early ages.

Majority of our population live in rural
and remote areas. Healthcare services
are not sufficiently available, accessible
and affordable to the most socially and
economically disadvantaged rural
population. There is higher maternal
mortality, higher incidence of infant and
child mortality, high fertility and low
maternal and child healthcare utilization
in rural areas as compared to urban
areas. At present, the government is
focusing on stabilising population
growth and achieving the desired goals
set for different socio-demographic
indicators by 2010 and 2045. Many
such short and long-term goals are
mentioned under the National
Population Policy 2000. Rural areas are
lagging far behind to urban areas in
different maternal and child health
indicators which act as an obstacle in
achieving the national demographic
goals. Despite recent innovations in
healthcare system management in the
country, there are still urban-rural
differentials in maternal and child
healthcare. These concerns provided
the motivation to study the urban-rural
differentials in maternal and child
healthcare.

OBJECTIVES

Keeping in view of the above facts, this
paper is an attempt to examine the
urban-rural differentials in the maternal
and child healthcare inputs, their intake
and output during NFHS—l and NFHS-II.

The specific objectives of the study are
as follows:

1. To study the urban-rural differentials
in maternal and child healthcare
inputs and net changes;

2. To study the urban-rural differentials
in maternal and child healthcare
utilisation and net changes;

3. To study the urban-rural differentials
in maternal and child healthcare
output and netchanges; and

4. To examine the factors influencing
the net change in maternal and child
healthcare utilization and outcome.

MATERIALS AND METHOD

The data for this study have been
collected from the National Family
Health Surveys (NFHS-I in 1992 and
NFHS-II in 1998). The National Family
Health Survey (NFHS) collected data
from 89,777 ever-married women in the
age group of 13-49 in 1992 (NFHS-I)
and 90,000 eligible women in the age
group of 15-49 in 1998 (NFHS-II). The
data have been analysed using
Bivariate analysis and Chi-square test.
The Chi-square test has been used to
observe the significant association, if
any, between each of the independent
and dependent variables. The following
variables have been selected for the
study:

1. Health inputs regarding ante-natal
care, post-natal care and child care:
(i) women received ante-natal
check-ups only at home from
healthcare workers; (ii) pregnant
women supplied with tetanus
vaccination; (iii) pregnant women
supplied with iron folic acid (IFA)
tablets; (iv) assistance during
delivery by doctor, nurse, dai; (v)
percentage of women given
vaccination cards; (vi) knowledge of
diarrhoea care; and (vii) knowledge
of any contraceptive methods.

2. Utilisation regarding maternal and
child healthcare: (i) respondent
went for ante-natal care visit outside
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home; (ii) child fully vaccinated by
12-23 months age; (iii) percentage
of children taken to healthcare
facility or providers for treatment of
diarrhoea; (iv) place of delivery:
public or private; and (v) use of
contraception.

3. Maternal and child healthcare
outcomes: (i) delivery
complications; (ii) low birth weight
baby; (iii) prevalence of diarrhoea;
(iv) neonatal mortality; (v) post
neonatal mortality; (vi) infant
mortality; (vii) child mortality; (viii)
under five years-of-age mortality;
and (ix) total fertility rate.

RESULTS AND DISCUSSION

Urban and rural differentials in
healthcare input between NFHS-II and
NFHS-I is presented in Table 1. The
dataindicate that both in urban and rural
areas the incidence of ante-natal check-
ups only at home from healthcare
workers decreased. In urban areas, the
decrease in home ante-natal checks
may have been because more women
visited urban family welfare centres,
general hospitals or maternity centres
for their ante-natal care. In rural areas, it
may have been due to the more women
were attending healthcare centres for
ante-natal care, because it was
impossible for the auxiliary nurse
midwives (ANM) to provide ante-natal
care at home for all women in the 8-10
villages under their care. Supply of
tetanus vaccinations to pregnant
women increased overall. More women
had two or more vaccinations during
their pregnancy rather than one. The
gap in urban-rural differentials of
pregnant women supplied with two
tetanus vaccinations decreased from
26.7 per centto 19.4 per cent during the
intra-survey period of 1992-1998.

The percentage supply of iron folic acid
tablets increased in both urban and
rural areas, and significantly, the urban-
rural gap also slightly decreased during
this period. In both urban and rural

areas, during delivery the women had
the assistance of a doctor/ANM, trained
birth attendants or dais. In urban areas,
the women had more assistance from a
doctor than an ANM and trained birth
attendants or dais, whereas in rural
areas, itwas the reverse. The urban and
rural gap in the women who had the
assistance of a doctor/ANM, trained
birth attendants or dais (net change of -
0.9, -1.8 and -23.1 per cent
respectively), indicates wide
differences in the percentage of
deliveries conducted by trained persons
in both urban and rural areas. Though
the percentage of women supplied with
vaccination card increased both in
urban and rural areas, the increase was
more visible in urban areas. Women in
rural areas less likely to have a
Western-trained health professional in
attendance at delivery due to non-
availability of Western-trained health
professional, but this availability
improved over the research period.

The knowledge of diarrhoea care
increased both in urban and rural areas
but more so in urban areas. Similarly,
knowledge of any contraceptive
methods increased both in urban and
rural areas but again the similar pattern
is seen as more urban women are better
informed of contraceptive methods
compared to rural women during the
intra-survey period 1992-1998.

A positive net change in healthcare
input occurred during 1992-1998 but
the urban-rural differentials still exist.
Mothers in rural areas not provided with
ante-natal care and delivery by trained
persons may be more likely to develop
post-natal complications that endanger
theirlives.

The urban-rural differentials in health
utilization are shown in Table 2. There is
an increase in ante-natal visit outside
home, in both urban and rural areas, but
significantly, the increase is greater in
the rural areas. This may have been due
to a decrease in ante-natal check-up
only at home by healthcare workers.
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The urban-rural differentials decreased
from 33.6 per cent in 1992 to 30.8 per
centin 1998.

There is also an increase in the
immunization rate of children in the 12-
23 months age bracket, but the urban-
rural differentials increased from 19.8
per cent in 1992 to 23.9 per cent in
1998, despite a net change in both
urban and rural areas. The treatment of
diarrhoea increased in both urban and
rural areas, but the urban-rural
differentials increased from 9.4 per cent
in 1992 to 15.3 per cent in 1998,
despite a net change in both the areas.
The deliveries in government hospitals
also decreased in urban areas and
increased in rural areas. In both urban
and rural areas, deliveries in private
hospitals increased during the intra-
survey period of 1992-1998. The urban-
rural differentials in delivery in
government hospitals decreased from
20.2 per cent to 16.6 per cent, whereas
the urban-rural differentials in private
hospitals deliveries increased from 21.4
per cent to 23.9 per cent during the
intra-survey period.

There is an overall increase in the total
number of respondents who used any
family planning method, representing
an increase of 7.2 per cent in urban
areas and 7.8 per cent in rural areas
during the period under review.
Similarly, the urban-rural differentials in
couples using any contraception or
family planning method decreased from
14.1 per cent in 1992 to 13.5 per cent
in 1998. The use of contraception
increased among couples using any
modern method, this inter-survey
increase in health consciousness is,
however, relatively higherin rural areas.
Regarding the use of contraception,
there is an increase in both urban and
rural areas, but the percentage of usage
are higher in urban areas in both the
surveys. The urban-rural differentials in
couples using any modern method has
decreased from 12.2 per cent in 1992
to 11.3 per cent in 1998, whereas there
is an increase in the urban-rural

differentials for total couples using any
modern temporary method and any
traditional method. This indicates a net
change in healthcare utilisation
although urban-rural differentials still
exist.

The urban and rural differentials in
health output are presented in Table 3.
Respondents reporting delivery
complications have increased by 4 per
centand more than 13 per centin urban
and rural areas, respectively. There is a
2.3 per cent increase in the number of
birth weights of less than 2.5 kg in rural
areas, but the increase is a negligible
0.8 per cent in urban areas, which can
be due to malnutrition, lack of proper
care and anaemia in the mother. During
the 7 year-period between the two
surveys, neonatal mortality has
decreased both in urban and rural areas
butitis higherin rural areas.

There is also a decrease in post-
neonatal mortality by more than 8 per
cent both in urban and rural areas. The
infant mortality, child mortality and
under-5 years mortality have declined
both in urban and rural areas. The
urban-rural differential has increased
negatively in neonatal mortality, post-
neonatal mortality, infant mortality, child
mortality and under-5 mortality too. The
probability of child mortality is linked to
low maternal education levels and short
birth intervals and rural background.
Women with greater exposure to formal
education are more likely to seek care
than those with lower or no exposure
(RB Wolf, 1993). Ante-natal care and
delivery assistance can improve the
health of both the mother and child.

The total fertility rate has declined by
less than half child (0.43 child) in urban
area and more than half child (0.60
child) in rural areas and the total fertility
rate is higher in rural areas in both the
surveys. Overall, there is a net change
in healthcare output, but the urban-rural
differentials still persist and mortality is
still higher in rural areas, compared with
urban areas.
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A study in the South has indicated there
are differences between educated
mothers and uneducated mothers in
seeking treatment for their children
(Caldwell, Reddy and Caldwell; 1983).
In another study conducted in 1993 in
the Ludhiana slums, it has been
observed that the relationship between
education and poverty influences the
achievement of complete immunization
(P Panda et. al, 1993). Socio-economic
conditions, education, nutrition and
healthcare are often more important
determinants of women's health and
survival (UN, 1994).

In the present study it has been
observed that among background
characteristics of respondents, the
educational level of mother is
consistently related to net changes in
the percentages of respondents who
went for ante-natal check-ups outside
home, whose children were fully
immunized within 12-23 months, and
who took their children to healthcare
facility for diarrhoea treatment. As the
level of maternal education increases,
the percentage of net change in MCH
indicators also increases.

The background variables affecting
percentage of net change in healthcare
utilization between NFHS Il and NFHS |
is given in Table 4. There is an overall
positive change in the utilization of
healthcare services between the two
surveys. The increase in percentages
change in ante-natal check-ups outside
home, full immunization of children in
the 12-23 months age bracket and
those who took their wards to
healthcare facility for diarrhoea
treatment are relatively high in case of
mothers who are high school educated.

Religion-wise utilisation of ANC shows
that the highest percentage change has
taken place among Christians at 12.2
per cent, which could have been due to
the missionary activities, while the
lowest percentage change is among the
Muslims at 8.7 per cent. Significantly,
the Sikhs and Jains have reported a

negative percentage change of 12.2 per
cent and 2.6 per cent respectively,
betweenthe NFHS [land NFHSI.

Same patternis visible when it comes to
percentage change in immunization
among children under the 12-23 months
age bracket too, as the highest change
is noticed among the Christians at 18.7
per cent and the lowest among the
Hindus and Muslims at 6.4 per cent
each with the Buddhists and Jains have
reported negative percentage change
of 0.7 per cent and 8.4 per cent
respectively during the reporting period.
However, the percentage change in
going to a healthcare facility for
diarrhoea treatment has been highest
among the Jains at 33.1 per cent and
lowest among the Hindus, Muslims and
Buddhists/Neo-Buddhists.

The percentage change in utilisation of
ANC by caste/tribe is highest among the
Scheduled Tribes at 18.2 per cent
followed by Scheduled Castes at 14 per
cent. The percentage change in
immunization of children in the age
bracket of 12-23 months by caste/tribe
is highest among the Scheduled Tribes
at 13.4 per cent, followed by the
Scheduled Castes at 8.6 per cent. The
percentage change in children taken to
health facility for diarrhoea treatment is
highestamong Scheduled Castes at 3.4
per cent and lowest among Scheduled
Tribes at0.7 percent.

The percentage change in utilisation of
ANC is greater in rural areas than urban
areas. This may have been due to home
visits by ANMs in rural areas. But the
percentage change in full immunization
of children of 12-23 months is much
higher in urban areas. The percentage
change in children taken to healthcare
facilities for diarrhoea treatment is more
in urban areas than in rural areas during
the intra-survey period. The percentage
change in who had ante-natal check-
ups outside is highest in case of the first
child and decreases as number of
children goes up. This may have been
due to the more interest and care that
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the parents have on the first child. The
percentage change in full immunization
among children of 12-23 months by
birth orderis highestin case of 4-5 birth
orders and lowest among more than 6
birth orders. The percentage change in
children taken to healthcare facility for
diarrhoea treatment is highest in case of
first birth order and lowest among 2-3
birth orders and negative in case of 6
and more birth orders. The survey also
shows that with the increase in the
number of birth orders women chose to
avoid ante-natal check-ups outside.
There exists a clear and significant
positive association between the
mother's education and women who
had ante-natal check-ups outside
home, fullimmunization among children
of 12-23 months and children being
treated at healthcare facility for
diarrhoea. AlImost similar pattern is also
noticed at significant levels by religion,
caste/tribe, place of residence and birth
orders.

The Chi-square test is used to analyse
the association between the indicators
of healthcare intake and different
background characteristics. The
association is observed for both the
NFHS-II and NFHS-I. The analysis
reveals that the background
characteristics like mother's education,
religion, caste and place of residence
are highly associated (p <0.01) with all
the healthcare intake indicators like,
availing of healthcare facility, full
immunization of children within 12-23
months and treating children with
diarrhoea at a healthcare facility.

Background variables affecting
percentage net change in health
outcome are presented in Table 5. The
percentages of neonatal mortality,
infant mortality, child mortality and
under-5 mortality have shown
considerable decrease in both urban
and rural areas during the reporting
period. There is an unexpected 1.7 per
cent increase in neonatal mortality
among literate to less than middle
school completed and 1.3 per cent

increase in child mortality among the
children of respondents with middle
school education. Among the Hindus
and Muslims the overall mortality has
declined but the decline is significant in
infant mortality and under-5 mortality
among the Muslims. In case of
caste/tribe, there is a considerable
decline in all types of mortalities. The
percentage change in neonatal
mortality, infant mortality, child mortality
and under-5 mortality is highest in case
of first birth order and decreases as the
birth order increases. However, there is
marked decline in these rates with
increase in the number of birth orders.
Also, there is a decline in the neonatal
mortality, infant mortality, child mortality
and under-5 mortality during the intra-
survey period.

To find out the association between the
characteristics of women and the health
outcome of the children, we have used a
Chi-square test. It is observed that the
neonatal mortality, infant mortality and
child mortality are highly associated
with the mother's education and the
birth order and the result is consistentin
NFHS-Il and NFHS-I. However, there is
no significant association between
religion and child mortality. The
association between the characteristics
of the women and under-5 mortality is
also not found to be much significant.

CONCLUSION

A positive net change in healthcare
inputs occurred during 1992-1998 but
urban rural differentials still exist. Health
inputs, utilisation and output showed a
positive net change, which indicate an
improvement in healthcare facilities
between NFHS-Il and NFHS-I. Increase
in healthcare inputs and utilisation
contribute to positive health output.
However, there is no major difference in
the percentage change of background
characteristics according to the output
of healthcare indicators. The
educational level of mothers is
consistently related to net change in the
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percentage of respondents who had
gone for ante-natal check-ups outside
home, the percentage of respondents
whose children were fully immunized
within 12-23 months, and the
percentage of respondents who had
taken their children to healthcare facility
for diarrhoea. As the level of maternal
education increased, the percentage of
net change in MCH indicators also
increased.

There has been an increase in health
inputs, utilization and output during the
intra-survey period. At the same time,
contraceptive use has greatly gone up
too. The analysis reveals that the
background characteristics like
mother's education, religion, caste and
place of residence are highly
associated (p <0.01) with all the
healthcare utilization indicators like,
whether gone to the health facility, full
immunization within 12-23 months and
the children taken to healthcare facility
for the diarrhoea for NFHS-II as well as
NFHS-I. The neonatal mortality, infant
mortality and child mortality are highly
associated with the mother's education
and birth order of children and the result
is consistent in NFHS-II and NFHS-I.
Overall, the urban-rural differentials still
exist and the government must take the
necessary steps to improve maternal
and child healthcare programmes,
including the provision of information
and education campaigns, and sending
dedicated healthcare personnel to
remote and inaccessible areas to
reduce child mortality.
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PERCENTAGE CHANGE IN URBAN AND RURAL HEALTHCARE INPUTS BETWEEN

NFHS-IIl AND NFHS-I

Health input NFHS 1l NFHS | Change %
(NFHS II- NFHS 1)
Urban | Rural | Gap | Urban | Rural | Gap | Urban | Rural | Gap
Ante-natal check-up
only at home from 2.0 6.6 -4.6 3.9 15.4 -11.5 | -1.9 -8.8 -10.7
health worker
Pregnant women
supplied with tetanus
vaccination
One 7.3 8.5 -1.2 6.0 7.4 -1.4 1.3 1.1 0.2
Two or more 81.9 62.5 194 | 744 47.7 26.7 | 7.5 14.8 -7.3
Pregnant women
supplied with iron folic 75.7 52.5 23.2 | 68.7 45.1 236 |7.0 74 -04
acid tablet
Assistant during
delivery
Doctor 55.8 23.0 32.8 |47.6 13.9 33.7 | 8.2 9.1 -0.9
Auxiliary Nurse 17.2 9.8 7.4 17.7 111 6.6 -0.5 -1.3 -1.8
Midwive/nurse
Dai/traditional 26.7 66.9 -40.2 | 22.0 39.1 -171 | 4.7 27.8 -23.1
birth attendant/
others
Supplied with
vaccination card 77.5 65.4 12.1 37.8 28.5 9.3 39.7 36.9 2.8
Knowledge of 75.8 58.6 17.2 | 55.6 38.9 16.7 | 20.2 19.7 0.5
diarrhoea care
Knowledge of any 99.7 98.7 1.0 98.5 94.5 4.0 1.2 4.2 -3
contraceptive methods

Data Source: National Family Health Survey (NFHS-I and II).
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TABLE 2
PERCENTAGE CHANGE IN URBAN AND RURAL HEALTHCARE UTILISATION
BETWEEN NFHS-Il AND NFHS-I

Health Utilization NFHS Il NFHS | Change %
(NFHS Il = NFHS )
Urban | Rural | Gap Urban | Rural | Gap Urban | Rural | Gap

Ante-natal visit outside | 83.8 53.0 30.8 77.2 43.6 33.6 11.8 247 -12.9
home
Child fully vaccinated by
12-23 months age 60.5 36.6 23.9 50.7 30.9 19.8 15 13.9 1.1
Taken to health facility 75.2 59.9 15.3 68.7 59.3 9.4 6.5 0.6 5.9
for diarrhoea treatment
Place of delivery

Public 29.1 12.5 16.6 30.2 10.0 20.2 -1.1 25 -3.6

Private 36.0 12.1 23.9 274 6.0 214 8.6 6.1 2.5
Couples using any
contraception or family 58.2 44.7 13.5 51.0 36.9 14.1 7.2 7.8 -0.6
planning method
Any modern method 51.2 39.9 11.3 45.3 33.1 12.2 5.9 6.8 -0.9
Any modern temporary | 13.4 4.5 8.9 1".7 3.4 8.3 1.7 1.1 0.6
method
Any traditional method 6.7 4.4 2.3 5.8 3.8 2.0 0.9 0.6 0.3

Data Source: National Family Health Survey (NFHS-I and ).
TABLE 3

PERCENTAGE CHANGE IN URBAN AND RURAL HEALTHCARE OUTPUT

BETWEEN NFHS-Il AND NFHS-I

Health Output NFHS I NFHS | Change %
(NFHS Il - NFHS 1)

Urban | Rural | Gap | Urban | Rural | Gap | Urban | Rural | Gap
Suffered from delivery | 19.3 24.8 -5.5 15.3 11.2 4.1 4.0 13.6 -9.6
complications
'(302;" weight>2.5kg | 198 |42 |66 |100 |19 |81 |08 |23 |1°
Prevalence of 19.6 19.0 -0.6 8.8 10.4 -1.6 10.8 8.6 -2.2
diarrhoea (%)
Neonatal mortality per | 33.5 51.7 -18.2 | 35.5 57.7 -14.8 | -2.0 -6.0 -8.0
1000 population
Post-neonatal mortality | 15.8 28.0 -12.2 | 23.9 36.6 -0.2 -8.1 -8.6 -16.7
per 1000 population
Infant mortality per 49.2 79.7 -30.5 | 59.4 94.3 -151 | -10.2 | -146 |-248
1000 population
Child mortality per 17.0 34.6 -17.6 | 20.1 40.4 -17.2 | -31 -5.8 -8.9
1000 population
Under five mortality per | 65.4 115 | -46.1 | 78.3 130.9 |-30.8 | -129 |-194 |-32.3
1000 population
Total fertility rate 2.27 3.07 0.80 | 2.70 3.67 -0.97 | -043 |-0.60 |-1.40

Data Source: National Family Health Survey (NFHS-I and I1).
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INDIGENOUS HEALTH PRACTICES AMONG ANDHRA TRIBALS

Varadarajan*, Y.L. Tekhre** and Alka Sharma***

ABSTRACT

The health system and medical understanding of the tribals over the ages is
recognised as conventional healthcare system and these depend both on
herbal and on psychosomatic illness-based treatment. The present study
attempts to explore the regional variations in the healthcare practices
among the tribals of three different regions in Andhra Pradesh. It is found
that the tribals in the state are in the different stages of epidemiological
transition. The utilisation pattern of modern healthcare services by them
varies widely across the different regions of the state. The study was
conducted in the Vishakapatnam (Region 1), Adilabad (Region Il) and
Medak (Region lll) districts of the state. Since the study intends to focus on
the regional differences in the utilisation of healthcare systems, analysis
was made region-wise. While the tribals have started to accept primary
healthcare services, the respondents from the Region | still largely depend
on traditional system of medicines.

Key Words: Epidemiological Transition, Morbidity.

Health of any community, by and large,
is a function of interaction among the
socio-cultural and biological practices,
genetic attributes and environmental
conditions. Health conditions widely
vary depending on the prevailing health
practices of the individual and
community at large. Many studies
(Basu et al, 1990; Rizvi, 1986; Sahu,
2001) reveal that the socio-cultural
variables are interrelated along with
socio-biological norms such as age,
marriage, childbirth and morbidity
pattern etc. The environmental factor
and usage of indigenous herbs, taboos
and superstitions are also responsible
for determining the healthcare practices
and health status of any tribal group. In
this context, individual healthcare
practices may be categorised into
primary, secondary and tertiary
preventive behaviours (Smith, 1979).

Primary healthcare practices include
self-care behaviour that prevents the
onset of diseases. Secondary
prevention practices include those
activities that lead to the early detection
of diseases. Tertiary prevention
methods include the actual treatment
seeking behaviour to prevent further
complications. However, keeping in
view of the population's knowledge
about healthcare aspects, the focus of
the present study is limited to primary
and tertiary healthcare practices,
keeping in view of the population's
knowledge about health.

India has the largest concentration of
tribals in the world except perhaps in
Africa. According to the Census 2001,
as many as 84.33 million are classified
as Scheduled Tribes (STs)
corresponding to 8.2 per cent of the total
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population of the country. The Census
2001 recognised 461 groups as tribes,
while the estimate of the number of
tribes touched up to 635 groups
(Christian Erni & Shimreichon, 2001).

Tribes have their own cultural and social
practices to treat various illnesses.
Tribal communities possess a unique
healthcare approach concerning the
acceptance and rejection of modern
medicine. It is very difficult to address
the tribal healthcare problem only by
providing healthcare set-ups, modern
doctors, equipments and medicines to
the tribal communities. Inadequate
service quality and Western model of
modern healthcare services fail to meet
their expectations. The tribal concept of
health, of disease, of treatment, of life
and death is as varied as their cultures
are. The tribal society is guided by
traditionally laid down customs and
every member is expected to conform to
them. Tribals have retained much of
their traditional healthcare culture.
However, it has also been observed
from a recent study that there is a keen
inclination among them towards
modern medical facilities if accessible
(Gope Tapan Kumar 2007).

The ethno cultural complexity of the
Andhra tribals reflects a miniature tribal
India. Regional and ethnic diversities
among various tribal groups in the state
can be noticed with different clan and
social structures. While most of the
tribal groups residing in the agency
tracts of the Vishakhapatnam region are
characterised by well-developed
portray organisation called the Savaras,
have a social structure without any clan
organisation. Besides, due to the
horizontal stratification of each tribe in
different regions, each tribal group has
been socially stratified in the social
hierarchy and status. The total
population of the Scheduled Tribes
constitutes 6.6 per cent as per the
Census 2001 constituting 6 per cent of
the country's ST population. The SC/ST
Amendment Act of 1976 has notified 33
groups as STs in Andhra. The decadal

growth rate of the ST population (1991-
2001) at 19.6 percent is higher
compared to the overall 14.6 per cent
growth of the state as a whole. Tribal
groups in the state are showing
significant changes in the process of
development. Tribals mainly subsist on
agricultural followed by agricultural
labour while collections of non-timber
forest produce are subsidiary
occupation. They also started to
migrate to nearby towns and cities for
livelihood. They are engaged in daily
wage jobs like construction work, roads,
and other menial works.

OBJECTIVES

The main objective of the paper is to
examine the pattern of healthcare
practices of the tribals of Andhra in the
light of regional variations. Besides, the
morbidity pattern and the quantum of
modern healthcare facilities utilised by
various are examined and compared.

MATERIALS AND METHOD

The selection of the study area was
entirely based on the concentration of
tribals and a stratified sampling strategy
was adopted to choose the sample. The
Working Group on Scheduled Tribals of
the Government of India has divided the
tribal areas into three major categories--
(a) ftribals residing in areas with
traditional concentration, (b) primitive
tribes concentration, and (c) dispersed
tribal population.

Accordingly, one district from each
region, namely Vishakhapatnam
(Region 1), Adilabad (Region Il) and
Medak (Region Ill) districts were
selected. From each district one notified
tribal PHC was randomly selected. The
selections of villages were based on
their distances from the PHC. Further it
was decided to consider one PHC
village, one sub-centre village and one
village where no health centre was in
place. From each village, 25 eligible
couples were randomly selected for
interviews which were conducted
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through a pre-structured schedule. A
total of 225 couples were covered in all
the nine sample villages covering the
three regions.

Concept of Morbidity

While the concept of morbidity or
disease essentially means the absence
of proper health, it also varies as per the
individual perception. For instance,
fever has both too broad and too narrow
limits when it comes to be perceived as
a disease among the tribals. It is very
narrow in so far it does not affect their
working capacity, and it is very broad
when it affects their routine working
capacity, and becomes a disease.
Morbidity and disease are two related
but different phenomena. A disease
corresponds to some form of bio-
physiological changes in the body. On
the other hand, morbidity is a social
phenomenon of meaning and
experience that surrounds any disease.
Therefore, any individual perception is
mostly confined to the orbit of morbidity,
unless itis medically diagnosed.

FINDINGS
(1) Prevalent Morbidity Pattern

In the light of the above understanding,
the present paper explored the 107
incidences of self-reported morbidity
cases in the sample households. The
prevalence of various perceived morbid
conditions are givenin Table 1.

The table reveals that 14.9 per-cent of
the respondents are suffering from
some kind of menstrual disorder,
followed by acute diarrhoea and
gastroenteritis (14.0%). Menstrual
disorders from the Region Il and Ill is
found to be more than Region | (19.2%).
From Region | 26.6 per cent of the
respondent are suffering from acute
diarrhoea followed by scabies (13.0 %).
From Region I, 30.5 per cent of the
respondents are suffering from
diarrhoea followed by knee pain
(11.1%). Though, ear running (2.8%)
and worm infections (0.93%) are lesser
in magnitude, still these diseases are
often casued by deficient nutrition and
poor hygienic conditions. Respiratory

TABLE 1
DISTRIBUTION OF PERCEIVED MORBIDITY PATTERN
AMONG SAMPLE HOUSEHOLDS

ﬁlc') Morbidity Region-l Region-ll Region-lll | Total
1 Acute  diarrhoea/
gastroenteritis 12(26.6) 1(2.7) 2(7.6) 15(14.0)
2 Fever 1(2.2) 3(8.3) - 4(3.7)
3 Cough and cold 3(6.6) 1(2.7) 1(3.8) 5(4.6)
4 Kneef/joint pain 3(6.6) 4(11.1) 1(3.8) 8(7.4)
5 Scabies 6(13.3) 1(2.7) - 7(6.5)
6 Diarrhoea 3(6.6) 11(30.5) 1(3.8) 15(14.0)
7 Ulcer 4(8.8) 3(8.3) 2(7.7) 9(8.4)
8 Worm infection 1(2.2) - - 1(0.93)
9 Respiratory
infection - - 5(19.2) 5(4.67)
10 Tooth problems 5(11.1) 2(5.5) 4(15.4) 11(10.2)
11 Eye problems 3(6.6) 3(8.3) 2(7.7) 8(7.4)
12 Ear problems - 3(11.5) 3(2.8)
13 Menstrual
disorders 4(8.8) 7(19.4) 5(19.2) 16(14.9)
Total 45(100.0) 36(100.0) 26(100.0) 107(100.0)

Figures in parentheses denote percentages.
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infections (19.2%) and menstrual
disorders (19.2%) are found to be the
major diseases in the Region Il
Working in beedi factories could be one
of the main causes of respiratory
disease in Region |, as this region has a
large number of beedi factories. Ulcers
and tooth problems seem to be
common in all the three regions.

Significantly, more than one-fourth of
the morbid cases from the Region | are
reported as of acute diarrhoea. During
discussion with area health officials, it
has been found that these tribal areas
are prone to ameobiasis infection.
Ameobiasis is caused by a parasite
infection by entameba histolica. It is
more prevalent in humid and tropical
regions and the Region | happens to be
one ofthem.

(2) Epidemiological Transition

The above analysis shows that tribals in
the study area are in different stages of
epidemiological transition. The gradual
shift from primary food production
appears to be the basis of the changing
disease pattern. The domestication of
plants for animals in the Region | and Il
resulted in more prevalence of
infectious diseases. Parasitic infections
are more because of the proximity of the
living areas to sources of water and the
areas where human waste is deposited.

Diseases such as worm infections,
gastroenteritis associated with
domesticated goat, sheep and cattle
may have infected the early tribals.
Besides, dietary deficiency can also
increase the impact of infectious
diseases.

But in Region Ill the disease pattern is
quite different. It is more related to
respiratory and dental infections due to
their exposure to unhygienic, polluted
and crowed living conditions in the wake
of daily movements to urban centres in
search of employment. However, these
tribals have not fully reached even the
second stage of epidemiological
transition. While the urban masses are
passing through the third stage of
epidemiological transition with rise in
chronic degenerative diseases due to
increased longevity and re-emergences
of infectious diseases because of anti-
biotic resistance etc, the tribals in the
study areas are entering the second
stage of epidemiological transition only.

(3) Sources of Treatment

Sources of treatment are one of the
indicators for assessing the existing
healthcare practices in a given
community. In the traditional system of
curing, culture affects the way in which
patients receive and define illness and
influences the choice of treatment. As

TABLE 2
DISTRIBUTION OF SICK PERSONS BY SOURCES OF FIRST TREATMENT
SI. No. | Sources Region-l | Region-ll Region-lll | Total
1 Medical Officer, PHC 6(13.3) 6(16.7) 6(23.0) 18(16.8)
2 Aucxiliary Nurse Midwife 5(11.1) - 2(7.7) 7(6.5)
3 Registered Medical - 3(8.3) 4(15.3) 7(6.5)
Practitioners
4 Local Healers 7(15.5) 11(30.5) 3(11.5) 21(19.6)
5 Community Health 6(13.3) 6(16.7) - 12(11.2)
Centre/ Mandal Hospital
6 NGO Volunteers 3(6.7) - - 3(2.8)
7 Private Doctors - - 1(3.8) 1(0.9)
8 Home Remedies/None 18(40.0) 10(27.7) 10(38.5) 38(35.5)
approached
Total 45(100.0) | 36(100.0) 26(100.0) | 107(100.0)

Figures in parentheses denote percentages.
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such, the choices of sources for first
treatment in the various regions are
presentedin Table 2.

The table indicates that a substantial
proportion of the sick persons (35.5%)
do not approach any healthcare
personnel for any treatment but take
home remedies. On the other hand,
19.6 per cent of the sick persons go to
local healers, followed by 16.8 per cent
who go to the medical officer at the
PHC. In Region I, while 15.5 pe rcent of
the sick persons go to local healers,
almost an equal proportion (13.3%) also
go to the local medical officer at the
PHC/CHC. In Region I, 30.5 per cent of
the sick go to local healers, followed by
medical officer at the PHC. However,
the availing of the PHC facility is more in
Region Il as 23 per cent go to the
medical officer at the PHC, followed by
registered medical practitioners
(15.3%). Hence, one may conclude that
treatment is still very much traditional
and pluralisticin Regions | and Il, while it

is more modern in Region Ill. However,
in all the three regions the first level of
treatment still has been home remedies
for most of the tribals.

(4) Morbidity and Adopted System of
Treatment

The system of medicine adopted,
naturally gets influenced by the beliefs
and customs of the community.
However, the severity of morbid
conditions also plays its own role in
adopting of the system of medicine, as
does their economic conditions. The
Table 3 presents the morbidity specific
system of treatment adopted by the
tribals.

The data reveals that 65 per cent of the
morbidity cases sought some kind of
treatment either from modern or
traditional sources. While remaining 35
per cent of the cases do not approach
anyone sources but go for home
remedies. Further, out of 107 only 34

TABLE 3
MORBIDITY AND ADOPTED SYSTEM OF TREATMENT
Sl. | Diseases Modern Traditional | Modern Home Total
No. and Remedies
Traditional
1 Acute diarrhoea
diseases/ 4(11.7) - 4(21.0) 7(18.9) 15(14.0)
Gastroenteritis
2 Fever - - 1(5.2) 3(8.1) 4(3.7)
3 Cough and cold | - 1(5.8) 4(21.0) - 5(4.6)
4 Kneel/joint 3(8.8) 3(17.6) 1(5.2) 1(2.7) 8(7.4)
pains
5 Scabies 3(8.8) - - 4(10.8) 7(6.5)
6 Eye problem 7(20.5) - - 1(2.7) 8(7.4)
7 Ulcer 6(17.6) 3(17.6) 3(15.7) 3(8.1) 15(14.0)
8 Menstrual 1(2.9) 9(52.9) 3(15.7) 3(8.1) 16(14.9)
disorder
9 Ulcer 5(14.7) - 1(5.2) 3(8.1) 9(8.4)
10 | Worm 1(2.9) - - - 1(0.9)
infestation
11 Tooth problem 1(2.9) - - 10(20.7) 11(10.2)
12 | Earrunning - 1(5.8) - 2(5.4) 3(2.8)
13 | Respiratory
infection 3(8.8) - 2(10.5) - 5(4.6)
Total 34(100.0) | 17(100.0) 19(100.0) 37(100.0) | 107(100.0)

Figures in parentheses denote percentages.
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sick receive medical care from qualified
medical personnel, 20 of them take
treatment from both modern as well as
traditional system, while 17 of them
have taken gone to traditional healers
only. Moreover, priority of system of
medicine chosen is based on the
seriousness of the ailments that they
suffer from. However, the modern
healthcare system is predominantly
accepted by the tribals for all serious
ailments such as ulcers, knee pain,
respiratory disorders etc. But for all
diseases of ordinary ailments like tooth
pain, menstrual disorder and scabies,
they still resort to traditional medicines
or home remedies. Thus, the treatment
seeking pattern largely depends on the
seriousness of illness although it is
obvious that the tribals are slowly
shifting towards modern healthcare
system.

(5) Utilisation of Alternative Health
Practices

Close association between healthcare
providers and the public is more
important to get successful medical
treatment for any disease. Fiona
Stevenson and Graham Scrambler
(2005) have coined the term
'‘concordance' factors, which means a
set of tuned relationships between the
patients and practitioners for effective

treatment. Further, itis emphasised that
there is a need for redefinition of
relations that are developed between
the doctor and patient in terms of
involvement, participation and mutual
trust while treating the patient. Again
this trust must be seen in the context of
mutual understanding and benefits.
Otherwise, the possibility of declining
trust in the medical profession may be
increasingly observed and the patient
may increasingly develop interest in
alternative therapies (Eisenberg et. al;
1998, Murry and Shephered; 1990).
Padam Singh and others (2005) have
found in their study that 33 develop of
the respondents preferred indigenous
medicines because of their long-
standing faith and having no side-
effects.

In the present study 120 out of 225
respondents prefer to utilise the
alternative healthcare practices.
Reasons given for preference of
alternative health practices are
reflected in Table 4.

The table reveals that for 19 per cent of
the respondents the main reason for
using alternative healthcare practices is
the faith in the system, followed by (8%),
and non-availability of medical officer at
the PHC (8%). While for 12 per cent of
the respondents in Region II, the main

TABLE 4
REASONS FOR ALTERNATIVE HEALTHCARE PRACTICES

Sl. No. | Reason Region-| Region-ll | Region-lll Total

1 Faith in the system 9(12.0) 24(32.0) 10(13.3) 43(19.1)

2 Affordable 12(16.0) - 6(8.0) 18(8.0)

3 More accessible 3(4.0) - 2(2.6) 5(2.2)

4 Service at door-step 3(4.0) - 3(4.0) 6(2.6)

5 No side-effect 3(4.0) - 4(5.3) 7(3.1)

6 Local health providers | 3(4.0) 9(12.0) 2(2.6) 14(6.2)
visits us regularly

7 Medicine not 6(8.0) 9(12.0) 1(1.3) 16(7.1)
available at PHC

8 Medical Officers at 6(8.0) 3(4.0) 2(2.6) 11(4.8)
PHC not available

9 Not applicable 30(40.0) 30(40.0) 45(60.0) 105(46.6)
Total 75(100.0) 75(100.0) | 75(100.0) 225(100.0)

Figures in parentheses denote percentages.
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reason for not going to modern system
is the non-availability of medicines at
PHC. Influence of local healers is
comparatively high in this region. One
may conclude that besides faith and
affordability, absence of medical
officers and non-availability of
medicines at PHCs are two major
reasons for using alternative healthcare
practices.

Apart from all the above reasons,
traditional drugs are designed to
interact with the protein molecules that
cause diseases. This might inhibit the
production of the disease causing
proteins and treat a wide range of
diseases as well as boost the auto-
immune system in the body. As a matter
of fact, the tribals often treat health and
diseases as related to sociological and
cultural resources of community in
specific environments.

CONCLUSION

It is concluded that the tribals in the
study areas are in different stages of
epidemiological transition as they do
live in different geo-climatic conditions.
The morbidity pattern of any one of the
regions is of quite different from other
regions. Utilisation of primary
healthcare facilities is more in the
Region Il as 23 per cent of the sick have
reported to be consulting the medical
officer at the PHC, followed by
registered medical practitioners
(15.3%). Hence, it is concluded that
treatment is still very much traditional in
Regions | and I, while it is more modern
in Region lll. But in all the regions the
first level of treatment is still home
remedies for most of the tribals. The
study has found that affordability and
faith in alternative medicines, absence
of medical officers and non-availability
of medicines at PHCs are found to be
major reasons for using alternative
healthcare practices.

On the basis of the above findings, it is
suggested that a region-wise specific
health plan is more essential rather than
the existing healthcare plan for entire
tribals of the state as a whole.
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A STUDY ON DISTRIBUTION OF PERMANENT METHODS OF
CONTRACEPTION ACCEPTORS BY SELECT VARIABLES

Arshiya Masood*, S Dwivedi**, G Singh***, S Gupta**** and P Mishra*

ABSTRACT

This study was conducted in rural and urban areas of Allahabad district
in Uttar Pradesh to find out the knowledge, attitude, and practices of
contraceptives among the currently married women (15-45 years) and
the number of children after which permanent method was used. This
cross-sectional study included 1,063 and 1,082 eligible women in rural
and urban areas, respectively, by stratified cluster sampling design. The
study subjects were interviewed using a pre-designed schedule. Though
no significant difference was found in the awareness level of women
regarding contraception in rural (71.9%) and urban areas (92.9%). Only
13 per cent of rural women were using some method of contraception as
compared to 47.1 per cent urban women. The most commonly used
contraception method was permanent method (tubectomy) in both the
areas (57.2% and 52% in rural and urban areas, respectively). But this
method was used after one ortwo children only by 11.3 per centand 18.3
per cent of women in rural and urban areas, respectively, thereby
defeating the purpose of family planning to control population. Male
sterilization accounted for only around 2 per cent of permanent methods.
Significantly, only around 26 per cent rural women and 37 per cent of

urban women were willing to use contraceptives in future.

Key Words: Contraceptives, Distribution, Permanent Methods, Select Variables.

Rapid population growth strains
essential resources and impedes
development of any country. With 1.027
billion' people, we are already the
second most populous country in the
world and is growing at 1.8 per cent per
annum,” accounting for about 20 per
cent of global births®. According to UN
projections, our population will reach
1.53 billion by the turn of 2050, if the
current growth rate continues and will
be the most populous country. Out of
the 1.27 billion, around 35 per cent are
living in absolute poverty--on under $1 a
day’.

Contraception plays an important role in
family planning and birth spacing.
Permanent methods of contraception,
particularly tubectomy, is by far the most
preferred method among currently
married women accounting for 67 per
cent of modern methods.*

Uttar Pradesh is the most populous
state in the country with relatively weak
demographic and health indicators.
Within UP, the eastern part remains the
most backward in most of the criteria set
for achieving the desired
developmental goals. The present
study was carried out in Allahabad
district, situated in eastern UP with the
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following aims and objectives.
AIMS AND OBJECTIVES

(1) To assess the knowledge, the
attitude and practices of
contraception among currently
married women of reproductive age
group (15-45 years); and

(2) To study the number of children
after which permanent method of
contraceptionis used.

MATERIALS AND METHOD

This was a cross-sectional study using
stratified cluster sampling technique.
Thirty each clusters were selected from
rural and urban areas of Allahabad
district. Rural areas were divided into
blocks and 15 blocks were selected
randomly. These blocks were divided
into villages and 30 villages were
selected randomly as clusters. The
urban areas were divided into wards
and 30 wards were selected randomly
as clusters.

Based on the awareness of
contraception of 70 per centin rural and
82 per cent in urban areas among
currently married women of
reproductive age group of 15-45 in a
pilot survey and allowing for 5 per cent
permissible error and 95 per cent
confidence limit, the minimum sample

HPPI, Vol. 32 (1), 2009

size was calculated to be 686 for rural
and 352 for urban areas. Atotal of 1,063
eligible women in rural and 1,082 from
urban areas were interviewed and the
information was recorded on a pre-
designed, pre-tested and pre-coded
schedule, which was tested for its
validity on the basis of a pilot survey.
The study was carried out from April
2004 to March 2005. Chi-square and Z-
Tests were used to assess the
significance of the differences in the
responses of the respondents.

RESULTS

Table 1 shows some general
characteristics of eligible women. The
socio-economic status of women in
urban areas is significantly better than
those in rural areas. Female literacy
rate is higher in urban areas (55.8%) as
compared to rural areas (26.5%). The
percentage of women whose marriage
consummated below 18 years is higher
in rural areas (63.4%) than in urban
areas (41.6%). In rural areas 58 per
centwomen are having more than three
children, while only 17.2 per cent of
those in urban areas have the same.
The mean age of consummation is 16.9
and 18.5 years in rural and urban areas
respectively.

Table 2 reveals an awareness level of
around 72 per cent in rural and 93 per

TABLE 1
SOME CHARACTERISTICS OF THE CURRENTLY MARRIED WOMEN
. Characteristics Rural (N=1063) Urban (N=1082) Test Results
No

No. % No. %
Socio-economic Status
Class | 28 2.5 25 2.3
Class Il 135 12.7 91 8.4 X? =176.87
Class Il 170 16.0 305 28.2 P<0.001
Class IV 283 26.6 569 52.6
Class V 447 42.2 92 8.5
Literacy 280 26.5 604 55.8 Z=9.09

P<0.001

Marriages consummated 674 63.4 450 41.6 Z=6.25
below 18 years P <0.001
No. of living children over 3 | 617 58.0 186 17.2 Z=32.97
years P <0.001
Mean age at consummation | 16.9 years 18.5 years
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TABLE 2
CONTRACEPTIVE PRACTICES

Characteristics Rural (N=1063) Urban (N=1082) Test Results
No. % No. %
1 Awareness 767 72.2 1005 929
P <,0.001
2 Attitude (currently using 412 38.8 906 83.7 P <0.001
and want to use)
3 Practice (All methods) 138 13.0 514 47.5 P <0.001
4 Practice (Permanent) 80 7.5 267 24.7 P <0.001
Tubectomy 78 264
Vasectomy 02 03
5 Unmet needs 272 25.6 396 36.6 P <0.001
6 Availability (as told by 316 29.8 958 88.6 P <0.001
respondents)

centinurban areas. Only 13 per cent of
rural women are using some methods of
contraception as compared to 47 per
centin urban areas. Permanent method
is the most frequently opted
contraception model in both the areas.
In rural areas it is 57.7 per cent of all
modern methods, while in urban areas it
is 52 per cent. The percentage adoption
of vasectomy is very low at 5 in both the
areas. Regarding unmet needs, 25.6
per cent of rural women and 36.6 per
cent urban women desire to use some
methods of contraception in future. As
far as the availability of various
contraceptive methods is concerned, it
is 88.6 per cent in urban areas but only
29.8 percentinrural areas.

Table 3 shows the number of living
children after whom the most frequently
used method of contraception--the
permanent method-- is used. Only 10
per cent rural women and 15.7 per cent
in urban areas use permanent method
after two children. Around 35 per cent of

women use permanent method after
three children and around 25 per cent
do so after four children in both the
areas. Around one-third in rural and
one-fourth in urban areas use the
permanent method after five or more
children. The difference in the usage
pattern is statistically significant in
urban and rural areas. A significantly
higher number of urban women go for
permanent method after 2-4 children,
while significantly more rural women
have undergone tubectomy after 5 or
more children only.

DISCUSSION

Population growth is attributed to the
following factors:

(1) A large number of people coming to
reproductive age group because of high
past fertility, (2) Large unmet need for
contraception, (3) A large number of
girls getting married below the legal
minimum age (below 18 years), and (4)

TABLE 3
PERMANENT METHODS OF CONTRACEPTION ON THE BASIS OF THE
NUMBER OF LIVING CHILDREN

S.No No. of Living Rural (N=80) Urban (N=267) Test Result
Children No. % No. %

1 1 01 1.3 07 2.6

2 2 08 10.0 42 15.7 P<000

3 3 25 31.3 92 345 P<000

4 4 20 25.0 66 24.7 P<000

5 5 13 16.2 25 9.4 P<000

6 6+ 13 16.2 35 13.1 P<000
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Improvement in female literacy and
socio-economic status is closely co-
related to decline in fertility’. The trend
of fertility pattern in rural and urban
areas is seen to be consistent with
these facts.

Lack of knowledge can be a major
obstacle in the adoption of family
planning methods. This study shows an
awareness of around 72 per centin rural
and 92 per cent in urban areas. The
NHFS-IIl reveals an awareness of 98
per centinruraland 99 per centin urban
areas regarding contraception. Bhasin
SK et al’ reported an awareness of more
than 90 per centin east Delhi.

Only 13 per cent rural women are using
some modern methods of contraception
as compared to 47 per cent in urban
areas. The survey also shows that 42.4
per cent use of some modern methods
of contraception in UP. The national
average is 45.3 per cent in rural areas
and 55.8 per cent in urban areas. This
study shows a higher adoption
percentage in urban areas and lower in
rural areas, which is consistent with the
low awareness level in rural areas. A
study by Sharma et al’ in Rajasthan
shows 60.8 per cent awareness
regarding contraception and 19 per cent
usage.

Tubectomy is the most frequent
contraception in the present study. The
findings are in consonance with the
findings of the NFHS-IIl. Vasectomy
accounts for only around 2 per cent in
this study showing lack of male
participation in family planning. Similar
are the findings of the NFHS-III.

While 25.3 per cent rural women and
36.4 percentinurban areas reported to
have unmet needs, according to this
study, the NFHS-III shows over 20 per
cent in whole of UP and13 per cent
nationally.

Around 10 per cent women in rural and
20 per cent in urban areas with 1-2
children are acceptors of tubectomy. In
a study by Padma Mohanan et al’ in
Mangalore, 29.3 per cent women were

doing the same.

A significantly higher number of women
in urban areas have undergone
tubectomy after 2 children as compared
towomen in rural areas, which seems to
be consistent with higher literacy and
better socio-economic conditions in
urban areas.

CONCLUSION AND
RECOMMENDATIONS

A large gap between knowledge and
practice is seen despite good
awareness. Only around 13 per cent of
rural women and 47 per cent of urban
women use some modern method of
contraception. Permanent methods of
contraception, mainly tubectomy,
accounts for over 50 per cent
contraceptive use. Only less than 20 per
cent have undergone tubectomy after
one-two children in both the areas. The
rest of them have adopted this method
only after adding a large burden to the
population, thereby defeating the
purpose of family planning. However,
significantly more urban women have
underdone tubectomy after 2-4 children
than rural women where it is only after 5
or more children, which is in
consonance with the higher literacy and
better socio-economic status of women
inurban areas. Another reason for lower
adoption rate in villages is the poor
availability of contraceptives, only 29.8
per cent, as reported by respondent
women in rural areas.

The unmet need is around 26 per centin
rural and 36 per cent in urban areas. If
this is met, the couple protection rate
can increase considerably. A
multipronged strategy aimed at
sustained IEC efforts focusing on safety
and beneficial effects of family planning
methods, exploring various barriers of
non-utilisation of contraceptives and
removing the same is necessary.
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