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I, AIM

The present study is an attempt to document -the
various factors which influence the health and nutrition
of wonen and children, such as dietary and health

beliefs, health caré - seeking behaviour and perceptions

regarding desirable family size.

II. BACKGROUND

There is an increasing interest in women’ s
empowerment, - status, self - image, financial
independence and its relationship to their health care
seeking behaviour for themselves and their children, as
well as its ultimate impact on the women’'s own health,
their fertility behaviour and health of their childran.
IS8T waz part of a multicentric study on the effen~ A7
poor rural women’s work status and income on the heslith
and development of their children, which expiored =zome
T these izsues, During that study certain intersz-ing
rindings emerzed such as those regarding health car= and
diet of women and children, for example extrone
restriction of diet during early lactation period. Thase
seemed to merit further study. It became apparent that
there were widely prevalent patterns and practices of
health care/response to illness that were extremely
significant in their potential impact on women’'s and
children’s health, and on the appropriatse utilization of
health services, It was also felt that in-depth

evaluation of certain programmes and services such as



ICDS, Anganwadis and the primary health centre was
important in understanding use or non use of these
services. We also came across locally recognized
disease patterns, many of which seem to be perceived as
being a single entity although to us they appear to be a
constellation of diseases. This might have relevance to
the health care seeking behaviour of the population
since the health care providers do not seem to
understand +the phenomenon and do not know how to

respond.

DESCRIPTION QF THE STUDY AREA

The Bangalore study population consists of women in
rural households in 8 wvillages in the taluk of
Kanakkapura. 1in Karnataira 3tate. The area was chosen

because ISET has had previous experience working theva,

Karnataka iz divided into 29 districts,

~t
o
o
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Bangalore ural diztrict being the Aarea  approximarsl-

o

F—

south of Bangalosre City, the capitali of Karnatvaica.
Bangalore Rural district 1is further divided inte A
number of talukz of which the Kanakapura taluk is the

one under study.

o



Kanakapura is a large taluk, with +the taluk
headquarters, the town of Kanakapura, being 1located

about 6@ Kms from Bangalore city.

There is a mix of areas under subsistence cropping
and commercial cash cropping. Sericulture is also wide

spread in the area

Régi is the main subsistence crop 1in Kanakapura
taluka. It 1is wusually sown around June-July and
harvested in November - December, while the dominant
cash crop, groundnut, is sown in October and harvested in
January. In irrigated areas, rice is also soun in

September and harvested in June.

The staple food of the people in this taluka 1is
razi and rice. The major crops grown in this talukn
are  ragi, Jjowar, rice, pulses, fodder cropz, oilseeds
(groundnut, coconut, sesamum, niger seeds, castor) and
to a ~2ertain sxtent fresh fruits and mulzerry i for

sericulture).

Kanakapura +taluk has altogether 4 primary health

centres at Kanakapura, Hosadurga, Maralavadi and

Sathanur. Kanakapura town has modern medical health
facilities, a hospital and several ‘private
practitioners. In the villages traditional healers and
dais also provide services. Kanakapura is an 1ICDS

block; food supplements are available to pregnant and

lactating women and children.




SECONDARY DATA FOR BANGALORE RURAL DIGT. &  KAHARPURA TALUE

1989 ~-199¢

AREA
{Total area in Sg.Km)

Total No. of Hoblis Mandal Zilla Inhabited Uninhabited

area taluks Panchayat Parishads villages villages
KANAKAPURA
TALUX 1599 - 3] 2@ 8 246 22

(224 olrmet-
rified)
BANGALORE
RURAL 5814 8 35 143 39 17787 177
POPULATION
Decennial
Fop. Density Birth grouth
Total Male Female Ratio Schedulaod Scohoeduled =Y sq. km. rate rate
naate tribe 1981 14991 1981 1891
KANAKAFURA 2,772,429 1,411,437 1,311,890 926/ 46, B9 3, S0 171 DA 23.94 DNA;
TALUK (1981) 1433
BANGALORE 14,52,008 7,43.090 7,098,008 354/ SLT1 0N ALY G 250 288 24.3 14.
RURAL (1981) AR%151%]
BANGALORE R 16,65,4868 8,54,223 8,111,245 8L/
1991 Census 19203
7
ST et o T :’(.




The agewise breakup of people in the Bangalore district
(prior to bifurcation into Bangalore and Bangalore rural
districts) according to the Director of Census

Operations, Govt. of India, Bangalore was ‘as follows in
1981. ‘

BANGALORE DISTRICT

Age G;oup Nunber % of Total
@ -4 5,88,695 11.9%
5 - 9 6,58,584 " 13.3%
10-14 - 5,990,210 11.9%
15-19 5,091,771 16.1%
20-2.4 4,91,891 9.9%
25-29 4,45,995 9.9%
. 33-39 6,12,934 12.4%
AG-49 4,44,282 9%
53-59 2,72,227 6%
62 3,904,823 5. 2%
Age not

stated 7,198 g, 2%
Total 49,47,612

In  Kanakapura taluk agricultural labourers constitute
26% marginal landless farmers, 17% small farmers, 7% and
large farmers 4% of the total population (1981 cenzus)
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The land utilisation in the district

Land Utilisation (In Hectares)

T

was

s
h
o]

llows:

Pastures Trees &

Cultivable
waste

groves

Fallow Sown

Geog. Forest HNon-Agri Barren
Area use
KANAKAPURA
TALIIK 1,569,426 45,262 6,219 14,422
BANGALORE
RURAL 5,868,800 81,804 44,000 38, B

14,008

39,0200 3,16,000

AGRICULTURE AND ANIMAL HUSBANDRY

Distribution of land-holdings by size class

No. of holdings/ Total Areca

Z-4 Heot.
(Semi-medium)

6,592/

18,482

A5,031/1,24,975

411 Hect.
(Medium)

3,086/17,754

> 18 Hect.
{Large)

< 1 Hect. 1-2 Heot..
Marginal Small
Kanakapura
Taluk *2 18,158/ 9,438 §,259/13,818
Bangalore .
Rural =x1 1,22,423/61,618 2,716/90,777
1 Source: Statistical Abstracts “83 - "84

District 198¢ - 1981, not Banga

- o

2 Source: Bangalore rural district statistics

figures for Bangalore

fore Rurail

at a gltance 1989-~-1990
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Net Irrigated area (in hectares)

Canals Tanks Wells Borewells Other
sources
Kanakapara :
Taluk 895 2583 6680 a82 55@
Bangalore
Rural 1738 23188 229493 87J8 1393

1889 ~ 199¢@
Ration card holders *

Fair Price Green card Saffron card Others
shops holders helders
KAHAKPURA
TALUK - 31503 22734 -
BANGALORE
RURAL 773 14308 117&33 510¢6
#
Greaen - Income <

Saffron - Income <

e




Area under important crops (in hectares)

Paddy Ragi Other Tur {Other Ground- Mulbe- Sugar
cereals pulses nut rry cane
Kanakapura
taluk 371w 34673 498 2355 12437 845 - 455
Bangalore
raral 18200 151500 oY I PRGN 631 1871 - 1700

Paddy Ragi Other Tur Other Ground- Mulbe- Sugar
cereals pulses nut rry cane
Bangalore
rural 4E9 G 197600 122643 310 113010 290066 - 1430483
* Data for Kanakapura taluk was not available

LIVESTOCK

Cattle Buffaloss Shesp Goats Pigs Poultry
Kanakapura
taluk 125588 1@7 0 L3RG 68100 %]k 203000
Bangalore
rural 561U 1 2w LU Y 229Uy - 1282000
i



RAINFALL

- Rainguage  Normal Actual Rainy
stations ' rainfall rainfall days
(in mm) (in mm)

1901-79 -1989-9¢

Kanakapura

taluk 9 768 755 45

Bangalore

rural _ 41 817 712 46
HEALTH

Hospitals PHC's PH units Dispen- Family

saries Welfare
centres
Kanakapura
taluk 1 8 3 1 1
Bangalore
rural 5 45 a2 7 14




IMMUNIZATION ACHIEVEMENT

D.P.T Polio B.C.G Measleas T F.P cperations
Kanakapura ‘
taluk x 25744/ 25721/ 3g133/ 21140/ SHART s 11278/

3874 36709 38700 3670 AT AL 13720
Bangalore
rural

* Bangalore Rural Zilla Parishad Data
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MEDICAL PERSCGHNNEL (1484 - SOURCE

Nﬂ Csf NO of Heo . oI tHo of
Ioctors nurses AtiMs LEHVs
Bangalore
rural 4157 3114 T458 a16

Live Birth rate/1300 Death rate/1000 Infant Mort. rate/100@

rural urban rural urban rural urban
Bangalore
rural _
district g .2 - 26.4¢ 1¢.8 5.9 86.4 41 .4
ity
Q:_ - -
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EDUCATION

Literacy rate as % of the population

TotTaL MALE FEMALE
89~-9¢ 91 census 89-99 81 census
Kanakapura
taluk 24 _@9% 32.82% 14,.87%
Bangalore
rural 32% 43% 52.14% 21% 32,9%
ADULT EDUCATION {
Adult Education Akshara Sena {
Centre Enrolment Centre Enrolment '
Kanakapura
taluk 178 7320 DMA DHNA
Banrgalore
rural 3 QA 3k9 223G

TRANGPORT
{ in ¥ms;

Haticnal Statve Major Dt. Other Dt.  Viilags &
Hichway Histhway Boads Roadsz Mun, Reads
Kanakapura
tatuk - 125 a16 - S (
Bangalore
rural 114 449 667 73 DA
COMMUNICATIONS
Poast Telegraph Telephone Telerhones
offic=s orffices exchanse
Kanakapura 56 11 1 128
taluk
Bangalore )
rural 349 39 32 19048



YETERINARY INSTITUTIONS

— T TS mim s e i e e e e e e e e e s e e -~ - b s e e ap e ———

Dispensaries Mobile : Artificial
dispensaries insem. centres
Kanakapura
taluk 11 1 2
Bangalore
rural 58 8 57
BANKING
Commercial Grameena Total Total
Banks Banks Deposits icans

(in Crores)

Kanakapura
taluk 18 8 DNA DHA

Bangalore

rural 75 24 16 ah

16




BENEFITS
House House for Mahila Yuvak Maternity  TRDE Anthyo 1@ TRY
sites rural . mandals mandals allas. heon daya wall  SFEM
allotted roor eficinricos
Kanakapura _
taluk 198 49 62 88 a2 YeiTa 154 59 45
Bangalore
rural ' 58@ 787 368 337 AR BETA 2R a8 4486

17



New Bhagya Saplings Gobar gas
Borewells mandira planted plants setup
Kanakapura
taluk 92 DNA DHA pA%]
Bangalore
rural 228 200 32 289
PENSIONERS
0ld age Disabled Widow Govt
pensioners pensioners pensioners pensioners
Kanakapura
13779 2829 5319 DNA
Bangalore
4 2G50 1160¢) 25000 3109
Toddy Arracl Liquear
shops shops shops
Kanakapura
taluls DMA DA DA
Banzalore
rural 434 426 Gg

SELECTION OF YILLAGES

At the start of the original study on women's work

and c¢hild health and welfar= the 283 wvillages in

Kanakapura Taluk were classified into small, medium and

large wvillagez based on population size. All villages

which had 209 - 493 households (HH) were categorised as

medium-sized villages. Such medium-sized viilages are

known to enjoy some kinds of infrastructure like

18




schools, roads, etc. but are not likely to have became

as _urbanised as larger villages tend to be, nor to ©be

totally remote and neglected as happens with many of the
small wvillages. We therefore decided to select the
study villages from these middle order villages. After a
survey of the taluk had been conducted the 8 villages
vere chosen on the basis of accessibility by road, a
population composition that included an appropriate
choice of households for the study and easy access +to
health and welfare services e.g2. presence of a sub-
center or ICDS center (Anganwadi) in the village or in

the neighbouring village.

As a second step, backaround information such as

lavour pattern, population detailz and cropping

B

pattern in these villages was collscted uzing <he 1081

r

census data and taluk level sources.  The 1997 Jepsus
provides village level information on the number - main
werilers,  marginal woriers and non-workers. The  ~umber
of female workers to the total femals populatisn -7 2ach

village was calcoulated and the villages with a =% of

workers and non-workers were zelectad. Infarmation on
the  number of children below Five in each willage  uas
~btained frem  the block offi:e of tha ODPO and rhioze

villages .which  had more than ¥ such chilarss wers

(j
joll

selact Information on  the cropping pat-zrn  was

obtained from the Agricultural Assiztant Director’

9]

office in Kanakapura. The 8 study villages wers finally




selected after the written information about thém was
verified by personal visits. At these village visits it
was also verified whether there were about 75 HH in each

of the villages in which there were 2 children below b

vears of age.

Two - subcentre villages were selected - Kadahalli

and Achalu, along with 3 additional villages 1in each

subcentre.

Achalu subcentre Kadahalli subcentre
Achalu Kadahallil
Jakkegowdana doddi Halasur
Bommanahalli Muralethimmanadeddi
Thotahalli Boohalli
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DESCRIPTION OF VILLAGES:

The Kadahalli sub centre villages have

good bus facility and are located abour 2-

from Sathanur,

The Achalu

bus facilities. All the villages (excepting
Haralethimmanadoddi and Jakkegowdanadoddi) are covered
under ICDS. More details of these villages are g
i
presented in the Table below.
SUB-CENTRE : ACHALU (
Name of the Distance Ho. of Total No. of Description of the
village from sub- house- popul- children village
centre holds ation below 8
years
Achalu Ssub-centre 197 1128 a7 QMANANL cAZte groups:
village -5 : 5 Gowdas Maglime  and =
B5-1 : 8 Yiliage Infpastiicmars: Bor
L-2 14 well, and u owat EN(E AN
2-3 119 drinking  facii s Th
3-n 52 Viliage alzo ha Lani o
irrigaticsn pare N 15 Tate)
road and zood b aciliny
schoolinzg upto T O
STEnAAard., dnganvadi cL.tre
Mais  Upcos (Geeegrn Jagl
GarounadnT Ared A =T L
SRLEOT mullerry and Y idr
Waomean ares invealred ;
Agricnlturs and zericnitos
Jakle 374 km 133 E8y) 124 OLNALT. Jaste Groups: S0
Gowdana R N I ) Voddara, Hedass and Goudea,
Dhoddi B-1 1 8 Viliage Infraztracmar-
1-2 25 Frimary Ichool, Anganwa-
2-3 2% Centrsa, Jrinking Wat -
3~-3 188 (bore  welly, GICCA Yoo
good as vaility .
eda Crers Grewr: Hoes-
Groundoa . -
participa-s= in QUEAT YT

|a]

sub-centre villages have good access

access  to
3 Kms away
to

medri and agricultural weoo




Name of the Distance No. of Total No. of Description of the
village from sub- house- popul- children village
centre holds ation below 6
years
' Bommana 3/4 kn 151 875 157 )ik Caste Gr 51 SCs
‘ halli @-6 126 and Gowdas. :
"-: , 6-1 10 Village Infrastemeture:
X 1-2 2 Prinary School, Anganwadi
: 2-3 :35 Centre, 3 bore wells for
3-8 82 drinking vwater, Kuecha
road,
Hain Crops Gxoun: Ragi,
mulberry, raddy and
’ : groundnut. Yomen are
I involved in agrlculture and
b sericulture, (
Thotahalli 2 kws 2an 1238 inant Caste Groups:
Fowdas .
¥Yillage Infrastructurd It
has bus facilities,
electricity and Anszanwadi
centre along with 3 primary
and middle zchool .,
Main Crops Grown:  Raei,
Jouar, mulbervy, zroundnur
and Taztor, Homen ar:
involved in agrioulsurs
Kadanalli Sub-cantrs L TeZ LT (Ao Ropgioanr Casra Gy
(rented hldam) W7 ording Gowdas & 20,
Jayanthi AN S-370 to Ang Yiiloae Tnfmner e ryee
FAPER NSS! anvadi Al Headqusrware, Angarrdadi
=20 recars centras (Mapnadevaming AR
ds (Sh;Tll*ﬂZEEOde} ind ahe
th—n 1 53 V1L*1ge, srinary and aloddl s
$5-1 1 8 schaol, SlacTirioiny Aanc
1-3 o watar o Lo ( il
3-8 145 Pacoa Boad aad zood Taiim
(S5iaccor- faciliuy
ding o B LroTs Grourns Hagi
Al reco~  JJoyar, Groundnnt ATi
ras ) milnarry Walisen A
Ipvalvyad i dgriouml-uare an.
Gerioniturs

<d

[




;L:ﬂ Hame of the Distance Ho. of Total No. of
~ village from sub- house- popul- children
centre holds 'ation below 6

village

f}y.Halasur 1 km 165 1818 143 (acco
Lo . M-859 rding
co F-959 to An
SR 5C-318 ganwa
a7 di’'s
; HHS5-52 reco
E _ rds)
. 6: 12
i 14
-2 33
J: 26
3-6: 58
(187 acc

Boohalli 1 km 198 15386 184 (ace
M-782 ordi
F-754 ng to
Angan
wadi
reco
rds)
(173 aceo
rdineg to
AM 2 1=

cords)

L g

(' Marletn L ¥ 43 a1 a1
: oA A
dhoddi

:
- -
o A Y d

Anganvadl centre
(Hagalaskshmi), BDO
sanctioned Shishuvihara,
CARE food is supplied in
the primary school, water
from bore well,
electricity, pucca raad and
good living facility.

Hain Crops Grown: Ragi,
Jowar, groundnut & mulberry
Women involved in agri. and
seri ., & good bus conveyance.

Village nfraztrncture:
Anganwadi mEptre
{Bhagyamma;. primary and
mniddlie sch:el, wartar Trom
hore well . Good DG
conveyances, Maia ealth
Ass (Mancrzgowda:. pucaa
road and BYaTely living
facilivy.

Hain Crep= QLR
Groundnut, S3gi, Giberry,
F@esams,  CIZTTIr Zeeds and
pulzes.  Wemen invelved  in
sariculturs ana alsc

agricultures,

Village LOofz-stymcoinye: A
small hamler 1,2 am Ifrom
Kadanalli, Approach is
from Radahz.li by  accha
road. Bus convevanoe Lo
Kadahalli iz ﬂnnq Arinking
water (hbore =ell Sohool
upto dth std, Nu Anganwadi
centre,

Main Cropsz Jdreoun: Ragi,
Jowar, groundnuzt and
muilberry., Wemen ars

involvad in zgriculturs.



STUDY METHODOLOGY:

““*Three—‘fieidkginvestigators who were residents of
Kanakapura town and had participated in +the _previous
study and hence were familiar with the area, its
dialect and customs, the women in the selected HHS and
also with anthropological methods were selected. They
were supérvised by the Project Coordinator and the
consultant anthropologist, who also visited the area on

several occasions.

Interviews were held with several local officials
such az  the Tahsildar, CDPO, PHC doctor, lady Health
visitors and AHMs. GSecondary data had already been

collected, for exampla -

1. Cropping pattern

o Women s work pattern

a4 MHumber of children below 5 vears
4. Raintfall etc.

P

¢
(.

taction of Households

L
T

D

A wvillage-wise ce=nsus of households had been

2onductad, and zome 354 HH zelectad for colleectioan  af
quantitative datva.  The houzeholds wers ssizctad on the

basisz of the following oriteria.

1. Child below 4 vears

0J

Total family income lbelow Rs. 1200

3. Land-holding less than 5 acres




Additionally, 14 of these households were chosen
for case studies. Using qualitative methods, we
collected information on aspects of their lives such as
1. Women’'s work
2. Childcare
d. Breast feeding practices
4. Introduction of semi-solid and family food
5

. Social change

6. Daily cycle observation
7. Marriaée

8. 8ocial support

9. Education

14, Gender difference

11. Money management
DHTA COLLECTED

The  same  households were visited zeveral cimes
during the prasent ztudy and the followinz informaticn

was 20llected in da2tail:

Prenatal, delivery and post natal care.

i

Work pattern, any change during pregnancy and
lactation.

- Fztent o7 antanatal coverage, reasons if low
- Breast fsedinsg behaviour and belisfs,

- Dietar: patterns, an specific restrictions and
V4 E

beliaefs.

H

-  HNutriticn parameters such as height, welght and
Haemoglobin levels.



(B)Y Morbidity patterns in women and children

- HNature of health care, both preventive and curative:

- Patterns of health care seeking
- Expenditure on health care and sources of care,. Any

evidence of gender discrimination in accesz to health
care,

C. Children:

- Nutrition and feeding practices.

I

Feeding pattern in relation to:

a. Adequacy or otherwise of children’s growth

b. Food beliefs and prejudices.

Qurvey of ICDS and health facilities:

All 6 anganwadis in the area waere visited on at
least  one occasion, and observations mad=s on their
method of operation. Parents of children attending the

anganwadi, as well az anganwadi workers and halpers wars
interviewed.

AMMs were intsrviewsd, as alzo PHC ztaff.

Hemogliobin eztimation

Hemoglobin estimations were done on about 406 women
and  <hildren from 8 months to 57 years of age.
The_estimations were done by the cvanohaemoglobin method
at  the Nutrition Research Centre of St. John's Mediecal

Collece, Bangalare.
g | =




FINDINGS

-l -~The—socio=economic profile of the women in our study

population is given below:

N a4 T w  r — i ——— T p Tm$ W —a g AL US Ale e b ik Lmb Rl AL Al i e R ek A i e ——

No. %
Landless 64 21.3
Marginal 192 63.8
Small 45 15
__?._. ——— _
Hindu 298 89
Muslim 3 1
(lazte
3C 116 38.7
3T 5 1.6
Bachward Hindu 175 531
Other Hindu 2 G
Other religious
group (Muzsiim) 3 1
Pamile
Nuclear 184 58 .30
Joint 12 - 3.99
Extended 199 36.21
1 - 4 members 84 27.91
5 -8 198 65.73
9 - 12 ' L7 VIR <15)
> 13 " 2 @.66

28



Education: >5 yvears

ILLL -5 Mid Sec B.G Ggd
N TR
M 33 58 1 o az
35.9 63.0 1.1 1906
[ 69 52 3 @ 124
55.7 41.9 2.4 194
11 - 15
M g 4 18 4 1G] 35
25.17 11.4 51.4 11.4 18¢)
F 33 15 19 1 o 59
5.9 25 .4 17.0 1.7 166
16 - 2¢
M 18 6 1 6 3 34
2.9 17.7 2.9 17.7 8.8 1aia
F 186 19 9 1 9] 12
84.1 7.9 7.1 0.8 1655
oL -2
M 124 26 11 16 1 173
59 7 14.86 5.2 q . .5 1363
il 155 15 5 1 P3] LT e
38.! 3.5 R 3.5 (L%,
31 - Ay
M a7 15 Lo 5 %) Y20
oL a 14.3 Y] 1,1 Leted
i 34 1 i «} %} 25
a7 .1 2.9 1add
41 - B¢
i 29 3 1 17 i) 22
87.5 g1 3.0 i8%1%)
F 27 2 i} i i 24
93.1 6.9 14
VR
H 5 g % @ 7
84,9 15.2 13
I 67 2 v tJ Ua} 6559
a7.1 2.9 187173}
PG 851 222 71 34 4 1142
Nil 72.9 18.8 8.6 2.9 .3 | N%1%]

29




No. %

Housing
a) Ownership 277 92.03

Rented 7 2.33

Free with _

someone 17 h.85
b) Construction

Pukka (Brick wall/

RCC or tiled roof/

cement: or mosaic

floor) 55 18.27

Kacha (Mud or thatch

wall mud floor/leaf

or thatch roof) 3 23,93

Semi pukka

(combination of

above) 183 B8

=)  Kitchen

Kitchen separate 204 IR YA

Kitehen corner

of room 76 nh LIk

Kitchen make shift

aresa i} d.33
d4) Kitchen Ventilation

Kitchen well

ventilated 12 3.99

Kitchen partly

ventilated 127 42,19

itehen not

ventilatead 162 53,482
¥ Vary few of these are actually separats rooms.
main {(or only) room is generally subdivided into

2ooking and sometimes animal;s areas by a

wall with an opening for entry.
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- Earthen chula
Smokeless

£) Cattleshed
Separate

Within house

Tap
Hand pump + other
Well

Pond,/Tank

Within house
Meizhbourhood

Within village

None
Within home

(open or soakplit)

Joint,/Public

Only 27.71% oz heuseholds have electricity.

290 96
11 3
66 39

148 69

56 16
242 69
34 9
16 4
1 d.
1685 54
119 39
16 5
231 73
41 14
12 5




OCCUPATIONS OF INDEX MOTHER

: Primary Secondary
S No. % _ No. %
- cultivater  1oe  (ss.zy 22 (1.3)

- Agri. Labour _ 75 (24.9) 24 (8.1

- House wife T2 (23.9) 63 (208.9)

- Sericulture 27 (9.4) 61 (2@.3)
- Govt. Service 1 (@.3) @
- Craftsman 7 (2.3) @
- Business | 2 (8.7) 7
~ Petty Business 1 (4.3) @

- Casual labour 2 (8.7) 4 (1.3

- YWorking unpaid

Family worker 2 (3.7) 2 (ad.7)

- SBericulture labourer 2 {a.7) 5 (3.3)
- Handicraft 3 {1.4) ¢}
~ [hobi/laundry 1 (d.3) 4

- Hotel/dhaba 4 (1.3 [T

- Tailor 2 1 S D

- Grasing P (a7 5 (1.7

~ Agarbathi Packing &) i (3.2
- Mot ascertained 1 (.3 ]
301 190

111 women (36.9%) reported no secondary activity.
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INCOME

Nearly 5@%~qf households in rural Karnataka have a

déily per capita expenditure of Rs., 3 or less (Children

& women in Karnataka - a Situational Analysis 1999)

The cash income of our study households are shown
in the table below. This does not include the cash value

of food grown, or from household livestock.

Household Income/ Anpum*

{in Rs.)
No. %
< 5GBY 154 52.9
5001 - 10000 98 33 7
19001 ~ 15000 29 19
> 15001 1% 5 4
291 s

Houzehold pay capi<zy inecomasapnum

e .

¢ By 34 1.7
591 - 196y Fa 24,4
191 - 1549 32 28,2
iEﬁl - 20504 46 15.3
2UE1 - 599l 58 1.2
Sedl - 13348 2 e

s
F(Child <15 = (5 of aduln)

[
Lo




Dften expenditure far exceeds income, and many
fémilies are caught in a cycle of perennial debt. Loans
are rargly £;£;;f£rom financial institutions like banks
or rural credit organisations as the families find these
institutions +too intimidating. Often the source is
another family member or neighbour, or the local money
lender. In the latter case interest rates can be as
high as 360% per annum. Not surprisingly, these loans
are often. a life time burden, with families selling

themselves or their children into bonded labour (called

“Jeetha” in this area) to pay off the loan.
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REFRODUCTIVE STATUS

About half the women were married before puberty, and a
majority (97%) began to cohabit with the husba nd
(" Prastha’) between 14 & 17 yvears.

Age at Prastha’ No, / %

13 - 14 yrs 169  58.1%
15 - 17 yrs 114  39.9%
18 - 28 yrs 8 2.7%

Obviously, laws regarding age at marriage are not
regarded very seriously. When the investigators were
attending a girl’s wedding, the response cof the father
of the bride to a question about her age was “Your
government says she must be 18, doesn’t it? So she mist
be 131!"

Age of women at delivery:

As iz zesn in the table below, 47.5% of atl tirths wers

0

to women under 18 years of age, 9.92% being to girpi

n

L&z 3

_ Iy o o e - .
t.han 15. Caste doeZ not appear to make any marized

difference in woman = age at delivery.




No. of Births (all Live & Birth) x
Age and Caste of Mother (Pregnancy Chart)

No. of Births
Column % '

SC/ST Others Total
< 15 years a3 48 81 o
(8.9% (9.4%) (9.2%)
165+ - 18 143 195 338
(38.4%) (38.2%) (38.3%)
18+ 25 . 154 219 a73
(41.4%) (42.9%) (42.3%)
25+ - 33 28 31 59
(7.5%) (6.1%) (6.7%)
3¢+ - 35" 13 13 26
(3.5%) (2.6%) (3.9%)
35+ - 40 1 1 o
(@.3%) (B.2%) (3.7%)
s 4g - 3 -
(@.6%) (3. 27
372 610 agc
(19 (196%) (Ldg
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The total number of pregnancies was 965 . There were 858

livebirths (6 of which vere reported as premature), 26

5till--births-23 abortions.

The total number of pregnancies for each woman is

in the table below.

Tot. no. of No, of
pregnancies Women %
1 62/ 17
2 75/ 24
3 - 4 125/ 41.
5 - 86 35/ 11

7 -8 14/

83 infants were liveborn but died subszequantly.

cauze  of death
of death iz az

acaourate.
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.28
.92

53

.6

65

is shown below by age group. The

reportad by the mother, and may

not b

given

The

Cauze

I




Prematurity o 3 3 . -
Diarrhoea | - 4 1 3 1
Gastro-intestinal 3 1 - 1
Tetanus 1 1 ~ -
Measles - - 1 1 1
Fever - 3 - -
Congenital

malformation - 1 - -
"Black magic done” - i ' - : 1
Other 1@ 23 3 -
Cause unknown 8 2 3 -

( The 26 "other” include diagnoses like convulsionz - 8,
teeding  problems - 3, and swelling of stomach -2 among

ather cauzes of deathy.

37%  desired one additional ~hild, & 2% decired

S LN
mor:= children. The other 8U% wantad no mors  children,
ar e2xpreszsed no opinion ({ case). Pradiztanly.  this

seemed to depend on the number of living children.
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ANTENATAL

“There™ is
pregnancy
process,

antenatal

certainly

CARE

réasocn to believe that rural women  look upon
and child birth as a normal physiological
and so do not see any need for special
care or delivery in an institution. This
seems to hold true in our area. However, it is

also true there are strongly held beliefs regarding
food restrictions and the desirability of changes in
activity wﬁen pregnant. Our findings reveal that many
women work until late in pregnancy, although they ESWel)
doing heavy work as early as possible when Pregnant,
especially  if it i3 the first pregnancy.  Ope o the
women, complaining abeut harazsment by her in-laws :aid
to uz "Even though they made me do wage  labour a3laost
until  the last day. Dwent to omy  mothor s hotize:  ~n
Friday, only wgot 2 daryz reszt and delivered  an Mdonaay

they <reated me”




Figure 1
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BC and ST women seem to suffer even in this regard, 864%
of them continuing to work after 7 mos. of their first
pregnancy - as compared' to 48% of other women. For
subsequent pregnancies there seem to be no differences .
About 5@ deliveries occurred at the woman’s natal homé
or at a facility near it. Most women stayed at the natal
homé for two months before delivery ( some for as long
as 6 months prior) and for 4-5 months after.

There are several food taboos during pregnancy, and
most women reported avoiding foods such as papava,

groundnuts, drumstick leaves and til.
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FOODS AVOIDED DURING PREGNANCY

Sweet Potato 122 (28.7%)
Colostrol—mi 118 (20.0%)
Eges | 94 (16.9%)
Sesame 81 (13.8%)
Drumstick leaves 54 (9.2%)
Papaya_ 23 (3.9%)
Coconut 19 (3.2%)
Banana 18 (3.1%)
Groundnuts | 17 (2.9%)
Jaggery 5 (9.9%)
Fish 3 (9.5%)
Fried Gram 3 {(@.5%)
Pumpitin 3 (9.5%)
GGuava 2 (9.3%)
Rami Roti 2 (. 3%)
Jack fruit o (2. 3%
Horze Gram 2 (o, 3%)
Spices i (. 2%
Rice 1 (6.2%)

Potato i (B.2%



During pregnancy, many women take a medicine called
“™Ulsichakke"5—made-from the bark of Thespesia popuinea
(portia tree). This is supposed to prevent the newborn
child from develcping "Kembara" (described later) One
Muslim woman reported  additionally taking a gfeen
medicine made of "thagge soppu” which is only used
duriﬁg the first pregnancy and only by Muslims.

Details of antenatal care for the women’s most

recent pregnancy are given below:

Number of Number of Percentage
An!.f:‘.{],'ﬁ!.s 2onS Ome Qe
N = 381
© 129 39.9%
1 29 9.6%
2 4 13.3%
3 1% 26.6%
4 az 1. 6%

-

1 3 - - H
till aiive, Z

296 children were live horn and uere

6]

had Dbeen 3till born and 3 children were live born but
had died subsequently. One of the 3 died at 29 davs
bhecause of "difficulty urinating”, one at 6 mos. of

measles and convulsions and one at 4 mo. of unknown

&
ow
o~
)]
4]
i

Almost  4¥% had not had any antenatal <care at  all.
OFf the 131 women who had recsived antenatal care, in the

month of the first checkup is given below.
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Month of first A-N checkup

1 ~ 3 mo 3+-8 mo ©6+- Tmo T+- 8mo 8+~ 9 Tatal

CAY T TR = 36 3 6 181
23.8% 51.4% 19.9% ° 1.7% 3.3%

Only 24% of women were first seen for antenatal
care in the first trimester, B80% in second trimester and

25% in the third trimester.

Overall, 19.8% were seen by a private doctor,
42.6% by PHC or Govt. hospital doctor, 44.9% by the LHV

or ANMM and 1.7% by "others™.

Total expenszes per check up were as follows:
{Combining transport, medication, tests and other

eXPenses)

Mean 13.3 5td Dev 29.1

Median 18.5 Min. 9 Max. 228

Froe <19 11-25  26-39 R1-190 4@1-089  CHL-200
138 44 161 56 42 4 2
A42.1%  9.8%  22.8% 14.8% 9. 4% 7. 9% A 5%

There appears to be no major difference in the

cozts for the first check up as compared to subsequent

When costsz are examined according to the type of
provider, a distinct hierarchy emerges, with grivatve

madical care predictably costing the most.
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Cost according to provider

Provider ———Mean Med sh Min Max No
Private

doctor 92.3 88.9 75.2 6 269 20
PHC /Hospital

doctor 6@.7 36.9 64.2 g 290 79
LHV /ANM 1.9 @ 26.3 3] 10@ 85
Others 225 225 225 225 225 i

It sﬁould be noted that these costz include those
of transport and medication purchased. This may explain
the cost of care at the PHC or government hospital,
which are otherwise supposed to be free.

Antenatal care seemed to be related to education of
the mother, in 3o far as 42% of women with no schooling
reportad no antenatal cars, as compared to 25% of  women
who had attendsd primary or secondary schoal. VS KOS |
the latter women had 3 or 4 checizups, but only 28%  oF
illiterate women had as many. Sinece the numter of “omen
with zome schooling was only 36, asz opposed to 252 with

no schooling, this may not be statistically significant.
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Services rendered during A/N check up.
Even those_ women who did receive antenatal care
receive very varied services. The percentage of women

receiving each of the following services is given here:

Tvpe of service Yes
Registration card ' 2.6%
Physiéal examination 37.9%
Weight recorded 3.9%
Blood test’ 22.3% %
Urine test 4.9%
Iron & Folic 57.8%

acid supplement

Tetanus toxoid 58.5%
*  The figure for blood test during pregnancy iz

apparantly due to a mizundevstanding by the womsn  and
ths investigators. The Al and the PUYC  doctosr ztan:
categorically  that reoutine hemoszlobin  =ztimationz ars
not done, but if a woman reports bsinz f=brile, a3 &
amzar for malaria parasite may be done.

Thus, it would appear that the antenatal care conzist:z
larg=ly of dispenzing of ;ronffolic acid pills (  which
the woman may or may not take), and the adminiztration
ot tetanus toxoid. A detailed history iz  rarely talen
and the physical examination iz rather CUrsory
consisting in mainly evaluaving the height of the

fundus. Under these circumstances, it iz unlikely that a

high - risk woman would be identified.
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Iron/Folic aclid supplement:

0Of the womeg, who received iron and folié acid
supplemenfs, Compliance was rather poor. 7.2% took ;1@
tablets, -25.5% 11-39 tablets; 15.5% 31-60 tablets and
9.9% .>6® tablets., Tetanus +toxoild: Tetanus toxoid
administration &nd no. of doses given is shown in the

table below:

One dose 32 (10.6%) Three doses 97 (32.2%)
Two doses 47 (15.6%) TT not given 125 (41,5%)

Since data were being collected retrospectively, these
figures probably are not an accurate reflection of TT
coverage at the present time. This has markedly
improved following the advent of UIP, as is documented
by the fact that the percentage of women not recaiving
TT dropped from 55.4% of mothers of older <hildren to
20 5%  of mothers of children :2 years old. 3Similarliy,
A1%  of motherz of lezz= than 2 year children recsivea O
or 3 doses, as compared to 32.4% of hothers of nolder
children.

Supplementaryvy food from ICDS

Only 25% of women collscted supplementary food from
the Anganwadi during the antenatal period. O0f the 225
women who did not, 133 (62%) delivered at thelr own
(huzsband’'s) home or at a hospital or PHC near 1it, and
hence would have been eligible to receive the food

supplement. 86(38%) delivered at their natal home and
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i

therefore would not have been eligible for food from the
Anganwadi in that village. However, most of +these

women, moved to the parental home in the last +tripmester
of pregnancy onl? and thus could have collected thé food
from the Anganwadi +ti11 they moved to +the parental
village. The utilization of this important facility is

dismayingly 1low, and the reasons for this need to be

explored.

Theszse. data highlight the fact that antenatal

coverge 1is very low and rather superficial. Hardly any
risk factor iz identified. Some components of the
servicaes, howaver, zZeem to receive a better response;
mozt  women had the tetanus texold injections, locally
aallad “bimansi’ injectionsz, (injections  for pregnant

woment whereas the compliance i3 low for iron and folie

acid asupplement, and for use of ICDS foad zupplements.
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DELIVERY

Details - of location of delivery and per:
assisting are given below.
i. Location
PHC Govt EST Private  Husband’s '5;;;;;T;
Sub -~ hosp- hosp- Clinic Home Home
centre ital ital
4 22 2 3 188 8; *****
1.3% 7.3% 1% 1% 61.8% 27.9%

Thus, the vast majority of deliveries, (89.3%) ocen

at home. 86% of first deliveries occured in the wom-

&)
i

natal home; this figure drops to 71.1% for

deliverisz and to 21.2% for third and subsequent on-.

i Perrson ascizuing delivery
Torme 2F providser No
Frivane Doocor 5 i

A LHYV Hurza 58 o
Trained Dal 11 s
Untrained Dai 42 .
Relatives/Meighbour 168 oS

When dslivered vty family members or untrainsd

the women are orTen delivered in the zquatting pes:

K

Howszver, the train=g dais and Ats routinely  have
ssomen deliver while lying supine - a practice, whi:

now thought to be undesirable asz it <can cause
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‘hypoxia. Thus, unfortunately this is 8 case "where a

good tradition has been replaced by an undesirable

"modern"” practice. No medications

are given during

labour, except sometimes "Jeerakashaya” (decocotion of

cumin seeds) to give strength in the labour,
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POST NATAL PERIOD

In Kannada, a woman in the Post partum period is
known  as bananthi, and the process known as banathana.
This concept recognises the immediate need for women ﬁo
recover from the trauma of childbirth, acknowledges-
their wvulnerable state, and emphaéizes the importance,
in the long term, of building strength for leading an
active life subsequently. The bananthi period is highly
regulated,_ there are many rituals ang customs aimed at
promoting health, preventing illness, and treating

ailments.

Pozt-partum customs and Practices, the underiying
Leliedz, waluez and attltudes of women are reflectzo in
al piat o« A ztriaon dier cenheduls, with many pre-  ans

DrDZOriptionz, iz followed Zopecially durin:  the

rirst feuw davz aftar childbirth, fluid intaie is
geverely  restricted. and  the diet es3entially

conzistz of a gruel (ganji). See Appendi.

The concept of "hot" and "cold" foods seems to
dictate fcod prefsrences and avoidances, Hot fnodsz

ar2 - a must while cold foodz are shunned. I~ i

A

brlieved that the mother s milk is affected by the
food she eats. 8o foods that are supposed to have
a bad effect on breast milk, thus causing 1illness
in the baby are avoided. In addition to “"cold"

foods, cold liquids, rParticularly cold water, {aven

e e T o i [
S rpe g m e e a wen - B R SRR T : w

TS B N s




b)

physical contact with it) are forbidden.  In fact

often the fluid intake is restricted to allow the

"bad/dirty” liquids accumulated during pregnancy

and child birth to dry out,

Rest, work, and movement: Ideally, bananthis are
supposed to rest completely. THe bananthi does not
go out of the house till 4@ days after childbirth

and she 1is not supposed to return to work for a

period of at east three months. Her movenents
outsids the houcse are restricted, These
restristicns refar  to ldeal situations but  poor
canantniz and  theose without  soclal suppers  are
STl YD T XM Mmoo rl s ‘31..“'23 eSS i_?.."":"'i:':.i
Ay L zIZumsd to Te omost o Itringently bservss Co
iV DLroy TreInmanty, s osatre Looinzd oan theos o
Yoy L UG rercous tTihver uomen, and 33 Intwn o e
TILATY IELCW L Womsn veoumsed wWolll Sarliler Tons S0
iavs RITsr zivUiAl dirsao Following thiz z=2ri-c
newaver, 20,87 wemen  zzenm o return tz worl
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c)

d)

JD
~

illness which seems +to have the features

The bananthl is vulnerable to catching cold during

this period; hence she is dressed warmly, avoids

[

draughts and contact with cold water. If she fails

to do s0 she may contract sanni, a culture specific

of

“hysteria,"” convulsion and post partum
neurosis/psychosis.
A mother is also vulnerable to supernatural forces

which may cause beethi shanke, literally "fear and

suapicion/doubt”. This has features common with

Ll
—

These syndromes are widely recognised, but
women seldom  seek help from profassional health

workerz az thes

(T

ar= not defined as illneszez the

vetar can Sure. indeeda, it 1z felt tnat in

Z0ne
ras=s 1t 2an e dangerous to have a nerseon aith
ThEmer ZUTODLEMS Treatad By modern sernhoeds %z
Sreatment TroLNgeeltiIns maoes the SPisits oanIirs oand
TaTLIn DIZUMES HOroe: inztaad TITUALS Are
ondusted o protect her: activities and erpoaures
wnich zZut her At rizk ars prohibited.

Ijeglly. sexual  intarcourse during banzn~sana,
“and prei=rably during the entirs period of
lactatnicsny iz Isrniddsen How stric-ly +thniz is=
adhezres o 1n thircd and higher pregnaaci=zs,  abeq
“hie deliverr oiten oscoars in the nnstand = noasa,

ig not Enown.
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ATTITUDES TO COHNTRACEFPTION

Women were questioned regarding their knowledge

contraceptive methods. While

of

all’but ¢ knew about

tubectomy, the percentage who knew about other methods

was as follows:
I0D 58.2%
Pills 48 . 4%
Vasectomnmy 45 . T%
Condom 183.2%
Only one man out of 301 had
but 158¢ (58%Y of the women

perfarmed.

rr_’i.h’:”-'f S Py e
RN SRR Sl

;54\ .

undergone a vazectomy
had had a tubactony
ol premnanaies
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Tubectony inci

No.,

of living children

dence % No, of living children

No. & % of women

One

Two

Three

Féur

Five

8ix to Eight

”~

Most

3 (3.3%)
38 (25.@%)
66-(43.4%)
27 (17.8%)
12 (7.9%)

(2.6%)

3 women had the operation performed after 3 living
children. However, we were surprised to find that 3ome
women had had a tubectomy after 1 child - of thesa., one
woman Was  the second wife, and the husband has 2
pravious 2hildren by the filrst wife (who alzo live: winh
tiiem Ansthar weman ' s husband has sevaral ohildr=n by
A TrELONS onarviieie,

JEOowemen had oa subsonomy arfter 2 livinz eholdven
* 7 mhEse a3 Lotailoor D ooar wmore  presnancioes -
wemen had ztill birwhs and 3 had live born zhildrzrn  wuno
di=d pozinatally 39 chose to be sterilicsed after anly
Z presgnancies Of the 28, 29 had beth sonz, 15 an2  son
and  one daughter and 3 were steriliced afzer haviag 2

davzhtars,

(2]




Survey of usership of temporary methods reveals an

extremely 1low rate of either current or past' usership

among these women,

Method Uséd in Past Using curraently
IUD 8 3
Condom | 1 1
Pill 5 2

Obviously these figures reflect the current major

thrust for terminal female methods of contraception,

and
further subztantiate the obzervation that most
tubectomies are performed after the woman has 3 or more

living children,
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BREAST FEEDING

All- the women studied breast fegq their babies

Successfully except 2, one because she was 111 and the

other because she had no breast millk. Breast feeding

behaviour was studied in detail because yo find +that

many conditions which western authors are obsessed with

such as painful and cracked nipples, flat or retracted

nipples, engorgement, preparation for breast feaeding

etec., are extremely rare. In this study one woman

reported a cracked nipple, 3 had engorged breastz and 2

£

had abszcess formation. Therefore undue attentions to
thess probiems by health workers may be counter
productive . The same applied to breast miil failara,

v
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Beliefs regarding withholding colostrum are strong and

hardly any woman breast fed the baby within 12 hours

and very few even within 24 hrs. as the following

table
shous:
Initiation of % _of
brezst feeding wonmen
©-12 hours %
13-24 hours 17, 4%
within 4& hours oE L 1%
uitnin 72 hours 46 . 7%
sfter T2 hour: 5. 8%
The Zoillousny reacons were given for withholding rcreant

Ho nreact millk i3 produced so sarly ae . T%
"Tradition 18.6%
Farly milk is bad for the baby 45 . 3%

The women feel that feeding colostrum cauzes the baby’'s
stomach to swell, or results in diarrhoea.

The following pre lacteal feeds were given

- Castor oil 49 .86%

- other woman’'s 31.2%
breast milk

- Water with or 15. 4% S
without sugar EUS

- Animal milk/other 3.8%



Casztor oil was given as a prelacteal feed in 144 cases,

of which no additional substance was given in 84 cases.

In another 49 cases breast milk from ancther woman was
given as well as castor oil, and in yet another 11 cow’'s

milk, sugar water or ghee and honey were given with +the

castor oil.

Castor o©il use is very common in this area, and it is
felt that it helps to clear out the " dirt +that has
/

accumulated in the baby’'s stomach™ (meconium).

Although the women report giving upto 15 ml of caztor

oil in 2 days, they claim that the infantz never have

diarrhoea, The beliz=7 in the value of caztor o3l iz
deep iy =ngrained and not =aszily <changed by advics  “eem
hzal-hy  perzonnel.  Gnez wonan regortad thaw =housh  -ne
AGre=n TS NSS ZU3ar wanar yheen advisaed Do isozo ns
AT, "aTTer Zhe vent o awar, W Iave Sastor CLL o dm iirnee
A In Tl A e apoen her. —he noor aurse’

s Zeeding nontle uas used Ior prelacrtazil o faecs o onlot
in I ~azez “ttherwize the babi=s wers fsd Yy apo-n aor
tradizional fzeding beakzer (7 olale " ) or by dipp-nz a

fing=r in the Zeed and putting it in the baby ' s mou-i

4.

T



EBreast feeding was continued for several months, az  is’

the common practice in this area.
g - &6 mo 2.6%
6+ - 9 mo 7%
9+ - 12 mo 25.2%
1 - 2 yr 48 .7%
2+ - 3 yr 12.2%
3+ 1.7% (2}
However, exciusive breazt Teeding seemz= zhort - lived,
with  only
Ereact millh Zrom another factating wonman iz often
red Ior the Zirct few acays, though actual freact Zeeding
b & wet nurse iz rarely reported o This mill iz lwayvs

takern Irom a woman of the same caste.

Mast  women reported giving the infant medicine  to

Tr

improve 1ts Z2igeztion, zfter the irst week or 16 <z

th

A1)

Q

n

age. Some give a traditional combination of zsgices
called "zoothlkara™ - +this contains black pepper,
cardamom, “arishna”™ and "bajje". Many now say that
preparing this (it 1s to be ground fresh each time) 1is
too much trouble and use gripe water. They give uptoc a
bottlie/month for the first month, and upto 3 aor 4

bottles/month by the time the child is 5 or 6 nmonths

old. This can cost as much as Rs.3¢ - 4@.
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SUPFLEMENTARY 700DS

Water seras generally to be fed to the infants only

after severa’ months, 36% of women introducing it

between 4 & 6 months, and another 57.7% éfter 7 months,
13 women (5%) reported only giving the child water after
12 months,. This traditional wisdom seems to be well

entrenched t! sugh the pediatric literature has called

attention to %t only recently, (Bidinger 1991, Sachdeva
1891)

Supplementary foods were begun after 4 months by

most
women -
Azs o intreod. 2tion Heo / % Type of
of zupp. food supp. food
< 2d days ) 1.8 5 An.milx
1 - % mo 1o 6.6 3 An.mili
i iher
A - e, LG a8 Ly Loomils
BILomhar
7= . o R I 23 Lnomille
I3 LY e 3 ! L3 an.milis
Y other
i - 2 rr L 5.1 1 an.mily
13 Sdther
> C owv, (32 % 38 mo) I 3,7 1 an.milk
i 9ther
et L b DN v oanimtlooonEaallrs ooan = oMl as e

irzs supplen atary food, Z1% Ghichri or otisr hone made
semizolid fooz, 8% biseuits in tea, 3.8% rice/dal,ragi

palls and 1.¢47 2ommercially available weaning foods like

fot
[ape]



Farex etc.

- 48.5% report Ffeeding milk to the child using a bottle
(regular feeding bottle or ordinary bottle with a nipple
attached), the rest using a spoon, cup or local feeding

beakers (“olalé")

GROWTH AND NUTRITION:

Woman’s Nutrition

The diet in this area is generally very restriced, with
the typical diet for the day being tea in the morning
with bread or some cersal preparation, ragi mudde (balls
made of ragi) with a thin curry containing Some

vegetables and pulses in the afterncon, t=2a again in the

ayening, and the lef<cover ragl mudds and zaara i zhe
nizht. Hardly anvens =atz =ither rice or animal oSronzin
w@ith  any regularirty. E7en  this  restrizstad  disn i3
scmetimes  further limited by the  aquantingy T Tonod
available., According o our =ztimates 7 Lonars, the

mean caloric intake cer day for the womsn 1z 1925, Zallys

aloric intake in increments 13 given in  the <avle

I

[og
o]

inow.
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Energy In-take Indexmother

e 57/ e Y7, 1809- alniGe 2208~ 2600~ >3U80 Total
1804 2000 2200 2500 3003

16-18 yrs 7 2 3 1 2 2 i 17
41.2 11.8 17.7 5.9 11.8 11.8 ) 169
18-21 yrs 23 1 11 5 8 7 2 63
36.5 11.1 17.5 7.9 12.7 11.1 3.2 166
21 yrs 82 18 28 32 21 21 9 214d
31.1 9.1 12.4 15.2 19 10 4.3 190
fotal 112 28 49 38 31 39 11 299
38.6 9.7 13.8 13.1 19,7 19.3 3.8 14

Our data show that the majority of women in our study
consume:  less than the RDA ; when the wopan is pr=gnant
or lactating, the deficit in calories and protain will

be 2aven greatar than iz indicated hers.

Ipdex mother

Mo
Women with weight <32 s 5 ThLs
Women with heizntn <« 145 om e

Theze women are by definition at hish risk Sop TRETLAALAL

morkidity and mortaliny

Children

bty

The caloric intake of shildren of di

12 2iven bhelow.

o5}
o







Energy In-take- Children{ Age X Sex)

{L-SECTIGR)

» 180 1508 19840 1208- 1308 i0dR- oo E RN
fige e}
i Total F {Total H|F [Total | H F iTotal H EogTatatrp 7|
E - 6 Honths ] a '} 2 6 8 B () 2 2 @
6 - 12 ¥Honths 8 8 g g g 8 a2 2 ) ? | i A
12 - 24 Hanihs i i 1 { g 3 2z { 2 )] Z 7 2 N
24 - 34 Honths 3. 1 b 4 2 3 2 8 3 5 g8 a 3
36 - 48 Honths i | 3 2 H 8 q 13 3 5 I3 % 4
||
48 - 458 Honths 1 ! 8 { g g 2z by { 4 i1 3 b
!
68 - 72 Months 2, ] 1 ] i 2 2z 1 ! & 3 4
I .
72 - 84 Months g 8 2 i : 1 ) 4
? ¥ 84 Honths 1 )
| |
{ * . __,L
| 1
‘ Total 9 3tz |7 b sy | gt ow ot } 97y 4
’ _ .
I\_/

e ST
Tnts] EH Eltral | H{F [Total { 0 | F

e La | o] e la e e e | @ 8

3 i 20 3 L2911 |5 708 2

12 5 70078 (10 [ 3 (3 [ 1B f18 82

i 18 e w ity {11 |3 3

Ik 16 18 17 7 iR 14 b 18 93

12 9 t{ 8§ 4 {4 |8 3105 52

3 2 ! 3 2 [ 2 19

? ? 2 { g |t 4

3 A ? 1

|
7 171 Isv w i {a7 | 57 378 J




Only 1 <c¢hild out of the 22 who were between 8 and 12

[

months of age was getting more than 8¢@ calories, which

would be the lower limit of the RDA for this age group.
The respective percentages of éhildreﬁ getting equal to
or more than the RDA were 10% of the 1 to 3 year éroup
(RDA 1125), 5.3% of the 4 to 6 year group (RDA 16@@) and

- none ofthe 7 to 9 year group (RDA 1925) in which, howeve
.there were only 5 individuals.

The . weights for age of the children were analyzed and
charted by the Gomez criteria of grades of malnutrition

( ) The table below gives our findings.



—~—~
.

1 ]
Lo

All Children (K-Section)

Count
Row Pet
Grade T Gpade II|Gradelll

Normal |[Malnut. [Malnut. [Malnut. Total

2 1 1 1 3
6-11 Months 33.3 33.3 33.3 .8 |
3 1 3 3 i 8 '

12-17 Months ’ 12.56 37.5 a7.5 i2.5 2.2

4 2 25 22 2 51

18-23 Months 3.8 48.0 43 .1 3.9 13.9

B 1 17 23 4 45

24-29 Months 2.2 37.8 51.1 8.9 12.3

6 1 22 28 4 55

36-35 Honths 1.8 4¢) . @ 53,9 7.3 15.4

i 4 21 a8 5 63

3 - <4 Yaars 5.9 3.9 55.9 7.4 18.8

3 6 38 L3 15 112

4-5 Years 5.4 23.9 47 .3 12.4 26,6
9 1¢ 1 4 24 |

Abave 5 Years 41.7 41 .7 15.7 5.6

366

s
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Anaemlia:

189 women and 298 children between the ages of 6 .months
and 15 years had haemoglobin estimates performed. The

results are given below:

Normal Anaemic Clinically Severe
significant
Hbr11 8 - 11 6 - 8 <6
No No. No No
% % % %
% Némen
Nonpregnant 17 49 18 8
N : 92 (18.5) (53.3) {19.8) (8.7)
Pregnant 1 i 1 2
N : 5 (29) (28) (2e) (43)
Lactating 1 5 4 2
Mo o122 . {3.3) (41.7) (33.3) (16.7)
% Children
£ mo - 1 vr ) 1 4 >
H 7 (e ({14.3) (h7. 1) (8.5
1l yr - 2 vrs 1 11 7
o 22 (4.8) ( 5ub) $21.8) (13.8)
2 yrs - 2 yrs 4 11 17 3
¥| 35 (1.4 (21.4) (43.8) (3.5)
3 yrs - 4 yrs 5 23 3 2
N 38 (13.2) (69.5) (21.13 (5.3
4 yrz - 5 yrs 3 14 2
M 33 (12.1) (39.4) (42 . 4) (6.1)
5 vyrs - 1@ yra 3 34 22 7
M 5o (4.5 {(51.5) 33,3, 1 1@.6)
i3 yrs - 156 vrs - 4 3 -
N 7 {57.1) {42 .9)
This indicates that the incidence of elinically

significant anaemia i3 quite high, and severe anaemia is

present in many women and children.



MORBIDITY

moenth  period, and the respondent was asked about

episode of illness in the past 15 days,

A total of 680 episodes of illness were reportéd by

bersons (out of a total population of 1627) .

Round 1 Round2 Round 3

Individuals 209 177 212

Episodes 074 182 214

= Individual i1l (ie IM/IF/Child ete)

Overall distribution of illness was as followus:

Minor respiratory 42 .7%
Diarrhea & Vomiting 9,5%
Faver of unknown origin 9,454
Skin disease 8%

HGastrointestinal

(other than diarrhoea) 4.6%
Husculoskeletal 4.,3%
Injury 4.1%

The zie charts below show these figures graphically,
Wwell as the distribution of illness for wemen over

years of age and for children under 15.
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Utilisation of Dervices:

As noted by Khan et al. (1982), women have nmore

'eﬁiéﬁﬁéé_afgfiiﬁess that are of longer duration than men
in the family. But, only 9% of women sought treatment
from the PHC or government health system, the majority
preferring to rely on traditional ;emedies. As a
‘result, they make contact with the health care system

late in their illness, thus worsening the prognosis.

Analysed age-wise, the distribution of morbidity iz as

followus:
<« 1 Yr 266 (3,3%)
1 -~ 56 Yrs 231 (38.5%)
6 - 10 Yrs 53 (8.8%)
11 - 20 Yrs 48 (9.3%)
21 ~ 39 Yrs 132 (22.a%)
31 - 49 Yrs 45 (7.5%)
41 - 5@ Yrs =1 (2.5
51 - 8@ Yrs 19 {(3.2%
60 Yra 31 (5.2%




Types of Care providers:

Bijﬁ% of ebisodes received no attention.,  16.3%
were treated by a home remedy or purchase of medication
from a pharmacy. For 3.3% a wvillage healer wvas
consulted (12 éyurvedic, 5 allopathic and 2 hqmeopathic)
or pooja done. 23.1% of episodes were treated by the ANH
or at PHC or govt hospital, and 25.6% by modern private

practitioner or hospital.

-3
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Total cost per.episode averaged Rs. 9.g8 with (max:
720.03 )and (min:  1.0g )

Diarrhoea:

26 episodes of diarrhoea were reported in children less
than 5 years of age. This' represents a 8 week
experience, and the total number of children under § was
499, 23 % (6) mothers made changes in the solid food

given to the child. 2 gave bread, 2 rice and curds and 2
others étopped all solid food. 46% reported that the

child ate less solid food, while 42% consumed their normal

amounts,
42% (11) made changes in fluid intake, one giving dal

water and rice gruel, one Electral and 9 madz non-
spacified  changes ( which did not inecluds giving  ORT,

lime or fruit Juice, nor lasziy. 2g = increased Fluid

53% kept +he fluid intalks the sam=z,  and  only  one
decreazed it Nine women had talken the 2hiig +g the
doctor,

Locally recognized diseases:

Several local names and syndromes of diszease szeem  to
exiat. Ones we have encountered are:

Sanni

Kembara:

Beethi Shanie

Kezara Hunnu

Izbu

Arasthij

The last 4 are varieties of skin infections described by

a local general practitioner as follows:
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Izsby - All types eczema, fungal infections, Psoriasis,
broadly all skin lesion which are predominantly
allergic complicated or uncomplicated.

Nagara - )
Hupnu "~ Impetigo” furunculosis, “Pyoderma’ (superficial
infection of the skin)

Arasthi-"Allergic’ inflamation, sometimes complicated by
secondary infections

Kembara appears to be connected with child bearing
and generally affects child. The people in
the area believe that it can be prevented by taking
"Ulsinchakke" during pregnancy. This is the bark of the
portia tree (Thespesia Populnea Var Acutifalia) and it
is *taken as a decoction or powder. There are various

manircesrationzs of Kembara in the child which  s&em o

inciudea  Jjaundice,  various skin  eruptions (eryti=ma
roxicum., staphylococcal skin dis=sase, omphalitiz) and

proionged  diarrvhoea during the Zirst several months ot

114

T

Yoot hi Shanke+* iz thought to  Dbe cauzed by
poszezsion by spirits and again the term iz used for a

wide zpectrum of dizeases and symptoms. Diseases we hava

Heard malled Beeti Shankes include v

.
T
o
=
w
ot
o
|,u.
o8

arthritiz

11

spil=psay and dizziness during pragnancy.

77



IMHUNIZATION:

The source of information regarding immuniszation was the

ANM or Anganwadi worker in 71% of cases and a neighbour

or friend in 13%. TV & Radio were cited as +the main

source of Information by only 2.1% and 2.7% of women
respectively. This is startling evidence that the so-
called “mass” media, which are heavily relied on for
dissemination of health and other public service.
information, may in fact not be reaching their target

audience,

82% of women knew about Polio and the availability of
immunization for thia dizeaze, but only 25 - 45 kneu
about other common preventable dizeazas:
Lezz than 19% or women overall had fairly zood ¥noewizdze
AT immunization and the 1iz2a8a5 preventabl.e by 1.

Pl Aacrual immunization ATATUS DY Aga grengs and whe

Yyps of immunizartion iz siven in the fablaz belou,

ol




B CG
75% of _all children had . received B(G

g - 6 mo 8@%
6+ - 12 mo 88%
1 -2 yr 79.4%
2+ - 6 yr 63%
OPY 1/DPT 1
| OPV 1 DPT 1
All Te% 78%
@ - 6 801% T5%

6+ - 12 9a%

ow
Q
e

1 -2 84% 83.3%
2 -5 68% 67%

OpYy 2/ DPT 2

ALl OPv 1 DPT 1

W - 8 T2.2% T2.5%
g - 8 7% 65% (1 child got OPY not DETY
6+ - 12 81, 7% 33, 3%
1 -z 34U . 4% 30, 4%
2 -5 6. % 61.4d%

OPY_ 3/ DPT 3

All 5TH 67%
& - 6 53.3% 53.3%

71.7%
61.8%

48%

79



1 - .2 8.8% x * HNote: some of these
o children may be <18 no.
5 9 8.3% of age and not eligible

for booster, so this is
probably & false low.

anste

Only one c¢child was over & years of age, and he had

received a second booster,

Meazles

19 - 12 mo, 42.3%
1-2  yr. 28 . 4%
52 v, 18 .4%

89




...Type_of Lz Femalezz = - Male

P U S P R i e e R R i £ T el

BCG 72.27Z.C 78.6
DPT/0PV 1 - 72.4 2.2 83.8
DPT/OPV 2 = - 71.6°2.% 5.6
DPT/OPVY 3 : 5'7 2:7.C 61.3
Bo;ster ; 18.5.2.2 11.7
Booster 2 - - 7 190 (ichild)
Measles : 23.1.%.1 28.8

Less Female-zhiddren-seemedts be immunized than male -
children; the disffereners~¥s not very great, but is
consistent fort aldlr fmmunizations.However, the difference

may not be signifizmant.:n-
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DESCRIPTION OF ANGANWADIS
In the course of this study we have visited the six ICDS

Anganwadis and one Anganwadi that Supposedly is for only

S5C & ST children.

They are housed in various places rdnging from ‘pucca
houses and huts +to a verandah, a crude cattle . cum
silkworm shed on a backyard. Most have an area or
- cupboard that is lockable, where food supplies, weighing
scales and fhe humeron registers are kept. The cooking
area may or ﬁay not be separate, but most of them, being
poorly ventilated, fill up with smoke when the cooking

is done.

One AWW mentioned that the main problem with the AW was
that lack of indoor space2 for the children. However,
she was noncommital when he asked her if she toolkk the

children ocutside to rlay.
POPULATION

According to the AWW children between 1-3 years of age
ares not supposed to be at the Anganwadi though they are
entitled to food. 1In the register when food has been
taken for them they are marked present. The 3-8 year
olds are the ones who come to the AW. Supposedly they
are taught songs and games and then given food,
Pregnant and lactating womén are alsc given food -
double the Quantity that is given to the children. But

women who have come to their natal houses in the village

a”




cannot get supplementary food.

_All the recibieﬁﬁgiére watched closely. The children
are supposed to be weighed at intervals. If their
health and nutritional status does not show ~a steady
good level +the workers say they give more food. If
there 1is s5till no improvement, often it is a sign +that
the food s not being consumed by the recipient and is

perhaps being fedvto others~ maybe to cattle also.

Initially the women were being given packets of uncoocked
food but now the food is cooked and given to them. They

do not seem to object to this say the AW.

Attendance: This varies from anything between 6@-90%
though in one Anganwadi we found that the attendance
register 1is marked before hand for the whole weeir,
Children had been marked present on a day when we had
observed  the AW to be closed and knew that AW and her
helper were in Janakapura. She told us that they make
up by giving extra food on the next days. That they do

not like the food or are away from the village.

In another AW we noticed only about 5¢ children coming
for the food. Although the AWW said that they cooked
for eighty. It was not clear what was done with the

excess food.
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Anganwadi Worker

,“fMospiiﬁﬂﬂ:Taxe_young¢min their 20°s or 38°s. .. 8Bome are

married. They are all well dressed. None of the 8 are
resident of the village whefe they Anganwadi is located,
They commute to their village of work spending as much
as Rs. 4/day in bus charges. Most of them say that they
- preferred not to work in their own village as they wéuld
get "less respect”. Some in-nearby villages walk to

work. Most have studied upto SSLC level, one has failed
35LC.

OUne AWW told us that there i3 an initial training period
of 3 months in Pangalore for AWW s. There "trained”

workers are then assigned to an AW depending on the

vacant positions existing. After two years thers uz  an
18 day refresher couse at the talugq headquarterz. in
thiz case Kanakapura. There is no further subzequent
training.

One supervisor had been posted on an ACDPO and had lbeen
away for +the past 3 meoenths at the time of our +visit.
When present, she sometimes teaches the AWW new songs to

teach the children when she comes.

In another village the AW teacher was invelved 1in  the
census of the village. Hence her normal routine of

visiting 2-3 households a day was disturbed.
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AW Activities

The children are supposed to come in the mornings and
the food is cooked and fed to them by 1.30 pm. In one
village the helper went around collecting "troublesome"
children and those Parents cannot bring then. From 2-4
pm  the AW worker makes home wvisit, In another AW
children were found trickling in throughout the morning
and simply sitting against the wall. Sone of them were
dirty and unkept and no effort, Qas Seen made to keep
them from rolling on the mud floor. A dirty dog, full
of fleas was seen to enter another AW, shake itself and
lie next to the children. In another AW children were

found coming even after the “class’ has been sent home.

We noticed that while the children were walting for
their food not much was being done with them. The AWW
or the helpers show little sensitivity or imagination in
their handling of the children though some of then are
obviously kind and protective. The children are not

able to sing songs by themselves they can repeat what

the teacher sings.

In another AW that met on the verandah of a housé the
teacher was observed not doing anything with the
children, When asked why she said that shw  could not
teach songs ete in a public place where the menfolk
could see her., She was allowed to use the inside of

that house only for cooking purposes.
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The workers seem +to get no outside help with the
...... teaching programme -at-the Anganwadi. Ahy teaching aids
or crafts materials they need they must procure
themselves in one AW when we asked to see the teaching

materials we found broken strings.

The children got themselves dirty rolling on the floor
but the AW or helper was not seen doing anything.
Before serving food in one AW, the helper got the
children to wash their hands while she poured water for
them but most of them were not able to wash their hands

very well.

This eclass also incorporates general c¢leanliness and
‘hygienc practices and is compulsory for mothers once  a

month, when the gram sevika visits.

According to the AWW there is no dizeriminations against
families from SC/5T either by workers or other families,
But we found otherwisce. In one village the ZC/8T
children were found sitting separately. Children were
found using their own bowls rather than the platez that
the AW is supposed to have, The reason given by the AWW
was that parents did so to avoid "contamination” from AW
bowls which could have been used by SC/5T children.

Prejudices indeed run deep.

In one village the 5C/5T people complained that the AWW
would be forthcoming in their attitude towards the

-

children only in front of IS8T workers or other

[ ¥y



inspectors. The parents were badly treated on
complaining or protesting. When asked why they did not
-goqufthe—SGfp@preﬁentative in the Mandal Panchayat, we
got the reply that they too would not bother to do
anything. Another AW exists in this village, only for
SC & BT children. AW 4in this village had been
inoperative +there was no food given there, and lately
the worker had not been coming. These children were'

found not to be going to the ICDS AW either.

Adult literacy per se is not one of the AH pProgrammes .,
The 52 part radio programme for women’s literacy which
was to be encouraged by the Anganwadis does not seem to

be functioning here. The AWW did not seem aware of it.

IMMUNIZATION

An  immunization camp is held once a month in the
Kadahalli AW for 6 viilages. This is co-ordinated by
the AWWs with the ANM who administers the vaccine dozes,
and fills each child’'s immunizatioﬁ card. The AWW keeps
a separate record of this in a register. The children

are brought by jeep if it is available otherwise AW

staff to Dbring them by public transport. The other
villages represented here are Boohalli, MT Doddi ,
Halasur, Dhoonthur and Harihara. Some AWW take children
from their anganwadi te the larger ones for

immunizations.
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In another AW the AWW had been given a kit of 12

medicines but did not know how to use them, The AWW

comes here once a"wéék.to check if any children are 111.
The supervisor visits once a month or so to check the

registers.
FOOD

The food that most Anganwadis get at this time 1is the

corn-soy mixture from CARE and refined vegetable “oil
from the USA. In one AW the o0il was bought from
outside, Earlier the supplies were eratic but now the

deliveries are regular. For the past year in one AW the
supply was regula; according to the AWW. In another AW
3 months ago there had been no food for eight days. The
éorn—soy blend iz cooked in various ways~- sweet or
salty. One AWW said theat "most parents and childr=n do
not like this food very much and claim that the
children get diarrheoea when they eat it. They preferrad

the previously available CFTRA energy blend.
WATER

Is mostly brought to the AW by the worker or her helper
from nearby borewells. In one AW, the helper said that
though she advised the mothers on the cleanliness of
their children they said they had no time to wash them.
The helper says she washes those children who have not

been washed at home.
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FOEL

Although food is provided the program does not supply
cooking fuel. One AW helper said she has to collect the

firewood herself, often from thorny fences.

Individual households contribute firewood in one of the
villages.  In another,.the AWW and helper take +turns
going round £he village to collect the children and in
the process collect the firewood too from different

families. All this consumes considerable time,

MAHILA MANDAL

The Mahila Mandal is active in only 8 of 29 villages,

The AWW "5 immediate supsrvisor iz the dram Sevika, wio
has  about 29 villages ander her. She visios 2ach  of
them once a month. ©She conducts the mahila mandal=z and
tieir activitizs., 3She rounds up-the women to talls oo
them about the acﬁi?ities and purposes o the MM, Zhea

then selects 3 women whe speak well and who zhe e
Wwould be objective to represent the village. The Gram

-

SEvikz in one village said there i3z no eca

n

te or economic

statuz based selectinn to the MH.

One oI the MM programmes is a tailoring class using a
sewing machine. Tha mahila mandal collects fees from
the trainees to pay the teacher. Women can get loans
from the MM to eventually buy their own machines, In

one village though tailoring classes are continously




being conducted no one seemd very sure whether any

the women were able to

of

W generate any Income by tailoring.

In another village the women who have learnt tailoring

make use of the sewling machine in the Aw

basis,
REGISTERS MAINTAINED

Several registers have +to be mainta
Anganwadis.’ Some of them are:

- Food cooked

- stock received/used

ccoing and nutrition clazzes for women
- He. of children precze

~ racord of immunizatnion:z
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- annual censuz oI village for CDPD (in
houz=holds Ho. of zecgiz, their agez a2

and zo aon.

On  looking at the growth charts in on

noticad that every child appears to have

on an irregular

ined at the

e village, we

stayad a steady
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weight for one year according te the growth chart. On
probing as to how the entries are made it was obvious
that the AWW understood neitﬁer the basic concep£ of the
growth chart nor how entries should be made. The Gram
sevika or supervisor does not find this unusual and also
didn"t seem to feel responsible for catching of these
erroréhand correcting the worker. 1In another, children

had not been weighed for several months,

According to the Gram Sevika, nutrition classes are
conducted by her once a month in every village. A
cooking class also gives women ideas about preservation

of seasonal foods eg., papaya jam.

In another AW we were given vadas to eat which were very

tasty and according to the gram sevika used less oil.

o]

While we were there a c¢lass for mothers was being
planned to teach them how to cook nutritious food using

locally available ingredients.

Only in one village we found detailed and neat notes
kept by the AW teacher on the various activities, She
had conducted health camp for women and nutrition

classe

n

Teching materials are virtually non-existent - a few
ragged charts hang on the walls of one or two of the
anganwadis, but no "hands-on" material was ever shown to

us.
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] activityﬁpﬁ_ihgﬁﬁkAﬂisjés handlin

The geseral impression we have formed is that the main

g out food supplements,

which are not always well accepted.  The AWWs are poorly

prepared, have little Back up, ahd a great deal of their
time is  taken up in paper work. Education and
stimuletion of the pre school child.is firtually non
existént. Community dinvolvement consists of one

individual donating some physical space but otheruise

there is almost one,
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DAY i : sa .

--—--—The-PHG-4s—Teeated—at -Sathanur village. We were'told by
the doctor in charge that it had been upgfaded to é
minimum .need PHC, and covers a population of over
61,008. There 1is a PHU at Doddahalhalli, covering a
population of 27,09@. The PHC is staffed by one medical
officer, a Lady Health Visitor (LHVi and other staff.-
The LHV supervises 8 Auxiliary Nurse Midwives (ANMs),
who serve a total of 71 Villages. Some of the ANMs have
to coer as many as 14 villages. About 4¢ patients per
day are seen at the PHC for out-patient care, and about
256 to 30 deliveries annually occur at +the PHC. The
facilities for antenatal care at the PHC are minimal.
Weigzht and blood pressure can be checked,and urine for
albumin. Haemoglobin levels cannot be checked, and for
this the woman would have to be szent to Kanakapura.
There 13 no labour room as such at the FPHC, 1in fact
there i3 not even an adequate toilet. Intra-vanous
glucose infusions can be given to a patient, or to a
woman in labour, but no other interventions such as
forceps can be performed here. Laparoscopic tubectomies
used to be done by the medical officer at the local
Traveller’'s Bungalow, but since a dispute has arisen
with the staff there, this has been stopped. Women go to
Kanakapura for tubectomy. Reently someocne has donated
three acres of land, 30 a new PHC building may be

constructed - about Rz. one lakh needs to be collaected




5

from the public for this purpose. A maternity centre was

-3unésagpLionedwatﬁMTdedi,ubut no progress has been made.

- Medications are in chronically short sﬁpply, and quite

inadequate for +the needs. Even iron and folic acid
tablets canndt be .dispensed except for MHCH needs.
Therefore, a non-pregnant woman, however anaemic, could
not be given iron by the PHC.

-

ANM services.

;;;_Aﬁg;—;;;;; the villages in the study area. They are
both married women, who live in what is labelled the
sub-cntre. In actual fact, these are rented spaces,
barely adequate for them to live in, and no patients are

zezn at these sub-centres". One of them covers 1@
villages, the other 9, and they are supposed to visit

zach village at least once a week. They try t> visit

o]

sr 3 contiguous villagez on one day, but  Izel  very
hampered by the lack of transport.

Thelr responsibilities, on paper, are very wids-ranging,
but in fact they coﬁcentrate on rfamily planning
activities, immunization, and maternal and child health
care. One zays that older people in the villages ask her
why she cannot provide any help to them, and resent the
emphasis on MCH. Though they claim to know about all
111 women and children, we found they were unaware of at
lzazt +two seriously ill children in their areas. They
have adequate supplies of iron/folias acid
tablets,chloroquine and Vit. A but feel the lack of

other drugs like paracetomol, ORT packets and

e,



medication for worms and scabies. They feel the supplies

of mediciggsigt the Anganwadis should be available to

them,

They claim +to make regular antenatal 'visits; and to
examine &ll .pregnant women and give them appropriaté
advice, but feel the women do no take it. They attend
deliveries when they are called by the families,and one
of them claimed to attend about 6-8 per month. She keeps
injections of methergine at hand, to deal with emergency
post-partum bleeding. They also say they work with the
dais, both +trained and untrained, who get no other
supervision. They also say they make routine post-natal
visits - daily for about 18 days, and once a wuecsk for
the first two or three months. However neither seamed
aware that the lactating woman should be given iron
supplements.

A large number of registersz have to be maintained by the
AMMs, and they feel an inordinate amount of their time
is spent on paper work. The accuracy of zome  of thesze
records i3 questicnable, as one of the AHMs had not
recorded a single infant or neonatal mortality in the

past 15 months,
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The kind of service given by theze two women varies
considerably  in. quality, as is stated even by the
residents of +the villages. Even the one who i3 very
conscientious and hard-working, however, is hampered by
lack of supplies, support services and on-going
training. To some extent, they seem to share the beliefs
and' prejudices'of the people in the afea, which makes

them sometimes less effective than one might wish.

SCUSSION OF F 3
DELIVERY

Our findings regarding management of deliveries are
in keeping with that some 7@% of deliveriss in rural

ar=as are attended by untrained perzonnel, when they do,

aften only  too  late (WHO, 19%dh . Mozt WOmEN,
espacially  in the lower socio-sconomiz groups (9RO
aften alzo belong to the schaduled <castzsz) ar=
delivered by an untrained dal or =z velative. Beliafs

about pollution may interfere with 2ven such 2are as i3
available. 4 further observation we have made i3 that
the traditional birth attendant szeems to belong to a

dizappearing breed. Considered of lowly statuzs becausze

I

of her caste or occupation, the dai is alzo regarded as
tainted because she deals with child - birth pollution,
and iz, therafcorae, unwelcoms at other timez - for
axample, in the pre and poast natal periods. Thisz seems
to be true in Kanakapura as in other partz of India

(Jeffrey et al., 1989). The grand daughter of a TEA,



when asked whether she had learnt this craft from her
grand motherh_#§g¢eped and said "why-should I do such
~dirty work?"” The aging grand mother simply replied that
she Qould keep doing 1t for as long as she could, since
this was her "dharma". Also particular customs and
practic§5 may differ among different castes, and alsoc
between Hindu and Muslim families. Having a trained dai
in attendance \does not always solve the problém, as
undesirable "modern nedicine" practices, (such as
injections of piltocin to speed up labour) may Dbecome

commonly used, with unfortunate consequences.
POST NATAL

As mentioned earlier of maternal and child health
sare during the post natal period receives the lazast
attention. The "maternal depletion” caused by repeatad
and closély spaced pregnancies is rarely compenzatad by
adequate nutrition - rather, her already inadequata diet
iz often further reduced by adherence to traditional
fsod taboos, and medical care may be neglected because

of proscriptions on her mobility.

Even the existing services function particularly
poorly in this regard, as is borne out by an ICMR study
(UNICEF, 1985-86) which showed the following figures for

health worker visits to mothers in the post natal period
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Within 3 days after delivery 36%

4-7 days ab%

While programmes to provide food supplements in
pregnancy and lactation exist, few women avail of the
supplementary food supplied via the ICDS program for
several reasons including poor quality of the food,
women’ s attitudes about accepting food from a non-family
source,‘ and food taboos. As mentioned earlier, in
Kanakapura, only about 25% of pregnant women even
collected the supplement. And, often these supplements

were eaten by others or shared,

There appearsz tos be a relative neciact of mostnatal

care  even  in the 2laszic Ayurvedis  -azt,  Sushruta
Samhita, but one of <hae racommandationzs 1t dosz nake iz

that that the mother zhoeuld be given griel for <he Jiparn

Traditional Phztnacal Zare:

There iz evidence in the literature to suzZgest that
Infant Mortality Rate (IME) amensz infantz born atr  the

mother s natal home iz lower than in thosze bern in  the

Tather s parent’'s home he veasons for  thiz acould
includs batt=r car= at birth az well sz Satter antrition
and a reducad workload, both befors and artar

delivery . It must be kept in mind though that women who

a4
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deliver at the natal home tend to be younger, as this is

~the -norm-—for the first two deliveries.  Other .beliefs
and practices may be distinctly beneficial, such as the
enforced rest and curtailment of actiViﬁy which may play

a role in conserving energy expenditure.

The kind of beliefs and practices at the time of
delivery and postnatal period that we encountered in
this population exist all over the country. The study
done by the Lok Swasthya Parampara Samvardhan Samithi
(L3P3S 199@a and 1999b) collected 1local beliefs and
practices in mother and child care from several
different regions. These customs were evaluated by a
group of Ayurvedic practitioners to determine which were
supported by Ayvurvedic teachings. Yarious practicss
existed for many aspects of pregnancy, dellivery and post
natal care of mwmother ‘and child some of which are
mentioned below. They often varied between regions  and
several wers copntradictory. Many practices ware

unsupported by Ayurveda and some ares listed below:

Poz=zibly harmful/contrary Fitz current medical
to current mediecal practice practice/Possibly
. henerficial
¥ Pressure on abdomen duaring b Breast Tas=ding oa first
contracticns. ar second day.

¥ Manual extraction of % High calorie dier
retained placenta

#* Diet of ganji for * Rest for three months.
sevaral days.
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LACTATION

Food _intake durine lactation: Though it is recognised

that good nutrifion and adequate rest are essential for
fulfilling the extra demands of lactation, the diet of
many poor women provides only 18@0-2006 Kcal/day. Yet,
they produce 4@@—6@6 ml of breast milk at a caloric
cost of 45@-5600 Kcal/day. In Mysore, a study showed thét
undernourished mother’s ability to breast feed was not
greatly impaired, and no significant deficit in physical
development of their infants was observed. HMost studies
have focused on the women’s ability to lactate and have
largely ignored the cost to her health., Although some
studies claim that loss of body weight during lactation
may be very little, the trus extent of loss of body mass
may be masked by an increase in the amount of vedy watsr
(Gopalan, 1889). As an article in the Lancat  (12&1)
points out

"Even under conditions of extrems malnutrition, a

lactating mother will continue to produce adequate

milk for the baby, if necessary consuming hey ouwn

body tissues; in some developinsg countries yomen

lose welght durinsg lactation., Sadly, those women

who are least prepared for the nutritional

strezsses of lactation are alzo those who have the

Al

fayest choices... Far more attention neesas to  be
paid to the possibility of giving supplementary

food to lactating mothers and to the adequate

P a¥al



NUTRITION:

Seyeral factors affecp_ghyoman’s growth. Bome of these,

1ike inadequate nutrition, have a cyclical inter-
generational pattern. Girls who have a poor nutritionsal
status, and marry early in adolescence, then bear many

children with 1little spacing, are at high risk.

Poverty, demands of pregnancy and nutrition, food
taboos, chronic health problems lead to maternal
depletion, making . women susceptible to maternal

morbidity and mortality (Batliwala 1887).

Maternal stature and body weight are good
iﬁdicators of maternal nutritional status. Early
marriage and child birth in the teenage yéars arz s5uill
evtremsly common, especially in rural areas. Our data as
shown =arlier, bear this ouz. Child bearing during  this

jod, even before the girlz own growth 13  Complat

re}
D
H
¥l

5 the rizsk

it
D
U

1

further exacerbat ot pre

2]

nancy ana Geiivery.,
The additional demand of nutrients for retal zrowth is
superimposed on the mothers own growth needs, An
estimated % of the births are attributed to mothers
below 19 years of age (Kegistrar Qeneral 1981). In the
ztudy area too, tesnage pregnancies are not uncommon,
being 37% of all births. The conamquences of thisz early

pregnancy, delivery and lactation on women's health are

kpnown to be deleterious.
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Even when the woman has attained adult growth
before her first pregnancy, her stunted stature, mainly
s reflection of inadequate nutrition, may st111 put her
at a disadvantage. About 24% of adult Indian women in
the reproductive period have body weights less than 38
kilogrammes, and 16% have heights 1less than 145

centimetres (NNMB 198@), and thus by definition fall

into a high risk obstetric category.

Tand  intake during pregnancy: The weight gain during

wregnancy  of poor indian mothers averages 6.5 kg as

spposed  to @ - 14 kg for well nourished Indian women.
Zame  women are reported to gain no weight at all! A
LOGr  pregnant woman = caloric intake may be 14@@=180

boal/day and protein 44 gm/day or less  (Mathal 1689), a=
contrasted +to the recommended dally allowance (RDA)
zhown below:

RDA Fnergy & Protein: Indian Women_and Girls

Hon Pregnant
sdult Women Energy (Keal) Protein (em)
Sedentary 1809 5@
Moderate A 2100 , 5@
Heavy 2450 5@
Adolescents
18 - 18 years 2050 £6

The I1CMR recommends that the dietary allowances for

pregnant women, especially those with low dietary intake
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and poor pre-pregnant nutritional status, should be an
additional 308 Kcal and 18-15 gm of protein daily over

‘the above recommendatlons (ICHMR, 1989).

Althdugh medical experts recommend increased
nutrition, énd view weight gain during pregnancy as
positive, +traditionally (in many communities in India
and Africa) this is not advocated due to the fear the
baﬁy will grow too large, and make delivery difficult
(Nichter 1989). In addition, some nutritious foods may
be forbidden. Traditional practices, based on Ayvurvedic
or other high traditiocns, may prescribe a balanczed diet
according to their tenets, but what is practis=d may be
quite different az the recommended foods may be too

eypensive, or not available.
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AHAEMIA

Maternal Anaemia: The reported prevalence of anaemia (Hb

« 11 gm/dl) in pregnancy iz 5@-T7¢% in rural areas. The

predominant cause is lron deficlency.

The prevalence of anaemia in children is estimated to be

between about 8¢ & 92% (UNICEF 1991)

This 1is mainly due t¢ TFe deficiency -~ either

because - of inadequate intake, poor absorbtion or

ipereased  lozses. Anaemia is alse commern, both because

0

iron  stores may be inadequate due to  maternal  anaemia
and short gestatvion, and the intalke of iren rich foods
may be low. It has implications for low birth weight as

w=ll as maternal morbidity and mortality and can affec

ot

s child s srowth and capacity for physical activity and

learning.

Iron expenditure may be as high as 860¢ mg during
the overall course of a single pregnancy, and the
mother’'s loss of iron during lactation 1s estimated to
be about 1mg/day. Agarwal and associates report from
Uttar Pradesh and Bihar that an average of 1/3 of
pregnant women have clinically significant anaemia (<8
mg/dl) with 29% having seriously low levels of <6 mg/dl.
Although the picture is not as grim in Kanakapura,

zignificant number of women suffer from-severe anaemia.
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Inadequate diet, especially folic acid deficienay,

is known to play a role in causzing toxemia, antepartum

haemorrhage, premature labour, post-partum haemorrhase,

and puerperal sepsis (ICHMR, 1977). It is W

O
[

1

documented that pregnancy, under nutrition and anaemia

are associated with immunosuppression and an inereased
susceptibility to infection (Ramachandran 1889). Thus,
anaemia in turn worsens the ocutcome of pregnancy, and,

not surprisingly, maternal mortality 1is five +tines

higher in anaemic women (WHO, 1998).

Disturbingly, an ICHMR study shows little diffesrence
in the percentage of anaemia between women who were

supplied with iron supplements and those who raczived

none, Poor compliance may be partially due -0 lzzal
seliefs, eg: iron pills ares heating, heliefc wnioh are
shared by  the women we intervizswed, Thiz <wyoe= T
aszsoclation vas alan notad in South Lanars
{Hichter,19489b). The iron pills 3lzo causse ciarrnos=a in
zome women. The ICHMR haszs alszo reported that -ne shird
5 the iron & folic acld tablets distributed wers 2ub-
standara. (ICHMR 1989, =0 that the women who fake thzse

would be getting lesz than the optimum amounts 3¢ th=zse

supplements,

106




‘spend  most

An  Indian  -woman from deprided . circumstances may

of : ~her réproducti&ﬁr:years Pregnant or
lactating.  :- The métébclic demantls::-af these periods,
superimposed. - on-:inadequate dmﬁtaryﬁaintake and high
physical ‘activity,. results in-fulrthier-deterioration of

maternal nutritional status. 2,

Several factors: which interbet-in-a complex pattern
have strong-eifectSfDn’women'STWDhbidity - nutrition,
pregnancy  and  socio  economichomtatus (Jesudasan and
Chatterjeees, - 1:98@) ., For instahoce, mortality and
morbidity do not increase becauze: women do not g0 Lo

school but because they are subject to lack of exposiire,

awarsn=zs  and inadequate or inappropriate health —-are

and  nutritional  practicss.  Ope way of  studying  whe

impact of theza “intarmediste variablez" (Ware 1984

H
L

teoeontrast the knowledgs and- practicas  of  educated

1

motherz  and rthose oF iYliterate-gnmen. The

N

ame anids
Zood for  ather variablas  such raszs  different ol
2eonomic  status, place and type Dfzdelivery, nutri<ion

and so an.
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DUMHMARY

A study of the health status of women and children in
eight villages .of Kanakapura taluk reveals that
considerable scope :exists for improvement. Existing
services have serious shortucomings and cannot function
as they should. Deep rooted health beliéfs exist, and
must be taken into consideration when attempting to

design health schemes and intervention.
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Woman 1 Woman 2

Rava KanJi Rava Fanjl F19

vith jaggery 1/2 achu

F642

Coifce 118 x |

U pier 1w'n

Lefedrdlr sk bedanata

HE

Woman 3 Woman 4

Nater, Raginudde Colfee
elth vpsarg and

- averekastu

Rice sith Jaggery
and gartie x2
Coffee x 2

Rice & Tava kanjt
vith Jaggery 2
Sappe bona 10 raw
Coffee 1 3

“Soppe anna’
(!par, uncooked
1 2/day)

Hﬁcdhex!.
*Sappe anan'F6 x 2
Yater 1917

Ragl mudde 1/2 1 2
Rice 6 1 2

Saarn 712 1 3
Coffee F18 1|

Stedi saary
AEDST Saacy
Rice

Regular diet

Regular diet

Coffee & bread 1 i
Belesasro & rice 12
Feg {no polatoes
foat 1iq 4-5 days)

Rice & 3izdi saaralx 2
or xeasy e
¢hicken q 2-34

fegular djets

{Osuakly Ricejeensia
saare er sizzdi saary
LE 3 w0, but she
‘eats vhat ¢ze pleases”

feg. Diet

Regular 4iet

t drised by LRK to avoid

bringal potato,pumplis,
droustick leares,chicken
ad dry fHsh
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POST NATAL PERTOD

. Colice uith jaggery

APPEMDIX
Woman § Woman 6

Rava Tanjt
with Jaggery
ro milk

Rava with Jaggerr lc
Yanit

Fanji fe 12
Colfee te 1 ¢

Rava Y172 ltr ¥
Bilk !¢ i
(couid hare :
nore wilk but .
cannot aflord) :

Rice/0il Iage
§igdt meenu

toccasionally
Chickes 1 1-2

Sappe anna  teccasionally
1l ragl & ehiciea
1l -3 w

Saaru (xenenftitl)
lee
Chicken 4 2-4 4

ieg. diet
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