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CHAPTER IV

RESULTS AND DISCUSSION

SECTION I
PHASE A

A SITUATIONAL ANALYSIS OF THE STATUS OF ANTENATAL CARE AND
NUTRITION CARE SERVICES FOR PREGNANT WOMEN IN THE
VADODARA MUNICIPAL CORPORATION

The overall objective of this phase was to conduct a situational analysis of the current
status of nutrition related antenatal care services for urban poor pregnant women
under the health program of the Vadodara Municipal Corporation with a focus on the
components of the health system: program and policy, administration and
management, and the community and family in the urban slums, earlier described in the

Introduction (Figure 1.2).

The specific objectives were:

o To study the antenatal care program of the Vadodara Municipal Corporation — it’s
overall structure, job functions and training of the functionaries, and availability of
IEC material on antenatal care services

e To assess the perceptions of the health service providers with respect to nutrition
related antenatal care services with a focus on quality of care

e To assess the perceptions 'of local medical practitioners and traditional birth
attendants (dais) regarding health problems during pregnancy, especially anemia.

e To study the nutritional status of pregnant women in selected slums by assessing
weight gain and hemoglobin levels during pregnancy.

e To assess the perceptions of the pregnant women and therr family members in
selected slums with respect to antenatal care services, especially receipt and
utilization of nutrition services (monitoring of weight gain, anemia control, and

nutrition education).
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Qualitative Methods Used in the Formative Research

As seen in Table 4.1, the qualitative methods used in the formative research included
meetings and key mformant interviews with health officials, secondary data review
which included the availability of IEC material at the Corporation's Health Department
and the 2 Health Posts, and records and registers maintained as regards the nutrition
services, semi-structured interviews, matrix ranking/scoring exercise, free listing and
seasonality diagramming exercises, focus group discussions and food frequency

method as described later.

e Meetings with Health Officials

Several meetings were held with the Corporation's Medical Officer (Health), Family
Welfare Medical Officer, and Lady Medical Officers of the selected Health Posts over
a period of one year regarding the situation of the nutrition related antenatal care

services and the priority given to them as compared to other antenatal care services.

¢ Key Informant Interviews

Principle: Key informant interviewing is an integral part of qualitative ethnographic
research. Good key informants are those people who one can talk to easily, who
understand the information one needs, and who are glad to give it (Bernard 1995).
Key mformants besides being knowledgeable regarding the information needs of the
research, may participate in the investigation by providing useful periodic feedback
during the course of the study.

Purpose and Method: Key informant interviews were conducted several times with
the Medical Officer (Health), Family Welfare Medical Officer, and Lady Medical
Officers of the selected Health Posts for seeking information on the position of the
nutrition related services in the Corporation's antenatal care program, implementation
of these services by the health functionaries, difficulties faced by them, and the priority

given to these services.
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Table 4.1 : Qualitative and Participatory Methods Used in the
Formative Research

Method Informants | Number Information Sought
Bernard (1995)

o Meetings with MO (H) Several Position of nutrition services
health officials FWMO | meetings and iglfdhg ANC program of the
* Key Ir}formant LMOs géi;vﬁzvlés Priority given to these services

Interviews over the ' Implementation of ANC
study period services
e Semi-structured ANMs 25 Pcrgpﬁ°§ regarding health
; roblems during pregnancy,
Interviews i&\%z ; gNC and nut_rit%olr’x cfrle Y
1 services provided by the VMC
PW 40 Behaviors of PW regarding
FM? 40 utilization of nuirition services,
especially anemia control
services
Nursing 1 Training imparted to ANMs
tutor with respect to antenatal care
LMPs® 4 Perceptions regarding health
TBAs* 2 problems during pregnancy;
ANC services
e Matrix ANMs 3 groups of Availability, utilization and
Ranking/Scoring 8-10 ANMs |  benefits of ANC services to
Exercise each pregnant women
e Food Frequency "PW 80 Frequency of consumption of
iron and vitemin C rich foods
e Free Listing and PW atsld' 3 groups of A 1:: Oti 10;;"1}:3053 wh(iich
: make the red any
Seasonality Lw 8-10women | ' by and finding seasonal
Diagramming each availability and consumption
of these food items
e Focus Group PW 2 groups of | * Perceptions regarding
Discussion 8-10 women pregnancy anemia
each
! Pregnant women
% Family members

? Local medical practitioner
* Traditional birth attendant

3 Lactating women
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¢ Secondary Data Review

Principle: This includes reviewing archival data or records already available with the
subjects under study : census records, household registers and clinic records
(published or unpublished). Written records give important information but they may
contain a limited amount of relevant information (Annett and Rifkin 1990),

Purpose and Methoed: The purpose of using secondary data in the present study was
to obtamn information regarding the availability of IEC material on the nutrition related
services, e.g. charts or posters on importance of consuming IFA tablets during
pregnancy, and records or registers maintained at the MCH clinics regarding the
utilization of these services, e.g. total number of women receiving IFA tablets on a

particular clinic day.

In this study, the various data sources included IEC material available in the form of
booklets, charts, posters, pamphlets, and illustrations and several records maintained at

the Health Posts, monthly reports, and daily diaries maintained by the ANM:s.

¢ Semi-structured Interviews

Principle: Semi-structured interviews are a combination of structured and
unstructured or open-ended interview questions. Semi-structured interviewing is based
on the use of an interview guide, which is a written list of questions and topics that are
to be covered in a particular order. Semi-structured interviews help to control the type
of information sought from the informants (Bernard 1995).

Purpose and Method: In this study, pre-tested question guides (Appendix 2) were
used to interview informants in single sessions to gain mformation on their
perceptions about the nutrition related antenatal care services. The informants included
the Corporation's health functionaries- ANMs, LHVs and LMOs. Pregnant women
and their family members were interviewed regarding their perceptions about the
antenatal care services and behaviors regarding their service utilization A nursing
tutor was also interviewed as regards the training imparted to the ANMs especially on

the nutrition services.
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e Matrix Ranking or Matrix Scoring Exercise
Principle: Matrix Ranking/Scoring is a participatory research method which is useful
in obtaining in-depth data from a group of imformants based on the principle of ranking
(or giving scores) wherein relatively higher scores indicate better quality of the
services in terms of pre-determined criteria. Matrix ranking/scoring exercises can be
carried out in a relatively short span of time without causing any interview fatigue.
However, it may take some time to introduce the participants to the concept of
building a matrix on a particular topic, e.g. utilization of antenatal care services by
beneficiaries.
Purpose and Method: As a part of the situational analysis, three groups of ANMs of
the Vadodara Municipal.Corporation participated in Matrix Ranking/Scoring exercises
to discuss about -

e regular availability of various ANC services

e utilization of these services by the women beneficiaries

e benefits of these services for the women beneficiaries.
Three groups with 8-10 ANMs in each group were formed. A set of 6 cards with
illustrations representing 6 ANC services was given to each group: weight monitoring,
antenatal check up, tetanus toxoid (TT) immunization, referral services, nutrition
health education (NHE) and distribution of iron folic acid (IFA) tablets.

The MR/S exercise was first explained to them followed by the actual session and
discussions. The ANMs in each group were asked to name all the ANC services and as
eac;h service was being called out, the facilitator placed the respective cards m front of
the group. In this method, the group made a matrix in which services were given
scores according to 3 criteria: availability of services, utilization of services and
benefits of services. Higher the score, better was the service by these criteria. Local
materials were used to give the scores. In this exercise, the ANMs were asked to place
chalk pieces against each service based on the following scoring pattern.

e 5 pieces: most regularly available service/most utilized/most beneficial

e 3, 4 pieces: fairly regular in availability or utilization/moderate benefit

e 1, 2 pieces: irregular service; least utilized or beneficial
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o Free Listing and Seasonality Diagramming

Principle: Free listing is a simple and powerful technique generally used to study a
cultural domain. For example, the lists of “foods beneficial for health” and “foods
harmful for health” refer to specific items in a cultural domain. These items within the
domain of ‘healthful foods’ or ‘harmful foods’ often vary between cultures (based on
Bernard 1995). The free list generated by a group of informants is often a prelude to
more complex participatory exercises such as seasonality diagramming.

Seasonality diagramming exercises are used to obtain community Tesponses regarding
availability of specific foods during particular seasons or finding out the changing
pattern of diseases according to different seasons. This method is useful to determine
resource availability by season (as defined by the specific culture). This especially helps
to design interventions for nutritional improvement, which depend on seasonal
availability of foods, seasonal cropping patterns and seasonal activity patterns.
Purpose and Method: In the present study free listing was done with two groups of
pregnant and lactating women (8 to 10 women in each group) to determine the locally
available foods which were thought to 'increase the strength of blood' and ‘make the
blood red and healthy' and were consumed during pregnancy. This was followed by the
seasonalfty diagramming exercise for collecting information regarding the seasonal

availability and consumption of these foods by pregnant women.

e Focus Group Discussion (FGD)

Principle: Focus groups are recruited to discuss a particular topic. They typically have
6 to 12 members, a moderator who facilitates the discussion, and a recorder or note-
taker. If the group is too small, it might get dominated by one or two people, and if it
gets beyond 10 or 12, it gets difficult to manage. The group moderator gets people
talking about the issue under discussion. It is good to have a homogeneous group of
participants for better results. Focus groups are less expensive to conduct than
questionnaire surveys and they yield insights on why people feel as they do about a
particular issue or behavior (Bernard 1995).

Purpose and Method: Two FGDs were conducted with groups of 8-10 pregnant

women each to gain information regarding their perceptions of common health
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problems during pregnancy, anemia and iron supplementation, their awareness of
various antenatal care services, and changes in their diet and work pattern during
pregnancy. The moderator encouraged the participants to freely express and discuss
their views and ideas on each aspect in the local language using the local terms. A
recorder recorded the sessions in the local language, which were later translated into
English.

¢ Food Frequency Method

Principle: Food frequency helps to find out the frequency of consumption of selected
food items from a list of foods for a specific time period. It may also include
approximate quantity of foods habitually consumed by the subjects. Other data such as
method of cooking, and combination of foods in meals may also be obtained through
the use of this method (Thompson and Byres 1994).

Purpose and Method: In the present study, qualitative food- frequency method was
used to obtain a frequency of consumption of locally available iron and vitamin C rich
foods by pregnant women. A pre-tested food frequency pro-forma (Appendix 2F) was
used to collect this information. The pregnant women were asked to recall their usual
consumption of several food items daily, two to three times a week, once a week,

" fortnightly, monthly and rarely.

Quantitative Methods Used in the Study

As seen in Table 4.2, the quantitative methods used in the study included
measurements of height and weight (anthropometry) and calculation of Body Mass
Index (BMI) based on these data of the pregnant women for assessing their nutritional
status. Cyanmethemoglobin method was used to assess the hemoglobin status of the
pregnant women. Data on socioeconomic status, morbidity profile, obstetric history
and delivery record were collected using pretested structured questionnaires, which

are given in Appendix 3.
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Table 4.2 : Quantitative Methods Used In The Study

Information Sought Informant Number Method
e Socioeconomic Pregnant women 153 Structured
status questionnaire
e Obsteiric history Pregnant womeu 70 Structured
questionnaire
e Nutritional status Pregnant women 153
assessment
* Height Standard method
= Weight Standard method
= BMI Standard method
=  Hemoglobin Cyanmethemoglobin
method
o Health problems Pregnant women 80 Structured
experienced questionnaire
e Delivery record and | Pregnant women 50 Structured
birth weights of the questionnaire
newborn

g1




e Anthropometric Measurements

Evidence from around the world suggests that poor nutritional status in pregnant
women is associated with adverse pregnancy outcomes such as low birth weight or
increased risk of obstructed labor. Maternal height, weight and other anthropometric
indicators can be useful for identifying pregnancies at risk. These indicators can be
measured relatively easily and seem to be a reliable and low cost way for health
workers with limited training to assess a woman's nutritional status at community level

(WHO 1995).

¢ Maternal Height

Principle: Height is the best simple anthropometric indicator of risk of obstetric
complications due to cephalopelvic disproportion and obstructed labor (Merchant and
Villar 1993, Moreman 1982). Maternal height is a good indicator of socioeconomic
status and is useful to identify women at risk as well as for targeting nutritional
interventions (Lechtig et al 1976).

Purpose and Method: Height of the subjects was measured to identify women at risk
of intrauterine growth retardation. A non-stretchable fiberglass measuring tape was
fixed vertically on a smooth wall of the pregnant women's house, perpendicular to the
ground, ensuring that the floor was smooth. The pregnant women were asked to stand
barefoot with heels t'ogether and m close contact with the wall. The head was held
comfortably erect, arms hanging loosely by the side. A thin smooth plastic ruler was
held on top of the head in the center, crushing the hair at right angle to the scale and
the height was read from the lower edge of the ruler to the nearest 0.1 cm. Each height

measurement was taken twice to ensure correctness (Gibson 1989, Jelliffe 1966).

s Weight Gain in Pregnancy

Principle: Appropriate weight gain in pregnancy is critical to maternal and infant
outcomes of pregnancy. Assessment of the velocity (or increment) of weight gain in
the second or third trimester of pregnancy is a simplified means to monitor the weight
gain in pregnancy. A minimum weight gain of 1 kg per month throughout the second
and third trimester is recommended (USAID/WHO/PAHO/MotherCare 1991).
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Purpose and Method: All the 153 pregnant women were weighed at the time of
enrolment in the study (at 20 to 24 weeks of gestation). The 50 women who were
followed up till delivery were weighed again at 32+ weeks of gestation to find out
their attained weight during this period. Weight of these women was measured using
an adult platform weighing scale. The pregnant women were asked to stand straight,
barefoot, looking straight and wearing light clothing. The weights were taken twice for
accuracy and recorded to the nearest 0.25 kg. The weighing scale was re-calibrated to
zero before each measurement and it was periodically calibrated using standard

weights (Gibson 1989, Jelliffe 1966).

e Body Mass Index (BMI)

Principle: Body Mass Index (weight (kg)/height (m’)) is commonly used for
monitoring of weight gain during pregnancy since thinner women need to gain more
weight during pregnancy than average-size or heavier women in order to significantly
lower their risk of unfavorable outcome such as low birth weight, small-for-date
infants and perinatal mortality (USAID/WHO/PAHO/MotherCare 1991).

Purpose and Method: As maternal BMI is predictive of intrauterine growth
retardation, this index was calculated for all the subjects using the formula given

above.

Blood Hemoglobin Estimation

In this study, hemoglobin estimation was done by the cyanmethemoglobin me:thod
(INACG 1985). This technique requires dilution of blood with a single reagent,
measures all forms of circulating hemoglobin (except sulfhemoglobm), produces a
relatively broad absorption band at 540 nm that can be measured in both filter and
narrow band spectrophotometers and employs standards with exceptionally long

stability.
Principle: In solution, the ferrous ions (Fe®*) of the hemoglobin are oxidized to ferric

state (Fe'*) by potassium cyanide to from methemoglobin Methemoglobin in turn
reacts with the cyanide provided by potassium cyanide to form cyanmethemoglobin.

83



The time necessary for full color development is shortened to 3 minutes if dihydrogen
phosphate 1s substituted for sodium bicarbonate in the classic Drabkin’s reagent. The
addition of nonionic reagent enhances erythrocytic lysis and minimizes turbidity

resulting from lipoprotein precipitation.

Method: The blood samples were collected from the subjects at their homes mn the
field. A finger othex than the thumb and little finger, was cleaned with an alcohol swab
and then dried with a filter paper in order to avoid hemolysis with alcohol. Using a
sterile disposable lancet, a bold prick was made at right angles to the direction of the
skin creases so as to obtain free flowing blood. The first drop of blood was wiped off
using filter paper. Then 0.02 ml (20 pl) of blood was pipetted into a graduated
hemoglobm pipette and transferred to the vial containing 5 ml of Drabkin’s reagent.
The sample was well mixed and allowed to stand for at least 10 minutes before
spectrophotometrically reading its optical density at 540 nm.

A series of standards were run using the cyanmethemoglobin reference standard
obtained from Span Diagnostics. A calibration curve was plotted us§ng the standard. A
series of 5 test tubes were labeled 1 to 5 respectively. 10 ml of the standard was
pipetted into tube 1 and 5 ml of Drabkin’s reagent was pipetted into tubes 2, 3, 4 and
5. tubes 2, 3 and 4 were serially diluted as follows:

Tube No. Dilution
1 10 ml standard
2 Sml reagént + 5 ml standard
3 5 ml reagent + 5 ml solution from tube 2
4 5 ml reagent + 5 ml solution from tube 3
5 5 ml reagent blank

The readings were recorded at a wavelength of 540 nm using a spectrophotometer
after setting the instrument to zero with the reagent blank. A factor of 38.3 was
established from the standardization and each spectrophotometer reading was
multiplied by this value to obtain the hemoglobin concentration in g/dL
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Assessment of Socioeconomic Status, Morbidity Profile, Obstetric History and
Delivery Record was carried out using pretested structured questionnaires which are
given in Appendix 3. These data also reflect the nutritional status of the subjects.
Socioeconomic status assessment included background ciata on aspects such as the
subject's age, occupation, total family income, per capita income per month, family
composition, housing and sanitation conditions. As regards morbidity, a sub-sample
comprising pregnant women in the first, second and third trimesters of pregnancy was
used to collect information using a recall period of one month. The obstetric history
pro forma consisted of questions regarding menstrual history and previous
pregnancies. The delivery record included information on date of delivery, type and
place of delivery, and weight of the newborn.
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RESULTS

In the formative research phase, a situational analysis of the current status of nutrition

related antenatal care services for pregnant women in the Vadodara Municipal

Corporation's health set up was done. The results of the situational analysis are

described under the following heads:

¢ Current implementation of the antenatal care services, especially the nutrition
related antenatal care services in the government health system (Vadodara
Municipal Corporation) in an urban set up

o Perceptions of the government health functionaries regarding health problems
during pregnancy, anemia, and antenatal care (ANC), including the nutrition
services, especially the anemia control program

e Perceptions of local medical practitioners and TBAs regarding health problems
during pregnancy, especially anemia.

e Nutritional status of pregnant women as regards anthropometric measurements
(weight and height) and hemoglobin levels

e Perceptions of pregnant women and their family members (husbands or
mothers-in-law) regarding ANC and nutrition services during pregnancy - need,

benefits, access and use of services, and their quality.

Current Implementation of Antenatal Care Services
In Vadodara, the nutrition services for pregnant women are a part of antenatal care
services (ANC) implemented under the Vadodara Municipal Corporation’s Family
Welfare Program (FWP) as stated earlier (Figure 3.1). The Family Welfare Services
are implemented through several Health Posts and Family Welfare Centers of which
two Health Posts, A and B, were taken up in this study. .

¢ Expected Job Functions of the Health Functionaries
Table 4.3 shows that several tasks were expected of the health functionaries under
MCH activities, which however were not clearly specified, for example, “do field work

in the allocated area”; “organize camps to improve MCH activities”.
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Table 43 : Job Functions of ANMs and LHVs (As Described in

Corporation’s Records)

10.

11.

Field work in the allocated field areas.

Fill, maintain and update the registers, follow-up cards as well as any other
related papers for 4 hours after field work.

Fill registers related to immunization and family planning.

Organize educational programs such as group discussions, film shows and
exhibitions related to family welfare and MCH in the field areas.

Contact voluntary organizations to seek their cooperation in the educational
programs.

Organize camps to improve MCH activities (immunization and nutrition
related)

Maintain proper stock of all family planning related material.

Make separate registers for antenatal care and postnatal care services provided
to the women.

Visit postpartum women in maternity homes in their area and to encourage
them for family planning.

Apart from the above activities, LHVs should guide and monitor activities of
other field workers.

They should also do all the work assigned by any of the officials of the
Government, the Family Welfare Bureau and of the Health Post.
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¢ Review of Training Imparted to Auxiliary Nurse Midwives (ANMs)
Some information on the nature of training received by ANMs, the grassroots level
health functionaries of the Corporation, was obtained through an interview with a

nursing tutor working at a government hospital in Vadodara.

The ANMs had to undergo training for 1'% years after secondary schooling, This
tramning included a course on nutrition in which the ANMs received infurmation
regarding vitamins and minerals, including iron. Anemia related training consisted of
imparting the following information : A
Iron deficiency anemia (IDA) as a problem of public health significance, prevalence
of IDA in India, causes and symptoms of IDA, prevention and cure of IDA, iron
tablets and their dosage, use of foods like jaggery, brinjal, bajra (pearl millet), and
green leafy vegetables, diagnosis of anemia through clinical examination and history
of symptoms, estimation of blood hemoglobin by Talqvist technique.

Scarcely any teaching aids were used during training. Clmical cases of severe anemia
were shown to the trainees. According to the tutor, anemia control was a weak
component of the training and not much importance was given to it.

After the training, the ANMs were given 17 weeks of field experience at Primary
Health Centers in rural areas. The Medical Officer (Health) and the FWMO who
oversee the Corporation’s health program stated that the Government of Gujarat
(GOG) pays litile attention to urban functionaries’ training needs; most of their

training programs concentrate on rural functionaries.

The current situation remains the same. There has not been any change in the training

curriculum of the ANMs.

s Nutrition Related Antenatal Care Services Provided at the Health Posts
The Health Posts provided 3 nutrition services to pregnant women, namely weight
monitoring of pregnant women, anemia control through iron supplementation, and

nutrition-health education and counseling.
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Monitoring of weight gain during pregnancy

Pregnant women attending the maternal and child health (MCH) clinics held at the

Health Posts once a week were weighed during the antenatal checkup. However, this

service was not provided to the women during home visits made by the ANMs and

their supervisors.

Anemia control program -

Target groups of ACP : Target groups for IFA supplementation are all pregnant
and lactating women and under-5 children in the field area. The dose per day for
women is 100 mg elemental iron plus 0.5 mg folic acid/day (one adult tablet daily)
while for under-5 children, it is 20 mg elemental iron plus 0.1 mg folic acid/day
(one pediatric tablet). After a 8 month long spell of lack of supply of iron tablets
in 1996, the supply from the Central Government had become regular. However,
as the quantities supplied were usually not adequate, pregnant women got priority

in distribution as compared to other target groups.

Distribution system : The government supply of IFA tablets comes in polythene
sachets of 25 tablets per sachet. However, as these are not autoseal sachets, once
opened, the tablets tend to get discolored over time. The sachets are distributed to
pregnant women during the MCH clinics and through home visits by the ANM:s.
‘Women are given one to two sachets at a time. The ANMs are expected to make
at least 3 home visits during the 3 trimesters of pregnancy. The LMOs added that
this however is not possible because of the large population (approximately
10,000) to be covered by each ANM Monitoring by LMOs is done only with
regard to the number of tablets given to those pregnant women who visit the MCH
clinic, for which records are maintained. The doctors admitted that no record of
the compliance with the iron tablets is maintained and no follow up is done to

ensure compliance by women.

The next page gives the columns of the ANC register related to IFA

supplementation.
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Sr.No | Name and Address Age Iron Tablets

Pregnant/Lactating Other Women
Datel No. of | Date | No.of

tablets tablets

It is clear from the register that firstly, the women beneficiaries are all grouped in one
column making it difficult to assess distribution to the more important group of

pregnant women,; secondly, data on distribution only 1s given, not on comphance.

Field based observations also confirmed that tablet distribution through home visits
was irregular and no follow up visits were made to monitor compliance; nor was any
record maintained regarding total number of tablets given to each woman or the

consumption of tablets by them.

Table 4.4 gives a list of other records and registers maintained by the ANMs and
LHVs at the two Health Posts. As evident from the list, many of the records and
registers focused mainly on family planning and immunization activities.

=  Nutrition-health education and counseling

The Corporation’s Chief Medical Officer (Health) stated that the health functionaries
of the Corporation were normally expected to impart nutrition-health education to
pregnant women (chiefly family planning advice, when to take iron tablets and ORS) at

the Health Posts as well as through home visits to their houses.

e Availability of IEC Material on Nutrition Services

It was very disheartening to note that very little IEC material was available at the
Vadodara Municipal Corporation’s health department on antenatal care services and
there was a paucity of material on the nutrition services. Scrutiny of available IEC
material and discussions with the Corporation officials indicated that the existing IEC
material covered topics such as family planning, use of contraceptive methods,
immunization and childhood diseases (especially diarrhea) and there was a total

absence of material on anemia and benefits of iron supplementation.
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Table44: List of Files, Records and Registers Maintained at the
Health Posts

The following are the files, registers and records, which were maintained by the
ANMs and LHVs at the 2 Health Posts.

MCH Register including ANC and PNC register
Referral Cases Register for the special cases referred to the Government
Hospital

1. Monthly Report File for the year

2. Time Book

3. Attendance Register

4, Daily Case Register

S. Movement Register

6. Family Planning Operation Register
7. IUD (Intrauterine Device) Register
8. Immunization Register

9. Nirodh (condom) Register

10.  Oral Pills Register

11.  Action Plan

12.

13.
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Perceptions of the Government Health Functionaries

e About health problems during pregnancy : As seen in Table 4.5, according to
the LMOs, LHVs and ANMs, the common health problem during pregnancy were
anemia, nausea and vomiting, hypertension, and edema on feet and body. In addition,
the LMOs stated that toxemia was also a problem of concern during pregnancy. The
LHVs and ANMs added giddiness and frequent urination as common health problems
encountered by pregnant women. The major reasons given by all the functionaries for
these problems comprised : anemia, inadequate food intake due to cultural beliefs and
improper food habits such as avoidance of certain food items considered ‘hot’ or
‘cold’, poverty and repeated pregnancies. The ANMSs felt that heavy household
workload also contributed to the occurrence of these health problems. The treatment
prescribed by them for the above mentioned problems included: drugs to stop
vomiting, oral iron supplementation and dietary advice for anemia, and reduction in
salt intake and rest for hypertension and edema. The ANM:s also mentioned consulting

a doctor for these problems.

e About anemia : The estimated prevalence of anemia among pregnant women in
their respective working areas, as perceived by the LMOs, ranged from 40-70% with
10% of the women estimated to be suffering from severe anemia. The LHVs believed
it to be as low as 15% or as high as 50% whereas the ANMs estimated anemia
prevalence during pregnancy to be in the range of 50 to 70%. According to the health
functionaries, detection of anemia during pregnancy was done by them through
observing for clinical signs such as presence of pallor on face, palms, nails, tongue and
conjunctiva and symptoms such as weakness, tiredness, giddiness, and breathlessness
as well as a decrease in the hemoglobin level. Two of the LMOs stated blood testing
for diagnosing anemia. Subsequent direct observations in the field however revealed

that the ANMs and LHVs rarely examined women for clinical evidence of anemia.
The common causes of anemia mentioned were worm infestation, repeated

pregnancies, improper diet, and malaria. The doctors believed that adverse

consequences of anemia during pregnancy were weakness, reduced appetite,
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Table 4.5 : Perceptions of Health Service Providers Regarding Health

Problems During Pregnancy

LMOs LHVs ANMs
Responses (n=7) (n=7) (n=25)
Number of respondents
o Common health problems during pregnancy
®  Anemia 7 2 14
*  Nausea and vomiting 5 6 25
* Hypertension 6 4 9
®  Edema on feet and body 4 2 13
" Toxemia 4 NR NR
o Reasons for these problems during pregnancy
*  Anemia 2 1 12
®  Poor nutrition and inadequate food intake 5 1 9
%  Wrong food habits 3 NR NR
* Poverty 3 NR NR
® Repeated pregnancies 3 NR 3
¢ Treatment for common health problems
during pregnancy
®  Anemia
IFA tablets 5 NR 1
Proper diet 2 1 2
®  Nausea and vomiting
Short, frequent meals . 1 NR 1
Medicines to stop vomiting 1 1 7
®* Hypertension
Reduce salt intake 3 NR 1
Increase rest 2 1 NR
Anti hypertensive medicines 1 NR NR
¥ Edema on feet
Reduce salt intake 1 NR 5
Take rest 1 NR 3
®  Toxemia
Complete bed rest and salt restriction 2 NR NR
o Causes of anemia during pregnancy
®»  Worm infestation 5 NR 1
»  Repeated pregnancies 5 2 5
® Ipadequate food intake 4 3 10
= Repeated attacks of malaria 3 NR 1
*  Iiregular consamption of IFA tablets NR 3 NR
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LMOs LHVs ANMs
Responses (n=7) n=7) (n=25)
Number of respondents
e Treatment of anemia

®  Regular consnmption of IFA tablets NR 3 NR

% JFA tablets 7 7 25

®  Increased intake of iron rich foods such as 7 5 15
green leafy vegetables and jaggery, and
aavice from health workers on adequate
nutrition

o Counseling given to anemic pregnant women

*  Take IFA tablets 7 4 18

¥ Increase consumption of green leafy 7 6 21
vegetables, pulses and legumes, and milk
and milk products in your diet

. Take treatment ff?r malaria - 5 NR NR
Take food 3 - 4 times a day in small 1 NR NR
quantities (take small, frequent meals)

®*  Go to health center for regular checkup 1 2 2
S:’tn }t';:sm hemoglobin levels tested every 3 ] NR NR

NR = No Response
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decreased rate of weight gain, post-partum hemorrhage and shock. The adverse
pregnancy outcomes included intrauterine growth retardation (IUGR), premature
delivery, and low birth weight babies. The LHVs and ANMs stated in general terms
that there was a possibility of an anemic woman giving birth to a baby with some type
of physical defect or handicap.

With regard to prevention and treatment of anemia, the LMOs, LHVs and ANMs said
that they counseled women to take IFA tablets, and increase the intake of iron rich
foods such as green leafy vegetables, seasonal fruits, pulses, legumes, jaggery, and
milk and milk products. The LMOs also advised treatment for malaria (as common in
their region), small frequent meals, regular antenatal check-up and testing of
hemoglobin level in each trimester of pregnancy. The general problems encountered
during counseling, according to them, was that though the women agreed to take iron
tablets they did not put the advice into practice.

In this study, the health service providers listed down a variety of common health
problems during pregnancy, including anemia. They were well aware about anemia.
However, all the ANMs could not specify the causes of anemia during pregnancy. All
the HSPs said that IFA tablet consumption was the best way of treating anemia. Some
of them also reported that increasing the intake of ron rich foods in the diet was also
beneficial, and said that they gave this advice to the pregnant women. Similar
observations were also made in a study carried out in rural Karnataka (Stephen et al

1998).

The iron tablets were distributed by the ANMs and LHVs to the women at the Health
Posts during the MCH clinics and through home visits to the women’s houses. They
coordinated with the ICDS (Integrated Child Development Services) Anganwadi
workers and field level functionaries of an NGO (non-governmental organization) for
improving the coverage. The record of the number of tablets distributed was kept in
ANC and MCH registers, but not the record of the actual number of tablets consumed

by the women.

95



The main reasons behind non-consumption of iron tablets as perceived by the health
care providers were lack of awareness regarding the benefits of tablet consumption,
side effects such as vomiting, abdominal pain and constipation, as well as the belief
that the tablets were ‘hot’. They mentioned that the beneficiaries gave excuses such as
forgetfulness and dislike of consuming tablets due to their unpleasant after-taste
besides side effects such as vomiting, constipation and diarrhea. According to many
LHVs and ANMs, the family members especially mothers-in-law and husbands played
an influential role in allowing the women to consume the tablets. Also, one of the
LMO mentioned that the women do not consume the tablets because of they lack
awareness of their mnportance, and refusal by the elders in the family (“Baheno goli
khati nathi karan ke temne jankari nathi hoti ane gharna mota na paade chhe”)
Therefore they suggested that the family members of the women should be taken into

confidence to gain their cooperation.

In a study by Khanna and Kanani (1994), the reasons for non-compliance with IFA
supplements also included lack of awareness and side effects. In the same study,
suggestions given by the HSPs at various hierarchial levels for improving the anemia
control program included educating community about the program, frequent home
vistts, timely and adequate supplies, increase in the number of personnel, better

training of functionaries, and prioritizing the anemia control program.

The objective of the government iron supplementation program, as percetved by the
LMOs was to reduce anemia and promote “healthy mother and healthy baby”. As
regards distribution of the iron tablets, besides the center based distribution, the
women also received tablets from ICDS (Integrated Child Development Services)
Anganwadi centers as well as from the centers run by an NGO, according to the

doctors.

The LHVs and ANMSs believed that the objectives of the government’s Anemia
Control Program were to reduce maternal mortality and infant mortality, to reduce the

incidence of anerma during pregnancy and, to provide iron tablets to poor people.
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Suggestions to improve the anemia control program : With regard to the delivery
system of iron tablets, the LMOs suggested that first of all the supply of tablets from
the government should be made regular. They felt that distribution through home
visits and at the center during regular ANC clinics would improve the coverage. The
improvements suggested by the doctors to make the ACP more effective were : give
protein and calcium rich food supplements to pregnant women such as protein biscuits,
groundnuts, roasted bengal gram and milk powder; encourage pregnant women to
visit antenatal clinics regularly; give family planning advice to avoid unwanted
pregnancies; conduct medical camps in slum communities; and conduct group

meetings to impart health education.

The improvements suggested by the LHVs and ANMs were : reduction of population
allotted to each ANM to improve work efficiency; regular supply of iron tablets; and
arrangement of medical camps in communities for diagnosis and treatment of anemia.
Yet the functionaries themselves did not effectively implement any of these

suggestions, as is elaborated in the subsequent section.

e  Perceptions of ANMs on importance of antenatal care services through
Matrix Ranking or Matrix Scoring Exercise

As explained earlier in this section, Matrix ranking/scoring exercises were carried out

with 3 ANMs working in the Vaododara Municipal Corporation to assess regular

availability, utilization and benefits of various antenatal care services to pregnant

women. The results of these exercises are summarized in Table 4.6.

= Regular availability of the various ANC services to pregnant women

All 3 groups gave highest scores (5) to TT immunization, distribution of IFA tablets
and NHE placing them at the top position as they were the most regularly available
services to the pregnant women. According to the ANMs, all pregnant women came
for TT immunization due to wide television coverage and media publicity. ANMs on
their part too were regular in providing this service as it was a priority program in the

Corporation.
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Table 4.6 : Matrix Ranking/Scoring Exercise with 3 groups of Vadoedara
Auxiliary Nurse Midwives (ANMs)

Scores Given to Various Antenatal Care Services
Criteria
Services Regularly Beneficial to Frequently
available to - women utilized by
women women
Registration 53,5 5,5,3 2,3, 4
Weight monitoring 3,3,4 4,55 3,2,5
TT Immunization 5,5,5 55,5 55,5
Iron folic acid 55,5 5,4,5 5,2, 4
tablets
Health check up 3,4,2 5.5,5 4,32
Referral services 2,1,4 45,5 3,1,3
Nutrition Health
Education (NHE) 5,5,5 5,55 3,1,2
Key : Score
5 - Most regularly available/beneficial/utilized
4,3 - Fairly regularly available/beneficial/utilized
2,1 - Irregularly available/beneficial/utilized
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Matrix Ranking/Scoring Exercise

The MR/S exercise in progress

Matrix obtained through the exercise
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IFA tablets were regularly distributed to the women through the centers and during
home visits and there was enough stock of tablets with the ANMs to ensure regular

distribution.

Regarding NHE, the ANMs said that it was an ongoing service imparted to the women
during home visits, and at the centers or during MCH chinics. They educated women

either individually {one to one) or in group based sessions.

Antenatal registration was given a score of 5 by 2 groups. All the 3 groups of
participants said that though they understood the importance of early registration, they
- were unable to have 100% coverage due to large population to be covered by each
‘worker. As one of the ANMs said, “Vasti vadhare hovane karane aame badhe kevi
rite pohonchiye?” (Due to the large population we have to cover, how can we reach
everywhere?). Also, according to them, some women did not inform about their
pregnancies early enough either because they felt shy or due to cultural beliefs such as,
someone might cast an ‘evil eye’ on the unborn child. However, those who gave a
score of 5 said that they themselves went house to house to register pregnant women
thereby ensuring its regularity. The group which said that it was not that regular was
because they were given the responsibility of all other vertical health programs as well,
such as school health program, malaria, leprosy, polio and AH)S-program, and
programs related to epidemics and floods (emergency services). They admitted that
they also had to give priority to women who agreed to family planning operations due
to the specific targets, which they had to achieve for the family planning activities. In
the health workers own words, “Atyar sudhi TL target ne hisabe, area maa sagarbha
baheno male to pan ae TL karvana hoy toj vadhare dhyan aapiye” (Till now, because
of TL targets, even if we meet pregnant women in the area we concentrate only on

those who want to undergo (family planning) operation afterwards).
Availability of weight monitoring was considered to be ‘fairly regular’ and not very

regular mainly because they felt that the women were not aware of the importance of

this service. Regarding health checkups, the ANMs said that the LMOs were not
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practitioners as they did not trust the government health centers or clinics.

Referral service was considered as the most irregular service. It received the lowest
scores as the ANMs felt that all women did not require this service - only mothers at
high risk require it and many of them took outside help. Bes.ides, the centers did not

have the infrastructure or facilities to treat such cases.

To sum up, the ANMs rated the various services in the following manner as regards

availability :

Most regular 5 TT, IFA, NHE,
antenatal registration

Fairly regular 3-4 Health check up
Weight monitoring

Irregular 1-2 Referral services

» Utilization of various ANC services by the beneficiaries
Of all the services, TT immunization received the highest score in all the groups again
because of high level of community awareness, and realization of benefit of the

service. The ANMs said that all the women came for TT vaccination on their own.

IFA, weight monitoring, health check up and registration were considered ‘fairly
utilized’ services, while referral services and NHE rated between poorly and fairly

utilized services.

With regard to IFA distribution, varied scores of 2, 5 and 4 were obtained. The group
which gave it the highest score did so as they specified that they distributed the tablets
through home visits. However, with regard to consumption of the tablets, none of the

groups was sure that the women consumed them regularly. According to them, many
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women threw away the tablets or forgot to consume them and in some instances the
consumption was stopped due to side effects. Many of the ANMs perceived that as
the tablets were distributed free of cost, the women thought them to be worthless and

bought more expensive tonics from pharmacies instead.

Antenatal health checkup was only a fairly utilized service accordingi to 2 groups of
ANMs. The reasons perceived were long distances from home to the clinic, and
parity. The ANMs felt that more than half of the pregnant women would avail of this
service regularly if their residence was closer to the health post. One group gave 2
separate scores of 3 and 4 respectively. Score 3 represented primiparous women who
preferred to go to private doctors rather than visiting the health post. The score of 4
represented women expecting their second or third chld who visited the health post
more frequently for availing antenatal care. Some of the ANMs and LHVs also
mentioned that “Baheno check-up mate aave, pan doctor hotaj nathi etele pachha
Jayei” (Women come for checkup but since doctor is not available they have to go
back) and “Center par doctor na hoy to ame vajan kariye ane goli aapiye pan tapas
na thaye” (When doctor is not present at the center, we take weight and give medicine

but checkup cannot be done).

The service of weight monitoring was “fairly utilized” by pregnant women due to lack
of awareness in the women about the importance of weight monitoring that and the

fact that this service was not provided through home visits.

Antenatal registration was also given an average score as most of the ANMs and
LHVs agreed that the pregnant women come only in the 6th or 7th month of
pregnancy for TT immunization so they get registered at that time ( “Sagarbha baheno

6-7 mahinej rasi mukava aave, tyare temnu registration thay”).

Referral services were scored between 1 and 3. Regarding referral services, the

ANMs said that home deliveries were still common in the slums. There was a problem
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of conveyance and the ANMs were unable to cover all pregnant women due to the

large area given to them.

Similarly, NHE also received a low score as according to the ANMs, most women did
not have time to attend NHE sessions or were reluctant to come and spend time. As

one ANM put it, “Out of 5 women, 2 will listen and 3 will not”.

The service utilization by pregnant women according to the ANMs’ view 1is

summarized below.

Well utilized 5 4 T

Fairly utilized 3-4 IFA, Check-up
Antenatal registration, Weight monitoring

Poorly utilized 1-2 Referral services and NHE

= Services beneficial to pregnant women

The initial response in all the groups, was that all the services were beneficial to the
pregnant women. However, slight variations were obtained on further probing.

TT immunization, antenatal checkup and NHE were given the score of 5 by all the 3
groups. TT immunization was perceived as the most beneficial service as many women
living in slums whose babies were delivered at their homes by untrained traditional
birth attendants (TBAs) were protected against tetanus. Regular health checkup was
considered very useful for monitoring the health of mother throughout pregnancy and
for a better pregnancy outcome. NHE was considered to be very useful for the
mothers as it made them aware about the various ANC services available to them as

well as their importance for keeping healthy.
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IFA distribution service was given a score of 5 by all the groups. This service was
considered beneficial as it helped reduce anemia, increase appetite and prevent
symptoms such as giddiness. Some ANMs in a group gave it a score of 4 reasoning
that even though the pregnant women did not take IFA tablets, they could still get iron
from food. However, others felt that as the women had very poor socioeconomic
background, they could not afford to get iron rich foods throughout the year hence it
was considered necessary that they took the tablets. Thus, this group agreed to give 2
scores of 5 and 4 respectively to IFA tablet distribution.

Weight monitoring and referral services received a score of 5 by 2 groups and a score
of 4 by the remaming group. The ANMs felt that through weight monitoring, they
could come to know about the development of the fetus as well as about the presence
of risk factors if any, as too less or too much weight gain would indicate abnormality,
which could be corrected if detected in time. The group that gave a lower score
reasoned that 90% pregnancies progressed well without any complications and even
though one did not regularly monitor weight it would not cause any trouble. They felt
that it would not be feasible to carry heavy weighing scales from house to house
during their field visits.

Referral services received similar scores of 5, 5 and 4 by the 3 groups. The 2 groups
that gave a score of 5 said that the main aim of referral services was firstly to reduce
the number of home deliveries as it put both the mother and her child at risk and

secondly to decrease maternal and neonatal mortality.

Two groups gave antenatal registration a score of 5 stating that through registration,
they could identify the antenatal cases based on which they could provide them with
other services. The only exception wherein one group gave it a score of 3 stating that
the pregnant women did not consider it to be important and several women believed
that the ANMs were registering their names for family planning instead of antenatal

care.
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Some interesting insights emerged from the MR exercise. Firstly, as expected, most
ANMSs and LHVs in all 3 groups, gave high scores as regards ‘regular availability’ to 5
of the 7 ANC services saying that they ensured that these were offered regularly to the
women, But the responses of the minority were more revealing as regards poor
coverage of services. According to them, vertical programs interrupted their work or
led to irregular availability of doctors at the Health Posts. Subsequent observations by
the investigator showed that inefficient use of time, poor work organization and
mnadequate supervision also led to poor service delivery including that of nutrition

services. An available service was not necessarily qualitatively well implemented.

Secondly, all services were considered beneficial to women but their utilization varied,
according to the health workers. Except for TT immunization, all other services were
utilized to a ‘fair-to-poor’ degree by women either because of poor awareness, cultural
beliefs or preference for private health practitioners. Subsequent observations showed
that poor quality of care and infrequent community contacts by health functionaries

were important reasons why women did not utilize the government services.
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DISCUSSION - A FOCUS ON MANAGEMENT OF SERVICES AND
QUALITY OF CARE

The situational analysis revealed a sad neglect of the nutrition related antenatal care
services in the urban health system, in particular: a low priority accorded to the
antenatal care services, lack of clarity regarding the job functions of the health service
providers, absence of adequate supervision and monitormg, unplanned distribution of
IFA supplements, infrequent home visits by the health workers, and absence of IEC
material related to nutrition care services. These problems were mainly related to the

management of the nutrition related ANC services.

According to ACC/SCN (1991), factors underlying meffectiveness of nutrition
programs are both technical and managerial in nature. The most frequently reported
constraints in the management of nutrition programs include inappropriate design,
absence of targeting, weak training and supervision, unskilled management and

inadequate financing.

In a review paper, Mavalankar (1999) has listed down several management constraints
which adversely affect the operationalization of RCH interventions in the PHC system
in India. These constraints were broadly related to human resource management,
access and quality of services, monitoring and supervision, infrastructure, demand for
services and their overall management. Many of these were also observed in the

present study.

o Inadequate ‘training of health functionaries

Lack of in-service training has been a major constraint for health workers to do their
job effectively. In-service training was conducted for PHC health workers only when
any new program was introduced such as immunization or ORS. In the present study,
similar observations were made. For example, when the Modified Leprosy Elimination
Campaign was introduced, the health workers were given a 3-day crash course in
identifying and treating leprosy affected individuals. As regards implementation of

nutrition related ANC services such as anemia control, the training of the ANMs was
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only a part of their basic training, which was mainly theoretical and classroom based.
The training was also not linked with the actual performance of the health workers.

o Lack of clarity regarding job functions

Mavalankar’s observations show that training did not clarify the expected job
functions of the health workers (Mavalankar 1999). In the present study too, it was
noted that the job functions of the workers as listed in the Corporation’s records were
very unclear. For example, “do field work in the allocated areas”. There was no
mention of the exact nature of the work expected from the health service providers. In
addition to this, there was a conflict between several tasks to be carried out within the
same time frame. In this study, the workers"everyday job functions were not properly
planned so as to avoid a clash between two tasks to be completed simultaneously. This
1s all the more essential in view of the fact that management of ANC services within a
health system becomes quite difficult as the health workers have to simultaneously
implement several tasks related to provision of various health care services. It was
observed that certain services were prioritized at the cost of other services which are
equally important. For example, nutrition services were usually neglected as compared
to family planning and immunization services. Hence, clarity and prioritization
(achieving a balance) among the various services is critical for quality of care. To
avoid this problem, a strong in-built component of monitoring and supervision is

essential.

¢ Weak monitoring and supervision

Mavalankar (1999) also talks of another important management related weakness in
the government health system, which is weak monitoring and supervision. In the
present situational analysis, in the VMC’s health system, the role of supervisors
(LHVs) was not well defined. Supervisory visits to the field areas by the Medical
Officer were very few and far between. They merely checked the records filled in by
the ANMs and LHVs, which was again a cursory task, and did not include supportive
supervision. Further, the supervisors had the same workload (1.e. population coverage)

as their subordinates, which left little time for efficient supervision.
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ACC/SCN (1991) recommends that supervision should be a part of daily activities
mvolved in the operation of the program/services, especially if tied to monttoring
activities. The VMC’s health system did not have adequate capacity to collect, analyze
and use the information regarding the nutrition care services for effective monitoring.
As regards monitoring of performance by the higher health officials of the VMC, in
this case the FWMO, she met all the health staff of the nine Health Posts once a
month, and asked them how much of the set targets they had achieved.

e Poor record keeping and MIS

The key factors for success in a management information system are simplicity and
flexibility. Simplicity is necessary so that the data gathered will be as error-free as
possible and so that the information gathered from the system is understandable to
users and reliable for decision making (ACC/SCN 1991).

As mentioned earlier, the VMC’s health functionaries maintained over 13
fecords/registers covering their performance related to various health services.
Information on the 3 nutrition services was recorded in the MCH register. However,
weight monitoring of pregnant women was carried out only at the weekly MCH clinics
and not during home visits/field work. Records regarding nutrition counseling were
practically non-existent. As regards IFA supplementation, a record of the number of
tablets given to pregnant women was maintained. But monitoring of actual
consumption of the supplement by the women was not done and hence not recorded.
All the records were maintained manually and compiled every month i the form of a
report for assessing the overall performance of the Health Posts. No feedback was
given by the functionaries to the women regarding their nutritional status on the basis
of the monitoring data thus missing out on an excellent opportunity to educate and

motivate women as regards antenatal care.
‘While exploring the MCH record maintenance at PHC level, Kumar et al (1992) found

glaring deficiencies in their maintenance, for example, missing entries and duplicate

entries. This was also observed in the present study. The authors suggest that such
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_ problems could be avoided by modifying the information system, making records
simple, action oriented with a built-in system of evaluation, and involving community

in its maintenance and utilization.

e Absence of IEC material on nutrition services

Use of IEC material has been proven to improve the performance of services.
Especially in case of low literacy levels of the clients, IEC materials with culturally
appropriate illustrations can effectively put forward the message. For example, an
llustrated flip chart on anemia prevention and control would definitely improve the
understanding of the target group in a better way than a lecture on the same topic. In
this study, it was found that the Corporation did not have any IEC material on the 3

nutrition services.

Not only in case of the ANC services but even in other national programs lke the
ICDS, nutrition care services are poorly implemented. This has been revealed in a
national evaluation of ICDS by the National Institute of Public Cooperation and Child
Development, New De;ixi (NIPCCD 1997) as well as in other studies. The NIPCCD
evaluation was carried out during 1990-92in 100 ICDS blocks in 25 states and one
union territory, covering 698 AWWs, 328 supervisors, 91 CDPOs and 11311
community representatives. The major drawbacks in the program noted were:
inadequate job training and refresher training of the functionaries, poor monitoring and
supervision, too much administrative work for the supervisory cadre, lack of
community participation, low beneficiary coverage (IFA supplements: 60% for
pregnant women), poor community contact and home visits by the AWWs, and few
and far between NHE sessions poorly attended by the beneficiaries.

A social assessment of the ICDS services in 10 Anganwadis representing 5 ICDS
- blocks in Gujarat by Kanani and Zararia (1996) has clearly revealed that poor
infrastructure adversely affected the quality of implementation of ICDS services.
Poorly implemented NHE sessions and erratic supply of iron and vitamin A

supplements also contribute to the poor quality of this program.
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The cumulative outcome of the above program management related problems is likely

to have an adverse impact on the quality of services provided.

QUALITY OF IMPLEMENTATION OF NUTRITION CARE‘SERVICES

Quality is a key element in the provision of health care and a factor closely related to
its effectiveness, compliance and continuity of care. The concern for quality of health
care applies just as much at the program manager’s level as it does at the level of the
grassroots health worker. This ensures the best standard of health for people in the
community where the health worker works. The quality of implementation of the
antenatal care services provided by the Vadodara Municipal Corporation’s health
department were assessed through interviews and visits to the 2 Health Posts as

described earlier.

The elements of quality of care used in the discussion have been adapted from the .
WHO’s framework for quality of maternal care in safe motherhood programs (WHO
1995a). These elements have been described earlier in the Review of Literature
(Chapter II). In the context of antenatal care, quality of impelmentation as observed in
this study has been described here from the perspective of the Health Service

Providers.

Quality of Care Elements Related to the Antenatal Care Program of the
Vadodara Municipal Corporation

THE HEALTH SERVICE PROVIDER OR THE PROGRAM PERSPECTIVE

Accessibility and availability of services and their appropriateness

This means that the pregnant women should receive the full range of services, which
are provided close to where they live. They should be aware of the fact that the
antenatal care services are available to them at a particular place, e.g., a health center
or a health post. The services should be appropriately provided according to the need

of the clients.
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In this study, the accessibility of services was variable especially with respect to
nutrition services. For example, IFA tablets were distributed to the pregnant women at
the MCH chnics held once a week at the Health Posts. However, the tablets were
given to only those women who attended these clinics. Availability was also
constrained as the MCH clinics were held only once a week in morning hours when
many women had their household chores to be carried out. These clinics were
combined with child immunization, which‘éhiﬁed the focus from mother to the child.
However, distance was not a constrgint as the Health Posts were situated within a

distance of 3 km from the neighboring slums.

As regards awareness, conversations with the clients visiting the 2 Health Posts A and
B, revealed that the women were aware about the weekly MCH clinics only as ones

which provided the facility of child immunization and not antenatal care.

With regard to appropriateness, the physical facilities available at the Health Posts
with their little space and layout were not conducive for nutrition counseling and
counseling regarding IFA consumption. The attention of the workers was mainly on

child immunization.

Essential supplies and equipment

No health program can function well towards achieving its goal without essential
supplies of medicines and vaccines, and equipments such as weighing scales and
syringes used for vaccinations. Adequate supplies should be available in adequate
quantity as well as quality with a provision of replacing the ones that have been used.
The equipment, though available, should be maintained in good working order.

As regards the 3 nutrition related antenatal care services of monitoring of weight gain
during pregnancy, iron supplementation for controlling nutritional anemia and nutrition
counseling, the picture related to essential supplies and equipment was not very
encouraging. Each of the 2 Health Posts had only one weighing scale, which was used
for weighing not more than 10 pregnant women per week. The weighing scale was

2111



never taken to the field areas where the health workers came in contact with a large
number of pregnant women. The IFA acid tablets were available during the study
period. However, they were not available for 8 months during the previous year. With
respect to nutrition counseling, there was no TEC material available to aid the health
workers while counseling the pregnant women regarding the mmportance of dietary

modification during pregnancy. .

Support to health care providers
Health care providers cannot function without the back up and economic support from
the authorities. They also need the support of the community where they work.

In the present study, the health care providers were given certain work targets by the
higher authorities to be completed every month with regard to services such as family
planning and immunization. Therefore, the workers spent more time on meeting these
targets. Antenatal care received much less attention and it was provided only once a
week, for 2 hours through MCH clinics. These clinics were poorly attended by
pregnant women. Thus the system did not actually support the health service providers
to appropriately divide their time between all the services. Focus was only on certain

services, at the expense of others; especially nutrition care services.

Comprehensiveness of care and linkages to other reproductive health services

Antenatal care is a unique opportunity to provide women with comprehensive
reproductive health care. Yet ANC received scant attention and was not
comprehensively delivered. Further, it was not as well monitored as other services like
family planning and immunization. Rather than synergizing and strengthening other
reproductive health services, nutrition linked ANC services were neglected. The RCH
program of the Government of India (1997) recognizes the importance of maternal
and child health as well as the significant role of good nutrition for the success of the

MCH services as a part of the largér RCH program.
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Technical competence of health service providers
Technical competence depends on regular training and retraining of health service

providers regarding clinical treatment.

In the present study, all the health service providers had received training only before
. they joined the health system as health workers and supervisors. No retraining was
given to them regarding antenatal care services. The only training which they received
from time to time was related to any new vertical program/campaign which was to be
implemented, e.g., pulse polio, leprosy elimination campaign. However, all these
training programs were brief and superficial, and were administered in a hurry just
before the beginning of the new campaign in such a manner that the workers did their

job with several doubts in their minds which were hardly cleared by their supervisors.

As training was found to be weak in the system, during the course of this study, the
workers were given intensive training regarding antenatal care services. They were
also trained to build capacity and develop skills for providing antenatal care in an
appropriate manner. Attempts were also made to clarify their job function and
distribute their time for separate tasks. Yet the workers were not given adequate
opportunities to improve their competencies at the field level as regards nutrition care

despite the traming offered in this study.

Continuity of care and follow up
Antenatal care should be a part of a continuum of maternal health care comprising pre-
pregnancy, antenatal as well as post-natal services with appropriate follow up home

visits by the health service providers.

As regards follow up, the health workers participating in this study did make some
home visits to the pregnant women’s houses to distribute iron-folic acid supplements
and to give advice regarding diet during pregnancy. However, these visits were not
regularly made. Home visits in the field areas had the main purpose of achieving their
family planning targets.
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Quality of provider-client contact

Low quality of provider-client interaction is a major barrier to utilization of ANC
services by the clients. FCI and SMIAG (1998) have reported unsympathetic care
providers as one of the major barriers to utilization of antenatal care in developing
countries like Tanzania. In the present study, the service providers and clients came in
contact with each other in two situations — pregnant women attending the weekly
MCH clinics, or through home visits made by the heaith workers. For those pregnant
women who came for ANC checkup at the Health Posts, the contact with the service
providers was very brief as revealed through direct observations. These women did not
receive adequate nutrition counseling and no IEC material was available and hence not
used for counseling women. Also, home visits made by the health workers were

irregular.
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e Perceptions of Local Medical Practitioners (LMPs)
Two local indigenous health practitioners were interviewed in the study area: an
Ayurvedic practitioner and a practicing Homeopath. According to both of them, the
pregnant women came to their clinics only if they had some medical problem during
pregnancy and not for a regular antenatal checkup. The pregnant women were
reported to complain frequently of vomiting, giddiness, stomachache and backache.
According to the two LMPs, 45% to 60% of pregnant women in the slum areas were

anemic.

Anemia was usually assessed by them by obéerving clinical signs such as general
pallor, pale face, nails, and symptoms such as giddiness and loss of appetite.
Occasionally, some women got their hemoglobin testing done at a nearby health center

run by an NGO.

The LMPs prescribed iron syrups (e. g. Heam Up) to the pregnant women as the
women preferred taking medicine in a liquid form rather than tablets. The LMPs were
unable to do any kind of follow up as regard compliance as the women visited them
very irregularly and took medicines only for symptomatic relief. On rare occasions, a
few women a few women reported some benefits of consuming iron-containing
medicines. In their words- “saaru lage” (feel good) and “vadhare kavay chhe” (can

eat more food).

Two other medical practitioners-gynecologists - who were very popular in the study
areas, and many women reported about visiting them were also interviewed. These
doctors had their own hospitals at a distance of about 3-5 kilometers from the Health
Posts and consulted about 10-20 pregnant women at their private clinics, especially

belonging to the low socioeconomic group.

The common health problems mentioned by the two doctors among pregnant women
were white discharge, anemia and early pre-eclampsia. They diagnosed anemia through

clinical signs such as paleness of conjunctiva, tongue, nails and general pallor.

11§



The doctors said that the pregnant women indicated anemia through symptoms such as
“bhookh nathi lagti” (loss of appetite), “haanf chadhe” (breathlessness) and “khoon
ka pani ho jata hai” (blood turns into water). They perceived the main causes of
anemia as lack of nutritious diet, ignorance, worm infestation and irregularity in
continuing iron supplements (due to side effects or forgetfulness). According to them,
due to poor awareness regarding anemia, the pregnant women often came late for
treatment. The slum dwelling women believed that they had “jaundice” when actually
they bad pallor due to anemia. These women took treatment for jaundice from
religious ‘gurus’. When the paleness still persisted, they visited the doctor by which

time they were in an advanced state of pregnancy- 8 or 9 months.

As regards treatment of anemia, the doctors prescribed commercial iron supplements
such as Levogen and Haem Up. The recommended consumption was one tablet every
day or 2 teaspoonfuls twice a day in case of syrup, since a majority of the women had
mild to moderate anemia. The compliance was good except for a few cases. Dietary
modification was also advised such as increased food intake, increased consumption of

green leafy vegetables, jaggery, legumes and fruits.

Some suggestions given by the doctors:

¢  The local medical practitioners should spread awareness regarding anemia and the
importance of dietary modification during pregnancy and should not misguide the
women by giving them B complex injections or intravenous glucose
administration for giving temporary relief from weakness.

e  Awareness programs should not focus only on anemia and diet but should also

include ways of maintaining good personal hygiene and environmental sanitation.

In a study on perceptions of women regarding women’s health disorders in Baroda
slums by Kanani et al (1994), local health practitioners were also interviewed to
assess the treatment seeking behavior of women. It was found that the women
delayed treatment seeking till the condition was not considered serious enough to
warrant outside care. Also women tended to visit the health practitioners who were

well-liked among their friends.
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¢ Perceptions of Traditional Birth Attendants (TBAs or dais)

Two TBAs (dai) popularly consulted by pregnant women in slums were interviewed.
One of the dais worked as a helper in a health center run by an NGO. She had
received informal education and training regarding various aspects of health care
during pregnancy and childbirth. The other dai had long experience of conducting
deliveries and had not received any kind of training.

Both the dais mentioned that the common health problems which they came across
among pregnant women in the slum areas were stomachache, vomiting, weakness and
“lohi ni kharabi” (bad blood). According to them, these health problems were caused

by excessive work load, inadequate rest and poor food intake.

The dais were aware that the problem of anemia was prevalent among the pregnant
women and termed it as “khoon ki kami” (lack of blood), “kamjori” (weakness), and
“ochhu lohi” (less blood). They stated consequences of anemia in terms such as “Johi
nu pani thay chhe” (blood turns into water) and “sharir phikku padi jaay” (body
becomes pale). They advised the pregnant women to consult a medical doctor for
treatment of anemia and other health problems. One of the dais mentioned that she
asked them to increase the consumption of green leafy vegetables and citrus fruits like

lemon, amla and sweet lime for preventing anemia.

In a study carried out in Malaku Province of Indonesia (Robinson 1998), TBAs were
successfully used as conduit for IFA distribution to pregnant women, specifically for
increasing the number of tablets consumed and thus, increasing the hemoglobin levels
of the women. This clearly calls for the attention of using the TBAs to create

awareness among women regarding anemia and its prevention.
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The Beneficiary Perspective

¢ Enrolment Profile of the Pregnant Women

Initially, 153 pregnant women were enrolled at or before 20-24 weeks of gestation
from the 8 selected slums under the two selected Health Posts of the Vadodara
Municipal Corporation. Of the enrolled women, 50 women were followed up till
delivery through home visits. The major reasons for the 32 dropouts (out of the total
153) were non-cooperation in giving a blood sample for a second time (37 %),
migration to parental homes for delivery (36 %) which is the local custom in the area,
medical termination of pregnancy (12 %) and pregnancy complications (9 %) such as

miscarriages.

e Seocioeconomic Profile of the Pregnant Women

The socioeconomic profile of the 153 pregnant women initially enrolled in the study is
shown in Table 4.7. About half of the pregnant women (54%) studied were Hindus
and a third were Muslims. The percentage of women belonging to nuclear families
and joint farmlies was more or less similar. The average family size was 5 members.
Almost all the women were housewives (90%) with no home based or gainful
occupation. Majority of their husbands had a salaried employment (29%) and were
skilled workers (26%). The rest of them were drivers, larriwallahs, unskilled workers

or self employed.

The total family income per month of majority of the women (60%) ranged from
Rs.1000-2500, with 58% of the families having per capita income of Rs.201-500 per
month, reflecting their disadvantaged economic status. The lteracy status of the
husbands was much better than that of their wives, with 90% of the husbands being
literate as against 77% of the women. The level of education was also higher in the
men, with 57% of the men being educated till secondary school level as against 40% of

the women.
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Table 4.7 : Socioeconomic Profile of the Pregnant Women (N=153)

Characteristic n %o
Religion
= Hindu 83 54
= Muslim 57 37
* Chnstian 13 9
Family Type
s Nuclear 72 47
=  Joint 81 53

Family Size

n <4 53 35
= 4.7 31 53
= >7 19 12
Occupation
= Self
e Housewife 148 97
e Maidservant and others 5 3
= Husband’s
e Service 44 29
e Driver 28 18
e Lariwala 17 11
e Skilled worker 39 26
e Semi-skilled worker 5 3
e Unskilled worker 6 4
e Self employed 12 8
o Unemployed 2 1
Total family income per month (Rs.)
= <1000 23 15
s 1001-2500 91 60
= 2501-5000 29 19
= 25001 10 6
Per capita income per month (Rs.)
= <200 13 8
= 201-500 88 58
= 501-1000 42 28
= 21001 10 6
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Characteristic n %

Education

»  Self
e Illiterate 36 23
o I-VI 52 34
e VII-XU 61 40
¢ Undergraduate/Graduate 4 3

= Husband’s
o Illiterate 15 10
e I-VI 43 28
e VII-XII 87 57
e Undergraduate/Graduate 8 5

Construction of the house

= Hut 3 2
»  Kutcha house 22 14
*  Semi-pucca house 78 51
Pucca house 50 33

Source of drinking water

* Individual tap 46 30
» Common tap 72 47
=  Hand-pump 22 14
=  Bore-well 13 9
Toilet facilities

* Individual toilet 115 75
®  Public toilet - 6 4
* Open defecation 29 19
»  Sharing with neighbors 3 2
Sanitation of the house and

surrounding®

®» Poor 33 22
s  Fair 91 59
*  Good 29 19

*Appendix 3A (Socioeconomic status pro forma) gives the scoring system.

120



More than half of the women lived in semi-pucca houses. About a third had individual
taps for drinking water but a majority of them (47%) shared a common tap. A high
percentage of the women (75%) had individual toilets in their houses. The sanitation
in and around the houses was rated on a scale, (as described in Appendix 2A) as Poor,
Fair and Good. About 60% of the women fell in the Fair category and 19% in the
Good category. The hygiene and sanitation of the environment overall was not very

poor despite the fact that they were slum dwellers.

* Obstetric History of the Pregnant Women

The obstetric history of randomly select;ad seventy pregnant women out of the 153
women who were enrolled in the study is given in Table 4.8. The mean age of the
women studied was around 23 years ranging from 19-40 years. The age at menarche
ranged from as low as 10 to as high as 18 with the mean age at menarche being around
14 years. As this information was based on recall of age it may give only an
approximate age at the onset of menarche. The women studied were married at the
young age of around 18 years which is similar to data of other studies carried out in
Vadodara (Saiyed 1996, Edward Raj 1994). Most of women were mothers by the age

of around 21 years.

Almost half (41%) of the women were primiparous, and about the same number had
either one or two children. The gap between two pregnancies in a third of these
women (32%) was one to two years, indicating a need for creating awareness and

providing services for child spacing contraceptive methods.

A very high percentage of women (>90%) reported that they had no past history of
low birth weight babies, premature deliveries or still-births. Similar findings were
reported by Saiyed (1996) in Vadodara. The investigator could not verify this stated
information through written records or case papers with women, nevertheless it
indicates, overall, an uneventful obstetric history, though low birth weight is known to

be a problem m low income groups.
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Table 4.8 : Obstetric History of the Pregnant Women (n=70)

Parameter n %

Age of the women (years)

= <21 10 14

= 21-25 47 67

= >)5 13 19
Age at menarche (years)

= <14 39 56

= 14-16 26 37

= >16 5 7
Age at marriage (years)

= <16 i1 16

= 16-20 R 53 76

= >20) ) 6 8
Parnity

*  Primiparous 29 41

*  One child 22 32

= Two children 12 17

* More than two children 7 10
Age at the birth of first child (years)

= <19 16 23

= 1922 41 59

= >22 13 18
Birth interval

s Primiparous 29 4]

s <] year 6 8

» 1.2 years 22 32

*  >) years 13 19
History of miscarriages

= None 64 91

= One 4 6

*  More than one 2 3
History of premature deliveries

* None 65 93

= One 4 6

*  More than one 1 1
History of still births

= None 66 94

* One 4 6
History of low birth weight babies

= None 63 90

= QOne 7 10
History of postpartum hemorrhage

» None 63 90

»  Severe 6 9

»  Moderate 1 1

422




¢ Anthropometric Measurements of the Pregnant Women

As Table 4.9 shows, the mean height of the women studied was 151.36 cm which was
similar to that reported by Gopaldas et al (1991) in their evaluation of ICDS in
selected districts of tribal and rural Gujarat (mean height: 151.1 cm). The mean
weight of the pregnant women at enrolment in this study was 46.58 kg which was
comparable to the mean weight of the pregnant women (43.34 kg) in urban Vadodara
as reported in another study (Saiyed 1996). Using the cut-off points suggestive of
chronic énergy deficiency in adults (BMI <18.5) established by the International
Dietary Energy Consultative Group (James et al 1994), thirty mine percent of the
women had BMI below 18.5, which is a cause for concern and indicates the need to
focus on monitoring of weight gain and nutritional counseling in ANC services. This,

unfortunately was lacking in the urban ANC setup as seen earlier.

o Prevalence of Anemia

Table 4.10 reveals that the percent prevalence of anemia among the women was high
at 88 % (Hb < 11 g/dl). The mean hemoglobin level of the subjects was 9.07 g/dl. The
prevalence of niild, moderate and severe anemia among the subjects is displayed in
Figure 4.1. Unfortunately, despite the nationwide Nutritional Anemia Control Program
of the Government of India, anemia has remained depressingly high over the past two

decades as several other studies also indicate (Figure 4.2).

The percentage of women having severe anemia (Hb<7 g/dl) was also quite hiéh
(11%) and comparable to that reported in a multi-centric study by ICMR (1989)
carried out in eleven states of India (12%). The frequency distribution of the
hemoglobin levels of the pregnant women is presented in Figure 4.3 which highlights
that most women had hemoglobin levels between 9 and 10 g/dL

e Health Problems Reported by the Pregnant Women

The data on health problems during pregnancy were elicited from a random sample of

80 pregnant women stratified by the trimester of pregnancy. The type of health
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Enrolment (N=153)

Table 4.9 : Anthropometric Measurements of the Pregnant Women at

Measurements Mean = SE
Height (cm) 151.439+0.498
Weight (Kg) 45.66610.634
Body Mass Index (BMI) 19.8711£0.239

Table 4.10 : Prevalence of Anemia in the Pregnant Women at Enrolment

(N=153)
Severity of Anemia n %
Mild" 33 22
Moderate” 84 55
Severe’ 17 11
Overall anemia prevalence 134 88
Normal* 19 12

Mild anemia : Hb - 10.00 to 10.9 g/dl
Moderate anemia : Hb - 7.00 to 9.9 g/dl
Severe anemia : Hb - < 7.00 g/dl
Normal : Hb - > 11.00 g/dl

LSV
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Figure 4.2 : Prevalence of Anemia in Pregnant
Women in the Present Study As Compared With
Other Studies
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problem experienced by the pregnant women during the different trimesters of
pregnancy has been given in Table 4.11. Majority of the women (41%-66%) reported
that they suffered from symptoms such as vomitihg, nausea, giddiness and increased
frequency of micturition. Nearly one-fourth of the womén said that they experienced |
burning during micturition, pain in abdomen, loss of appetite, acidity and headache as
mentioned in the table. Only a small percentage of women suffered from infecti.ous
diseases such as malaria (6%) and fever (11%). It was found that women experienced
these health problems mainly in the first and second trimester, the frequency decreased
with gestational age. Similar findings have been reported in a number of other studies

m urban Vadodara (Sharma 1996, Saiyed 1996, Edward Raj 1994).

Table 4.11 also shows the percentage of women taking treatment for the respective
morbidity. Majority of the women (68%-100%) took prompt treatment for infectious
morbidities, i.e. fever and malaria but the incidence of these diseases was I_ess.
However, only a few women took treatment for mbst Aof other illnesses suﬁ'ered,
probably because they considered these to be part. of pregnénc’y related problems. The -
major source of treatment was private hospitals/clinics situated nearby, in the vicinity

of the slum areas where the women lived.

* Frequency of Consumption of Iron and Vitamin C Rich Foods ,
From the food frequency method described earlier, the frequency of consumption of

iron, vitamin C and protein rich foods by the pregnant women was obtained.

The frequency of consumption of iron,v vitamin C and protein rich foods as reported by
the women varied considerably as shown in Table 4.12. Nearly one-fourth of the
women (15-23%) consumed steamed Bengal gram (bafela chanq) and moth beans
once to thrice a week. Majority of the women (49%) reported that they consumed
fenugreek leaves two or three times a week in season (winter). The consumption of
other green leafy vegetables such as shepu, mint and spinach either once, twice or

thrice a week was reported by some of the women (14% to 28%).
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Table 4.11 : Health Problems Experienced by the Pregnant Women (n = 80)

Gestational Age At Which

Sr. Type of Women Women
No. Health Experiencing Experienced Taking
Problem the Health Tri- Tri- Tri- All Treatment
Problem mester | mester | mester Tri-
. 1 1I m mesters
n % n | % n|%|in|%|n|% n %
1. Vomiting and 53 66 |34l64 14126112 1{4]S8 "20 38
nausca X ’
2. Giddiness 53 41 151441 9 126 51151 5 |15 11 32
Buming '
3. micturition 13 16 312305 (38]4 (311 8 2 15
Increased . .
4, frequency of 40 50 1012511025112 1301 8 |20 8 20
micturition
5. | Paininabdomen | 21 | 26 | 6 |29] 9 |43]|3 |14|3 |14] 8 | 38
Perverted ‘
6. appetite 9 11 515 ] - - 1212212 122 - -
7. | Loss of appetite 16 20 6 {3714 {253 {193 |19 4 25
8. Acidity 22 28 | 2197 132|941 418} 6 27
9. H‘«’ad?Che 16 20 6 3814 1251412512 112 3 19
10. Leucorthea .| 27 34 4 {1517 126112144 4 |15 A4 15
11. Backache 23 29 3113191398 [35( 3 |13 5 22
Cramps in ' - )
12 lower limbs 15 19 4 127 3 1191 4 {271 4 127 3 20
13. Fever 9 11 313314 (4512 122 - - 6 68
i4. Malaria 5 6 112014 {80 - - - - 5 100
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Table 4.12 : Frequency of Consumption of Selected Protein, Iron and
Vitamin C rich foods by the Pregnant Women (n=80)

Sr | Food Items Local Percent Responses
No Term ‘ ’
57 | 23+ "~ | Fort-
times | Times a | Weekly | nightly | Monthly
aweek | Week
I | Pulses :
1 | Steamed Bafela - 19 20 | 10 4
Bengal gram | chana '
2 | Cowpeas: Chola . 3 11 9 5 11
3 |Lentil . Masoor - 8 6 4 6
4 | Dry peas. Suka - 8 | 19 10 11
1 vatana ' .
5 | Moth beans Math - 15 23 9 8
IL | Green Leafy Vegetables | |
1 | Colocasia Pattarveli - 8 8 13 - 16
~ |leaves ., | napan ' -
2 | Fenugreek . | Methini 8 49 . | 20 9 6
'lieavesf, } bhaji T
3 | Mint Phudino 15 18 | 9 3 -
4 | Shepu Suva ni 5 28 | 14 10 5
| bhaji
5 | Spinach - Palak 6 19 6 .3
HI | Fruits- ' L ‘
1 | Tomato Tamatar 84 6 |5 } - -
2 | Indian goose Amla | 13 11 |10 | 4 3
| berry N R S ‘
3 | Orange Santra 9 11 |25 | 8 8
4 | Guava Jamphal 10 18. | .18~ 15 8
5 | Watermelon Tadbuj 10 15|19 | 9 4
6 | Lemon _ Limbu 30 19 13 8- -
IV | Other Foods | | '
1 | Jaggery Gol 11 9 8 | 5 8
2 |Bajra Bajri 19 15 13 . 5 6
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There was a wide variation in consumption of vitamin C rich fruits as well. A high
percentage of women (84%) reported that they consumed tomatoes daily. Some of
the women (9% - 30%) consumed fruits like oranges, watermelon, guava, Indian
gooseberries and lemon either daily, once a week or two to three tirnes a week. The
consumption of other foods such as bajra and j jaggery was less as reported by the
women. Majonty of the women (73%) were non-vegetarians; however, the intake of
heme iron through animal foqu was negligible. The women consumed animal foods
only once a .‘rnon’éh or only on sdrne fesiti\ie' occasions, pfobably because of the high

cost.

The food mtake data suggest that the frequency of intake of iron and vitamin C rich

foods varies consxderably

~ In view of the avallabxhty of iron and vxtamm C nch foods and few food taboos durmg
. pregnancy, 1t is hkely that a well nnplemented NHE program will help encourage -

women to nnprove their dlet

o Free Lists and Seasonalxty Dnagrams With Pregnant and Lactating Women
As descnbed earher two free hstmg exercxses followed by seasonahty diagramming
exercises were . conducted w1th two groups of pregnant and lactating women to
determine cultural perceptlons regardmg “the foods which increase the strength of
blood” and to; get: mformatlon regardmg seasonal avaxlablhty and consumptlon of these
foods. A wxde var;ety of sbout 20 foods were mentloned in the free lists (Table 4. 13)._
One woman.ment:ioned tnat normally duringipr'egnsncy women liked to consume sour
foods; however she felt. that they were not useful to make their blood red and healthy.
Another woman felt that they should take a doctor s advice. regardmg dlet durlng
pregnancy; her doctor had asked her to eat everythmg except ‘papaya’, whlch might
- lead to mlscamage Some vaned responses of the women in their own words

“Suvavad vakhate ke pachhi, Jamphal khavathi baalak ne pet maa dukhe
chhe”
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Table 4.13 : Lists of Foods Obtained Through the Free Listing Exercise -
Foods Which Make Blood Red and Healthy

Group 1
Milk
Jaggery
Wheat porridge
Khichadi
Rotla
Spimach
Fenugreek
Amaranth
Shepu
Onion
Potato
Brinjal
Tomato
Bengal gram
Green gram

Watermelon

Apple
Eggs

Mutton

Fish

Group 2

Milk

Khichadi

Maize flour rotla
Wheat flour rotla
Rice

Potato

- Brinjal

Tinda

Spinach

Green gram:
Bengal gram
Lentils

Sprouted legumes
Grapes

Sapota

Apple
Sweet lime}-
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(Durmg pregnancy or lactation if guava is consumed, the baby will have
stomachache). :
“Chana unala ma garam pade chhe”

(Bengal gram is “hot” especially in summer).

The data obtained for the Seasonality Diagramming method are shown in Table 4.14,
which include foods which were commonly stated by both grouns of women and were
ﬁequently mentioned. It can be noted that various foods unrelated to sources of iron
and vitamin C were stated mcludmg all the food groups such as the staples, pulses,
" milk, fruits and vegetables Green leafy vegetables and a few sour fruxts also found a
place in the hst and it 15 evxdent that women were not aware. of the specific foods
required to increase the strength and redness of blood (ie. wron and vitamin C rich

foods). A few women did. mentlon ammal foods whxch are sources of heme iron.

It is evident from the table that the womien felt tha.t their da11y staple diet- which
" consisted of ‘rotla (un]eavened bread) khzchadl (rlce and red gram dal preparation)
" and potatoes and omons made thexr biood red and heaithy Mﬁk though available
throughout the year was consumed only m tea and none of them drank milk as such.
Onions and potatoes were avaﬂable over. the year and consumed daﬂy Brinjal was -
consumed, mostly durmg wmters as it was- consxdered ‘hot’:. Also brinjals were
expensive dunng summers due to the manmge season, accordmg to the women,
Tomatoes though costly were! hked by all and used in daI preparatlons Apples were
very expenswe hence consumed only in wmters as the women thought that they were
good for health_ ‘This partxclpatory exercxse clearly revealed that awareness was
lacking regardmg the specrﬁc |foods nch m 1ronI or v1tam1n C,: whlch are seasonally
available. The foods though avrxﬂable were consumed by the women only if they were
econormcally aﬁ'ordable and generally food taboos durmg pregnancy were few.

Quite surprlsmgly, there were very few food taboos and only a few foods such as
papaya, Bengal gram and guava were avoxded In contrast a study by the SEWA team
(1994) on behefs and behavxor regardmg dlet durmg pregnancy in rural Gujarat

revealed seyeral foods whlch were evmded. by pregnant women. They included cold
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Table 4.14 : Seasonal Availability and Consumpiion of Foods by the

Subjects

FOOD ITEM WINTER MONSOON SUMMER
Milk kK e ok ok
Khichadi Ak e PP
(Rice + Red Gram
dal)
Rotla FEx : o *HE
Green gram *EK * *x
Spinach *okk *% *k
Brinjal T *¥ ¥
Potato oy o oo
Onion *k ok * kK *%E
Tomato KK : *kk T
Apple Fk kK * *

KEY :° *** most available/consumed
** less available/consumed
* least available/consumed

ot
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and sour foods such as curd, milk and_banana which were believed to cause “cold
labor pains”, and hot foods hke fish, meat, and eggs - believed to cause pus formation
and miscarriage. Certain foods such as curd, xmlk, buttermilk and groundnuts were

believed to “make the baby stick to the worri ”” and hence avoided_.

Perceptions of Pregnant Women and Their Family Members

. Perceptions of the Pregnant Women regarding ANC servu:es through Focus
Group stcussmns

Three focus, group discu‘ssioﬁs (FGDS)" were conducted with groops of 8 to 10

pregnant women each to gam mformatlon regardmg their perceptxons of common

health problems durmg pregnancy, anerma and 1ron supplementatxon, their awareness

of various antenata] care services, and changes m \ their diet and work pattern during

pregnancy

The common health problems durmg pregnancy mentloned by the women were
nausea, vomiting, stomachache backache g1ddmess tiredness and weakness Most of
the women did ot take' any medlcal treatment to get: rehef from these symptoms as

they thought ithem to be a normal occurrence durmg thelr pregnancles

While ta]kmg about thexr knowledge of antenatal care: semces it was found that all
the women were aware about TT vaccmatlon as:it was done at- the MCH clinic and
even at the ICDS Anganwadl center The women who vslted the health center run by
an NGO, recalled servxces such as physmal exammatlon, blood testmg, and weight
monitoring,. They also recelved medlcmee at the center '

When dxscussmg ‘about: the dxet durmg pregnancy, the women came to a consensus
that they should eat all types of foods durmg pregnancy, and mcrease the quantity and
ﬁ'equency of food consumptlon One woman saxd that curd and butterrmlk should be
avoided during pregnancy as accor:dmg to her, these food items ,caas_ed edema of the
body. Anotlxer.woman said tllat she av’oijde'd eatmg pa'paya and :guava due to cultural
beliefs. .
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None of the women had heard of “pandurog” ] the Gujarati term for anemia.
However, they talked of certain ternﬁs and symptoms which were associated with
“ochhu Iohi” or less blood. These consisted of “kamjori/ashakti” (weakness), -
“phikkash” (paleness), breathlessness, “bhookh nathi laagti” (ioss of appetite). As
one woman said “lohi nu paani thai jay chhe” (blood turns into water). They also
mentioned that they were not.able to do their household work properly due to these
symptoms. One woman stated that weakness caused anemia. As she said “kamjori

hoti hai jab khoon kam hota hai” (onoffee]s weak when the blood volume decreases).

In the present study, none of the womén had heard of the term pahdurog (anemia), but
many women reported kamjori (weak;}éss)‘ and phikkash (paleness) as common signs
and symptoms. This was a}so a case in a stﬁdy conducted in rural Tamil Nadu
(Rajaratnam et al 1998) The wonioﬂéz'gave véried responses regarding the causes of
anemia and associated symptoms although many of them did not have knowledge
about the etlology of anemia. The common r&sponse regardmg the cause of anemia in
three studies in India was poor dletary mtake primarily related to the quality of dxet |
(Raina et al 1998, Rajaratnam et-al 1998 Stephen 1998)

In the present study, giddiness, tkédness and Weakn&ss were among the common
health problems during pregnancy mentloned by the women, and most of them did not
~ take any ‘medical treatment to get rehef from these symptoms as. ‘they were percelved , |
to be part of a normal pregnancy. In Tarml Nadu also, most women stated that they
did not seek help when they felt weak or tired dunng pregnancy as they assumed it as

a routine occurrence (Rajaratnam et al 1998)

When asked about the dlﬂ'erence between an anermc and a normal pregnant woman,
the women answered that an anemlc Woman looks pale feels restless giddy, cannot do
her work, is disinterested in her envxronment and gwes bu*th to a weak child.
According to them a normal pregnapt woman is the one who looks nice and healthy

with a red face and body, and gives birth to a healthy baby.
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Many of the pregnant women had heard of iron tablets and some of them were
consuming iron tablets procured ﬁoﬁ ICDS Anganwadis and health centere run by an
NGO. They said that the advice given to them was to’ consume one tablet daily after
food by which they would get strength (shaktz) The women referred to the iron
tablets as “shakti ni lal goli” (red strength giving tablet).

The benefits of iron tablet consumption as experienced by the women included a
feeling of well being (saru lage), feeling hungry (bhookh Iage) getting strength
(sharir mein shaktz) and nnprovement in the quality. of blood (Iohl no sudharo thay).
The women also mentioned that the tablets gave them energy because of which they |
could eat well and do their work. Very few women compIamed of uneasmess
vomiting and black colored stools due to tablet consumptxon All of them agreed that
iron tablet consumpuon d1d have beneficial effect on then' health

Most of the women who participated in the discussion stated that there was no change
in the amount of work that they did in the usual routme Only a few of them (n=3) felt
tired after doing their household work.

. Perceptlons of Pregnant Women and Their Fhr‘mly Members Regarding
Antenatal Care Services As Assessed Through Seml-structured Interviews
The awareness of the antenatal care services and anenna was assessed through semi-
structured mtervxews of 40 pregnant women, and one faxmly memher either mother-
in-law or husband, of each of these 40 women. Ta,ble 415 sums up the major

findings of these mtervxews

n Registrefion for antenatal care

A majority of these women (n=36) had reglstered in health facilities such as
government and’ pnvate hospitals in. their areas and their famlly membere were aware

of it. Only 4 of them had not registered as-they were in ﬁrst and second tnmester of
pregnancy and felt that it was too early to register, and were supported by their family
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‘Table 4.15 : Perceptions of Pregnant Women and Their Family Members
Regarding Antenatal Care Services

~ Prégnant Women | Family Members
Major Responses (N=40) (N=40) -
n_ - %o n %
Registration for antenatal care ;
Yes : 36 90 36 90
No 4 . 10 4 10
Accompanied for the ANC to the ;
hospital ‘
Yes 34 94 .4 33 91.7
No : 2, 5.6 3 83
Accompanied by f ‘
Husband 23 67.6 23 69.7
Mother-in-law/Sister-iri- law 8 . 235 6 18.2
Mother 2 59 3 9.1
Neighbor- 1 3.0 b 3.0
Awareness of available services
Receive iron tablets 17 - 43 20 50
Weight monitoring 26 ! 65 18 45
Tetanus toxoid immunization 18 . 45 17 43
Physical examination by doctor 20 50 10 25
Services actually received, o
Received iron tablets  * 18 45 19 48
Weight monitoring 18 45 12 30
Tetanus foxoid immunization 16 40 12 - 30
Physical examination by doctor 15 . 38 2 5
Importance of the various antenatal !
care services as perceived by o
- respondents o N
* Weight monitoring : o A
Know whether baby is developmg 14 35 22 55
* Antenatal check-up by doctor| , "
# Know delivery time and for safe . '
delivery . ‘ 17 - 43 19 48
# Can assess health and ' | o
development of the child - 127, 30 14 35
# To know if blood is less, then N
iron tablets can be prescribed 4 10 - -
* Iron folic acid supplcmentahon o
# Increases appetite . ' 24 60 14 35
# Increases strength - 22 55 18 45
# Can work more = 10 25 5 12.5
# Improves the quality of blood 5 12.5 - -
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Pregnant Women | Family Members

Major Responses (N=40) - (N=40)
» n : % n %
* Vaccination against tetanus toxoid _ A
# Prevents tetanus - 33 83 32 80
* Nutrition Health Education
#Receive information regarding. _ ,
foods to be consumed during In . 28 - -
delivery , :
#Improves health ' _ 5 13 6 15

#Receive information regarding
iron tablets which increases food:
intake, gives more strength and A | :
child weight alsoincreases 1 5 13 - ~ -

# Improves diet - R Y 18
. o . . .
Currently consmmng iron tablets | o ¢
Yes . 135 88 | 38 95
No L 5 . 12 | 2 | 5
Needs remmder to consume IFA | ' :
tﬂblets ' . H o : 1
Yes - . 6 b B 34
No 29 | 83 | 25 | 66
Reminded by N IR S S
Husband : 3 30 5 38
Mother-in-law . | . 2 33 0 -7 54
Children j; ‘ 1 17 1 8
Speclal dletary care to be taken by
pregnantwomen -t ~
‘Eat everythmg . 29 1B 15 38
Eat foods: such as bajra, greem.f [} L
leafy vegetables, fish, mutton 30 | 75 21 53
Eat foods like tomatoes guavas IR T
amla f;i», .: b .; .14 9 23
Work performancc durmg : ;
pregnancy i L 1
Works more . . . 8 9 22
Works 'less : . 12 9 . 22
Same as before ; ! 16 22 56
Same but works slowly 4 -~ -
Regxstratl n*‘for dehvery : ’ ‘
Government hospital R R U 17 43
anate hospltal” ‘ ; -15 14 35
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members in this regard. Some of their family members were unaware of the month of

pregnancy in which the women had registered.

= Visits for antenatal care

There were differences in the number of visits to the antenatal care clinics during
. pregnancy as reported by the pregnant women and their family members with the
family members reportmg a higher number of antenatal visits. The. pregnant women
reported that they had gone for antenatal check—up once (n=9), twice (n-“13) or thrice
(n—7) whereas therr famrly members reported that the women went once (n“‘9) twice
(n=7) or thrice (n——l 1) Many of the women (n=23) sard that they were accompanied
by their husbands for the antenatal check—ups and a few (n—4) were accompamed by
their mothers-m-law or srsters—m—law Famtly members responses were similar.
However, at the tlme of ex1t interviews with women held on cllmc days it was

observed that. most of the pregnant women had come to the chmc alone for the sole

purpose of chrld unmumzatlon

*  Awareness of ANC s’érvices

The awareness of the pregnant women regardmg the different ANC services was
related to the actual servxces recerved by thé women durmg their v1srts to the antenatal
clinics. Interestmgly, a hlgher percentage of family members were- aware of the ANC

services as. compared to the women. The awareness of semces such as werght

monitoring, 1ron supplements vaccmatlon agamst tetanus and phys_l fcheckup was

found to be :hlg.h";: 43§ 65%) as compared to servrces such as

l nutntton—health

education, irrcludln i ‘1etary adv1ce (2- 3%) a.mong the ‘women. Women who bad
received TT mjectxorls ‘weire aware of 1 rrmnumzatlon durmg pregnancy as a routme part
of the ANC. servrces ' &

»  Services percelved useful

All ANC servrces were percerved to be useful by the women and their famlly members
but about half of them could not elaborate on the reason. Most of the others felt that

- antenatal checkup by the doctor helped to know the date of dehvery and to ensure safe’
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delivery. About a third mentioned that the checkup helped to assess the health and
development of the child. '

Weight monitoring of women was stated as useful to know the development of the
fetus or the health of the women. It was noticed that very few pregnant women
- reported that antenatal care services can help to assess ‘whether blood in the body is

sufficient’, so'that if required, vir‘on tablets can be prescribed by the doctor.

The purpose of vaccination against‘ tetanus toxoid to prevent tetanus in the pregnant
women and the child was known to a majonty of the pregnant women (83%) and their
famxly members (80%), whlch 18 not surprlsmg given that mother and child

immunization is a major focus. of MCH programs. :

The awareness of the purpose of NHE was low in the pregnant women and even lower
in their family rnembers perhaps becanse itisa very infrequently given service. A few
women mentioned that NHE is nnportant to recexve information regardmg foods to be
consumed during pregnancy (28%) to nnprove health (13%) and to receive
information regardmg importance of i iron supplementatxon (13%). More than 80% of
the family members could not tespond when asked regarding NHE.

= Importance of Iron Supplementa’tion
The importance of iron supplementation was stated in terms of i mcreasmg appetite :
the awareness. was higher in the pregnant women (60%) as compared to their family
members (3 5%) As majority of the women saxd -

“Shakti ni goli bhookh lagva mate upyogz chhe

(Strength gwmg tablets are useful to mcrease appetlte)

“LaI goh levathi khorak saro levay, tenathz aapnu ane aapna balaknu vajan
vadhe”

(By taking red tablets food intake 1 mcreases because of which ours and our
child’s weight increases).

Also, a higher number of pregnant women were aware of the other benefits of iron

supplementation such as increase in strength, increase in working capacity and
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improvement or increase in the blood; as compared to the farnily members. These
responses regarding the importance of the iron supplementation were associated with
the actual benefits experienced by the women on‘oonsuming the iron tablets. As
mentioned by them in thexr own words - o

“Lal shakti ni goli niyamit levathi, vaJan vadhe ne sharir saroo rahe. Lohi .
pan vadhe”

(By consuming red strength giving tablets regularly, weight increases and body
remains good, the blood also increases). :

Only a few of the women and their family members stated that consumptron of iron
tablets reduces the symptoms of anemia such as pallor and glddmess and increases the

work efficiency by i mcreasmg the strength in the body

* Compliance with Iron Supplementatlon SR ‘

A high percentage of pregnant women (88%) and famrly members (95%) reported that
they consumed i 1ron tablets procured mainly. from ICDS Anganwadzs private hospitals
or government hospltals and only infrequently procured from the Farmly Welfare
Centers. Some women sald that they needed to be remmded to consume the iron
tablets (n=6) but 12 of the ﬁnmly members sard that the pregnant women needed a
reminder for IFA consumptrort Women ‘were | elther rermnded by therr husbands,

mother-in-law or children to consume the iron tablets

» Special dxetary care dunng pregnancy

Three-fourth of the pregnant women mtervrewed reported that they ate everythmg
during pregnancy mcludmg foods rich m iron such as. ba]ra green leafy vegetables
fish and mutton A thrrd of the women; mcluded vrtamm C rxch foods such as
tomatoes, amla (Indran gooseberry) and guavas The awareness of the famﬂy members
regarding rmportance of mtake of iron and vrtarmn C rrch food was less as compared
to that in the pregnant women One mother-m-law mentroned that because a “dora”
(a sacred thread) was given by a faith healer to her daughter~m~law she was supposed
to avoid foods such as ba_yra jaggery and brmjal One mother-m—law did not allow her
daughter-in-law to consume “Urad dal” or “Urad” (black gram dal or whole black
gram) since it is sticky because of which she belreved that the fetus rmght get covered
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with a sticky substance. It is clear that nutrition-health education needs to be imparted
not only to the pregnant women but also to their family members. Further, the earlier
participatory research methods suggested that in practice, intake of iron or vitamin C

rich foods was less than that stated in the interviews.

Majority of the women (40%) reported,thafz they worked as they did household work
as they did earlier which was supported by their family members (56%). About one-

fourth of the women, howeyer Were‘able to do less work than before.

= Registration for dehvery : ¥ ' i'
Majority of the women (73 %-7 8%) had reglstered for delivery at government hospitals
or at private hospitals. Only two mentloned of home delivery. The remaining had not
decided the place of dehvery smce they thought it was too early to register as they
were in the first tnmester of pregnancy o

- Suggestxons for i nnprovxn; AN C serv:ces
Nearly hailf of women and the famlly members d1d not give any suggestlon regarding
the tmprovement of ANC s serv1ces The lmportant suggestlons glven by some of them
are mentioned below in order of frequeney of responses
e Vehicle facility to and ﬁ'om the health post tol the slum area for antenatal check-up

and to take the women to govemment hospxtals at the time of dehvery

. Home visits by the doctors m the commumty I

o NHE to be given durmg the home v1s1ts by the ANMs and the doctors

e Other medicines for common ﬁlnesses such as fever, cold tof be provided at the
S } :

‘Thealth posts and ICDS Anganwadts ,

i

ll
Lo

i

oy

One mterestmg suggestion was ithat meetmgs should be organized thh participation of
pregnant and Iactatmg women wherem the lactatmg women could share their
experiences thh the pregnant women -

In this study, the awareness of ANC serv1ces was found to be related to the actual

services received by the women durmg thelr VlSIt to the hospital/health center. These
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services included weight monitoring, IFA supplementation, TT immunization and |
physical checkup. Compared to their family members, the pregnant women were better
aware of these services and their benefits. The family members (husband/mother-in-
law) also played a definite role n supportlng the women to seek care during
pregnancy. It has been reviewed by FCI/SMIAG (1998a) that in many developing
countries, family members oﬁen take decisions regarding women’s access to healthv
services. In Nepal, mothers-in-law attended rnost deliveries, and additional care or
help was sought only if the mother-in-law decided that such care was needed. In one
study, it was found that 75%: of mothers-m—law did not believe that antenatal checkup
was necessary. A study in Nrgerxa found that in almost all cases, a husband’s

permission was requrred for-a woman to seek health services, mcludmg life-saving

care.

Behaviors of Pregnant Women Regardmg Procurement and Consumption of
Iron Supplements b : : :

In a sister study carried out in the Department of Foods and Nutrltlon, behaviors of 36

pregnant women. regardmg procurement and consumptlon of iron supplements were.

assessed - through open—ended mterv1ews (Kanam and Patel 1998) The major

highlights of thelr behawor as reported were

e About two-thlrds of the women started consummg iron supplements from the fifth
month of pregnancy . | ,‘ i |

® Most of them procured 1ron supplements ﬁ‘om the ICDS. Anganwadz worker in
their areas. However a few of them (17%) rece:ved iron from the Anganwadz
worker as well as doctors workmg m government and private hospxtals

e With regard to the place of procurement, the women recerved ron supplements at .

the Anganwad1 center or through the Anganwadz worker’s home visits.

e As regards mformatron ngen tol the w?men at the time of recemng supplements

i
{

nearly two—thu'ds of the women sald that they received mformatlon from and the
Anganwadi worker who told them that the tablets would gwe them strength,

improve and increase thexr blood and help them improve their appetite.
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e With respect to censumption of iron supplements, 86% of the women consumed
them regularly. Women who consumed tablets and experienced benefits tended to
be more interested in procuring them regularly. As one woman mentioned:

“Goli levathi ane khavathi lohi no sudharo ane vadharo thay ane lohi ochhu na

thay”
(By procuring and consuming (these) tablets, our blood improves and increases and

we don’t have less blood (in our body)). )
¢ The benefits of consuming iron supplements as mentioned by the women in order
of decreasing frequency were: 2
» Tablets give strength (* shaktz aape ”)
*  We can consume food regularly (“khorak levay chhe”)
*  Body remains healthy (* shan tandurust rahe chhe”)
* Blood improves (“lohi na s:udhc;m thdy ”)
= ]t increases blood in the body ( “sharir ’ma lohi vadhe ")
* TFeel like doing household work (“fam karvanu man thay chhe”)
*  One does not feel weak ( “kamjon Jevu nalage”)

» Fetus grows properly ( “balak i ni vrudhhi thay”)

About three-fourths of the women':(72%) mentioned that they needed to be reminded
to consume iron supplements by their famlly members such as husband and mother-in-
law. In this study, many of the WOmen intefvieWed had received IFA tablets chxring
their ANC visit. The women who were consummg iron tablets described a feeling of
well bemg (saru Iage) feehng hungry (bhookh Iage) and improvement in the quality
of blood (Tohi no sudharo thqy). The women also mentloned that the tablets gave them
energy, because of which they eouId eat well end'do their work. In a study in Haryana
by Raina et al (1 998), women who spoke p051t1vely about the IFA tablets noted that
they gave strength (takat deti haz), ,made blood ﬂchoon banati hai), made one feel well
(theek lagta hai), and helped dehver a healthy baby (bachha sehatmand paida hota
hai).
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Ethnographic Decision Models for Understanding Household Level Behaviors
of Pregnant Women Related to Procurement and Consumption of IFA
Supplements

Ethnographic Decisiox; Models (EDMs) are qualitative, causal pathways that predict
what kinds of choices people will make under specific circumstances. EDMs
diagramxﬁatically display the sequential pattern of people’s decision making behaviors
based on research data obtained from qualitatiye, open-ended research tools (Based on
Bernard 1995).

Based on the qualitative data obtained in this study and the sister study (Kanani and
Patel 1998), EDMs were developed to understand the pathway which the pregnant
women took from the time of procurement of iron supplements to their
consumption. The procurement and complianee related behaviors of the pregnant

women are depicted through-EDMs in Figures 44 and 4.5.

. Procurement Related Behaviors of Pregnant ‘Women

The EDM given in Figure 4.4 sums up the pathway taken by the pregnant women to
procure IFA supplements. from various. sources. As a woman confirms her pregnancy, -
she tells about it to a family member - either her husband or her mother-in-law.
Sometimes the family members take '“.her to a government/private hospital or an
Anganwadi center, or they do not show any mterest ‘the latter happens rarely. At the
government hospxtal and at the Anganwaa’z 1ron supplements in the form of iron-folic

acid (IFA) tablets are provided free of cost to the woman. At a private hospltal, the

~ doctor who examines her usually’ writes a prescription for iron supplements which the

woman may buy from the local pharmacy or do&e not buy. The pregnant women who
go to the Anganwadi for supplementary food’ may also recelve IFA tablets or women
can get the tablets when the Anganwad: worker makes a home visit. The women may
also recetve IFA tablets from the Va'doeiara Mupici_pal Corporation’s ANMs (Auxiliary
Nurse Midwives or multipurpose fema]ie" workers) when they visit the slum areas or at
the maternal and child health (MCH) chmcs conducted by the Corporation’s Health

Posts every week.
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Figure 4.4 : Procurement of IFA Supplements -
An Ethnographic Decision Model

Woman confirms pregnancy

v

Tells FM
v v v |
Visits doctor. Visits AWW  y  FM does not show interest
" l ‘ lANM (home visit) ‘ : 'L
Government  Private o AWW makes AWW does
hospital hospital AWW gives a home visit not make
IFA to PW a home visit
| ' N
Doctor Doctor ~ ANM gives IFA
-advises PW advises PW to PW-
to take IFA  to take IFA v v
supplements supplements Gives IFA PW does not
¢ supplements  get IFA
supplements
Gives a prescription ‘
l .
Gives IFA B
supplements -
free of cost A
‘Buys IFA Does not buy IFA

from pharmacy

May also go to AW for
food supplements
v
AWW also gives
IFA supplements
FM : Family Member (s)
' IFA : Tron-folic acid supplements
Frequent responses PW : Pregnant Woman
I Infrequent responses AW : ICDS Anganwadi
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As mentioned earlier, in this study, though all ’rhe women had access to free of cost
ron supplements, some women received them from government health faollities or
purchased them from pharmacies as prescribed to them by private medical
practrtioners. Some women received iron supplements from multiple sources such as
lCDS Anganwadis, government hospitals, and they also purchased them from
pharmacies, thus often receiving many more tablets than the minimum dose of 100.

. Compliance Relatetl Behaviors of Pfe'gnant Women

The qualitative data reveeled certain household level factors influencing consumption
of iron supplements by pregnant women whrch is depicted the form of an EDM
(Figure 4.5). As seen in the EDM, when a pregnant woman procures iron supplements
from the sources mentloned above her famlly mernbers play a major role in permitting
or supporting her to consume them. It is more common for the family members not to
have any objectron to the woman consuming the tablets. In a few cases, a mother-in-
law might pressurize a woman not to take the supplements due to. cultural beliefs such
as the tablets are ‘hot’ and may cause mlscarnage andasa result the woman never
takes the tablets. It is frequently observed that the pregnant women who often forget
to take the tablets regularly, and may stop consummg them altogether if there is no
one to encourage them at home Ifa woman 18 self motivated to consume the tablets
regularly, she may experxence benefits or- 31de eﬁ'ects which would ultimately make
her decide whether to contmue or dxscontmue taking the tablets Experience of

benefits motivates the women to continue thh the 1ron supplementatron

The data of this seotion‘ als' well as other stuﬂies in literature highlight the need for
conductmg a comprehensxve situational analygrs ofa program within a health system
including perceptions of. health service prowders and their clients so that relevant

cotrrective measures can: be taken to nnprove the quahty of nnplementatlon of the
i ! t

program.
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Figure 4.5 : Consumption of IFA Supplements -
An Ethnographic Decision Model

Pregnant woman gets IFA either from AWW or
Doctor’s prescription or Government hospital

Tells FM about the tablets
|

v | v

FM permits her FM asks her not to consume the
to consume the tablets tablets (Cultural beliefs that-
‘ tablets are ‘hot’, other beliefs)

PW consumes the PW forgets to - PW does not take
tablets regularly consume the tablets . the tablets
regularly
| .

o l
Experiences  Experiences FM reminds her FM does not remind her

benefits side effects
Continues PW consumes PW does not comply
consumption tablets regularly

v v
~ Continues consumption  Stops consumption or
despite side effects becomes irregular

‘ PW: Pregnant Woman
Frequent Responses | FM : Family Member (s)
....................... ]nﬁ-equent Responses » AWW - An ganwa di Worker
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SECTION 11
PHASE B

IMPROVING THE HEALTH SYSTEM FOR BETTER QUALITY OF
IMPLEMENTATION OF NUTRITION RELATED ANT ENATAL CARE
SERVICES IN URBAN VADODARA

The overaii objective of this phase of the study was to develop and implement
selected stratégies to improve the quahty of 1mplementat10n of the nutrition care
services in the antenatal care program w1th the pam01pat10n ‘of the Vadodara

Municipal Corporatlon s health ofﬁclals

The situational analysis carried out in Phase A brohght to 'li':ght ee\?eral lacunae 1n the
health system Table 4.16 summarizes the drawbacks observed in the health system
and the mterventxons planned to addresethem

- The low priority given to the antenatal. care package of servxces in particular, the
nutrition related antenatal care services' mcludmg the anemia ?ontrol program, was
reflected in. the 1nadequacy of trammg of health ﬁmchonmes ’Iack of clarity in job
functions, 1rregular supply of IFA tablets lack of an eﬁ'ectwe dxstnbutlon system for |
IFA tablets, v1rtua11y absent IEC and counselmg act1v1|t1es and absence of monitoring
the numtlon servxce activities except : for recordmg number c?f women glven IFA

!
tablets and welght of women visiting the MCH chmcs for antenatal checkup

|
[
N ! . !

i ! i

The data obtamed m the 31tuat10nal analysm helped to facxhtate and mmate changes in
the health system, whlch were based on the pnnc1ple of behavxor change as illustrated

L
\

in Figure 4.6. Each box in'this figure mdlcates a specxﬁc behawhr or knowledge area

which was attempted to change ina posmve dlrectlon The targeted behaviors of the

Health Servxce Prowders included : QB‘ -

" a common understandmg of job funcuons of ANMs with regard to the antenatal
care services at all levels

» their knowledge and skills for provi_din’g these services

* an improved monitoring system for ANC service provision
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Table 4.16

Lacunae in the Health System and Intervéf#jothijr

1y

\<- ! |

Implemented to Address Them

Lacunae in the Health System

e Lack ofclarity regarding job
functions for ANC at all levels

e Low priority accorded to ANC
services in the government
health system

» Virtually absent supervision and
lack of monitoring ofthe
nutrition care services

e Unplanned distribution of iron
supplements and infrequent
home visits by the functionaries

* Absence of IEC matenal on
nutrition services in the
government health system

i5i

Interventions Implemented

Formulation and dissemination of
specific job functions by the health
authorities to the health functionaries

Training to increase awareness and to
highlight the importance of nutrition
related ANC services along with the
other ANC services for pregnant
women

Intensified monitoring of ANC
services by senior health officials

Changes in the workload of
supervisors by health officials to
enable better supervision

Simple modification ofthe ANC and
Home Visit registers to incorporate
data on nutrition counseling, and
distribution as well as consumption of
IFA tablets by the pregnant women

Streamlining the distribution system: a
combination ofclinic and home based
approach. Minimum 3 visits and 100
IFA tablets to each pregnant woman
were emphasized

Production of IEC material on
nutrition services, especially
pregnancy anemia

Training of ANMs and their
supervisors in counseling skills
Incorporation ofthe use of IEC
material in the routine job functions of
the ANMs



Figure f-t : Strengthening Capacity of Health Workers
Based on the Principle of Behavior Change

Targeted Behaviors/Knowledge

* Consensus building * Training through  * Participatory design and
with MO (H), FWMO, participatory implementation ofan
LMOs, LHVs and ANMs approaches intervention trial in

2 Health Posts
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* more frequent and effective use of IEC material by the ANMs on ANC services,
particularly nutrition care and anemia related services

= better counseling and communication skills of the ANMs

The strategies conceptually chosen for improving these behaviors were - consensus
" building with the Corporation’s Health Department officials/employees, training of

LHVs and ANMs through participatory apprﬁaches, and participatory design and |

implementation of a trial in the two selected Health Posts A and B. |

* Job Functions of Health Functionaries
When the current job functions of the ANMs and LHVs were reviewed (Table 4.3), it
was seen that the job functions inéinljr'coveréd immunization and family planning
. related services but even these tasks were not adequately explained. The job functions
did not cover specific MCH and ANC services. Functionaries were expected to fill
and update various registers for 4 hours évery day after doing their field work. No time
scheduling (weekly or any other) was eyident for carrying out specific job functions.
The stated job functions of ANMs and LHVs were the same, Though the LHVs were
‘expected to monitor and supervise the work of the ANMs, this was not clearly
specified in their job tasks. In-view of this, a list of job functions was drawn up jointly
with the Corboration officials related to the';antenatal care services (Table 4.17).
Care was taken to see that nutrition felated sen:rices received adequate attention. The
FWMO welcomed this step of specifying the job functions regarding antenatal care
including the nutrition services as 'shoél believed that this clarity of job functions would
facilitate the health functionaries to do better, and perform tasks they were already
expected to do. She circulated the _]Ob funcuons to the health staff as new guidelines
by the Vadodara Municipal COrporatlpn.

e Training of Corporation Functlonanes
As revealed through the sxtuatlonal analysm trammg was one of the weakest
components in the health system of the Vadodara Municipai Corporation. The

grassroots level functionaries were not g_iVen practical fraining with regard to effective
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Table 4.17 : Job Functions of ANMs and LHVs (Modified and Improved)

bl N

W

I

W -

Survey cum home visit (1 day every. week area wise)

Monthly registration of pregnant woinen through home visits before 16 weeks

~ of pregnancy (except in ICDS areas)

Noting high risk pregnancy and. newbom during home visit.
Giving nutrition counseling, giving iron tablets or follow up of iron
supplements, advice for referral durmg the home visit.

Antenatal Clinic (l /2 orl day evety week at the center)

Assist the medical officer in the checkup

Take weight and give iron tablets and TT vaccination.

Advise the women to consume the i iron tablets improve thexr diet and rest
using IEC matenial. -

Advice for spacing method

Health—Nutrltlon Educatxon (1 day per week in different areas)

Organize mahila mandal meetmgs weekly

Organize a health exhlbmon competmon ‘etc. once in 2 months.

Give NHE on every home visit; usmg IEC maternal especlaily to high risk and
anemic pregnant women.

Monitoring and Sﬂpervxsxdn

Both LHVs and ANMS to mamtam records 'showing both quantxty and quahty
ofcaremANC L . .

For LHVs

ToguldeANMs .
To maintain superwsmn reglsters L

isr




implementation of the antenatal care services, especially nutrition related services at the
community level. Many were not aware of the seriousness of the problem of anemia
and the exact importance of weight monitoring and nutrition counseling during
pregnancy. Even those who wished to give it more attention could not do so because of
other competing priorities. Therefore, a training program was organized to update the
knowledge of the health functionaries of the Corporation regarding antenatal care
services in general and nutrition services in particular. The functionaries were also

oriented to their specific job functions.

Though all functionaries of the Corporation participated in the training, the
functionaries of the Health Posts A and B under study, were given more intensive

training.

The methodology for training ‘included lectures by experts, group discussions, a slide

show and role plays.

Resource material in the form of an illustrated booklet in Gujarati was developed and
given to all the participants during trammg It was titled as “The New Family Welfare
Program - Let Us Make Antenatal Care Services More Effective (A Guxde for the
Auxiliary Nurse Midwives)”. This booklet included the following topics:

= FEarly registration of pregnant women.

* Health check up - "

» Identification of ‘high nsk’ 'pregnancles and referral services
= JFA supplementatlon to control pregnancy anemia

» Monitoring of weight gain during p}'egnancy

= Immunizaﬁon against tetanus o

= Health and nutrition education .

=  Home visits for follow up care and counseling
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Under each of these topics, basic information was given along with what the ANM

was supposed to do under each service.

As mentioned earlier, the functionaries did not have scheduled timings for carrying
out their various job functions. During the training workshop, emphasis was given on
earrying out the job functions more effectively for better implementation of the
antenatal care services. Services such as early and 100% registration of pregnant
women in their allotted field areas, deteetioﬁ‘ of high risk pregnancies control of
nutritional anemia through iron supplementatlon and dietary modification,
immunization against tetanus momtormg of weight gain dunng pregnancy and
nutrition health educatron were remforced The functlonanes were explained about

the importance of follow up home vrsltsfor .corxtmurty of care.

As regards monitoring and supervisidn the'lm andlLHVs were asked to maintain
records reﬂectmg both the quantxty and quahty of care provrded to the beneficiaries.
‘The LHVs were to gutde the ANMS in thrs process The functronanes were also
trained to use the IEC rnatenal to counsel pregnant women regardmg anemia and

dietary modlﬁcatron durmg pregnancy

Smce the focus of this study was on qualrty of rmplementatlon of nutrition related
ANC services, these strategres are further descrlbed below

s Distribution and Momtormg System of IFA Tablets
Distribution of i 1ron tablets to pregnant women was unplanned and haphazard; home
VlSltS by the ANMs to these women’s houses were 1nfrequent To improve upon this,
an attempt.was made at streamlmmg the system of distribution of i iron tablets using a
combmatlon of chmc—based and home«based approach It was emphasrzed in the job
and give her mm1mum 100 IFA tablets In v1ew of the large populatlon per worker, it
was stressed that the pnmary focus of the wsrts should only be in the slum areas and

not well—to-do housing socretres At the MCH chmcs pregnant women should be
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given IFA tablets and counseled regafding the importance of consuming iron tablets .

during pregnancy.

Current antenatal care service registers and records were reviewed as reported
earlier in the situational analysis. The ANMs did not monitor compliance of the women
with iron tablets and did not have records to incorporate the information on distribution
and consumption of iron tablets. Therefore simple modifications in the ANC register
and the home visit register' uvere made "With :particlpation of ‘the FWMO of the
Corporation as seen m Table 4.18. There was 1o problem of supplies of IFA tablets in
the Corporation. It was encouragmg that aﬁer a gap of several months the current

supply of iron tablets was adequate

e Supervision L i

There was vutual absence of supervxszon at all levels The LHVs who were the
designated supervxsors of the ANMs acmally performed the same tasks as the ANMs
and had the same populatlon coverage. Both the tlme and the skills for supervision

were inadequate. | Hence‘ aﬁer dlscusstons the Medlcal Ofﬁcer (Health) of the

Corporatlon agreed to reduce the expected populatlon to be covered from 10,000 to
7,000 for the LHVS and to re—dxstrlbute the remammg populatlon to the ANMs. Tn the

trammg workshops supervxsory skxlls of LHVs were focused upon

Z‘,' i i» '
::2 - ; ,

. Informatmn-Educatlon-Commumcatmn (IEC)

i }; .

It was noted that very httle IEC matenal was avaxlable with the Corporatton on the

nutrition related antenatal care serv1ces In partlcular they ‘did not have any IEC

material on matemal anemla ”Hence a set of colorful ﬂlpcharts w1th a sxmple storyline

was developed for: : e LANMs for use as a counselmg a1d To ensure that the pregnant

women received. and consumed at least 100 1rorl tablets dunng pregnancy, transparent
plastxc bottle w1th a slogan; mI Gujaratz on the 1mportance of iron tablet consumption
was given to each’ pregnant woman in the study areas She was told that these airtight
bottles were to be used fot stormg IFA tablets and were to be shown to ANM/LHV or

the investigator for trackmg comphance through tablet eounts These bottles were of
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Table 4.18 : Modified Columns of ANC Register

158 ¢

Sr.No. | Record Name Age | Gravida |  Ageof LMP and
No. and and Address Para Youngest EDD
Date Child
1 2 3 4 5 7
Month of Medical = '| Weightin | ~Urine B.P. T.T.
Pregnancy Checkup kg | Test ' .
' ’ : N T e Booster
8 9 10 i 12 13 14 15
Whether High If Yes, Reasonsfor [+’ -/ Tron Tablets : Remarks
Risk - ' High Risk DRI v . .
Yes | No " . |" Provided .| Consumed
16 17 S 18 Ll 119 20 21
an
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convenient size to enable them to be used for several purposes later, e.g. to store spices.
Secondly, a compliance diary to mark the number of tablet(s) consumed every day was
developed and given to each woman. Before deciding on the compliance diary, women
in the selected slums were randomly asked regarding which would they prefer for
marking off the dates on which they took IFA tablets - a calendar hung on the wall or a
diary with multipurpose uses. Almost all the women preferred the diary. The flipchart
was pre-tested with several groups of women to assess the communicative effectiveness
of each visual and the text. The design {md production of the flipchart is explained in
Figure 4.7, based on a framework suggested by Mody (1991). The ANMs and LHVs

were trained in communication and counseling skills, as described. .
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Figure 4-7 : Designing and Pre Testing the Flip Chart Sef

Steps in the Process Its Application in the Present Study
Decide upon the topic , Control of anemia during pregnancy

, ' v )
Learn everything possible - Review of available literature: findings of
About the topic . previous research and situational analysis
Analyze lifestyle and Poor women with low literacy level preferred

'| communication preferences - that someone talked to them with some

of the audience - visual aids v
Access audlcnce needs and declde Adverse consequences of anemia during pregnancy
Campalgnémessage topic . and importance of i xrgn tablet consumption
Write specific measurable gozils‘ * Targeted pregnant women become aware of

_ anemia and the modes of its prevention

* Pregnant women procure iron tablets from

" various sources such as government hospitals,

. private clinics, anganwadis and pharmacies

* Pregnant women consume iron tablets regularly
* Pregnant women incorporate iron and vitamin C
. rich foods in their diets, and increase the quantity

v L of food intake
Select media o ‘ One to one ang group counseling
' N . . :
' Agree on creative-persuasive strategy A set of flip charts on anemia prevention during
o P Pregnancy was developed
* N ) - : W E . *
Write message specifications - * Eat one iron tablet every day for at least 100 days

* Include green leafy vegetables, citrus fruits, sprouts,
" legumes and jaggery in your daily diet :

v

Pre test : "Visuals and storyline of flip charts were pre tested

+ - _ . . ipregnant women in slum communities
Modify messages and proceed : “Suggested changes by the women were incorporated
with prod%ctlon o ', to make the messages gxore understandable
Monitor exposuré ‘ : o ‘The ANMSs were contacted to ensure that they followed

v ; | .t ‘spemﬁc guldelmes/mst;ucnons while usmg the flip chart
Get feedback from the user ; _ Recexved feedback from the ANMs and the pregnant women
and the target audience ;i about the appropriateness and understanding of messages

Adapted from : Mody (1921 )
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IEC Materia/

Storage bottle and Compliance diary

Flip chart on Anemia



‘SECcTION IIT
PHASE C

RESPONSE OF THE HEALTH SYSTEM TO THE INTERVENTIONS FOR
IMPROVING THE QUALITY OF IMPLEMENTATION OF NUTRITION
RELATED ANTENATAL CARE SERVICES - A PROCESS EVALUATION

The overall objective of this phase was to study the changes occurring in the health
system as a response to the inter%ntion strategies but in place in fhe ANC program of
the Vadodara Mumclpal Corporatlon The focus of this phase was, prlmarlly to observe
whether there was an. nnprovement in the’ executlon of job functlons by the ANMs and
LHVs towards better nnplementatlon of AN C services, especlally nutrition care

services.

Methods Used for Process Evaluatlon of the Interventlon Strategles

The methods used for process evaluatxon are glven in Table 4 19. These included
follow up visits at the selected Health Posts and at the pregnant women's houses,
direct observations of the health service provxders work, and exit interviews of women
visiting the maternal and child health clinics’ at the two Health Posts. The quantitative
methods used mcluded assessment of welght gam and hemoglobm levels of the

pregnant women and bxrth wexghts of their newborn

The Health Semce Prowder Group , :_ %h

. Follow up VlSlts‘

Principle: Follow ug of any actlvxty 18 essentxal to assess whether the activity is bemg
implemented as planned and to ensure its sustamed nnplementatlon '

Purpose and Method. Follow up v1s1ts were made to the two Health Posts on a
weekly basis for a year durmg the course of the study This - was done in order to
assess whether the modlf ed strategles worked towards unprovmg the implementation
of the nutrmon semces thhm the context of the overall job responsibilities and the

health system in Whlch the health service provxders worked. These visits included
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Table 4.19 : Qualitative Methods Used in the Process Evaluation

Method Informants Number Information Sought
» Follow up visits | * Health service ~ Once = Field level
providers at the weekly implementation of
aI:Iealth Posts : throughout nufrition services as a
Prc:gm}ntth the s.tugy part of ANC services,
women in the peno time spent on the
slums : .
services, quality of care
e Direct * Health service 8 days
observations providers on
chnic days
* Health service 2 weeks
providers at the
Health Posts
e Exit interviews | ¥ Women visiting 148 = Utilization of antenatal

the Health Posts " care and MCH services
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constant interaction with the providers, observations of their work, and checking of

their records.

¢ Direct Observations
Principle: When one wants to know about what people actually do, there is no
substitute for watching them or observing their behavior. In direct continuous
momtormg, you watch a subject or group of subjects -and record their behavror
Continuous momtorrng 1s used n assessmg work srtuatrons and 1s a common method
of data coliectron mn many ﬁelds Trammg of people for dlrect contmuous observatlon
helps in reducmg observer bias to make them more accurate and rehable (Bernard
1995). . - :
Purpose and Method In thrs study, dxrect observatrons of the quality of care m
service dehvery armed at assessmg whether the health post staff could operationalize
the modrﬁed strategres for nnprovmg the zmplementatron of the nutrition servicés (for
which they had been tramed) within the context of therr overall responsrbrhty and the
. health system 1n whlch they worked. During the follow up visits to the Health Posts,
informal conversatlons were carrred out with the ANMs and their supervisors. Direct,
contmuous momtormg observatlons of the héalth servrce providers were carried out
for a total of 8 chmc days to observe the actual lmplementatron ‘of the nutrition
serv1ces at the trme of the matemal and Ghlld health chmcs The service provrders were

also observed for 7 contmuous days at’ each of the 2 Health Posts. The observations

were recorded manuell tm a notebook Before the observatlons good rapport had

already been burlt wrth:the subjects and thrs helped to rmmxmze the Hawthorne

effect Le. change m beha? r. of the health functlonanes due to the observatrons

o Exit Interv:ews Do N ‘

Prmcxple. Exxt mtemews are usually conducted to see peoples response to certain
srtuatlons eg, mtervrewmg people aﬁer their visit to a doctor to know about the kind
of servrces provrded o them without observmg the actual process (Anker et al 1993).

- Purpose and Method A total of 148 pregnant and lactatmg women who attended the

16%



maternal and child health clinics for antenatal checkup or child immunization at the 2°
Health Posts were interviewed using this method. A pretested structured questionnaire
was used to obtain data on services provided to them at the clinics and advice given by

the Medical Officers on IFA supplementation and nutrition.

RESULTS
Health Service Provider Group

e Follow up visits to the 2 Health Posts and Direct Observatlons of health
functionaries at work: Did 'the job functions really improve?

The frequent responses of the health ﬁmc:tipnaries obtammed through the interaction

with them during the process eveluatien are sﬁmmarized below, with the investigator’s

comments in parentheses.

» We have a lot of work such jas ;z:grveﬂng"our areas, filling up various registers
(Table 4.4); visiting slums for dzsmbutzon bf iron tablets, ORS (oral rehydration
salts) sachets, oral p:IIs and condoms and immunizing children. We have a
large . population (approxzmately 10, 000 per worker) to cover, and unless it is
reduced, it is impossible for us to do good qualzty work and achieve the family
planning targets. In fact, cIanjfvmg our ]Ob Sfunctions has increased our work.
(This statement was made. desplte the fact that the LMOs and the FWMO herself
reiterated to them several tlmes “These actxvxtles (in ANC and ACP) are. nothmg
new ... you are any way expected to perform them )

» Weare constant!y busy wzth so many unexpected unplanned activities to perform
in between our routine work because of a number of vertzcal campaigns or other
programs such as pulse poho campatgn, school health program, malaria control
program, and leprosy ehmmatzon 'campazgn These programs take up a lot of our
time as we have to plan before for the program and do pre-program preparation.

During the zmplementatzon aII our time is devoted to it and after the program gets
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over we prepare the reports. Also, we have our routine activities such as
completion of family planning targets, drran,ging medical camps, and routine
immunization work. So where is the time to use the flip chart on anemia or to
write in the daily diaries? We cannot make any schedules for our work. We do not
even remember what we did last week. Why don’t you see our movement register?
Our daily diary jottings are also transferred to the register. (The movement
register was supposed to be filled every time the ANMs/LHVs went out of the
Health Post for some work. This included visits to their respective field areas and
to private practitioners’ clinics/hoépitals for taking down the number of family
planning operation cases. In the movement register, it was noted that the health
functionaries had put their names against the date, time and the place where they
were to go along with the purpose. Sometimes only the name of the area was
filled and purpose of visit was mussing. Further, usually the time when they
returned to the Health Post was not filled in any éntry. The observations revealed
that many a times an ANM asked another ANM to fill the movement register for
her).

*  Pregnant women in the slums do not consume the iron tablets even though we
make Visits to their houses. Some women do not take iron tablets at all because
they are ignorant, have cultural beliefs and sometimes their mothers-in-law do
not permit them to take the tablets. (However, though this was partly true, as
direct observations of functionaries and interaction with women, described later,
revealed that contécts with women and counseling efforts were few and. far

between).

The ANMs also mentioned a lot of vertical campaigns which came off and on and

disturbed their routine work (Table 4.20).
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Table 420 : Vertical Campaigns and Major Health Care Activities
Carried Out Over a Year by the Health Functionaries

Month

Vertical Campaign

January

Pulse Polio National Program for vaccination of
children against polio

February - March

Completion of family planning targets as the year
ends on March 31

April- July Mid-April till end of July - Updating survey for
enrolment of eligible couples
August (1st week ) Preparation of action plan (prediction of antenatal
care, postnatal care, family planning and
. immunization targets) -
15-30 August Various health care activities to celebrate Indian
Independence
September School health program
October Visits to schools for giving payments to the teachers
November Malaria Control Program
December Pulse Polio; Preparation for the program in the first
week of December
Pulse Polio; Modified Leprosy Elimination Campaign

January

in late January to early February
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Too Many Vertical Campaigns - Poor MCH Services

Pulse Polio Campaign

Leprosy Elimination Campaign
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¢ Direct Observation Method for Time and Actnvnty Pattems of the
Functionaries

" Direct observations helped to verify reported data and also gave additional insights
regarding the work organization and time scheduling of the functionaries and the
importance given to antenatal care and nutrition related activities in their routine work.

The observations were carried out in 2 weekly cycles.

The observations threw light on the oaiure of ﬁmctioning of LMOs, LHVs and ANMs

as summarized below.

* Many of the health funotionaries (ANMs LHVS and LMOs) did not come on time
(9 am.) to the Health Post On mmost days the LMOs did not come at 9 am. and
they left early The ANMs and LHV s left at 5 p m. on almost all days but often
during the afternoon they did not do. any work and chatted with each other till 5
pm. All the Health Post staff took at least a day s leave durmg the week long -
observation perxod A typlcal day of 3 an ANM m between vertical programs is
discussed in Table 4.21. It can be noted from the table that out of’ the 8 hours for
which the functlonarles were expected to carry out their ]Ob functlons on an

' average, only 3 hours ‘were spent on productlve ofﬁclal work, whlch mostly
consisted of completmg the reglsters 1f the functlonanes remamed at the Health

Posts.

* One Health Post suﬁ'ered from staff shortage as 2 ANMs were transferred to
another Health Post The ANM who was transferred to this Health Post was not
* familiar w1th the ﬁeld area so lad to: spend tlme m buﬂdmg rapport with the

commumty
= Considerable tlme was expended n completmg entrxes in a lot of registers, with

ANMs oﬁen transferrmg ‘beneficiaries’ names from one reglster to another In one

Health Post, the staﬂ' spent an entire week preparmg their monthly report. As their
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Table 421 : A Typical Day of an ANM in~ Between Vertical

Programs/Campaigns
Time Activity
9.00 10 9.20 a.m. .| ® Health Post locked
9.20 am. o Helper/ ANM/LHYV opens the Health Post
9.30t0 10.00 a.m. e All staff arrive and start chatting; also talk about

family planning operations

10.00t0 1030 am. » TeaBreak

10.30t011.30 am. e LMO amives, discusses routine work, leave to
be taken, and the upcoming Leprosy Campaign

11.30am. t0 12.30 p.m. o Fill registers such as Copper T, family planning
‘ operation, MCH registers and chat about

household problems

12.30t0 1.00 p.m. e Lunch

1.00to0 2.00 p.m. o Sitidly, chatting, reading newspaper

2.00 t0 3.00 p.m. e Continue register work - update and fill registers

3.00t03.30 p.m. e Health workers from nearby NGO come to
collect vaccines, ORS packets, and
contraceptives

3.30104.00 p.m. e Tea break again!

4.00 to 5.00 p.m. s Continue register work; discuss about field areas

to be covered by each worker during the
Leprosy Campaign, leave for home.
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LMO was absent, the ANM tried to prepare' the report but got confused about what
to fill in and hence she asked for advice from her colleagues, and filled in whatever

she could; in places entering incorrect information.

* The opinion of some ANMs regarding the new target free aoproach (TFA) was
“TFA toh matha ni dava chhe” (TFA is a headache to us). This was because they
were not given any trammg regarding what’ RCH was all about and were still

expected to prepare their actron.plans, for the TFA approach.

= At the Health Post where tlfe vaccinator did the vaccination, he came only for 2
hours durlng the vaccmatlon perlod and the ANMs were dlssatlsﬁed that nobody
said anythmg to hlm desprte the fact that he d1d not come for the spec1ﬁed period of

time. . , Sy

* In one mstance a woman from nearby slum came for IUD (mtra—uterme devrce)
msertton Because the LMO was absent the LHV inserted it and told us that she -

would ertellt for the doctor as the LHV was not supposed to do 1t n the doctor’s
absence. ! o g
;1

" As regards 1ron tablet drstrlbutxon, 1ron tablets were observed to be glven to women

only durmg the MCH clinic and rarely through home visits.

i v e
R
: b
i

!
!:‘ .
'l

Observations were also carrled out atl the 2 Health Posts during two campaxgns These
were Pulse Poho Campargn and the lModlﬁed Leprosy Elimination Campalgn These
are narrated mBoxes l and 2 :.: Ca A
* Direct Observatlons of MCH Chmcs
Direct observatlons were carned out durmg 8 MCH chmcs n operatlon for 8 days at
the 2 Health Posts These weekly chmcs lasted for about 3 hours from 9 am. to 12

p.m. It was observed that women mostly came to the clinics for immunizing their
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Box 1 : Pulse Polio National Program: Intensive Work But Little Supervision

For the campaign, the ANMs had received a list of area centers and a list of private
practitioners in their areas. On the previous day of the program, the ANMs went to the
private medical practitioners’ places and gave them oral polio vaccine (OPV) bulbs
according to their requirements. They also stuck area wise labels on the vaccine carriers. -
The next day they came at 6 a.m. in the morning, filled up the vaccine carriers with OPV
bulbs and ice packs. These along with pulse polio banners and tally sheets were given to
volunteers who were sent to various centers in a vehicle under the supervision of the LHV. |
Two ANMs went to their field areas and two others waited at the Health Post. They had to | -
go and call children from nearby areas for vaccination. ‘

The LMO of the Health Post along with 2 LMOs from other areas remained inside the
Health Post not engaged in any useful activity. They dzd not supervise or check the progress
of the vaccination camp which lasted till 5 p.m.

The next day the LMO was on leave. The ANMs did nothing in particular for a longtime,
and later on they emptied the vaccine carriers; and put together the tally sheets. The
remaining days of the week were spent on compiling the monthly report. The LMO was on
leave for all the remaining days.

Box 2 : Modified Leprosy Elimination Campaign: They Have':to Do it But How?

On the day prior to the commencement of the program, the LMO of the health post was on
leave. Hence the LMO of some other Health Post came to discuss about the areas to be
allotted to each health worker which led to confusion among the ANMS The ANMs had not
been given any training on identifying people affected with leprosy, yet they were asked to |.
identify and refer cases for treatment. As one ANM said ironically, “Amne badhu j aavde
chhe” (We know everything).

On the actual day of the campaign the LMO was present but 2 ANMs were absent. Also, only
3 instead of 10 sanitary inspector course students came to help the ANMs. These students
were from South India and did not know the local language, Gujarati or even Hindi, hence
as one ANM said, they were of no help to them. As she said - “Putla ni jem mari sathe ubha
raheshe” (They will stand like stazi:es with me). -She added that people fluent in the local
language and accustomed to surve}ang slum communities should be assigned for the job as
the issue of leprosy was very sensmve :

The ANMs were given picture booklets to help them identify Ihe signs of leprosy. They were
also given certain pro formas to fill. The. ANMs had to go to ICDS Anganwadis of different
areas from where the ICDS AWW and. the helper were to take them to the community. As the
ANMs did not know the locations of the Anganwadis and the AWWSs, they had to depend on
the ICDS supervisor. The areas allotied. to the ANMs for the leprosy survey were not the
same in which they usually worked: So they were not Jamiliar with these different
communities and had to depend on the AWWs and helpers for their work.
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Too much register work?

Supervision: Is checking of registers enough?



children. Only a negligible number of women came to the clinic for antenatal checkup
and those who did, came mainly for taking the ahti—tetanus toxoid injection. The main
reason why women did not visit the clinic for antenatal checkup was that they were
not aware that this facility was available at the Health Post. Most of them went to
private prectitioners for antenatal care. This became more evident in the exit

interviews of the women.

As shown in the flow chart (Figure 4. 8) when a woman visited the clinic, the ANMs
gave a packet of iron tablets c,ontaiﬁiﬁg 25 tablets, a packet of ORS, and a pack of
condoms. They did not giv;%e.' any (adviee regarding iron tablets. Most of the

conversation focused on contraceptive use and advice.

Although the pregnant women vxsxtmg the MCH clinics were weighed, they were just
told about their welghts and whether it was approprxate or less. In case of underwelght
women, the advxce given was Just to put on more welght but they were not explained
about why they should put on more welght and how.

At one Health Post, the vaccmator admlmstered the vaccines whereas in the second
Post, the ANMs took turns to vaccmate the children. They complained that they had -

i

to do the vaccinator’s job. o ';

Ly

* Supervision and Monntoring Checking of records and registers maintained
by the ANMs and LHVs. and observatlons of the monthly meetmgs at the
Family Welfare Bureau a

I

As mentloned earher the ANC reglster. -Was shghtly modified to mclude information on
distribution and consumptxon of 1ron tablets Columns of ANC reglster are given in
Table 4.18, However, dunng the observatlons and follow up it was found that the B
ANC register’ columns suggested by, the mvestlgator and the Corporatlon health
authorities were not ﬁﬂed They only mentxoned that iron tablets. were given to .a
particular pregnant or lactatmg "woman, but did not specify the number of

packets/tablets glven to the women Welghts of the women were entered periodically.

However, if the woman was v1sxted at home by the health worker, her weight was not

494



Figure+2: Flow Chart of Sequential Activities Taking Place At the
Weekly MCH Clinics Conducted at the Health Posts ‘

Women (pregnant and others) come to the Health Post,
stand in the same queue, waiting for their turn

v

Pregnant woman

v

Shows MCH card to ANM 1.

v

ANM 1 asks her whether she has come for
TT; ANM 1 or ANM 2 fills in the card.
and the register ; woman receives one
sachet of IFA supplements (25 tablets)

l

- Woman who has come for
child immunization

v

Shows MCH card to ANM 1

v

ANM 1 checks the immunization schedule,
" fills date and vaccine related information

in the-card as well as in the immunization

‘register; ANM 1 also gives. contraceptive

advice to the woman and gives her a pack of

v v , " condoms; gives her a packet of ORS and
*ANM sends woman  *Woman goes to the  sends her to the vaccinator after telling her
to the doctor for vaccinator; receives  about the timing of next vaccination
checkup (if doctor TT injection -k ‘ ¢
is available) : - .
* Sometimes weight Vaccinator vaccinates the child accordingly
is checked usually by ; '
the ANM at the ,
woman’s request Woman leaves the Health Post
*Woman receives TT with her child
injection from the
vaccinator

v T
Woman leaves the Health Post -

Advice Received: - Advice Received:
About IFA supplements- Mainly regarding family planning.
This is ‘shakti ni goli’ Sometimes ANMSs give women
(strength giving tablet); ~ pediatric iron tablets for their
take one tablet every night . " children. They also tell them
after dinner. No advice is ".about the preparation of ORS
given regarding diet. in case the child has diarrhea.
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taken and hence not entered in the register. There was hardly any mention in the

register on nutrition advice given.

= Observation of Monthly Meetings

The staff of all Health Posts attended a meeting on the second- of every month at the
Family Welfare Bureau. The purpose of these meetings was the assessment of work
carried out by the Health Posts in the preyious month. They also received their
salaries on thrs day We observed that the Family Welfare Medical Of'ﬁcer asked
LHVs of each center only about thelr perfonnance regardmg famﬂy planning activities
and survey of households in therr respectrve areas. She:did not ask about other MCH
activities, especrally dlstrrbutron of - iron: tablets to pregnant 'women. Regarding
immunization she told them to: vaccmate chlldren and women One ANM angrily
commented “Kitna bhi kiya. to daant mrItz ham Sab FP ka hz dekhte hain. Kitna
~ clinic kiya, kztna iron diya, koi nahm poochhta (How much ever (work) we do, we
_ get scolded. Everybody asks (only) about famlly plannmg targets achieved. No one
- asks about how many (ANC) chmcs we haye conducted or; how many iron tablets we -
have dxstnbuted) R

In one such meetmg towards the end of the financial year revrew of the activities of
the health workers during, the year was done Statrstrcs regardrng total number of IUD
mnsertions and famrly p]anmng operatlon cases and total’ number of oral pills and
'condoms dlstnbuted were presented and dxscussed No statlstrcs were mentloned
regardmg dLstnbutron of tron- tablets or about the number of pregnant women whose
weight was momtored durmg the MCH chmcs T he FWMO remarked to the workers
that the level of famﬂy planmng actrvrtres camed out durmg the- past 10 months was
very less. She mstructed the workers to mcrease the actlvxtres m the months of
February and March She also stated that hlgher authorrtres were not pleased with the
statistics of the famﬁy planmng actrvrtres carrled out Further she mentioned that
according to’ the reports obtamed from the mvesngator the momtormg was poor.

Hence she empha:nzed that monitoring should be stressed upon In her words,
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“Monitoring is missing from the top level. I have reduced the workload of LHVs from
10,000 -12,000 families to 6000-7000 families, yet the LHVSs are not monitoring the
activities of the ANMs.”

Meetings such as these made it amply clear that despite the ‘target free approach’ and
~ the interventions put in place to irnpfove maternal nutrition care sefvices, the focus

continued to be on family planning. - -

* Moving Ahead : Evolving’"syst'ematic work plans for the ANMs jointly with
the FWMO of the Vadodara Municipal Corporation
As the ANMs were not makmg the appropnate number of visits to thexr allotted field
- areas, and not perfonnmg several of thelr functxons for various reasorns, a need was felt
to have work plans for the ANMS wh;ch ensured a proportionate distribution of their
time for- major tasks so that they could g1ve balanced attentlon to all their respective
Jjob functions, including antena’ml care 1ron tablet dlstrlbutlon and nutrmon counseling
(Table 4.22). The plan was made by the mv&stlgator jomtly thh the LMOs, on the

basis of the ANMs’ weekly workload ' , %hlch compnsed approxxmately 40 hours. Out

of these 40 hours it was' stated Ilm the plan that 50% of the t1me be allotted to
providing various services, 0% to ' ommumty surveys 10% to record keeping and

the remaining  20% of tlme vwasJ

-k ‘pt for . rmscellaneous work such as meetings,

T'f?‘;'I'he ANMs were asked by the LMO of the

campaign programs and health cagmps
Health Post to make their md1v1du. P

this endeavor. It was encour
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Table 4.22 : Work Plan for the ANMs

ANMSs’ workload : Approximately 40 hours/ week

Suggested proportionate time dlstrlbutxon :
Records : 10% (4 hours)

| Community survey : 20% (8 hours)

Other miscellaneous work : 20% (8 hours)-
Providing services : 50% (20 hours) =

Major services :

Family Planning activities ‘ '

Visits to unprotected/ ellglble couples counselmg for temporary/ permanent family
planning methods : : -

Activities for pregnant and lactatmg women . !

ANC services : Early antenatal’ regxstratlon check up (abdommal examination), TT,
iron- folic acid distribution,: momtormg of comphance with' 1ron, dletary advme
history of high risk factors, referral servwes| T
PNC services : Advice regardmg breast feedlng (especlally colostrum) and weaning,
iron-folic acid supplements hlgh nsk‘ mfant ; o

" g l i

Activities for mfam's and pre-school chtlldren ) oo
Immunization, vitamin A and i 1ron supplements ) . i

Can make week wise or month wxse plan takmg carg of all the actlvmes mentioned
above. LHVs to motivate and superwse the ANMs Overall supewlslon and guidance

by the Lady Medlcal Oﬂicers
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An MCH clinic in progress -
Child immunization is the focus

Monthly review meeting at the Family Welfare Bureau, VMC
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The Beneficiaries

The earlier section described the implementation of antenatal care services in the urban
health system of the Vadodara Municiapal Corporation. This section presents the

client perspective.

¢ Receipt of Services by Pregnant Women in Slums

Fortnightly visits made by the ihvestigator over one year. to the' pregnant women’s
houses who were enrolled in the study reveale‘o that the ANMs and LHVs rarely
visited nearly half of the study areas. -In 3 areas, the women did not even know the

name of the ANM visiting their areas.

‘s Antenatal care ‘ -

Nearly half of the women visited ‘-govermnenlt; hospitals or private practitioners for
antenatal checkup and some of them drd not. v1srt the doetor at all As evident from
the interviews in the situational analysrs most women and their families consider that

registration of pregnancy with a health faclhty ’necessary only for delivery purposes;
very few believe regular antenatal care 1S nnportant Many women said. in the exit
interviews (discussed later) that they were not aware of this facrhty being available at
the Health Posts, and that they vrslted the Health Posts chreﬂy for immunizing their
children. | "f‘ o

1
1

Regarding the receipt of iron tablets women; m four of the areas surveyed received
tablets from the ICDS Anganwadz Worker As dxscussed in the preceding pages, the
ANMs did not give any IFA tablets n the other four areas to replenish the ones which
the investigator had given in the ﬁrst vxslt to'the|pregnant women through home visits
made along wrth the ANMs. Most of the wo{men did not fill up the diary which was
given to them as a reminder to consume IFA every day as well as to record the number
of tablets consumed by the women The women elther forgot about it, or did not feel
the need. The ANMs did not do any kmd of follow up regardmg this to remind and

counsel the women to continue takmg the tablets _

i
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e Exit Interviews of Pregnant and Lactatmg Women Who Visited the MCH
Clinics

In order to assess the type and qunlity of antena’ial care given through the Health
Posts, a total of 148 exit inte;vieWs were conducted with pregnant and lactating
women who visited the MCH ‘clinics at Health Posts A and B. Specifically the
~ purpose of these exit interviews. was to eﬁcit mformation from the women regarding
the types of services and advice A;eceived by fchem at'the clinic especially with regard to

ANC services and IFA suppiemehta_tion;

After a few interviews, it became evident that rarely do pregnant women come to the
clinic but several lactating women come for thelr chﬂd’s immunization. Hence it was

y 1th lactatmg women also to find out what services

decided to conduct exit mtervxen!ls
they received during their last pregnancy Results of the exit interviews are

summarized below.

Out of the 148 women mtervxewed 14 were vxsmng the Health Post for TT
mnnumzatxon during their current pregnancy and the rest (> 90%) were mostly
lactating women who came for vaccmatmg thelr chlldren Of the total lactating women
(having children below 1 year of age) only 11 had visited the Health Post during their

pregnancies. - Thus out of the 148 women mterv;ewed only 25 (1 7%) women visited

the Health Posts during pregnancy for T accmatlon (n=12), for checkup and TT

vaccination (n=12), and for checkup on : n»—l) Of these 25 women, a majonty
(n=11) had visited the clinic only once 8 ce, and 6 of them came to the clinic three

or more times. The women vxsxted the MCH chmc mostly during late second trimester

or thlrd trimester. Many of them 'dznot know that antenatal checkup was done at the

“ Ahx tapas thay chhe aevu khaf)ar j'natht balak ni rasi muke chhe, etli khabar
chhe” 3

(I did not know at all that ANC checkup is done here, I only knew that child
immunization is done).
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The exit interview data clearly reveal that the weekly MCH were actually child
immunization centers where care of women was neglected. The community perceived
these clinics as a place where children were suppoéed to be brought for immunization.
Of the few women who were aware that antonatal care is a fhnctiOn of the clinics,
many did not come for reasons such as temporary absence from home as women go to
- their parents’ place for delivery, or, preference for privote health care due to its better
quality. A few women in the exit mterﬁew did say however that ANMs and LMOs
asked them to come to the center for ANC checkup, immunization and IFA tablets.
Box 3 lists down the reasons for why the pregnant women did not seek antenatal care

at government clinics.

With regard to MCH clinics as a source of IFA tablets, women who come to clinics
did receive the tablets (Table 4. 23) but rarely the full course, firstly because they did
not make the reqmslte number of chmc vmts and secondly home visits~were
mfrequently made by the ANMs. Shortage of supply of IFA was a problem but was
less significant as compared to the erratlc dlstnbutxon because of low priority given to
this program. Among the women who recelved tablets consumption of tablets varied
from ‘negligible’ to ‘the full course ‘(Table 4. 23) One reason could be the several
misconceptions regarding the tablets and lack of counselmg as evident from exit

interviews.

 “Mane kidhu ke shakti ni goh chhe ratre Jamya pachhi levani”
(I was told that they are strength ngmg ’tablets, to be consumed after dinner).
“Koi salah nathi aapi, Iakhwama padya chhe o
(No mstructxons were glven, they were busy wrltmg)
“Khali goli aapi, kasu kahyu nathi” ‘
(They just gave tablets, didn’t glve any instrgl_xlctions),

Direct observations of the MCH clinics described in the earlier pages corroborated the

data of the exit interviews.
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Box 3 : Reasons why women do not come for antenatal care to the
Government clinics ~ Their voices

¢ “Khabar hati ahin tapas thaay chhe, pan gamde suvavad mate gayi hati”
(Knew that ANC services are provided but I had gone to my village for delivery).

¢ “Private mein kabhi bhi ja sakate hai, yahan time to time aana padta hai, aur line
bhi hoti hai, kaun baithe itii der tak?” ’
(In private clinics we can go any time, here [health post] we have to come at a
specified time, also we have to stand in queue, who will wait for so long).

¢ “Khangi ma saroo chhe, dhyan aape chhe”
(It is good in private, they pay attention).

¢ “Bahoo dur chhe, aava javama bahoo paisa jaye chhe”
(The health post is very far, so it becomes expensive coming and going to the health
post). :

¢ “Kasuvavad bahu thayi, etle khangima tapas mate gayi hati”
(Had many miscarriages, so went to a private hospital for my checkup).
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Table 4.23 : Receipt and Consumption of IFA Tablets by Pregnant
Women

Receipt of IFA Tablets fr(')m,Health Workers by the 25 Women who
v came for Antenatal Care

n %
» Received IFA tablets - 22 88 -
e Received 25 tablets . 7 32
e Received 50 tablets o 8 , 36
e Received 75 tablets A 4 18
¢ Received 100 tablets 3 14
. . VI 3 12
* Did not receive IFA tablets T

Consumption of IF"A Tablets by the 22 Women
Who Received IFA at the MCH Clinics

I

R . m 1 %
e Consumed negligible nurjnb;e'r of tablets 10 ; 45
e Consumed25to100tablets * - | 12 55
o Completed the full course of100 © |~ 0 | 0
‘tablets Lo ‘ ’

8¢ -




. Complinnce With IFA Supplementation
Fifty women were followed up till delivery through regular home visits every 15 days.
These women had been, on enrolment, ‘provided with ﬁfty iron tablets (half of the
recommended dose) in a plastic bottle with a messa.gevon it along with a compliance
diary for recording the number of days IFA was taken. On the first visit, data were
collected on the number of tablets consumed by the wcmen thus far. According to the
speciﬁed job functions and training imparted on a'ntenatal care, regular visits to these
women were expected to be done by the selected Health Post ANMs for giving IFA
regularly and for counseling .and motivation to‘ 'the women to consume them.
However, the ANMs were mvolved in a number of vertical campaign prograns and
surveys as descrrbed earher and hence they made mfrequent ﬂeld visits to pregnant
women. The mvestlgator however visited these women to collect data on the number
of tablets avaﬂable and consumed till 32+ weeks of gestatlon As 'seen in Table 4.24,
the mean number of iron tablets consumed by the women mcreased with gestation.
The mean. mtake at enrolment (20-24 weeks of gestatron) was only about 13 iron
ltablets till the ﬁnal follow up. The

increase in complxance wrth iton supplementatron nnght have been‘due to the fact that

‘tablets and it. mereased appromnately to 60 iron

the women recerved these tablets at the homes andl also, due to: the motlvatronal slogan

on the bottle grven for stonng the tablets. .

In the present study, majonty of the women (56%) reported that they had consumed
|

all the 50 iron tablets provrded by the mvestrgator The ANMs' were supposed to

u!

provide iron tablets to the: omen durmg the home »VlSltS In absence of th1s only 24%

of the women consumed more than 80 1 1ron tablets by procurmg the remammg dose of
iron tablets from d]fferent sources such as Anganwadz pnvate hospitals and
Government hosprtals Among the women consummg more than 50 iron tablets, the
major source of procurement was Anganwadis and health centers run by a non-
governmental orgamzatlon "Out of the ten women who had eonsumed twenty iron
tablets or less erght of them had gone out of statlon to’ thexr parental homes during the
“second and thrrd trnnesters and two of them had stopped consummg iron tablets due

to side effects such as vormtmg, nausea and constrpatron

L,
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Table 4.24 : Consumption of IFA Tablets as Reported by the Pregnant
Women (n=50)

Sr. | Number of Pregnant Women Consuming the Tablets
No. | Tablets At enrolment At follow-up | Throughout the
Consumed pregnancy
n % n % n %
1 1-20 37 74 i5 30 i0 20
2 21-40 6 12 - 7 14 5 10
3 41 - 60 5 10 13 26 14 28
4 61 - 80 1 10 20 9 18
5 81-100 1 2 4 8 6 12
6 >100 - - 1 2 6 12
Mean number
~ of tablets B o T
consumed 13.26+£3.19 4422+4 .86 57.48+548
(MeantSE) '
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Nutritional Status of Pregnant Women in the Study Areas

e Prevalence of Anemia .

Fifty women were followed up till delivery through home visits. There was only a
marginal increase in the mean hemoglobin from 9.07 g/dl at enrolment to 9.56 g/dl
towards the end of pregnancy which was found to be non-szgmﬁcant (P>0.05). The
poor impact of IFA supplementahon is not surprlsmg, given the: .fact that after the
initial supply of 50 tablets, the ANMs or I;HVs did not ensure continuity of supply.
Women procured tablets ﬁ'orn multlple sources but given the lack of counseling, IFA

compliance was not satlsfactory

The consumption of dtfferent number of iron tablets by the women was compared with
the hemoglobin levels as represented in Table 4 25 ‘In each group of women
consuming dlﬁ‘erent number of iron tablets there was a.rise in mean hemoglobm of
about 0.5 g/dl at follow up' ‘as compared to that at enrolment except in one group
(consummg 61-80 1 1ron tablets) The srlnall mcrement m hemoglobm of all the women
(N=50) at follow up was not sxgmﬁcantly hlgher than that at enrolment It is evident

‘;x

that an average mtake of around sxxty 1ron ta‘olets was ;not sufﬁcrent to improve the

hemoglobin levels of the women_ Though the overa'r prevalence of anemia remained-
the same (Table 426) there was an upward» shlﬂ m hemoglobtm levels, ie., the
proportton of severely anerrluc women reduced and that of rmldly ‘anemic women

il SRR el

v"‘

increased. !
l .

In a smaller study conducted‘in this department on 20 pregnant Wo'men, it was found

that regular fortmghtly vxslts and counselmg usmg ﬂlp charts, not only mproved

procurement and comphance but also stgmﬁcantly nnproved the hemoglobm level of

these women (Kanam and Patel 1998) SN

e Weight Gain During fregrtancy‘end B'irth‘Weight‘s of Netfyboms
Table 4.27 shows the anthropometnc measurements of the ‘pregnant women at

enrolment and follow up Wenght gain during pregnancy reﬂects the nutritional status
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Table 4.25 : Méan Hemoglobin Levels of Pregnaht Women Consuming
Different Number of IFA Supplements (n=50)

Sr. | Number of Pregnant Hemoglobin (g/dl)
No. Tablets women (MeanzSE)
Consumed | consuming the
supplements ,
n % | Atenrolment At follow up
1 1-20 10 | 20 |  8.730.50 9232020
2 21-40 BE 10 | 939+0.79 11.14%0.55
3 41 -60 14 | 28  8.90£0.45 9.2040.40
4 _‘ 61 -80 9 | 18 | 9.28+0.41 9.27+0.60
5 81-100 6 | 12 . 9.52+0.62 10.16+0.55
6 >100 6 12 9.05+0.72 9.44+0.22
Mean Hb * SE ©19.07£0.21 9.56+0.19
‘t’ value 1.85%

NS . Non significant
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Table 4.26 : Severity of Anemia and Mean Hemogldbin Levels of the
Pregnant Women at Enrolment and Follow up (n=50)

Severity of Enrolment Follow up
Anemia
n % n %
Mild' 23 | 46 31 62
Moderate’ 14 28 13 26
Severe’ 7 14 : - -
Overall ' o
anemia 44 88 44 88
prevalence
Normal* 6 12 6 12
. Hb levels -
Mean + SE 9.079+0.217 9.5611+0.197
- ‘t” value 1.85™

NS _ Non significant

BOW N

Mild anemia : Hb - 10.00 to 10.9 g/dl
Moderate anemia : Hb - 7.00 t0 9.9 g/dl
Severe anemia : Hb - < 7.00 g/d]
Normal : Hb - > 11.00 g/dl
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Table 4.27 : Anthropometric Profile of the Pregnant Women at Enrolment
and Follow up, Weight Gain and Birth Weight of Newborns

(n=50)
Measurements Enrolment A . Follow up
n % n : %
Weight ' 1 .
<40 10 20 -3 _ 6
240 40 .80 47. | - 9%
Mean Weight 47.40 : 51770 -
+ SE +1.369 - 11444
BMI . RS |
<18.50 17 34 | 6 7 12
>18.50 33 66 44 - 88
Mean BMI A 20.720 L 221660 |
+ SE : +0.542 P +0.573
Weight Gain (Kg). K : n o 4 : %
<5 28 56
5-6.9 14 ' | 28«
7-8.9 6 | i 12
>0 i
29 5 | 4
Mean weight géin ' 4.540+0.318 <
(Mean + SE) -
Birth Weight of Newborns (Kg) n N %
<250 ° 10 el 20
250 10 20
- >25 30 o 60
Mean birth weight 2.872+.091 .
(Mean + SE) :

130



of the women and is also an important determinant of pregnancy outcome. A majority
of the pregnant women (56%) had total weight gain of less than 5 kg after enrolment.
The mean weight of the pregnant women at enrolment and follow up was 47.40 kg
. and 51.77 kg respectively, an average gain of 4.3 kg which is extremely inadequate.
However, very few women were below 40 kg which is the cut off level used to
indicate obstetric risk (Krasovec and Anderson 1991). The mean BMI increased at
follow up from 20.3 to 22.4 and propoi’tion of women having low BMI values also
decreased as seen in the table. Overall, undernutrition was a major problem in
pregnancy needing urgent attention. In view of the cbntinuing high prevalence of
anemia and poor Weight gain in pregnancy, it is not surprising that 40% of newborn

babies had birth weights of 2.5 kg or Jess.

Summing up the data on nutritional status profile of pregnant women in the study
afeas, it emerges that not much improvement took place in the hemoglobin or weight
gain values towards the end of pregnancy which is a cause for concern. Improvement
in nutritional status cannot be expected to take place without the active intervention of

the health service providers, which was found to be missing in the study.
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DISCUSSION

Varied experiences have been reported in literature regarding planning and improving
the quality of implementation of maternal care services for pregnant women. Further,
safe motherhood program evaluations have reported mixed outcomes and partial

successes.

In an effort to enhance the quality of matemal health“‘services in Bolivia
(MotherCare 1997a), the MotherCare team with participation of the health authorities
trained health service providers in matemal and obstetrie care, interpersonal
communication and counseling skills. The study atso ‘sox;ght to ‘impreve iron
. supplement coverage through alternative means of dlstnbu‘aon using community-
based personnel and also through the use of IEC matetxals such as a ﬂlpchart for
health workers focusing on the importance of iron supplementatlon and a radio soap
opera emphasizing appropriate use of iron tablets and tile 1mportance of controlling
pregnancy anemia. The strength of this study was. m the integration of key
| components into reproductive health service delivery and the recognmon of the need

to involve communities, health providers and pohcymakexs at all levels.

In a study carried out for improving quality of care:in Geatemala (MotherCare
1997b), commuﬁity mobilization emerged as the key ’fectér :in its success. It was
observed that communities possessed a tremendous amount of ability to mobilize
resources and create solutions to overcome the barriers to matemal health. In one
health area, a community came together and requested the servu:es of a hospital
re51dent at a Community Matemity. The hospital and the’ commumty worked together
to prov1de an alternative to hospital and home dehvenes by sensmzmg TBAs. An
attempt was made to build on this innovative effort by estabhshmg one demonstration
Commumty Maternity in six health areas, providing, quahty prenatal, delivery,
postpartum and gynecological servxces in the commumty Here again, policymakers, -
ltealth providers and the community worked together toward the mutual goal of safe

metherhood.
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Another MotherCare study (MotherCare 1998) in Bangladesh assessed maternal
health services in 7 districts using qualitative research tools and secondary data
review. The major gaps and barriers identified in the services, including ANC
services were : poor training, lack of focus on behavior change communication,
inadequate monitoring, inadequate supplies and equipment, poor maintenance, and
“lack of necessary technical and interpersonal skills of the functionaries leading to
poor service delivery.‘ The key recommendations made included :
o Creating awarehess of healthy behaviors ddring pregnancy, delivery and
’ ~postpartum penod among the clients, and generatmg demand for the use of
matemal health servrces
. Encouraglng clxent—sensmve behavmrs among health servrce prov:ders
‘ e Expanding and: 1mprovmg the qualny of normal dehvery at home by trained
| providers and’ mtroducmg postpartum visits
: o: Expanding and i unprovmg the quahty of essentral obstetnc care .
. jEstabhshmg effeetlve linkages between commumty and health facilities for
referral ’ ' ‘

. Developmg an eﬁ'ectlve MIS; and

e Providing techm ,lal” guidance to the design, 1mplemeniat10n momtonng and
“evaluation of maternal health programs from the natronal level.

In an evaluanon of the CSSM program carried out in 3 Indran states Huque et al

(1996) observed that 'desplte the comprehensrveness of the CSSM care package

certam mgmﬁcant ga S ;and barriers remained. Child survxval took pnonty over safe

motherhood mxtratly o5, The major lacunae were' observed to be ‘m the areas of
trammg, ]EC and momtormg and evaluatlon The CSSM trammg dld not mclude
hands-on expenence related to the job functxons of the health servxce provrders The
evaluatmg team made key recommendations such as clarlfymg conceptual and
: I operatxonal issues related to essential obstemc care, mcludmg chmcal mrdwrfery (for

: normal dehvery) and counselmg skllls m the trammg, procurmg adequate drugs and

A qualrty equlpment, and strengthenmg monitoring and. evaluatlon of the Safe

Motherhood componen,t The CSSM program aimed at shifting its strategy -from a
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vertical to an integrated one, and attempted to scale-up to a nationwide program, thus
succeeding in systematically changing its approach to providing MCH services

despite its shortcomings.

In order to improve the coverage and quality of MCH servioes at the PHC level in ~
India, the ICMR initiated an eight-center study in 6 Indian states (ICMR 1994). A
“Cornprehensive MCH Care Paokage” of interventions was developed for mothers
and mfants utilizing the ‘high risk approach’ strategy. The interventions included:
reorzentatlon training .of medical and paramedical ﬁxnctlonanes to 1mprove their
technlcal and supervisory skills, commumty education to create awareness regarding
" the utlhzatxon of MCH services and the high risk factors development of better data

. recordmg system for monitoring and evaluation, and a feasible referral system This

package resulted in a significant improvement in’ the quality ‘and coverage of MCH
| serwces ‘For example, there was a progresswe increase In reglstratlon of pregnant
women over two years. There was also an increase in early reglstratzon (< 19 weeks
" of pregnancy) The number of home visits by the service prov1ders mcreased The
IFA dlstnbution also showed a rise from 53% to 71%.

A few studies 1n literature have demonstrated the effectiveness of IEC interventions
addres’eing %critical behaviors. An IEC campaign of IFA tablets in Indramayu,
: Indonesia (MotherCare 1997¢) promoted an understanding among pregnant women,
their fazmhes and their traditional and formal health care providers of the importance
of takmg IFA tablets, how to take them and where to get them. All carnpaxgn
: matena_ls featured a healthy pregnant woman who consumed IFA every day. Women
recogn'ized “and responded positively to this symbol. Messages also included
1nstruct1ons on IFA use, management of* sxde effects and supply sources, 1ncludmg
the prornotlon of TBAs as dlstnbutors The campaign used a counselmg ﬂlpchart,
take-home actlon cards as reminders, posters, banners, stickers, t1n plates and
balloons as speclal event promotlonal items, radio messages, repackagmg of tablets in
small plastic sealable bags, and community awareness meetings to maxxm1ze the

impact. This program has signiﬁcnntly contributed towards an’ improved
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understanding and design of social marketing programs and health/nutrition
communication materials, and has emphasized the use of formative qualitative

research in defining the overall program strategy.

Management of Health Services '

According to Afo et al (1991), poor management was found to be a s1gn1ﬁcant
limiting factor in the development of Papua New Gumea s health serv1ces In order to
strengthen management capabrlrtres of the health staff, i m-servrce tramrng courses in
the areas of 1nformatron system development, plannmg and‘ supervrsron were
provided to 184 health functronanes It was found that efforts dlrected at 1mprovmg
the rnformatron system were more successful than those armed at: planmng and

l
supervision.

According to Taylor (1 983) a, major problem with the way m whrch health services
have developed i m mosticountnes is the tendency for separate verttcal programs to
become firmly estabhshed and to resrst mtegratron even when the initial justrﬁcatron
for a focused . effort no longer exrsts The verncal programs and campalgns
1mplemented all round the year in the present study frequently dlverted the attentron
cumulative result of the frequent vertrcal campargns (whrch took up as much as 50%
of the functlonarres tnne annually) was a neglect of the quahty of 1mplementatron of

maternal nutntlon and health serv:ces

It was also observed m the present study that the health workers spent less than 50%
of their time on productrve work every day. Productrve work mcluded all tasks having
a direct or mdrrect bearmg on their job. responsrbrlrtles Non productive work
included personal work unrelated to oﬁlcral duties, chattxng and rdle conversatrons
with others, and’ readmg newspaper In a study camed out in Indore Madhya
Pradesh, Khanna and Kanam a 994) found that rural ANMs spent more trme doing
productive work than thelr urban counterparts The average workmg hours per day for
the rural ANMs were 4. 6. (57 5% of their 8 hour schedule) and for the urban ANMs
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were 4.5 (56% of their 8 hour schedule). However, the minimom working hours on
any day by the rural and urban ANMs were as less as 2.9 (36.2% of their total official
working hours). It was also( found in the same study that nutrition services were the

most neglected, and family planning and immunization were given priority.

Bryant and Essomba (1995) carmried out a time-motion study in Cameroon to
determine how health workers at rural health centers utilized their time. The study
used direct observations made on 64 health workers in 20 health centers. It was found
that only 27% of the health workers’ time was spent on productrve health related
act1v1t1es and of this tlme the largest proportlon was spent on curatlve clmlcal work.
Less than 1% of the workers time was spent on preventlve and outreach actxvmes ‘
Such studles are 1mportant to determine how health related actwmes are carned outin |
any health facility. Ifchanges n the health service dellvery stmcture are to be made,
such studies would help estabhsh the dlscrepanoy between expected and actual

behavror and provrde an important baseline for the evaluatto;i of the eﬂ'ectrveness of

‘any changes that are mtroduced within the system.
In Tanzama s Dodoma region, an evaluatlon carried out by Ahmed et al (1991) to
, 1dent1fy problems of health care delivery revealed low: staﬁ' motlvatlon as the main
‘ problem limiting the qualrty of health care. Other problems'tdentrﬁed in the urban

- area 1ncluded lack of community awareness on health, Ipom supervxslon poor

B equrpment and lack of transport facilities. The major problems in the rural area

mcluded poor supervrslon poor transport, low staff ‘motlvatton madequate
'equlpment, and shortage of trained personnel. In the present' study also, the HSR
| ‘ : approach clearly hlghhghted that low staff motivation and poor superv1s10n were the
:key obstacles whlch hampered the implementation of suggested ‘Intervention
’ strategres whlch were put in place to improve the quahty of 1mplementatton of

nutrmon care services, for pregnant wornen. - ;;;
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SECTIONIV .

A SITUATIONAL ANALYSIS OF THE STATUS OF ANTENATAL CARE AND
NUTRITION CARE SERVICES FOR PREGNANT WOMEN IN THE RURAL
PRIMARY HEALTH CENTER AND ITS COMPARISON WITH THE URBAN
SCENARIO

~ The ma;or objective of this part of the study was to review the status ofthe antenatal
care services prov1ded by the rural health system of a PHC and compare it with the
antenatal care servxces provided by the urban health system of the Vadodara

Municipal Corporatxon with specral reference to nutntlon care servrces

The specific Obj ectrves were
e To study the antenatal care program | of the rural health system i.e. the PHC, with
respect to ts | structure job ﬁmctlons of the health functlonarxes and the
availability of IEC matenal on antenatal care semces at the PHC
‘o To assess the percep’uons of the health ﬁ1net10nanes (both female and male) with
| respect to'the 3‘ nutntxon related antenatal care servxces i -g :

o To assess the perceptrons of pregnant women and therr famrly members residing

|‘|J

in the areas near( thelPHC with respeet to antenatal care servrees especially
receipt and: ut}llmtronl of nu’mtron servrces o

e To assess the behavrors of pregnant women regardmg procurement and
consumptron of IFA supplements : :-:‘3:; !

Qualitative Methods Used L

! s

The quahtatlve methods used mcluded seml-struetured; ] mtervrews matrix

l

ranking/scoring exercrse rev1ew of records and regxsters mamtamed at the PHC,
observations of MCH clmxcs and exrt 1nterv1ews of wornen vrsrtmg the MCH clinics

(Table 4.28). These methods have been dtscussed in! the prevxo

isecnons Append:x
5 gives the various questlon iguides used for data collectlon i

!
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Table 4.28 : Qualitative and Participatory Methods Used in the Rural

Evaluation
Method Informants | Number Information Sought
Bernard (1995)
e Semi-structured | * Health Perceptions regarding health
i functionaries of 16 problems during pregnancy,
Interviews the PHC ANC and nutrition care
(female and services provided by the
male) PHC
* Pregnant . Perceptions regarding ANC
women and 15 pairs services
family
members
* Pregnant Behaviors of PW regarding
women utilization of nutrition
services, especially anemia
control services
s Matrix * Health 16 " Availability, ntilization and
Ranking/Scoring functionaries partici- benefits of ANC services to
Exercise pants pregnant women
e Secondary data | ¥ Medical - Vertical programs
o Direct * Health 4 at the Field level implementation
Observations functionaries at | PHC, 2 of nutrition services as a part
MCH clinics at | 44 the of the ANC
the PHC and at sub-
two sub-centers center
e Exit Interviews * Women _ 30 Utilization of ANC and
visiting MCH : MCH services
clinics
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RESULTS AND DISCUSSION

The results of the implementation of ANC services at the PHC are presented as under:

s Current implementation of antenatal care and nutrition care services in the rural
health system. . o | o

e Vertical campaigns implemented at the PHC through secondary data revxew

e Perceptions of the rural health functmnanes regardmg health problems durmg
pregnancy mcludmg anemia and nutrition related antenatal care services.

e Perceptions of the rural health functronanes reg_ardmg ANC services through
matrix rankmg/scormg exermse V '

o Perceptions of pregnant women and then‘ famlly members (husband/mother—
m—law) regarding ANC and nutrition- serv1ces durmg pregnancy

s Behaviors of pregnant women related to procurement and. consumptton of IFA
supplements c }

e Direct observatrons at MCH chmcs to get an msxght mto the ﬁeld level
nnplementa‘non of nutntxon related ANC servxces o

"o Exit interviews of women visiting the weekly MCH chmcs and utlhzmg various

services.’

Current Implementatxon of Antenatal Care semces

Accordmg to the CDHO the. health servwes ‘were" better unplemented in the rural

© . areas as compared to the iurban areas, as. the rural areas had better outreach services.

In the urban areas the health service dehvery was ,mostly mstltunon based unlike
rural areas where home vrsrts were more ﬁ'equent.

. Expected J ob Functxons of the Health Functxoxilanes o

~ Several tasks were=expected of both the male and female health functlonanes working
at the PHC A detarled }ob hst was‘ glven m the home v1srts-da11y dlary of the
ﬁmctlonanes both for the male and female workers Table 4, 29 nges the major
themes under whlch the _]Ob funcnons of the male and female health supeivisors were
descnbed It can  be noted that as compared to the expected Job functlons of the urban

" health functmnartes the _]Ob functlons of the mral ﬁmctlonanes were clearly specified
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Table 4.29 : Job Functions of Rural Health Functionaries

Job functions of Health Supervisor (Male)

Observation and guidance
Team work
Supply and materials
Records and reports
Malaria
Contagious diseases
Leprosy
Tuberculosis
. Environmental sanitation
10. Comprehensive disease prevention program
“11. Family planning
12. Nutrition
13. Prevention of blindness
14. Registration of births and deaths
15. Primary referral care
16. Health education

e Al ol s

Job functions of Health Supervisor (Female)

Observation and guidance

Team work ‘

Care of supply, materials and sub-centers
Records and reports

Training -

Maternal and child welfare

Family planning

Nutrition :

Comprehensive disease prevention program
- Respiratory diseases

- School health

10. Primary referral care

11: Health education

VWA AH BN
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and gave details of what was expected from them and their superviS(\)rs.'\Th<"jj"Am.;*$??.»/
functions of the urban workers, on the other hand, as given in the VMC,'SxffICOf4& i$?'
(Table 4.3), were incomplete and unclear, mentioning only a few services such as

“doing field work” and “carrying out MCH activities”.

With respect to nutrition services, the rural health functionaries were expected to
distribute IFA supplements to pregnant and lactating women and preschool children,
educate women and increase their awareness regarding MCH services, nutritious
food, breastfeeding, and other national health campaigns. The female health
supervisors needed to conduct MCH clinics once a week at all the sub-centers with

the help ofthe ANMs.

With respect to supervision and monitoring, the supervisors were expected to visit the
ANMs at their respective sub-centers at least once a week to monitor their activities
and give them guidance to carry out their job functions effectively. The supervisors
were also expected to check the records maintained by the ANMs and to ensure that

each sub-center had an adequate supply of medicines and other essentials.

e Training Received by the Health Functionaries

The duration of training received by the rural female health functionaries depended
on their position in the hierarchy of the system or designation. All ofthem obtained
training after finishing secondary school (Class X). The ANMs received training for 2
years, the FHWs V2 years, the LHVs for 2Vi years and the FHSs were trained for 2
years. The training curriculum was similar to that of the urban functionaries. The
training was imparted at a nurses’ training hospital in Vadodara and at the Rural
Health Training Center at Padra in Vadodara district. The male workers had been

trained as Sanitary Inspectors at VVadodara.
The on-the-job training was sporadic and organized periodically only in relation to

the specific vertical programs such as leprosy elimination and other health programs

like the target ffee approach and the RCH program. The training for these programs
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was of short duration, ranging from 2 to 3 days. The health functionaries had not

. received any kind of specific refresher training on antenatal care.

e Nutrition Related Antenatal Care Services Provided at the PHC
The 3 nutrition related antenatal care services provided at the PHC consisted of
weight momtonng of pregnant women, anemia control by means of IFA

supplementatron and nutrition-health education and counselmg

= Monitoring of wenght gam durmg pregnancy

Pregnant women Vlsmng the PHC were welghed during the. MCH chmcs held once a
week. They were asked to come for antenatal checkup every 15 days during which
the ANMs weighed the women and recorded the weight on the Mother s'card and 1n
* the ANC register. However according touthe ANMs all the sub-centers -did not have
. a weighing scale. Also: weight momtormg was not done durmg home visits. But the
health functronanes were aware of the! 1mportance of momtormg 'of weight gain
during pregnancy. One ANM said that the pregnant women themselves were very .
enthusrastlc and asked the ANMs to check their welght durmg the MCH clinics.

In contrast, in the urban health system, very few pregnant women came to the MCH
clinics: for werght monitoring; the other women who visited the chmcs came mainly
for the purpose of Chlld immunization. Thus the functlon of welght momtonng was
' attached more 1mportance in the rural area: S ks
*  Anemia control program ' - oo 'f ,
" The PHC’s anemia control program for pregnant women was snmlar to. that of the
Health Posts, wherem all pregnant women were expected to recewe IFA supplements
(100 mg elemental iron + 0.5 mg folic acrd) for at least 100 days The women were
asked to consume one IFA tablet every day However, the PHC faced problems with
. j the supply of the supplement as the IFA tablets had not been avatlable for over a year,
| after whrch the supplements were made avallable to the PHCs by ‘the State

govemment
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When available, the IFA tablets were distributed to women, packed in polythene
sachets of 25 tablets each, either at the PHC during the MCH clinics or through home
visits. Later, the new stock of tablets came in the form of blister packs of 10 tablets
each. Three of these packs (30 tablets) iere g1ven to the pregnant women in each
offtake. The number of tablets given was recorded in the Mother’s card by the ANMs.
No record was maintained about comphance with the IFA supplements, the women

were only verbally asked whether they consnmed the tablets.

The columns of the ANC register rélated- to IFA supplementation are listed below.

Sr. No. Date of - "Name . | - Age 'IFA Tablets
Registration | . .~ . 1 R
! , Date of” Date of
' . startitig the . | completing
' supplement the
- | supplement

Though the information on the dates of startmg the recelpt of the supplement and of
“completing the supplement id appear in the reglster there + was no column on the
actual number of tablets consumed In case’ of the urban records also, the number of
iron tablets received by the women along w1th the respectlve dates of receipt of the .
tablets were mentioned, and the record related to the consumptlon of the tablets was
| not kept Further dates of startmg and completmg the supplement do not appear in
the correspondmg urban reglster ’
Bemdes IFA supplementanon anemla deteetlon and dlagnosxs was carried out at the
PHC by means ‘of blochemlcal estlmatlon of l;lood hemoglobm levels using Sahli’s
method. Thls facility was not avaxlableja 'the ‘urban Health Posts The hemoglobin
testmg was done for all pregnant women durmg the1r ﬁrst vxslt to the MCH clinic for

i S’,endatlon by the Medlcal Officer. Thus,

antenatal checknp and thereaﬁer on reco‘

N IJ ‘fl

hemoglobm levels were tested at least once for all the pregnant women visiting the

~ PHC, unlike the urban centers where nelth : chmcal nor bxochemxcal assessment for

anemia dxagnosxs was made
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® Nutrition-health education and counseling

According to the Medical Officer, who was the overall in-charge of the PHC, and as

mentioned in the job functions of the health functionaries, the FHS with the help of

the FHWs was expected to impart nutrition-health education to pregnant women on

topics such as MCH, family planning, diet and nutrition, immunization, child

malnutrition, IFA tablets (for pregnant and lactating women), vitarnin A supplements |
(for<5 children), breastfeeding and other national healtli programs. The male health -
workers - were yt‘o e’dbcate people about con't:rol of infectlous morbidities, |
environmental samtatron MCH, famrly planmng, diet and nutntron ‘immunization,
dental care, ch:ld lmmumzation IFA and vitamin A supplementatlon and other
national health programs It was expected of the health functionaries to educate
people through commumty group meetings thh the cooperatron of local mahila
mandals, teachers and commumty leaders, as well as through home visits. However,
no records were mamta;uned regarding the content of nutrmon counsehng given to

women.

e Availability of IEC Material on Nutrmon Related Antenatal Care Services
Unlike the: urban Health Posts, the rural PHC had consrderable IEC material on
antenatal care and MCH services. The material mcluded booklets on vaned topics -
such as famrly planmng and contraceptive use, 1mmun1zatlon chrld care, childhood
dlarrhea, lactatron and colostrum, vitamin A deﬁcxency and blmdness iodine
deﬁcrency dlsorder and goxter and morbidities such as dengue malana plague and
. leprosy; flip books on MCH (ANC, antenatal checkup, dlet durmg pregnancy, high
risk factors durmg pregnancy, safe delivery, welght of the baby, complementary
foods, 1mmun1zatxon dlarrhea) and lhmlly planmng, care of the glrl chxld a flip chart

with 1nformanon jon balanced diet, anemla, vxtannn A deﬁcrency, malana, dlarrhea

worms scabres and 1mmumzanon charts on common chxldhood 1llnesses mcludmg- »

mxcronutrxent deﬁclencles (anemia and night blmdness) anemla (deﬁmnon causes,
symptoms treatment and prevention), cataract, poho tuberculosrs dlabetes AIDS,
ORS, feeding durmg drarrhea, leprosy, malaria, care of the newborn 1mmumzat10n

and on content of the ﬁrst antenatal visit (regrstratron and welght momtonng) Most



of the material was in the local language, Gujd_faﬁ, and was displayed on the walls of
the various rooms in the PHC, except the booklets and flip charts, uvhich were stored
inside a cupboard. However, the material was not observed to be used for counseling
women durmg the tlmes the mvestlgator visited the PHC. The maJ or reason given by
the PHC staff was lack of sufﬁc1ent time due to other tasks and multiple health

campaigns.

e Records and Registers Maintained at the PHC

Table 4.30 gives the list of vanous records and registers mamtamed at the PHC.

Nutrition relevant mformatlon entered in these registers is summanzed below.

» The home vrsxts reglster contamed columns for recording information about visits
made to the houses of pregnant and lactatmg women and preschool chxldren

« The survey regrster contained mformatlon regardmg ehglble couples for family
planning. ’ '

»  The third reg1ster was. famlly planmng services regrster and contained mformatron
on contraceptrve use. ' '

» Register No. 4 ;was ANC regrster whlch had information on- procurement and
consumption of IFA tablets by pregnant women antenatal visits, TT
1mmumzatxon dehvery type and place of dellvery, and birth. werght of the
newborn. | | | ‘

. The infant care- and nnmumzatlon regxster had columns on chlld nmnumzatlon :
and the child’s nutrmonal status A ’ o |

. Regrster No. 67 lwas (%n malana No 7 was stock register, and No. 8 contamed

demographlc mformatlon 1on vrtal statlsch such as births and deaths

Al l : oo
] l.l ' ,
L X \ . .
|

e Vertical Programs/Ca palgns Implemented at the PHC

Data regardmg the’ vanolus vertlcal programs/campaxgns nnplemented at the PHC
collected through secondary data revxew revealed that similar to the urban areas the
rural health functlonanes]also had to look aﬂer i host of vertical campa1gns A list of
these campalgns 1s glven in| Table 4 31. Accordmg to the Medlcal Officer, these

campalgns though well meant, took 2 lot of the health workers’ time, and their basic

; T ,‘z.
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Table 4.30 : List of Records and Registers Maintained at the PHC

Register No. 1 Home visits - Daily diary

Register No. 2 | Survey register for family planning

Register No. 3 Fafnily planning services register

Register No. 4 Antenatal and postnatal care register

Register No. § Infant care and immunization register

Register No. 6 Malaria register |
| Register No. 7 Stock register

Register No. 8 Birth, death and still birth register

Other registers : Master register, Delivery register, Attendance register

206




Table 4.31 : Vertical Campaigns and Major Health Care Activities
Carried Out Over a Year by the Rural Health Functionaries

Month Vertical Campaign
January Pulse Polio National Program, Leprosy elimination
campaign ‘
February-March Survey in the areas, completion of family planning
targets '
April Survey for 15 days, updating survey for enrolment of
eligible couples, preparation of action plan for the
PHC and its sub-centers, Celebration of World Health
Day '
May, June, July Chlorination of water for prevention of diarrheal
. epidemic and cholera in villages under PHC, Jeevan
" Raksha Yatra in May
September School health program
October Two medical diagnostic camps, Campaign against
AIDS, Maa Raksha Mahotsayv (training of TBAs for
better delivery services)
November Malaria Control Program, Special school health
program
December Pulse Polio; Preparation for the program in the first
week of December’ :
January Pulse Polio; Modified Leprosy Elimination -

Campaign in late January to early February

207




job functions were totally ignored when a campaign was actually being implemented
in their work areas. For example, for one day’s pulse polio program, an entire week
 prior to the actual campaign day was spent on surveying children below 5 years of
age; 3 days before the program, the mothers of these children were given
immunization cards whxch were to be filled 1n on the day of the campaign by the
health workers. In case of the school health program, a time of about two months was

spent.

Perceptions of the Rural Health Functnonarles |

e About health problems during pregnancy As dlsplayed in Table 4.32,
according to the LHV, ANMs and male workers, the comrnon health problems
during pregnancy. mcluded nausea and vomltmg, glddmess anerma hypertension,
edema on feet, loss of appet1te and mcreased frequency of urination, The major
reasons given for these problems mcluded anemla ‘poor food: 1ntake mfrequent
antenatal checkup and poverty Two ANMs mentloned hormonal changes as the
reason for these problems The treatment for anemxa mamly included IFA .
supplementatlon For problerns such as |g1dd1ness nausea andt vomltmg, loss of
appetite, hypertensxon and edema, the health workers felt that the ‘women should

consulta doctor -

e About anemia ;. ~The LHVS and ANMs both . estimated‘:’the: prevalerice of
pregnancy anemxa i thelr area at 50%. However the male workers gave a range of
40-80%. Anemla detectlonuwas done by the: health functlonanes both through

hemoglobm ‘estlmatlon and checking for chmcal s:gns such as paleness of

l
conjunctiva, nalls tongue and lips. The common causes of anemla mentloned by the
2o fl
LHVs mcluded poor nutntlon and 1rregular consumptlon of lFA supplements In

addition, the ANMsI' el

that anemla was also caused due to! ‘poor nutrmonal status of

the mother, low 1 take of green leafy vegetables in the dlet repeated pregnancies,

malaria and poverty{ One of the male workers mentloned low- body iron stores as the

cause of anemia durmg pregnancy
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Table 4.32 : Perceptions of Health Service Providers Regarding Health
Problems During Pregnancy

LHVs ANMs Male
Major Responses - - | Workers
(N=2) (N=9) (N=6)
Number of Respondents
e Common health problems during ‘
pregnancy
. Anemia 2 4 2
« Hypertension 2 3 3
« Nausea and vomiting 1 7 3
« Edema on feet 1 4 2
. Giddiness NR 7 2
» Loss of appetite NR 2 2
» Increased frequency of urination 1 4 NR
o Reasons for these problems during
pregnancy S
. Anemia . 2 2 5
Poor nutrition and inadequate food 1 2 2
intake
« Infrequent antenatal checkup 2 2 1
« Poverty NR 1 NR
« Hormonal changes 1 2 NR
o Treatment for common health problems
during pregnancy
» Anemia '
*x IFA tablets 2 5 4
* Increased intake of GLVs in diet NR 2 2
x Nutritious diet | C 2 2 NR
NR 1 NR
. Giddiness
* Medicines NR 1 NR
x  Doctor’s advice NR 2 NR
» Nausea and vomiting _
* Doctor’s advice NR 2 NR
* Rest 1 NR NR

NR = No Response
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ANMs

LHVs Male
Major Responses Workers
(N=2) (N=9) (N=6)
Number of Respondents
= Loss of appetite .
* Doctor’s advice NR 1 1
= Hypertension
* Doctor’s advice NR 2 NR
* Reduction in salt intake . NR NR 1
« Edema
* Reduction in salt intake 1 NR NR
* Nutritious diet 1 NR NR
e Causes of anemia during pregnancy
. Poor nutrition 2 - 9 5
» Poor nutritional status of the mother NR 3 2
- Low iron stores in the body NR ‘ NR 1
. Irregular consumption of IFA tablets 1 2 -2
» Low intake of GLVs NR 2 !
» Repeated pregnancies NR , 3 1
« ~ Malaria NR Vl NR
» Poverty" NR 1 NR
e Treatment of anemia _
w IFA tablets A -2 9 6
. Adequate nutrition 2 4 5
- Increased consumption of GLVs 2 7 6
» Increased consumption of pulses and 2 5 5
legumes ~
e Counseling given to anemic pregnant
women .
. Take IFA tablets 2 9 6
. Increase consumption of GLVs 2 9 6
. Increase consumption of milk, pulses 1 9 6
and jaggery ;
- Take adequate. diet 2 3 2
_» Take adequate rest . 1 3 NR
. Include non-vegetarian foods in diet 1 2 NR
. Take advice of the health worker NR 1 NR
visiting your area '
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The major common responses on the treatment of anemia included IFA
supplementation, adequate nutntion, and increased consumption of green leafy
vegetables, pulses and legumes in the riieL'With respect to anemia prevention, the
health workers advised pregnant women to consume IFA tablets, increase food
intake, especiaﬂy of green leafy vegetables milk, jaggery and pulses as well as non-
vegetarian foods and take adequate rest. The health workers felt that it was a little

difficult to convince the pregnant women at times to consume IFA supplements if

there was resistance from their- famrly members such as husband and mother-in-law.

In such cases, they made. specral eﬁ"orts to convmce the family members.

The health workers percelved that the marn objectlve of the government anemia
control program was to reduce the prevalence of anemia durmg pregnancy through
distribution of IFA supplements to poor Women Accordmg to the functionaries, the
IFA supplements (tablets) were. drstnbuted to the pregnant women at the MCH clinics
and through - home visits. ICDS Anganwadt workers also distributed these
supplements. The records mamtamed on IFA supplementatron included the stock .

register and Mother s card besrdes the ANC reglster

Some of the suggestlons grven by the rural health functionaries for improving the -
Anemia Control Program were : ' '

e The government should glve adequate number of tablets to cover all pregnant
women in- the area. ,

e In addrtlon to IFA supplemems supplementary food should be. provrded to poor
pregnant women

On cornpanng the above perceptrons wrth those of urban functionaries, it was seen

that: Both the groups were' aware about anemra, its adverse consequences and

treatment. However they were not aware of the exact nature of these issues. Health

functlonarres belongmg to both the rural and urban areas felt that giving IFA

supplements to pregnant women was an eﬁ’ectrve way of eontrollmg anemia.

However, they complamed about the nregula‘ ty"m the supply of IFA tablets. In the
rural area, IFA tablets were not avarlable for nearly a year before the study penod
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e Perceptions of Rural Functionaries Regarding Antenatal Care Services
Through Matrix Ranking/Scoring Exercise

As described for urban functionaries, a Matrix Ranking/Scoring exercise was also

conducted with the functionaries of the rural Pn'mary Health Center with the purpose

of assessing the regula_r availability, utilization and benefits of vérious antenatal care

services provided at the PHC.

The rural group.was first asked to list down the varlous ANC servrces provrded at the
PHC followed by a rankmg exercise to depict the pnonty glven to"each service by
them in the order of rmportance Interestmgly, the group ranked the ANC services
according to the sequence in. whloh they actually prov1ded the serv1ees at the PHC.
As one ANM sard _

“Pahela toh regrster karvu J pade ne pachht byz sevao apay i

((We) have to reglster (the pregnant women) first and then can other servrces follow).

- Therefore, early regrstration reeeiyerl the ﬁrst rank The group s:ai'ri that they coulddo’
early registration (b‘efore 4 month‘s of pregnanby) fbr— about 40% women in their work
areas. However they added that they regrstered all the women at some time during
their pregnancy, thus ach1ev1ng 100% reglstratlon ﬁgures Antenatal regxstratron was |
done by the functzonanes through home v1sxts and durmg famlly plannmg surveys.
They added that some pregnant women preferred to go to prlvate hosprtals 1n1t1a11y as

they had a fear of1 mlscamage before 3 months of gestatlon

While talkmg about the comnbutlon of male health workers n regrstermg pregnant
women for ANC one male worker sard that lf they came across any unregistered
pregnant woman whrle domg theu' ma]ana work, they mformed the ANMs to register
her. Durmg the MCH chmcs too the male workers helped the ANMs in registering
pregnant women forrANC The other ANC servrces recelved ranks ina sequentlal

manner as shown m Table 4 33
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Table 433 : Matrix Ranking/Scoring Exercise with Rural Health

Functionaries
Scores Given to Various
Services Rank Antenatal Care Services
Criteria A
Regularly | Frequently | Beneficial
available | utilized by | to women
to women women
Early registration 1 5 3 5
Clinical and physical
examination (palpitation and
FHS) 2 4
TT immunization 2 5
Measuring height and
monitoring of weight gain 2 5 3 5
Hemoglobin, blood pressure,
urine albumin and sugar 2 3 3 3.
History of previous
pregnancy 3 5 3 5
Nutrition health education 4 5 4 5
Identification of high risk '
mothers and referral services 5 3 3 5
Identification of chronic
diseases (TB, cancer, heart
disease) 5 3 3
IFA tablets 6 4 5
Financial aid for purchasing
food for pregnant women 7 3 4 5
Trained attendant during
delivery 8 5 3 3
Advice regarding family :
planning methods 9 5 4 5
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Regular availability of the various ANC services to pregnant women

The group gave highest scores (i.e. 5) to early Tegistration, clinical and physical
examination, TT immunization, weight monitoring and distributior'l of IFA tablets to
pregnant women. They also added that the sersrices of a trained birth attendant during
delivery and later family planning were also available for the women at the PHC. In
the urban areas, the _services of antenatal registration, TT im:munization, IFA
distribution and NHE received the niéhest scores in terms of their regular availability.
The female health workers said that along with antenatal reglstratxon they could
achieve 100% coverage for clinical and physical exammatron as they exammed for
clinical signs for the detectron of anemia and carrxed out abdominal ,examrnatron even

during home visits. ' o

The availability of TT nnmumzatmn was good w1th 100% coverage of pregnant
women. The health workers carried TT vaccines to the field areas, 1rnmumzed women
at MCH chmcs a; the sub—centers as well asat the I(?DS.Anganwadzs. f

As regards monitoring :of Weight gain during pregnency, though thle score given was
5, this service was avarlable only at the PHC and some of its sub—centers The group
reported that some sub-centers dld not have werghmg scales to prov1de this service.

Weight momtonng was also not done during home vrsrts[ﬁeld vrsxts
T he service of nutrmon health educatron was: regularly ava;lable to the pregnant

o

women wherem dletary advzce was given to the women The advice mcluded

increased consumptron of green leafy vegetables Jaggery, bnnjals and milk. They

t
(

also advised the women to consume iodized salt
The facility of checkmg of blood hemoglobin levels was- avarlable at. the PHC only
when they had adequate supphes ‘of laboratory chemrcals Blood pressure of the

pregnant women vrsrtmg thé MCH clinic was also checked by the medlcal officer.
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With respect to IFA supplementation, although the health workers regularly
distributed the tablets to pregnant women, the regularity of this service depended
solely on the supply of IFA, which was not always adequate and regular. The IFA
supplements were distributed at MCH clinics and through home vtsits.

Utilization of the ANC services by the pregnant women

The service of TT nnmumzatlon was utlhzed the most by the pregnant women and
received the highest score of 5. Followmg thls service were early registration, clinical
and physical examination, nutrmon health educatxon IFA supplemematxon and

weight monitoring,

As regards the: moderate utlhzatxon of. the: ‘serv1ce of early antenatal reglstratwn
during pregnancy, one of the group members sald '
“Early registration nathz karavata karan ke davakhana ma na Javanz badha rakhe
chhe” ‘ »‘ ‘ !
“(They don’t do early registratihré:due te’r}elig:i;etts reiesons).

ey
For nutrition health educatlon too the women dld not always listen to food related
advice because of certain rehgxous mstnctlons As Imenttoned by the women,
“Ratva no doro hoy etle gol, dudh evu badhu[ na khavay
(Because of our ntual (sacred thread), jaggery, mllk .all this cannot be eaten).
Regardmg IFA supplementatlon the group, saxd that many pregnant women did
consume IFA tablets In case they dldn 1, the doctor prescnbed lron syrup which was

purchased from the village pharmacy or fromeadodara

Weight momtormg was well utxhzed by the pregnant women visiting the PHC. They
were also aware of the avallablhty of thls servxce at the PHC and themselves asked
the PHC staff to measure their welght As one ANM said, -

“Am tha am tha vajan karva aavi jaay chhe kahe ke ae mane bahu game chhe”

(Just like that they come to wexgh (themselves) saymg that I like it very much).
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The referral services were not properly utilized as many péop}e didn’t take the
pregnant woman to the government hospital in Vadodara because of long distance,
and went to the quacks instead. As one group mefnber said,

“Ghani vakhat ame emne kahiye chhe ke moia davakhane Vadodara ma jao, pan te
loko atli dur aavta nathi ane dora-dhaga kare chhe”

(Many a times we tell women that go to the big hospital in Vadodara, but they do not
go that far and instead go to faith healers).

Where the service utilization was concerned, the urban picture was very much
different. The ANMs said that though the ANC services were available and accessible
to the pregnant women, they did not utilize them. However, the exit interviews with
the pregnant women from the urban areas revealed that the women were not aware of
the availability of ANC services at the weekly MCH clinics as they thought that the

clinics were meant for the purpose of child immunization.

‘Benefits of the ANC services to the pregnant women
According to the group, all the ANC services mentioned in the exercise were
beneficial to the pregnant women and were given the maximum score of 5. There was

a total consensus among the group members regarding this.
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Perceptions of Rural Pregnant Women and Their Family Members

¢ Awareness of antenatal care seﬁices available at the PHC.

The general awareness regarding the availability and receipt of antenatal care services
available at the PHC was assessed by intenﬁewing 1_5- pregnant women and their
family members (either mether~in-law or husband). The m&jor responses are

summarized in Table 4.34.

All the pregnant women stated that they had registered for antenaial care, either at the
PHC or at a private hospital. A majority (87%) had been registered at the PHC. Out of
them, 60% were accompanied to the.PHvC/clini'c, usually by thée mother-in-law. In
contrast, the urban women were accompanied by their husbande'ito the ANC clinics.
The time of registration varied from as early as the third morfth to as late as the
seventh month of pregnancy!; Nearly 70% of the women had registered by the fifth
month of pregnancy. In the ufrbant areés,- the pregnant women had registered mainly at
private and government h_oepitals and very few (n=—'4) had registered at the Health
- Posts. :

Nearly all (93%) of the rural pregnant women were aware that physical/abdominal
examination was carried out during antenatal checkups However, only 40% of the
family members knew about this. Wh;le the pregnant women were quite well aware
of the availability of serVices Such‘ :a‘s blood and urine examination IP‘A tablet
distribution, weight momtormg and TT lmmumzation half of the family members did

not know about the avallabﬂlty of these services.

- Women tended to be aware of only ﬂ;ose sefviee,s they had actually received. Thus,
when asked about ‘which ;ser\'liees thej;" are £avsAia‘re of’ and ‘which services they have
received’, there was no dlﬂ'erence in the responses. The rural women listed down 7
services availed by them whereas the urban women. listed 4 services which they had
actually received during ANC wsxts They included IFA supplementatxon weight

~ monitoring, TT mnnumzatxon and physical examination by the doctor
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Table 4.34 : Perceptions of the Rural Pregnant Women and Their Family
Members Regarding Antenatal Care Services

Pregnant Women Family Members
Major Responses (N=15) (N=15)
n_ % n %
s Registered for antenatal care .
. Yes 15 100 15 100
« No - - - -
e Accompanied for ANC to the
PHC/hospital
« Yes 9 60 9 60
e Accompanied by :
»  Mother-in-law 4 44 4 44
» Sister-in-law 2 22 2 22
. Mother 1 11 1 11
. Husband 1 11 1 11
. Friend 1 11 1 11
» Services received :
« Physical/abdominal examination 14 93 5 33
« Received medicines (IFA tablets) 8 53 -2 13
»  TT immunization 6 40 2 13
. Blood and urine examination 12 80 2 13
. Weight monitoring 3 53 2 13
« Blood pressure checkup i 3,? ) i
» Height measurement _ ) 53
» Does notknow :
* Importance of various ANC services as
perceived by the respondents
» Weight monitoring ‘
- Know whether weight has 8 53 7 47
increased or not
- Know whether the baby is 6 40 6 40
developing properly '
- Know whether the woman is 1 7 1 7
healthy
- Does not know - - 1 7
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Pregnant Women Family Members
Major Responses {N=15)
n . % n Yo
Antenatal checkup by doctor
- Can assess the development of the 10 67 14 93
fetus
- Toknow about the time of 2 13 1 7
delivery
- To assess the position of the baby 3 20 - -
in the uterne
IFA supplementation o o
- Increases strength 9 60 10 67
- Increases appetite 3 20 4 27
- Increases blood 2 13 1 7
- Helps fetal development 1 7 - -
Vaccination against tetanus
- Prevents tetanus 15 100 15 100
Nutrition health education and
counseling } : o
- Receive information regardmg 10 67 7 47
foods to be consumed during
regnanc
- II:{eceive ix};formation about 5 33 3 20
importance of consuming GLVs,
milk, jaggery, pulses and sprouts
during pregnancy
- Receive mformation regarding 4 27 - -
IFA consumption
- Does not know - - 4 27
Currently consuming IFA tablets v
« Yes 15 100 15 100
« No - - - -
Needs reminder to consume IFA
- Yes - - - -
. No 15 100 15 100
Special dietary care during pregnancy '
»  Eats everything 10 67 6 40
»  Takes more GLVs, milk, pulses 7 47 4 27
and fruits
Works the same 15 100 15 100
Registration for delivery
. Govemnment hospital/PHC 13 87 13 87
- Private hospital 2 13 2 13
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With respect to importance of various services, nearly half of the women and their
family members believed that weight monitoring was useful to know whether the
woman’s weight had increased or not, or, weight monitoring gave an indication of
fetal growth. The importance of antenatal checkup was also related to fetal growth as
stated by most of the women and family members. Majority percelved that IFA
: tablets increased strength, appetite and blood, and helped in the development of the
fetus. All the women and their family members were aware that vaccination against
tetanus helped -prevent.it. As regards nutrition health education and counseling, the
~ women and their-’family' members Esaicl that they received information from the health
workers about dtet during pregnancy, and 47% followed this adee These responses

matched the ones grven by the urban women

All the women were currently consummg IFA tablets and did not need any reminder.
Regarding the amount of household work, it remamed the same for all women. As
against this, of the total number of urban women consummg IFA tablets 17% needed
to be remmded elther by the husband mother-m-law or ehrldren Of the 15 women
interviewed, 87% had regrstered for dehvery at the PHC and the remaining at nearby-
private hospltals In case of the pregnant women m urban areas, 73% had regrstered

for delivery erther at a governrnent hospltal ora prrvate clinic.

Unlike their urban counterparts the rural women and their famﬂy members felt that
the ANC servrces provrded at the PHC were : sansfactory and did not offer any
suggestions for lmproved care ’

’ E

e Behaviors of pregnant women regardmg procurement and consumptmn of
IFA supplements : S :

From the seml-struetured mtervrewe of the pregnant women resrdmg in the area of the
rural PHC and the observattons carrxed out durmg the ANC chmcs an EDM was
developed to 1llustrate the behavrors of pregnant women regardmg procurement of
IFA supplements (Flgure 4.9). When a woman conﬁrms her pregnancy, she tells

aboutittoa close famrly member who takes her to the PHC for checkup or in a few
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Figure 4.9 : Procurement of IFA Supplements -
‘ An Ethnographic Decision Model

Woman confirms pregnancy

v

Tells FM
oy | v
Visits doctor v FM does not show interest
| ANM (home visit)
v v v v
PHC Private ANM makes  ANM does
clinic ahome visit  not make
; a home visit
l v v |
Doctor Doctor ANM gives IFA
advises PW advises PW to PW i
to take IFA  to take IFA v v
supplements supplements Gives IFA PW does not
supplements get IFA
v supplements
Gives a prescription
Gives IFA
supplements
free of cost v vy
Buys IFA Does not buy IFA

from pharmacy

Frequent responses . IFA : Iron-folic acid supplementé
----------------- Infrequent responses PW : Pregnant Woman

FM : F amily Member (s)

ANM : Auxiliary Nurse Midwife
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cases, to a private clinic. At these places, she is advised to take IFA supplements by
the doctor, which she gets either free-of-cost (PHC) or buys them at a pharmacy. It
was noted that unlike in the urban areas, women preferred to go to the PHC for
antenatal checkups and even those who had registered at private clinics, came to the
PHC for routine checkup. In very rare cases the family members were indifferent, and
mostly they supported the woman to visit the doctor. The ANMs too made home

visits and distributed IFA tablets to the pregnant women.

The overall picture that emerged with respect to IFA procurement and consumption

by pregnant women indicated that
Ofthe 12 women who were consuming the supplement, 50% had procured it from
the PHC, 16% from the pharmacy, and the remaining received the supplement
both from the PHC and the pharmacy. For those who received IFA tablets from
the PHC, it was prescribed to them by the PHC medical officer whereas the others
had taken advice from local or Vadodara based private medical practitioner. At
the PHC, the ANMs gave them the tablets.
The women received 25-30 IFA tablets in one offtake at the PHC. They received
the tablets during the MCH clinics conducted at the PHC and the ANMs also gave
them the tablets during their home visits.
It was found that as high as 80% ofthe women were currently consuming the IFA
supplements. However, they started consuming the supplements at different
gestational ages varying from the third month (26%) to the eighth month (10%) of
pregnancy. Out of those who were taking the tablets, 62% took one tablet daily
and the rest ofthem took 2 tablets every day; and one took iron syrup.
As regards the advice given by ANMs regarding the consumption of IFA tablets,
the women stated that they were told -
“Aa shakti ni goli chhe, roje ekgoli galvanijamya pachhi- time sar”
(This is strength giving tablet, take one every day after the (main) meal - on time).
None of the women were reminded by their family members to consume the
tablets. The women who did not take the tablets did so because of side effects

such as nausea and vomiting.
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. 'fhe frequent responses about the benefits of consuming the IFA supplements by
the women were : "

Got strength (shakti aavi)

Feel hungry (bhookh lage chhe)

Feel good (saaru lage)

Food consumption has increased (khorak vadhu)

Blood increases (lohi vadhe)

* % % % % %

Fetus gets strength (balak ne shakti aave).

¢ Direct Observations at MCH'clinics L .
Direct observations were carned outat6 MCH cll}xlcs 4 at the PHC and 2 at one of
its sub-centers with the purpose of assessmg t‘ne 1mp1ementatlon of nutrition services.
Figure 4.10 presents a flow chart of sequentlal actmtxes taking place during the MCH
clinics conducted at the PHC. These clmlcs went im for about three hours. Unlike the
urban scenario; it was observed that many pregnant women .came for antenatal
- checkup at the clinics mdlcatmg a hlgher awareness among them regarding the -
availability of ANC services at the clmlcs Many‘ ‘parents also visited the clinics for
immunizing their children. The maj or semces reeelved by the women at these clinics
were height and weight measurements antenetel ekheckup, measuring blood pressure,
TT immunization, blood and urine exammatlon and IFA supplementatxon The

women were given about 25-30 tablets m one oﬂ’cake The adee received by the

woman was mamly related to IFA consumptmn d regarding increasing the dietary

to unavailability of wezghmg scales ‘. ,
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Flgure 4.10 : Flow Chart of Sequential Activities Taking Place At the
Weekly MCH Clinics Conducted at the PHC

PW comes for ANC checkup

v

ANM 1 fills information in the Mother’s Card if the PW has already visited before,
the PW gets her card back. ANM 1 also fills in information in the
ANC clinic register along with the date
(In case of children, they are sent for immunization after checking
and updating their immunization cards)

v

ANM 1 checks the PW for edema on feet, she or the trainees present
weigh the woman, inform her about the weight gain
and send her inside the PHC with the card

v

ANM 1 goes inside the PHC and does an abdominal examination on the PW
ANM 2 gives her a TT shot; if due;
checks her height in case it’s the PW’s first visit
(ANM 2 and the vaccinator also immunize children and fill in their cards)

v

PW climbs up the stairs to go to the lab for blood and urine testing;
the lab technician enters hemoglobin value on the PW’s card and in her register

v

PW comes down and gets her blood pressure checked by the MO

v

ANM 1 gives her IFA tablets, usually 30; advises her to take one tablet daily
after dinner; also advises her to increase her food intake, especially of GLVs,
milk and fruits, and tells her when to come for the next visit

v

PW leaves the PHC

224




Some MCH Services Available at the PHC

MCH Clinics Child Immunization

Blood Hemoglobin Estimation Iron-Folic acid Tablets
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o Exit interviews with Women Visiting the MCH Clinics -
In all, 30 women (21 pregnant, 9 lactating) who visited the weekly MCH clinics at the
PHC were interviewed. The purpose of these interviews was to elicit information

regarding the types of services and advice received by' the pregnant women at the
MCH clinics.

at the PHC. The services received by them included ANC checkup, hemoglobin
estimation, TT immunization, weight monitoring, IFA tablet distribution,. and
nutritional advice regarding increasing the quantity of diet, especially the green leafy "

vegetables in the diet.

| As regards IFA supplements, the women said that they consurhed- 1-2 IFA tablefs
daily, as advised by the ANMs at the PHC. The women received 10-30 IFA tablets in |
one offtake. In case of women, who visited the clinics frequently, 10 IFA tablets were
given. Three of the pregnant women did not consume IFA tablets; two of them did -
not like to take the tableté and one discontinued taking them due to nausea.

Four of the pregnant women interviewed had also visited private hospitals in

Vadodara, but they still continued to visit the MCH clinics as it was easily accessible,

and they reported to be treated well by the PHC staff.
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QUALITATIVE AND PARTICIPATORY RESEARCH TOOLS IN THE
CONTEXT OF HEALTH SYSTEMS RESEARCH METHODOLOGY

Presented below is a discussion of the strengths and constraints experienced in the use
of qualitative and participatory research (QR/PR) tools in the formative stage of

research as well as in the process evaluation of interventions.

Usefulness of QR/PR Methods in Formative Research
The major QR/PR methods used in formative research included key informant
mterviews, semi-structured interviews, focus group discussions, matnx

ranking/scoring exercises, and free listing and seasonality diagramming.

¢ Key Informant Interviews (KIIs)
Strengths
. KIIs conducted with the Corporation health functionaries yielded rich
| information on the position of nutrition services in the VMC’s antenatal care -
program, the priority given to these services, and the implementation of these
services from the perspective of the higher level health functionaries. ‘
. KlIs were helpful in building good rapport with the VMC’s health officials and
further, in participatory planning of the interventions.

Constraints

» Attimes, it was difficult to remain focused on only the antenatal care serﬁ/ices as
the respondents tended to talk about their more successful family planning and
immunization programs.

. Sometimes the respondents became defensive about their work.
For example, after a monthly meeting, one ANM said,
“Yah baar baar FP ka targets hi poochhte hain ... kitna iron diya, kitna tika
lagaya...nahin poochhte” »
(They always ask about (the completion of) family planning targets and not

about the distribution of iron tablets or timmunization).
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¢ Semi-structured Interviews (SSIs)
Strengths

SSIs threw light on the perceptions of health service providers aﬁd their clients

regarding health problems’ during pregnancy, ‘antenatal care services, and

behaviors of pregnant women regarding the utilization of nutrition services,

especially iron supplementation.
SSIs also provided information as regards the family members’ views of antenatal

care services. These family members also tended to influence the pregnant

" women’s decision making at the household level.
~ Better interaction and interpersonal communication was possible with informants

" through SSIs, which was less likely in the FGDs.

Constraints

SSIs were time consuming; each interview took nearly an hour’s time.
A few informants did not give much information despite probing.
Sometimes informants gave socially acceptable answers. For example, the ANMs

said that they counseled the pregnant women regarding the importance of

. consuming iron supplements, while in practice, the investigator observed that this

was not done.

¢ Focus Group Discussion (FGD)
Strengths ’

FGDs provided a general picture of prégnant'Women’s perceptiqns of anemia and
anemia control program. ' _A
FGDs encouraged women to talk in groups and contribute infomation; especially
the less educated ones.

FGDs revealed various local terms to express anemia and its symptoms.

Constrainits

FGD data may not reflect individual knowledge, hence SSIs were used to obtain

specific information.
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Recording of FGDs at times posed a challenge due to the fast moving discussion

on some issues.

Matrix Ranking/Scoring (MR/S) Exercise

Strengths

Through the MR/S exercise, a clear picture regarding the health service providers’
perspective of the antenatal care services (availability, utilization by women, and
usefulness) emerged. |

A group consensus was obtained regarding the issues raised in the session.

Constraints

The MR/S exercises were group based, hence could not elicit individual
viewpoints. Therefore individual interviews and observations were carried out.
It took time to arrive at a common score. So in one case, 2 scores were given to

same service.

Free Listing and Seasonality Diagramming

Strengths

From the free listing exercise, a list containing a wide variety of about 20 foods,
which “increase the strength of blood”, as perceived by slum dwelling women,
was obtained. - |

In the seasonality diagramming exercise, which followed free listing, the women
depicted their consumption of specific foods according to seasonal availability, by
means of glass beads, using the concept of relativity (i.e. food ‘less’ or ‘more’

available, and “less’ or ‘more’ consumed).

Constraints

As the free listing exercise was followed by seasonality diagramming, the process
took considerable time, which made the women restless towards the end.
Also, the opinion of more dominant women probably influenced the final

judgement of availability and consumption of tron rich foods.
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Usefulness of QR/PR Methods in Process Evaluation
The qualitative methods used in process evaluation were direct observations of health
service providers at work at the Health Posts, and exit interviews with women visiting

the weekly MCH clinics at the Health Posts.

. Direct Observations

Strengths

» They were useful for recording the actual implementation of ANC, espedially
nutrition care services during the MCH clinics. '

- Observations also revealed the actual time spent by the health workers in carrying
out their job functions, especially during vertical campaigns sﬁch as pulse poilio.l'

. It was observed that as compared to ANC services:,, immuniiation and fa?mi'ly
planning related work received more of the workers’ time and attention as "ghey

had to complete the targets for these services.

Constraints

« - Observations required continuous monitoring and recording of events over a long
period of time, and thus were time consuming.

. Analysis of the observation data was challenging so as to remain focused, and not

get overwhelmed by the information obtained.

¢ ' Exit Interviews

Strengths

. [Exit interviews were useful in assessing the quality of implementation of
antenatal care services from the clients’ perspective. ‘

. Exitinterviews elicited information on the ANC services received by tﬁe pregnant
women and advice given to them at the MCH clinics, i.e.- the actual content of
ANC visits.

. The data yielded through the exit interviews were reported data and not the actual
observations. Nevertheless it was a time-efficient method. Also, there was no

recall period as the women had just received the services.
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» The interviews revealed that MCH clinics were mainly conducted for child
immunization and a very small number of pr_egnant women sought ANC during
these clinics. They also revealed the low awareness among the women regarding

| the availability of ANC services at the Health Posts.

Constraints
» As a very small number of pregnant women attended the MCH clinics for ANC,
women with young children who had attended these clinics during their

pregnancy, needed to be interviewed.

The Strength of Integration

The integrated use of several qualitative and»participatory methods validated the data

from different sources aﬁd provided the perspectives of the health service providers

and their clients, in their own words with fespect to the impleméniation of ni;tn'tion

related antenatal care services in the context of an ufbaﬁ health system. The ;xsé of

-QR/PR methods provided flexibility to the investigator to change the focus of an
enquiry or to go further along and probe for more detailed information, especially
during formative research. Further, disparities between cornrﬁunity responses and
those of govémment health workers 'regardin'g care provision prompted the use of
direct observations and exit interviews. This helped in getting a sense of the quality of
implementation of nutrition care services iﬁ the ANC program of VMC during the
process evaluation, and brought forward the realization that program sustainability of
any intervention or innovation is not possible unless it becomes an integral part of the
health system and is supported by it. As regards constraints, although individual
inethods alone were not greatly useful, a mix of several methods together enriched the
data. Further, the flexible, iterative nature of the present research helped to overcome
methodological limitations to the extent possible. Thus, QR/PR approaches, whatever
the method, if used in the true spirit of the partnership, mutual empathy and respect,
are not only meaningful from a research point of view but also help involve program
implementers in the formulation of truly integrated and sustainable program

strategies.
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Anker et al (1993) from the WHO assessed the performance and quality of health
services in five developing countries (Botswana, Madagascar, Papua New Guinea,
Uganda and Zambia) between 1988-1991. In order to assess the functioning of the
health care facility from the clients’ view, a random selection of patients was
interviewed immediately after the consultation or contact with the health‘servi_ces
usipg the technique of clinic exit interviews. This provided an oppoﬁunity to find out
how the clients perceived what 4happened' during their visit to the clinic. Information -
: i_xicluded items on their satisfaction or dissatisfaction with the services rendered and o
" other problems encountered in seeking health care. The exit interviews héiped ’

determine if the clinics were providing appropriate health education messages.

In the same study, observation of the clinic staff’s performance during their contact j
Qyith patients proved effective in learning what actually happens during the encounter.
Although time consuming, this method supplemented information on the quality of
© care obtained th’rough the usé of other tools such as interviews, FGDs and review of

" clinic data.

QR/PR in the Context of BSR Methodology |
The QR/PR tools employed in the present study were useful in the context of the HSR -
framework and helped in understanding the nutrition services in the health system.

However, the results of HSR are worthless if they are not used to improve the
functioning of the health service delivery system. Throughout the present study, a

sincere effort was made by the. VMC’s health authorities for 1mprovmg the -
funchonmg of the health system, &specxally the nutrition care services and the anemia
control program. However, due to frequent changes in the pnormes of the State -
Government and also due to the frequent vertical campaigns, as dtscussed earher
sustamed improvements in the quality of implementation of numt:on related ANC

services were difficult to achieve in the health system.
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