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Abstract

The health of Indian women is intrinsically link&mltheir status in society. Research into In
women’s status has found that their family contiidms areoften overlooked and they are lik
to be regarded as an economic burden, especialiyral areas. This attitude has a negi
impact on their health status. Poor health hasrcegsions not only for women, but also for t
children and other familynembers. This commentary focuses on the trend/enkey women’
issues in India: maternal and child health; viokemgainst women; nutritional status; une
treatment of girls and boys; and care quality. @szussion is based on data extracted
Indian National Family Health Surveys (NFHS-1, NFRISIFHS-3) spanning the period 1993
2006, and data from the Indian Sample RegistraBgatem and National Crime Rese:
Bureau.

KEYWORDS: anemia, antenatal care, fertility and contraceptige, malntrition, materne
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Introduction

“You can tell the condition of a nation by lookin@t the status of its womenlawaharla
Nehru “

India has 16% of the world’s population but only¥%. of its landmass, resulting in gr
pressures for resources. It is a country where @0%e population resides in a rural area
males significantly outnumber females, an imbalatihed hasincreased over time. The typi
female advantage in life expectancy is not seelmdiie and this suggests there are systel
problems in women’s health ce

Indian women have high mortality ratesyrtigularly during childhood and in thei
reproductive years. India’s maternal mortality saite rural areas are among the world’s higl
From a global perspective, India accounts for 19%lblive births and 27% of all maten
deaths. The health of Indian women is intrinsicliiiked totheir status in society, especially
those living in a rural are

Research into women'’s status in society has fobatlithe contributions Indian women m
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to families are often overlooked. Instead they @ften regarded as economic burdend #his
view is common in rural areas of the northern bEfiere is a strong preference for sons in |
because they are expected to care for ageing parEmts son preference and high dowry ¢
for daughter’s results in the mistreatment of daeigh Indeed, Indian women have low level
both education and formal labforce participation. They typically have little anbmy, living
first under the control of their fathers, then thdiusbands, and finally their sons

These factors havenagative impact on the health status of Indian wanR®or health h.
repercussions not only for women, but also thainili@s. Women in poor health are more lik
to give birth to low weight infants. They are ldg®ly to be able to provide food andequat
care for their children. Finally, a woman’s headttiects the household’s economic wellbe
because a woman in poor health will be less prodrat the labor force (Tablg). In rural aree
where women are less educated and economicallyveédptheir health condition is worse.
the context of health as defined by WHQ..-a state of complete physical, mental and s
well-being and not merely the absence of these factawve b negative impact on the he
status of Indian women. Poor himalhas repercussions not only for women, but akssi
families. Women in poor health are more likely teegbirth to low weight infants. They are |
likely to be able to provide food and adequate ¢argheir children. Finally, a woman’s he¢
affects the household’s economic wellbeing because mamoin poor health will be le
productive in the labor force (Tall). In rural areas where women are less educatd
economically deprived, their health condition isrgee In the context of health dgfined b
WHO - ‘...a state of complete physical, mental anciaowell-being and not merely the abse
of disease or infirmity one must ask how can tl@sbhieved for Indian women

Table 1: Social indicators in India compared withother locations

Indicator Location

India World Dev. Keralat | Sri

world Lankatt

Infantmortality rate (per 73 G0 GG 16 17
1000 live births)
Maternal mortality (per 570 430 470 - 140
100000 live births)
Female literacy (%) 58 776 T0.4 56.93 90.2
Female school enrollment 47 G2 5T 63 67
Income earned females (%) 26 58.0 53.0 488 355
Undernwveight children, (%) 53 20 20 - 38
Total fertility rate 32 29 32 1.8 21
‘Wormen in government, (%) ] T 5 - g
Contraception usage (%) 44 56 h4 56 GG
Low birth weight babies (%) 33 17 T - 25

Dev., Developing.
TBest performing state; {1neighboring state.
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Objective

This article focuses on the trend in five key womdrealth issues: maternal and child he
violence against women; nutritional status; unedquetment of girls and boys; and quality c
Data was extracted from the three Indian Natiorahify Health Surveys (NFHS-1 199893
NFHS-2 1998-1999 and NFHS-3 20@006). Sample Registration System (SRS) and Nd
Crime Research (NCR) Bureau data was also used iattempt to discover the extent
improvement or deterioration in thesndicators. Some practical recommendations arde
Trends in Indian maternal and child health

Many of the health problems of Indian women aratesl to or exacerbated by high level
fertility. Overall, fertility has been declining imdia; the total fertility rate was 3.4, 2.9 and 2.
NFHS-1, NFHS-2 and NFHS; respectively. However, there are large diffeesnin fertility
levels by state, education, religion, caste andepla residence; for instance, the interstate
fertility rate was more than éhildren/woman in Utter Pradesh and less than Rerala. Higl
levels of infant mortality combined with the strosgn preference motivate women to bear
numbers of children in an attempt to have sonsiguary into adulthood, especlglin the Hind
speaking belt.

Research has shown that numerous pregnancies @selyctpaced births erode a mott
nutritional status, which can negatively affect gmrancy outcome (eggremature births, lo
birth-weight babies) and also increase the heistts for mother¥. Although the incidence
low birth weight babies is gradually declining indla (51.5%, 47% and 45.9% in NFHS-
NFHS-2 and NFHS-3, respectively; Tal#¢ unwanted pregnancies terminated by ui
abortion have negativeonsequences for women’s health. Therefore, redufartility is ar
important  element in  improving the overall health f olndian  womer

Increasing contraceptive use is one way to redetditfy. Knowledge of family planning
almost universal in India, but its implementatiomsmonly 36%, 43% and 49% in NFHS-
NFHS-2 and NFHS3, respectively. Female sterilization is the mamf of contraception wi
over twothirds of married women using contraception beingterilized

Place of residee, education and religion are strongly related btwh fertility anc
contraceptive use. The rural-urban differentiat@mtraceptive use was pércentage points
NFHS-1, tapering to 11 percentage points in NFHS-3 [@ap. More than half married wan
with a high school or above education use conttacep compared with only ortéird of
illiterate women. Not surprisingly, the total féity rates for these two groups are significa
different: 4 children for illiterate women comparedth 2.2 dildren for women with a hic
school or above education. Differentials among theeligious  group:

Table 2: Key indicators in fertilityand contraceptive use, India
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Keyindicator Data source
NFHS NFHS NFHS
(1992.93) (1998-99) (2005-06)
Fertility

Total ferility rate 34 2.4 27

Median age atfirst birth™ (vears) 194 19.3 19.8

Married wormen with 2 living children 597 724 832

wanting no more children (%)

After 2 sons 715 827 g58.9

After 1 son, 1 daughter GG6.0 TG6.4 88.1

After 2 daughters 36.9 47.0 G2.1
Contraceptive use (%)

Total 41 48 56
Urban 51 58 64
Rural 37 45 53

Currentuse of contraception
Any method 407 482 56.3
Any modern method 36.5 42 8 435
Female sterilization 274 341 373
Male sterilization 35 1.9 1.0

Linmet needforfamily planning (%)

Total 19.5 15.8 13.2

Faorspacing 11.0 8.3 6.3

Farlimiting 8.5 .5 6.8

MFHS, Mational Family Health Survey.
TWomen aged 25-49 years.

Maternal mortality and morbidity are related to thigvels of fertility. The maternal mortali
ratio (MMR), that is the number of maternal degples 100000 live births, has declined frc
398 in 1997-1998 to 301 in 2001-2003. This ratisti# 57 times that of the USA. The Wo
Health Organization and United Nations Cheiad's Fund (UNICEF) estimate that Indi
maternal mortality ratio is lower than that in BaEuesh and Nepal but higher than for Pak
and Sri Lanka The level of maternal mortality vargreatly by state, with Gujrat having
lowest ratio (47) andolur states (Assam, Bihar, Rajasthan and Uttar Bradeving ratios ov
500. This is most likely related to differencesliie socioeconomic status of women and au
to healthcare services among the st

The high levels of maternal mortality arspecially distressing because most of these c
could be have been prevented if women had adedpeatiéh services (either effective prata
care or referral to appropriate healthcare faediti In fact, the leading contributor to the |
MMR in India IS lack of access to health C
antenatal and

Utilization of postwatal care
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The data from NFHS-1, 2 ardd seem to depict an encouraging trend in the atibh o
antenatal care (ANC) (Table 3). The proportion @inven receiving ‘no care’ variegreatly b
educational level and place of residence. Almost-ttwrds (70%) of all illiterate wome
received no care compared with 15% of literate wonWéomen in rural areas were much
likely to receive ANC than women in urban areas %%43and 74%, rgsectively)

Most women who did not receive health care duringgpancy said this was because
thought it was unnecessary It is currently estiohdbeat 16% of the rural population lives m
than 10 km from any medical facility. This may heother factor of nomilization of healt|
care. Thus, there is a need to educate women dbeutportance of health care for hea
pregnancies and safe childbirth. Another reasorttferlow level of prenatal care is a lacl
adequate healthcare centers, peesally in rural area

Place of birth and type of assistance during bivtve an impact on maternal health
mortality. Births that take place in unhygienic ddions or births that are not attended by tra
medical personnel are more likely tavie negative outcomes for both the mother and hfid.
Both NFHS-1 and NFHS-2 surveys found that neartgdluarters of all births took place
home and that almost

Table 3: Utilization of antenatal care and post-ntal care

Antenatal or post-natal care Data source

(%)

NFHS NFHS NFHS
(1992-93) (1998-99) {2005-06)

Mothers had at least 3 antenatal care visits forlast birth 439 44 2 507
Mothers consumed IFAfor =90 days when pregnantwith |ast 0 0 223
child
Births assisted by a doctor/nurse/LHV/ARMM/ather health 33 42.4 43.3
personnel
Institutional births 26.1 336 407
Mothers received postnatal care from ] ] 36.4
doctornurse/LHVIANMother health personnel within 2 days of
delivery for last birth
Mothers had at least 3 antenatal care visits fortheir last birth 439 442 507

AMM, Auxiliary nurse micwife; IFA, ironfolicacidtablets; LHY, Lady Health Visitor, MFHS, Mational Family Health Survey.

Anaemia, which can bedated relatively simply and inexpensively withnirtablets, i
another factor in maternal health and mortalityidgts have found that between 50 and 60
all pregnant women in India suffer from anaemiavese anaemia accounts for 20% of
maternaldeaths in India. Severe anaemia also increaseshtdrece of dying from haemorrh:
during labour. The final NFHS report (NFHS-3 200%) was released recently by the Mini
of Health and Family Welfare and offers a comprehenpicture of the healtmutrition ant
population status in all : Indian states. The survey shows that anemia
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Table 4: Prevalence of anaemia among children and adu

Anaemic population Data source

(%) NFHS NFHS NFHS

(1992.93) (1998-99) (2005-06)

Children 6-25 months ] 742 792
Ever-married wormen 15-49 vears ] 51.8 hG.2
Fregnantwomen 15-49 vears ] 497 h79
Ever-married men 15-49 yvears ] 0 243

MFHS, Mational Family Health Survey.

Three minutes a case of violence against woman iegistered in Indi

The great tragic irony of the Indian woman is théthin the four walls of the temple she
symbolized as the goddess but outside she is attodij use, misuse and abuse. Meera Kr
writes(note: Devi is a goddess; Annapurna is thddges of food gias; Saraswathi is tl
goddess of education):

They call you Devi, Yet you are a ct
You are Annapoorna, Yet denied f
You are Saraswathi, Yet unlette
You have a temple, Only your womb is de

You have divinity, But denied life.

Research by Usha Prabhakar published in 2003 shimatsthe effects of violence can
devastating to a woman's reproductive health, dk ageto other aspects of her physical
mental wellbeing. In addition to causing injurypkdnce increases woman's lo@gm risk of i
number of other health problems, including chrgoaéin, physical disability, drug and alco
abuse, and depression. Women with a history ofipalysr sexual abuse also have increaset
for unintended pregnancy, sexuallansmitted infections, and adverse pregnancy outs:

The data that are available show an increase irreperted level of violent crime agai
women. However, such statistics do not reflectabeial levels of these crimes because r
incidens, particularly domestic violence, go unreportedylr Sexual and physical violer
appear to increase women’s risk for many commoreggiogical disorders, including: vagi
bleeding; painful menstruation; vaginal dischamgxual dysfunction; pelvicinflammaton
disease; andainful intercourse. A number of studies have fotinat women suffering fro
chronic pelvic pain are more likely to have a higtof childhood sexual abuse, sexual as$fult
or physical and sexual abuse by their partners. #g®8% of currently married women in Ut
Pradesh, and in India as a whole, 68% report bedegced into sex by their husbands, and
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report being forced to have sex through beatings. Aigh level of norconsensual sex occurri
in marriage is  suppore by  both gualitative  and  quantitative d

The data also reveals that much of the violencghich women are subjected occurs in
home and/or is carried out by relatives. For instanthe majority of reported rapes
committed by family mmbers. Many of the victims are young women, wilko3of all reporte
rapes involving girls of 1§ears or younger Cruelty and torture by husbandhasidelatives, ¢
registered under Indian Penal Code Section 498Astitate 36% of all reported crimegans
women, followed by molestation (26%) and kidnappihd%). Patterns of crime show a sli
drop in dowry deaths and kidnapping/abduction ofmea and girls, but sharp increases in se
harassment and cruelty at home. The NFHS-3 reploatsthe pecentage of women who he
ever experienced physical violence since aggehss is 28% in urban areas and 36% in
areas. Thus, public health interventions need tmdoon the associations between dom
violence and its consequences for women’s health.
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Figure 1: (Left) Percentage evemarried women who have been beaten or physica
mistreated by their husband, in-laws, or other perens since age 19%ears; (Right)
Percentage ever-married women 15-49ears who have experienced physical or sexi
violence committed by their husband, according to tate.

More than half of all Indian children are underweigt and malnourishe:

numerous studies indicate that malnutrition is heotserious health problem for Ind
women. It threatens their sival as well as that of their children. The negatieffects ¢
malnutrition in women are compounded by heavy wdékands, poverty, childbearing i
rearing, and the special nutritional needs of wamesulting in increased susceptibility to illn
andconsequent higher mortality. While malnutritionlindia is prevalent among all segment
the population, poor nutrition among women begmsnfancy and continues throughout tl
lifetimes. Women and girls are typically the lasteat in a family; lus, if there is not enou
food they are the ones who suffer n

An unhealthy mother gives birth to an unhealthyldchAccording to the NFHS, Indii
children have among the highest incidence of malsbment in the world (Tablg). More tha
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half (53%) of all girls and boys undetydars were malnourished, and a similar proports@¥{
was stunted (too short for their age). Other swdigow that many women never achieve
physical development. This incomplete physical tlgwment poses thconsiderable risk fi
women of obstructed obstetric deliveries.

Table 5: Nutritional status of children and the eer-married women

Feeding practice/ nutritional status Data source

(%) NFHS NFHS NFHS
(1992- (1998- (2005-

a3) a9) 06)

Children

= 3 vears breastfedwithin 1 hour of birth 95 16 234

0-5 months exclusively breastfed ] ] 46.3

6-8 months receiving solid or semi-solid food and

breastmilk ] ] 558

=3 years who are stunted i 455 384

= 3 vears who are wasted ] 155 19.1

=3 vears who are underweight 515 47 459

Ever-married women 15-49 vears

Bodymassindex = normal ] 36.2 33

Cverweightorobese ] 10.6 14.8

MFHZS, Mational Family Health Survey.

The mother’'s education, according to the NFHS, ighly correlated with the level

malnutrition among children. The children of illitée mothers are twice as likely to
undernourished or stunted as are children whoséerothave completed at ledsgh schoo
The differentials are even larger when severelyeumourished children are considered. Chil
of illiterate mothers are three times as likelyp®severely undernourished as children of mo
with at least a high school educat

The nutritional status of children also differs by staBihar and Uttar Pradesh have the hic
proportion of undernourished children and Kerala tiee lowest, consistent with the differ
levels of socio-economic development in these staldowever, NFHS reports that tt
proportion of children under years who are underweight decreased from 18% ta B&htin(
decreased by a larger margin, from 51% to 45%. r@eseinting also decreased from 289
22%. The decrease of stunting over time was graateral than urban areas but the preval
of children who were underweight decreased sligloremin urban areas than rural ar

Indian women'’s health in summai

- It is of concern that the sex ratio in India hasrbdeclining consistently over thentery.
from 972 in 1901 to 927 in 1991, a @bint reduction. However there has bee¢
marginal improvement in the last decade (6 poir@®nsus 2011 recorded the ove
female to male ratio as 930:1000. However, thisdase is little to rejoice abobecaus

WWWw.oiirj.org ISSN 2249-9598 Page 458




Online International Interdisciplinary Researchrd@l, {Bi-Monthly}, ISSN2249-9598, Volume-1V, Isstle Jan-Feb 2014

the overall sex ratio in urban India has declindfhat is even more worrying is that ct
sex ratios have registered a sharp drop of 18 pdimting this decade.

« The life expectancy at birth among females hagigieanproved from 23.3 to 61.8 the
years 1901 to 1997, and has surpassed that of mea the 1980s. Here again
disparities are wide (rangirfgom 55.2 in Madhya Pradesh to 75.9 in Kerala) #rig
appears to be positively correlated with estimafegoverty. The rural—urban fiierence
is highest in Madhya Pradesh (8.6) and lowest irakag(1.0).

« In many states, the number of infant deaths amarg gxceeds that for boys due
discriminatory child care practices. The worst casthat of Haryana, where the ger
differencein the infant mortality rate is 19. This is follod/dy Punjab, Rajasthan ¢
Tamil Nadu. Howevein Orissa, where infant mortality rates are thehbi (96), girl
have a marginally higher chance of survival thaysbo

« The credibility of family planningorograms in large parts of India and especially
states of Bihar, Haryana, Madhya Pradesh, RajasthanUttar Pradesh is near z
Those who are illiterate have not fully recovereanf the shock of the crude ‘body
snatching’ sterilisation program during the peragddhe Emergency (for 18onths in th
period 19751977). In India, sex is sacred because marriagadsed. As such, assaull
the sex life of couples in the name of family pleagnis totally unacceptable.

+ Missing girls per 1000 boys in India is 73 (207Panjab).

+ In India the MMR, which is calculated as the numbematernal deaths per 1000 live
births,is among the highest in the world and has worsenadcent years. As per |
Registrar General of India/SRS the MMR was 3989871998, which has declined
327 in 1999-1901, which further declined to 301hie period 20022003. That adds up
more than 80 000 women who die in India every yieaing childbirth.

« States which are identified for consistently poerfprmance belw the national avera
on all the five safe motherhood indicators includieinachal Pradesh, Bihar, Madt
Pradesh, Nagaland, Rajasthan and Uttar Pradesh.

« It is estimated that 16% of the population in riaedas lives more than kén from an
medical facility.

+ Women in rural areas were much less likely to rec@renatal care than women in ur
areas. Most women who did not receive health carimg pregnancy said this is bece
they thought it was unnecessar.

+ Every second woman in India suffers fraeame degree of anaemia; 2% are sev
anaemic, while 35% and 15% have mild and moderaeraia levels, respectively. Inter
state differences are pronounced.

+ Lack of adequate resources prevents women fromepoleouseholds using hee
services. Undernourished, fid and overworked, most women from such houselark
extremely vulnerable to ailments and disease, whely not be properly diagnosed
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treated. Poor sanitation, unhygienic surroundingbdifficulty in procuring safe drinkir
water are some additional factors that affect #reegal health of women.

+ Fear facts: there is:
o 1 crime against women every 3 minutes
o 1 case of abuse by a woman’s family every 9 minutes
o 1 ‘dowry death’ every 77 minutes.

Conclusion

Indian women, especially those in rural areas, nede empowered to receive greater educi
and training. If this is utilized properly a womeaiill earn more money. As women earn more
money they spend it to further the education aradthef their children. As women rise in
economic status, they will gain greater social ditagnin the household and the village, and will
have a greater voice. As women gain influence amg@ousness, they will make stronger
claims to their entittements. As women’s econonawer grows, it will be easier to overcome
the tradition of ‘son preference’ and thus put ad ® the dowry system. As son preference
declines and acceptance of violence declines,ga@timarriage will rise. As women are better
nourished and nmey later, they will be healthier, more productiasd will give birth to healthie
babies.

Bishakha Dutta has said that women’s health paiy programs need to work with potential
allies such as women'’s groups, development grdwgadth workers’ association and the media.
Without a strong focus on the links between womempowerment and women’s health policy,
programs may become like ‘grass without rootd's bnly through action to reme

discrimination against women that the vision ofi‘glindependence - an India where all people
have the chance to live healthy and productiveslivean be realized.
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