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CHAPTER I

EVOLVING AN APPROACH



CHAPTER I
LVING AN APPROACH TO B EM

1o IN UCTIO

The evolution of Maternal and Child Health(MCH) services
in India has a long history. It was inspired by the welfaro
movement in England and pianned parenthood movement of the
West., In the post-xndependencé poriod, the health planners
gavevit a lot of emphasie. The Health Survey and Development
Commﬂ&ee'é(1949)(popularly known as Bhore Committee) recommen-
dations for MCH were fully accepted. Daspite the policy state-
ments hewever, the stétus of MCH sorxvices has'been‘p:etty low,
While in the fifties it was left in the hande of the scanty
humber of female doctors and nurse midwives as an independent
programme, in the slxiies it was merged with family planning
on the pretext of integration. This, instead’of invigorating
MCH services in fact undermined the evolution of adequate MCH
services as they were percelved as tools for achieving family
planning targets rather than objectives in themselves. Apart
from this éperationax problem, the content of services(of whate.
ever existed) was 2also not derived from the basic needs of
Indian population but from the prescriptions of the British

Medicavaouncil1. The entire approach to MCH was technocentric,

1. Jeffery,R., 'Becognizing India's Doctors: The Insti-
tutionalization of Medical Dependoncy 1918-39¢,

Modern Asian Studies, Vol.13,No.2,pp.301-326



emphasizing upon immunizations, instituional delivéties and
treatment of complications, To this later on were added Iron

and Vitamin supplements and nutritional programmes.

Even theﬁgh in theseventies an attempt was made to deve-
lop a2 comprehensive approach towards health through the con=-
cept of primary health care, MCH for 2ll practical purposes
remained as tecﬁnocentric as ever. This was because, though
on paper the need to dgvalop sorvices necessary for survival
and subsistence was conceded, in practice very little was dong.
And MCH services which formed an essential component of primary
health care, continued to be based on techmological interven~
tions like immunization, oral rehydration etc. The social
dimensions of the problem were never considered. Even if it
is granted that some of the technological interventions are
relevant, a technocentric approach fails to tackle the social
problems which impinge on MCH, often due to its own constraints
it misses the real problems among mothers and children. 'It
is so0 because it begins from what techniques exist(like immu-
nization) rather than what is required. It also fails. to
take into account social, economic and political factors which
not only affect accessibility of services but also the nature
of health problsms in mothers and children.

It seems to us that unless and until these aspects of the

problem are taken into account, MCH services will continue to



be based on inapproapriate technology and will remain in-
accessible to the majority. It is for this purpose that we
are interested in exploring the social and economic detor-

minants of MCH problems.

2. D ING A PERSPEC

If we believe that mothers and children are an integral
part of the family, the social groups and the society at large,
then MCH problems‘toq have to ﬁe considered in a wider context
of poverty and other soclological dimensiors like the woman's
status, her role in the economy and within the household. To
locate India's MCH problems in their social and economic con-
text, a brief review of literature on pverty, income and food
distribution in classes, environmental degradation(including
sanitation), morbidity and mortality patterns in women and
children are presented here. An attempt is also made to look
for cless differentials and the degree of suffering of women

as compared to men within the same classes.

EOR_MCH.

About half of the population lives below the poverty line
i.e they spend 80 percent of their income on basic food items,

but are etill unable to get the minimum calories required.

2

Even government estimates®  admit that 48.8 percent of the

2. Government of India, Sixth Five Year Plan, 1980-895,
(New Delhi; Planning Commission, 1981), p.18.




population is below the poverty line. Many recent studie93
suggest that the proportion of the population living below

the poverty line is actually increasing.

The Unlon Ministry of Labour has also documented the
increasing economic plight of the labouring poor. In 1974-7%
the average daily mohey wages had decreased in real value by
12'perCent from the previous decade. And further, that in
the same period the total number of landless agricultural
labourers had increased by 70 percent(from 28 million to 47.5
million) while the number of "cultivators" decreased~ a re-
flection of increasing numbers of small peasant families being

forced to leave their lands due to indebtedness and pé@Qrty?

Inspite of deteriorating.conditions for the poor, the
per ;apita national product lncreased during the same period
i.e.from fs 306 to B 366 from 1960-61 to 1975-76(at 1960 prices)
This indicates a further widening of the dispa:tiés in income

between the rich and the poor.

3. Dandekar, V.M.and Rath,N.,'Poverty in India‘', Economic
and Political Weekly, 1971, pp.25-48 & 106-46, see
PP.28=-29; Barreto,D., The Indian Situation,(Centre
for Social Action, Banglore, 19779, PPe11~17.

4, Union Ministry of Labour, 'Getting Poorer! Economic and
Political Neekly, 1978, pp.1976~7

5, as quoted by Mitra, Ashok; India's Population(A Family
Planning Foundation/ICSSR Book, 1978), p.711



The trend of percentage distribution of per capita
p:tVate consumption by expenditure class of population is
also disturbingy the share of the bottdm 30 percent is;bé-
coming smaller and smaller over the years. The table below

demonstrates it more clearly,
Table:1 Percentage Distribution of Per Capita Privat
Consumption by Expenditure Claspg of Population.

cJzﬁﬁ?ﬂaf“““T§75=‘11ﬁ?T"1576- 197?- 1979= 1982« f$?§3’15§3='
vPepulation 71 78 80 83 80 83

Top 30%. 49.% 51.9 94.% 54,0 49.5 51.9 54,5 54.0
- Middle 40% 35.1 33.1 31.8 32.4 35.1 33.1 31.8 32.4

Bottom 20% 1%.4 15.0 13.7 13:.6 154 15.0 12.7 13.6

Rural Urban Rural Urban

Source: Based on Periodic Surveys of Household
Expenditure by National Sample Survey
Organization(NsS). ,

The inequality of distribution of consumption expenditure
remains extremely skewed. The poorest 30 percent of the
people had a share of only about 15 percent while the top30
percent c;aiméd more than half the national ceke. The con-
trast between the top end bottom 10 percent is even sharper.

As in other underdeveloped countries, outlay on fecod

accounts for the major share of the family budget. However,



the decline in its share over the years is significant. An
average household spent as much as 64 percent on food in
1970-71. The proportion went down to about 56 perceﬁt in
1982-83,

This data. seen in the light of consumption differenti=-
éls, focuses on the plight of the poor. According to a re-
cent estimate by the food and Agriculture Organization(FAO?,
around 200 million Indians are malnourished, forming almost
‘half of the world's total and about one third of the Indian
population, | | |

Banerji's(1981)7rura1 study showed that over 36 percent
of families(in the villages studied) did not get "two square
meals & day" to satisfy their hunger for at least threé to
six months a year. As of 1981, 59% of the populatibn were
without drinking water supply; only six percent had access
to sanitation, 94 percent were without a proper facility for
excreta dispoaal? Needless to say that majority of these fa=-
cilities are provi&ed in urban areas but even there not all

get it,

6. As quoted by UNICEF, An Anlysis of Situation of Children
in India, (New D_..-L—g—g&_elhi, UNICEF, .19"—5_—-&—-—_L&84
7. Banerji, D. Poverty, Class and Health Culture in Indis,
Vol.I(New Delhi, Prachi Prakeshan, 1981

8. Govermment of India, Natlonal Mas Plan W;
Supply and Sanitation{April 1981-March 1991?,
(New ?e hi, Minlstry of Works and Housing, July
1983




The policies of "development® which are responsible for
existing digparities have also led to serious envirommental
changes wvhich are in turn leading to 2 degradation in the .
life of'the commdon man. Soil erosion, deforestation, water

pollution, air'pollution are a fow oxamples.

The land area prone to floods has doubled from 20 million
hectares to about 40 million hectares over the past 10 yearg.
About 70 percent of all the available water in India is pollu~
ted. Some 73 million work-days are lost due to water related
digseases. 5o0il salinity and water logging affect over a qua-
rter of irrigated 1and9.'The scarcity of firoewood{which, toge=~
ther with cowdung and crop wastes, provides about 30 percent
of the country's cooking energy needs), has become acute in
rural as well as urban areas. Firewood prices have doubled
in the pact six years in many cities. Poor women of rural
areas are the most affected by environmentsl destruction.

Every dawn brings with it a long march in search of fuel, fodder
and water . The culturally accepted division of labour within
_ the family leaves the collection of houschold needs like fuel,
fooder and water to women. As these become increasingly diffi-
cult to obtain, women have to spend &an ino:dinatef:time forag-

ing for them. It does not matter if the women are old, young

% e Stete of India's Envi nt- s (CSE, New Delhi»1982)



or pregnant; crucial household needs have to be met day
after déy. As ecological conditions worsen, the long march

becomes even longer and more tiresome.

Before we look further into the problems of MCH an
attempt is made to survey data on class differentials in
health of women and children. Our National 8Sample Surveys
" and registration schemes show rural urban disparities in
death and morbidity, but they do not focus upon class differ-
entials., Some of the smaller studies however, do show that
such a differential exists. A study on under five children
in the villages of Punjab(Kielman aﬁd Dbero%k1972) shows that
compared to the Jats{landowning peasants) the Ramdasia(MHari-
jan)children mot only have higher morbidity but also higher

prevalence of malnuttition‘o

A study by Sen and Sengupta(1983s1in two villages of
Bengal, shows that level of malnutrition decresses 28 land-
ownership increases. This was observed at two levels- bet-
'ween the villages(one with 18 percent landless population and
the other with 60 percent landless population) and in the

children of landed verses landless households in both villages.

According to the Registrar General's Report(1979) 'levels

of living have a direct impact on IMR. One economic index

10. as quoted by Oadeer,l.,ﬁealth Services System in India:
An expression of Socio~Economic Inecualities, Social
Action,Vol.35, July-September 1985, pp.199-221

11. Sen, AmarWa and Sengupta, Sunil,, 'Malnutrition of Rural

Children and the Sex Bias', Economic and Political
Weekly, vol.XVIII, 19-21(AnnuaI number ), 1983



used in their survey was the use of electric lighting and oil
' lamps in rural households. The IMR was 87 in the former and
1963 in the latter. According to K.N.Pillai's study'2 while
the Harijans had an IMR of 266 it was 159 for Goundor
" (cultivators). ;
Thus, it is evident that in a stratified and hieratchical
- society where resources are limited. those at'the bottom of the
hierarchy will have the least access to MCH éérviceé. It is
importent that not only class differentials exist in health’
‘status but that within a clasg too, differeﬁces'between men
. and women are quite visible for health and access tovserviées.
Vie present some data to support this contention in the following

section, and also survey the scene of MCH.
+ 2.2 INDICATORS N'S HEALTH STATUS:

Sex Ratio: The declining sex ratio(proportion of females
to males) in India is exceptional to the general pattern in
other parts of the world, namely an excess of female population.
Over the years it declined from 972 females per 1000 males in
(e in 198113
1901 to 935 females per 1000 males .

Life expectancy of Indian women is about 10 years less
than that of women of déveloped countries and is constantly

lower than that of Indian men. According to 1981 census it is

12. as quoted by Zurbrigg,‘Shella, Rakku's Stoty&Mad:és,i
George Joseph, 1984)

13. nsus of India 1981, General population Tables series I,
ew De s Resitrar General, 1981)
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51,6 years whereas it is 52.6 years for men.

nfant talityt The IMR still remains higher at 126 per
thousand births!4
Again within this, there are glaring differences between

rural and urban areas and between sexes.

Table: 2. ant Mortal ' ssed _as n ")
deaths per 1000 live bixths
AREA __ SEX o _.'
, _Males Femalos P ,
Rural 130 142 13%
Urban 69 77 70

Total 120 131 125

Source? Central Bureau of Health Intelligence(1983),
Health Statistics of India, 1982, Ministry
of Health and Family Welfare, New Delhi.
Children under the age of 15 years constitute about 40
percent of the country's population, a proportion which has
remained almost constant for  the past 70 years. 17
percent of thé population is under the age of 5 years. 40
percent of all doaths occur under the age of five years.,
About half of them take place in the first month of life
and more than half of them in the first week of life. 30 per-
cent of total deaths occur in the first year of life.15

14, Ibid

15. Government of Xndla; Sample Registration System 1970-75
and 1976-78(vital statistics Division, New Delhi)




Maternal mortality in Indie is one of the highest in the

" world; though exact figures are not available, estimates
range from 500 to 800 per 100,000 live birthi®

Total :
caoses Deatha 15=24 25«34 35=44 45=54
Number % Number % Number % Number % N um o
' ber

Abortion 26 12.5 12 13.7 7 8.1 7 21.2 = -
Toxaemia 26 12.4 1 12.5 10 11.6 15,2 = -
Anacmia 33 15.8 12 13,6 15 17.5 14  12.1 2 100
Bleed~ ‘

ing of 33 1.8 12 13.6 20 23.3 ) 360 = -
Pregnancy

and puer-

perium
Halposit~

ion of chi

1d lead-

ing to de

ath of ,
Mother 28 13.4 W 12.% 10 11.6 7' 21,2_* -
'Puerperal_ ,

S@p&is 26 12.4 14 1%.9 7 8.1 5 15.2 = -
Not cla- -

sgsifiable 37 17.7 16 18.2 17 '19’3 4 1261 = =
vAll'cause's; 209 100.0 88 100.0 86 100.0 33  100.0 2 100.(

soorce: Sorvey of cavses of death (Roral) 1960, office of
the Refistrar General .

le- Government of India, Health for Al by 2000 AD., (Report of the Workmg Groop,
Mmaq&HmeMEmM%wmm mawm\%o p-61.
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The table clearly states that & large percentage
of maternal deaths are still boing caused by such easily pro-
ventable diseases like aneemia, sepsis and hleeding. Malpo-
sition of child leading to death of mother also deserves
attention. 13.4 percent of méternal deaths which occured
due to this reason could have been simply averted with pro-

vision of trained birth attendants.

Abortions About 50 percent of all prcgnancles end up in
abortion- spontaneous or induced. The incidence of this
phenomenon has remained coﬁstant over the period 1997-68, a
period which witnessed intensification of femily planning
activity. In fact there was even an increase in actual
numbe1? As late as in 1972, pregnancy wastagof malnourished
mothers was 30 per cent‘a $till births were reported as cone
stituting 11 per 1000 live birthe 19 Much of this pregnancy
loss and petinatax mortality is caused by premature births
and melnutrition?

Differentials in Mortality: In developed countries, still

birth rate and death rate of male children is higher. However,

in India, this seems true only upto the first week of 1life

2

17.World Health Organisation, Vital and Health Statistics,
. (South East Asian Region. 193%5Table 9 '
18.Gopalan, C.Y.and Naidu,A.N.'Nutrition and Fertility',
The Lancet,Nov.18,1972,8<4053
19.World ?ggvth Ogganisation, World Health Statistics Annual,
1970
QO.Copalan,C.J.,Collected papers: 1943-1973, (Hyderebad,1973).




aftor which the female death rates take over.

Female death

retes in the peak repxdductive age 15-29 years were report-

ed to be consistently higher than male death rates in this

age group in both rural and urban areas.

The causal factors

for this difference lie in the hazards of pregnancy and child

birth,

For the years 1979 and 1980, female deaths were re-

latively more in the age groups 1-4, 5=14, 15=24 and 25-34

years as compared to males in both {he years.

Table: 4.
1979 1980
Age Group Persons Males Females Persons Males Females
Below 1 year 3,296 . 1,767 v 529 3,296 2818 1,478
(19.6) ( 9.6) (19 4) (18,7) (18.8) (18.5)
14 1,675 720 955 1,624 7953 874
(9.9) (8.0) (12.2) (9.2) (7.8) (10.9)
B4 910 456 454 963 474 489
(5.4) (3.1) (5.8) (5.4) (4.9) (6.1)
15=24 1,570 77 843 800 349 451
(9.3) (8.1) (10.7) (4.5) (3.6) (5.6)
25«34 947 463 = 484
. (5.4) (4.8) (6.1)
35-44 2,192 1,392 863 1,008 570 438
(13.0 (14.8) (11.0) (5.7) (5.9) (5.9)
45=54 1,235 762 473
(7.0) (7.8) (5.9)
5% and over 7,205 3,992 3,213 7,799 4,488 3,311
(42.8) (44 4) ( 40.9) (44 1) (46.4)(41.4)
Total 16,848 8,991 4, 857 17,672 9,677 7,995
| (100.0) (100.0) (100.0) (100.0) (100.0) (100.0)
Per cent by
Sex 100.0 . 53,4 46,6 1@9_.9...__.24.:.___&_,3

Source: Survey of causes of death{Rurd) 1980, Office of
the Registrar General.
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2.3 Yiomen's access to Health Services

A studyzz conducted in 1957, in six rural communities
covering six districts in Maharadtra with a total popula=
tion of 37,000 has shown that at a given point of time,
there were 730 sick females as compared to 513 sick males
under 15 years of age. Yet the percentage of males gett-
ing treatment was higher. A difference in the guality of
treatment was 3lso noticed. More adult females had to be
content with free or traditional treatment or no treatment

whereas males sought modern treatment.

A compaerision of the nutrition status of children ob-
served in 1955 and 1978 " shows very little imprdvement.lf
anything, the figures for 1978 appear to be somewhat worsgg
However, cultural norms and attitudes to girls in societles
like ours result in a2 preference for boys even in infant
nutrition. A nutritional study of 17 villages in Morinda,
Punjab?ashowed that nutrition is determined mainly by sex.

By being breast fed longer and by being gliven more food after
they were weaﬁed, boys aqed 6-24 months ih all castes were

better nourished than girls of the same age. The nutritional

21. Dandekar, Kumudinil, A _Demographic S
' Flu al C i uhi '(‘Bombdy Asl'al |959)

22, Health For All: An Alternative Strateqgy( New Delhi,
ICSSR/ICMR, 1981), p.5t1.

23. As quoted by Safilios - Rothschild, Constantina , The Role of the Family
in Development =~ Education kit en Women , Health and pevelopment |
~ (Geneva, W-H-0- , 1986).
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discropancy was much larger 19 tﬂé lower agricultural castoe.

Girls in the same caste were not only breast-fed for a short-
er time period but also consumed less supplementary milk and

less solid food, began con#uming solid food later and received
less 6f each of the nutrients.

In 1978, sbout 75 percent of the deliveries in rural arcas
were conducted by untrained practitioners?4 The Comnitteo on
the Status of Vomen reported that during their tours they
- were repeatedly informed of the inadequacy in the number of,
and services rendered by ANM?5

In rural areas, 93 percent of the deliveries are conducted
at home. But only 18 percent of them are attended by any kind
of a trained parson?6 ranging from a trained dai to a private
doctor.who the 18 percent are(privileged enough to have the
sexrvices of a trained professional during child-birth) becomes
clear when we look into the studies conducted on thevgccessi~
"bility of rural health services; Banerji(1981) has shown that
the Pﬂc’network is inacessible to the poor. According to his
Harijen respondents, the nurse is ‘memsab’ "How can she visit
us? we are poor. We cannot pay her fees, She visits rich

R
people and spends considerable -time in their bouses!27

24, Office of the Reglstrar General, ant &
Child Mortality, 1979, (New %efh*, %9%5%.

25. Igya;dgAggual%gx Report of the Committee on Status of
Women in india(New Delhi, Govermment of India,
Ministry of Education and Social Welfare, 1974). _
26. Government of India, Fi Five Y Plan 1 -79(New Delhi
‘ Ministry of Health and Family Planning, Department
of Family Plenning 1974).
27. Banerji,D{1981)op.cit.
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According to NSS data(1973-74), in Maharashtra as many
as 90 percent of rural pregnant women did not register with
| any health centre?e 30.4 percent thought that it was not
necessary that their health was good. 12 percent complained
that there was no health dentre nearby, and as much as 10,6
percent did not know that a health centre existed. However,
only one percent preferred private treatment. 89.8 percent
delivered at home, 7.8 and 2.4 percent at hospitals and PHC
respectively. Those who delivered at home were largely att-
ended by Dai(61.7 percent) and others (29.4 percent)ANMs
attended just three percent and doctors attended one percent

of the deliveries,

2.4 Linkages between VWomen's health and their Socio-economig

Though majority of Indian women work for longer hours
than men their total earnings remains low, This is because
(1) household work and child care which eats away a larger
part of a woman's day is considered as devoid of economic
valuej (2) they are paid lower wages as compared to menj
(3) their employmentlcpportunities are low within what is .
available; and (ﬁ) due'to their rxeproductive function, which

28. Khandekar, Mandakini, Maternal and Child care in Maharastra
(Secondary Analysis of NSS 28th Round Data for Mahara~-
tra on Maternal and Child care), (Bombay, Tata
Instituté of Social Sciences, 1980) (Miemo)
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makes them abstain from work at least for fewdays, they ere
treated 8s unrealiable. The estimate of the total female
labour force was 78.6 million in 1973, 88.9 million in

1978 ahd 99.4 million 1h 1983« an average annual addition
of 2.1 million., The total labour force in 1983 was 306 .
million. According to 1984 cenausgg female work participa-
tion rate is 21 percent. More than 80 percent of them arc

engaged in agriculture as labourers.

It 1s estimated that 16 hours or nearly two thirds of
a woman's day is spent in workin&? According to the estimates
of Srilatha Batliwala(1982?‘. the respective energy contri-
bution of meny women and children per day are 31 percent,
53 percent and 16 percent respec¢tively. Hence women are
working for longer hours and harder than men. However, accor-
ding to the same study food distribution withinfamily is
very disproportionate- 2 units for a man 1.5 units forawoman
and 1.0 unit for a child(of cooked cereal regi). Hence here
is a deficit of nearly 100 calories per day, and this is felt

more acutely during pregnancy and lactation when an additional

29. 1981 Census op.cit.

30. Jain,Devaki, Viomen's quest for Power: Five Indian Cases,
(vikas Publishing House, New Delhi, 1979)

31. Batliwala, Srilatha, Rural Energy Scarcity and Nutrition-
A New Perspective’~ Econbmic and Political Weekly,
Vol.XV1I, No, 9 Feb 27, 1982,p.329.
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500-600 calories are reaquired. The same study found that
women expend about 700 calories, or one third of their
"energy oxpenditure, on the domestic tasks of cooking and
firewood and water fetching.
Apart from economic reasons many social factors

also effect the health of women. Caste system, social
status derived from caste and class background, educational
levels- all these have a definite impact on the health sta-
tus of people,particularly women. |

| Ironically, thé.unique reproductive function of & woman
which should be regarded as a sociél contribution since i¢
creates labour forcgz, has never been considered as a céuse
for receiving better medical care or better soéial treatment.
It has in fact derogated heor to a lower status. In the pre-
sent day society it makes her more subsérvlent'to man.

Vomon's health is also influenced by certaln.culfural

‘factors. For example, it is customery for Indian women to
first serve food to the family and then eat whatever is left
In the survey conducted by the Committee on the Status of
Women, 48.53 percent of persons stated that in their femilies
males eat firs%? |

32. Bana ji, Rohini; Viage Labour: The prduction and sale of
the commodity Labour power,n.d.

33. lowards Eguality, op.cit.
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This custom is common for all the classes, but in poor
families this results in more malnutrition for women and
girls. Many surveys have revealed that men eat first, then
boys, then girls and women eat last. Despite the fact that
all family members must work had, scare resources and immo-
diate needs often result in unequal distribution between
men and womén, between adults and children and between boys
and girls. _

The cultural norms that particularly affect women's
héalth are the attitudes to marriage, age of marriage, value
attached to fertility and sex of the child, the pattern of
family organisation and the ideal role demanded of thé women
by social conventions. They determine her place within the
family, the degree of her access to medical care, education,
nutrition and other acessories of health. While these cul-
tural factors are important they have been overemphasised
by researchers working on MCH., We shall explore it further

in a later section.

Even this bprief review of literature does indicate thét
the existing éocio—economic structure and cultural patterns
not pnly lead to extensive poverty of the majority but also
excessive deprivation and haf%hips for women in particular.
The socio-economic and cultural processes involved not only
determine her social status but also her health. A compre-
hensive understanding of vwomen's health therefore demands that

we make an effort to uriderstand these processes.
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3. APPROACHES 10 VOMEN'S HEALTH

A review of the available studies on women's health,
particularly on MCH reveals four main trends.
A PO nol al Apr 3

The major trend is te look at MCH as a purely medical
problem and suggest technological 1ntet§entions as solutions.
Anaemia, abortions, 1hfaht deaths, maternal deaths, infect-
ions etc.are all primarily treated as medical problems of a
- vulnerable group. The eméhasia is on diagnosis, eérly dete-
ction or prevention through medical intervention. The social
repts or the genesis of these problems is not conéide:ed.

Efforts of World Health Orgenisation(WHO) to identify
énd tackle MCH problems over the fifties and sixties are the
best examples of thié approach. In the following years the
| WHO experts have realised the significance of enviornment and
ad%istence levels for MCH., However this has only led to an
expansion of the technocentric approach in which apart from
the medlcal technology, they only add interventive technolo-
gy to improve water supply, sanitation, disposal of waste,

nutrition and so on. Their technical report serle§43re example:

34, vorld Health Organisétion; Public Health Aspects
Low Birth Weight(Technical Report Series No.21 7%Geneva,

1961); The Midwife in Maternity Care{Technical Report
series No.231), (Geneva, 1966); The Organisation and

and Administration of Maternal and Child Health Sexvices
(Technical Report Sories, No,428)Geneve 1969; The pre-
vention of Perinatal Mortality and Morbidity, (Technical
Heoport Series No.457);, Human Development and Public
Health (Technical Report Series, No.485)Geneva 1979;

" 7. ‘New Trends and Approaches in the Delivery of”’
Maternal and Child Care in Health Services{Technical
Report Series No0.600)Gcneva 197%. '
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of the earlier trend while the later broadening of tho
approach is reflected in series of-doéuments produced during
1atem seventies and eightie535
A latest example to this approach is the suggestions
made by Grant(19833%for child survival. He again beats the
qamé old:buéhvadyocating oral rehydration,promotion of breast
feeding, immunizetion and spacing of births without giving
: any conslderation to the enVironment—?both social and biolo-
‘gical-vin the Third Vorld countries where hié target childron

are -

None of these documents explore the soclal and oconomic
roots of the MCH problems-'Many Indian researchers also use
this approach. For example,Ghosﬁ7éuggests that effective
child health programme, improved environmental sanitation,
nutrition and health education and effective fertility con-
trol can break the cycle of malnutrition of children. Sho
further says that rampant mainqtritioﬁvis not all due to

poverty'but also due to widespread ignorance of mothers

5"11
Kﬁ?ié%émbf*?é%fic Health Nursing1(1961), Deprivation of

“Maternal Carc: A Reassessment of its effects,(1962);
Trends in the study of Morbidity and Mortclity(1965).

36. Grant, James P., ‘A child survival and development Revo-
lution® Asgiggm end Qgilgggg 61/62, 1/1983,UNICEP.‘
37. Ghosh, Shantlij, Ihe : .
Children, (New D

35.
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362.1982095484
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about nutritional requirements for children. However, she‘
neither exploreswhich one is epidemiologically the major
cause nor probes the reasons of absence of these basic
amonities.

To ensure health and nutrition of infants, subsidised
foods for nursing women, provision of facilities for breast
feeding for urban working mothers and education of would be
mothers are suggested by Gopujkar and otheta?ec.Gopalan,39
who has done many laudable studies in nutrition also find
similar soluéions to solve the problem of breast-feeding.
Provision of creches at work-sites, increasing maternity
leave, stopping of commercial baby food advertisemonts
through the media are his recommendations. However, incre-
asing maternity leave is recommended only for two chlldren,'

that too in the case of mothers of the weaker sections only,

Mishra and others(19823° who used systems analysis to
assess the implementation of family planning progfammes.
despite their extensive coverage failed to look into the
sociological diﬁensions of the problem. They concentrated
on organizational improvement and concluded that family plae

nning goals could only be attained if measures were undertaken

38. GOpujkar.P.V.et.al, Infant Feeding practiceswith special
reference to the use of commercial infant foods,
{Nutrition Foundation of India).n.d.

39. Gopalan, c.'Why breast milk is better than formula baby

foeds , included”CGopujkar, P.V.et.at., Infant Feeding
Practices with special reference to the use
c omm rcijl infant faodsiﬁutritfon Foundation of
India)n

40, Mishra,B.D., et.2l, Orcanization for changes A systems

Analysis of Family Planning in Rural India{New Delhi
Radient Publishers, 1982).
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to drastically improve the existing organizational

capacity ot medical and health organisations. Their
recommendations however were devoid of a sociological
understanding of the family planning needs as well as socio-
logical insights into the organisations and remained valid

perhaps only in the administrative domain.

Muttayya(19?2?1who carried out a study in Andhra Pra-
desh on Child Velfare had collected data on health, nutri-
tion, hygiene, practices ofmothers and children in clusters
of villages and did a camperative analysis without making
any reference to the class differences on which he infact

had collected data.

2. Culturological Approacht

Those who adopt this appxoach basically link mainu-
trition and i1l health problems, particularly of women and
children, to cultural beliefs. Less intake of food by women
in general and pregnant women in particular is attributed
to cultural beliefs. Food is referred as a culturél concept
in which beliefs are rigid and diffiéult tobchange in the
interest of better nutritional status. Thus, Foster and
Andersogzsay that "what tribal and peasant people have not
learned is the relationship between food and health and bot-
ween diet and pregnancy and the special food needs of children

41, Muttayye: Child Vielfaxe- Exis
atgitgggsz DU _OAG»:_

X &Y :._l‘_‘
nstitute of Levelopment,Hydrabad,

. : ’ S
42, Foster,G.M.and Anderson,B.G.;Medigal A apodoqy(New York
Tohn Wiley and soms, 19789 p .'2%‘4‘%&&3&“-2 X g
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aftér weaning". The National Institute of Nutrition(1977)
in one of its studies concluded that most rural mothers do not
give supplementary foods to thelr ﬁhildren because qf fear and
Wwrong belie?? J.P.Nalk commented that even in situations where
food is not particularly short, women often resort to remain
without food due to religous beliefs, | | |

Some eminent physicians who participated in the fift-
eenth Internationl Congress of Paediatrics(1977)45, are of the
opinion that during pregnanacy the mothers were surrounded by
time honoured taboos and a good deal of toddler malnutrition
is due to 1pgnorance of the mothérs.
. It is true that cultural belefs influence the food intake
of women. But these scholars attempt to study culture in isola-
tién from sociological and economic dimensions. They thefefore.‘
fail to sée the link between culture and socio-economic processes

and hence treat the former as constant,rigid and unchangeable,
3.3 Feminist Approachs

Women's Health was central focus of Feminist movement
in the West. UDespite all its controversies it did contribute

to demystification of medicine, a change in the doctor patient

relationship and the generation of self- help movement46,

43, Covernment of India, National Institute of Nutrition;
'Supplementary Food', Centre Calling, vol.XIIy,No.t1.Nove77

44, Naik,J.P. and Bardan, Kalpenas ngsgggg_nal Probl €
women in India: Some Soclo-Economic a ctsiNew Delhi,
Ministry of Education, Government of India)n.d —

4%, Gowernment of india 'Breast feeding with Love' ggg;;g <
Calling, vol.XI1/No.i1,Nov,77,pp.3=5. NI

46. The Boston Women's Health collective, Qur Bodi Ouzsel |
(New York, Simon and Schuster,1971); Chesler, Phyllis,Wom
Madness, (New York, Couble Day, 1972); Frankfort,Ellen,
! acinal Politics, (New York, Quadrangle Books, 1972)
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Inspired by this, some middle class women in India also
attempted to develop a simiiar approach to the problems
of_health équg the Indiéﬁ women, The'gfforts to mobilise
women on issues such as freedom to decide and know about
their bodies, freedom for abortidns and contraceptives ro-
mained 1im1ted‘£o a very small section and did not inspire
‘the majority, since for demystrification of medicine is a jé;
relatively ineignificent issue in a situation where thé
majority of women have little contact with modern medicine.
The generation of & self-help movement is not relevant here
as majority of thé women spend all their time and energy
just to survive and do not have the access to even basic
minimum facilities and services. Moreover, in & situation
of scarcity and deprivation perhaps the focus on health
alone itself is misplaced,

The Indian feministsfailed to relate themselves to S
the real problems of the m;jority. Secondly, they failed
to qrasp the essential nature of social processes and focu-
ssed thelr attention on the man-woman conflict. Their
targéts thus became men and their ‘'male chauvinism® rather

than the social structure and its ruling class47

- Kalpapasilomen's beration and » ey 2 7
Kishwar, Macdhu and Vanita, Ruth: Ins a:ch of Answer
Indian womens voices from Menushi, (London, Zed Books
1985 ; Mehta Sousila, Revolotion and the Statos of Women in India,
(New De\hs Metropoh.tan Book Company), 1982 . subbamma, Malladi,

Nomen : TTadmor?ngu\ture @wbe“m Sterling’ Pubhsbers’) 1985,
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wWithin this approach then, for understanding health
problems of women, the essential determinent was oppression

by men and the socio economicfactors got neglected.

.4, Socio-Political Approacht

An analytical approach to health Which takes into
account its economic social and political determinants can
be traced back to the works of Engel?eand Virchowﬁ? This
approach however, was oversh adowed by those who looked at
health as an isoclated biological phenomenon and supported |
_ the gexm theory>? Later the ecological approach came into
fashion because the pure technological interventions did
no t succeed and the ecological approach offered a way to
check the growing social conflicts. Wwhile this approach
still continues to be the more popular, some scholars have
attempted to reasess its‘relevance. They have emphasized
the need for a morecomprehensive analysis of health and have
used the socio=-political framework for analysing health
problems. Among these, the significant contributéra has

been Rene DubosS1who has attempted through a historical

48, Engels, Frederic, Conditions o Wroking Class in
England.in 1844 (London, George Alien & Unwin, 1926 ).

49, As guoted by Waitzking, Howardi 'A Marxist view of
Medical Care' in Socialist Health Review, Vol.I,No.1,
June 198? . Leh(N

50, Rosen, G,History of Public Health(New York,M,D.
Publicitions, 1958) | ’

51, Dubog,)Rene; ‘Mirage of Health, (Anchor Books,Doubleday,
1961 ‘
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analysis to focus on social, envirommental and political
factors which influence health in the West. Yet another
person who has attempted to look at health and population
issues with a soclo-political perspective is Mckeown who
has not only questioned the role of health services in the
improvement of health of the 9909132 but has also shown

how social processes effected health and health service8s

A crusader in the seventies was Ivan 1111eR?. His
analysis, however, is confined to the American society.
He deals with the negative impact of industriaslization,
prafessionalization. bupeaucratization and use of high tech-
'nology. But he did not take inid account the social proce~
sses inherent in a capitalist system. His analysis therefore
is limited specially for those who are interested in the
third world situation. All the same H#ie does very forcefully
bring into focus implications of some social processes for
heslth as well as health services system.

Various papets presented at & seminar in 1976, orga=-
- nized by Health Marxist Organization, looked into the soqio»

economic cahses of health and analysed the links between

%2, Mekeown, Thomaéi'A Sociological Approach to the history
of medicine' and 'A historical appraisal of the

medical task' in Medical History & Medical Carg- '
_AS osium of Perspectives, Mclachlan, Gordon, and
Mckeown Thomaszedslifondan 1971)
53 Mckeow;a)Ihomas. Ihe Mocern Rise of Population,(London
19 S

54, Illich,Ivan, Limits to Medicine(Bombay,Rupa and Co.1977)
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social processes and health pattetn?? In a paper on poli-~
tical\ecology of disease, Turshe%gtakes thg position thet
the mode of production in which medicine develops, deter=-
mines the nature of medicine. Medicine or any other scien-
tific knowledge 1s not neutral in itself but its nature and
gcope are determined by‘the economic system in which it is
practiced. She recognised thé link between the general
philéeophy behind capitalism and medicine, as practised
within capitalist system, and states that unless the philo-
sophy of the system changes, the paradigm of medicine cannot
change since the later i{s guided by the earlier.

Though all these authors do not analyse the health
problems in similar terms nor in similar situations and
periods, they all try to see the roots of the problem- in
the social, economic and political context. A similar trend:
can also be picked up in the literature available on the
Third World. Though the context of analysis is quite differ~

ent, 2all these researchers do share the beneral approach,

/ In India the population problem was the first area
wﬁere the use of this approach helped to question the official

perspective of "over population"

, 55. Guynor David,et al,Materialist Epidemiology, (New York,
1976 Kelman, Sender, Lefinitions of Health, (New
York 1976)

56, Turshene. Meredene, The Political Ecoloc
(Health and Society Group, October 1981

e 43 2 M e
e b e
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Banerjisz

Mamdan?? and‘Rgg used this approach to
study the population question in the Indian context. =
Banerji later used the same approach to study health problems

of rural populations?o

Shiela Zurbri&é while analysing the available material
on structures of ill health, has taken into consideration the
socio~economic factors that decide the health behaviour of
people, paerticularly women and children. The case report
that she poses as an introduction is a vivid illustration
of socio~economic influence on the health of children.

Djurfeldt and Lindbetgzattempted to understand the
health problems of a South Indian village in its socio-poli-
tical context. Though their eppreach is challenging as it
considers the class structure of the soclety as determinent
of health status and accessibility of services for different
classes, when they analyse their data they sometime overlook
its limitations and streich it too much to fit in their con-
ceptualisation,

63

Banerji's study “covered 19 villages and probed into

57. Banerji,D.'Political Economy of Population Control in
India' in Bondestam,L and S.Bergstrom(eds)j Povert
~and_Population Control, (London, Academic Ptessipp§§—101

58, Mamdani M.The Myth of Population Control-Family Cas
- and Class in an Indian xIlIagg,{Mcnthiy Review Press

New York, 1972 v

59. Rao,5.K., 'Population Growth and DevelopmenttA counter
Arguement', Ecgng%;g_ang,gglit;cal Yeekly,vol.11,

- No.31..23,5pecial No.August pp.1149-58 '
60, Bonerji,D.(1981)op.cit.
61. Zurbrigg,Shiela(1984)op.cit.

62. Djurfeldt,G,and LindbergS,Pills Against povertyf A
63. Banerji,D{1981)0p.cit.  (New Delniorlord and 14 Publishers, 1975)
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various dimensions of health culture and its determinents,

The definition of health culture thét he proposed signifi-
 cantly takes intoc account cultural perceptions of health
problems, their cultural meanings and the culturasl response

to these problems, both in terms of formation of various
institutions to deal with various health problems and actual
- {health)behaviour of individuals or groups. Because of its
'cultural connotation, health culZture is subjected to change
as a result of cultural diffusions and purposive interventions
from outside to bring about a desired change in health culture
Such a connotagioh also links it closely with the overall.
way of life of the community its overall culture, which in
‘turn is influenced by the ecological background, cultrual,
econonic ahd social setting and the political structure of

the people. This broad definition has served as a basic
premise to Sahu's (198?3 study of health behaviour of tribals,

It is within adhiliar but 2 much limited framework that
we attempt here to study MCH problems among different classes
in a2 village. While we are not looking at the regional,
political and cultural entirity in a time framework, the

64, Sahu,S.K., anzgh Cul%ggg g{ Oroans and 1§s_gin;gg;ag%,
' (Unpublished Ph.D Thesls, submitted to Jawaharla

Nehru University, 1980).
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essential elements of our approach would be-

a it locates MCH within a soclo-economic context;

b. it attempts to identify processes through which
- the context impinges upon healths
c it takes into- account stratification within the
village;
d it considers percéptions of MCH, an outcome bf

social interactions within people and between
people and services; and

e it does not take for granted that medical services
are 'scientific' but, explores its scientific
"content, h '

"By using this approach we hope to fill in the gaps which
have been left/by the studies conducted in the area of MCH.

We would like to review briefly studies which claimed
to take into consideration the socio-economic conditions to
analyse the child bearing and postparfum practices. One was
carried out in rural Java and the second one in nfal Bangla-
desh. We picked up these because the conditions and practiceé
in Bangladesh are not very different from ours and even Java
shares the features of backward stratified socleties in south-
east Asla. The other two were carried out in India itself,

65 .
The rural Java study basically concentrated on the birth

65, Hull, Valerie J.,The Ngaglik Study: An Enquiry into Birth
Interval Dynamics and maternal and Child health

in rurad Java, World Health Statistical Quarterly
36(1983) '
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interval dynamics. It claims to study this dynamics in the
background of soclo-economic conditions. It studies educa-
tional status and work patterns of pregnant and post partum
women in ito universe(twé villages 1n‘Java). It presents
date on.pregnancy practices, conditions of delivery, post
partum behaviour, illness of mothers and children, etc.:
However, while analysing the dats; even the educational levols
of women and their working background{the only socio=~economic
factors for which data was collected) were not considered.
Despite this the étudy claimg,"to attempt to place aspects

of child bearing and health in a socio cultural context and
to assess the impact of social chaﬁge in this stratified
society". In actual analysis, this was not done, In fact,
more emphasis was plaéed on medical problems during pregnancy
and post partum periods.

66¢laims to have looked into the

The Bangladesh study
econom;c conditions of people but is basically a discriptive
anthropological study. It presents data on child bearing
and delivery practices. It deals more with the concept of

- ‘pallation, bhut, purdha etc., but these are never linked

66, Thefesa, Blanchet, Meanings apd Rituals of Birth
~ in Rural Banaladesh, (University Press Limited
' 19B4§ o
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with the economic conditions. Calling a dai to act as
bizth attendant is analysed in terms of religious(Muslim
and Hindu) differences. Giving bipth without any help, was
described as an act to avoid others from becoming polluted.
B ut the economic disability to pay & dail was not dealt
within specific terms nor wae the fact that the health ser-

vi;es were simply not available in the area.

The Bijnor stud?’claims "to locate women's child bearing
experiences within specific and differing social and economic
context®. It presents data on child beafing and delivery, |
particularly on changes in work patterns of women during .
these periods. But again whilehanalysing, 1t limits itself
to the study of kinship patterns, their role in providing
support to pregnant women and how they affect the work patterns
of women. The authors of the study seem to conclude that
"microdemographic factors impinge differently on individual
women, some havincg virtuélly no break in their duties after
giving birth, while others have several weeks rest". This
obviously shows that fqr them the variations in work loéd

of women 18 an individusl phenomenon and hence no effort is

67. Jeffery, Patricia et.al.Child Birth and Collaborati
ameng women in Bijnogdissg{gt€5953§. | '
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made to correlate it with socio-economic backgrounds of
women,. |

The Maharadtra stud?aanalysed the 1973-74 National
Sample Survey data on Maternal and Child-Care practices to
study the social correlates of MCH care and to find out the
differences between rural, urban areas. Registration of |
expectant mothers(EMS) following visits to health centres,
visits by health staff, consultation with medical pfactit-
1onei§. additional food for aexpectant mothers, p1ace of
delivery, type of birth atteﬁknt,Auxilary Nuése M;dwifé%
(ANM), visits after child birth, conaultaiion with medical
'braétitieners. family planning adviee; immunization of chibk
V'ldren. weaning and child's diet, food given to small children
etc..'ﬁere studied. Influence-of different variables on all
these praétICes were analysed. In all, twelve variables were
u#ed. namély. town class {city, town, villageLhousehold group
(caste groups), household industry and occdpatian. household
éize. economic status, age and education of head of household,
education of expectant and nursing mothers, age, parity and
activity status of the mother.

The study certainly establishes the differences between4

the rural and urban areas. It also shows the differences in

68, Khandekar, Mandakini(1980) op.cit.
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MCH care between casto groups and economic groups. Their
data on household industry and occupatibns was not adequate
to give them relevant clues. The study's major shortcoming
is its failure to link up these variables with one another
and see their inter-relationship. Ita'scépe is limited
since the study concentrates on status of service utili-
sation by the different categories and does not look into
the reasons for it. Their basic thrust is on rural urban
differences while the class differences have not been fuliy
explored in the two settings. Thbugh such an effort was
made at times(ef.to analyse registration and visits of
expectant mothers to health céntres)'it was not carried
out throughout, Additional food for mothers and diet of
children is perceived as a matter of belief and is treated
independently without relating {t to caste or class back-
ground,

It seems that all these studies while claiming broader
framework, not only do not actually use it but are also
limited in their exploration of MCH problems as they only
ustudy some specific aspects of it~ cultural, social, medical
or nutritional- but do not develop a comprehensive undexrstand-

ing of even MCH problems.
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METHODOLOGY



CHAPTER 1I

1.  QBJECIIVES OF THE STUDY

Our review of literature shows that there is a near
concensus on the issue of relevence of MCH problems and the
need to solve them. The need to look at MCH within its
soclo-economic context is also well noted. The research
efforts, however, are fragmented and not fully integrated.
To f£ill in a fow gaps the present study attempts to under-
stand the economic and social reality in the village and
its influence on MCH problems. Secondly, to explore the
gaps between perceptions and actual care of mothers and ,
children in different classes. To do this we have studied ~
the lives of women in their totality. We closely looked
at their daily lives as agriculturad workers{supervisors
as well as labourers), housewives and as méthera. The im=-
plications of these and their familles' economic position-
for thelr health status and their access to health care
services are studied in detail.

The_specific objectives of the study can be stated
as followss

(1) to study the differences in the patterns of
maternal and child health care in different
agrarian classes;

(11) to identify social processes responsible for
these differences; and | |

(114) to identify gaps in perception and action and
to explore their causes,
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2.  IHE.DESIGN

Since the focus of the study is on social processes
that influence health of women and young children, the
methodology has to be such that the qua%itative aspects of
women's Lives are fully explored in all their dimensions,
For this, one village was studied intensively to giasp the
1dynam1cs of socio-economic life of the village and its i
'linkages with the health status of women and children.

The processes at work that influenced health, were located
at flrst through cualitative explorations and later quanti-
fied to give them appropriste weiqhtages..

Our Universe is one village because a2 village alone
gives us a composite social unit which, though small, re-
flects the major complexities of a dynamic social system.
we could not go in for more villages given the time and
resource constraints.

To achleve the purpose of the study. apart from the
socio-economic data, information on a variety of sensitive
issues was necessary frommarried women respondents. This
required certain degree of familiarization with local culture,
knowledge of social customs and proficlency in local 1ahguage
and dialect. Taking the above factors into consideration,

the researcher has chosen a village in her home district of



Guntur, in Andhra Pradesh, where the degree of communication

and interaction with the respondants was easy and feasible.

201  SIUDY VILLAGE AND ITS POPULATION

A village called Sangam Jagarlamudi(SIM) in Tenali
taluk bf Guntur district in AP was selected to conduct the
study. This village is well connected with nearby towns.
Its caste distribution is not different from the usual
pattern in the district. Agriculture is well developed in
the village and so we felt that different classes of agri-
culturists wiil be easily available. |

According to the local primary Health Centre(PHC)
survey records, by January 1985 population of the village
was 5,280, Number of households was 1,225 . Decadal growth
of population is not much between 1971 and 1981. The popu=
lation was 4,619(M«’§%ga9 and F~ .Z336) in 1971 and 4,893
(M=2,493 and F-2,400) in 1981. Number of households was
1009 in 1971 and 1200 in 1981, Literacy rate was about
40 percent in 1971 and 49 percent in 1981,

2.2 NATURE OF DATA REQUIRED

Since the objective was to understand women's health in
its totality, we wanted to explore the 1éluence of the socio-

economic environment on women's health. For this, it was
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necessary to study the nature of economy and the production
pattern in the village. Also, its soclial structure in ternms
of castes and their relation to classes was to be explored.
wWithin this complexity, the effort was to establish points
of linkages within health of women and their social and
physical environment. For this the following data wore
collected.

(a) Goneral data:

(L) An overview of the village: Location, communi-

| cation, transport linkage, irrigation facilities,
ingtitutions—CGovernment and ron-govermment like
the PHC, Schools, Post Office, Telephone Exchango,
Bank etc.and mapping the village.

- {(41) Economic aspects: Cropping pafterns; land holdingo,
possession of milch cattle, terms and conditions
of labour exchange, wages, hunger situation etc.

(111) Social aspects: caste and religous groupings,
' . educational levels, family structure, decision
making powers, cultural belliefs, social customs,
ceremonlies etc.

{(iv) Health Scrvices for the village: Availability,
treatment meted out by health workers to differ-
ent classes of people at the PHC and in theirxr
day to day work in the field and accessibility
to private hospitals.
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(b) Role of Vomen in the Village life

(1) Economic Activity:
, ' In the village economy different kinds of
‘ economic activity done by women, female

- participation in agriculture as cultivators

~and labourers, different types of jobs allotte
"to them, thelr wages, scuparision with awages,
comparision with wages of men, kinds of work
done by women of different classes at home otc

(11) Social Status:
Thelr roles as wives and mothers, status
within the family and the society and its
sociologicsl and cultural dimensions, decision
making power in family affaris in general and
differences in various classes.

(¢) MCH Practices:.
Qualitative data- regarding food patterns and
work patterns during pregnancy and after de-
livery, interaction with health services,
;practices at the time of delivery, care of
pregnant women,postpartum mothers and small
children, feeding and weaning practices,
customs ceremonies and superstitions regarding

7 e
MCH etc,

These were collected from women of different soclo-
econcmic groups of the village as explained later through

group discussions and conversations.



a4

In addition to the above, to ensure that the data
recorded on MCH préctices is objective 2and the respondents’
memory is fresh,aninterview Schedule was administered to a group
of women who had given birth to a child/children in a time
span of last two years~ i.e from May 1983- April 1985.

2.3 JATURE _AND S QF SAMP

buring the preliminary investigation we found that tho
population size is lower than expe;ted. Birth rate in the
village is dlmost half that of the state's (17.4), which
moans that there were about 90 births in a yeér. Rate of
steriligations is high- 56 percent of the target couples wore
covered by June 1984, In such conditions, tc see that tho
sample should be of a considerable size, we included in the
survey all those women who had given birth in the preceeding
two years, i.e. from May 1983- April 1985. This was expected
to give us roughly 150 women for the samplae.

Only those who are settled and continue to live in
SIM only were considered while choosing the sample .
Daughters of this village who married men of other villsasges
and izsettledsin places other than SIM were not 1nc1dded in
the sample , though they delivered in SIM, Because firstly,
they ére non-residents of the village for all practical

purposes( they come to deliver at mother's place as per the
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customs of the 1land). Secondly, they won't be avallable

in SIM always, as they live with their husbands in other
villages. Daughters~in-law of SIM were included in the
sample irrespective of the village/town where they deli-
vered. Becauso, even if they deliver at their parents’
places, they come back to SIM along with their infants and
continue to live in SJM. These births were alsé recorded in

the PHC's births register under a special category called
‘out births'.

2.4  IDENTIFYING AMPL

To acquire information on all women who could qualify

for this sample, the follbwing'sources were explored:

(a) Births registors Lists of women who had given birth
to.a child/children during the period between May
1983 and April 198% wore prepsred with the help of
the births register maintained by the PHC. From
them, those who belong to the agricultural classes
were made seperate on the basis of their/thei:
husbands® occupation{also recorded in the births
redister), and with the help of the ANM, There
were 165 births during the choson period. Of them

| 120 took place among the agriculturists.

(b) MPWs Registers as a second stop, the population
survéy register of the MPWs of the PHC was used Y4
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crosscheck. 13 more births were identified from tﬁat
register. |

(c) Dai: Dais*® help was also sought but yvyielded no new
results,

(d) As a fourth step, enquiries were made wherever the
researcher went to meet women ox interview them.

11 births could be identified in this manner also.

Thus altogether 140 women who gave birth to 144 children
were identified. However, one of them had died. Two persons
left the village to settle elsewhere. Nine women were not
available during our field work,'most of whom went to their
parents' home to deliver. On the whole, we could interview

128 women who gave birth to 132 children.

2.9 JIOOLS
(1) Secondary Soufcess Ceriain important primary data
like birth rate, death rate, population, sterilisetion achi-
evements, number of persons treated in the PHC, etc.could be
collected from the PHC. Details of 1981 census-distribution
of workers, literacy rate etc.were collected from the taluk
office at Tenali,
Size of ccmmaﬁd area, kinds and intensity of crops grown
in SIM, number of acres they each covered etc. were colledted

from Panchayat office.
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(14) Primary Sources: We have'emploved the methods of
non-participant observation and discussioﬁs with groups as
well as individuals, followed up with indepth interviews
with some of the key persons like the Dai, ANM, PHC's lady
Doctor and with those who volunteered to give information.

Some case peports have also been used,

Interview Schedule(See Appendix 1)

An interview schedule was also administered. 1t was
formulated basing on the qualitative data collected in the
first phase of the field work, pre-tested and necessary
changes were made before administering it finally.

Apart from soclio-economic conditions and MCH practices,
there were also questions to collect data on gyrfecological
problems, other health problems, sterilisations, and on how
frequently they sought medical help. Obstelric experiences
of these women were also recorded together with number of
children alive and dead, causes of death and ages at the
time of death, and number of still births and abortionsg,
if any.

Given the number of 1225 households and the time limi-
tation, it was not possible to conduct a house to house

survey to assess caste distribution and land ownership. We
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therefore had to depend on leses exact methods.

| For assessing the number of households in differont
caste groups we primarily depended upon our discussions with
each caste members and cross checked it with others. Asgo-
ssing land holdings posed 3 bigger problem because this was
going to be our main criteria for developinq economic cate~
gories for the purpose of analysis. To arrive at dependable
list we first approached the panchayat office.

According to the records of Panchayat office, 29%
people had land in SIM., Of them 125 are holding less than
2.5 acres and 170 are holding more than 2.5 acres. The
problem with this list is that, some people viho own quito a
small holding in STM may own much more land in other places.
For example, one rich farmer of the village Ks only one acro
of land in SIM whereas his total landownership accounts to
more than 40 acres. Even according to the village Develop-
ment Officeer(VDO) 327 farmers of SIM own land in other
villages: vVadlamdi, Sekuru, and Augalakduru, adjacent to
8IM,. They pay land revenue outside the village upto: about
one lakh rupees whercas in SJM the total revnue collected is
just %.25,000/~

It was therefore necessary to make independent assegs=-

ments of land ovnership. We contacted the PHC clerk who was
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born and brought up in SJM and still lives there. Being

a middle farmer himself, belonging to the dominant Kamma
caste and an old resident, he was fully familiar with the
ownership patterns of the village. With his help the Panch-
ayat list wes corrected. The fact that the distribution of
our gsample among different clesses tallied with this list

gives us some confidence that our list is dependable.

2.6 Schoduling of field woxks

Field work wes carried out from May to mid-~Augqust,
1985, It was done in two phases. In the first phase(initial
2 months), rapport was developed with villagers,mPw(F), Dai
and the Doctors. Births among the agriculturai classes =
during the chosen period were listed. Land holding pattern
and caste distribution were assessed. All useful information
was gathered from the PHC and other sources and crosschecking
was done wherever necessary. 51multaneously. life styles of
different classes, particularly of women weré observed.
Qualitative data on NCH practices was gathered through ob-
servation and discussions withfroups as well as individualg.

In the second phase(rest of the period) interview
schedule was administered to collect data for quantification.
Qualitative déta, particularly concerning the heélth of women

was also collected all through the study perilod.
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2.7. Analysis and Interpretation

An assessment of gualitiative data was done to get
a general picture of life in SIM, The quantitative data
was first co_dified and then transfered into a master table.
Required tables were prepared from it. Qualiitative and
quantitativa datea was finally put gogether and analysed.

Keeping in mind the agricultural production in the
area, where soil is fertile and advanced technology is used
for a@rlcu;tural purposes, on the basis of land ownership
\the households were grouped into four basic classes. These
classes weres

(1) Landless labourers (0-0.% acres of land)

(2) Marginal farm;;s (0.6- 2.9 acres of land)

(é) Middle farmers (2.6=5.0 acres of land)

(4) Rich farmers (5 acres and above)

~ As the number of households of middle and rich farmers
was small (though well in proportion to the actual size of
these clasges in the village), they were clubbed together
for the purposes of our analysis. 1In some economic tables-
those of possession of milch cattle and milk production and
consumbtion- landless labourers and marginal farmers were
clubbed together since they differed little., Our analytical
effort was to look at health within the class context, relato
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éacio*economic factors to health status and accessibility
of services and understand the correlation of forces which

determine women's and children's health in SIM.

208 ngigagiogggt

Ag already explained, we could not go for more than
one village due to time and resource constraints. Even ‘
within this one village, study was limited to agriculturists.
Firstly because. occupational groups were too many and small
in size except agriculturists. Though employees and business
people constituted 11 percent and 5.3 percent of the popula-
tion zespectively; we couid not include them as it is diffi-
cult to put them in 2 suitable class and in themselves they
were very heterogenous to be tfeated as one class.

We are conscious that out coverage is small to make
any generalizations for the area and the numbers of middle
and rich farmers in our purposive sample are alsoc small.
However, as we have already explained, firstly our objective
was not to generalise for Tenalijﬁnuk. Secondly, we are
very conséious of the small numbers of the middle and rich
farmers. While for assessing trends in perceptions, actions,
work patterns, social status, care of pregant women, delivery
practices and child care, we have depended on them; in asse-
sgsing trends in mortality and morbidity we have been very )
cautious. Even large differeﬁces of rates have to be treated
with reservations. We have also not used any statistical

tools.
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CHAPTER  1II

MATERNAL AND CHILD HEALTH IN THE SOCIAL CONTEXT OF SIM

SECTION 1

AN OVERVIEW OF LIFE IN SIM
1.1 Dis¢rics |

The study village, Sangam Jagarlamudi(SIM) 1s in
Tenali taluk of Guntur district in Andhra Pradesh. A few
taluks of this district, including Tenali, are in the
western delta of river Krishna, There is a high pressuro
on land in rural areas with a high proportion of fcmale
agricultural labourers(78.2 percent according to 1971
~ census) to male labourers. 53.7 percent of the cultivated
area is covered by canals.

The total number of land holdings in 1971 was 3.31
lakhs of which 52.3 percent were of below one hectare.
‘Average size of the holding was 1.73 hectares. The main
crops are paddy, pulses, chilli, banana, turmeric, ground
nuts, citrus fruits, tobacco and cottoh. Sugar cane and
betel leaves are also grown. More than half of citrus fruit

gardens of the district are in Tenall taluk,

1.2 The Village SIM
Gegoaraphical Outlines
~ §IM is situated on the Tenali-Narakoduru road, 16kms

away from Guntur on its eastern side and 1Qkms eaway from

Tenali. The main bus route (road) connectinp Tenali and
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Guntur goes through the village, dividing it into two parts.
On one side of the road lies two thirds of the v;llage comp-
rising Brahmin, Kamma, Gouda and Yadava housecholds. Palle
(Harijanawéda) also lies on this side of the village, but
towards the peripheries. The Primary Health Centre, Bank,
Post Office, Telephone Exchange and all the four Primazy
échéols are also on this side. This area is surrounded by
lemon gardens. The other part of the village where Telaga
and Muslims live is surrounded by paddy fields. On the main

road there are a few small shops and hotels,

Buckinghaﬁ canal goes through this village irrigating
its lands. Dry lend irrigation is through filter points
utilising underground water which ic available at a depth of
7-8 yeards.

‘ Railway Station is 2.3 kilometers away from the vill-
age. The high school is also situated near the railway sta-
tion. |

The Harijanawada('Palle') is sbout 1.5 kms away from
the village and is divided into two parts, Malapalle and ‘
Madigpalle for the two sects. One old temple~ Sangameswara
temple is situated on the canal bahk near the rallway station.

Texrzain
SJM has got a command area of 58 acres. According tb
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the VDO‘af the village panchayat, paddy is grown in about
300 acres, lemons and Banans gardens cover about 186 acres
and 70 acres respectively. Turmeric is grown in 10 acres,
chiili in 5 acres and chikoo in about 2 acres of land,
Grass lands énd acasid etc. account fof % acres while in
about 6 acres fish farming is done.

The soll of SIM is very fertile and therefore it has
high value., For instance ong care of rice growing land costs
B 70-80 thousands. Lemon orchards cost more than double to it,
Bacilities availsble |

SIM has power, postal, telphone, San& and transport
facilities. It has four primary schools run by the panchayat
samiti and twe are privately managed. Tenall which is just
10 kme away has junior end dogree colleces.

Health Sexvices |

SI¥ has & model PHC which was established in 1949. There
are throo Registered Medicel Practitioners(ﬂﬂ?s) of whom one
goes round tb; village on & bicycle to treeat the patients.

In addition there sre 2 number of private nursing homes in
Tenali, which can be reached in 10 mts.by bus with & faro

of Re.1/-. All thesc services provide ellepathic treatment,
1.3 The Reople . |
Sociel Structure end Qgccupations

The inhsbitents of SIM aro mainly Hindus, Christians
and Muslims, Among Hindus there are different castes with
their own social customs and rituals. Table 5 profiles

caste and occupational structure and land ownership.
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Table 5: Castes, Occupations and land owning status in S J M

ther

~ No. of Percantage Main occupatibn Land REMARKS
Cante Faunilics of familios occupations owning. |
in the total gtatus
No. &f housge
holds
Forvard |
Logtes Owm lond
Brahning 30 2,4 Agriculturo Caste and also
Profassion y | H
Kannags 150 1242 . A | Empldyment- " Most dominant caste
o , . _ : in covery respect a fav
' | among thom' agriculiue
Reddya 20 1.6 o . s ral 1abourers but wﬂrk '
Vysyas 75 6.1 Snall '
Busiuess i No
ﬁgﬁgzgsa Numeficelly tha,larg&se'
) o0 300 26,4 Landless caste in the village
labourers o ity 105
own :
Gowdas 100 8.2 o : Caste intervention by contractors
(Taddy tappers) Profession No and governsent in liquor
: business forced them %o
become labourers
Chakalis 25 2,0 Cagte pfofession No
(tashermon) | _
Hangalis 20 1.6 o Agricultural
(Barbvera) labourers No
Yodavas 140 11.5 landless labourers No



" Schedule Tribas

Sugalis
(Lanbudas)gs

Boyas 20

Schadulad Castes
Palags & ,
Fladigas 152

Musliso Lo

Cutoiderns 100

2,0 .

1.6

1320&

3.3

Bo2

'Eaplommenﬁ

No

Riekshav Pullers HNo

8 fanilies are
of employees

talloring, fruit
vonding

only 4 Hogtly christians but havo

familien two seporate churches.clain

own ranging €0 be S.C.g. even alter

from 23 peres oconversions All the 8
enployzes algo live in
the Harijanawvada

Ho

Xo Moat of them belong
20 other states.
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24
3¢
4,
5.
6s
7.
8s
9.
10.
Mo

12.
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Table: 6. Different Occupation Groups in SIM

o Total Number Percentage
Occupation : | of households of total
number of
— . ~.ouseholds
Agriculturists 952 7767
‘Employees 136 11,1
Washermen A 23 1.9
Barbers X 20 1.6
Buéiness | 65 5.3
Carpenters | 4 043
Tapi work 5 0.4
Women domestic workers a 12 0.98
Milk vendors 2- 0.16
Tailors - 2 0,16
Rickshaw pullers 2 .0.16
Depending on sons, no occupation 2 0.16
of their own — }
Total: | 1225 10040

RN

|

If - 'the population is seen in terms of its occupations

(table 6) then it emerges that many castes share three major

occupations i.e.agriculture, business and employement. Forward

castes, Backward)éastes. Scheduled castes, Scheduled Tribes
and Muslims are 22.3 perCent, 47.7 percent, 12.2 percent

2.6 percent and 3.3 percent respectlvely.
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Pessants in SIM »

Out of the 1225 famillies, 9%2(77.7 percent), live
~on aqriéulture. Of them 653 families (68.6 percent) are
either landless of own less than 0.5 acrej 120.fam111es
{12.6 percent)ovn land between 0,6~2.95 acres; 74 families
(7.8 percent) own land between 2.6-5.0 acres and‘tbs femiliecs
(11 percent) own land above 5.1 acress Althoughvthere is a
dispersion of land over both the forward as well as the
backward castes, most of the village land is concentratoed
among forward castes while the rest arceconomically depend-
ent upon these landowners. Table 4 gives the occupational
breakup of the population. It also indicates that out of
the ten cccupations leaving ocut the agriculturists, seven
are of the local artisans who belong to either B.Cy, $.C,
S.T'or Muslims., The remaining two-employees and business
people- are the only occupation groups which do not depend
on land owners. According to our data, they come, in the

‘majority of cases, either from F.Cs or B.Cs.
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Table:7. Different Classes and Castes among the sample

in families of women who have given birth to

a_chil ildren d ay 83-April 85,
Caste Landless Marginal Middle Rich Caste
Groups lsbouxers Earmexs Eaxmers Eammers wise Totals
Forward 3(3.2) 4(22.2) 3(30) 4(57.1) 14
castes (21.4) (28.6) (21.4) (28.6) (10.9)
Backward 57(61.3) 12(66.7) 6{(60) 3(42.9) 78
castes (73) (15.4) (7.7) (3.8) (60.9)
Scheduled  23(24.7) 1(5.5) 1(10) 0 2%
Castes (92) (4) (4) (19.%)
Scheduled 6(6.5) 1(5.5) 0 0 7
Tribes (85.7) - (14.3) (9.5)
Muslims 4(4,3) 0 0 0 4

\ (100) (3.2)

Classwise 93 18 10 7 128

Totals (72.7) (14.1) (7.8) (5.5) (100)

Percentage given along the figures 1s percentage
that class and perentage
given below; the figure is percentage of that

caste group.

The purposive sample of households that we took for
studying MCH practices was well distributed over the village
population{table 7). This is evident when we compere the

classwise totals of the samplo(table 7) with the distribution
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of classes in the village as a whole. Except for the rich
peasants where the sample has a lesser proportion of families_
(5.5 percent as against 11 percent in the general households)
all other classes have comparablé representation. An analy-
gis of the age structure of the ssmple(table 8) shows that
women in age group 30-39 years are slightly more in the
middle and rich péasant groups. Many sons of this class

who are better educated, would have gone out for jobs and

as such become non-residents of the viliage; or they may not
be yet married(see 'Marriage' on pageec4), Thus births in
recent years might have been fewer in this section,

Tables 8. Age groop of sample Women

Cless 15=19 years 20-29 30-39 Total No.
— years  yeare  of women
Landless 34 54 % 93
labourers (36.6) (58) (5.4)
Marginal 7 10 1 18
Farmers ' (28.8) (%%:5) (5.95)
. Middle and 7 7 3 17
Rich Farmers (41.2) (41.2) (17.6)
Total 48 A 9 128
 (37.5) (55.9) (D

Majority of the women, 41 to 58 percentddifferent
classes are in the age group of 20-29 years. Women aged

15-19 years are between 36-41 percent in all the classes,



Apart from looking at landholding of familles, to
get a mafe comprehensive picture of the economic status
of families we present here data on possession of milch
cattle, milk production, consumption and sale and then

educational status of families.
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Table 9 preseﬂts the distribution of familles

possessing milch cattle..

ahle:.9;

Class 'No.of Households Actual No.of Per household
possessing milch milch cattle possession of

40
(31.2)

cattle possessed _ milch cattle
Landless ..« 6 34 0.3
labourers & (23,4) (44.7)
- Marginal
wImers
93+ 18=111
Middle & 14 - 42 3.0
Rich Farmers (82.4) (99.3)
1037=17
Total 128 76




59

Less than one third of the total households possess

" milch cattle, but its distribution among classes is something
that should be noticed. It is about four times more in the
middle and rich classes than in landless and marginal classes
Per household possession of mllch cattle makes the situation
more clear- it is 0.3 in the former and 3.0 in the latter

i.e 10 times more.

Out of the total milk production in the ssmple housge-
holds{table.10) 60 percah%m?;mn the middle and rich farmess;
they consume 64.7 percent of thelr produce whereas the
lower élasses consume 45.5 pé:cent of their total produceg: .
Out of the total consumption 70.1 percent is done by the
middle and classes waereas 1t is:only 29;9 bercent in the
case of landless and marginal clesses. Production as well
as consumption levels have qone down with decrease in the
size of land holding and proportion of sale has increased.
The trend is much'more clear if we look at per household
consumption of milk. It is 0.2 litres in landless and mar-
-ginal classes and 3,2 liters(16 times higher) in middle and

rich classes.
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Table: 10. ilk Producgti Cons ion _and Sal
amonq different classes.

Class Milk Quantitu-in liters Per household

Produced = Consumed Sold consumption
| (in litroes)

L.andless

Labourers & 50,5 23(45:5) 27.% 0.2
Marginal (40.7) (29.9) (54.9)
Earmers :
Middle & '

73.5 54(647)  19.5 3,2
Rich Famers (g0}  (70.1)  (23.3)
Total 124.0 17

47
(62.1) (37.9)

Percentages given below the figures are of total

production, consumption and sale; along the figures

are of total production in that class.

Thus, consumption levels {of milk) are directly reiated
to the size of their land holding. Those who have big land
holdings, alsoc own more milch cattle and get a big share in
the total consumption. The size of landholdings possession
of milch cattle and .~ eonsumption levels of milk are directly
inter related.

An interesting phenomenon was that some families of

landless labourers and marginal farmers, bought a buffalo
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calf and reared it up. When it growsup and breeds, the
‘household can get some milk (and also a calf) which directly
contributes to the family's economy. This has implications
for the household in terms of addéd work burden for women
since it is mostly women who take care of milch animals,
(This is discussed in work patterns of women ) .

Among tﬁe sample households in the lower classes, 15
families owned 19 such snimals.
Educationsl levels

Educational levels are low in general. Howeyer. there
are about 10 families, all belonging to the rich farmers,
vwhose children have gone for higher education like post gra-
duation, M.B.B.S, B.E., Ph.D etc. |

The landless labourers and marginal fammers did not
show much interest in education. Reasons given are that
they need children's help in day to day work at home and in
the filelds, Larger share of this burden falls on female
children resulting in a still lower educational status,
Yet anothér reason advanced for not sending children to
school was that their children cannot perform well at school
as they don't have any one at home to help them and so qra-
dually they loose interest and drop out as they cannot cope

up. Teachers tend to be partial towards students of better
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off classes and this discourages students of poorer classes
and increases their drop out rate. Poor oarents also feel
that it is better that the children start earning early and *
relieve them of financial burden. Some of the men in lower
classes studied upto tenth class but still had to settle
down as agricultural labourers as they couldnot get any job
This also influenced the parents' decision not to send their
children to school. ‘

Among the lower classes, only those who belong td
forward castes(like Kemma, Brahmin) show interest in getting
their children educated though it is financially difficult
for them. This is because they do not want them te settle
down as lébourers which is viewed as a lowly occupation
among the upper céstes. They want their children to settle
down in jobs.

Rich and Middle farmers give importance to education.
They also encourage girls to go to colleges. '

Though the percentage of illeteracy is large and spread
over all the classes(Table 11) it decreases with increase in
the size of land holding and educational levels move up. |

Educational levels in general are low and specifically

80 ‘in case of women in all ciasses.



Tabla 113 | ‘

-) .  —— . . - orres .
{ Lovel of |Landless | Mawginal  [Middle Farmors| Riech Total
mucauou | Labourers Farmem 7 Pamem |
| Fen [Yomon Mon Ilz’omen } Hen [Womon Hen [Honon Men |Women
Illiterate 67 | 1 ] & | 2 | 2 3 82| B8 |
i(72) (?9.,5)! (Mga) {50) (40)] (20) (28.6) ] (42.9)] (64) | (68.8)
Prinary 119 : ,5 ] 6 4 2 ! 335 33
L (20,4) (‘%9&) !(3303) (38,9} {(50) | (€0) (57.2) |(28.6) | (25.8)](25.8)
| . " N X . ’ ) 1 |
Bacondary 7 , Hh 2 B 1 2 |, 12 7
- [7.5) (1.007) i(zaaa) (11.9) ] © | (20) (14.3])] (28.2)] (9.4) |(5.5)
fiigner o o o | o ludy| o o o o °
ToTAL 93 |93 | |48 | 0] 40 7 | 7 128 | 128
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Cultural Aspects:

Marriage: Landless and marginal class people marry off
their children earliér than the upper class people. Among
theﬁ generally girls get married between 14 and 16 years

and boys between 18 and 20 years. In middle and rich
‘classes. the situation is differént. Firstly, most girls

get marrled at the age of 18 years. Secondly,many more boys
and evan some girls gb for higher education and then their
marriages get postponed. It could be till 22«24 years of
age'fOr girlé and upto 25-30-years.for boys. Girls generally

remain as house@ives irrespeétive of their educational status,

Eamily Structure: As in any other Indian village, nuclear
families are more in number in SIM. Joint family system is
being continued widely only among middle and rich farmers.
Even in cases where hiddle or rich farmers families live
seperately, lended property is not divided. The data on
saimple families(table 12) shows that with increase in the
size of the land holding, percentages of joint families also
increased. It is six ¢imes more in rich farmers comparéd to

landless labourers,
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Table: 12.

Class No. of joint No.of nuclear
Femilies Families

Landless Labourers 13 80
93 (14.0) : , (86)
HMarginal Farmers 7 A N
18 (38.9) (61.1)
Middle Farmers 6 4
0 (60) (40)
Rich Farmers _ ¢ I 1
‘ v (85.7) (14.3)
Totel 128°%  3p%7 96

(25) | (75)

Paddy § !
The coastal districts receive their rainfall in July
and the agricultural activity starts immediately. Ploughing

and preparing paddy nurseries go simultaneously. These
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provide employment to men labourers whereas women labourers
do the transplanting. Transplantation creates ample chances
of emp;oyaant for women~ because traditiona}ly it is reserved
for them., Labourers are employed elther as contract labou-
ers or as wage labourers. In contract method, wage is
around % 80=-100 per acre. Under wage labour it is B.15 por
head and one has to work from 9 a.m to 5 p.m with a break
of one hour for lunch.

After a month after transplantation, weeding work 1s
taken up which is 2gain reserved for women and gets them a
wage of & 5-8 per head per day. When %the c¢rop ripens,
during November-December harvesting tekes place. Only
contract labour is used for harvesting. Both men and women
labourers cut the crop but women are preferred. @ 50~80
is paid per acre and sometimes when the possibility of rains
threatens the farmer, the wages®up to is 100. Once the
harvesting of paddy is over, in that‘mud itself, pulses or
jute is sown, Some grow vegetables too. This will b¢ the
second crop. By the time of paddy threshing, small seedlings
of the second crop are ready.
| Paddy yield per acre is 20-30 bags of 75 kg.each.
Some famers get even up to 40 bags by using more fertili-

sers and manuers.
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Only men are employed for threshing and both men and
women for winnowing. Under contract labour & 40-60/- is
paid and for a single labourer hired the wage is 19 per day.

The second érap matures by the end of February,
Meanwhile weeding is carried out for which women laboutats
arec paid fs 56 per-head‘per day. Again harvesting and thre-
shing are carried out by women and men respectivelyo |

From mid-March to June, these lands lie vacant. Again
in July moneoon comee end the whole sctivity is once again

repeated. Thus goes the cycle.

Lemon Oxcha; |

This 1s a particular fleld in SIM's agricultre which
continuously ylelds fruits and demands labour throughout the
vyear. The kinds of work activity seen in lemon orchards are
like making grooves around trees, supplying weter, turning
the 5011. cutting off dr9 branches, weeding etc. Lemon-
fruit plucking is done dmost every day, more intensively
in summer, during April and May. The amount of wages paid
are according to the nature of the work. For weeding and
fruit plucking which are done by women, B 56 are paid.
And for all other works, which are carried out by men, it
is between B 15 and 20. Of the totel land under agricul tural

operations, banana, turmeric and betel leaves gardens occupy
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proportionally less land and therefore offer fewer oppor-
tunities for labour, |

These activities of plucking lemon fruits, cutting
off dry branches of lemon trees or collecting betel kaves
need special skill and only exberlenced workers are employed.
Thus, though work is svailable round the year in these
special activities, it is neither enough to provide work
for all nor can unskilled workers do it. It is then only
some femilies who work on these farms for their livelihood
get work round the year. In addition men are preferred for
most of these jobs.

Lemons, betel leaves, turmeric and banana are sold
to middle men in nearby towns. Food crops like paddy and
pulses are generally consumed by the farmers families and
if there is any excess it is sold to middle men either at
SIM or in Tenall,
Implications

Due to the ingtensive ag;icultural activity, acute
hunger and starvation deaths that haunt the rural areas of
Biher, U.P., M.P. etc.are not seen in SJM. People get enough
food round the year. Some eat three times a day, others even
4 times. In our sample all families reported that they

¢get enough food or atleast“?quare meals per day round the
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year. Infact 86 percent reported that they ate three times
a day and the rest 4 times a day(table 13).

Tablo: i3- ‘Number of meals in a day _amonq the

amili f 1 ample.
Class 4 - 3 meals a day 4 meals a day
Landless Labourers . 87 6
(93.5 ) (6.9)

93
‘Marginal Farmers 14 , 4 _

18 (77.8 ) . . (22.2)
Middle Farmers : 8 2
Rich Farmers 1 6

Total 128 110 i8

Only in September and October when it rains heavily
and in November, generally a month of cyclones and storms
for caas;al Andh:a, employment opportunities decrease and
labourers facelproblems.- '_ , |

Four answeres could be found to the question as to

how the landlesé labourers mangge to get enough food round
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the year. 1) Some families managed it with difficulty by
raising consumption loans from landlords during lean(rainy)
geason when there was not much opportunity for employment.
However, they repaid the loans during peak season, i° °
2) The systemréf working as a paleru. Under this tradi-
tional system of labour exchange, young men around the
age of 18 years work under big farmers, and are paid in
cagh and kind, roughly a sum of B 1500 per & year and one
bag of paddy in addition to three,meals a day throughout
the year. The payment varies according to‘the work needs
of the employer. In such cases, this paddy is used by his
family in lean seasons and money is used generally for
other expenses.3) In sdme families, where there are no |
infants, both the couple work throughout tﬁe year to ful £i1
. thelr minimum needs. 4) A few families own either a cart orv
a small plece of land, or do tenancy of one or two &cres
of paddy fields or lemon gardens or a small plece of betel
loaf gardens. They save during peak seasons and use ig
during lean period. -
However, there are very clear and large differences
in the quality of food taken by different classes. Landless

labourers eat rice with'chutni and sometimes with dal.
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Vegetables are rare. There won't be any milk, curd, good
quantities of vegetables, fruits etc. Non-vegetarian food
like eggs and mutton are unimaginable. Most cannot afford

to buy milk even for small children.igiﬁféié

It is a bitbetter for marginal farmers with added
guantities of dal and sometimes buttermilk. Both these
classes people eat only rice for all the three meals in a
day.

In middle and rich farmers, the quality of food
is quite good. Majority of the families consume milk,
Vegetables, dal, curd,egas etc. are regular features in
their daily mesls and also non vegetarian food. Besideos
breék fast, lunch and dinner there are also refreshments

in evenings. Various kinds of sndke; are consumed for

‘breakfast,
| SECTION II
W {_IN

. In the previous section, we described the economic
activity in SIM and the roles of men and women in it. This
section deals with the specific roles of women in different
‘classes and the nature of different kinds of work done by

them.
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Vomen's work can be divided into four broad cate-
gories, namely,

. 1) Agricultural work 2) Animal husbandary,
(activity outside the house) 3) Household work
and 4) Child care(activity inside the houso).

The rich women do the last two only whereas in the
other 3 classes women do all the four kinds of work though
thelr proportion and intensity of work verles.

Aaricul tural Voxk: Trensplanting, weeding and harvesting in
paddy cultivation are traditionally reserved for women.

All these three are back bending jobs and need to be per-
formed in slush and mud,

Lemon plucking is also a very exhaustive job. Lemon
trees are full of thorns and many times hurt the labourers.
The plucked lemons( a few hundreds) have to be carried in
a8 big cloth tied to their waist.'whiéh causes severo pain
especially when it has also to be carried on their heads
for long distances.

In betel, lemon orchards also, women's work is equally
arduous. They do these jobs in 2 squatting position between
extremely narrow rows of betel leave plants. After a day
of such work, their body aches like hell.

Animal Husbandary: This includes cutting grass in the fields
and carrying it home besides cleaning, feeding and milking

animals,
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If we look at participation of women from éifferent
classes in these activities it appears that there are dis-
crepahcies even among them.

90 percent of the landless and marginal womeﬁ work
as agricultural labourers and participate in transplanting,
weeding, harvesting, lemon plucking etc. One third of these
househoids possess milch cattle. Women of these households,

in addition to their agricultural work also do animal hus-

bandary completely.

In contrast to landless and marginal classes méjority
of the middle farmers' women don't work outéide their house,
though somevof them do é little animal husbandary. Mainly
they feed animals and milk them. Rest of the work is taken
care of by their husbands or servants. The rich farmers'
women work neither in fields nor do animal husbanq?ry.

Almost all women agricultural labourers expressed
digssatisfaction with their tedious work. With it, it became
difficult to manage housework and children tdded to get
neglected. Moreover, none respected their work- neither
husband, nb: family members or the society. Women labourers
themselves don't have respect for it. They feel that a &2
teacher or a nurse can get respect but not agricultural
labourer. Everyone says that they don't wish such a life

(as theirs) even to their enemies.
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2.2 Hougehold Woxk:

Throughout Indla, house’work is considered as synony-
mous to woman and SJM is not an exception. However, there
are variations among classes and the amounf“%he quality of
work is very different. Betterment in the economic position
consequently provides them more amenities and the burden Qf ,
household work is lessened though not removed completely.

e describe below the nature of household work among 6iff=

erent classes in SJM,

Rich Farmers Class
" These women do only cooking with the help of modern

appliances like gas connection,mixy etc., and serve food to
the family members. All other chores like washing utensils,
cleaning house and courtyard, washing cloths, ﬁumping out
water from hand pumps, grain cleaning and grinding, getting
firewood etc. are done by servants. |

However, as most of the families in this class are
joint families, mother-in-law's authority on daughter-in-
law is evident. In such households, daughter~in~law‘books
ahd in case the servants are absent, she has to perfomm

some of their duties.



Chi;d care is mainly mother's responsibility but she
geté help‘fram others in the family and servants. Many
children are left with maternal grand pasrents till they
becéme atleast five years old and staert going to school.
Widdie Fa .

Women of this class get help from servants only in
washing utensils ‘and clothes and in getting firewood.
Cooking, cleaning house and courtyard, pumping out water
from hend pumps, grain cleaning and grinding are done by

women.i Hany of them have gas connections. Child care is

completely the mother's responsibilityo-

ﬂb éeréahtsQ Ne modern applisnces. All housahold.
work is done by women. Firewood is coll ected by men and
women; Dung cakes are made by women to be used as fire
wood, As almost all the labourers live in mud huts, pla=
stering of the floor with dung atleast once in two weoks,
is added to women's work. Dally shopping is also done by
them. Child care is fully on women's'shoulderé. They don't
got any sort of help from others in performing this job.
Vhen wbmen’s houschold work is seen in terms of
class differences, their rest period decreases with

tecrease in te size of land  holding , and work borden
dwcroasos. Vomen of rich and middle classes look healthier
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and cleaner. They wear good clothes and look happy.

Thelr children are healthy, well bufilt, wear good clthes
and qo to schools. Thelr mothers are at home to take care
of them. But all this is reverse in the case of marginal
farmers and landless classes. Vioemen bear a triple burden
of agricultural labour, house work and child care. No

good food; No rest; No good clothes. VYork burden always

haunts them.

A look at how a youtine day passes for a woman of
each class makes it easy to understand the various dimensions

of women's life in different classes, their similarities and

differences,
(a) A Rich Faxmer's Household

Sita. vioke up at 6.30 a.m. Her husband, children and
in-laws are still sleeping., She went into the kitchen. Theoir
servant had already milked the buffaloes and kept it in
the kitchen, &ite put the milk vessel-on the ¢gas stove
and started preperations for making idly and coffee. The
idly flour was ready ss the paleru(agricultural contract
labourer who also deces household work) had grinded it last
evening. She put it in idly plates and put the idly cookerx
on the gas stove. Within 15 minutes 1t «as ready. She asked
her paleru to grind chutni to be eaten with 1&1y'and gave
him all the ingredients. The chutni was also ready by 7.302.m.
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$ita went into the courtyard. The water 1s.already'
boiling; the paleru lit the fire under the bia brass pot
half an hour ago with firewood. He also brought cold water
from boring pump and puf both cold and hot water in the
bathroom. Sita took»bath, It is post 8 a.m, other members
of the familyvalso woke up and were busy With their mofﬁng
rituals, After they got ready, Sita served idly to all,
Coffees té elders and milk to children. By 10 a.m her.
husband and father~in-law wéht to flelds to supervise their
agricultursl operations and children went to school. She
gave last nf%‘s left over rice and some pickle to the paleru
He.ate it and ran to the flelds. Now Sita is free. She
slowly completed cooking for lunch. It is not very difficult
- for her as she has gas connection and 2 mixy. She thought
of her neighbour who has to cook on firewood as per the
wishes of men of her house who think that food cooked on
firewood tasted better. ’Thay simply possess gas stove and
cooker as status svmbols. Sita silently thanked her men
for not putting such conditions on her. She relaxed for
sometime chatting with her mother-in-law., Around one in
the afternoon, the men and children came for lunch. She
served them lunch on the dining table and after they fini-

shed, she and her mother~in-law ate. She gave food to ¢~



paleru also. He ate sitting on the floor in the backside
of the courtyard. After eating he washed the dishes. Now
Sita was free till evening when dinner was to be cooked.

For evening refreshment thefe were some gweets and fruits-
in stock. But she suddenly remembered that two women
labourers wili be coming to clean rice and pulses. Anyway
her mother-in~law can deal with them. Sita went into hex
bedroom, read a magazine for a while and then slept for
sometime. Her work started again in the evening when
children came back home. She gave them milk and some fruit
After that she cooked dinner. She finished her dinner after
all the others had done so. Paleru ate and washed dishes.
They had erranged a tution for the children, so Sita need
not bother about their homework, It is her mother-in-law’s
duty to?sée that all the doors are closed. Sita went to
bed at 9 p.m. She has to get up again at 6.30 a.m tomarrow.

“(b) A M;gdle'ggagans‘s ﬁgugghglg

Janaki woke up at 5 a.m. Her husband owns only four
acres of land, so they cannot afford to have a paleru who
also helps her in household work., Her hnsband'employed a

young man to help him in agricnlture and graze the cattle.
He helps her only in dish washing.
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Janaki went into the cattle shed and milked her two
buffaloes. She put the milk on her gas stove for heating
and wont back to feed the animals. Then she lighted the
~ fire with coconut leaves to heat water for bathing purposes,
and prepared dosa for breskfast. She had grinded the soaked
green gram dal last evening itself and kept it ready.
Meanwhile her 15 year old daughter woke up and helped Janaki
in cleaning the house and the courtyard. They together
pumped out water. Her husband and other two male children
also woke up. They all use paste and brush whereas Janaki
uses ash to clean her teeth. She says that she doesn't
like tooth paste. But the real reason is that she thinks
-paste is costly and atleast she should avold such expenses.

She helped her ydhg children to get ready to go to
school. Once they &ll went away, she started cooking. When
- she finished cooking chakalg.came to wash clothes. If
chakali doesn't come, Janaki has to do it herself. She
relaxed for a while before evemone came for lunch., After
lunch, they ﬁent out again., Janakl sat down to ciean rice.
She needed rice floor to make.some special dishes for the
coming festival. That should be cooked on firewood jother-
wise it would consume 3 lot of gaé which her husband wouldn't

like. After all, they got firewood free from their field
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Why should she waste gas ?

By the time che finished grinding, animals came back
frém grazing. She washed and fed them. Then she again
- cleaned the house and courtyard. By this time her husband
and children returned. She prepared dosa for fhem, with
the morning's left over flour. She and her daughter together
griﬁded wet dal for the next day's break fast. Her sons went
out for'playing.‘ After ﬁhat she started cooking. They took
dinner at 9 p.m after her chidren finished their homéwork.
First she served food to her husband and sons. Théy eat on
a small table which is converted into a dining table. She
.and her daughter ate later and slept after cleaning the
kitchen sométime arecund 10.30 p.m. Janaki has to wake up

agaein a2t 5 a.m. the next morning.

Mallamma woke'up at 4 a.,m. Her body is still aching
with the beatings she got from her husband last night. But
she has to hurry up, othexwise she cannot reach the field in
time. Her husband and children are still sleeping. Mallamma
has to spend about half-an-hour to go to the bushésitelattend
nature's call, as tﬁey do not have a.lairine,at home. After
that, she pumped out water from the community pump and

caxrieﬁ 1t home. While doing this work daily she feels happy
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that she isnot living on the other end of the village
‘where women have to bring water from 8 canal and & woll
as it is not possible to put borings there due to the nature
éf the soil, After that she cleaned her cattle shed and
fed her lone buffelo’ . with some grass that she brought
the previous day from flelds. Meanwhile her husband also
woke Qp. They cleaned thelr teeth with ash. Then she
star;ed cooking., They try to collect and stock firewood
during summer but it is never possible to collect so many
loge. Almost every alternate day they have to go out in
search of firewood. Her husband went to the bushes, bath
and then went out.. He first went to:a small wayside stall
to take idly and coffee thefe. From fhere he went to the
ﬁields;

Mallamma cooked rice and made a chutni. She ate last
night's left over rice. Packed rice and chutni for hor
husband and asked her seveﬁ year old son tn carry it to
flelds for him. Sometimes she herself carrles it if they
both happen to work in the same or nearby flelds. She
woke up her voungect son=- eight months old- and fed him.
He is not vet eating solids. He locks smaller to his

age. Mallamma avoided labour work for six months after he
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was born. But then it was financilally quiﬁe tight during

that period. S0 she resumed work just two months ago.

Mallamma was out by 6.30 a.m. and walked fast to
lemon oxrchards along with other workers of the neighbour-
hood. There she worked from 7-11 a.m. She plucked lemons,
carried them in the cloth sack around her waist and then on
her head for two fulongs up®the road., By the time she rea-
ched home it was past noon, Her infant wae crying out of
'hunger. Ag soon 2s she entered her hut, he plunged himself
.on to ﬁer and started nﬁrstnq. After feeding him, she ate
her food and then again started housework. She washed s
the utensils. Carried water from the community pump. fent
to the canal which is a kilometre away and washed clothes.
After coming back from the canal, she plastered her hut
with dung, She went to filelds, cut grass and cariied'it
on her head for their $uffalo,. The buffalle. is not yet
producing milk, But when it starts_producingbmilk, it

belps to improve’  their economic position.

By then it wes dusk; her  husband also came back from
fields, He toock bath and relaxed in the open air sitting
‘on a cot outside their hut and chatting with his neighbouring

men. Mallamma cleaned rice and started cooking for their
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dinner. Her husband did not help her but kept shouting

at her that she should cook fast. Or else ! she knows !

She should obey him} outherwise she has to face dire
consequences ranging from a beating to desertion. ‘Mallémma
silently finished cooking, while attending to her infant

in betwgen. Her husbénd ate first.  Then she fed her
children. She ate at the end, whatever was left in the
vessal and does not want to think whether it was sufficient

or not,

It was 9 p.m. by the time she went to bed.Mallamma has

-has to get up again at 4 a.m. next morning.

The purposive semple provided an opportunity to look
deeper into the entirety of the work patterns among women
(teble 14), It provides information on different types of

work in which women are involved.
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Teble: 14-  Work Patterns of the Semple Women

am di K- - ;a .
Class Agricultural Animal 'Agricuitural lousehold
Labour Husbandary lsbour and  work only
Animal hus-
. . . , o |
Landless ' 49 0 28 16
Labggrers (52.7) (30.1) (17.2)
Marginal oy 4 5 11
far?grs ( 5.5) (22.2) (10.1) {61.1)
Middle and - 1= 0 2" 14
Bich Far- (B.8) - (11.6) (88.3)
mers ' | | -
17
Total 50 p y1
: .8 3.1 5
126 4 $2:50¢ thesd wm)nan»actuall(yz dells fruifd?
@ These womennbelong ia middle farmers class

and supervise their own agriculture.

Eighty thrae percent of the women among the landless
poor work as agricultural labourers. Some of them also do
animal husbandary. Whereas, in the middle and rich farmers
clasé 88.8 percent women do household work only. This shows
the direct relationship between decrease in land ownership

and increase in women's work burden.. It is obvious that they
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8%

all do household work too. Though few women(5.8 + 11,6

‘= 17.4 percent) among the middle and rich farmers work out

sido, the nature of their work is mainly supervisory.

Interestingly same proportion of women(17.2 percent) in

‘landless labourers remain at home and dd household work only.

scial Sta ,
Decision making power :
It is notable that despite carrying as much respon-

sibility on their shoulders as their men(if not more), women
of all classes exercise very little power. 1t is a common
feature in all classes and in the rich, in-laws exercise
more power if thelr property is yet undivided. Only in the
lower classes, where women also earn as labourers, some women
have Q.s;y_ig;%euseheld affairs. However, their number is
very smdll. Even when a woman does have a say in family
affairs it {s more due to her 1ndiv1duality(ability to

coerce or inspire confidence) rather than being a social

sanction.

Women don't go out of their houses unless it is very
important or urgent. They move freely in nearby towns ike
Tenali when they go there but not in their own village.
Women, particularly young girls of the upsper castes do not:

go to the other castes localities. Inside the house, every
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thing including the number of children woman should bear
is decided by man. Vomen do only one thing: réflectihg_&:

the ideasvof their men.

Tablet 15.
Class Fully Decide Not at all
jointly

Landless Labourers 4 : 30 59
93 (4.3) (32.3) (63.4)

Marginal farmers 1 : 4 | 13
18 (5.6) (22.2) (72.2)

Middle & | 0 7 10

Rich Farmers (41.2) (58.8)
7 |

Total 128 ) 49 82

(3.9) (32) (64)

Among the sample almost two thirds(64 percent) of
the wemen do not have any power in taking decisions, Their
percentage in different classes varies between 60 and
70 peicent. Only five women, (four of them landless labourers
and one,wife of a marginal farmer) reported that they have

full powers té decide. Their special status in this regard
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may be explained in terms of their earning capacities and
clasg background. However, among the four of the landless
labourers, one is a widow and the other's husband is mentally
ill.

About one third of the women reported taking decisions
jointly with their husbands. Their pércentago is more in the
middle and rich classes(41.2 percent) and this can be attri-
buted to better educational status of women in these classes

and the dowry they bring.

“ccordlng to our obgservations, deapite being active
paraticipants in economic activities, women are not only
gsoclially constrained but alsso economically dependent. This

contradiction is well illustrated by the follwing case reports.

Gase Report. 1

Aruna belongs to a Sugali(Lambada-ST)landless
labourers family. She is second wife to hor
husband who deserted the first wife with sus-
picion that she had developed illicit relation
with someone else. Aruna was an agricultural
labourer prior to marriage but after marriage
she was not allowed to work. Her husband and
mother~in-law fear that she may also learn the
ways of the first wife. Aruna's parents prefeo-
rred this match as there was no dowry, it being
a second marriage to the groom. Aruna was never
consulted, nor she herself even thought whethox
or not to marry this person. Her original name
was Hanumayammaj it was changed to Aruna by hor
mother-in-law, Both her in-laws and husband
work.as labourers and also do a little bit of
betel leaf farming as tenents. Aruna does all
household work. Often beaten up by her husband
even during late pregnancy, she feels that

" it is a common feature in the lives of womon®,
Aruna is not allowed even to talk to outsiders,
and has no pdbr in deciding any of the family
affairs., It is "their®(husband and his mother)
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domain.

Aruna gave birth to two daughters. Her
husband had two sons from his first wife who
live with their mother. Aruna wanted to have a
son but her husband sidmother-inlaw decided
that she should undergo sterilisation., There
was no one to hear and care for her cries. She
was sterilised on the fifth day after hor
second delivery. She doesn't have power even
to select a name for hexr new born. Everything
will be decided by "them". :

' Though her husband does not contribute
either financially or otherwise for the growth
of his sons(from his first wife) he claims &
right and so thinks he doesn't need any more
sons. He wants to get his sons back to him
once they grow up. Then they can earn and
help in his betel leaf farming. Both his wives
are thus objects to be used bhut not subjects
of his concerns. '

| I§ is not ifi frequent to find that even girls with

‘5gra§uate degrees are prépared to mat:y.anybody selected by
théii parents'ﬁithout any;hesiiation and give as much dowry

.as asked. Dowry varles from a few (3 or 4) lakhs in rich

élaéses to a few hundreds of rupees among landless labourers.

Eemily Planning decisions:

In matters of family planning also women do not have
any déciéion making power. Some women go for copper T secre~
toly without the knowledge of their husbandsSand inelaws.

They don't want ar_other child immediately but are afraid

to ocay it openly. Even the society looks down upon wemen
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who go for temporary methods, though sterilisation is
widely accepted. Though men take decisions, it is the
woman who is sent for sterilisation, In SIM all cases of

sterilisations are tubectomies.

Tablet 16. Decision making power reqgarding Stexilisation

Class Husband Self Both In-laws Husband
In=-laws
Landless Labour 55 7 21 3 7
exrs ’ ' :
93 (59) (7.5) (22.6) (3.2) (7.6)
Marginal farmers 8 0 7 2 1
18 (44.4) (38.9) (11.1) (5.6)
Middle and Rich 4 0 6 2 5
Farmers (23.5) (35.3) (11.8) (29.4)
Total 128 67 7 34 7 13
(52.3) . (5.5)  (26.6) (%.5; (10.1)

According to our sample(table 16), only 5.5 percent
women can decide ébout sterilisation on their own. All of

them belong to landless labourers class. In 52.3 percent
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cases husbands only decide. But their percentage is more

in landless labourers, qgradually decreases when we move

to middle and fich farmors and is replaced by in-laws and
husband together. This shows the hold of in-laws in joint
families. Obviously power of in-laws is more in middlo end
rich farmers. A vivid illustration of this is Ahalya, whose

cagse report is given in the following paragraphs.

Case Repoxt. 2

Ahalya, a 20 years old girl had already passed
through many major events in her life. She got
married when she was 17 and just completed her
junior Inter. After marriage she left studies t~~
and went to Tenall to live with her husband in o

a2 joint family. Though her father-in-law and
sisters-in~law are well educated, her husband - .! -
couldn't study well and stopped with Inter. %Eiﬁ'
Now he manages a fancy shop set up by his fathor.
Neither he nor Ahalya has any power in decision
making. Everything is decided by his parents. -
He being their only son inherits their property-
some four acres of land., But the property is
still under the authority of his father.

Ahalya became mother at 18 years, within an
year after marriage. It was a son. Again after
another one and a half years she gave birth
to her second child- this time a daughter, Her _
prents~-in-law forced her to undergo tubectomy.

She wes not willing te 4t. She wanted to walt till
akleast her daughter completed two years. Her
parents also felt the same but couldn't do anything
ageinst the will of her in-laws. Ultimately

Ahalya had to undergo sterilisation.
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Her ordeal did not end there. Her daughter died
at the age of % months due to dierrhea and
fever. Ahalya was very sad as she had developed
a strong attachment towards her lost infant.
Even before she could come out of the deep felt
sorrow, her in-laws decided that she should
undorgo recannalization so that she could havo
children agein and started pestering hor even
though Ahalya didn't went. She felt she should
- gatisfy herself with the lone son. But, sho had
. to bow her head bofore her in-laws. Her abdomine
was again opened for a second time within 6 months;,
this time to see if she could produce some moro
children whereas earlier it was to end her repro-
cductive capacity.

. Ahalya accepted defeat at every step. She
gives the reason as a lack of economic security
i€ she is shunted out of the house. She is
alsc afraild of social stigma. Her husband is
voiceless. The property is still in the hands
. of in=laws. -

Wi atine

wife beéting is quite common,amcngvlandless labourers,
marginalrfarmets and it also exists among the middle farmers.
We could not : . elicit any information on this sspect from
the rich class wémen; Howeve:, everyone takes it as quite
noxmal. In this regard some landless labouring men said |
? wives shouid be beaten up. Otherwisc they turn unfaithful,*
Most of the men labourers drink liquor and. beat their wives,

it is routine for them.
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Remarxiages

‘Though second marriage is socially allded for
women in lower castes, many women did not show interest
in it; They feel that every man is alike in drinking,
beating his wifé4and not sharing housework or child care
responsibilities. In fact, because of the‘social and
cultural enviornmént. no woman would think of asking her
husband to share house work., Their only wish is that they

should be spared from being beaten up.

Many of these women expressed dissatisfaction with
their 1lives. Théy are not happy with their men, wages,
housing conditions -and scarcity of food, adequate care

and education for their children.

SECTION  I1II
 HEALTH STATUS OF MOTHFRS

SIM has its nommal share of‘diseases which are common
in rural India. The women not only share these but also
have their special probiems like gynaecological and obste=-
tzical. However, we could explore details about these
special prpblems.only among the sample. 1t certainly helps

us to understand the general situation to some extent.

There was a question in the interview schedule which

enquirés:whether the respondents have/had any serious/chronic

illness. Many women of the landless labourers ¢lags reported

that they were suffering from weakness. It indicates their
health status and also their perception about disease.
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The various complaints reported by women are presented
in (table 17). If we take tho interclass differences then
it is obvious that the differences are not significant either
of total diseaseload®cf specific diseases. If anything, the
former ogems to bé ﬁigh; However, what is xevgaling is the
distribution. While the middle and rich farmers' women com-
plained of abnormal discharge‘end‘menstrual pxoblemé énlf.
the landless and marginal farmers' women reported more of
prolapse and post operative problems. These are obviously J
much more‘éerious and ;t is quite poésible that it also
reflects the poor obstetric and post-operative care that
these woien get from the PHC after deliveries and Family
Planning operations. While they may even go to Family
Planning camps, the middle and rich farmers'! women go to
private nursing homes, where they are charged more but are

provided with better services.
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Tables 17.
Class | Abnormal Prolapse Menstr- Post Failure Total
discharge ual Pro oper- of F.P. No.of
; blem ative opera~ women
prob- tion suff-
Landless 14 - 6 2 3 4 29
Lebourers (. (6.5) (2.1) (3.2) (4.4) (31.2)
93 .
Marginal '
Fammers 0 1 1 A o 3
18 (5.6) (5.6) (5.6) (15.7)
Middle and |
Rich Far- 4 0 2 0 0 6
mers (23.5) (11.8) (3%.9)
\7
Total 128 18 7 B 4 4 38
(14) . (5.3) (3.9) (3.1)(3.1) (29.7)

Among the sample, four labourers' women reported
that their sterilisations(three tubectomies and

one laproscopic) falled and they conceived again,
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Pregnancy Waste

Here again given the small size of the middle qnd
the rich peasants, interclass differences have to be 2sse~
ssed cautiously. It is notable that still births are
reported among landless labourers and merginal farmers
only, and difference in total pregnancy wasﬁékbetweon

landless and middle and rich peasants is almost 24 percent.

Table: 18. Life experience of sample women regarding

nancy wastage(still births & a ort

Class Still Birth No.of Women with Total
(one each) 1 abortion 2 sbortion 3 abortion z:igf
births
and abo.
riions
Landless 5 10 3 2 27
Labourers (4 4 (10.7) (2.2)  (2.1)  (29)
93 ‘
Marginal 1 2 0 -0 3
18
Middle and ¢ 4 1 4 9
Alch Farm (23.5) (5.9) (5.9) (52.9)
17
Total. 128 6 16 4 3 39

(4.7) (12.5) (3.1) (2.3) {30.5)
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lice g duri; na

In temms of interclass dtfférences; however, the
prevalence of all problems among the landléss and absence
of serious complications in lendowning classes is worth
noting.
Table: 19,

Class . Bleeding Swelling Fever Cramps . Total
feeot & just in legs
body after

deli-
very
Landless .9 1 , 2 2 24
- Labourers (g 4, (11.6)  §2.1) §2.1)  (25.3)
95
Marginal :
Farmers 0 ko] 2 D 7
19 (26.3)  (10.5) (36.8)
Middle and . ;
Rich Farmers O 3 it 0 3
18 | (16.7) (16.7)
Total 132 9 19 4 2 34

(6.8) (14.4) { 3) (1.9) (25.6)

Everyone reported that they went/would have gone to a
prieate doctor in case of any complications at the time

of delivery,



Swelling of feet and body is the most common
compilcation_dnring pregnancy in our sample. However,
1t was reportéd from all classes. Bleeding is provalent
only among the labourers(tsble 19). Many of them consider
it 'normal' and do not even seek medical help. Similarly
fever just after dellivery was alsc confined to the landless

and marginal peasant vomen.

Hystexectomiest

A striking feature in SIM is the high freguency
of hysterectomies. In majority of the cases it was felt
to be an aftermath qf tubectemy. After tubectomy, many
women complain of stomach ache and attribute it to tubectomg
VWhile the PHC medical staff say that stomach aches are in
many cases & normal occurance which can be due to even amo=-
blosis, the villagers do noﬁ believe them and consult pri-
vate doctors in Tenall. The latter often identify it as
uterine complication of tuberctomy and advise them to
undergo hysterectomy. The poor villagers faithfully follow
thelr advise. Among the sample, three women, one frum.eéch
¢class underwent hysterectomy, Another three from landless
labourers class were advised to do so and they were yet to

mobilise resources. It is really a costly affair, involving
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Bs. 1000/~ in all. Even if thoy go to taluk government

hospital in Tenali, they have to pay k.600/= to the doctor
there.

According to .the estimates of the female multi-purposc
worker(MPW(F)) about 50 women of SIM underwent hysterectomies.
No officéial data is available. In fact, many started assu-
ming that hysterectomy is an unavoidable consequence of
tubectomy. With this kind of undératanding,‘gome developed
an attitude of opposition againet sterilisation. Some
others feel it is better to go stralght away for hysterectomy,

Case._ report of Annapurna is indicative of how moro
and more women are 6pt1nq for hysterectomy for wrong reasons

and that toc on the recommendations of doctors.

Case Report 3

Annapurna beiongs to s middle peasant family.
After about 2 year after their third childwosbvn
they declided that she should go for tubectomy,
But as she began to inquire in the neighbour-
hood about the proposal, she gradually came to
learn that the tubectomy operations invariably
cause complications leading to hysterectomy.

In fact Annapurna had come across a few
women who had stralghtaway preferred hysterectomy
avoliding tubectomy due to their doubts and
fears. For Annapurna, it looked to be a simple
solution. She can save scme money and time
too. Moreover che can 'get rid off' the 'monthly
nuisance'. Her husband also agreed with hor.
The MPW(F) advised her against such decision
and tried to assure that tubectomy crcated no
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complications, But the family had already
made up its mind. Even the mother-in-law

who felt slightly hesitant after the MPW(F)'s
advice ultimately fell in line. Actually she-
too did not see anything wrong in it¢, except
that theMPN(F)advised against the same. On the
top of all this, a private doctor strongly
recommended the expensive hysterectomy to
Annapurna. He impressed upon her that it was
almost a must,

Annapurna underwent the operation in a
private nursing home in Tenali, paying Rs 1000/-

3.2

eE81D

------

Facilities
All classes show awarcness of health, recognize

health problems and respond to them within their limite-

tions and sometimes beyond that .

and M4 a

The rlch and middle farmers consult private doctors
in Tenali and are prepared to get admitted in private nur-
sing homes. 1f necessary theoy go to even far off places
for treatment. They don't prefer to go to the local PHC

as they feel that its services are substandard.

'Thexfarginal farmers and landless labourers try the
PHC first and if it is found to be no use thon go to private
doctors. They also use the services of the Begistored
Medical Practitioner(RMP) who goes round the village,partie
cularly in localities of the poor, on a bicycle. Gives

injections and prescribe medicines to patients. He usos
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the same needle for many patientsvwithout sterilizing
every time. Inspite of this the majority opinion among
the poor was in his favour. The reasons forwa:ded were
"he goes to their doorstep when they are at homo"; he }s
more sympathetic; friendly and obliging. Very often he
gives them injections which is considered a great thera-
peutic measure and which the PHC staff do not give them.
The PHC is open only in the mornings when labourers go to
work. If they somehow manage to go to the PHC, they are
generally dispensed with eiiher a red syrup or red white
or yellow tablets. As these are given for many of the
common problems, villagers have lost faith in them and are
prepared %0 buy medicine outside. The PHC staff also mahy
times prescribe medicines, particularly injections and ask
them to buy these from outside. Villagers also know about
"white"(pencillin) and "yellow"(B.Complex) injections.
They know that the "yellow" one glives ihem strength and

s0 always request for {t.

The PHC staff do not treat the poor people with
care and consideration. Such discrimination pushes them _
more towards the RMP. However, if his treatment fails, then

they go to the PHC and from there to private doctors.
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If they have to spend money, they even raise loans.
Non-working mothers respond immediately to their own and
their childrén's health problems compaked to working

mothers.

If.they go €o a private doctor in Tenali, they have
to pay RB.20 to 25 as consultation fee to the doctor, R4/,
8s bus fares and another ®.4/- for rickshaw from Tenali
bus stand to the doctor and back. All this amoufits to
‘about B 30/~. In addition to this they have to buy medicines
often quite expensive and many in number. At the same time
they(parents of the child or atleast the mother) have to
forego thelir wages for that day as they have to leave
worke, Or, for a normal delivery, sometimes they spend
B.200/g..to,f5, 300/~ which is e very big amount to them.
Our qualitiattve data shows that the marginal and landlons
families spend large chunks of their total income on

medical care.

In comparison, expenditure on other items like
education, housing, clothing etc.is not in ppoportion
with the expenditure on health. To put it the other way
round, this expenditure cannot be taken as an indication
of thelr economic position. They are forced to spend so

much out of sheer fear for life. The class differentials
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| in seeking medical help are clearly reflected in our

sample(table 20).

Tables 20.
Class = For every For ailments For major
small like fever discases
Problem _ only
Lendless . ' ‘
Labourers. 2 80 51
93 (2.1) (43 ) (54.8)
Marqginal 1 15 2
Farmers (%.9) (83.3) (11.1)
i8 o
Rich Farmers (35,3) (64.7)
Total 128 9 , 66 53
( 7) (91.6) (41.4)

Thbugh all reported that they seek medical help,
interclass'differences reflect their sccessibility to
medical services and at whai stage they tzy to get in
touch with them. The landless and marginal classes cannot
go to health personnel‘as soon as they Ldentify problems

because of thelr preoccupation with work burden.
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The three important health personnel of the PHC- .
the male Chief Medicael Officor(CMO), lady doctor and |
the ‘staff nurse do not live in the village. The CHO

lives in Teneli and the other two in Guntur. They como
to the PHC in the morning and go back home in the aftor-
noon . No doctor is available tilfm%ext morning.' In case

of any emergency,villagers have to run to Tenali,

Somehow, obly the CMD performs all the tubectomies
and abortions with the help of emale MPW. He oponly
charges for these services. A woman who undergoes tube=
ctomy is palid ®&s 145/~ by the government as incentive.
However, out of 5t, .35/~ is paid back to the PHC staff.
The CMO also charéés . 100/~ éer abortion, a fixed rate,
and itafluctuates to higher levels if the pregnhanacy is
in an advanced staéé. The female MPW andthe. hélpers
(two ayahs) charge for attending delivériee.&QO/- and
S/~ each :eapectivély are their minimum charges. In fact
the poor people are angry with the PHC staff for éuch
practices but are not in a position to protest and change
it. | o

The lady doctor blames the villagersifot all wrong

practices. She says villagers, particularly the poor,
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seek medical help only when the problem becomes acute.
They give more value to their elders' words rather than
to medical staff's advices. It is more difficult to
convike the poor a2nd uneducated. When questioned about
the role of health gervices in checking the superstf%ns
beliefs, she sald,"people do not.care though we tell

themt

Many allehe that the MPW(F) shows concorn only for
pregnant women as she ¢an get some poney later, when she
attends theirvdeliveries. About MCH, she herself has
many unscientific bellefs. She defends superstitions
followed by postpartum mothers, like‘nadumkattﬁ(t@eing a
cloth aieund the.wa;st), wearing nuffler etc{sce table 42).
She never'bothera to advise about feeding clostrum or
not to feed caétbr oil but, blames the women. She has
many funny ldeas about pregnancy and abortion, According
to her“ many women loose thelr first babies because whatever
v'rubbish' is there inside the mother's body effects it and
the 1atter babies will be elright®, She also believes that
since the labourers eatalot of mirchi in fhelir food, it
causes ‘heat‘ in the body and sometimes 1eads to abortion.
Their babies are born with white jelly like layer all over
the body due tq‘this 'heat' only and = it can be curcd

1f the woman £ékes good amount of frults and fruit juices

A
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during pregnanacy. Babies born to those who eat frults

are "soft, smooth and shining bright?

- :»f, {-:;___$ PEE 2

4
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How Sivaparvati reacted to her child's sickness and
tried to get her cured is typical of a poor family in the

agrarlan society of rural coastal Andhra.

Case Report. 4

Sivaparvathi has had one son: and two daughters.
The last child was eight months old at the time
of our study and was seriously sick. 1I¢ did
not look like any particular disease but the
girl was generally too weak and lean for her
age. The mother never had sufficient breast
milk and would feed her children for not more -
than ten days. Theirs was a landless family,
Husband was a labourer who also took an acre

of lemon orchard on tenancy. Sivaparvathi

did not go out to work. They had a buffalo

at home that gave milk and added to their income,
and they could afford to feed milk to their
children. They also tried feeding the third
child with Farex in her sixth month. But as

it did not sult her the baby was momitting

it out,

Sivaparvathl apprcached the PHC to get her
daughter cured. But she was gsoon fed up with
the PHC, due to the callousness of the staff,
They always asked her to buy medicines out-
side; did not treat her kindly and alwayg tried
to dispense her with some syrup which never
cured riHer daughter's illness. Then she
approached threegxdmen and purchased three
amulets, first in their own village, then at
Ponnuru and Tenali at a cost of about & 40
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in all. But, by now the child began to have
fever every evening. Then they consulted a
pediatrician in Tenali. He charged them RRQ/<
and prescribed medicines which cost B.60/-
more. With this the child looked slightly
better, but: it proved to ;ie only momentary.
Her condition further deteriorated during the
next month. She developed diarrhoea coupled
with fever. As the first private nursing
home in Tenali where they admitted the child
for ten days spending about R.200/-= proved to
be of no use they grew desperate, borrowed
more money and went to another private doctor.

The doctor told them that 211 the medicines
prescribed by the earller physician weretutterly
ziglezg". They spi?t m.zog/; more. Fortunotely,

5 ne, the girl's condition became ::
tt.ﬁféﬁéé;%tgﬁggéf?’ ¥n’ injection) the doctor
brought the pulse”of her daughter "from elbow
back to the wriste,

This is a clear case of severe malmutrition
but none of the health personnel whom Sivaparvathi
approached, did tell her this.

Case report of Rajeshwarl, a landless labourer,A
reflects that people are aware of their health problems,
do seek medical hglp and spend money beyond their limits -
if nécessary. It also reflects how the private doctors

misguide them to squeezemoney.

Case Report: 5

Rejeshwari underwent the harrowing experience
of three contirnuos abortions and a still birth
in the elghth month of her next pregnanacy.
After the third abortion she took sufficient
cafe during the last pregnanacy and accordingly
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avoided heavy work load from the fifth month
onwards. She was also in continuous touch
with the MPW(F) since there was no lady doctor
in the PHC at that time. Inspite of all this
care her pregnancy ended up in a still birth,
whereafter Rajeshwari went to Tenali, to con-
sult 2 lady physician.

Then began a different kind of problem for
her. The private doctor impressed upon Rajeshwari
and her husband that since their blood groups
did not matéh with each other, even more abortions
were likely., She, after charging a good amount
as consultation fees, advised them to take certain
medicines(Rubraplex(Iron, B complex and B 12
vitamine).:, Elixir and Dumex capsules) for a month
and completely avoid sex while the wife took
full rest.

Rajeswari, or her husband,who are illiterates
were never to know that no ‘doctor could identify
or compare their blood groups without having
them actually tested in 2 laboratory not to
speak of thelr matching and its implications,
1¢ any. They only had thelr faith in the physi-
cian and took a2ll the medicines prescribed by
her. .

Being very poor they had to raise substan-
tial loans to pay the doctor and buy medicines
while foregoing daily wages for weeks together
on account of the "rest" advised by the doctor
and several trips made to her place. But all
this hardly improved the health of Rajeshwari
because, the doctor never advised her to take
better food. Had she not cashed upon the gulli-
bility of Rajeshwari, it may be that her health
would have improved with better food intake.

In the present situation what would be the fate
of Rajeshwari's next pregnanacy, in case it does
happen, 1s anybody's guess.
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SECTION - 1V

~

MATERNAL AND CHILD HEALTH PRACTICES

It is revealing that maternal and child health
problems are not as neglected in SIM as the general impress-
ion seems to be in the academic world. In fact the MCH care
and people's_initiatives in taking care of these problems
match their actions in other health: problems. Data on
MCH practices is presented under three headings namély,

(1) Practices during pregnanacy(prenatal)-

(2) Practices at the time of delivery and
postnatal period;and

(2) Child care practices.

4,1 Practices during pregnanacys

Under this heading data on perceptions about preg-
nahcy, snhifts in work patterns, food patterns, medical care,

availability of the MPW etc. is persented.
Percetions about pregnanacy:

Pregnangcy is considered the most natural thing for
a woman. Girls concelve early and temporary methods to
prevent conception are not socially accepted prior to their
first babies. In their over worked conditions women take
pregnhanacy and motherhoosd as an oppo;tunity to get some

- power in household affaris. If a baby boy is born in the
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first delivery, thelwoman can definetely exercise more

control.

‘Carze_fo ana n:  Among the rich and middle
classes preghaﬁt women are treated with more care and
affection. They are provideq with special foods, good
medical care, rest etc. But in marginal farmers and
landless labourers, pregﬁancy is treated just as a bio-
_logicél process that-neéd not be paid any special atten-
tion. Thelr triple burden of work, beatings from husban&,

iess intake of food- everything continues as usual,

T

Woxrk Patternss There is nei much shift in work patterns
‘during pregnangcy. Most of the women continue to do heavy
work till the day of delivery. However, as already descri-
bed in the wofk patterns of women(table 14) landless and
marginal farmers' woimen do very heavy work at home and

in the fields with little rest. They continue the same
work during pregnancy while the middle and rich farmers'
women do minimised household work. Therefore the inter-
class'differences that aré observed in the general work
patterns continue to persist here 2s well. Only a few can

afford the luxury of avoiding heavy work prior to pregnancy.
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In the sample, all women continued thelr usual work
- {including rich farmers) (see table 14), during the first
six.months. Qniy in the last trimester some could afford
to avoid'their heavy work but most of them continued to
do their household work till the day of delivery. On
these patterns data for each class 18 enalysed separately,
ALl these tables( table 21 to 23) taken together give an

idea of interclass differences.

Table: 2% Avoiding he _worl
landless labourexs

Kind of work Total No.of Odays 10 days- 1 month-
women doing 1 months 3 months
this work ,
Agricultural - 51 42 '8 4
labour: (82.3) (9.8) (7.8)
hushandary .
ggiig;lfuial.ﬁmour - 28 - 19 '3 6
nimal hug«- ‘
bandary (67.8)  (10.7) (21.4)
Houschold 16 10 6 0
work only o o :.(62.5) (27.%)
. 9% A 14 10
(100) (74.7) {(14.7) (10.5)

# Figures in this column do not exactly tally with
figures in table 14 because two of the women in
this class had delivered twice between May 83 and
April 85 and as such total number of pregnant wamon
in that period becomes 95,
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Ag seen from the table (21),74.7 percent of the
landless women continued to do thelr heavy work till the
day of delivery. If the number of those who do household
work only is [ - akcludeed, 64.2 percent of women did
agricultural lasbour and/or animal husbandary and house~
hold work till the day of delivery. Only 25 percent could:
avolid work.prior to delivery; within that 14.7 percent
could avold it from ten days to one month whereas the

percentage of those who avoided it from one month %o 3

months is still smaller(10.5 percent).

L3

Out of the total 9% pregnangt women, 79(83.1 percent)

used to work at the house es well as in the field. Out

- of theﬁk77.2 percent) could not avoid any of their work
even for a'single day prior to delivery., .Only 18(22.8
percent) couid afford that luxury, i.e.,8(10 percent)

women svoided working outside from 10 days to one month
and 10(12.6 oercent) could aveid it from one month to

‘ 3 months. Howaver, these women had to continue with
household work till the day of delivery. Though some of
them went to their parents' home to deliver, there also

they had to do household work.

So, in offect only 6 out of 95 women(6.2 percent)
could avoid all kinds of work and avail full rest from

10 days to one month prior to delivery.
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Tables 5°22.

Kind of work No. of 0 days 10 days- 1 month-
total women 1 month 3 months
doing this
Jork

Aéricultural' 2 2 0 0

labour - - (100)

Animal 3 3 0 0

Husbandary (100.)

Agricultural 3

_ , 2 1 0
o (66.6)  (33.3)
bandary
Household 11 7 3 1
work only (63.6) (27.3) (9.1)

Total 19 14 4 1
(73.7) (2%1) (5.3)

%  Figures in this column do not exactly tally
with figures in table(14), because one woman
of the class had delivered twice between.May
83~ April 85 and as such total number of pregnant
women in that period becomes 9.
All those who were doing agricultural labour,
animal husbandary and two thirds of those doing
both these works, could not avoid them even
for a single day prior to delivery.
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Out of this total, only 12.5 percent{one out of
eight) could avoid working outside upto one ._month.
However, they continued household work till the day of
delivery.

Of those who do household work only(57.9 percent
of the total), about two thirds continued it till the day
of delivery. 27.3 percent could avoid it from 10 days to
one month and anothér hine percent could avoid it betwoen

one month and 3 months.

Table:23. Avolding heavy work prior to delivery in
Middle and Rich Farmexs.

‘Kind of work Total No. 0 days 10days 1 month- 4 months

of women _ -4 month 3 months
doing this
work®
‘Agricultural " 9 0 0 0
labcur : (100) i
Animal 0 0 0 -0 0
‘Husbandary - :
‘Agricultural
Zio Labour & 2+ 0 1 -1 0
Animal Husband- (s0) - (50)
ary ' : ,
Household | 15 6 2 2 5
work only (40) (13.3)  (13.3) (33.3)
7

('580) (28.9) (127) ( \27) (275-8)

¢ Figures in this column do not exactly tally
with figures in table 14, because one women
in this class delivered twice between May 83.
April 85 and thus the total number of preganant

__ women becomes 18
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Of the two who supervise their agriculture and do
animal husbandary, one avoided them from ten days to one
month and the other one did so from one month to three
months. Those who supervise only agriculture continued
it till the end. Of those who do house hold.work only,
61 percent could avoid it from 10 days to four monthe. .

The other 39'percent contined it till the day of delivery.

Table:24. Avoiding heavy work{all kinds) prior to
delivery in all classes.

o | ‘
Class Total Ho. 0 days 10 days~ 1 month 489
of women 1 month 3 months months
Landléass 9% 71 14 10 0
labourers (74.7) (14.7) (10.5)
. Marginal 19 14 4 1 0
Farmers _ (73.7) (21) ( 5.3)
Middle and 18 7 3 3 5
Rich farmers (38.9) (16.7) (16.7) (27.8)
Total 132 92 21 14 5

(69.7) (15.9) (10.6) (3.8)

s  Figures in this column do not tally with figures
in teble(14), because four women falling in differ-
ent classes delivered twice each during May 83-
April 85 and so the total number of pregnant
women becomes 132,
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When the differencesare seen in terms of interclass,
the trend is much clear. In landless labourers and margi-
nal farmers 74 percent could not avoid their heavy work
till the day of delivery. Percentage of such women drops
to 28.9 percent in rich and middle farmers but as such is
still large and deserves attention. However, percentage
of those who could avail more rest increased with increase

in the size of land holding.

Food Pattarns:

Landless labourers and marginal farmers don't -
know that they should eat mére during pregnancy. Some eat
as muchas they eat otherwise and some eat less. Reasons
for eating less are that " it faciligates easy delivery",
‘and "more food cannot be digested by pregnant women". Many
reported that they eat less food as they fecel very uncomfort-
able when they eat more or even usual quantities. Many

sleep without food at night for this reason.

Eating less is mainly because of false beliefs but
"not due to financial problems. They can afford atleast as

much as they eat othorwise.

The rich and middle farmers' women are better in this
regard. Many of them know that they should eat more and do

actually eat. Moreover they also take special foods.
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In our sample, except 1.6 percent of the women who come
under middle class, all reported that they do not follow
any food restrictlons. However, papaya fruit is universa-
11y prohibited during pregnangcy with a fear thate ‘it

causes abortien".

- Our sample data reflects the unsclentific perceptions

and practices regarding food intake.

Table:28. Per ions about food intake duxi a
amon 10 Sample.
Class More food less food UsualAfood.'
Landless A
labourers 5 45 . . 43
Marginel 3 7 | 8
armers (16.7) (38.9) (44.5)
18 ' o ' .

Middle and. = 8 - 8 1
RiCh Famers‘ (47) . . (47)\ (5.9)
Totel 128 16 60 s

(12.5) (46.9) (40.6)
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Tablet 26, Actual food intake during preanancy

among _the sample

Class ' Eore food | Less food Usual food
Landless - 2 ' 48 45
Labourers

95 (2.1 ) (50.9) (47.4)
Marginal 3 7 9
Farmers (15.8) (36.8) (47.4)

18
Middle and 6 4 8
Rich Famers ‘ '

17 (33.3) (22.2) (44.4)

Hotal 132 1" - 59 62
(8.3) - (44,7) (47)

~

Half of the landless labourers reporxted ihat they
ate less during preqnancy. The percentage of those who
reported eating less decreased and the percentage of thoso
who ate more increased from lancdless labourers to middle
and rich farmers' women. Very unscientific reasons were
suggested for 'less' intake of food. 24 percent thought
that it is difficult to digest 1f they eat more; 25 percent
believed that it facilitates easy delivery;another five percent
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thought pregnant women must eat less. As many as 46 per~
cent felt incomfortable whenevef they ate more and hence
reduced food intake. There was no one to tell them that

they should eat less but more number of times.

However, the percentage of those who reported that
they ate as osually remainéd almost¢ seme in all classes

(47 percent).

Special foods like milk, fruit, sweets{as per customs,
a pregnant woman is supposed to eét sweets, all her desires
be satisfied and she be happy throughout the pregnancy)
andg toniés were taken only by a less number of women.
However, our samplé data revealsianzinteresting féct.
toﬁics_wexe taken by more number of women compared to all
oiher special foods including milk., However, quantity of
and regularity in taking these foods differ in different

economic cClsges.
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Tables 27.  Special foods taken by sample women during
ggggnang!
‘Class : Kind of spc 1l fo aken
. Milk Fruits and Siieets Tonlcs
_ fruit 4uices

tandless ~ 4 0 0 6
Marginal 4 5 0 4
Farmers (21) (26) (21)

19
Middlg and 14 14 . 10 16
Rich Famers (77,g) (77.8)  (55.6) (88.9)
Total 132 22 19 10 ' 26
(16.7) (14.4) (7.6) (19.7)

Cultural beliefs which are opposed to sclentific

knowledge exist in all classes. But their influence

lessened with betterment in economic position and cone-

sequent interaction with health personnel.

In Telugqu, there is a saying that 2 pregnant woman
must eat as much as two persons eat- one meal for herself

. and the other one for the unborn child which is growing

in her womb., But it seems this does not have much impact

on the public.
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Maternity Caxe

Lendless labourers and marginal farmers gonerally
consult theYMPw(F) of* the PHC doctor. They 2lso go to
the private doctors but only in times of trouble. Middle
and rich farmers generally go to biivate doctore in Tenall

Teqularly.,

Cogéul;@ng_;ﬁg-ﬁngﬁ)

.. This generslly takes place during the MPW(F)'s house
Qisits. She 8oke: them to come to the PHC and teke Tetanus
Toxoid(TT) injections. Ngzgigminatxon is done at home.

If it is their third trimester, she gives them Iron tablote
to be taken one a day and advises them to eat frults. If
they complain of any pgablem such as bleeding, she advises
them to consult the lady doctor at the PHC. If the lady
doctor is not available at that time, the MPW(F) advises

them to eat ‘cold stuff to tackle. ‘heat' that caused bleeding.

Those who consult the MPW(F), pay just tow or three
visits to the PHC throughout their ante-natal period, to
get TT injections, Beyond this she gives no special care
or advice. In the PHC of SIM there was no lady doctor for
the past one year. One was appointed only in February 1985.

.However. she was not always available as she had to
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often go out to attend training programmes. During the
three and half months the resecarcher spent in the village

she was available only for a peridd of one month,

Ante-natal Clinic at the PHC : This is conducted'évery
‘Wed¥sday. Generally the MPW(F) and the Staff Nurse manage

- it. There are no physicel check-ups, BP testing, heart

beat and foetal growth assessments. The effective services
one can get are T T injection and Iron tablets. Blood test
and urine test are done but not regularly. The PHC doesn't”
have supply of Calcium and only Iron tablets are distributed
to pregnant women which they get for @ month or two. Even
if the lady doctor 1s available the routine does not chango

except that she did frqueﬁtly internal examinations for

women.,
Consulting Private Doetoxs: Generally middle and

rich farmers go to private doctors right from the day

of confirmation of pregnancy.. They prescribe many tonics
containing vitamis, Calcium and Iron to be taken till the
day of delivery, Our sample data reflects some interesting

variations.
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Table: 28. Medical consultation during ante-natal
pexiod among the sample.

Medical Consultation

Class No.Consultation Private Govt. MPW(F)
Doctor Doctors

Landless 29 15 -9 42
Labourers (30.5) (15.8) (9.8) (44.2)
95 |
Marginal 2 8 3 6
Farmers ( 10.5) (42) (15.8) (31.6)
19 _
‘Middle and 2 | 14 2 0
Rich Farmefs (11.1) ( 77.8) (11.1)
[}
Total 132 33 37 14 48
(25) (28) (10.6) (36.4)

25 percent of the women did not consult'anyone
during ante-natal period and understandably most of them
(29 out of 34) belong to the landless labourefs claés.
0f those who consulted; 92 percent reported that they did
it regularly and only eight percent said they did it only
in times of trouble.
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Only landless labourers end merginal farmexe! womon
consulted the MPW(F) whore ss majority(77.8 percent)of the
middle and rich farmers' women consulted private doctox.
Government doctor was also consulted by &all the classes
th ough their Siitilisation is comperatively less then thag
of the private doctor{10 percent against 28 percent).
Intorestingly though nine of the 14 casos going to governe
ment doctors come from landless class,.they constituted
only nine percent of the total landless women whercas
15.8 percent of them consultod private doctors. This
showe the differences in the accessibility of a govermment
doctor for different classcs and also thelr relative ineffe-
ctivencss in providing care. Landless labourers and margi-
nal farmers consulted govermment doctors only when they
faced acute trouble. The mbddle and rich’farmers aid so
in case of urgency or out of confidence that thoy did not
suffor any complications and that this consultation is

only Toutine.

Vhen the preventlve services provided by all medicsl
institutions and private practitioners are iaken tbgether,
the T.T, Iron and Calcium taking rates kept increasing
with increase in lend holding size.;In fact they all
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percent in rich farmers class indicating

lesser utilisation of services among the landless and

marginal farmers. One interesting point is that many

of those who

did not seek any medicad consultation, took

TT injections, Sample'population shows the following trends.

Contont of preventive services provided by

Tables 29.

the medical institutions.
Class Taken IT Taken Iron Taken Cal-
Landless 87 ‘ ‘ %5 . 9
Labourers ,

9% (91.6) (97.9 ) : (9.5)
Marginal 19 13 6
Farmers '

(100) (68.4) (31.6)

19
Middle and 18 16 14

18 -
Total 132 124 B4 29

(94) (63.6) (22)
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Thus, though only 7% percent sought medical care,
94 percent took TT injections. In landless labourexrs, -
30.5 percent did not seek any medical care, but only 8.8 .
percent didn't go for TT injections.

In marginal'farmers and middle and rich peasants’,
all those {(10.5 percent and 11,1 percent respectively)
who didn't seek medical care, took TT injections, showling
thereby the awareness of people regarding prevention of
tetanus. However, Iron and Clacium taking rates are not
s0 high as TT rates. Only about two thrids of the : -
women took Iron. This means that all those 75 percent

who sought medical caré did not take Iron,

¢ stitions foll uri reqanancys

[uring pregnancy women are not supposed to seo
eclipse. 1f they do so'children * will born with a rift
in the upperlip®.

They are not supposed to see dead bodies or vigit
the homes of dead or post-partum mothers and newborn
children. These superstitions are believed by all. There
are certain other practices like- grldding should not be
done by pregnant women. If a pregnant woman desired to

eat something or to buy a new saree or to visit a reletive,
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that desire should be satisfied. Otherwise she will
get swelling in feet and face. But the poor women are
not bothered with all this because they simply'cannot
afford to. Another belief is that two bananas inside
8 single peeling or an égg with two yolks is not accepted

by pregnant women for it could cause the birth of twins.

4,2  Practices at 7 d Ty 2

Under this heading, data on place of delivery,
important issues in home deliveries, food of post partum
mother, food restrictions during lactation, work patterns

after delivery, concept of pollution etc-is presented.

Blace of dellvexys

Deliveries among landless lebourers and marginal
fammers households are usually conducted at the PHC and
are attended by MPW(F). In thosé households where deli-

“very is conducted at homg the M, PW(F) is called to act as
birth attendant. Some call the only untrained dai of
SIM., These people g0 to privatg hospitals if fhe MPW(F)
cannot manage it or she is not available. Those who go
to their parents' home to deliver, hostly delivéi at hoae

and are attended by local untxained.dais. This happens

¥
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because mahy of these belong to nearby interior villages

which do not have any medical facilities.

The middle and rich farmers usually gb to priVate
hospitals in Tenali. But wifhin‘private hospitais also
they receive different treatments according'to their
financial capacity. Rich farmers' women are attended by.
doctors and the others by nurses. Rich and middle class
women take special rooms and pay hiéh rents whereas land-
less labourers and marginal farmers stay in 4 bedded/

6 ‘bedded rooms and pay less rents. For a normal delivery,
for the rich it costs about B 500/=-R600 whereas fbi the
landless, it costs about RR00-R300. The latter are attended
by doctors only in case of sevre complications like where

ceasarean is necessary.

Our sample data shows signifcant differences in the
place to which women from different classsqgo for deliveries
(table 30). |
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- Table$ 30.
Class Home PHC Private Hospital
Landless 43 34 18
Labourers (45.3) (35.8) (18.9)
9% |
Marghnal 5 6 8
farmers ‘
19 {26,3) (31.6) (42.1)
iddle and 4 4 10
18
Total 132 - %2 44 36
(29.4) (33.3) (27.3)

Poorer the background more the deliveris take

place at home. Similarly more deliverlies took placo at

the PHC in landless labourers and marginai farmers. The

rich families clearly opt for privéte nursing homes

- (o8 perceht). thile even the landless and marginal peasants’
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women use private doctors their primary access is to
PHC and M.P.ti's or deils. Out of 96(91.7 percent)
deliveries.canducted at hbme and PHC 8§w¥§cm these
classes. The PHC takes care of 33.3 peréeht'cf the
total deliver ies and 91 percent of these are frem poor
and marginal households. With impoovement in their
eCoﬁamic position, percentage of deliveries &t.privato .

hoopitals slso increcasess

Women from all sections took expenses at the timo
of delivery_fcr'granted. Only those wﬁa got their deli~
veries conducted by cleose relatives had it free. For the
dais payment was & norm and so it was for the PBPWs., For
the private pract%@netn deliveries were a source of profits
and they fully exploited tho traditions of the village.
Only 9.3 percent had not paid for deliveries. Two(ono

from the rich peasants and one from the landless of

these women were attended by private doctors but were

not charged ae they were relatives and known to the
doctors. The rest, were attended by close rolatives in

case of omergency, and so thore w0s no question of paymont.



Teble: 3t

Class Rs.0  B15-30 B31=100 101-300 301~500 abovo
k200

Landless | - . &

Labourers © 63 10 9 5 2.

g5 (6:3)  (66.3) (10.3) (9.4) (5.2) (2.1)

Marginal 0 8 . 4 4 3 )
Farmers (42.1) (21 ) (21t ) (19.8)

19
g%dgle and - { 9 3 3 4 2

¢ LNCFE y - y
Foumore | (De8)  (27.8)  (16.7) (16.7) (21) (10.5)

18
Total 132 7 76 17 16 12 4

(5.3) (57.6) {12.9)  (12.1) (9.1) ( 3 )

& Of thece, one woman paid b 5/= only and two others
pald &3 10 cach,
+ Of these two women one pald B 800/~ and the other
poid B 1500/{cosarcen & tubectomy)

+ Pald B 1000/« cach.
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57 percent paid between B 15 and B 30, 25 percent
paid between i 31 and s 300 while 1% percent paid over
Bs. 200. However, it is worth noticigthat among the land-
less, though the majority paid fs 15 to B 30, there were
seven cases where fahilies had paid over R.3004(as much
as M.800 and s 19500 in two cases). This only reasserts
that even the poorest are ready to pay much beyond their
capacity if deliveries become difficult beyond the skill
of the M,P.W(F).

As a custom, expenses for the first and second de-
liveries are borne by parents of the woman and later on
by her husband or in-laws. In our sample, for %56 percent
of the deliverlies, expenses were borne by parents, 38

percent by husbands and the rest six percent by in-laws.

The utilisation of doctors, MPW(F) and dais is not
different from what we obsorved during pregnancy. In land-
less and marginal farmers, majority prefer B.P.W(F). Dai
is preferred only by a few. This is so specially if the
_ M.P.W(F) is not available or when it is multiparons

- woman where delivery is expected to be easy,

Middle and rich farmers' women clearly opt for a

private doctor. Few prefer to use the services of M.P.W(F).
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But in case pf emergency where a privaté doctor cannot
be reached in time, preference is in favour of M.P.W(F)
but not dai. In SIM the low utilisation of traditional
dai 1s very obvious and the reason is primarily their

understanding that M.P.W(F) is better trained. Since they

pay both, they prefer the M.P.W(F). In appendis- , . (-
,'II we present profile: of the village dai. =2 &.7.7773

Jablg: 32. Prefe
Class " pat  M.PJW(F) Privato Doctor
'Landless ‘ o
Labourers 30 .57 8

95 (31.6) (60) (8.4)
Marginal ' 2 N -6
Farmers 0 {10.3)  (58.9)  (31.6)
Middle and 1 4 13
Rich Famors (5.5) (22.2) (72.2)

18 |
Total 132 33 72 27

(25) (94.9) (20.5)

Preferences for birth attendants thus change,

according to paying capacities. As seen in the table(32)
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preference for M.P,W(F) is more in landless labourers

and marginal farmers{60 percent) as 2gainst middle and
rich farmers, where the marjority(72 percent) use privato
doctors.' Preference for dai is just one fourth of the
total in all and it decreases with increasc in the sizo
of land holding. At the same time preference for private

doctors increases as we move from landless to richer classes,

Table: 33. Iype of actual bixth attendant

Class - Relatives Dai M.PW(F) Private
: .~ Doctor/

- R

Landless 5 33 37 20

labourers (15.2) (34.7) (38.9) (21)

Marginal 0 3 o) 1"

Ferpers (15.8) (26.3)  (57.9)

Middle and 0 3 5 10

Hien {?a;ﬁers (16.6) (27.7)  (55.5)

8 » » : ;
Total 132 8 39 47 41

Ags geen from the tables 32 and 33, though only 8.4
percent of the landless women preferred to gb to private

doctors, 21 percent had to go in actual practice. Similarly
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while 60 percent prefered M.P.W(F), only 38.9 percent could .
avall her services. Same trend is seen among marginal far-
mers too. However, in middle and rich peasants, though
72.5 percent opted for private doctors, only 55,5 per-
cent could go to them; %nd M.P.W were called in cases of
emergency though they were not preferred. These shifts
will be discussed later.

Our general discussions revealed that home deliveries
were not popular. ©Tn our sample home deliveries constitute
only 39.4 percent of the total deliveries., Even with
these the 1mpact'ofthe economic factor is clearly visible.
Most of the home deliveries(82.7 percent) were in the land=-
less labourers(72 perceht of these were attended by dais
whose role decreased; with inc:ease in ownership on land
from 60 percent in marginal farmers to 50 percent in

middle and rich peasants).
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Table: 34. Birth attendants in Hom liveri

Class Total no.of Relatives Dai MPW(F) Pvt.Uoctor
home deliveris Nurse

Lo
labourers 43 5 31 5 2
(11.6) (72) (11.6) (4.6)
Marginai : .
Farmers 5 ‘ 0 3 2 0
(60) (40)
Middle and 4 0 2 2 0
Rich Famers . (50) (%0)
Total 52 ) . 36 9 2

- (9.6) (69.2) (17.3) (2.8)

home deliveries were generally conducted in
unhygenic conditions. Nelther the dai(who conducts
majority of the home deliveris) nor the villagers give
importance to hygine. Generally blade is used to cut the
cord, mostly unboiled one. The untraingd personnel do not
take this precaution as much as the trained. 1In all cases

where relatives acted as birth attendants, instrument was
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not boiled. All such cases were among the lancdless

labourers.

As far as the after-care of the cord is concerned,
in 40(76.9 perdent) cases the cord was cut and left tq
dry as is aSQally.practiced in instituional deliveries.
All home deliveries conducted by M.P.W(F)/private doctors

used this method of after-care.

In 10(19.2 percent)and 2(3.8 percent) cases caster-
oil and face poﬁgr were used respectively., Out of these
12 cases 5( 41.7 percent) were attended by untrained re-
latives. It is significant that 80.6 percent of the
dais were using correct practices for after care of the

cord.

Food _and water to post-partum mothers:

It is widely believed among all classes that post-

partum women should not take either wate# or food immedi-
ately after delivery. Water is prohibited but hot coffee
is allowed. If the delivery takes nlace in the morning,
that night the mother can t#ke bread aftér a minimum gap
of eight hours. Next day also she should continue with
bread and boiled water for drinking., If she doesn'i deve-
lop any problems like fever, from the third day onwards

she will be given rice for lunch but bread continues for
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dinner till the tenth day. However, even for lunch she
can get only half of the rice quantity what she usually
eats, and that too with strict restrictions. Dal, subji
and curd are not allowed. Onlyaspecial mirchi pé@%r
(fried red mirchi, dhaniya ceeds, lahsun and salt grinded
together) and a local kind of soup(thin boild tamrincd
juice) are allowed, From the eleventh day onwards they
can take usual quantity of rice but still many vegetables

and green leaves are not allowed.

These observations show that fluld intake is not
restricted customarily if femilies can afford coffoe, nor
is food if they can eat bread. Bread in this area howover
‘is considered food for the sick and is therefore not easily
available in villages except from medical shops. The food
practices therefore do restrict fluid and food inthke to

some extent.

These practices are more or less similar among all
clagses and castes except in Sugali({Lambada) ceste who
form part of landless labourers. Among the Sugalis immedi-
ately after delivery, the mother and c¢child will be given
bath and then the mother is given as much rice as she

wants to eat. Water is also not prohibited. Except this
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caste, which comes under scheduled tribes, all otherse
Hindus, Muslims and Christians, follow the practices
described earlier. However, Sugalis who settled down in
the village a few gnexatibhs ago, started adopting the
practices of rest of the village. But those who were

in 'thandaé' earlier and settled down in village during
this generation only; still follow their own practices
like‘giving head bath and staple food to eat(rice, matze

or jowar) immediately after delivery.
Food restrictions durxing lactation:

Many vegetables like cucumber, bitter gourd, bringal,
gongoora{ @ kind of green leaves considered as a good
source of iron) etc. are avoided for two to three months.
It is assumed that these cause 'cold' or 'heat' to the
nursing baby. Some. pecple avoid all green leaves. Non-
vegetarian food is also avoided. "It causes heat to the
child". However, paﬁaya fruit which is prohibited during
pregnancy due to its’ 'potentiality to cause abortion’ is
prescribed during lactation. It is supposed to help increase

production of breast milik.

Confinement:

Confinement is the period following delivery during

which a post partum woman takes full rest except attending
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her new born, In»our'sample data, half of the landless
Lapourers(bS.? percent) could afford a confinement of

10 days or less, while among the other t@o classes, women

in this category were 31.6 percent 5.5 percent in marginal
farmers and middle and rich farmers respectively. 24 perF
cent of the other half of lLandless women could afford

full rest upto one month and 12.6 percent upto two to three
months. None from thls class was able to afford rest beyond

three months.

In marginal farmers majority(47.4 percent) could
| take full rest from ten days- one month and 21 percent
upto 2-3 months. However, in this class also, none reported

confinement for more than 3 months.

Only in middle andrich farmers class, majority(66.6
'pércent) took rest from 10 days- 3 months and 27.8 percent
could afforiit even upto 4-5 months. ' Only one out of 18
women maintained confinement for less than 10 days. This
again shows the impact of class positions on confinement
préctices. However, those who helong to landless or marginal
classes and maintained donfinement upto three months reported
that they-underwent tubectomy after delivery and so were

forced to maintain longer periods of confinement.
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Table: 35. Period of Confinement after delivexy
o among_the Sggglg

Class Less than 10 days- 2 moths- 4 months-
10 days 1 month 3 months 5 months

Landless 51 32 12 0
Labourers (53 7)  (24.2) (12.6)
95
Marginal 6 9 4 0
Farmers o
'19 (31.6) (47.4) {21)
Middle and 1 6 6 5
Rich Farmers (5.5) (33.3) (33.3) (27.8)
18
Total 132 58 47 21 6

(43.9) (35.6) (15.9) (4.9)

Resuming heavy work after deliverys

In landless labourers and marginal farmers, though
household work is resumed soon after delivery, outside works
(agricultural activities) are postponed for sometime.
However, host of the women resume &nimel husbabdary work
from the 21 st day onwards, Agricultural labour is post-
poned mostly till about six months. This is borne out by
our sample data(table 36).
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In marginal farmefs too the patiern is the same as
for the landless (table 37)

Table:36: Ayoiding _ z

landlass labourers
Kind of work ggtg;mgg' Upto 1 1 month~ 3 mondl- 6 monhs

~ doing this """ 3 nonths 6 months © 1YY
work ' '

Agriculatural 79 -3 3 52 21
Labourers (51+28) (3.8) (3.8) (65.8) (26.6)
Animal . 28. 17 9 2 0
Husbandary (60.7)  (32.1) (7.1)
Househedd 16 13 3 0 0
work only (81.9) (18.8)

& In this class, during pregnancy 51 women did
agricultural labour and 28 women did both agrie
cultural labour and animal husbandary. But
when they resumed these works after delivary, they
did so at different points of time. Therefore
figures in this column do not exactly tally with
figures in tabled4.
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In marginal farmers too the pattern is the samo

as for the landless (table 37).

Table:37: Avoiding Heavy work after ggligggi among
maxainal farmers. ‘

Kind of work Total No Upto 1 month 3 mont6 months-
of women , 1 monh -3 monts 6 month! years
doing this "

work
Agricultural 4 1 0 2 1
Labour (1+3) (25) (30) (25)
Animal 7 5 1 1
Husbandary (4+3) (71.4) (14.3) (14.3)
Household 1 7 4 0
work only : (63.6) (36.4)
Total 13 5 3 1
o In this class, during pregnahcy one woman did agri-

cultral labour, four women did animal hushandary and
three others did both agricultural labour and animal
husbandary. But when they resumed these works after
delivery, they did so at different points of time.
Therefore, figures in this column do not exactly
tally with figures in table24.
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In the middle and rich farmers, of the 18 women,

only two were doing agriculturo and animal husbandary, and
one was doing agriculture alone. All of them resumed theso
~works only after six months. While in the landless and
marginal classes animal husbandary was resumed much earlier
compared to agriculatural labour; in the middle and rich
peasants,ckasses, both were resumed at the same poinf of
time, i.0.8fter siz months. ‘Even among those who do housc-
hold work only, majority(12 out of 18) resumed it bétween

3 months and 6 months. Only three out of 18 regumed it
within a month, the time when the majority of landless

(81 percent) and marginal(63 percent) farmers' women are

back to the grind.

Eamily Planning Practicest

It s interesting to note that‘sterilisations are
very popular in SIM. By the end of June 1984, 56 percent
~of the target couples were covered by sterilisation; |
mostly after two or three children. There are many women
particularly from landless labourers, who undergo sterili-
gation by the age of 20 pears, after giving birth to two
children. However, temporary methods to prevent conception

are not popular.
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Table: 38. Sterilisations among the Sample-

paxity wise
Class - Total No.of with 2 With 3 With 4 or 5
women steri childr childr children
iised . ._.en____en,
Landless 37 17 13 7
Labourers - (45 g) (46)  (3%.1) (18.9)
.93 _ : _ , o
Marginal o :
Farmers , 6 3 3 0
. (33.3) (%0) (%0)
18
Middle and 6 5 1 .0
Rich farmers (a5 1) (83.3) (16.7)
17 . ,
Total 128

49 2% 47 7
. (38.3) (51) (34.7) (14.3)




145

faoble: 39,  Willingness for stexilisation amona the
sample-parity wise

Class Total No. of After 2 After 3 After 4
women willing children children children
for sterili- '

sation

Landless
Labourers 50 2z 22 1

93 (33.8) (84) (44) (0.5)
Marginal 12 6 0
Faxm$§s (66.6) (%0) | (80)
Middle and L 8 2 1
Rich $armers (64.7) (72.7) (18.2) (9.1)

1
lotal 128 73 41 30 2
(57) (56.2)  (41.1) (2.7)

Out of the 128 sample women, 49(38.3 percent)
underwent sterilisation. Another 73(57 percent) women
expressed willingness for sterilisation. Only six women
(4.7 percent) who are landless 1abourers'expressed unwilling-
ness for sterilisation. Three of them are Muslims and
reportéd that though they want to get sterilised, their

husbands do not allow them due to religious beliefs.
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Two women, Hindus, are afraid that they may facé poet-
operative problems and consequent hysterectomy. Another
woman is & widow. Though a few others are als¢ afraid
that hysterectomy may become necessary later on, they

feel that they can't afford to have more children.

Tablet 40. Sgatement showing parity wise couple data

n -84 4
With Torget Stevilised of storilised
Couples \

0 children 82 0 . 10
1 Child 177 12 . 6.8
2. children 226 219 96.9
3 children 237 212 . 89.4
4 children 90 78 86.7
Schildron 34 17 50
6 children | 6 '3 %0
7 children 0 o 0 0

Total 952 541 56

Soruce s PHC, SIM.
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Our sample data also feflects facts worth noting on_

the reasons far sterilisations.

Table 41
Class Cannot feed To Keep up Child Children
more children mother's & rearing won't
" ¢children's 1s diffi allow
health  culty mother
tandless - m 3 -2 4
abourers ' “ AN ' [ '
(87 Qut Qf (8907) (304) (203, (4.6)
93%)
Marginal 13 '3 1 1
‘?g“‘,e” L (72.2) (16.7) (5.6)  (5.6)
Middle and 6 3 8 ‘ 0
Rich Farmers (3%9.3) {(17.6) { 47)
A7
Total 122 97 9 11 5
(79.5) (7.4) (9) (4.1)

# Out of the total 93 women in landloss labourers only

87 expréssed*willingnessl
thom already qot sterilised.

are consldered here.

‘for sterilisation,
Only their statemento

Some of
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Economic factor is suggested as reason in majority
(79.% percent) of the éases. Sterilisatioﬁlis felt nece=~
- gsary to keep up mothers' and children's health only by
ailing mctha:s, wﬁen difficulties in child rearing is
suqggested as the reason, landless labourers'! and marginal
farmers' women saw it more in terms of finances to keep
up a child healihy.v&iddle and rich farmers' women saw it
in terms of work burden. Only labouring women reported
that children become an obstacle for working mothers.
Given the poor economic sltuation in sucg‘families women
are forced to go in for employment and it is not surpri-

sing that child rearing is viewed as anindrance .
Conc Poll ons

Only Brahmins consider post partum mother and
the new born as polluted and others do nvt touch them
for ten days. »0nvthe elevedthv day mother and éhild take
head bath and then are congsidered to be pbllutionvfréeQ
In other castes, this kincd of untouchability is not practi-
ced but mother is supposed to take head bathlbefore she
resumed house work, which may take place on any odd day
betwoen fifth and eleventh day. | _ )

However, on the twentyéfirst day mother and chidd

again take head bath and are considered completely free
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from pollution. From then ohwards women resume work oute
side hbuse, like cutting grass in the fields or going to

canal for washing clothes etc.

The first 20 days are considered 2s a big leap
forward in the Fife of the infant because many infants
used to die within this period earlier. The twenty-
first day ritual is observed throughout Andhra.

arstitions followed |

A;l over rural Andhra there are certain supersti-
tions followed by post partum women of all classes and
castes and the SIM women are not exception to this; They
tie a cloth around their waist('nadumkattu') believing
that it checks the growth'af abdomen aftér delivery and
helps in contracting the uterus to its original size,

They wear mufflor around head and put cotton in ears to
prevent air entering into hody and causing headache.

Also wear chappals day and night to prevent'cold' entering
their bodies. Uéaally labouring women do not possess
chappals, but during this period they somehow manage either

to buy a paly or borrow one from their men.

Our semple data reflects that women of all classes
irrespective of their economic position believe and

practice these superstititions,
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Table:42. Supe: R PR Y

- Avolded water Viore Nadum Wone muffler
Class immediately kattu and cotton
after del;very :

Landless ¥} ' n 82
Lebourers (82.1) (78.7) (86.3)
Marginal 18 1% 18
Famers (9‘4.7) (78'9) (94a7)
19 . -
Middle and 11 12 16
Pich Fammers (61.1) : (66.,7) (88.9)
18
Total 128 107 98 116

(81.1) (74.2) | (87.9)

Majority of those who didn't wear 'nadumkattu’
reportéd that they did so as they underwent tubectomy,
Otherwise they also would have gone for it. Majority
believé that water should be avoided for a postpartum
women immediately after delivery. However, their percentage
decreases as we move from landless labourers to middle
and rich farmers. This is due to their interaction with

better health services.
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4.3 HILD CARE PRAG ’

Under this heading, data on first feed, colostrum fee-~
ding, breast feeding, weaning foods, vaccination, care of
small children of mothers who also work outside, small child=
ren's food etc. is presented. Superstitions followed in
cases of sﬁall children are also dealtl with.

Eirst Fead: As in other parts of South India, in Andhra
Pradesh too, pre-lactation feeds are quite common. SIM women
reportesd having fed thelr new borns with various items, the
most common belng castoroil and glucose water. Till lacte-
tion established, they give these different kinds of feed

to the infant.

Table: 43. New borns' firs ~yarious linds

S1.No. Kinds of  Landless Marginal Middle & Total Per

First feed Labourers farmers Rich Far cen
mexs L8O
52 4
1. Castoroil

"
(59.3)  (36.8) (22.2) 63 48.4

2. Saline/Glucose 3% 11 , 12 _

wa ter (37.2)  (57.9) (66.6) 58  44.2
3. Sugar water (131) 0 0 1 0.8 -
4, Foster Mother's :

Milke e (g.a) 0 0 4 3.0
%, Cow.s Milk 0 0 (535) 1 0.8
6. Honey 0

(3.9) 1 0.8

2
7. Breast Milk (251) (5.3) 0 3 2.2

94 19 18 13 100
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In landless labourers, majority(55.23 perceﬁtﬁ of
the new borns were fed casfertﬁl and in other classes it
was glucose or saline water, which was also the second
choice among landless. Thus 92.5 percent of the landless
labourers’, 94.7 percent of mérginal farmers' and 88.8
percent of the middle and rich farmers' babies were feod
with either of these. The other kinds of§feeding were less
frequent. Among landless only, the practice of using foster
mothers; milk for ursing infants was aléo observed. Only

3 children got their mothers' milk as first feed.

Castor oil is a traditional feed while glucose water
was given on medical advice. Sugar water, oﬁher motherts
milk, cow's milk, and honey were given on elders' advice.
Breast milk was given either on medical édvise or elders’

édvise. \

Egedinc Cologtrums

Many mcthexs.do noi feed colostrum to their new
borns. In fact, majority of them do not have any ides
about colostrum- whai it looks like, its functions etc.
Usually, they feed their children from third day onwards,
_that too after removing the first white milk, which is
suppoed %o bel'rotten'milk. Even the medical personnel seem

nct to bother much about this.
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fablea 44.
Typo of Birth Total No.of Colostrum Colostirum
Attendant BirthsAtten fegd not fed
a - ded ‘
Relatives | 5 o 3
N - | o (100)
Dai | 39 A 38
' (2.6) (97.4)
M2V (F) 47 10 37
, : {(21.3) _ (78.2)
Privete M 7 . 34
Doctor/ | (17) (83)
Nurse : ‘
132 18 114

(13.6) (86.4)

If we group the-birih attendants as untrained
(relatives and Dai) and trained (MPW(F) and Doctor|Nurso)
personnel the first oroup advised to feed colostrum only
~in 1.8 percent ceses whereas the later did so.” in 19.3
pexcent. Though there is a difference it is not very

marked.
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2592&&.23&@&&98*

1t generally starts on the third day and infantsg

are kept exclusively on it till about six months by the

majority in all sections,

Barly weaning with pré«cookéd

foods like Farex end Cerelac is prevalent among the middle

and rich farmers who always consult private doctors. A

small proportion of women believe that a boy should be

fed for a longer period, upto eight months and a girl upto

six months{see table 45).

Tables 45.-
Class Boy 8 months Boy & Boys and girls
Girl 6 months Girl both 6 months
both 6 = 1 year
months
Landless 1" 74 8
Labggrers (11.8) (79.6)  (8.6)
Marginal 1" 17 0
Farmers (5.6) (94.4)
i8
Middl: 3 14 0
and Rich '
17 |
Total 128 1% 10% 8
(11.7) (82) (6.3)
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It is important to note that among those who fed
for less than four months, three landless women could nog
fed for long despite wanting to, because they'had not
enough milk while others did it deliberately. Secondly
though 82 percent said breast feeding is desirable for six
months, in actual practice 43 percent fed uptoelght months
to ohe year and only 4% porcent till six months. This
only shows that breast feeding is still the mainstay of
infant nutrition in the village for at Yeast the first.
six months(soe table 46)-

Table: 46.
| Class Upto 4 Upto 6 8 months-
months months 1 yvyear
Landless 3 43 44
Labouroers (3.2) ‘ (46.2) (47.3)
90
Marginal 2 7 9
Famars (11.1) (38.9)  (50)
Middle and
Rich Farmers (3563) 8 3
17 . (47) (17.6)
Total 128 11 58 56

(8.6) (45,3) (42.7)

Among the landless labourers thre{2.2 percent) womon
(with 2,2 and 3 children respectively) never breastfed

their children as they could never produce it. They
all used powder milk as substitub.
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The delay in weaning which is maximum among the
landless is due to lack of time women can spare to féed
solids. A lot of patlence and fime is roquired initislly
for weaning babies to solids. Due to their al:eaéy ovor
loaded work burden, many mothers cannot do 86¢ This is

evident from the table 46, that as many as 47.3 porcent
vand 50 percent children in 1andiess.labourers and'marglnal
farmers remain on extlusive breast feeding up to eight
months to one year. Their percentage is much smalloer
{(17.6 pe:cent)in middle and rich farmers where mothers

usually remain at home.

Landlgss labourers' eand marginal farmers'! women
breast feed their children upto.abbut two yearo or till
they get next pregnancy. This period is much shorter in
middle and rich farmers'! classes ranging from siz month
to one year. As many as 80 percent women almost oqually
spread over all classes reported that they do not have
any idea about the influence of breast feeding on the onsot

of menstrugtion,

Vaceinations

Mothors' knowledge about prevention of discasos is
very poor. Only polio vaccination is widely known, but
20 percent of mothers assumé that it 1s given in the
for@ of injection.{they mistake DPT injection for polio
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vaccine, as these two are usually given together.)

' Vaccination rates fall down very sharply in Summer as
mothers and the MPW(F) believe that it causes high fever
in an already hot atmosphere. Another reason is that the
PHC cannot preserve it properly in Summér as they have a
very small fridge and it is enough just to keep water
bottles and very important medicines.

Table: 47. Knowledge of mothers about preventionof

diseases
Class - Tloesn't Polio Polio Polio Polio,TB
knowat only and and and
Aall B Tetanus Tetanus
Landless» 37 X 1 2 0
Labourers (49, (56.9) 1,17  (2.1)
93 i
Marginal 3 .14 0 i i 0
Farmers {(16.,6) {(77.8) 5.6)
18
Middle and ?‘ 3 . .
Rich Farmers :
17 (5.9) (76.5)(5.9) (5.9) (5.9)
Total 128 41 80 2 4 1

(32) (62.5) (1.6) (3.2) (0.8)

Though 32 percent c¢f the women do not have any
knowlaége about vaccination, knowledge rates increased
from landless labourers to marginal farmers and still more
in middie and rich farmers. This is due to their better
educational status and interaction with health services.

Whoever knows about accination, knows about polio. In
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addition to that 2(1.6 percent) and 4(3.2 percent)
persons know about TB and Tetanus vaccines respectively.
iny one person knows about polio, T.B._.and Teianus.

- Diptheria, measels, etc, vaccines are not at all known.

DPT is not known as a single vaccina.

To collect data on against what all diseases children
were vaccinated, the researcher had to explain to the
respondents about the kind of vaccination{injection oral

drops}, how many time it is adminstered etc.

Teble: 48. Percentade of Children Vaccinated

Class Total No.of No.of Vaccinated Children

Children

aiive ___BCG DPT  POLIO
Landless 179 34 8% : 8%
Labourers | (19) (47.%) {47.5)
Marginal 32 12 19 19
Farmexs (37.5) (59.4) (59.4)
Middle and 28 21 23 23
Rich Famers (75) (82.1) (8201)
Total .23 67 127 127

.

(28) (53,1)  (53.1)

P e

-
i g,,
£
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Vaccination rates aré high in middle énd rich farmers
compared to landless and marginél farmers. Polio and DPT
rates are same as they are given iogether. BCG rates are
poor in 1and1ess labourers and maiginal farmers campared
to middle and rich farmers and also to thelr own polio
an d DPT rates. This is because, home deliveries and
PHC deliveris are ﬁbre in these two classes. As ECG
ié generally given'within a few days {fter delivery,
théy\don't get it; The PHC somehow always 13&&5 BCG
vaéciﬁe. The middle and rich farmers' women go to private
hospitals for deliveries and their new borns get BCG
there. | | |
Eoodd for small childraen

- The lendless labourers' and marginal farmers' small
children get only rice with dal- or 'chutnoy' as their
elders eat._ Occassionally they get a bﬁacuit, baﬁana or
gﬁava fruit. In middle and rich farmers class, children
get many more nutritiopgﬁfoods. Milk, precooked cereals,

difforent kinds of fruits like apples, grapes, bananas,

-and sweets etc are regularly fed to'them. Once they cross

the age of one year they also get egg.
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Mothers who work in the flelds face 8 big problem
regarding care of their c¢hildren, particularly landess
labourers' and marginal fammers', as their families are
nuclear in structure. However, grand parents(mostly
‘grand mothers) of the child, if they live hearhy take care
when the mother goes out to work. But certain points should
be noted in this regerd. Old women who are unable to work
in fields only stay back at home. Such women cennot roally
provide good care for small children. Moreover, they have
to take care of children of all their sons(often 3 or 4)
living in the same locality. This agein affecte the quality
of care they can provide. In reality, what they do is,
just fecd these children., Children are left in streets
to play in mud. Even to give them bath, mothers have to
come back. In some cases young relatives take care of
omall children. These are mostly children's paternal aunts
(betwoen 8 and 13 vesrs) who are not yot coing to fields
to work as labourers. Elder children, who are four or
£ive Qears older to the infantaso do this job., But in
terms of quality their services arc very inferior because

they themselves are young ehouqh to be taken care of.
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Sometimes children are left alone at home, whon
there are neither relatives nor elder children. There
won't be anyone to attend to their necessitles. Whether
they are hungry, dirty or to be washed, they have to
wait till their mothers come back, Usuallyvthev are loft

in extended verandahs of their one room locked-up huts.

Table: 49. aretikersof yvyoung
is away on wgggv
Class . Left alone Elder son/ Old Yonger Husgband
A at home daughter parentsrelative

Landless 8 12 89 8 %
Labourers (6.9) {15.6) (66.2) (10.4) (1.3)

T7 '
Marginal , 0 0 r 4 3
Farmers ( (57.1) (42.9)

7 o
Middle and 0 0 3 0
Rich Farmers : (100)

3

Leaving children alone at home or under the carc
of elder children which are the most inferior ways of
taking care of children preﬁail only among iandless
lebourers. Among the rest, majority depends upon their
old parents. In fact, only among the marginal peasants
three wa§§223§%end on young relatives. Among middle and
rich farmers only old parents take care of omall childron.

Quality of thelr services ie much better than that of the
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same category in landless and marginal farmers classes.
Moreover, these women supervise their own agriculturoc

and come back in a few hours whereas the landless and
marginal classes women have té work for longer hours in
the flelds., Though there 1s a nursery school in the
_village run by the 1loél Mahila Mandali, ldbourers' children

are not allowed there.

Most of the women labourers claim that they work only
in lemon orchhrds when they initially resume field work
after giving birth to a2 baby. This is in order to come
back scon and to feed the child. Qut of 84 labourers
70(83.3 percent) reported this. But what happens in reality
is worth noting. They work for four hours in lemon orchards’
and need one to one and half hours time to walk to the
work spot and back. Altogether the baby is left without
milk for almost six hours. Those mothers who work in
weeding go back home during their lunch hour to feed their
babies but this is possible only with an interval of about
five hours énd it involves a long walk for the mother.
Those who work in transplantation or harvesting also do
the same. But those who do it under contract labour, which

is the most prevalent method, cannot do so. They can come
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back only in the evening. However, their fellow labourers
are considerate and let them go an hour earlier than others.
But still, mothers can come back only after six to seven
hours and the child remains hungry till then. Of the rest
14, six(7.1 percent) women reported that buffallocs' milk
is given, and the other eight (9.5 percent) reported that
they come back during lunch break. If the child crosses
eight months of age, by that time usually they get used
to solids and sc rice ls fed.
Infant deaths: |

Among the children(132) born alive between May'83
and April'85% seven dled as infants. All of them belonged

to the landless labourers class.

Table:so.Details of infant deaths who were born between
May 83 and April 85.

Sl.No. Class Caste Sex Age at Cause of
Male Egyhale the time death

of death

1. Landless B.C . VF 13 days Veakness
Labourers

2. " " o " 5 months diarrhea

3. n " . " {1 day premature

4, " " - " 6 months Heart diseasg,

brain fever

5. " S.T - " 1 day Premature

6. " 5.C « » 1 month weakness

7. n 5.C U " 1 month weakness
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Theyall were female babies. Four of them belonged
to Backward caStéa;vone to scheduled Tribes and the othér
two to scheduled castes. Of them two dled on the day of
birth and cause of death was pre-maturity. One died before
cmmdéting one month and cause of death was weakﬁess. i
e Three more died between one and six months
of age- two died due to weakness and'the other due to dia-
rrhea. Another died just after completing six months due.
to brain fever and heart disease. All the.causes of death
are linked with malnutrition and poor environmental con-
ditions (except the heart disease case). Thus, infant
mortality rate(infant deaths per one thousand live bixths)
asﬁaong the agriculturists of SIM is 53,

Life Experience of Sample women regarding infant Deaths

Out of 128 women who formed the sample, 28 women
reported to have ldst infants at some point of their
married life. One of them lost two infants and a one
and half year old child. Apart from these 28 women,
another woman lost @ 10 year old child. In middle and
rich farmers' classes, there were three infant deaths.
All three died on the day of their birth due to pre-
maturity (see table 50).

In marginal farmers class, five women experienced
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one infant death each. Of these infnants three died on
the day of birth and another on second day due to pre-
maturity. The fifth one died on third day due to a

tumor on her head.

Table:51. Life Experience of the sample women regarding

L

infant deaths
Class Total No.of Infant deaths Averageinfant
' children born I deaths per
alive Male Female Total woman
(infant
deathylive
births
Landless 211 1% 15 30 0.14
labsuvers .
Marginal 37 2 3 5 0413
Farmers |
Middle and 31 1 2 3 0.09
Rich farmers : :
Total 279 18 20 ag 0.136

Among the landless labourers, three.families "
suffered two infant deaths each, one family experienced
five infant deaths and another lost two infants and one
child, Fifteen families lost one infant each. Altogether
in this class eight infants died on the day of their birth,
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seven died before they completed the age of one week and

three died before completing one month. Nine died before
completing six months and another three died before com-

pleting one year. For all the children cause of death

was prematurity/weakness/diarrahea/infection.

This shows that while émong the rich, prematurity
and neonatal deaths were seen, among landless and marginal
farmers households, infections due to poor environment
during post neo-natel period offered an additional hszard,
However, thig data has #io be taken with caution given the
small size of the middle and rich farmers' households.
The same is also true for the class difference which is :
visible between average infant deaths per woman in labourexd,

marginal farmers' and midéle and rich farmers' classes.

5] gstitions in i Ca

Feeding casteroil regqularly upto a minimum of six
months and brading the stomaches of small children are
haxmful superst itions though there are many others lihe
the one that children should not be brought ocut into
courtyard at dawn, and belief in amulets, or saving them
from ‘evil eye' etc. If children are attacked by jaundicg,
their wrists are branded to "cére® it. If they suffer

convulsions, forehead is branded. However this branding
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treatment is not that much prevalemnt these days. Though
this was sporadically observed, no quantitative data was
available on it.

Feeding castor’.oil is spread over all the classes.
Among the sample, 90 percent children were fe& castoroil.
Of these 19.2 percent of the children drank it upto three
months. 62.4 percent upto 3 to 6 months and the rest
of eight percent upto six months to one year. Only 10
percent of the children were fortunate enough to escape
from it but, for them it was replaced by gripe water or
milk of magnesia.

Some people believe that if children are branded on
their stomachs within ten days after birth, it helps increase
their digestive power. This is an age old ﬁractiC@ in
rural Andhra which was very common some SQ~40 years ago.

However, it still persists in SIM(see table 52).
Table.52 Branding of Children

Class Total No.of No.of children

Childr alive an
Landless 179 17
Labourers (9.9)
Marginal 32
Farmers (5.3)
Middle and 28 2
Rich Farmers ' (7.19
Total 239 20

(8.4)
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Our quantitative data on branding makes it clear
that 1t is spread over all the classes, though not in
large numbers.

Our data indicates that superstitious practices do

not exclusively mean avoiding modern medicine. People

use both.

' Only the middle and rich farmers classes have the
luxury, of practicing ceremonies. They perform’seemantam'
where the pregnant woman is treated with many §ifts and
the invitee{women who are not widows and mostly belonging
to their own caste) are treated with fruits apd sweets.,
After birth, on the mther's bathing day, lunch is hosted.
On the twenty first day, naming ceremony takes place. Later
" in the evening the child is put in a cradle amidst the
invited women., Then in the third month, when the child
turns on her back and later when it walks; talks, many
" such celeberations take place. On all such occassions the
invitees are only women but ‘suhaagans'. During the eigth
month, when they introduce rice(appropriately the function
is called as ‘Annaprasana'~ Annam means rice), it is

celebrated again at a large scale with lunch and all.
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In contrast to these festivities the vacum in the
social life of landless women ig illustrated by Kopalle

Mariyamma, a young landless mther.

Cage Hepoxt

Kopplle Mariyamma does not know what hexr ade

is just as several others in her neighbourhood.
She never had any occassion to try to cuess
about 1t either. May be she is around 25.

Mariyamma is very weak . She has throee
young children., Theyall look weak and smaller
in size for their age. She and her husband
both are agricultural labourers. They own
no land or any other source of income. Fortu=
nately, in this area of the country, they @Gind
some work or other round the year. Still,
they can hardly feed themselves well. They
borrow money even to thach their small hut
ence in three years.

After the third child Mariyamma had gone
for tubectomy operation. She could afford
no rest after that. She suffered from prolpse,
white discharge and post-operation stomach-ache.
As this persisted for over a vear, she under-
went hysterectomy. For this, the labourers'’
family somehow raised a loan of B, 1000/-on a
high interest.

Meriyarma looks dirty. Her children are
dirty. They play in dirt on the road and are
mostly naked. They live in a mud-hut. The

~ are Basrijansand live in 'palle'(ﬁarijanawadx.
Mariyamma and her children are dirty because
they can afford no soaps.

The name Mariyamma is the corrupt version
of goddess Mary in Andhra., Mariyamma is a
Christian. Of course, the missionaries have
not neglected them. Everytime they went to
preach the family, Mariyamma was asked to keep
herself and her children clean. She always
agreed. But nobdoy ever told her how to get
a soap.
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Mariyamma looks restless, unitterested. GShe
doesn't show much interest in her children
either. She cooks for them in the morning.
The old mother-in-law who lives nearby, feeds
them in the "lunch time". Mariyamma is utterly
tired when she returned home after work. :
Somehow she cooks the ‘dinner'. "Where is the
time to look after my children? When should
I love them - She pleads remembering those
whorecommended hexr the use of soap and necessity
to bhe ciean.

Mariyamma, who doesn't know her age, who
underwent tubectomy and hysterectomy by her
mid twentlies, who looks weak and dirty is fully
aware of the plight of her children, though
she encounters them only for a few hours in
the day. " But what can I do ? "She querries.

She knows that " they also would become 1abourers
like us",

The barrenness of the life is too glaring
to need further explorations. It only helps
us to ask the question "given her conditions
could things ever be ' different 7”



CHAPTER IV

DISCUSSION AND CONCLUSIONS



PISCUSSION AND CONCLUSIONS

CLASSE RK PATTERNS AND IMPLICATION
FO AL WOMEN :

In SJM, as in the other villages of the block,
developéd technology is being used in agriculture. Tractors,
sprayers and fertilizers are used. Canal irrigation and
availability of abundant ground water for dry land 1#:1-
gation and the fertility of soil not only increases pro-
ductivity but also makes multiple cropping possible. Despité
the use of machinery, agriculture still demands intensive
labour. Thus more and more people ére being absorbed in
agricultural  work . This is reflected in the .
census data which shows not only an overall increase. 4n .
in the total agricultural work force but also rising ik
numbex of women agricultural workers. While the number
of men almost remains constant(in fact there is a slight
dectfease in their nhmbers) number of women workers increased

by 60 percent between 1971 and 1981,

1974 ' 1981

Male Female Male Female
Cultivators 409 11 413 50
Agricultural 574 = 307 549 495
Labourers

Source: Census of India, 1971 and 1981
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This has to be seen in the background of high
productivity in the area. It perhaps means that women's
employment is primarily dependent upon full absorption
of men workers. Only when men are mostly employed and
labour démands are high still, more and more women are
dowly being absorbed into agricultural economic activity.
This indicates the weaker position of women in SJM's
social network and suggests that they will be taken in
or thrown out of employment depending on the exhaustion

of men labourers.

It is a positiop indication that more ﬁomen are being
absorbed into employment. However, the kind of work they
perform in the fields demands lot of energy and time.

For example our data shows that most of their jobs are

back bending, to be performed in the midst of knee low
water and mud, whether it is transplantation, weeding or
harvesting. They carry heavy loads on their heads. Their
work demands hard physical labour. All their jobs are ok
long duration without rest and no time even to feed their
babies. Even in the lemon and betel gordens, as we have
already seen, the working conditions are nét very different.
The implications of this intensive labour demand is very

negative on women's health. The long working hours and
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intensive work makes higher demands on their énerqy out-
‘puts and leaves them completely drained out and fatigued.
They cannot find time for rest or for relaxation, More-
over, the long working hours and the resultant fatique

leads to neglect of children and their homes.

It is recogniséd that most women werk harder and
fdx longer hours than men. Yet the faticue factor has
not been considered as an important determinant in the
health studies. But who are these 'most' women? Where
do they come from ? How their lives are different from ,

the other women and why ? Very few have looked into these

questions.

Asg seén from our data, work patterns of women are
very different among the different classes. Women of
the landless class work throughout the day throughout
their lives. Their struggle for sufvival forces them
into an intensity and long duration of work which increaso
with their poverty. The constant and cumulative fatique
affects their own and their children's health., On the
other hand, the women workers in the middle and rich |
faxmers classes are not as overburdenod with work. Firstly

their number is small., Secondly even those who work, do
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mostly supervisory work and not actual physical labour.
The number of workers and intensity of work increases

amoné the marginal and is maximum in the landless women.

The plight of women in the landless labourers and
marginal farmers still gets magnified when we impose thé
social reality on their economic lives. Our exploration
of the soclal life shows that women have no power in deci-
sion making proéess in the family affaris nor can they
spend the money that they earn the way they would like to.
Though.in these classes people get three meals a day, the
quality of.food is poor. However, our data shows that
women, because- they eat last,‘may not alwéys get adequate
quantity. Though the soclial status of women in the well
6ff classes is not different, they do not suffer from
lack of fobd at least because of the oconomic prosperity
of the family. |

Vie see then that women specially from landless and
marginal farmer classes are not only forced to work beyond
their physical capabilities but that they also do not get

enough rest or food to recoup.

It is worth noting that the changing seasons increase
or decrease the work of agricultural labourers; women's

work in the household goes on irrespective of seasons.



Household work is an additional demand on the physical
encrgies of women. V¢ have secen in SJM that this aspect
‘of womon's life is also clearly related to hor class

position.

Our explorations of this aspect of women's lifé hag
revealed that in all clagses vomen are fully responsible
for the maintenance of the families(homes). Uepending
upon their access to resources, women from different
classes spend different amounts of time end energy into
household work. As illustrated by our caso‘réports.
those who have. little money primarily depend upon their
own labour whereas those wha'can affofd'not only use
others’ lahour(sérvants) but also tools which make their

work easy, like gas connection, grinder otc.

Here we would like to point out thatvh6§eho¢d work
which is generally treated as .non-productive or unecono=-
mical activity, is in fact very much a part of the family
economic activity. In neoclassical economy, exploitation
is undérstaod_to be a process which is a creation of tho
markets. This school of thcught'beliovea.that'the essenco
‘of labour exploitﬁtion lies in the difference botween costs

and prices based on the theory of marginal utility. They
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ignore the processes of labour exploitation taking place
in the process of production as well as at the level of
the household which is a part of the total production

process.

Our data establishes the importance of production
and household work in the process of appropriation{eco-
nomic exploitation). This is obvious when we impose the
patterns of household work and economic_activities'on each
other in different classes. 1t is clear that the families
which are the'pocrést and most exploited in the field are
also the ones whose women have to work the hardest at the
household level. This means tﬁat the class of labourcrs
which is putting in the most labour in agricultural pro=
duction is getting the least amount of wages. Obviously
then they are not being paid for the hours of work that
they put in but only for subsistence. Subsistence in
SIM means eating rice with mirchi, six hours of sleep,

a roof on: their heads and a pair of clothing. In other
classes where both men and women are putting compsratively
lesser hours of work as well as energy, they are getting
higher returns, primarly beczuse of their greater access
to land and other resources. Within this pattern of

exploitation at the level of production, household work
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plays a crucial role. Free labour of women is used to
keep 2 family alive at a level which is 2 sheer necessity
for survival. This exploitation of a woman's labour is

in fact necessary for the economic exploitation of her
class and has therefore been given social sanction. House
‘hold work therefore cannot be seen in isolation from the

total economic activity of a family.

The additional load of animal husbandery that women
take has elements of both the traditional understandings,
i.e.economic activity and household activity. It is
interesting to observe that according to our data the
poorer families use 1t more to enhance their incomes while
the richer families use it to improve their living stand-
ards. The interclass differences in this too are quite
uhderstandable given our earlier-understand;ng of pro-
duction processes, classes and the role of individual

families.

Ag far as social status is concerned all women share
the lower status. Neither of them have power in taking
decisions at family level or regarding sterilisations
which effects their health either way. Dowry-and wife.
beating ‘are spread over all the classes though at differ-

ent degrees. By making them subordinate to men who also
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control their labour use, women are pushed into a state
. of dependeﬁcy'from where they can neither avoid the
situation which make them sick nor can they seek help
when they do fall ill. |

Qur discussion upto this Qoint highlights inter-
class differences in the patterns of different types of
work and its basis., The implications of these for the

health of women are primarily in terms of her energy
‘expenditures; her nutritional status, and her ability

to recoup her energies. Different levels of these will
give different levels of vulnerability. We shall now see
how class differences regarding these factors might in-

fluence materﬁal and chiid health status.
Sta Haalth in Di t Class

Being conscious of the limitations of our dats,
we do not want to mike any conclusive remarks. However,
certain points need to be noted. The dangerous compli-
cation during pregnancy, bleeding, was prevalent‘only
among the labourers. Fever just after delivery was also
con fined to landless and marginal classes. Prolapse ‘
and still births were also confined to them. Among the

sample childdren seven infants dled and all of them belongec
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to landless class. When the life experience of sample
women regarding infant deaths was considered, average
infant deaths was censidered, -everage- infant deaths

per woman was higher in landless and marginal classes
(0.14 and 0.13 respectively) thaﬁ in the middle and rich
farmers clags(0.09). Concentration of all these among
the marginal and landless could be an indication of

the impact of the already vulnerable health status and
heavy work that they do in the farm. This data is reinfor-
ced by another observation in SIM, that is, acceptance

of family planning comes only after 3_or.4 children among

the majority of landless women.
P ons a A

- Our data throws up some very imteresting clues to
question the conventional beliefs as given in text books,
It is generally believed that peopie in Villages prefer
magical and traditional systems and do not.go th. PHCs
and that thislgs speqially so where diseases of women and
children are concerned sihce their perceptions are not

scientific,

IN SIM 60 percent of the poor preferred the MPW(F)
to be their attendant at birth, but only 38.9 percsnt could
get'her serviceé, _This was explained either as unavilabi-
18ty of the MPW(F) or difficult labour. Though only 8 per=
cent of the labourers opied to go to a private doctor, 21

percent went to them. 17 percent of them spent more than
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Bs 100/~ of whom two spent more than Rs 500/- This shows
that even the poor go beyond their limits and spend monoy

to get health services.

33 percent of the total delivéties took place at the
PHC of which 91 percent are from labourers or marginal
classes. Though 75 percent of middle and rich classes
women opted for a private doctor, only 55.5 percnot could
actually go and the rest fell back on MPW(F). The MPW(F)
who was many times not available to the landless or margi-
nal classes was readily available to the middle and rich
classes whenever they needed her. MPVW's positive incline~

tion towards the well off classes is quite obvious.

It 1s interesting to note that though only 75 per-
cent did make any kind of medical consultation during prég;
nancy, 94 percent took TT injections. Even among the labour-
ers it was 91.6 percent and in the other classes reached
100 percent, Hoﬁever, hardly anyone knows about tetanus
vaccine for children. This could be due to thelir exprelence
with neonatal tetanus deaths. Mére children(82 pexcent)
were vaccinated among the middle and zich classes reflecting

thelr better interaction with health services.
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Among the middle and rich classes 77.5 percent
either got sterilised or wanted it after two'childion.
whereas 50 percent of the labourers.wante& it after 3
or more childreﬁ;' This may be linked with the prevalence
of infant deaths among the labourers. Among the sample
gseven infants died and éll of them belonged to labourers
class. Problem of child survival and expectationfor more
earning mémbers-coﬁld be the reasons for laboureis opting
for three or more children. What is important however is
the fact that 122 women out of 128 of all classes expressed
willingness for sterilisation or were sterilised and that
the rete of sterilisation was not higher than the rich
among the péor. It was perhaps the pressure on land and
the falling morelity rather than the pressufing tactic of

the health bureaucracy.

Though_eb percent of the landless and 94 percent of
the marginal classes believe that weaning should be intro-
- duced at the age of six months, only 46 percent and 39
percent respectively could .doit in actual préctice.
Others kept thelr children on exclusive bre-sst feeding
upto eight months to one year. Reasons were lack of time
for mothers to gét'their children accustomed to solids,
poor quality of food they can afford and the inédequate

caretakers of children. The middle and rich farmers
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women, firstly stay at home in most cases, secondly evon
if they go out to work, leave their children under the

care of old parents.

fhis data brings home the fact that human perceptions
are not always bound by class differences. That & class
‘ may be poor but since it lives in a dynamic social system,
it éannot be deprived of the active process of innovatléa'
interventions like PHC or diffusion of ideas of the private
practitioners. However, despite wanting and attempting,

the poor cannot get what others get easily.

It needs to be emphasized that it is the objective
condition which either do not allow women of poorer classes
to do what they iike to do and create barriers in thelir
access to health services. Apatt from the data that we
have already mentioned, some additional evidence of con-
straints of objegtive reality on MCH practices are the
interclass variations in patterns of work during pregnancy.
Majority of the landless women(74 percent) continued to
do heavy work- agricﬁltuxa;, animal husbandary and house-
hold work~ till the day of delivery. No speciel foods,
no tonics nor even;proper medical consultation is within
their reach and the reason is certainly not & lack of

perception about medical care.
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However, a marked difference is seen in the middle
and rich farmers' classes. Pregnant women are treated
with 1ove.and care. They regularly consult private doctors
and go to private nursing homes for deliveries. Pregnancy
‘and child birth are celebrated with fanfare. 28 percent
of them could avoid their routine household work prior to

delivery for a period ranging uptc five months.

This difference is seen even after delivery. 54
percent of the lesbourers' women could avail full rest up
to less than 10 days only, whereas such a percentage among
the marginal farmers is 31,6 and just 5,5 in the middle
and rich farmers. respectively.

The other side of the subjective realities in SIM
are the prevailing superstitions regarding MCH. Whether . -
it is first feed to the child, feeding colostrum, care for
post-partum women by wearing nadumkattu, muffler etc. and
food restrictions, castor oil feed to children, branding
them, all are uniform among all the classes. Though the
PHC was there since 1949, it seems that it has done nothing
to check these superstitions. 1In fact;some of its personnel
support these practices. The private practitioners of
. Tenali have been no different either. All health personnel
have taken advantage of these superstitions rather than

question them and lose their money.
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MCH practices depend upon people's perception of
it and their needs, the kind of 1nstitut£ons that they
can go to(dais, PHC, private doctors) and the quality of
their interactions. Hardening or change of attitudes
will be an outcome of these interactions or of outside

influences.

Qur data reflects that people have very specific
needs as far as MCH 1s concerned and that they séek medicalA
help. Despite all this, not all get a positive feed back
from the health services- whether it be MPW, PHC, lady
doctor, medical officer or private doctors. The services
that they get are not uniform in quality(even though they -
pay for it) and also the treatment meted out to some is
quite different. The health services in SJM then are not
based on science alone but more on éocial inequalities
and stratification. Neither the quality of the services
nor the behaviour of health personnel can be described
as conducive to a positive and a rational change in the
attitudes of their clients. For example, despite the
fact that the PHC has been there since 1949,‘no effort
has been made by the health workers to question the pre-
vailing superstitions regarding MCH. The entire set of

professional workers in fact promotes wrong MCH practices.
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For exampleé, 89 percent of the middle a2nd rich fammers
women were presc?ibed various tonics, calcium and special
foods like sweets during piegnancy. Secondly, 78 percent
of the MPWs and 83 bercent of the private practigioners
did not bother about advising the mother to breast-feed
the baby right from the beginning and allowod her:to reject
the colostrum. They were therefore in no way different
from untrained birth attendants. Yet another example is
the immunization services. Though majority of the poar
were going to MPW for ante-natal care, not even 50 percont
children were immunized f;r DPT, Pellio or BCG., A glaring
example of the inactivity ofthe PHC is the high rate of
hyéterectomies in very young women which was being pro-
moted by private practitioners. VWhile the /HC was indiff-
. erent, the private practitioners went out of their way

to misinform and exploit people. In addition to this i¢
is also worthwhile noting that many women in their early
twentlies get sterilised. Though sterilisations sre so
popular, temporary methods to prevent conception are not
widely known. This feflects the faillure of the PHC in

making the people aware of less coercive measures.

Our data thus indicates that far from fighting

superstitions of the people, the private practitioners
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go out of their way to spread misinformation and indulge

in wrong praétices while the PHC through sheer indifference
participates in the perpet@ation of superstitions practices.
The differential tieatment to different classes by all kinds

of medical practitioners is also very evident from our data.

The PHC's MCH programmes were technocentric. Thgy
were confined to distribution of iron toblets to pregnant
women, provision of TT injections and providing MPW to act
as birth attendant, and vaccination'for children. Unless
people vdunteer, the PHC does not take any initiation even
in providing these. Otherwise, it does not have any pro-
gramme to improve the general health status of women and
children nor to improve the environmeni. Unpurified un-
derground water is being used for drinking purposes. Majority
of the population do not have facilities for excreta dis-
posal.

~ It can be concluded on the basls of our data, then
that every level and process of production has its own
labour demands which are met by men and women. That given
the lower social status of women, while they do work as
agricultural workers they do not enjoy the respect due

" to a worker.
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The hard physical labour required of them and the
triple burden éf agricultural labour, household work
and child care have serious implications for the health
of women. The prevalling social stratification only adds
~ to the burden of those women who are at the lowest rung
of the hierarchy. These interclass differences are refle-
cted at all levels- work, housohold activities and child
care~- as well as health status, access to services and

attitudes of the health workers.

The most important of our findings is the fact that
perceptions are not contained by the boundaries of socio-
economic classes and thai men and women of the poorer
section desplte their class constraints seek help and

health,

That they get what they do not desorve is also a
reflection of the socio-economic reality wherein both
quality of services and access to them are determined
by the class position of familles.

Certain new trends were observed in SIM. One is
food sufficiency. All the households reported that they
get enough food round the year; which is quite different
from the hunger prone areas of UP, Bihar, MP etc. However,

when the quality of life of the poor was observed, we found



188

that added to the inferior quality of food they didn't
have proper housing and sanitation facilities, nor .even
éufficient clothing., Then, enough food doesn®t mean
that everything'is fine. Only important fact is that

there is no starvation.

Secondly, families in general and women in particu~
lar are going in fat sterilization voluntarily; Though
it is a desirable trend, this change in fertility behaviour
is being exploited by private practitioners usiﬁg it as
a mechanism to make money by advising women to go in for

hysteréctomy.

" Lastly one would like to emphasize that superstitions
do prevail but that they are not 2 major hindrance in
people's health-seeking actions. What is important is
ble fact that the medical man—pdwer daeé nothing to erase

them atleast in SIM,
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COLLECTING GUANTITATIVE DATA

1. Name
2. Age(years):
3, Religion

4.  Studied upto which Class ?
Viife 3 - Husband :
5 Whe ther

(1) Joint Family (2) Nuclear Family
6. Do ybh own any land ? If yes, how much ? .YES}NO
Wet: Ac Drys Ac
(1) Food crop (2) Cash crop { )

Te Are you doing tenancy ?
I1f yes, how many Acres = / Crop
8. A . How many milch animals do you have ?
{1) Cows: (2) Buffaloes:
B. W¥ho looks after them ?
(1) self  (2) Husbend . (3) Both
{(4) Others in the family {5) Servants
C. How much milk do you get from these animals ?
Liters:
Of it Liters consumed:
Liters sold:

9. How many times do you eat normally in a day( )
(1) Once (2) twice (3) thrice (4) Four times
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B Do you get two full meals all through the year ?
. Yes/ No
Cc If not, for how many days ?

10. Do you / any woman have any power in determinig( )

distribution/sale of wages/produce 7
(1) Fully (2) Decide jointly (3) Not at all

11. A.What was the result of vour last pregnency 7 ( )
(1) Male child (2) Female Child
(2) still birth {4) Abortion

o

1f alive, Ages

14 Dead, at what Age ?
Cause of eath! '
D  Ceuse of still Birth:
E Cauge of Abortion:

O

12 For the cquestions below, use numbers as
(1) Agriculture (2) Animal Husbandary
(3) Agricultural Labour (4) Selling Fruits etc
(5) Eouse hold work only (6) Nothing

A What kind of work were you doing before pregnancy(
B What kind of work you did during pregnency

First six months ) Last 3 months )
c What kind of work you sfargted after pregnency ( )

13, How many days have you taken rest before pregnency
14 How many days you have taken rest after delivery ?
15. How long were you in confinement after delivery
16 Do you think that 2 pregnant woman has to take{ )
(1) more food (2) ~ess food (3) Usual food
i7. A When you were pregnunt with this particular
child have you taken i_
(1) More food (2) Less food {3) Usual food
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17. B . If the answer is 'LESS' Why 2 ( )
(1) Financial problems (2) Facilitates easy
(3) Pregnant woman must cat less

~ {4) Felt uncomfortable
,(5) Other roasons(specify):

18: A, Are there any food restrictions Hr pregnent
-woman ? _ YES/ NO

B If vyes, what focdsshall be taken/shall not be taken ?

Shall be taken 3 Shall not be takent
1. o | 1.
20 * 20
30 ' : 3&
4, ' ' 4,
C Were you able to take these? " YES/ Mo

If not, why ? :
19. A, Have you taken any Medical advice
during pregnency ? "YES / NO
B 1f yes, from whom ? \
{1) Das, {2) ANM (3) Govt Doctor (4) Pvt.Doctor
C. H’_ave you taken advice regularly/—enly—in l( )
- {1) Regularly (2) Only in times of trouble

20. - Have you taken
(a) Tetanus Toxold Injection YES/NO

(b) Calcium | YES/NO
. (c) Iron and Folic Acid - YES/NO
21. Place of delivery
(1) Home (2) PHC {3) Private Hospital

" (4) Other(specify)
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22. A, Type of Birth Attendant ¢ )
(1) Preference (2) who came
why

B. (1) Dai (2) Trained Dai (3) ANM
(4) Pvt.Toctor (5) Govt.Doctor (6) Nursc

23. If the delivery was at homes
A) vhat instrument was used to cut the Cord ?
B) Was it boiled before using 2
C) If it was put on fizre why ? _
D) After cutting, how was it dressed ?

24, Vhat and how much wes given to the Birth Attendent ?

2%, A. Do you think that a woman can take any food and
~ water immediately af@ox delivery? YES/ NO
B. Werc you allowed to take?  YES/NO
26. A, Did you ware ‘'Nadumkattu'? YES/NO
(A Cloth tied around the waist)

B. If yes, how long ?

27. A’Did you were mufflor and put cotton
in ears ? YES/ NO
B. 1f yes, how long ?
28, Who paid the expenses of delivery ?2 ( )
(1) parents (2) in-laws (3) Husband
(4) self (5) Any other

26. What have/would have you done in case of avy complication ?
30. Wag the clostrum fed to the baby  YES /N0

31« Explain in eithe: sitﬁation
32. then was the baby put to breast for the first time ?
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33.,A. What was *he first feed ?
Be. Why

35,
36.A.

B.

37.A.

37.B.

38.

- (1) Medical Advice (2) Custom

(3) Elders' Advice
(4) Nothing else was available
(5) Other reasons

How long & baby should be exclusively on
breast feeding o

Boy 3 | Girl:

How long your bables were exlusively on

breast feeding ?
If any of your bables were not breast fed, what

- was the reason ?

' What feed was given ?

(1) Cow Milk (2) Buffalo milk (3) Powder milk
(4) Others(specify)

How do you feed the baby while away on work( )
(1) Do not feed while working

(2) ﬁarxy the child to the field/work place

(3) come back to provide each feed

(4) Any other

If the baby is left back at home, mhile mothor

is away on work, what is usually fed to the baby?:

¥Who looks after the baby when mother is away on
work ¢

(1) Left alone at home

(2) Elder son/Elder daughter

(3) 0ld parents (4) Husband (5) Nursery School
(6) Any other
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40.

41.

42,

43.
44,

45,

46.

47,
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In your opinicn, what are the important food items
a woman must eat /not eat during lactation ?

Must Eat Must not ecat
Fo
2.
3.
4,

Do you think that Breast feeding influences
the onset of menstruation ? YES / NO

Till what abge did vou give castor oil to the
child regularly ?

In your opinion,at what age one should regularly
introduc®%ood to the child ?

What foods should be ¢iven for small children
Have you burnt the skin on the stomach of

your babies . ' YES/NO

were your children vaccinated YES/ No
(1) BCG (2) DPT (3) Polio
Do you know yhat dlseases can be. prevented ?

1) 4)
2) %)
3) 6)

A, How many children have you ever given birth to:
Males Female:

B. How many dead

Male Female
Age Cause Age Cause

C. How many are alive? Male:s ?gmale
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48 You had how many

Still births 3
Abortions :
Miscarriages 3

49 Do you visit the PHC/Doctor ( )

(1) for every small problem
(2) Ailments like fever (3) major diseases

%0 Do you have any serious or chronic illness in the
past ? (Like TB, Asthma etc.) YES/ NO

%1 Did you have any complications during pregnency 7 (
(1) Bleeding (2) Swelling feet and body
(3) Fever just after delivery (4) Cramps in legs

%2 Do you have any Gyndec problem? ( )

(1) Abnormal discharge (2) Prolapse
(3) Menstrual problem (4) Post operative problem

53 A, Have you underwent Tubectomy? OR YES/ NO
Has your husband underwent Vasectomy? YES/NO

B After how many children ?
54, A, Do you want to be sterilised ? YES | NO
B. After how many children?

%9, Who decides about sterilisation ? ( )
(1) Husband (2) sSelf
(3) Both (4) Inlaws (%) parents

56. Why did or do you want to be sterilised? ( )
(1) Cannot feed more children
(2) To keep up mother's and children's health
(3) Child rearing is difficult
(4) Children wnon't allow the mother to work.
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APPENDIX 1iI
PROFILE iE_DA

Pathan Fatima, aged between 40-45 years became dai
by family tradition. Her father's mother, and sister who
is also Fatima's mother-in-law used to attend births.
Fatima's mother-in-law who had been trained was doing this
$ob for a long time in.SJM. As shon became oid, lost ,
her evyesight and had’to stop attending the delivery cases.
At that stage, two years ago, Fatima took up this job.

She borrowed the 'Elima(sic) dabba'(enema can) from her
| mother~in-law and bought a pair of scissors on her own.
Till now she attended to 2bout 50 deliveries in SIM and

another adjacent village.

Fatima claimed that she was not taught by anyone
how to handle a delivery case but learnt it on her own;
Once she decided to take up the profession, she went and
| observed two or three deliveries at the PHC. Her mother-
in-iaﬁ being a"dait,Fatima was immediately accepted by
the soclety. |

Fatima is illeterate. Her husband works as an agri-
cultural labourer. They have two buffaloes. Fatima takes
care cf them and the milk iseold to supplement the family's
income. She said she was not able to attend ail deliveries

she was called for, because of her preoccupation with



buffaloes' care. They have been living seperately from
their inelaws, since the very beginning. &he gave birth
to a lone daughter, who is now married off and lives in

another village.

Fatima gets into contact with her patient only at
the time of delivery. She was never consulted during

antenatal periodsi she is called only when labour starts.

Once she reaches her patient she looks for dilatation,
to confimm whether they are real labour pains or false
(pains due to 'heat')., If there is dilatation she will
get into woxk; goes home, brings her equipment{enema tin
and scissors), glves enema to the woman and tries to make
her feel comfortable by rubbing on her abdomen and on
walst. She puts castoroil into the birth way to make
1t more slippexy. This, she observed and learnt from

the PHC deliveries.

She prefers a delivery in sitting position. She
makes the deliﬁering woman sit on a low wooden stool
putting her legs apart. Fatima slts facing her and colls
her legs with that woman's legs, to help the wamén open
the birth way widely. One or two women{depending on availe
ability) hold the shoulders of tﬁgwgg%an strongly, thereby
helping her to push the child:inut. When the baby's head
come out, she is made té stand up slowly and the midwife

holds the baby. She waits till the placenta comesout
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on its own but do not resort to any harsh methods to
see that it is out.

Fatima uses her own scissors to cut the cord.

She ties a thread on the cord three inches éwav from the
navel and then cufs there. Before cutting, she puts the
scissors in boiled water, wipes it with a2 cloth and then
uses it. If it is urgent énd there is no- time to go
home and get scissors, then she asks the delivering
womaﬁ's relatives to get 2 new blade, putsit in boild
water, applies coconut oil on it with hand, and then

'uses it.

She feels that if a child is born with the cord
around its neck, then such 2 child should be taken carxe
of immediately. She removes the cord from around the
neck, sprays cold water on the‘face and chest of_the_

child‘to see that the cord doesn't harm the child.

Fatima strongly bellieves that water should not be
given immediately after delivery. After birth, a little
water can be given if the mother asks for. But this should
be before the placenta's expulsion. 1f any thing goes |
wrong that will effect the placenta and it come§out any
way. Once the placenta is out, "the whole system inside

becomes raw", And if the woman taekes water in that stage
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it will damage éhe system inside( On the contrary, if the
delivery tokes place at the PHC, the M.P.W(F) prescribes
hot coffee to be given after delivery. fatima. howeve:.

doesn't agree to that.)

. She gllguwa cup of cold coffee only after se&en
or eight houxs. After birth, she iél;s the relstives
of the woman to buy tabletsifrom the village medicai shop,
to remo?e her body pains., She does not know ifs name, but
"the shopﬁan himeelf will give the required tablets if the
situation is explained to him", Obviously, it must be the
pain killers. |

The post partum woman can take food on the'second
day if she does not have any body pgins. It should be
postponed till the third dai if she suffers even from a
headache or neck éche._Fatima does not have any idea
about ¢olostrum what it is or when it does secret etc. £

But never advised to remove first milk.

After giving bath to the child she feeds casxoroil
2 measure of Ugau Ginnea(aboui 10 spoons), so that it
cleans the stomach of the new born., Puts one drop each
in its eyes and on navel. Till the post-pattum woman's
bathing day(seventh or nin_th or 11th day), Fatima goes
to her house every alternate day to give bath to the new |

born. And at every bath she puts castor oil in its ears,

% the amail traditional cup used for
feedinng infants in South India.
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eyes and nose. Also puts it on anus and presses it so
that Lt(the place around the anus) "becomes hard'. And
for girls one castor oil drop 1s put on vaglina also,
According to Fatima, this castor olil treatment should
continue til; 21st day and however, caster oll feeding
should continue till at least 6 months.

Patima knows that bresast milk establishes sooﬁ if
the host-partum woman takes food on second day itself,
If her food is delayed, breast milk is also delayed. Till
breast milk establishes, foster mother's milk is given to

the child. Howéver, " castor oil also provides some foocd".

On the bathing day Fatima glves head bath to both
the mother( who has not taken bath till then after delivery)
and the baby. Plasters the floor with cow dung where tho
cot of the woman was kept. She also takes head bath and
lunch there. She will be paid #s 20/~ for attending the
delivery, and another & 2/- for cutting the cord.

On the day of birth, after bathing, the baby is
made to lie in 2 cheta (soop) filled with rice(about 650
gms) and that rice also goes to the midwife. With the lunch
on the bathing day, the midwife's work comesto an end. -
Fatima said till now she had not faced any difflcul;
case; she also attended 6 primy cases. The word ‘dai’

1s not known to the villager&“@xcept toc the PHC staff,
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A traditio:ﬁ‘]mid-wifa is termed as ‘Mamrasaanf and
Fatima is generally referred to as Boobu or Boobamnma,

& synonum for *Muslim Woman'., Her services are used by

both Hindus and Muslims.

Now Fatima is looking forward to undergo training
and the PHC people had already promised to recommend her
name. Fatima believes that she can get more cases and

a bit more fee if the formality of training is done.
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