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PRIMARY Health Centre (PHC) is a peripheral unit in the organisational
hiearchy of Health and Family Welfare Services. Therefore, it assumes a

local point for providing integrated health service which radiates to the remotest
village through its Sub-centres. These Sub-centres are usually staffed by an
Auxiliary Nurse-Midwife (ANM) assisted by a female attendant. Under nor-
mal government pattern, each sub-centre is required to cover an approximate
rural population of 10,000[1], The ANM/MW is solely responsible for provid-
ing primarily (a) Maternal and Child Health (MCH) Services, (b) education and
motivation of women to adopt family welfare measures, and (c) follow-up ser-
vices, to the rural mothers besides, maintaining a variety of related records and
furnishing the details of her day-to-day's activities to the PHC every month[2].
The letter- part of her job responsibilities alone takes almost twenty to thirty per-
cent of tier total working time[3] which she could have otherwise utilised by
providing technical services to the rural community. Apart from this, other
physical variables, such as remoteness of the sub-centres, the distance she has
to travel to reach the interior villages (usually without any transport or com-
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munication facilities) and not the least, her personal safety etc., are the points
worth taking note of while assessing the performance.

From time to time, emphasis has been laid by experts [4-7] on the integration
of MCH services with that of family welfare planning so that the former can
be used as a foundation for family welfare planning motivation. The varying
stresses and strains under which the ANMs work and the various records they
maintain at the cost of their technical services rendered by them, are the facts
which affect their performance. While the latter is being taken care of by deve-
loping and monitoring the Management Information and Evaluation System
(MIES) by the Population Centres, India Population Project, Bangalore[8] and
Lucknow[9], the former is yet to receive the attention of the experts and adminis-
trators while assessing their performance.

The present paper attempts to investigate whether some of the variables which
are inherent by nature such as distance, length of service and a few selected
socio-demographic characteristics of the ANMs, have any bearing on their
MCI I performance.

Study Area

Two PHCs i.e., Honnali and Hosanagar of Shimoga district of Karnataka
State consisting of 57 Sub-centres in all having distinct geographical and other
characteristics, formed the basis of the study.

Honnali PHC consists of 28 Sub-centres having 151 villages with a popula-
tion of around 1,53.000, while the Hosanagar PHC consists of 29 Sub-centres
having 753 villages but with less than half the population covered by the Hon-
nali PHC. This basic information was compiled as of 1976 from the records
maintained at the Sub-centre level of the PHCs.

In Honnali PHC, 75 percent of the Sub-centres (21) covering 81 percent of
the total population (around 1,24,000) and 77 percent of the villages (115),
finally formed the sample. Likewise, in Hosanagar PHC, 93 percent of the
Sub-centres (27) covering 87 percent of the population (around 61,000) and
83 percent of the villages (624) were included in the study.

Thus, the sample covered 75 percent and 93 percent of the Sub-centres of
Honnali and Hosanagar PHC respectively. The rest of the Sub-centres were
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ANMs (5 villages per ANM). Obviously, it is the population coverage (less than
50%) that seems to be operating in Hosanagar PHC, rather than the distance
factor, in providing better MCH care to the rural mothers. Further, relatively
less population coverage seems to have placed the Hosanagar ANMs in an
advantageous position of identifying the expectant mothers, establishing good
rapport and ultimately leading to provision of better MCH services. This is
evidenced by the fact that in spite of more than double the population (38.4%)
being at the ANM's residential headquarters in Honnali PHC, the ANMs con-
ducted only 74.1 percent of the deliveries as compared to 90 percent of the
deliveries conducted by the ANMs of Hosanagar PHC. Possibly, due to this,
the proposition, that better MCH services lead to better family welfare planning
acceptance rate, is more clearly evidenced in Hosanagar than in Honnali.

(2) MCH Performance Vs. Transport Facilities. Availability of the amenities
like transport seem? to have much relevance for the effective functioning of the
ANMs at the peripheral level which (though indirectly) ensures their personal
safety to a considerable extent. Therefore, it was considered pertinent to investi-
gate the variation in MCH performance by the availability of transport facili-
ties. In this regard, all the villages of the PHCs were classified in two groups :
(i) villages having direct public transport links from the Sub-centre; and (!i)
villages having no such links. The headquarters villages were also merged with
the former as the ANMs usually reside there and hence the question of such
facilities does not arise. Table-2 provides data on MCH performance and the
accessibility of villages by public transport from the ANM's headquarters.

In Hosanagar PHC only 8 percent of the villages and 26 percent of the popu-
lation were covered by direct transport links from the ANM's headquarters
whereas in Honnali PHC about 43 percent of the villages and 62 percent of the
population had such facilities. H is evident that in both the PHCs, the regis-
tration of ANCs and PNCs was found to be better in villages having transport
facilities. In villages with no direct transport links, deliveries conducted by
the local dais were relatively high in both the PHCs for obvious reasons.

While in Hosanagar, the ANMs conducted 88 percent of the deliveries in
villages where they had direct access through public transport, only 65 percent
of the deliveries were conducted by them in villages having no such direct links.
In the case of Honnali, the corresponding percentages were 61 and 22, respecti-
vely. Thus, the MCH performance (in terms of deliveries conducted by ANMs)
in the villages with transport facilities over the villages with no such facilities
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was better by 39 percentage points in Honnali PHC. In case of Hosanagar,
the corresponding performance was higher by only 23 percentage points; this
may be due to the fact that three-fourth of the population living in 92 percent
of the villages had no direct transport links with the concerned ANM's head-
quarters. In Honnali, on the other hand, only 38 percent of the population did
not have any direct transport link with the ANM's headquarters. The Hosana-
gar PHC ANMs are rather forced to intensify their activities to cover the
population of the villages having no direct transport facilities as well, in order
to achieve their assigned targets.

(3) MCH Performance by ANM Versus Midwife. Family Welfare Planning
Programme, in its initial stages, started with mostly illiterate midwives who
were responsible for providing MCH services to the rural mothers through
various Sub-centres set up at the village level. This possibly was due to the fact
that educated women were not taking up this line for a professional career.
The health department recruited midwives and subsequently trained them mainly
in conducting a minimum of 100 deliveries through various government hospitals
as a basic requirement needed for the midwifery profession. Later on, the
ANMs were inducted in the programme after imparting them full-fledged train-
ing in midwifery profession for two years. The minimum educational qualifica-
tion prescribed in the beginning was VIII standard, which was raised to S.S.L.C.
in 1977. Thus, the midwives who are still in service, are usually old and virtu-
ally on the verge of retirement. On the contrary, the ANMs are mostly quite
young, educated and professionally well trained. It was, therefore, considered to
be of interest to investigate the variations in MCH performance, if any between
these two types of peripheral workers.

Table-3 indicates that the overall MCH services rendered by midwives are
much better compared to ANMs in both the PHCs, especially in Honnali. It
was also observed that in Hosanagar PHC, MCH services rendered, especially
deliveries, both by ANMs/MWs, were much better than their counterparts in
Honnali. This may be due to the smaller population coverage (less than fifty
percent) by ANMs/MWs in Hosanagar. Remarkably, within the Hosanagar
PHC also, the midwives were observed to have provided better delivery and
post-natal coverage (about 8 and 7 percentage points more, respectively) com-
pared to ANMs. Thus, it was observed that their long experience in the pro-
fession, elderly appearance, maturity and above all their relatively greater since-
rity and commitment to the profession, had possibly helped them to come into
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closer contacts with, and also to develop a sense of ''self belongingness" in the
minds, of rural mothers.

(4) MCH Performance by Age. Table-4 provides information on MCH ser-
vices rendered by age of ANMs/MWs. Due to small sample size, it was consi-
dered better to combine the data of both the ANMs and the MWs together
and also to classify it into two broad age groups, i.e., 29 years or below and 30
years plus.

In both the PHCs, the MCH services rendered by those aged 30 years or
above were found to be far better as compared to their younger counterparts.
In the case of conducting safe deliveries in Honnali PHC, the services rendered
by the elder group were observed to be nearly 50 percent higher as compared
to the younger group. In Hosanagar PHC, the difference between these two
groups was much narrower but the overall magnitude of the delivery services
rendered by both the younger and the cider groups was found to be far high as
compared to Honnali PHC.

Overall, the better MCH services rendered by the elder group in both the
PHCs strengthens the view that because of age and experience in the profession,
they were able both to generate and render better MCH services as compared
to their younger colleagues.

(5) MCH Performance by Marital Status of AN MSJ MWs. According to the
prevailing norm in the society, the married women command better social status
as compared to unmarried ones. Therefore, It is hypothesised that the ANMs/
MWs, especially, with higher marriage duration are more acceptable to the
rural mothers so far as MCH services are concerned. Table-5 provides infor-
mation on MCH performance by marital status of ANMs/MWs. The informa-
tion was classified into two broad categories, namely, "ever married" and "un-
married".

It may be seen that the MCH services rendered by ever married group to the
rural mothers were far more extensive than those performed by the unmarried
ones in both the PHCs; especially, the ante-natal and delivery services.

(6) MCH Performance by Number Of Living Children. Out of the total sample
of 48 ANMs/MWs, 15 were excluded in this section since they were unmarried.
Therefore, Table-6 provides information on MCH performance by the number
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of .living children based on 33 cases. Due to smallncss of the sample, it was
decided to classify in two broad groups, i.e.. those having 3 or less living child-
ren and those having 4 or more living children.

Generally, the performance of those with 4 or more living children was much
better than those with three or less living children in both the PHCs. The only
exception was in respect of deliveries in the Hosanagar PHC, where the per-
formance in this regard was slightly better by those with three or less living
children. It may be noted, however, that the proportion of deliveries conducted
by both the groups was larger in the Hosanagar PHC than in the Honnali.

Overall better MCH services rendered by the group having 4 or more living
children may be broadly attributed to two reasons. Firstly, they were mostly
midwives who wer6 found to have relatively longer experience in the profes-
sion. Secondly, it was quite likely that at least one of their children might be
mature enough to take care of the rest while they were away from the residence
to attend to their duty. Also, there was every likelihood that they might not
have small children at all requiring their personal attention.

(7) MCH Performance by Educational States. This section attempts to show
whether education has any bearing on the MCH activities carried out in rural
areas by the ANMs/MWs. Since they are grassroot level workers in the hier-
archy of health programme, the highest educational level was found to be secon-
dary school only. Therefore, the data was classified in two major heads—pri-
mary or below and secondary. The primary group included upto 7th year of
schooling but most of t h a n belonged to lower Primary group. The secondary
group ranged from 8th to 10th year of schooling. It may also be mentioned
that most of the midwives fell under Primary or below Primary group.

Interestingly, those who were educated upto primary school, rendered far
better MCH services to the rural mothers than those educated upto secondary
school, especially in Honnali PHC. Thus, the level of education was found to
have no positive relation to that of MCH services rendered by these two groups.
Two possible reasons may be put forth. Firstly, those who were primary or
below primary, were mostly midwives whose services were found to be otherwise
better (see Table 3). Secondly, the differences in the level of education were
very small; the level being either primary or secondary which may not be
enough to arrive at any. definite conclusion on the impact of education. Similar
findings were also reported by Nayar [13].
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(8) MCHPerformanceby Age of Youngest Child. The ANMs/MWs wereclassi-
fied by the age of their youngest child into two groups : below two years and
above two years of age. It is hypothesised that if their children are below two
years, it would affect their performance of MCH services since they had to
take care of their children simultaneously. In both the PHCs, out of 48 ANMs/
MWs, only 33 were married. Out of these, 3 were having no issue and, thus,
excluded from the sample. Therefore, Table 8 is based on 30 ANMs/MWs
who were married and had some issues.

Those ANMs/MWs whose youngest child was 2 years of age or older had
provided fairly better MCH services, especially ante-natal and post-natal ser-
vices, as compared to those who had their youngest child below two years of
age. This trend was found to have operated in both the PHCs. In case of
delivery services, the difference was quite small. This may be attributed to the
urgency of delivery services an ANM (or MW) is required to attend regardless
of her young child she has to look after. Besides this, some remuneration (in
cash or kind) is usually received by her from the rural mothers.

(9) Length of Service. It was felt that the information about the length of
service of the ANMs/MWs would be more appropriate if it pertained to the
concerned Sub-centre rather than to consider their entire service in the health
department. Thus, they were classified in two broad groups namely, 3 years or
below and above 3 years.

Interestingly, inverse trends were found in the PHCs as may be seen from
Table 9. In Honnali PHC, those who had 3 or less years of service in the
particular Sub-centre, rendered around 10 percent more ante-nalal and post-
natal services compared to those who had more than 3 years of service. Where-
as, in Hosanagar PHC, as the length of service increased, the proportions of
ante-natal, post-natal and delivery services also increased. The corresponding
increase in the proportions of various MCH services rendered, were found to
be 14 percent, 12 percent and 16 percent, respectively. Thus, we could not
draw any definite conclusion on the relationship between the length of service
and MCH performance.

Summary and Conclusion

In spite of the fact that the villages of Hosanagar PHC are much scattered and
on an average, an ANM/MW has to cover about five times the number of
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villages (23) as compared to Honnati ANM/MW (5 villages per ANM/MW),
the magnitude of the MCH services provided by them was observed to be
higher. This indicates that it is the smaller population coverage, rather than
the distance factor, that seems to be responsible for better MCH care in Hosa-
nagar. Therefore, the policy makers and the public health administrators should
give weightage to the population coverage apart from the distance factor while
assessing their work.

In both the PHCs wherever the villages were having direct transport links from
the ANM's headquarters, the registration of ANCs and PNCs was found much
better. The MCH performance (in terms of deliveries conducted by ANMs)
in those villages having transport facilities was found to be higher by 39 per-
centage points in Honnali PHC. The corresponding performance was found
to be more by 23 percentage points in Hosanagar PHC. On the contrary, in
villages with no direct transport links, deliveries conducted by the local dais
were observed to be relatively high in both the PHCs for obvious reasons.
Direct transport links to various villages from the ANMs' headquarters appear,
therefore, to have great relevance for the MCH services rendered by them.

The proportion of post-natal care rendered in both the PHCs compared to
ante-natal care and delivery services was found to be relatively less. This may
be attributed to the fact that after the normal delivery was taken care of through
ante-natal check-ups, the ANMs' main responsibility was over. Further, the
rural mothers usually give some remuneration in terms of cash or kind for the
services rendered by them during the delivery and the fact that they are not
likely to get any further remuneration for the services they would provide dur-
ing the post-natal period, the post-natal services were probably ignored. This
seems to be an inherent feature in the system to some extent.

The midwives were found to have rendered better MCH care to the rural
mothers than the ANMs. Perhaps, their longer experience in the profession,
elderly appearance and maturity helped them to establish better rapport as well
as in developing a sense of 'self-belongingness' among the rural mothers. Like-
wise, older and married ANMs/MWs rendered far better MCH services than the
young and unmarried. Among married ANMs/MWs those having 4 or more
living children, rendered better MCH care compared to those having 3 or less
living children. Further, the latter provided better MCH services than the
unmarried ones. Age of the youngest child of the ANMs/MWs also showed
positive relationship with the MCH care.
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However, the educational level did not show any positive relation with the
MCH services rendered, since educational status itself was found to be low
(upto secondary school only) which is not sufficient enough Co arrive at any
valid conclusion. Likewise, the length of service of the ANMs/MWs at a parti-
cular Sub-centre and the MCH services rendered by them, showed positive
association in Hosanagar PHC and negative in Honnali PHC.

The difference in the MCH performance between Hosanagar and Honnali
persisted even after the ANMs'/MWY age, marital status, number of living
children etc., were controlled.
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