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Need of Organisation of Antenatal and I ntrapartum
Carein India

I NDIA is one of the ealies among the devdloping countries to recognise the impartance of
metand dhild hedth carg, plan and organise the hedlth infrasrudiure to provide MCH care
to millios of rud women ad dhlden The Naiond Hedth Rdicy hes dealy
identified MCH care as apriarity and hes dcfinded spedfic targets for reduction in matemd and
infant mortdlity and morbidity. Over the ladt three decades expangon of the MCH sarvioes
have been planned in rurd aress Vidts to rurd cantres show thet hospitdls inpatient and
outpetient fadlities are cronvded, and medica and paramedicd persons are ova-worked. Thusit
may gopear a fird gght thet avaldality and uilisston of essid hedth care sarvices
have ooourred and inevitadly improvement in hedlth satus would fallow. There hed beenvary
few dudies to evdude on a naionwide beds the impact of the expangon of hedth savice
on metamd and dhild hesth. An indiredt asssssment could, however, be mede from the
nationd hedth gatidics Avaladle information from these sources Suggests thet over the lagt
three decades some of the indices of MCH care like low birth weght and premeturity
rates and painad and neonad martdity have nat shown the decresse commeanauraie with
expandon of hedth savices

It is possble thet en atempt to cover the entire vunerddle population (pregnent and
ladating women, infants and children) dl over the country, with avalede limited hedth
men powe reources hes ben too thinly soreed. This might have prevented effective
fundioning and resuted in the lack of perogtible impedt in tams of redudtion in low birth
weght and neoretd mortdlity.

Ore df the solutions to these prablems might be further expansion of hedth men power in
the country. However, paudity of resources comein theway of such an expangion. It has bean
oested thet while deding with pradlems of large megnitude with available limited
resources adgating a ik care gproach might pay higher dividends in tams of redudtion in
morbidity and mortdity.

It is d0 inoeesngy redised thet expanson of hedth savices done is urlikdy to
achieve hedth targets It isessantid thet attertion nesd bepaid to:

(@ thecovarageof the population;
* Dy. Director Generdl, Dividon of Indian Coundl of Medicd Research, Ansati Negar, New Ddhi- 110 029.
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(b) audlity of hedlth care provided induding screening procedure for identification of
prablemsand tresment of identified pradlems
(© enauing thet the hedth hierarchy isestablished and fundions effectively inthe
hedth sygem;
(d) adfinng therdedf theindividud and thecommunity in hesth careand esring
community partiapetion
Redigng the urgat need to initidte gopropricte remedid meeaLres to improve ddivary of
MCH care savices if the god st by Naiond Hedth Pdicy for MCH care are to be
athieved within the avaldde shot paiod of a decade sverd hedth savices ressarch
dudies have ben caried out during the lagt 10 yesis The mgor foous in these ressarch
dudesweeon:

(@ bedctednicd issuesonprovison of MCH caresuch as
(i) methodsfor identifying factors assodiated with poor olodtetric out come
(i) methods by which dl pregnent women could be Screened so thet risk could be
recognisad and trested/refarred; and
(iii) gopropride AN, IPintavertions
(b) perogptions of the hedth care seekers and hedlth care providersregarding MCH
cae ad
(0 organisgtiond problemsin providing careand gopropriateremedid messures

In the presat peper reauts from some of the mgor sudies have ben reviewed with
Foedid atertion to thar inplications regarding (1) arganisdion of MCH ' care sanvicss in
Inda

Matemd Risk Fectors Assodated with Low Birth Weight

Community-bessd and hospitakbesed dudies have shown thet birth weght and gedtar
tiond epeaeaiticd ddeminantsof suvivd (Teble ).

Svad hedth, nuritiond ad ooderic fadors have been shown to dfedt the birth
weaght. The prevdence of the vaious maemd fedtors and thar impedt on birth weght
shows sgnificant differences batween countries and even batwean different ssgments of the
communitiesinthesame country.

Primiparity, teenage pregnancy, materna height below 145 cm, maternal weight
below 40 kg, previous bad obgtetric history and pregnancy complications during the
presat pregnancy induding pregnancy induced  hypartendon reslit in marked reduction in
the meen hirth waght (Teble 2). Thee augogest tha in the urben as wel as in the rurd
communities a group of women & higher ik of ddiveiing a low birth weight infat can
beidentified, on thebedsof higary and Smpleexamingtion (Tebles2 and 3).

However, thissoreaning procedureis nat vary usgful inidentifying thewomen at risk of
ddivaingalow birthweght infant (Tebles2 and 3).
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TABLE1: MORTALITY INRELATION TOBIRTHWHGHT AND GESTATIONAL AGE

Brthwadt (9 <2000 20002250 226802490 25002990 >3000

Gedationdl age <37 >37 <37 >37 <37 >37 <37 >37 <37 >37
(weds

Total No.of 233 87 &b 159 39 240 102 14482 1 1093
deliveries

Total No. of live 164 61 54 150 38 234 97 1419 1 1080
births

Total No. of desths 107 31 13 11 2 6 6 30 - 14
Perinatal mortality 652.4 5082 240.7 733 B”27 %6 619 211 - 129
rate

Neonatal mortality 231.7 819 385 133 263 - 98 49 - 0.9

rate

TABLE 2;: MATERNAL RISK FACTORSASSOCIATLED WATH LOW :BIRTH WEIGHT

Maternal risk factor Mean hirthwaght(g) % Prevalenced meternal risk factorsinwomen who
ddiveredinfantsweighing
> 25009 <2500¢
Teenage pregnancy 25531598 110 169
Primiparity 25434519 233 37.8
Height below 140 cm 2331+417 1.0 2.9
Weight below 40 kg 2453 + 455 9.9 28.8
Haemoglobin less than 8yd 25304428 9.9 25
Previous bad obstetric history 2520+421 2.2 181
Current obstetric problems 2506 + 446 58 32.6
% of women with none of - 508 231
these risk factors
% With one risk factor _ 40.2 76.9
% with more than onerisk - 147 307
factor

During theladt fiveyears savard atempts have been medeto evauate Smple mesesrematt
o fundd heght and abdomind girth during pregnency as a method of assessmant of foetd
gomh. Fundd hdght ad abdomind gith messrements are of use in the detedion of
inrauterine growvth pettams bath in urben and in rurd communities Sudies undataken &
the Nationd Inditute of Nutrition (NIN), Hyderabed and dsewhere have demondrated thet
fundd height and abdomind girth Show aprogressve incresse with increesing geda:
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tional age (Figs. 1 and 2). After 37 weeks of gestation, there is a very high degree of
cordation between fundd height and abdomind girth and birthweight. Therisk of low hirth

weght gegply increesesin women whose abdomind girth and funddl haght messur-mentswere
bdow 2 SD vauesfor thet particular period of gesation.

TABLE3:  MATERNAL RISK FACTORSIN URBAN AND RURAL WOMEN
ASSOCIATED WITH LOW BIRTH WEIGHT

Maternal riskfactor % Prevalence ofriskfactors in women who delivered infants weighing
> 25009 <2009
Urban Rural Urban Rural
T eenage pregnancy 110 284 169 384
Pnmipanty 233 209 378 406
Height below 140 cm 10 06 29 26
Weight below 40 Kg 99 189 288 386
Haemoglobin < 8g/dl 99 172 225 162
Previous bad obstetric history 22 06 182 89
Current obstetric problems 58 56 326 248
% with single risk factor 598 574 231 216
% with one or more risk factors 402 426 769 784
Number of women studied 26330 11040 8230 5140

Sqid edimdios o fudd hegt ad adomind grth provide vduede infoméaion
regading inrauteine gowth. Fl in said messuramants to vaues bdow the ealdier cbsarved
percantile vaues in rdation to gestationd age and parddant low abdomind girth and fundd height
messremats ae indicative o intrauteine growth reardation. This smple test can therefore be
used to soremn dl women and identify women & risk of ddi vaing infants bdow 25 kg and refering
them to hogpitasfor ssfe ddivery and neonatd care

Componatsaf Minimum Antenetel Care

Obgdridans avise thet antendld care shoud begin a the latet, 6 wesks dter the lagt
mengrud paiod. Mot of the low income group women in bath urben and rurd arees do nat avall
of anterdd care fadlities If at dl they repart to the hosaita or hedlth centre, they do 0 by abaut the
20th wesk of gestation. Mot of thesewomen sk theadvice of antenatd carein thethird timester o
when they fdl ill. Sudies undataken to invedigae the impact of antendd care intiated at the 20th
or 0th wek of gedation on birth weight and peinatad  martdlity showed thet even when antenatd
cae was begun as lae as the third timeste, there wes a Lbdantid reduction in peinatd
mortdity. There wes some improvemat in - birth weght, though this was nat as sgnificart as the
improvamat in hirth weight and reduction in perinata mortdity oosaved when antenatd care was
darted during the ssoond trimedter.
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FHg 1 Fundd heght in dfferent heights of FHg2 Abdomird girthin dfferent paiodsof
gedation (Nationd Indiitute of Nutrition 1980, gedation Nationd Ingtitute of Nutrition, (1980.
Annua Report, p. 87.) Anmnud Report p. 88).

In the dasdcd context, the schedule of antenatd care congds of three vidts in the firg
trimedter, four vigts during the second trimester and Sx vidts during the third timeder of the
pregnancy. Substantial proportion of even urban middleincome group of women are urdde
to sek atenatd chedkeup 810 times duing the lagt 20 wesks of pregnancy. In rurd
communities it is vay dfficut for the Auxiliary Nurse Midwives (ANMS) or Obdtelridans to
reach the far-flung villages at frequent intervalsto perform antenatal check-ups. Itis,
therefore, essantid to determine the minimum number of antenatdl chedeups and the time at
which these could be done in order to defect the maximum number of risk factors during the
later half of the pregnancy.
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TABLE4: BFFECT OFANTENATAL CAREONBITHWHGHT

Group Age Parity Height Weight Haemo-  Birth weight Gestational
globin age

(y) (cm) (kg) (gd) (@ (wesks)

A No. 243 +4463 1561143 1514544 454270 10.3113?| IHNO=492 391162

antenatal

care (2832)

B Antcnatal 236+404 2501144 1514£517 47.0+653 Il.éil,4¢| 20642370 392+ 1.66

care from

second

trimester of

pregnacy (149)

CAntenatal 2443446 238412 1516+42%F 456+45 1.0z t,4ﬂ| ITTO+39 34+ 135
care from

third
trimester of

pregnancy (58)

Sudies undertaken in the NIN, Hyderabed, suggest that the fre examingtion should be
condudted, a the latest, by 20 wesks of gedtation for identificstion of the fallowing risk
fadors () women with previous oogeric pradlems (i) sydamic dsordars (i) women
with heemoglobin(Hb) levds bdow 8 g/d; (iv) body weght less then 40kg and (V) hdght less
then 145 am. Women in whom no risk fadtor hes bean identified could be subssouently seenat
28wesks a whichtimethefdlowing risk factors could beidentifiedt: (i) weight gain less than 1
kg; (ii) rise of blood pressure to 130/90 mm of Hg; (iii) funda height and adomird
grth bdow 10th cantile for the getationd age or fdl in fundd heght and abdomird
grth to lower percantile vaues then what were obsarved a the earier pariod of gedtation and;
(iv) identification of oogtetric prodlasliketwinshydramnios

Inthelow risk group, the subssquant two visits at 34 and 38 wesks are amed at detection of
ahigh rik group on the besis of (i) weight gain less then 1 kg Snoe 28 weeks (i) risein blood
pressure to 13090 mm of Hg; (jii) fundd haght and abdomind gith messremants bdow
10th centile for gedationd age or fdl to the peroantile bdow those dbsaved in the ealier
examingion; (iv) detection of dodetric problems and (V) in the legt eamingtion, detedtion
of aonomd positions and presntations dong with evidence of digarapartion.

A single Hb estimation by eyanmethaemoglobin method, if done at 20 weeks, is
sufficient to detect women with severe grades of anaemiaassociated with functiond
decompensetion. None of the women who hed heemogiohin levds mare then 9 gldl & 20
wesksdf pregnency, subssouently hed afdl in Hb bdow 8 gd a ddivayy.

Blood pressure examingion at 20,2832 and 38 wesksresLited in the detection 76 per cent of
al womenwho deve opad pregnancy induoad hypertension. Intrauterine growth retardetion
was coredtly identifed by fundd height and ebdomind girth messuramants
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ddivered low hbirth weight infants Twaty parcat of women with vaues bdow the 10th
catile ddivered infants of nomnd birth weight. These data uggest thet @ minimum of four
antenatd vists with the fird chedeup by 20 weskst and a 38 wesks is necessary for
detection of someof themgor risk factars assoaiated with low birth weight.

Soreening, | dentification and Careof Low Birth Weight Neonete

The continued high paingd and neondd mortdity raes in devdoping @untries have
been a source of concam to hedth planas and adminidrators Rramduity and low birth
wdght ae the two mgor causes of parinatd and neonatd mortdity and atempts are bang
mede to drengthen antenatd care savice with a view to reduce them. However, some years
might dgpse before the impedt of this drategy in tams of reduosd neondd mortdity rete
becomesdvious

Anathe goproech is to identify the ‘at ik, Low birth waight and premature infants
soon ater hirth and enaure trargpart to gopropriate hedlth fedlity where they could be given
adequete care. It is expected thet provison of adequete care of these & risk neonates would
caueimmediate perogatible redudtion in neonatd mortdity rates

Mgaity (70-90%) of ddivaies in Inda are condudted by trediiond hirth attendants of
rddives a the women's home Fadlities for waghment of infants are & the momat nat
avdlade in rurd homes It is essmtid thet gppropriate techndlogy for weighment & hirth is
mede available o thet thelow birth weight could beidentified and refared to adeguete care.

Naiond and intemaiond agandes have devdoped ad teted bdances for use in
tradiond rud sHtings in devdopng couies Seved dudes in Inda have dealy
demondrated that usng Smple, if necessary colar coded balances TBAJ/ANM  can weigh
neonaesa hirth, detet therisk and refer them to hospitals

Now thet it hes bean shown that screaning and identification of ‘'a risk’ neonates could be
undateken by the parson conduding the ddivay & home dfats may be mede to
persuede the village pendhayat to arange for trangport of high risk neondte to the gppropriate
hosaitd. It may be explaned thet this contingency s likdy to hgppen anly once o twice in a
month. Once the infart reeches the hospitd, the provison of adeguate neondd care is an
achievabletask.

Qudity of Care

All the dudies camied out in India have identified ansamia, unda-nutrition, and toxaamiaas
major factors responsible or high materna and perinatal morbidity and mortality.
However, organisad soreaning for early detection of these and manegament o these prodlems
does ot gopear to have recaved the attention thet it desarves in the avallddle antenatd care
peckages Weghmat during pregnancy, tests or detedtion of aneamiaand PIH are done in
hogaitd  stup, but nat in community-besed rurd savicess Thaereore mgarnity (over 75
peroat) of women with these prodems continue to remain undetected and untrested. Under
these droumdanoss it ishardy surprising that nather the prevdence of theseprablems
* at the latest followed by visits at 28+ 2 weeks, 34 + 2 weeks.
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nor their adverse matamd and painata conssouences have shown any mgor dedinein thelest
3 decades

During thelast 5 years some eva uations of the functioning of National Anaemia
Prophlaxis Programme have bean attempted. Results of these dudiesindicate thet

@ thee ae numaous logdic problems in produdion, dorege ad didribution of
required number of iron and fdlic add tablesto primery hedlth centres;

(b) in meny aressidantifying pregnant women and reeching 100 tebles to these women are
difficult;

(© women do nat teke these tablets because they do nat have any illness sympioms
cannat find animprovemant on teking tabletsand may infect devdop Sde effedts

(d) between 50-80% of the pregnant women ae aneamic; they reguire more then a
dngle tde of iron and fdic add, for coredion of aneamia Soeaning far aneamia
and presaibing iron thergoy far aneamia is confined manly to hosoitd and does
not reech thewomenwho do nat attend adinic.

The teanus prophylaxis programme hes fared better then the ansemia prophylaxis
progamme Peoples avareness and utilision of tetanus immunisgtion duing pregnancy
vaies in dffaet regons of the country. All avaldble dda indicate thet there hes been a
geedy and progressveimprovamant in peroantage of womenimmunised with TT. Howvever, itis
ameter of concem thet the improvament has bean mogt rgpid and mearked in some dates like
Keada, Tamil Nedu, and Maharaghira, where tetanus neonetoream is uncommon and leegt in
UP, Bihar wheretdanusisamgor cause of neonda degth.

Ye anothe intevention is the eforts to provide food supplemaniaion to pregnant and
lactating women through ICDS programme. The programime hes brought severd indirect
bendfits to mathers and the offgrings The Anganwead worker does know the pregnant
women in the village and he ads as afocd paint where MCH sarvice can be and ae being
provided. But the avalade data from diet and nuiritiond surveys suggest thet food intske of
pregnent or lactating women in these villages have nat improved markedy because of the
ineviteble food subdituion and shaing in the family. Conssquantly, there hed nat been any
demordrable improvamant in matamd  nutriiond datus The programme does nat am &
identificaion of ‘at ik undamourished women (weight bdow 40 kg, weght gan bdow 1
kgmonth) and enauing improvamat in dday inake in thee women through food
pplemats

All these studiesindicate that if substantial improvementsin materna health and
obgtetric paformance are to be expected, the exiging progranmes may repuire modifications
to improve the ‘qudity’ of care provided < thet ‘& ik group of indviduds coud be
identified and provided with gpproprite care
Urban-Rural Differencesin MCH Care

It is often sad thet one of the mgor fadtors regpongble for the continued high painad and
neordd mortdity ratesispoor avalahility of hedth carein rurd aresswhare mgority
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of Indids populaion resides It has been sated that only about 2090 medicd parsonnd work in
rurd arees where 7 5 par oant of Indids women and children redde Ladk of trangport and
communication fadlities betwean villages and the neighbouring hedlth fadllity often comes in
the way of even utilidng the avaldde hedth care in rurd aress The fadt thet refard
FVices of any type are congpicous by thar absence in rurd aress is yet anather factor which
comes in the way of effident uilisstion of avalade hedth fadlities It is often suggested
thet if these three proldems are soned out hedlth care and hedth Satus of women and children
will improvergady.

Ardyss of some of the dda on painatd, neondtd and infant mortdity rates in urben
areas shows that, though in some cities there has been substantia reduction in these
indices duing the legt three decades sevard dities continue to record high peinatd ad
neonad mortdity raes In the urben aress there is no dearth of hedlth fadllities In fact 80
per cent of health personnel residein urban areas and take care of health needs of 5
pe oat of Indids populaion who live in uben aess A newark of maemd and child
health clinics exists and takes care of the MCH needs of 50,000 population,
Auxliay nuree midwives teke MCH care right to the pdients door sgps MCH dinics
have the fadlity of refaring thar high rik casss to the nearby large hospitd. In urben
aess there are no trangpart battle nedks or communication problems However, in saite of
theavailability of al thesefacilities, neonatal and perinatal mortality ratesremain hgh
in some of the dties in Inda There hes ben a gowing feding thet this might be
attributable to poor utilization of available hedth care facilities by the segment of
population which is badly in need of hedlth care, e.g., the 'at risk’ population group
induding dl uben poor ad the mot wunadde anes bang the recat rud migans
living in dums pavemats and condrudion stes It is possble thet a dmilar Studion
exids to some extat even in rurd arees & leegt in towns in saite of MCH care fadlities in
thevidnity.

FactorsResponsblefor Poor Utilisation of Health Services

Sudies undertsken during the legt decade have shown tha factars regpongble for poor
utilizetion of avallable hedth savices might liewith:

(@ thewomen herdf;

(b) the sodo-economic sysem inwhich eexids

(©) the prodlems of communication and trangoort;

(d) the peripherd hedth care personnd who areto teke the hedith careto the ptients s

door gep;

(e) the PHC/MCH centre;

(f) therefard sytem; ad

(0) referdl hospitdl,
TheWomen Hersdif

Svad o the dudies undataken by the vaious agandes induding Indian Coundll of
Medica Research have shown thet many womendo not consder antendd care asimportart.
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An attitude survey undataken as a pat of ICMR adlaborative study on risk care goproech
indicated thet in Ddhi many women from the dder ages are uneducated group who condider
antenatal care as not esatid because pregnancy is a physdogical event and does nat
requiremedica care

In Madras and Calcutta, irrespective of age, educational status, occupation and
income, women have redisad the importance of antenatd care and sated thet they would a
leedt like to sk antenatd care indicaing thet there are marked regiond differences even
in urben popuiaion groups The sudy hows thet among the rurd women awareness and a
desire to utilise available antenata facilities was seen only among the younger
educated segments. Mgjority of women in many of the rural areas seek anterad
cae in the third timeser ar only if they fed ill. Ovioudy, unless the desre to seek the
antenatal care exidts, it is difficult to ensure that women do avail of the edding
fadliies

An andyds of data from the oantre sudy further showed thet irrespedtive of region or
urben rurd resdence dmodt dl the women indicated that they wiould like to have dodior to do
the antenatd examingtion. May did nat percave the ANM as the person with whom they
would like to have ANC. When asked for the reesons the illiterate women indicated that they
conddarad the ANM  as a young women with vay litle knomedge and skills The mare
educated sgmats of population dated thet she coud nat do weighment, blood pressure
chek up ad blood examingion which are consdared as the essatid parts of antenatd
chek up. Thusiit is dovious thet the ANMSs, who are the fundionaries to provide the antenate
cae in urben and rurd arees, are nat acogpted because they cannat carry ot the minimum
Sreming proosdures and, conssouatly, are ungble to detedt and referftrest women with
abgeric prodem. 1t is possble thet this might be one of the mgar fadtars responsible for
thelack of utilisation of the outresch of antenetd carefadlitiesboth in urben and rurd aress

May women indcaed tha they would like to have ANC in a hogatd, but weae
ueble to do 0. Almog dl hogaitds run antenatd dinics in the moming hours uLely
betwean 0800-1300 hours For a poor women this timing is vay uslitdde Often the
OPD isover-crowded and she hasto spend 2-3 hoursinthedinic. Inmogt hospitaste
dinics uxe assambly line tedhnique for antenatdl dheck up. The women hes to go from
one person to get obstetric history written to the next for BP check, to the third for
weighment and so on. She reachesthe obstetrician after passing through nearly adan
hends A ausry examingion is done & the ed of one hor and some medication is
prescribed. There is obvioudy no attempt to build the rapport by the overworked
dindans becaue of over comding in the OFD. Under these draumdlancss it is hardly
surprising that the woman feelslost and does not return to the clinic unless shefedlsi

If dinics coud be run & hours convenient to the women, better atendance could be
enarad. If low and high risk ceses are idertified a each vist and the subsaouant adions
expected from the pregnant women isexplained to her, shewould cooperate and cometo



Nesd of Organisgtion of Antendtd and Intrgpartum Carein India 189

the dinic as and when needed. Onee the rgppart is bilt up further provison of MCH ad
contraogptive care becomes relaively essy.

In some dities like Cdautta and Madkag mganity of women sek hooitd ddiveies
Howeve, daa from ICMR adlabordive sudy indicaed thet in Ddhi neatly a third of
(diveies take place & home In rurd aress mganity of ddiveies ocor & home in dl
regons It is ggnificat to nate thet mganity of those who wanted to ddiver & home are
dder poorly educated women from the lowest income groups These women do nat use
atendd cae fadliies ather. Subdatid proporion of these women bdong to high risk
group but they do nat aval of antenatd and intrgpartum savicss, these women continue to
have high morbidity rete and thar low hirth waght infants have high painetd and neonatd
mortdity rates Data from some dudies suggested thet the younger educated women having
thar 2nd or 3d ddivay famed subgantid propartion of hosoitd deliveies Thisgoup is a
low risk group and thar use of availeble hogaitd fadlity is urlikdy to resit in an redudion in
paindd and neoratd mortdity rates It is dovious that the ssgment of populaion which isin
the umos ned of antedd and inrgpartum care sddom uses it. The low risk group,
however, mekes use of avaldde fedlities which they do nat nesd. Thus there gopearsto be a
mdddribution of avaladlefadlities

This might ds0 be one of the mgar fadtors regpongble for the continued high neoratd
painatd and low hirth weaght ratesin the country.

Problems of Communication and Trangport

Unlike uben arees trangport and communication battlenecks form one of the mgor
condraints thet come in the way of better utilisstion of available hedth care savices in rurd
aess Women with obstructed labour, threstened rupture mdpresantations or edampsa
have to be tragported miles acrass the country in roeds which are no more then tracks The
hulodecats are often the ole mode of conveyance betwean the paiphad village ad the
neares hedth fedlity. It is indesd suprising thet many women sucossd in reeching the
hogoitd even in a shocked date Lack of trangport and communication fadlities is ane of
themgjor factorsthat lead to under utilisation of available hedlth careinrura aress.
Communication bawemn villege and PHC is poar. It is nat possble to ensure thet even if
PHC is infomed arangamat for trangoort of obdetric petients during emergandes is
possble becaue of ladk of vehides ad inevitadle time lgpses inherart to this Each villege
today docs have a penchayat which is vested with the respongihility of looking after welfare of
village populaion. If aranging trangport of women during emergendes dther in pregnancy arin
labour to an gopropriate hedth fadlity is envissged as a duty of the pendheyd, it might be
posshleto reducethe ddaysin trangportation.

Auxilliary Nursng Midwife

The axilliary nursng midwife (ANM) is conddared to be the modt periphad MCH
worker. After her training (often in a dty-besad hogaitd traning oantre) e is poted in a
village where ge is nat familiar with the populaion. She is expedtad to identify pregnart
women but isnat familiar with thevillage Even dter etadlishing argpport shehesto go
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from doar to door to survey the populaion to identify the pregnant women. Since she hes 1o
oove a population of 5000 to 10,000 scattered betwean 5 to 15 villages e hesto oend alat
o time to athieve even the smple tek of idatifying the pregnat women. Se is
expected to provide antenatd care but & the moment she does nat have any of the minimum
equpmant thet is nesded for soreening pregnant women. Her kills and knomedge which
aoud be readly usad for building an efedtive soreening mecheniam far high risk pregnant

casss is thus under-utilised. She is expedted to ensure that medication such as iron and falic
add tablets are taken regulaly by pregnant women. However, e sees these women anly
once o twice in a month and, therefore, cannat enaure any regulatity in medication. A lat of
ha time is gat in trying to mativete women to acogat condraception. However, her
adviceisnot readily heeded because she does not have avery good rapport with the
populaion and de is nat vay dfedive in providng MCH care Thus & the momant the
ANM is a grosdy ove-worked woman who is pending mogt of her time in paforming ajob
nat talored to her capehilities and is not well-equipped to cary it out. At the same time her
skills and knowledge as a trained paiphard hedth worker are grosdy unuilised. If the ANM

is traned to check blood pressre to mesaure fundd height and the abdomind girth and
accurady etimate heemogidhin, she could be used vay dfedivdy to identify high risk
pregnant women who nesd medicd care She could use her time to parform this useful function
if deis fread of her job of identifying pregnent women and looking dter ddiveies in the
village If the community hedth vduntesr (CHV) identifies and krings pregnant women
to the ANM and if the trediiond birth attendant(TBA) tekes over the reponshility of looking
dter nomd ddiveies but informing the ANM  as soon as conlications aise, the ANM

ooud adhare to her schedule of providng atendd cae She can e dl pregnant
women cdllected by the CHV, and can check the dataof birthsand deeths collected by the CHV
and can organise the refard of high ik patients to the gppropricte hedlth care fadlity or to
PHC. If her rde as provider of matemd and dhild hedlth care is recognised by thevillagars
she could bemore successul in providing contraogptive carerto the village populaion

Community Health Volunteer (CHV) TBA

The CHV/TBA is conddared to be a liaison person betwen the MCH care ddivary
sydem and the community. Sheis uadly a berdy literate person who hes bean given adhort
ogntation traning in some agpeds of MCH care Tradtiondly TBA's do nat provide
atenatd care they provide only intrgpartum care She is a pat time undapad pearson
whosetimeis spent in trying to exercise her inadequate medical knowledgein early
dagnodsd prablemsin ddivary and thar menegamant. Thefadt thet heisfrom thevillageand
hesan exadlat rgppart with the villagars thet she is avalldde in the villege dl the 24 hours
and knows whet is heppening there is vary poody utilised. Therdfare, she does nat sarve es
an effectivelink person betwean the community and the hedith personnd. The CHV canreedily
identify pregnent women fraom the community and bring them to the ANM; she would d
form an effetivelink for refard of those petients to the gppropriete hedth centre as and when
nesded. Snce sheresdesin thevillage she can attempt to ensre thet medidnes
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ae regulaly teken. She knows the antire village and therefore, can accurady record births
and degths Thus if her fundion as recorder of evert in the village and her rdle aslink person
bawean community and hedth persond s recognisad and ranforced, she can fundtion
fectivdy.

Primary Heglth Centre (PHC)

The Rimay Hedth Cantre usudly sarves a populiaion ranging from 30 to 40 thousand. Al
PHCs have an overaowded outpetient departert. Modt of the patients attending OFD suffer
from minor alments and do nat nesd phyddan's lls in dignoss and trestmat. Thusthe
dodtor's ills are under-uiilised and this leads to professond frudraion. The doctorss
time is undar-utilisad because of lack of medicd higrardy. Snce histime is pant intregting a
large number of parsons with minor alments he hes no time to organise the fundions of
ather hedth parsond or to supavise and chedk their fundions His postion asthe leeder of
the hedth team is nat recognisad and reinforoad in dally adtivities of the PHC. Thareforg
hiscapahlities sstheleader of the hedith team ramains unutilised and unrecognisad.

The PHC dodtor lacks fadlity for reeching the villages in case an emargancy aisss there
and bring women over to the PHC or trandfer these women to the gopropriate hedth care
fadlity reedly. The PHC fadlities are thus undar-uilised by the high risk group resding in the
peripheral villages. Even when he encounters a problem at the PHC; he lacks the
gopropriate refard system to send these women to refard hospitds The absence of referrd
sydem is ane of the mogt important factors contributing to the undar-utilisstion of dl medica
fadilities and women nat getting thetype of carethey nead in an emergency so asto improvethe
dhancesaf survivd of her infant and betterment of her hedlth gatus

If the sygem can be madified 0 thet the phyddan examines only cases which are
refared to him by the CHV o ANM, he coud gpend more time in identifying &l high risk
pregnant women. He could dso provide gopropriate trestment for some caees (like ansemiain
pregnancy) right in the PHC. He auld refe women with mgor hedth pradlems which could
not be adguatdy attended to & PHC to gppropriate refarrd oantres Once heis fread from the
buden of examingion of pegple affeing from minor alments he hes time to check
ANM's records of hirths and deaths and MCH adiivities He could monitor and fdlow their
activities and take up corrective steps for identified defects. He could organise
preventive and contraceptive savicg, in PHC o that the number of high risk ceses decrease
ove years He dso nesds time to goend on edadliding viddle communication and refard
gydam. The fait thet he is the heed of the medicd higrardhy in the PHC and hes reedily
recognisale links with expart hedth care would enhance his pregtige the recognition that he
isthelesder of the hedth team a PHC might give him professiond sstifadtion.

Referral Hospital

Thee ae lage number of ddrict hogaitds in rurd aress and comporation or teeching
hogatds in ay margpdiiten dties Ther outpetiet and in patient departments are heavily
over-convdaed. However, an andyss of the outpetient and inpetient datisicsdearly ind-
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caes tha these facilities ae grosdy under-utilised. Most of women atending the outpatient
depatment ae low rik group who have come there for management of minor ailments.
Women who had reqular antenatd check up throughout pregnancy conditute less than 10 per
cent of women atending any of these hospitds Mog of the time of the medicd personnd is
sent in screening a large number of low risk women; some high rik women get missed
during outpatient clinics because of overcrowding. The outpatient faciliies ae thus  unde-
utilised in spite of being overcrowed.

About 80 per cent of deliveries in these hospitds ae unbooked; nearly threefourth of
these are from low risk group. It is obvious that the referra hospitd is getting swamped with low
fik caes who do not require the skilled personnel or the facilities available. But there s
under utilisation of manpower capabilities and facilities avalable in the referd  hospitd  for
manegement of high risk cases.

Conclusion

To am up, fadlities will reman under utilised unless the women themsdves redise the
nexd for hedth care and ANM/CHV know of gopropriate place and parson whom they
should refer cases It would gppear thet ladk of medicd fedlities, trangport and communication
prodems ad lack of an argenisad refard system are the main battlenecks which resuit in
under uilisstion of avalade nedicd fadlities & the rurd levels Ladk of soreening sysem for
the high risk cases and the proper refard sydem resits in under-uiilission of ANM ad
the medicd officars <ill in the rurd and urben aress and under-utilission o avaledle kills
and fadlities & the refard hosoitd. Hedth education, modification of exiding hedth care
odivary sygam with eseblidment of proper medicd higardy ad referd sygdem might
go alongway in redudng undaruilisstion of exiding hedth carefadlities

It hes often bean painted ot thet there are two mgor problems thet come in the way of
efedive uilization of avalable pasonnd in ddiveing MCH savices The fird prodem is
the lack of proper medicd higrardy with well definded duties and resporsihilities for the
vaious pasond invdved in ddivaing the hedth care ad lack o fird line supavison.
Thessoondisthe absence of proper sreening and refearrd fadlitiesto identify & risk women ad
providethewith prompt and efedive
MCH care can be organisad o thet each person in hedlth care system parformsthejob for
whichheiswdl qited. The CHV adtsasalocd recorder of evertsand liason person
between hedith faallity and community. The ANM supavisssher work, checkstherecordsfor
correciness and acouracy, Sreens antenatd women and reportsto themedicd offioer. The
Medica Officer examines, in detall, the at risk group and presribes proper menegement. He
now hestimeto check the records maintained by CHV and ANM and evduatethework done
by both. He can organi se and supervise preventive and promotive health messresHe
could devdop viddle fundiond refard sysgemsfrom villegesto PHC and PHC to digrict
hosaitdl. All the hedlth fundionaries may thus paform therde thet they arebet fitted todo
and the community bendfits because of effedtive fundioning of the hedlth care system.
Inddentdly, suchasydemitsdf fomsamethod of in-sarvicetraning and refresher course
for dl prsond invalved. Establishment of mediicd recordsand odlledtion
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of vitd datidics have become away of life Paiodicd andyses of these data over saverd
yearswould providean in-built tod for evaugtion of ongoing programmes

Thismodd of antendd and intrgpartum care visudlises the reorganisation of the fundtion of
the exising hedth care infresrudure 0 thet dl pregnent women could be soreaned using
smple gopropriate perameters and categarisad into various risk groups It is expedtad thet the
sedion of high risk women and refard to the gopropriate levd of hedlth care odlivery sysem
for thar care would resuit in ggnificat redudion in low bith waght, painetd mordity
and neonatd mortdlity rates Theordticaly, at leedt, this gppears to be an atradtive modd besd
onlage

Oreis nat are if it is possble to reorganise the exiding sysam on the lines indicated
aove. The bardits and risks of such reorganisdion are ye to be demined. For this
puposs pilat prgedts nead to be undartaken and these sydams put into gperation in one o
two didrids The snags as and when encountered, nead to be tadkled and the projeds
evduaed udng the inbuilt recording and reporting sysem. Based on the conarete data
ohtained from such sudies ggps could be taken to improve the ddivay of MCH care & the
ddrictlevd.
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