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INTRODUCTION:

The Constitution of India envisages the establishment of a new social
order based on equality, justice and dignity of the iodividual. Among
other things it directs the States Lo record improvenent in the public
health as one of 1ls primary duties and aims at eecuring the bealth and
strenalth of workers, me=n and wooen, speciadly ensuring that children are
given opportinities and facilities to develop in a Fealthy manner.
During Lhe last three decades considerabile progress bas been achieved in
the improvement of health status of cw poople.  Yet moch renains to be
clone Lo ful fill the cherished qoals ensteined in oo Constitubion.

MATERNAL. MORTALITY

Definitions:

Maternal death

Intuitively one would expect the definition of a maternal death to be a
simple matler. Childbirth is a menmarable event and death in childbirth:
aven more s0. In practice, bowever, natters are nob that olear cut.  If
the definition of a matermal death is to include all deaths dus to
precgrancy and ohildbirth it must inclucde deaths i
childbirth (e.q. aborbicn, ectoplc pregnancy), place during
childbirth (e.g. antepartun, intraparton and postpartun haernorrhage), as
wel 1 as deaths taking place some time after the actual event of
childbirth (e.g. sepsis). Moreover, not all maternal deaths are directly
cue to conditions resulting solely from pregnancy. Some are caused by
pre-existing conditions which have been aggravated by pregnancy
(hepatitis). This latter distinction is not new. Traditicnally matermal
deaths have been classified as "true matermal deaths when the [rrennancy
was directly responsible for the sequence of events that lead to the
death, and associated or indirect causes where the condition that lead to
the death was unrelated to the pregnancy (0537).  This di
redterated im the Ninth Revision of the International Clas
Diseas

s before

inction is
asification of
e (ICD 9) which definss a maternal death as follows (OS5L):

"B matemal death is defined as the death of a wonan while
preghnant or within 42 days of termination of prearnancy , from
any cause related to or aggravated by the pregnancy or its

maragernent but not frronm accidental or incidertal causes.

Maternal deaths should be subdivided into two groups:

(1) Direct obstetric deaths: those resulting from obstetric
complications of the pregnant state (pregnancy., labour and
puerpaerium), from interventions, omissions, incorrect

treatment, or from a chain of events resulting from any of the
above.
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(2) Indirect obstetric deaths: those resulting fron previous
existing disease that developed during pregnancy and which was
not due to direct causes, but which was aggravated by
physiologic effects of pregnancy. "

A significant feature of this definition is that implicit in the
definition is the notion of exclusion — "a matermal death is the
death of & women while pregnant ... but rot from accidental or
incidental causes" — which is followed could significantly reduce
the bias inberent in most of the maternal mortality rates published
today. A WHD Working Group has suggested that the Tenth Revision
(ICD 10) should go even further and define a matermal death as "the
death of a women while pregnant or within 42 days of termination of
pregnancy irrespective of the duration of or tie site of the
pregnancy”.  The recommendation goes on to say —— "this should be
the total definition. We wish to have included in ‘matermtal
mortality’” all knoen deaths of women bnoen to be preanant. In this
regard all death coertificates of women in the reproductive age
group, 12-50, should have the certificate cspecially amnotated if
the wonan was known to be pregnant at the time of her death or was
knovn to have been pregnant at any time within the previous 47
days. Maternal death should then be subdivided into three groups:
firstly, direct obstetric death, secondly. indirect obstetric death
and, thirdly, the fortuitous or coincidental death of A WA Whsrre
the condition causing the death was not obetetric o did not
aggravale the obstetric state. It is realized that in My
situations it will not be possible to obtain all deaths in the
thres categories but certainl y the principles should be
matntained. "  (OEE2)  Malernal mortality is thus being defined as a

“time of death’ measure, analogous to infant mortality which (wt=Tul
where such information is available, also b analyred by coaues

Fresent Status of Maternal Mortality in India:

Matermnal morbidity and mortality rates in developing countiriess
including India is quite high. As the majority of child birthes in
India take place in houses and deathe are not always reported,
correct information on matermal mortality rate also 1e mot
available. The cause—wics rate available for {the vear 1977 s
Oivedt asn tollowss:



Matermal Deaths in rural India (1972) per 100,000 live births:

Cause

1. Haemorrhage
. Abortion

]

)
e

lJ
.

Toxaemia

. Anaemia

o oh

Fuerperal sepsis

Mal presentation

~N o

Uther causes

All causes:

Rate

Q6. %
8.2
6.2
80

Source: Model Registration Unit, Survey of Causes of Death 1972, R.G.I.

Fercentage distribution of deaths by causes related to child birth and

pregnancy (matermal):

Specific causes

1. Abortion

. Toxaemia

o ANnaaimia

4. Blee=ding of preghnancy
and puerpErium

9. Malposition of child
leading to death of mother

6. Fuerperal sepsis

7. Not classifiable

Total

Source:

<~ 5
e

S8

15.8

1%.4

12.4

177

100.0

R.G.1.

1981

1982

10.1

24.

26

100.C

o



-4 -

India ranks amongst countries with high maternal mortality. It is
essentially a rural country with 80% people living in villages with
unsatisfactory sanitation, poor economy and educational standards.

Female literacy rate (all ages) at all India level is 24.8%. Mean age at
marriage—females is 18.3. Total fertility rate 1981 (SRS) is 4.5.
Approximately B80%Z deliveries take place in houses. Majority are attended
by traditional birth attendants (dais), relatives of pregnant women or
fenale health worker (aw:dillary nurse midwife). In case of abnormal or
difficult labour it becomes difficult to transport the patient to the
nearest health facility. Early marriage and early pregnancy and repeated
pregnancies make women prone to higher risk due to cephalopelvic
disproportion, toxaemia, intrauterine inertia, etc. PAnaemia of mothers
which is an important cause of maternal mortality is of nutritional
origin. Foverty, illiteracy, ignorance, superstition, all aidexd by lack
of proper antenatal, intranatal and postnatal care favour a high maternal
death rate.

Strategies to improve women’s and children’s health and steps taken:

The National Health Folicy provides highest priority for the improvemert
privileged section of the socciety. While efforts are continuing at
providing refresher training and orientation to the traditioral birth
attendants, schemes and programmes are being launched to ensure that
progressively all deliveries are conducted by competently trained peErsons
so that complicated cases receive timely and expert attention within a
conprehensive programme providing antenatal, intranatal and postnatal
care.

Some of the goals for Health and Family Welfare Frogrammes are as Tol lows:
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Indicator

Infant mortality rate

Ferinatal mortality
Crude death rate

Fre—-school child
(1-5 yrs) mortality)

Matermal mortality rate

Life expectancy at birth

Current

Level

Rural:
Urban:
Total:

5 —

105 (1985)
a7 (1989)
5 (1985)

&7 (1976)

11.7

24 (1976-77)

4-5 (1978)

Male S2.6 (1976-81)

Female S51.6 ( " )

Babies with birth
welght below 2500 gms
(percentage)

Crude bhirth rate

Effective couple protection
(percentage)

Net Reproduction Rate (MNRR)
Growth rate (annual)

Family size

. Fregnant mothers receiving

arntenatal care (%)

Deliveries by trained birth
attendant (%)

Immunization status
(7% coverage)
TT (for pregnant women)
TT (for school children)
10 years
16 years

DFT (children below = years)
Folio (infants)
ECG (infants)

DT (new school entrants
56 years)

Typhoid (new school
entrants 56 years)

)

4400
i -

I5.8

1.48 (1981)
2.24 (1971-81)

4.4 (1979)

40350

ZO-Z5

o

)
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10.4

18

=27.0

42.0

1.66
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100

100
100
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CHILD MORTALITY

DEF INITIONS

nmber of infants dying wnder
one year of age in a year (K
1000 live births of the same
year.

Infant Mortality Rate (IMR) @

Munber of infants dying within

the first month of life (under
78 years) in a
year per 1000
live births of
the same year.

Neonatal mortality rate :

Munber of infants deaths at
73 days to one year of age per
1000 live births in a given year.

Fostnatal mortality rate :

. Mumber of still birthe plus
death within lst weelk of
delivery per 1000 live births in
a year.

Faerinatal mortality rate

The infant mortality rate (IMR) is considered to be an indicator of
socio-economic and bealth conditions prevailing in the commrilty .
IMs in India was about 161 in 1947 and it has been progressively
It was 104 in 19683-84 and has dropped to 99 per

The

declining since then.
thousand live births in 1985.

-F'rincipie causes of High IMR in India:

Aocording to the information available, the ma jor cauwess of infant

mortality in the country are:

(a) prematurity

(b) respiratory infections
() complications at birth
() diarrboea

(2) fevers, and

(f) tetanus

Trends in Infant Mortality Rate — Major States: (1976—85)

The Infant Mortality Rate for 1985 has been ectimated at §9 per 1000 live

birthe which represents a significant fall of 9 points from 1984, During
the period 197685, the Infant Mortality Rate at all India lesver]l has

4 points.  The State of Ferala has recorded thee miniaoom R
of T2 in 158%. Excepting the State of (Orissa, tte Infant Mortality Fate
has declined in all the major States Ptwssn 1976 and 1985, In Orisea,
the IMY increased by 20 points betwsen 1576 and 1977, thereafter,

declined by

-
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declined by 14 points between 1977 and 1978 and again increased by 16
points between 1978 and 1979. After 1979, bowever, the IMR is
consistently on decline in the State (except for 1987). The average
decline between 1976 and 1985 varied between 1—4 points per year in Assam
to 5.2 points per year in Gujarat. The extent of decline in 14 major
States is given as follows:

0 = 1.0 points per year - Nil
1.0 = 2.0 points per year = Assam (1.4), Madhya

Fradesh (1.7),
Maharashtra (1.6)

2.0 = 3.0 points per year = Farnataka (2.0),
Ferala (Z.&)

3.0 = 4.0 points per year - Rihar (Z.2),
Haryana (%.0),
Andhra Fradesh (Z.9),
Rajasthan (2.7),
Tamil Nadu (Z.73)

4.0 - 5.0 points per year - A.F. (4.3,
Funjab (4.1),
U.F. (4.2

9.0 = 6.0 points per year - Gujarat (5.73)

The latest available estimates for 1985 reveals that the Infant Mortality
Rate has shomn an increase in 1985 as compared to 1984 in the States of
Andhra Fradesh (5 points), Assam (12 points), Bihar (10 Foints) ., Ferala
(3 points), Madhya Fradesh (1 point) and Funjab

(5 points) .

The Statewiss position is given below:

1. Andhra Fradesh:
The Infant Mortality Rate was estimated at 83 per thousand live
births in 1589 as compared to 177 in 1976. During 1976-1939, the MR
has registered a decline of 29 points (4.7 pointe per yvear) and the
st significant decline of 25 points has occuwrred between 1978 and
1980, The rate is observed to be increasing since 1987,

rJ

fssam:

The Infant Mortality Rate during 1976-85 has declined by 17 pooints
(1.4 points per year) to 111 per thousand live birtles in 198% as
compared to 124 in 1976, The maximom decline of 14 points occourred
between 1978 and 197%.  The rate is observed to be i CrEAsing since

2. Bihar:
The estimates for 1976 to 1980 are not available. The IMR has
declined by 13 points (2.2 points per year) from 118 in 1981 to 105
in 1983, The masdimum decline is observed during 198382 and the rate
has shown an increase in 1985 as caonpared to 1984.
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Gujarat:

The State has reported the maximum decline of 48 points (5.7 pointe
per year) among the major States during 1976-1968%.  Tihe 1MY was
estimated at 98 per thousand live births in 1985 as compared to 146
per thousand live births in 1976. The masximum decline by 16 points
was observed between 1977 and 1978, fol lowed by a decline of 10
points between 1979 and 1980.

Haryana:

The IMR has declined by 27 points (2 points per year) from 112 in
1976 to B85 in 1985. The maximum decline of 16 points is observed
between 1984 and 1985. The rate also showed a significant increase
of 10 points between 1987 and 1984.

Farmatakas

The Infant Mortality Rate in the State declined by 18 points

(2 points per year) from 89 in 1976 to 71 per thousand live births
in 1985, The maximum decline of 17 points occurred betwesn 1979 and
1980,

kerala:

The State has recorded the lowest Infant Mortality Rate of 27 per
thousand live births among all the major States in 1985 and this is |
reported to bave declined by 24 points (2.6 points per year) betwesn
1976-1785.  The maximum decline of 9 points occurred betuesen 1976
and 1977, followe by 7 points decline between 1961 and 1982, The
rate has, however, shown an increase in 198% as compared to 1934.

Madhya Fradesh:

The IMR 1n the State bas declined by 16 points (1.7 points per year)
from 178 in 1976 to 172 in 1585. The IMY increased by 10 points
etween 1976 and 1577 but consistently declined thereafter upto 1984
and recorded an increase of 1 point in 1585,

Maharashtra:
The IFR in the State has declined by 15 points (1.6 points per year)
from 82 in 1976 to 68 per thousand live births in 1585, The I~

recorded a significant increase of 15 points betwsen 1976 and 1977,
S points between 1978 and 1972 and 9 points betwsen 1997 and 1587,

The maxamum decline of 11 points cccurred between 1579 and 1560,
followed by a decline of 8 points betwsen 1584 and 1585,

Orissa:
The State of Orissa ie the only State which has shoer an increass of
Aopoints in IR betwsen 1976 and 1935, Tk IMR which was estimated
at 127 in 1576 went up to 170 per thousand live bi rthe in 1985, The
MR increased by 20 points between 1976 and 1977 o dexclined betissen
1577 and 1978 and anairi.




-9 -

Estimated Infant Mortality Rate - Major States (1974 - 1985)

197 19717 197 1979 1980 1981 1982 1983 1984 1985

[oa] ~d o~ wn L o (=} ~N
- - - - . . -

~a

s
12,
13.
14,
13,

(Provisional)

Andhra Pradesh 122 125 117 106 92 86 79 77 78 a3
fssan 124 {15 118 104 103 106 102 94 99 11
Bihar -=- Not available --- 118 112 99 93 105
bujarat 146 138 122 123 13 116 1 106 106 58
Haryana 112 13 109 100 103 101 93 91 101 85
Karnataka 89 83 82 83 I3t 69 63 | 74 I8!
Kerala a6 47 42 43 40 37 30 33 29 32
Madhya Pradesh 138 148 143 143 142 142 134 125 121 122
Maharashtra 83 108 81 86 75 79 70 79 74 68
Orissa 127 147 133 149 143 135 132 126 131 130
Punjab 108 1035 117 92 89 91 75 80 b6 I3
Rajasthan 142 142 140 108 103 108 97 109 122 108
Tamil Nadu 110 103 105 100 93 91 83 87 78 80
Uttar Fradesh 178 168 177 162 159 150 147 155 155 140
West Bengal --- Not available --- 91 86 84 82 77

All India 129 130 127 120 114 110 105 103 104 95

Causes of High IMR:

The interventions that are considered necessary to reduce M and TR
are antenatal care, perinatal care, immnisation, control of diarrloea
and ORT, breast fesding and infant nutrition, drinking water and better

female education.
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FROGRAME COMFONENTS OF MATERNAL. & CHILD HEALTH CARE IN INDIA

LEVEL -1 CARE

Antenatal care — Frenatal care consists of an early detection of
pregnancy, identification of high risk mothers, immunisation of the
mother against tetanus, nutrient supplements with ircon and folic
acid followed by an antenatal check up of pregnant mothers at 20th,
Z0th, Z4th and Z8th weeks of pregnancy. This antenatal assessment
will aim at detection and management of anaemia. malnutrition,
pre-eclampsia, beart disease and an early diagnosis of intra
uterine growth retardation.

Intranatal care — It consists of (a) conducting delivery in a well
lighted, clean room (either in the patient's own home or at the
sub—tentre) of normal cases with proper asepsis, (b) referring the
abnormal cases to the FHZ, subdivisional or district level hospital.

Fostnatal care — [t comprises (a) A check up of the newly del ivered
mother once daily for the first 7 days and twice weekly for the

o three weels, (b) encouwraging breast feeding, (¢) educating the
mother recarding personal hygiene, proper diet, and (d) at a later
date suitable advies regarding family planning metloxds.

LEVEL-IT CARE

Antenatal care — The pr‘ene(tal care will be on the same line as an
level-I care. Since complicated, referred cases will have to be
dealt with, more freguent antenatal check up, as and when necessary
have to be done, by the specialists, specialized equipossit,
instrument and facility of blood transfusion will b available for
dealing with such complicated cases.

Fostnatal care — Tihv high risk cases delivering in the level-1]
fospital will be kept as indoor patient for first seven to ten days
and later will be followed up in the postnatal clinics or by Fome
vigits, with emphasis on educating them reqarding diet, personal
hygiene, exercise, breast feeding and later on advising them
regarding femily planning.

LEVEL-III CARE

Antenatal care — The prenatal care should be given, in the
level-111 hospitals through well established antenatal clinics
whare speclialists are available, alongwith the special equipments

cophisticated blochemical tests required for enswwring the well
Bxing of the foetus in utero.

Intranatal care — Labowr rooms should have a foetal monitoring
syatem, facility of blood transfusion and a good opsration theatre
near- the labour room with specialists to deal with any abnormal ity
arising duwring latouor.
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Fostnatal care — This will be given for the first few days in the
hospital by daily check up of the mother and baby and later on in
the postnatal clinic with particular emphasis on educating the
mothers regarding diet during postnatal period, hygiene, breast
feeding, exercises and later on family planning methods.

Frophylayxis against nutritional anaemia among mothers:

MAhaemia is one of the health problems affecting women of child
bearing age in the country. Anaemia in pregnant mothers is an
important cause of maternal morbidity and mortality. Apart from
affecting the health of the pregnant mother, it also affects the
newborn adversely. Studies have stown that the great majority of
caces of anaemia in mothers are of nutritional origin. In order to
prevent nutritional ansemia among mothers, one tablet of Iron &
Faolic A&cid containing 60 g elemantal iron (180 mg of ferrous
aulphate) and 0.5 mg of folic acid is given daily. The
administraticon of the tablets shvuld e continued till the level of
haemaglobin is maintained at a satisfactory level. The
Feneficiaries of the scheme are expectant and nursing mothers and
other women who have accepted Family Flanning method.

The objective of the scheme 1s to prevent the development of overt
ancemia among the mothers. It is snggested that an initial
estimation of haemoglobin should be done wherever possible to
docide whethsr a women is frankly anaemia and needs anti-anasmia
therapy or 1s fit to be kept cn the prophylactic regimen. The=
level of hasnoglobin — 10 gms percent for womsn may be taken as
critical level for deciding on anti-anemic treatment or
propliylactic management. It is also suggested that to enable
greater survelliance and follow up of the beneficiaries put on the
prophiylaxis programne, Iron & Folic Acid Tablets should not be

Civen th-c wih the special clinice for mothers, antenatal clinics,
_postnatal clinics, etc. For convenience of rural mothers, 1t has
also been sugoested that they may be given the tablets for a
ffortnight or a month and the ANM during the home visits should
verify on the artual intake by mothers.  Iron and folic acid
fablets are bnown to be issued in much larger quantities than
required for a month. Closer scrutiny should be kept normally. not
more than the supply for a fortnight should be issuedd. Supplies
for longer period are only to be given in exceptional cases. The
tablets are o be taken continuously for a period of 100 days.

Y HE ALTH C=LL
COMMUNIT St Marks Rosd:
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Universal Immunisation Frogramme:

In order to improve the vaccine cover age ot eligible popodation end
ensure high quality of service, a major shift in the strategy was
adopted in 1985 with the launching of Universal Immunization Frogramim,
as a "living memorial to the memory of the late Frime Minister Smt.
Indira Gandhi". Under the programme, 20 districts were selected cduring
1985-85 with the aim of a achieving 857 coverage of infants and 1007
coverage of pregnant women during the year. e expect to cover the
entire country by 1990. The major tasks in the Universal Immunisation
Frogramne are expansion of vaccine coverage of the eligible poputlation,
strengthening of cold chain of vaccines, procurenant and distribotion of
essential equipment, training of health personnel, preparation of kealth
education material, promotion of commnity participation, development
of surveillance systen operational research, monitoring and evalustica.

Integration with ICDS:

ALL DS Blocks in the country are covered wnader the espooded P CRIE ST
af immnization. hiversal immonization under ULF was talen up 1n 20
districts initially during 1985-86. Out of &7F blocks of these
districts, 117 blocks are ICDS blocks. In 1586-07, 62 districts with
1045 blocks were talken.  Thus out of a total of 1677 blocks in 9
districts of UIF 3556 (27.374) have ICS in operation. It is appropriate
that the scheduling of ICDS blocks and the UIF districts procesds in a
synchronised and integrated manner but due to the resour-
on the ICDS side, the ICDS coverage of all blocke would be
by 1575, hopsfully.

constraint
porssitle only

Fre-requisite for success:

For the successful implementation of this programne, we Feduire caretful
planning, effertive monitoring and optimal use of available rescurces.
Training of mxical and paramedical manpower bas bosn giver a high
priority. Modern techniques of mass media are teing uvesd for generating
public demand for these services. Close monitoring of cold chain
equipment used for storage, and distribution of vaccine is ey iredd .
Since these services are being delivered within the fram=work of the
existing health care delivery csystem, a close coordination is requires
at all levels of implemsntation.
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Volume of work:

This is one of the largest immnization programmes undertaken anyiwhber e
in the world. By 1990, we aim to provide services to 273 million
pregnant women and over 18 million infants annual ly. During the Seventh
Flan period, we expect to cover 92 millicon pregnant womeyt and &2 million
infants. The magnitude of the tasks can be well imaqined from the fact
that funds sanctioned under UIF are not released in time. The training
programmes are not satisfactory specially at the lower levels. The
logistic support is not adequate. Field supervision and monitoring of
the programme is not satisfactory. Higher priority given to some othesr
programmes such as family planning or malaria control for examnple, leads
to poorer performance under UIF since the same bealth werkers must do
all the activities.

Community Involvement:

Community involverment is a pre-requisite for achieving succes
programne and the major impediment in this sphere is the lack of
motivation in the canmmnity. Ministry of Health & Family bkelfare ie
developing publicity material to cover these agaps.  In this progranass
vaccines are bxeing glven undor a single roof so that people do not bave
to me frioom place to place for different vaccines. The programmes
provides 1mmnunization services in areas which are not within easy reach
through outreach operations. Services of nongovernmental agencies,
professional bodies and voluntary organizetions are being encooraged in
this programme, more particularly for demand generation, preparation of
lists of eligibles and undertaking health education activities and

reporting suspected cases of Tetanus and Foliomyelitis.

this

wo

IT. Frophylaxis against nutritional anasmia amongst children:

Motritional ansemia of pre—school children 1s also a bealth problem
in India. Apart fron affecting the bealth of the children, it
affects thelr growth and develomment.  The magnitucde of the problem
ig alimost same as 1s seen in womsn,.  Uhder this programme, childeen
in the age group of 1 to S years are given 1 tablet of iron and
folic acid containing 20 ml of elawntal iron (&0 ml of ferrous
sulphiate) and 0.1 ml of folic acid is given daily for a period of
170 days to prevent dietary deficiency. The tablets are
slgar-gquoted and should be given during or after meals, for smaller
children who cannot swallow tablets, limited quantity of liguid
preparation is aleo be2ing given. The daily doses of liguid
preparation 1s 2ml which is equivalent to one emaller tablet. 6
viens of the limdted stability of the preparation and the
side-effecls aseociated with the preparation of iron in liguid from
this showdd ke mainly used in children’s clinics. bospitale or Fost
Fartum Centres attached to the institutions. The obiective of the
erbemn is to prevent the developm:t of overt—anaesmia amrg
children. It is swggested that an initial estimatico of
Faernoglobin stould e done wherever possible to decide whether a
child is frankly anasmic and needs anasmic therapy or 1s fit Lo be
bowith prophylactic managemsnt. A level of 8 ams percent of
haesmoglobin may tve taken as critical level to decide an
anti-anaemic treatment or prophylactic management. It is also
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suggested that to enable greater surveillance and follow up of tlhe
beneficiaries to be on the prophylaxis programme thve iron and folic
acid tablets should not be distributed through hospital outdoor
departments, but should be given through special clinics for
children. For the convenience of the rural children, it bas been
suggested that they may be given the tablets for a fortnight or a
month and the AN during the bome visits should verify on the
actual intake by the children. Iron and folic tablets are known to
e 1ssued in larger quantities than required for a month. Closer
scrutiny should be kept normally, not more than, the supply for the
fartnight should be issued. Suppliedd for longer periods are only
to e given in esxceptional cases.

Frophylaris against blindness (in children)
caused by Vitamin—-A deficiency:

Surveys carriled out in the southberm and easterm parts of the country
have revealed that 20 to 70 percent of the children in the pre-—solool
age aroup have eye manlfestations as a result of Vitamin-6 deficiency.
It has also besn estimated that not less than 12,000 to 14,000 childeen
go blind an the coontry every year a= a resalt of Eeratonslacia — the
most ssvera form of Vitamin-A deficiency coupled with malrotritico and
infex:tice.

Vitamin-A in a large dose 1s administered to children by moath, the
concentraticon of Vitamin-A is maintained in the body in soch a manner
that the child is protected from Vitamin—A deficisncy for alimost one
year. Mitamin—d is readily stored in liver from where gradually it is
releazed for utilization in the body.  The oral adininistration has leen
eguated with prophylactic vaccination against the discase.

Children living in trihal blocks chronically drooght prone areas, other
backward areas, ICD5 blocks, wwban slums etc. are given priority.

In selected] areas efforts are made to cover all children in the age
group 1-5 years. 2,00 lakhs I.U. of Vitamin-A solution is given orally
every six mnths to this groap of children till they cross five years of
age.  Comcentrated solution of synthetic Vitamin-A in arachis oil
containing one lakh I.U. in one ml. is kept in amber colowred bottles of
100 ml.  This is oranogs flavoured. Enclosed with each bottles of
Vitamin-A solution is a plastic gpoon to measure 2 ml. (2 lakbes I.U. of
the eonlution.  Vitamin=— eolution has a short shelf life and shaexald bee
used bfore the expiry date, indicated on the bottles. 1t should e
admiristered to children in the bhomes o in children’s clinics

Workers eto.  Hoesover, in order to obtain macdmom coverags of childeen
in the "C—?\'_]l.‘l.i.r"EE\'Li age group, children may b2 collected at appointed place,
sub—centres, Anganeadis, Ralwadis, Day—care centres for administraticn
of the drug. The bottles of Vitemin—A solution should bte carefully
stored at the primary bealth centres and issued to the workers who
actually administer it to the children at the scheduled times.
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The Anganwadi workers in ICDS blocks are also utilized for distribotion
Iron Folic Acid tablets liquid and Vitamin—A solution for better
coverage of the eligible groups in these blocks.

IV. PFrogramme of Oral Rehydration Therapy:
Diarrboeal diseases are a major health problem in the country,
espacially amongst children below S years of age. Diarrboea is
assoclated with multiple socic—econonic factors such as lack of
Clean water supply, low environmental sanitation, lack of knowledge
of personal hygiene, etc. The incidence of the disease is more in
the lower socic-economic segments of the commnity. Except
cholera, diarrhoeal diseases caused by other organisms are not
notifiable, as such, it is not possible to assess the edact
magnitude of the problem. However, longitudinal surveys carried
ol in the different parts of the country indicate that a child méy
suffer from as many as 2 episodes of diarrboea per year. One
Pundred million children below S years of age suffer about 200
million episodes of which 107 i.e., 20 million may develop
dehydration and 17 i.e., T millicn may face death. Ry far the most
serlous consenuence 1s dehydration and repeated attacks of
diarrhboesa may lead to malnutrition, stunted growth, disability and
derath.

Under this programme, the entire country is expected to be coveredd by
1990 A.D. A sum of Rs. 25 crores has been allocated for the Seventh
Flan and the details of implementation of this programms have been
worked out. The major components of this programme are:

1 Training of madical and paramedical workers.
= Es sive Pealth evducation of the popudation
B Supply of Oral Rehydration Salts.

193 LV

Doring thes year 1567-688 a esum of Re. S lakhs has besn allocated.
Steps taken by GO for implen=nting the MIH proarammes.

(a) Training of manpower and adoption of risk approach:
Une of the most important steps taken by GO in reducing the
maternal and infant mortality rate is training of the Traditiconal
Birth Attendants (Dais). This was being done at a very slow pace
till 1976, This was intensified by reducing the period of training
to one month for various reasons.

Training is also given to medical paramedical personne] worldng in
the field with an accent on "risk" approach so that motlers at
"risk" are referred to appropriate referral institutic;s from
village to Taluka and district level hospital or mextical ool leoes.
Az on 217387, G.54 lakh daise (traditional birth attendant) 779¢0
female bealth workere (ANM), 17401 female health assistants (LHVY),
1856% FHD neddical officers have been trained. Inservice training
is alen given to medical and paramedical personnel al all levels
both under EFI and UIF in the country.




(b)

(c)

(d)

(e)

(f)

Expansion of bealth infrastructure:

To provide better care of mothers during the pregnancy delivery and
puerperium and children after birth, infrastructure of bealth
services 1n rural and urban areas have been developed and is being
extended duwring 7th Flan pericd. As on 31.2.87, 14145 FHCs and
aubsidiary tealth centres, 98987 sub—centres, 9954 post partum
centres were functioning in the country. It is envisaged to have a
total 20,000 FHCs and subsidiary bealth centres, 1.7 lakh
subrtentres and 1754 post—partum centres at the end of Seventh Five
Year Flan.

Specialized care to mothers and children are aveailable in mediceal
colleges, maternity hospitals, paediatric hospitals, district
subr-divisional /talubka hospitals in urban areas and uparadec FHe in

rural areas.

Health education:

and after, minimun antenatal and postnatal care and care of child
whern to report to the bealth worker etc 1s providex) throogh
maltimedia activities and also through inter—personnel efforts.
Special manuals, handbooks and pamphlets prepared for these
pEareonel give emphasis cn MOH care including matermal and child
mutrition.

Thes details of ths inmanizetion programme, prophylaxae schesess and
the echese of (RT for control of diarrboea bave already been given
earlier.

Abortion:

Abcrtion also is an important cause of maternal mortality.  Many of
theese maternal deaths are due to abortion conducted by wntrained
harcle in an 1llegal way. To avoid this MIF act has beon enacted
and termination of pregnancy has been liberalizedd. At present MIF
facilities are available in ZE56 govermment institutions and 1875
nongovernmental organizations.  The facilities of MIF 1s being
gracdually extended to all parts of the country.

Family Flanning:

fis pregnancy at early age and fregquent pregnancies adversely affect

maternal and child bealth, steps have been taken to raise the age
at marriage and educate mothers to accept family planning methocls
to avold frequent pregnancies.
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CHILD SURVIVAL SUMMARY CHART

HAJOR IMPEDIMENTS TO CHILD SURVIVAL

SELECTED INGREDIENTS OF THE ROAD TO HEALTH

DIARRHOEAL DISEASE

VACCINE-PREVENTABLE DISEASES
Diphtheria, Measles, Pertussis
(Whooping Cough), Polio, Tuberculosis

Tetanus

Neonatal Tetanus

ACUTE RESPIRATORY INFECTION

Oral Rehydration Therapy (ORT)
- Administration of oral rehydration solution
- Continued feeding
- Referral when appropriate

Breastfeeding

. Hygienic practices in household (e.qg., handwashing, hygienic

handling and storage of food and water)

. Ieproved water and sanitation supplies

Impunization

. Imaunization by age |
. Adequate nutrition

Less crowded living conditions

. Immunization by age 1

. Hygienic treatment of wounds and injuries

. Imsunization of women of childbearing age

. Hygienic conditions and practices at birth (especially

sterile treatsent of umbilical cord)

. fAssistance at birth by trained birth attendants

. Immunization for vaccine preventable diseases

. Curative drug therapy

. Adequate nutrition

. Iaproved housing conditions (e.g. less crowding)

. Health education for parents and other caregivers to

recognize and seek treatment for severe respiratory
infection

. Expanded availability of services for the treatment of acute

respiratory infections
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HAJOR IMPEDIMENTS TO CHILD SURVIVAL

SELECTED INGREDIENTS OF THE ROAD TO HEALTH

HALARIA

MALNUTRITION

HIGH-RISK FERTILITY

Environsental control of mosquito vector (e.g., limiting
breeding sites)

. Chemical control of mosquito vector (e.g., spraying with

insecticides)

Limiting malaria transmission through preventive action
(e.g., use of screens and bed nets)

. Anti-malarial drugs

. Possible vaccine in next decade

. Education on the patterns and prevention of malaria

. Isproved maternal health and nutrition during pregnancy

. Improved weaning practices (e.q., timely initiation, adeguate
duration and maintenance of a balanced diet through weaning)

. laproved child feeding practices (e.g., meeting the protein,

Ereastfeeding

energy, and micro-nutrient needs of a growing child)

. Feeding during illness

. Growth monitoring

. Lengthening birth intervals

. Shifting childbearing away froe very young and very old

reproductive ages

. Avolding very high parity

Breastfeeding

. Frovision of family planning services:

- Wide and reliable distribution of contraceptive methods
- Information and education on use and benefits of faaily
planning
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Frovisional
Estimated Annual Birth & Death Rates — 1985

(Rates are based on SRS data of continuous
enuneration and six monthly cross—check survey)

States/Union Area Birth rate Death rate
Territories
STATES

1, Andhra Fradesh Combined 2. 10.1
Rural 2.z 10.9
Urban 2.6 7.0
2 Assam Combined 4.3 13501
Rural 2o O 15,5
Urban 290 8.4
S Bihar Combined 7.6 14.9
Rural 8.3 15.5
Urban 0.9 8.2
4, Gujarat Combined 2.7 10.7
Rural Do D 11.7
Urban Zol w1 3.2
S Haryana Combined 32,9 Dal
: Rural 6.3 Q.6
Urban 2.6 7.0
6. Himachal Fradesh Combined I e 10.5
Rural G 1) 1 10.8
Urban 25 LD
7 Jammu & Kashmir Combined 32.9 D
Rural A | 10.3
Urban 280 7.1
8. Earnataka Combined 7.0 8.6
Rural 0.1 9.6
Urban 26.2 4.1
s Ferala Combined 2.9 6.4
Ruaral a6 6.4
Urban 24.1 bHob
10. Madhya Fradesh Combined 8.8 13.9
Rural 40,7 i 1o
Urban Z2.8 P

11. Maharashtra

HCSLE
Marks Boad,

DY 7~



States/Union Area Birth rate Death rate
Territories
STATES

12. Manipur Combined 27.9 7.4
Rural 28.9 7l

Urban 23, 6.8

13. Meghalaya Combined 29.1 12.7
Ruaral 2.4 14.35

Urban 24.1 5.6

14. Nagaland Combined =4.8 bH.0
Rural 27.7 6.7

Urban 11.2 2.0

15. Orissa Combanedt 0 12.9
Rural Y 14,5

Lrban o wm 7D

16. Funjab Combinexd 3.7 G0
Rural 7.1 Q9.9

Urban 27.6 &HLT7

17. Rajasthan Combined F.2 12.9
Rural 40,7 15,8

Urban A% Q.2

18. Sikkim Combired AR | 107
Rural e | 11.7

Urban 24,2 6.2

19. Tamil Nadu Combined 24,8 9.5
Rural e 10.9

Urban : 6.9

20, Tripura Combined 7.1 9.8
Rural 27.4 10.0

Urban 24,01 ol

21. Uttar Fradesh Combined Ry 15.8
Fural 29.0 17.2

Urban Z1.6 Q.6

22, West Bengal Cambined b o !
Rura 2.1 10,2

Urban 17.9 64
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States/Union Area Birth rate Death rate
Territories

UNION TERRITORIES

A & N Islands Combined =8

S 6.8
Rural 0.6 7.9
Urban 20.9 S.4
Arunachal Fradesh  Combined 4.1 C1EL0
Rural .4 1%.8
Urban 0.5 2.2
Chandigarh Combined 24.5 4.0
Rural R bl
Urtan LT
Dadra & Nagar Fural 6.9 11.8
Haveli

Delhi Combined 7.8
Rural 9.8
Urban A
Goa, Daman & Diu Combined 19.1 7 .8
Fural 19.0 8.7
Urban 19.4 5.0
Lakshadweep Combained 25.0 Luid
Fural Sl Fuid
Urban Fim 9.0

Mizoram - = =
Fondicherry Combined 22,2 L
Rural 2 8.6
Urban 18.8 6.3
INDIA COMBINED I2.7 11.7
RURAL 4.0 12.9

UREAN 28.0 7.6
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THE NATIONAL IMMUNIZATION SCHEDULE

EBeneficiaries Age
Infants 39 months
9-12 months

18-24 months

Children - &6 years
10 years
16 years
Fregnant women 1676 weeks

Vaccine
DFT

Folio
BECG

Meacsles

DFET
Folio

DT
Typhoid

1T
Typhoid

TT
Typhoid

i

X two doses if not vaccinated previously
XX available only at selected places.

No. of doses

oL

Ixx

-

1x

[

1%
1x

1%
1%

1x

Note: — Interval between doses should not be less than one month.

— Minor coughs, colds and mild fever are not a

contraindication to vaccination.
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