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Executive Summary

Delhi human development indeeduce to 0.750 from 0.783 and slipssecond position behind Kerala in
2007-08! In 2006, Delhi Human Development Report also incorporated Delhi Development Goals,
similar to Millennium Development Goals. Nine development goals were set out againsirrabiet
targets to be achieved by 2015.

In respect to nine goals, goal 3 was set out to promote gender equality and empoweiwtioroea of

the subtargets to arrest the decline in child sex ratio by 2011. Goal 4 was set out to reduce infant mortality
by two-thirds between 2000 and 2015, from 28 per 1000 live births in 2003 to 10 or less by 2015;
ensuring increase in proportion fodly immunized children 1223 months from 70 percent in 1998 to

100 percent by 2010; to reduce prevalence of underweight chiltteen 35 percent in 19989 17
percent or less by 2015 (with major thrust on children under three year); to universalipe IEDS
services and to reduce the proportion of children having anemia from 69 percent-B01®985 percent

or less by 2015.

Delhi may be one of the biggest metropolises in the world with a population of around 18 million, but
nearly half of itspeople live in slums and unauthorized codeniithout any civic amenitidsAccording

to Health and Living Conditions of 8 Indian cititdge report stateBin Delhi, Kolkata, and Nagpur, the
coverageof each vaccination is much lower for poor children than it is for other children §2, further the
report dtlhoyghkthetuthizeton ofi anteratal care serviaes differs sutstartially among the cities

and betweentheir slum and non-sum aress, inalmostall casespoor women are the least likely to receive
antenatal care servie®". Putting forth the status of vulnerable population living in slums of these cities
the report ex panemaishigheramong goa chitdenthanmenipoorfchildrenin every

city 0, | ast IDglhiasbmalsesaypor shoviirgy on many health indicators.

We have attempted to bring thegatus of Women andChild Health andHealth Car eid Delhi with
three chaptersChild Health, Maternal Blalth and Health Care Servidasorder tobring out the demands
to seek qualitative, accessible, affordahted continuunhealth care servicesnake state accountable in
providing health care servicegth special focus on children under six, pragnwomen and lactating
mothers of Delhi.

! Eight Indian Cities wer®elhi, Kolkata, Meerut, Chennai, Indore, Mumbai, Nagpur, Hyderabad



Objectives

To provide thestatus of children and women health and nutrition in Delhi

To provide the current status of health care services in Delhi

To provide key challenges in respect to women and child health issues in Delhi

To demand forontinuum, affordable, and accessibésalth care services for children and women
with special focus on vulnerable population of Delhi
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Methodology

The report has been prepared by analyzing the NEFKE®0506) data with the recent maternal and child
health indicators in respect to Delfiihe eport is largely based cresection analysis of government
reports, data and findings.

The tables and charts in the report has been revjeaedlatedand analyzedccordingly in order to
provide the correct and informatigeurces with respect to thecent status.

An attempt has also been made to do the comparative analysialadnd urban areas of Delhi in respect
to some of the indicators of child health and nutrition.

Definitions

1 Early-Neonatal Mortality - death within seven days of birth

Neo-natal Mortality - death within one month of birth

Infant Mortality - deah within one year of birth

Under-five Mortality - death before attaining the age of birth

Janani Suraksha Yojna a safe motherhood intervention for promoting institutional delivery
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Key Highlights

T

Early NeeNatal Mortality rates and percentage share of Early-Negal Deaths to Infant Deaths is
46.6 percent with 36.3 percent in rural ar@ad 49.8 percent in urban areas

The percentage share of N&@tal Deathdo Infant Deaths is 66.percentwith 68.2 percent for rural

and 66.1 percem urban areas respectively

Delhi is behind Andhra Pradesh, Assam, Bihar, Haryana, Kerala, Punjab and West Bengal in terms of
percentage afieo-natal death to infant deaths

The percentage of neoatal mortality to infant mortality has been increased to 66.6 percent in 2013
from 62.6 percent in 2010

There is sharp increment in terms of percentage ohatd mortality to infant mortality which was

46.2 percenin 2010 to 70.1 peent in 2013

Inadequate neonatal care in health facilities and the significant proportion of deliveries still
happening at homithout under the supervision of trained birth attendants

The target to reducefant mortality ratefrom 28 per 1000 live birthin 2003 to 10 or less in
2015 will notbe reached

Percentage of infant deaths to total deaths is highest in Delhi from among the states of Andhra
Pradesh, Himachal Pradesh, Karnataka, Kerala, Maharashtra, Punjab, Tamil Nadu and West Bengg
with higherpercentage in rurareas of Delhi

There is enormous difference betweentban and rural areas of Delhi in terms of untiee
mortality is ratewhich is40 per 1000 in rural areas in comparison to 24 p000 in urban
areas of Delhi

District-wide variationin immunization coverage aralvareness among parents about importance of
immunization in preventing multiple diseases

Higher incidence of Tuberculosis among children particularly among children living in slums,
unauthorized coloniestc.

Prevalence oow-birth weight babies i.e. less than 2500 gram with higher number of cases reported
from Central Delhi followed by NorthVest and New Delhi

31 percent children under six years are uwdeight in Delhi i.e. they do not have their weight as
per their agWHO Norms)

There were 337 maternal deaths during 2043nd 252 during 20123 with a sudden rise of 74
percent inone year

Higher percentage of institutional deliveries in private health care institutions which charge
exorbitant fees

Coverage of eligild pregnant women for getting benefits under Janani Surkasha Yojna

To achieve WHO norm of 5 beds/thousand population by 2020, Delhi needs addition of 7000
beds/year to sustain the existingdgaddition of 1000 beds/year aeguired

Health care servicder people belonging to economically weaker section in private hospitals of Delhi



CHAPTER 1 ONE

CHILD HEALTH



Chapter- 1

Child Health
Early Neo-natal Mortality
Early neenatal mortality rate i.e. number of infant deaths less than seven days of life per thousand live
births forms an important component of infant mortality rate and more specifically of theatao
mortality rate.Early NeeNatal Mortality rates @d percentage share of Early Neatal Deaths to Infant
Deaths is 46.6 percent with 36.3 percent in rural areas and 49.8 percent in urbéSeedablel)
As per the estimates of last four year data, it is quite appreciating that deaths among earljiasgebeen
reduced down to 11 in 2013 from 16 per thousand population in 2010. However, what is concerned is the
percentage of mortality of early neonat to infants which is around 50 percent in urban areas of Delhi in
compariso to 36 percent in rural eas.

Table1
Early Neo-natal Mortality Percentage of Early Neenatal
Estimates of Mortality, Sample Registration Survey mortality to Infant Mortality
Trend of last four year (20102013)
Year Total Rural Urban Total Rural Urban
2010 16 17 16 53.6 46.2 55.4
2011 12 14 12 43.9 38.5 45.3
2012 11 14 10 44.4 39.2 46.0
2013 11 13 11 46.6 36.3 49.8
Neo-natal Mortality
Table 2
Neo-Natal Mortality Rate is 16 percentjth 24 percent| Percentage of Nematal death to Infant deaths
in rural area and 15 percent in urban areas. Th Estimates of Mortality, SRS 2013
. States Total | Rural | Urban
percentage share of Né@tal Deaths to Infant Deaths i
§6.6 percentith 68.2 per.cent fOI’.I’L-JI’a| ant_j 66.1 percent India 638.0 69.9 56.4
in urban areas respectivelpelhi is behind Andhra
Pradesh, Assam, Bihar, Haryana, Kerala, Punjab |andndhraPradesh | 64.2 71.8 35.4
West Bengal in terms gfercentage afiecnatal death to Assam 50.3 51.5 30.4
infant deaths. Bihar 66.2 | 68.3 34.1
Chhattisgarh 66.4 | 66.0 69.9
After having done the analysis of Estimates of Mortality, = Haryana 66.6 | 68.2 66.1
Sample Registration Survey, Government of India [for Kergla 65.0 | 66.6 58.9
period 20102013, it could be seen th&bee table2), Punjab 549 | 59.6 | 327
percentage of nepatal mortality has been reduced to 16_WestBengal | 66.4 | 67.6 | 596
per thousand in 2013 from 19 per thousand populatiop-ic :
Delhi 66.6 | 68.2 66.1

2010. However, the percentage of imedal mortality to

infant mortality has been increasedb6.6 percent in 2013 from 62.6 percent in 2010.




Moreover, there is a sharp increase in-natal mortality in rural areas of Delhi when reatal mortality was

17 per thousand in 2010, which has been increased to 24 per thousand in 2013 with sharp incnease of 7
natd deathsper thousandgopulations It keep us surprising when thei® sharp increment in terms of
percentage of newmatal mortality to infant mortality, which was 46.2 percent in 2010 to 70.1 percent in 2013.

As per NFHS3 (200506)

the neenatal mortality rate
Table 3

was 29.3 percent, hence
there was reduction o Neo-natal Mortality Percentage of Neanatal Mortality to Infant Mortality
almost 13 percent in 8 years | | | |
which is well appreciated Year | Total | Rural | Urban | Tota Rura Urban
but sharp rise in neoatal | 5010 |19 |17 |19 | 626 46.2 66.6
mortality in rural areas and
mortality to infant mortality | 5015 | 16 |25 |14 | 64.9 70.1 63.3
is a cause of concern.

2013 | 16 24 15 66.6 68.2 66.1

Infant Mortality

Delhi Development Goal2006,had sethe target to achieve an IMR of 15 by 20$8gregating infant

deaths shows that most happen in the early neonatal period (up to seven days after birth). The decline i
postneonatal (28 days to one ypdeathshas been cut by 62%, compared to declines in neonatal (less
than one year) and early neonatal deaths of 3&ith 26% respectively. The major reasons for this
scenario have been identified as inadequate neonatal care in health facilities agwiftbarsiproportion

of deliveries still happening at hordeabout 2099 which kept women out of the coverage of essential
maternal health services.

Keeping in view the last four year trends of Sample Registration SySegTable-4) that infant
mortality has reduced from 30 to 24 per thousand hiwéhs; however, the percentage reduction is
dismal inrural Delhi when only there is slight viation of 2 percentage points.

As per SRS 2014, the lower limit in infant mortality rate ural areas is 21 with an upper limit of

50 in comparison to 16 and 28 in urban areas respectively. Since NFHS Il survey, Delhi has
improved its positioning when IMR was recorded 39.8 percent. However, the target to reduce IMR
from 28 per 1000 live births 2003 to 10 or less in 2015 willot be reached

Table 4

Infant Mortality Rate in Delhi
(Sample Registration Survey Trend - 2011 to 2014)

Total Urban Rural Urban Rural

Male Female Male Female
2011 30 29 37 28 29 32 42
2012 28 26 36 26 27 21 53




2013 25 23 36 22 23 35 37

2014 24 22 35 21 23 36 35

Further thetable(See Table5) shows the percentage of infant death®tal deaths between 202013
in 9 states olndia including Delhi. Percentage of infant deaths to total deaths is high&stinramong
all the given states with higher percentage in rural areas of Delhi.

Table 5
Percentage of Infant Deaths to Total Deaths
Estimates of Mortality Indicators, Sample Registration Survey (201£2013)
State Total Rural Urban Total Rural Urban
Andhra Pradesh 10.6 10.8 10.1 10.0 10.0 9.9
Himachal Pradesh 7.4 7.6 3.5 8.9 8.9 10.1
Karnataka 10.4 10.9 9.1 9.2 9.6 8.2
Kerala 2.8 3.0 2.3 2.6 2.8 2.1
Maharashtra 7.4 8.0 6.2 6.5 7.0 54
Punjab 2k 8.1 8.4 7.4 20 7.3 7.5 6.8
Tamil Nadu 5.0 5.0 5.0 4.7 4.8 4.6
West Bengal 8.5 9.9 4.8 8.4 9.9 4.6
Delhi 12.7 15.7 12.1 11.2 14.9 10.6
Andhra Pradesh 9.8 9.8 9.6 9.3 9.3 9.4
Himachal 10.2 10.3 8.9 6.0 6.2 2.0
Pradesh
Karnataka 8.4 8.5 7.9 8.0 8.1 7.7
Kerala 2.5 2.7 2.0 2.5 2.7 1.8
Maharashtra Az 6.6 7.2 54 AU 6.3 7.0 5.0
Punjab 6.6 6.6 6.5 6.1 6.0 6.2
Tamil Nadu 4.5 4.7 4.3 4.4 4.6 4.1
West Bengal 8.1 9.5 4.5 7.8 9.0 4.5
Delhi 10.2 14.9 9.3 10.1 14.6 9.2

Under-five Mortality

As perLiving and Health Condition of 8 Indian Cities (2006), undeifive mortality rate for Delhi is 49
per 1000 population as per the repdnt 2010, it came down to 34 per 1000 and eventually to 26 per
1000 in 2013. However, there is enormous differencevéen urban and rural areas of Delhi.
Underfive mortality is rate is 40 per 1000 in rural areas in comparison toe241900 in urban
areas of Delhi in the latest data of sample registration su20&@ (See Table6)

Table 6
Under five Mortality Rate (USMR)
Estimates of Mortality, Sample Registration Survey
Year Total Rural Urban
Total | Male | Female | Total | Male | Female | Total | Male | Female
2010 34 33 35 42 42 42 33 31 34
2011 32 29 35 41 29 55 30 29 32
2012 28 27 30 39 35 42 26 26 27
2013 26 26 28 40 41 40 24 22 26




Vaccination of children

The Universal Immunizaion Programme provides children with vaccdnations ajainst six vacdne-
preventdle diseeses, i.e., tuberculosis, diphtheria, whooping cough, tetarus polio, and meales.
According to the guidelinesdeveloped bythe World Health Organzaion, children are considered to be

fully vaccinated when they have received a vacdnation againg tuberculosis (BCG); three dosesof
diphtheia, whooping cough (pertusss), and tetarus (DPT) vacdne; threedosesof polio vacane; andone
doseof mealesvacdne by the age of 12 months. In NFHS-3, vacdnation coverage estimatesare based

on the age group 12-23 montts, the age by which children should havereceived all basc vacdnations.

As per DLHS3, 67.6 percent children were completely immunized in Delhi, with 65.4 percent in rural
areas and 67.8 percent in urban aréase Table7)

Table 7
Vaccination Total Rural Urban
BCG 91.9 88.3 92.2
3 Doses of DPT 76.7 68.4 77.5
3 Doses ofolio 76.7 74.8 76.9
Measles 83.1 88.5 83.1
Children age 9(55.1 49.8 55.7
months and above
received at least onq
dose of Vitamin A

District-wise immunization status shows t{&ee Chartl), vaccination is poor in Nortkast Delhi
when only 45.1percent children completed their immunization cycle. South Delhi leads among all
districts when 75 percent children completed their immunization cycle.



District Wise Immunization in DelhChart 1
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TB cases, deaths on a
rise in older children

RTI REVEALS 74 teens succumbed to it in the last 3 years

Sidhartha Dutta
w Sidhartha dutta@hindustantimes.com

NEW DELHI: More older children
are falling prey to childhood
tuberculosis (TB), an RTI query
has revealed. A total of 124 child-
hood TB deaths were recorded
in the past three years.

Year-wise, however, the total
number of deaths has actually
gone down.

The RTI plea revealed that the
highest number of deaths (74)
was recorded among children
in the age group of 14-18. There
were 35 deaths among children
between 10 and 14 years. The
one to 10-year group recorded
15 deaths in three years.

Similarly, the number of TB
cases reported show that chil-
dren in the older age group are
more susceptible to the disease.

Of the total number of child-
hood tuberculosis cases (16,542)
in Delhi in three years, the high-
est was recorded in the age group
of 14-18(8,989), followed by aged
between 10 and 14 (4,450).

This means that incidence of
tuberculosis almost doubles with
increasing age.

“There is a sudden spurt in
the prevalence as well as mor-
tality among children in the
age group of ' 10-14 years, which
doubles in the age group of 14-18

KILLER DISEASE

The number of TB cases reported show
that children in the older age group are
more susceptible to the disease.

Age-wise status of children who were diagnosed
and died due to TB during 2011-2013

& No. of cases
@ No. of deaths
E 4,450
812 i
! 1-3 year 3-6 year 6-10year  10-14year  14-18 year

years,” said Arvind Singh, a
child rights activist, who filed
the RTI application.

“Most children who are
affected by tuberculosis live in
slums and densely populated
areas. It is likely that children
who were vaccinated lose their
resistance power to the disease
as they grow older and become
prone to TB as they live in poor
conditions such as poor hygi-
enic conditions, bad food hab-

its and other environmental
factors,” said Dr Anil Bansal,
member, Delhi Medical Council
(DMC).

“TB is both curable and pre-
ventable, hence an integrated
approach for strengthening
primary health care system,
awareness among community,
complete vaccination of children
and community-based preven-
tive strategies are required,”
added Singh.




Childé Size at Birth

Birth weight is an important indicabr of a childd s
vulnerability to the risk of childhood ilhessand chancesof
survival. In the absenceof birth weight, a mot h g
subjective assesmsient of the size of the baby at birth is a
useful proxy for birth weight. Children whosebirth weight
is lessthan 2.5 kilograms, orchildren repated to be dvery

Low birth weight babies are defined as

hetrogeneous group of infants: serare born
leaflys some are born growth restricted, &
others are born both early and grow
restricted. Low birth weight due to restrictg
foetal growth affects the person throughout |

and is associated with poor growth i
childhood and a higher incidence of ad
diseases, such as type 2 diabetes, hyperter
As per NFHS3 (200506), 26.5 percent children werp and cardiovascular disease.

born as low birthweight babies in Delhi, with 6 percent
children were born very small size; 3.8 percerte smaller than the average size; and 89.6 percent
were average or larger size.

sma | dr maller than averag0 are consideredto have a
higher than averagerisk of early childhood death.

Low Birth Weight Prevalence across DelHi

(New Born Weight < 2.5 kgChart 2

44215

m New Born Weight < 2.5 k¢
(District Wise Data)

9362

Among the major contributor of low term birth weig
babies whose weight is less than 2.5 kg at time of birth
pre-term brth or before 37 weeks which &sothe main
cause of death, morbidity ardisability; and intrauterine

growth or restricted fetal growthThis is based orn weight less than 2500 grams. Of these
epidemiological observations that infants weighing Ie%%"ol\':l’t?] braét;'ter’ii'ﬁg?f/"vs;ﬁeb?{;artetzg‘i”nﬁ]f;e;gi
than 2,500 g are approximately 20 times more likely to |dige born preterm, constitng a quarter of thej
than heavier babiesThose who survive tend to haveglobal burden of preterm births.
impairedimmune function and increased risk of disease; they are likely to remain undernourished, with
reduced muscle strength, cognitive abilities and 1Q throughout their lives. As adults, they suffer a higher
incidence of diabetes and heart discase.

1tIndia alone accounts for 40 percent of Ig
dieth weight births in the developing world ar
more than half of those in Asia witid.5
million babies (or
annual live births) being born with a birt]

2 http://data.unicef.org/nutrition/low-birthweight
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The prevatnce of low birth weight (LBW) ipredominantly because of under nutrition of the mother prior

to and during pregnancy. There are qualitative differences in dietary requirements during early and late
pregnancy micronutrients and proteins required in ggrfegnancy, and calories and other nutrients later.

On the other hand ieronutrient deficiencies during pregnancy have been shown to have serious
implications on the developing fetus.

Health Management Information System, Ministry of Health and Family
Welfare, District-wise provisional data of Delhi as on'® June 2014

Percentage of Deaths upto 4 weeks of birth due to low birth weigBhart 3
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Anemia among Children

The majority of children age-89 months (57%) is anemic, including 26 percent who are mildly anemic,
30 percent who are moderately anemic, and 1 percentsuffier from severe anemia. Girls are slightly
more likely than boys to have anenfia.

Childhood Diseases Symptoms of ARI (cough accompanied
_ _ by short, rapid breathing which was
Acute Respiratory Infection/Fever chest-related) are considered a proxy for

Acuterespiratoryinfection(ARI) is one of the leadingauses| pneumonia.
of childhoodmorbidity and mortalitythroughoutthe world.
Early diagnosisand treament with antibiotics
can preventa Iargeproportion ofdeathscaused Children having_ Acute Respiratory Infection/Fever
by ARI. As per NFHS3 (200506), among and given TreatmeniChart 4

children under age five, 6.4 percent children wergd
having symptoms of ARI; 89.3 percent soughig
treatment from health facility and 23.4 percengg

received antibiotic¥' 75

As per DLHSS3, around 91 percent children who’0 .

were having symptoms of anyespiratory & <<3;’9“ S & @& K &

infection were given treatment in South Delhi & © &N @§ N ,*@'$ o
éo $0‘ c)o\) éez




with least in North and Nortkast Delhi with 80.4 and 80.1 percent respectiy@ge Chart4)

Diarrhea

Diarrhea isone of the single most common causesof deathamong childrenunderage five worldwide,
following acute respiratory infection. Deaths from acute diarrhea are most often caused by
dehydrationdueto loss of waterand electrolytesNearly all dehydratiorrelated deathsanbe prevented
by prompt administraton of rehydration solutions. Becausedeaths from diarrhea are a sigifi cant
proportion ofall child deaths,the Goverrment of India has launchedhe Oral Rehydration Therapy
Progranme asone of its priority adiviti es for child survival. One of the major goals of the prograen
IS to increaseawarenessraong mothersand communitiesaboutthe causesand treatent of diarrhea.
Among children 0-59 months,children 611 monthsare mostsusceptible taliarrhea (asis geneally the
casewith ARl andfeveras well)™

Table- 8
National Status, NFHS 3
Age in Months Any Diarrhea Diarrhea with blood
<6 10.6 0.2
6-11 18.1 1.0
12-23 13.8 1.3
24-35 8.3 1.2
36-47 5.0 0.5
4859 3.9 0.6

Diarrhea Treatment in Delhi

As per DLHS3 (200708), 48.1 percent children with diarrhesceived ORS with 40.5 percent in rural
areas and 49.4 percent in urban areas respectively. Around seventy seven percent children sougt
advice/treatment for diarrhea with 70.1 percent in rural and 78.3 percent in urban areas respectively.

Table-8
Amount of Liquids offered
State More Same as| Some Much None Don 6 t|Total
usual what less | less know
Delhi 9.4 22.7 46.6 8.4 12.9 0.0 100.0
India 10.2 48.6 27.3 9.7 3.8 0.5 100.0
Table-9
Amount of Food offered
State More Same as| Some Much None Never Do n { Total
usual what less gave know
less food
Delhi 5.1 22.7 47.4 10.6 0.0 14.2 0.7 100.0
India 2.0 37.4 31.0 10.8 3.6 14.5 0.7 100.00




District Children with Diarrhoea in Children with Diarrhoea in
the last two weeks who the last two weeks who
received ORS (%) were given treatment (%)

Central 49.7 74.1

East 42.6 80.0

North-East 49.4 72.8

North 48.5 86.2

North-West 59.3 80.9

West 44.7 75.6

South 53.8 94.6

SouthWest 25.4 55.2

New Delhi 58.4 72.0

Nutrition al Status ofChildren
Adequatenutrition is critical to child developnent. The periodfrom birth to two yearsof ageis important
for optimal growth, health,and developnent. At this age,children are particularlyvulnerableto growth
retardaiton, micronutrient deficiendes, and common childhood illessessuch as diarhea and aaute
respiraory infections(ARI). In developng countries,children and adultsare vulnerale to malnutrition
becaus®f low dietaryintakes,infectious diseaes,lack of appropriate cargndineqgutable distribution of
food withinthe household’
Threestandardndicesof physicalgrowth that describethe nutritional statusof children arepresengd in
this report:

1 Heightfor-age(stunting)

1 Weightfor-height(wasting)
1 Weightfor-age(underweight)
As per the Physical Progress Report of Ministry of Women and Child Development, 49.9 percent children

were malnourished in March 2011 which has been reduced to 3&&ént in March 2014. There is sharp
decline of almost 19 percent in last four yea(See Below Chart 5)

80 69.15
60
m Normal Weight
40 85
m Total Underweight
20 Children
0
2011 2012 2013 2014




However, a per the report of Department of Women and Child Development, percentage of severely
malnourished children has increased bypéfcent in one yedrom 972 severely malnourishechildren

in 2012 to 1563malnourishecchildren in 2013from across all ICDS projects in Dethiln 2014, 774
children were reported serdy malnourished till June 2014

Death due to malnutrition amongitdren is also a grim reality in Delhivhen135 children died owing to
malnutrition betweeperiod 2009 to 2012"

Health and Nutrition Services under ICDS

Established in1975,1 n d ineegiaed Child Development Services(ICDS) programme providesa range

of health, educational, andnutritional servicesto pregnant women, lactating mahers, and children less

thansix years of age. The programmeis implementedthrough a neéwork of community-level anganwadi
centres(AWC).

However, the reality of anganwadis in Detlepicts a different story. Accordirtg NCPCR, field visit
repor t ghowgh most oftthe AWWsftlaimed that they have been regularly referring children with
various ailments and with different levels mflnutrition to higher centres but at none of the place any
referral register/ referral slips were avail abl
verbal communication between the AWW and Commun

Del hi 6s anganwadi sinadequate cr owd e (d

http://www.thehindu.com/todayspaper/tp-national/tp-newdelhi/delhis
anganwadisovercrowdedinadequate/artite 5334588.ece
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WOMEN HEALTH



Chapter - 2

Women Health

In India, the Repoductive andChild Health Programme of the Government of India aims to
provide key matenal and child healthservicesto women diring the antenatal period, during
delivery, andduring the postnaal period. Antenatalcare (ANC) refers to pregnancy-related
healthcare, which is usually provided by a doctor, an ANM, or another healthprofesgonal. It is
recommendedthat women receive atleast three antenatalcheck-ups during pregnancy. The
antenatal check-up should nhdude a weight and blood presure check, abdominal
examination, immunization againg tetarus iron and folic acid prophylaxis, aswell as anamia
management(Ministry of Hedth and Family Welfare, 2005. The first antenatalcheck should
take place during the first trimesterof the pregnancy. The programme also reconmends that
all deliveries should be conduded in institutions or under the swevison of a health
professonal. All womenshouldreceive a postnatalchedk-up within two days of delivery.

We have examined different government reports to analyze the sitlitgopercentaye of
women who had at least three antenatalcare visits, the percentaye of women with an ANC
vigit in the first trimesterof pregnancy; the percentaye of women who had two or more
tetanus toxoid (TT) injections during the pregnancy; and the percertage of womenwho took
iron and folic acid (IFA) tabletsfor atleast 90 days.

¢KNBES wQa NBflGSR
1 Delay inRecognizingto seek care

Ante-natal Care

Antenatal care is the systemic supervision of wohenng
pregnancy to monitor thprogress of foetal growthnd to
ascertain the welbeingof the mother and the foettls.

1 Delay inReachingg the health
facility
1 Delay inReceiving treatment

As per NFHS3 (200506), 74.4 percent mothers had at least

3 antenatal visits for their last birth, however; percentage gets decreased to 71.7 percent with
58.4 percent in rural areas and 7@e8cent for urban areas as per DLBi&port.Surprisingly,

only 57.5 percent mothers received amétal checkup in first trimester of their pregnan@as

per last DLHS3 report The same DLHS3 report shows that only 33.6 percent mothers received

full ante-natal checkup with 21.4 percent in rural areas and 34.6 percent in urban areas.

The chart shows the status of registration of pregnant women in first trimester to totat nbmbe
antenatal @re registered during 204131

Percentage of women registered in first trimester to total ANC registered
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Vaccination

The administration of two doses of TT injection is an important step in the prevention of
maternal and neonatal tetanus (tetanus of the newb®h®.first dose of TT should be
administered as soon as possible, preferably when the woman registers for ANC. The second
dose is to be given one month after the first, preferably at least one month befexpdbid

date of delivery.

DLHS-3 shows that @.7 percent mothers received at least one tetanus oxide injection with 87.1
percent in rural and 91.0 percent in urban areas respectA®lper the analytical reports of
Ministry of Health and Family Welfarenly 30 percent mothers got TT1 injectiortatal ANC
registered in 201:34"

Percentage of mothers who got TT1 injection to total ANC registefedart 7
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Iron Folic Acid Tablet

Iron folic acid tablets argrophylactic treatment against anemia and should be given to every
pregnantwomanfor a period of at least 100 daySor consumption of iron folic acid tablet,
NHFS 3, reportshows thaB8.3 percent mothers consumed iron folic acid tablets for 90 days or
more when they wergregnant with their last child which was 45.3 percent during DBHS
survey with 37.6 percent in rural areas and 45.9 percent in urban areas.

The lakest analytical reports of Ministry of Health and Fanwlfarebased on provisional data
of 201314, for Delhi shows that onl¥9.6 percent mothers receive 100 IFA tabféts

Mothers who received 100 IFA tablets to total ANC
registered Chart 8
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Maternal Mortality

The burden of maternal mortality is quite high in India at 254 deaths per 100,000 live births as
per the data of Sample Registration System (SRS) for the period0BO8&hough the MMR
dropped from 212 deaths per@D,000live births in 200709, to 178 in 20142, India is behind

the target of 103 deaths per live births to be achieved by’#015.

Since, there ig0 availability of data on

maternal mortality in national capital Causes of Maternal MortalityChart 9

territory of Delhi we referred the
provisional data of Ministry of Health
and Family Welfareand were able to
analyze the causes of matern

mortality, which shows that bleeding is
the first major known cause of maternal

mortality followed by high fever ang
pro-longed labor respectively.

The analytical report for 201314 also

shows that, there were 337 maternal

deaths during 20134 and 252 durin

1.2 .
= Abortion

al = Bleeding

High Fever

47 Obstructed/Prolonged
Labor

27 Other

201213. Hence, there was sudden rise of 74 percent in maternal marntalig yearThe chart
provides the information as to percentage wesg® of maternal mortality in Delhi during 2013

14.(See Chart 10
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Represents estimated value for complete financial year / HMIS figures are Provisional
Estimated no. of maternal death=MMR*Est. Live Births/100,000
Note: Based on HMIS data as on 2 Jun 2014

Delivery Care

According to NFHS3 data, in Delhi there were 68.6 percent institutional deliveTies.recent
provisional data extracted from Ministry of Health and Family Welfar201314, shows that

the percentage of institutional deliveries to reported deliveries have incriealset few years,
however, two major concerns is still there, firstly, there is no reference to safe deliveries and
secondly, growing percentage of institutional deliverigsrimate institutions which again shows

the sensitivity of the government to have more public health cstiutrons.

The chart shows that, highest percentage of institutional deliveries in private institutions held in
southeast and south Delhi areas lwi49.42 percent and 39.11 percent respectively, which is
being followed by East Delhi with 36.97 percent and Central Delhi with 21.55 percent.
Percentage wise there were fewer deliveries in private institutions in New Delhi(Sees.
Below Chart 11)
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Nutritional Status of Women

Anemia is associated with increased susceptibility to infections, reduction in work capacity and
poor concentration. Anemia remains to be major cause of maternal mortality arurtlow
weight in India®™ NFHS-3 (200506) shows that 43.3 percent ever married women in the age
group of 1549 year and 29.9 percent pregnant women in the same age group were anemic.



Janani Suraksha Yojna Beneficiaries

JananiSuraksha Yojna (JSY) is a safe motherhood intervention under trenBla®ural Health
Mission (NRHM). It is being implemented with the objective of reducing maternal and neonatal
mortality by promoting institutional delivery among poor pregnant women. The scheme is under
implementation in all states and union territorigih a special focus on low performing statés.

(See Below Chart 12)
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JSY Beneficiaries to total Institutional Deliverie$

The given chart shows the status of last five years in respect to the total number of institutional
deliveries held in Delhi witlhespect to JSY beneficiarid3LHS-1 (200708) shows that only 3.1
percent women received financial assistance for delivery under (&ésBelow Chart 13)




