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U N D E R S T A N D I N G W O M E N ’ S R E P R OD U C T I V E H E A L T H
N E E D S I N UR B A N S L U M S : A R A P I D A S S E S S M E N T *

An overview of women ’s heal th sta tus presents a sobering
pi cture . Deaths and i l lnesses from reproduct ive causes are
h ighest among poor women the world over and among women in
developing countr ies part i cular ly . About one -thi rd o f the total
d i sease burden among women aged 15 to 44 years in the
developing countr ies i s l inked to heal th prob lems ari s ing out o f
pregnancy , chi ldbi rth, abort i on and reproduct ive tract in fect i ons
(World Bank, 1993 ) . Bang and Bang ’s (1989 ) study in Gadchi ro l i
(Maharashtra ) was one o f the f i rs t community based studies on
the prevalence o f gynaecolog i ca l morbidi ty among Indian women.
Subsequent ly , severa l community based studies have rei terated
and revealed the magnitude o f reproduct ive morbidi ty among
Indian women (Bang and Bang, 1994 ; Bhat ia and Cle land, 1995;
Gi t t l esohn et a l . , 1996 ; Latha et al . , 1997 ; Koeing et a l . , 1998 ) .
An exhaust ive review by Je jeebhoy (1997 ) reveal s the grim side
o f obstet r i c morbidi ty . Not only are maternal mortal i ty level s in
India among the highest in the world (437 to 568 per 100 ,000
l ive bi rths ) , but neonatal morta l i ty was al so high at 52 .7 per
1000 l ive bi r ths , whi ch i s a di rect consequence of women ’s poor
heal th status prior to and during pregnancy . In addi t i on to the
suf fer ing of women, yet another cause o f concern is thei r a lmost
apathet i c at t i tude towards thei r own health and i ts management
during i l lness . Women were found to seek treatment only when
their health problem caused great physi cal di scomfort or when i t
a f fected thei r work per formance (Kapadia et a l . , 1997 ) . Such a
scenario therefore begs the attent ion o f pol i cymakers and
programme managers to address women ’s heal th needs on an
urgent basis .

The current focus on reproduct ive heal th in India i s a
resul t o f the global recogni t ion that these heal th needs have
long been neglected and that the consequences o f this neglect
are devastat ing , part i cularly on the l ives o f women.
Simultaneously , i t i s a l so acknowledged that the tradi t ional
populat i on programmes which have focussed narrowly on
contracept ive prevalence have not only fa i l ed to address
women ’s reproduct ive heal th needs but are now not even able to
lead to the achievement o f the set demographic goals of the
country . In order to address the twin goal s o f populat i on
stabi l i za t ion as wel l as o f reproduct ive heal th , several
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countries , including India , there fore have now restructured and
reoriented thei r populat ion pol i cy and programmes to include
reproduct ive heal th needs, part i cularly o f women, and to
provide serv i ces that are more responsive and sens i t ive to the
soci o - cul tura l mi l i eu of indiv idual s . The newly launched
Reproduct ive and Chi ld Heal th (RCH) programme of the
Government o f India in 1997 is
indeed a long awaited move to integrate various earl ier
programmes o f fami ly planning and maternal and chi ld heal th
wi th those that a im to provide serv ices for the management o f
sexual ly transmit ted di seases , reproduct ive tract infect i on ,
HIV/AIDS and safe and voluntary chi ldbearing and abort ion. In
other words , the RCH programme aims at integrat ing al l
intervent i ons o f fert i l i ty regulat i on and maternal and chi ld
heal th wi th reproduct ive health o f both men and women. In
addi t i on , under the new programme, specia l at tent ion wi l l be
paid to urban heal th . This has become crucia l because o f the
rapid urbanisat ion and the resul tant mass sca le migrat i on of
the rural poor to urban areas . In the ci t i es , they l ive in slums in
unhygieni c and unsani tary condi t ions wi th vi rtual ly no access to
basi c amenit i es l ike safe drinking water and toi le t s and which
are the breeding grounds for diseases that endanger the heal th
o f i t s res idents . In the absence o f an adequate heal th care
system, the urban poor of India , part i cularly the women,
cont inue to suf fer and remain in the vi ce l ike grip of poverty ,
powerlessness and disease . The specia l needs of thi s growing
mass o f populat ion can , there fore , no longer be ignored since
a lmost one third o f the country ’s popula t ion resides in the slums
of vari ous ci t ies . As a f i rst step one needs to understand the
heal th problems af fec t ing this group o f people and to know thei r
t reatment pat terns for the same so as to design more
appropria te and sensi t ive heal th serv i ces .

O b j e c t i v e s

A key feature o f the present study is that i t has aimed at
understanding those aspects o f women's heal th that are a f fec ted
by thei r chi ldbearing ro le ( fert i l i ty and contracept i on) as wel l
as because they are marginal i zed as women whose heal th per se
i s not accorded due importance . Such data need to be made
avai lab le qui ckly and easi ly so as to feed back into the
programme for immediate remedia l measures . Keeping these
aspects at the fore , the feasib i l i ty of employing a rapid
communi ty based survey was explored, the design o f which
approximates that of a large sca le survey , but without the
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luxury o f t ime, to provide a "snapshot " o f women 's heal th in
poverty sett ings .

The present research there fore aims at assess ing the
magni tude o f reproduct ive (gynaeco log ica l and obste tr i c )
morbidi ty among women residing in the slums of Baroda ci ty ,
and thei r heal th seeking behaviour in the event o f i l lness ,
through a rapid survey , so as to in form programme
implementors . The speci f i c ob ject ives o f the study are ( i ) to
understand the soc io -economic background, marriage and
chi ldbear ing patterns of women in the s lums of Baroda; ( i i ) to
understand women ’s fer t i l i ty and contracept ive behaviour and
maternal hea l th care pract i ces including obstetr i c hea l th and
( i i i ) to assess the prevalence o f various gynaecolog i ca l heal th
prob lems of women, thei r severi ty and treatment patterns for
the same.

D A T A & M E T H O DO L O G Y

To meet with the speci f i c study objec t ives and to address
the reproduct ive heal th needs o f women l iv ing in urban slums, i t
was decided to study the slum populat ion o f Baroda , the third
largest c i ty o f Gujarat s tate . About 11 .4 lakhs people were
counted in the ci ty area in 1991 and the popula t ion was found
growing at a fast rate . According to the recent sta t i st i cs , the
current populat ion o f the ci ty i s expected to be more than 16
lakhs and the ci ty has approximate ly 2 .8 lakhs populat i on l iv ing
in slum areas . Baroda c i ty has approximately 55 ,000 slum
households in 336 slum locat i ons dist r ibuted in i t s ten wards. I t
was decided to se lect about 500 -550 current ly married women
under the survey to el i c i t the necessary information on various
aspects o f reproduct ive heal th and fert i l i ty behaviour in the
selected slum populat i on. In order to take care o f non-response
at the household and indiv idual leve l s , this sample was inf lated
by about 30 percent . Thus, i t was dec ided to cover about 650 -700
CMW under the survey for indiv idual interv iew.

A mul t i - s tage sampl ing design was adopted to draw the
requis i te sample from the selec ted slum areas . To selec t about
700 CMW from the slum areas o f Baroda ci ty , the ent ire urban
s lums of the c i ty were taken to be the universe . A l i st o f s lum
locat ions wi th thei r popula t ion s ize was prepared and 25 such
s lum locat ions were selected from the l i st by the method o f
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systemati c sampl ing at the f i rs t s tage . At the second stage ,
using the cluster sampl ing method 28 el ig ib le women (CMW)
from each o f the 25 selected slum locat ions were selec ted to give
r i se to a total o f 700 CMW requi red to be covered under the
study. In the process o f enumerat ing the required number o f
CMW for indiv idual interv iew in a cluster , a l l the households
covered were l i sted and necessary in format ion of the households
was obtained . To enumerate 700 current ly married women about
749 households were covered from the 25 selec ted slum
locat ions . However , out o f these 700 CMW only 498 could be
contacted for indiv idual interv iew.

The data were co l l ected through canvassing an interv iew
schedule , an important component o f which was to inqui re about
reproduct ive morbidi ty experienced by women through a
checkl i s t o f symptoms and their t reatment seeking behaviour
for the reported morbidi ty . An attempt was al so made to
understand related in f luent ia l aspects such as , soc io -economic
background, marr iage and chi ldbearing pattern, contracept ive
behaviour , and abort i on pract i ces and maternal heal th care
pract i ces , among women in the study community .

The survey data were obta ined by tra ined female workers
under the close supervis ion of senior research sta f f o f the
Popula t ion Research Centre , Baroda . The survey in Baroda c i ty
was planned and accordingly undertaken during January 1999 .
The data were edi ted in the f ie ld as wel l as at the o f f i ce be fore
computer entry for sui table analysi s . The resul ts obta ined are
d i scussed in the fo l l owing sect i ons . A brie f background of the
study area i s g iven before the presentat i on o f the survey
resul ts .

Slum Population Scenario

Like the pattern in larger c i t i es in the country , the slum
populat i on in Baroda c i ty is a l so growing very fast . Whi l e no
re l iab le recent est imate o f s lum populat ion in the ci ty is
avai lable , i t i s est imated that about one - f i f th o f the ci ty ’ s
populat i on l ives in slums. The slum populat i on l ives in “chawls”
( rows o f s ingle room tenement ) and c lusters of zopadis (huts) ,
normal ly bui l t on any vacant land (which is usual ly low ly ing
and marshy and is prone to f lood ing in the monsoon) such as
open spaces near the rai lway tracks or on the sides o f major
roads . The huts compri se an assortment o f dwel l ings,
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constructed with unconvent ional materia l s l ike untreated waste
wooden planks, gunny bags , poly thene sheets , bamboo, mats
etc . used for wal l s as wel l as for roo fs . Most o f the huts do not
have any sani tary faci l i t i es l ike bathroom or to i le t wi thin hut or
tenement . A number o f persons share one to i le t , narrow
pathways wind throughout the s lums, with open drains on
almost al l s ides o f the huts . The people make use o f common
publ i c taps or tube wel l s and wash thei r c lo thes and utensi l s
near the open dra ins , increasing thei r chances of becoming a
prey to bacter ia l and vi ral d i seases . In recent years , however ,
e f f orts are underway in some loca l i t i es , by the Municipal
Corporat ion to bet ter organise the slums and prov ide the
residents with some basi c amenit ies .

The growth o f s lum areas and concentrat ion of the poor
people in the slums is a rather depressing aspect o f such
urbanisat ion. Major i ty o f the people who l ive there belong to
l ower socio -economic c lasses and have migrated to the ci ty with
the hope of bet ter means of l ive l ihood . Having basi ca l ly no
educat ion, ski l l and work experience , they have no choi ce in the
compet i t ive job market and pi ck up lowly paid jobs such as
construct ion labourer , domest i c servants , casual fac tory workers
and petty trading business . With thei r meager income, they are
forced to l ive in s lum areas in the most unsani tary and
unhygieni c condi t i ons , and are carry ing out their ex i stence with
the barest necess i t i es o f l i fe . Even i f people have some money,
they do not invest i t in house improvement , because o f i ts
temporary status or i l l egal occupat ion of the publ i c lands and
constant threat o f ev i c t ion. There fore , the housing o f the slum
dwel lers i s o f lowest qual i ty . Poor housing condi t ions , over
crowded envi ronment , poor sani tat ion, occupat ional hazards ,
group rival r i es and clashes , st ress ful condi t i ons together with
lack o f open space for chi ldren ’ s recreat i on etc . are detr imenta l
to the heal th o f people in the slums.

The si tuat i on with respect to women’s heal th in the urban
s lums is no di f ferent ; rather their heal th i s neglected the most .
Insecuri ty rela ted to regular income, food, shel ter , access to
heal th care and other essent ia l serv ices , a l ong with poverty and
di f f i cul t physi ca l and socia l envi ronments , such as explo i tat i on
and abuse in the treatment o f women, have an adverse impact
on the heal th o f the urban poor women.
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RESULTS & DISCUSSION

This sect i on presents the resul t s o f the reproduct ive heal th
survey , focussing on women’s soci o -economic background,
marriage and chi ldbearing pat tern , maternal heal th care
pract i ces , contracept ive behaviour and the knowledge regarding
sa fe abort i on pract i ces , Final ly , the sect ion at tempts to
understand the prevalence and severi ty o f various reproduct ive
morbidi t i es among the slum women and thei r treatment seeking
behaviour for the reported morbidi ty .

Socio-Economic Background

The soci o -economic character i st i cs o f the sample women,
indicate that about 88 percent of women interviewed are
Hindus, and 11 percent are Musl ims, whi le less than one
percent belongs to other re l ig ious groups. Among those women
who are Hindus, majori ty (76 percent ) belong to scheduled
caste / s cheduled tr ibe or to other l ower caste communit i es . As
regards thei r educat i onal l eve l , i t i s noted that about 45 percent
o f women are i l l i t erate as against 23 percent o f the husbands.
This gap in educat ion between men and women persi st s at a l l
l evel s except at the primary leve ls where equal proport i on o f
both men and women (33 percent ) have atta ined the same level
o f educat ion. I t i s fur ther noted that about 3 percent o f women
have educat ion up to higher secondary leve l , whi le this
proport i on increases to about 9 percent for the ir husbands.
However , a very smal l proport ion o f both men and women (2
percent ) has educat i on beyond higher secondary school ing . The
occupat i onal st ructure of the populat i on i s a lso an important
indicator o f the soci o -economic si tuat ion. The data reveal that
more than three - fourths o f the women (76percent ) are
housewives , indicat ing that most o f these women have no
independent income and depend on the l imi ted resources o f the
fami ly . About 16 percent o f the women are class IV servants ,
non-agri cul tural labourers or domest i c servants , whi le 3 -4
percent each i s e i ther engaged in ski l led job or petty business .
Only a very smal l proport ion (1 percent ) i s engaged in cl er i ca l
and other re lated serv i ces . As regards the ir husbands ’
occupat i on , major i ty of them (63 percent ) are class IV servants
or non-agricul tura l labourers . Another 19 percent are pet ty
traders and 13 percent ski l l ed workers , whi l e only 4 percent are
engaged in white co l lar j obs . The remaining one percent i s
unemployed or are students .
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The above data re -a f f i rm that there i s a concentrat i on
o f the poor in the slums, as majori ty o f them belong to socio -
economica l ly backward classes , are i l l i t erate or poorly educated
and are engaged in lowly paid jobs .

Marriage and Childbearing Patterns

In the Indian context , i t i s marriage which i s assoc ia ted
wi th the start o f exposure to chi ldbearing via i t s re lat i on to the
onset of cohabita t ion wi th husband. The data on the age at
e f fect ive marriage for the current ly married women reveal that
as high as 53 percent had married at ages less than 18 years ,
ignoring the legal age at marriage in India o f 18 years for
females . Apart f rom the quest ion o f ignorance o f the legal
minimum age at marriage , the awareness about r i sk o f marrying
at early adolescent ages appears to be very poor in urban slums.
Nevertheless , another 38 percent o f the s lum women reported to
have consummated thei r marriage at ages 18-20 years , whi l e the
remaining 8 percent had married and started l iv ing with their
husband at ages 21 years and above . The mean age at e f fect ive
marriage for the s lum women appears to be about 17 years .

Simi lar ly , when the ini t ia t ion o f chi ldbearing among these
s lum women was examined , i t i s seen that more than hal f o f the
women (54 percent ) had thei r f i rst pregnancy at young ages
( less 20 years) . More than one- f i f th o f the women had became
pregnant for the f i rs t t ime by the age of 17 years , whi le as low
as 14 percent had had thei r f i rst pregnancy at age 22 years or
la ter . The mean age at f i rst pregnancy was found to be about 19
years for s lum women.

The dist r ibut ion o f the current ly married women age 15 -44
years by chi ldren ever born and l iv ing indi cates that women
have had an average o f 2 .8 l i ve bi rths (1 .4 o f each sex ) . The
majori ty o f the women (77 percent ) have gone for 2 or more
chi ldren in the chi ldbearing years . In fact , about 56 percent of
the women were found to have 3 or more chi ldren. The mean of
l ive bi rths was 2 .8 (1 .4 of each sex ) . The dist r ibut ion o f women
by number o f chi ldren surviv ing genera l ly fo l lows this pat tern.
About 51 percent o f the women were found to have 3 or more
surviv ing chi ldren . The mean number o f chi ldren surviv ing was
about 2 .5 (1 .3 males and 1.2 females ) .
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The pace o f chi ldbearing i s another important aspect to
understand women ’s fert i l i ty behaviour . The study o f c l osed and
open bi r th intervals i s important not only to understand the
chi ldbearing pattern, but i t a l so helps to understand the l ikely
inf luences on the heal th o f the mother and the chi ld . For
example , many studies have shown that chi ldren born too cl ose
to prev ious bir ths are at increased ri sk o f dy ing especia l l y i f the
interval between bi rths i s l ess than 24 months. Simi larly , the
chances of the mother suf fer ing from maternal morbidi ty and
related reproduct ive heal th prob lems increases i f pregnancies
occur in qui ck successi on. The di st r ibut i on of women by last
c losed bi rth interval ( interval between last two l ive bi rths ) as
wel l as by open bi rth interval ( the t ime lapsed since last b i r th
at the t ime of survey ) reveal s that about 24 percent o f the
women had less than two l ive bi r ths . The dist r ibut i on o f women
who had two or more l ive bi r ths reveals that 12 percent o f the
women had a birth wi thin 18 months o f thei r previous bi r th and
9 percent o f women had a birth interval o f 18 -23 months , whi le
another 30 percent had a bi rth interval o f 24 -35 months . Only
one- fourth o f the women (25 percent ) had a bir th interval o f 36
months or more between the last two chi ldren .

I t i s however encouraging to note that more than hal f o f
the women (57 percent ) had had their las t b i r th at l east three
years (36 months or more ) prior to the date o f survey , which
increases to about 64 percent i f one includes the women who
postponed thei r next b ir th by 2 -3 years (24 -35 months) . Such a
pat tern i s indi ca t ive o f favourable fer t i l i ty behaviour in the
study populat ion, s ince women are doing something to l imi t or
delay their subsequent b i rths . The pract i ce o f contracept i on
among these women, di scussed later in the sect ion , would throw
more l ight on these aspects .

Maternal Health Care Status

The management o f heal th problems during pregnancy and
after del ivery i s important to mainta in the heal th o f the mother .
The respondents were there fore asked to report about any
heal th prob lems they had experienced during thei r last
pregnancy . I t i s c learly ev ident f rom Table 1 that about 37
percent o f the women had not experi enced any heal th prob lem
during thei r last pregnancy . About 20 percent reported about
giddiness fo l l owed by excessive weakness and t i redness (17
percent ) , backache (16 percent ) , abdominal pain (10 percent ) ,
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bleeding and white di scharge (8 percent ) and oedema of the feet
(7 percent ) . About 5 -6 percent each reported about fever and
general aches and pain whi le l ess than 1 percent each reported
about night bl indness and convuls ions . Among the commonly
experi enced problem was that o f nausea /vomi t ing , reported by
35 percent of the women. About 7 percent reported about other
heal th prob lems such as blood pressure , urinary prob lems and
breathlessness . I f some of these problems are not medi cal ly
t reated, they can create compl i cat i ons during or a fter del ivery .

Table
1 :

Status of Maternal Health Care, Urban Slums,
Baroda City , 1999

Maternal Health Care Percent distribut ion of
current ly married
women*

1 2
Health problems experienced
during the last pregnancy

No problems exper ienced 36 .
7

Nausea and vomit ing 34 .
5

Swel l ing o f feet 7 .4
Bleeding and white di scharge 8 .0
Excessive weakness / t i redness 16 .

9
Giddiness 19 .

5
Aches and pains 4 .8
Backache 15 .

9
Fever 6 .0
Convuls i ons 0 .2
Abdominal pa in 9 .6
Night b l indness 0 .6
Others (B .P. , Urinary
problems, breathlessness etc . )

7 .0

Never been pregnant 8 .8
Tota l 100 .0* (498 )
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Place of del ivery for the last
child

Govt . hospi ta l 22 .
5

Private hospi ta l 28 .
9

PHC/CHC 0.2
Home 36 .

3
No l ive bi rths 10 .

8
Not avai lab le 1 .2

Total 100 .0 (498 )

Type of attendant at home
delivery

Doctor 2 .2
ANM 3.3
Trained dai 9 .4
Untrained dai 77 .3
Rela t ives 9 .9

Total 100 .0* (181 )+ +

Use of disposable delivery kit
at home delivery

Yes 6 .6
No 48 .1
Can ’ t say 45 .3

Total 100 .0 (181 ) + +

Health problems experienced
immediately after last del ivery

No problem experienced 65 .7
Fever 5 .8
Bleeding 0 .6
Foul smel l ing di scharge 0 .4
Abdominal pa in 7 .2
Backache 6 .4
Excessive t i redness /weakness /
anemic condi t i on

6 .2

Others 3 .6
No l ive bi rths 10 .8

Total 100 .0* (498 )
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Treatment sought for the
health problems experienced
after del ivery

No treatment taken 25 .6
Treatment sought from:
ANM 1.7
PHC 0.9
Govt . hospi ta l 22 .2
Private doctor 46 .2
Others 4 .2

Tota l
100 .0* (117 )**

++ Number of women who delivered their last child at home out of the total sample.
* Percentages add to more than 100 because of multiple responses.
** Number of women who experienced health problems are considered here for analysis.

The Table 1 further reveal s that the place o f del ivery for
the last chi ld was noted to be “home” in case o f 36 percent o f the
women. I t i s further interest ing to note that out of those women
who had an inst i tut i onal de l ivery , the private faci l i t i es have a
def ini te edge (29 percent ) over government faci l i t i es (23
percent ) . A greater cause o f concern i s the fact that a lmost nine
o f the ten del iver ies that took place at home (87 percent ) , were
attended by untra ined persons . Thus most o f
the del iveries that take place at home can pose a threat to the
heal th of the mother and chi ld i f these del iveri es at home
remain unattended by
medi ca l and paramedi ca l persons or at least by tra ined bi r th
attendants . Yet another fact to ensure sa fe del ivery at home is
the use o f ster i l e d i sposable de l ivery ki t . These ster i l e ki t s were
to have been provided to women who were in the thi rd tr imester
o f pregnancy so that the ki t can be used by any bir th attendant
at the t ime of home del ivery . The i tem on use of d i sposable kit
was interpreted to include the use o f s ter i le instruments (b lade ,
kni fe ) for conduct ing the del ivery . Even this basi c necess i ty of a
sa fe del ivery has been vio la ted s ince only about 7 percent could
reca l l about the use o f such steri l e equipments dur ing home
del iver i es in the urban slums. Such a si tuat i on therefore
requi res remedia l measures on the part o f the heal th o f f i c ia l s on
a prior i ty basis .
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I t i s heartening to note that 66 percent o f the women did
not have any problems immediate ly a fter de l ivery (Table 1 ) .
Among the problems experienced were fever , b l eeding , foul
smel l ing di scharge , backache , abdominal pain and
weakness /anemic condi t i on . I t i s fur ther encouraging to note
that of those who did have some health problem, the major i ty
(74 percent ) had sought treatment from various sources . The
pr ivate serv i ces seem to be the pre ferred source of serv i ce (46
percent ) fo l l owed by government hospi tal or PHC (23 percent )
and ANM (2 percent ) .

Contracept ive Use, Unmet Need & Management of Side
Effects

This sect ion focusses on the fert i l i ty planning and re lated
contracept ive pract i ces among the surveyed popula t ion as wel l
as assesses the unmet needs and qual i ty o f fami ly planning
counse l l ing and the experience of method re lated s ide e f fects
and thei r management .

I t i s ev ident f rom Table 2 that about 69 percent o f women
do not desi re any more chi ldren (which includes 50 percent who
have adopted terminal methods ) whi le another 5 percent want to
postpone thei r next b i r th for at l east two years . Furthermore ,
another 14 percent o f women appear undecided or non-commit ta l
regarding the t iming o f thei r next b i r th , whi le the remaining 12
percent o f couples want thei r next chi ld soon or within the next
two years . This means that the last group o f women would be
rather reluctant to adopt some contracept ive at thi s
Table
2 :

Status of Family Planning Practices , Urban
Slum, Baroda City, 1999

Fami ly Planning Pr actices Per cent dis tr ibut ion of
current ly marr ied w omen

1. Current contracept ive status
N ot us in g a ny m eth od 3 9 .2
Cur rent ly us ing :
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M ale s t er i l i sa t i o n 1 . 0
Fema le s t er i l i sa t i o n 4 8 .8
IUD 2. 0
Ora l p i l l s 2 . 4
Condom 1. 4
N atura l m eth ods 5 . 2
Any mod ern m ethod 5 5 .6

To ta l 1 00 . 0 (4 98)

2 . Need for f ami ly planning ser vices
U nmet nee d for FP 1

Tot a l 1 5 .6
For l imi t ing 2 12 .4
For sp ac i ng 2 3 . 2
Me t ne ed for FP 3 6 0 .8 ( 55 . 6 ) 4

Tot a l dem and for FP 7 6 .4 ( 71 . 2 ) 4

Perc ent a ge o f need s at i s f i ed 7 9 .6 ( 78 . 1 ) 4

3 . Exper ience of s ide ef fects and
treatment sought

N o s ide e f f ec t s expe r ie nce d 8 0 .2
S ide e f f ec ts e xp er ie nce d :

S ought tre atme nt 1 0 .2
Did not s eek tre atme nt 9 . 6

Tot a l 1 00 . 0 (3 03)

4 . Sour ce of treatment f or side
ef f ects

Hosp i ta l 42 .0
P HC/U rb an He al t h Ce ntre -
Pr iva te doc tor 5 8 .1
Others 33 .3

Tot a l 1 00 . 0* (3 1 ) + +

* Percentages add to more than 100 because of multiple responses.
+ Based on current users of contraception.
++ Based on those who sought treatment for side effects.
1 Currently married women who say that they either do not want any more children or that they want to wait two or more

years before having another child, but are not using contraception, are defined as having an unmet need for family
planning.

2 Here women who do not want any more children, but are not using any method, are defined as having an unmet need for
limiting the family size, while those who want to wait two or more years before having another child, but are not using
any method, are defined as having an unmet need for spacing methods.

3 Current users of any family planning method are said to have a met need for family planning.
4 Indicates the corresponding figures based on the use of any modern method.

stage , whereas the groups compris ing 74 percent o f women who
desi re no more ch i ldren or do not desi re to have a chi ld soon
need to be provided adequate information and counsel l ing on
various avai lable methods and helped to chose one method that



14

i s most sui table and appropriate for them. Moreover , the
remaining 14 percent o f women who appear indeci s ive , need
part i cular help in planning their fami ly in the best possib l e
way. In thi s regard, the data on counsel l ing by heal th
worker /ANM reveal s that about 74 percent of the women
(excluding
those who had al ready accepted a terminal method) were not
given any advi ce on spacing methods by the ANM. Among those
who did receive some advi ce , 21 percent were told about IUD, 10
percent were to ld about ora l pi l l s and 8 percent were advi sed
about condom.

The actual pract i ce o f contracept i on among the sample
women reveal s that about 61 percent were found to be using
some method o f contracept i on ( inc luding natural methods ) at the
point o f survey (Table 2 ) . The use o f modern methods was about
56 percent in the slum populat ion of Baroda ci ty . The method
wise break-up reveal s the strong pre ference for terminal
methods among the slum community , thei r use being 50 percent .
The use o f spacing methods among the current users i s about 11
percent . The greater re l iance on terminal methods f inds further
support when women’s ever use o f contracept i on was assessed
(Table 2 ) . This reveal s that 36 percent of them had never used
any method, whi l e 50 percent had accepted a terminal method.
Among the modern spacing methods , IUD was the most popular
(7 percent ) fo l lowed by ora l pi l l s (6 percent ) and condom (3
percent ) . Natural methods were used by 8 percent of the women.

I t is sa t is fy ing to note that 80 percent o f women did not
have any side e f fec ts with thei r current contracept ive method
(Table 2 ) . Among the 20 percent who did have some side e f fec ts ,
10 percent sought treatment whi le the remaining 10 percent did
not do so . Among those who sought treatment , a l i t t l e less than
three - f i f ths (58 percent ) had vi s i ted a private c l ini c for
t reatment , whi le a l i t t le over two- f i f ths (42 percent ) went to a
hospi ta l . Another 6 percent re l i ed on home remedies or sought
treatment from tradit i onal pract i t i oners such as vaidya .

The extent o f women 's contracept ive needs met by the
family planning programme can ef fec t ive ly be judged by the
total demand for fami ly planning servi ces and the percentage o f
need which i s be ing met . In this regard, i t can be seen from
Table 2 that the to ta l demand for fami ly planning serv i ces was
76 percent among the current ly married women. Based on the
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current use o f contracept ion among the couples , i t appears that
in the case o f 61 percent o f the women, thei r need for family
p lanning has been met whi le 15 percent o f women st i l l have an
unmet need for contracept i on (12 percent for l imi t ing and 3
percent for spacing ) , s ince they do not desi re addi t i onal chi ldren
(at a l l or in the near future) , yet are not using any method of
fami ly planning . Thus, the programme has succeeded in
sat i s fy ing the contracept ive needs o f 80 percent o f the women,
which st i l l l eaves unful f i l l ed the needs o f 20 percent o f the
current ly married women.

Gynaecological Health Problems & Their Management

The Community Needs Assessment Approach, ini t ia l ly
ca l l ed target f ree approach , c learly art i culates the need to move
beyond fami ly p lanning and MCH servi ces to a l so include
serv i ces that address the reproduct ive heal th needs o f women
(Govt . o f India , 1998 ) . In this regard, i t i s important to
understand the varied gynaecologi cal or reproduct ive heal th
problems women general ly exper i ence and the nature o f thei r
t reatment seeking behaviour for the same. Such in formation
becomes useful for des igning and del ivering better women
centered heal th serv i ces under the programme. In thi s regard,
the present study has at tempted to understand some of the
commonly experienced reproduct ive heal th prob lems of women
rather than al l those , whi ch often requi re c l ini ca l and
patholog i ca l assessment . The deta i l s o f the prob lems
experienced by women during the one year prior to the survey as
wel l as thei r management are summarized in Tables 3 and 4.

I t i s ev ident f rom Table 3 that as high as 85 percent o f
women had exper ienced one or the other heal th problem during
the one year preceding the survey . The major prob lems reported
by women were the symptoms that may be associated with pelv i c
inf lammatory diseases (23 -33 percent ) , fee l ing excess ive ly weak
or t i red during normal household dut ies , backache (suggest ive o f
anemic condi t ion , 31 -34 percent ) , menstrual di sorders l ike
i rregular menstruat ion, excessive bleeding /painful
menstruat ion/aches and pain during menstruat ion (21 -32
percent ) and white di scharge with bad odour/ i t ching , indicat ing
lower reproduct ive tract in fec t ion (27 percent ) . With regard to
the frequency o f occurrence , i t i s noted that about 49 percent of
the women reported that they suf fer “Always” or “Often” with
some heal th problem, indi cat ing persi stence o f the problems
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among a very large proport i on o f women in urban s lums.
Regarding thi s severi ty o f various reproduct ive heal th problems,
about 12-14 percent o f women reported menstrual disorders
(de f ined above) as a persi st ing heal th problem fo l l owed by the
prob lems/symptoms rela ted to PID (11 -12 percent ) and RTI (11
percent ) , whi le another 9 percent o f women reported persi s t ing
heal th problems related to anemic condi t ion. I t may further be
noted

Tab le 3 : Exper ience of Gynaecological Heal th Problems
(GHP) Among Curr ent ly Married Women during One
Year Preceding the Sur vey , Urban Slums, Bar oda
City , 1999

Nature of GHP symptoms

Percent distribution of the women by the frequency of
occurrence of symptoms of GHP during one year
preceding the survey
Always/Often Sometimes Never Total
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A. Menstrual disorders
Irregular menstruation 11.8 19.8 68.3 100.0
Excessive bleeding during
menstruation/painful
menstruation

14.0 7.0 78.9 100.0

B. Lower reproductive tract
infection

White discharge with bad
odour/ itching

10.8 16.0 73.1 100.0

C. Pelvic inflammatory disease
Lower abdominal pain/vaginal
discharge with fever

12.4 20.5 67.1 100.0

Abdominal pain 11.0 12.0 76.9 100.0
D. Dyspareunia

Pain during intercourse 2.8 7.0 90.2 100.0
E. Anemia

Feeling excessively weak or
tired during normal household
duties

8.6 20.7 70.7 100.0

Backache 9.4 24.5 66.1 100.0
F. Urinary tract infection

Pain/burning sensation while
passing urine/abnormal
frequency of urination

0.8 4.0 95.2 100.0

G. Prolapse
Feeling of body mass coming out
from vagina

- 1.4 98.6 100.0

H. Hemorrhoids
Pain or bleeding while passing
stools

- 0.8 99.2 100.0

I. Infertility**

Difficulty in becoming pregnant 5.2 23.1 71.7 100.0
J. Fever 3.8 12.8 83.3 100.0
Experience of any symptom of GHP 48.6 78.9 14.9+ 100.0

(498)
+ The remaining 85.1 percent have reported the experience of a symptom of any reproductive health problem

at least sometimes during the one year preceding the survey
* Percentages add to more than 100 because of varying degrees of severity reported for different health

problems by each woman.
** Refers to life time experience of difficulty in conceiving.

f rom Table 3 that about 17 percent o f women have reported
about fever (with 4 percent indi cat ing about i t s pers is tence ) and
10 percent reported about the problem of dyspareunia (pain
during intercourse ) , wi th 3 percent report ing about i ts
persi stence , whi l e about 5 percent compla ined about the
symptoms o f urinary tract infec t i on (such as pain/burning
sensat ion during urinat i on and abnormal f requency o f
urinat ion ) as another heal th prob lem, wi th less than one
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percent indi cat ing the persi stence of these problems, during
the one year preceding the survey . The other two symptom
categories v i z . hemorrhoids and prolapse were reported
infrequent ly (one percent each) . F inal ly , as high as 28 percent
o f the women reported about the problem of in fert i l i ty . In other
words , they had experienced di f f i cul ty in conceiv ing despi te
attempts , at some t ime or the other during thei r l i fe t ime, whi l e
about 5 percent reported the experi ence o f this problem more
o f ten.

The overal l resu l t s seem to suggest that approximately
e ight to nine women out o f ten in the urban slums reported the
experi ence o f at least one symptom of a heal th problem during
the one year preceding the survey . Symptoms that may indicate
acute PID, RTI , anemia and menstrual disorders , were
commonly reported , but the symptoms that may be associated
wi th the problem of dyspareunia and UTI were less common. Al l
o ther symptom categories such as hemorrhoids and prolapse
were reported in frequently . As regards the severi ty of these
symptoms, about hal f o f them reported that they always or o ften
suf fered with one or the other problem. The most common among
them were again the symptoms that indi ca te PID, RTI , anemia
and menstrual di sorders . Another prob lem that causes concern
i s that o f in fert i l i ty , as a signi f i cant proport ion o f the women
had experienced the di f f i cul ty o f becoming pregnant qui te o ften
during thei r l i fe t ime . This c l early indi ca tes the magnitude of as
wel l as severi ty o f reproduct ive heal th prob lems among urban
s lum women and which there fore needs to form an important
aspect in serv i ce prov i s ion under the programme. Furthermore ,
i t a l so requires that the heal th workers , part i cular ly the female
heal th workers , be sensi t i zed (through sui tab le t ra ining) to
understand and e l i c i t these problems among women, as wel l as
be equipped to manage them in an ef fect ive manner.

The result s thus appear consi stent wi th those obtained
from other simi lar communi ty based studies (Koenig et a l . ,
1998 ) . In the i r rev iew of s ix rural and urban studies , the
authors found that menstrual disorders were in the range o f 33
to 65 per cent , white di scharge var ied from 13 to 57 percent and
lower abdominal pain ranged from 9 to 21 percent . Overal l , the
percent o f women report ing one or more cl ini ca l ly diagnosed
condi t ions varied from 26 percent to 70 percent or more . In fact
the report ing of such morbidi ty condi t i ons i s found even higher
in the present study , probably due to the character i st i cs o f the
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sample i .e . women residing in slum communi t ies o f Baroda . A
s imi lar study of rura l Baroda by the authors (Das and Shah,
1998 ) noted a l i t t le lower prevalence rate wi th 81 percent o f
women report ing at least one symptom of a reproduct ive heal th
problem, which once again reveal s the greater vulnerabi l i ty o f
urban slum women to such reproduct ive heal th problems.

T a b l e 4 : T r e a t m e n t Se e ki n g B e h a v i o u r A m o n g C u r r e n t l y Ma r r i e d
W o m e n W h o R e p o r t e d S y m p to m s A s s o c i a te d w i t h
G y n a e co lo g i ca l M o r b i di t y D u r i n g O n e Y e a r P r e ce di n g
t h e S u r v e y , U r b a n S l u m s , B a r o da C i t y , 1 9 9 9

Whether sought treatment/
source of treatment

Percent distribution of women who reported any reproduc-
tive problem during one year preceding the survey

No treatment taken 25.7

Treatment sought from:
Government Hospital/Clinic 17.5
Private doctor 58.5
Others 5.0

Total 100.0* (424)+

+ Excludes those women who did not report experience of any symptoms of reproductive health problem.
• Percentage add to more than 100 because of multiple responses.

The management o f such heal th problems assumes great
importance s ince st i l l more than one- fourth o f women had not
sought any treatment for thei r problem (Table 4 ) . I t may further
be noted from Table 4 that re l iance on government sources for
treatment i s about 18 percent as against about 59 percent who
rel ied on private doctors . About 5 percent re l i ed on home
remedies or sought treatment from tradi t i onal pract i t ioners or
brought medic ines f rom drug stores . There fore , unders tanding
and managing these hea l th problems of women and educat ing
them on the need for seeking treatment and that too f rom the
r ight source i s a l l the more important in view of the fact that a
very high proport i on suf fer from one or other heal th prob lem but
do not consider them to be serious enough to seek treatment for
i t .

Knowledge and Practices about Safe Abort ion

Ensuring women’s access to sa fe abort i on serv i ces i s an
essent ia l component o f ensuring women ’s r ight to sa feguard
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their heal th and is one o f the components o f Government o f
India ’ s Reproduct ive and Chi ld Heal th Programme. Women seek
abort i on for a var ie ty of reasons vi z . medi ca l , soc ia l , fa i lure o f
contracept i on , physica l and economic reasons or a combinat i on
o f many of these condi t i ons . Unsafe abort i on is one o f the
leading causes of maternal morta l i ty and i t a l so contr ibutes
s igni f i cant ly to maternal morbidi ty . There fore , provi s ion o f sa fe
and legal abort i on i s important for women ’s survival and
reproduct ive heal th . India legal i zed medi ca l terminat ion of
pregnancy on broad soc i o -medi cal grounds through the MTP Act ,
1971 . The aim of the Act was to reduce maternal morta l i ty and
morbidi ty due to i l lega l abort i ons . Under the RCH programme,
women and adolescents are educated about the need for safe
abort i on pract i ces and the faci l i ty for sa fe abort ion i s ensured
by providing equipments , contractual doctors etc . a t the
government heal th centres . Specia l programmes are expected to
be taken up for various vulnerable groups such as urban slums,
t r iba l populat i on and adolescents (Govt . o f India , n .d . ) . In order
to assess the knowledge and pract i ces about sa fe abort ion among
urban slum women, the present survey al so inc luded a ser i es o f
quest i ons on these aspects . The responses to these quest ions are
summarised in Table 5 . When women ’s knowledge regarding
sources o f serv i ce for pregnancy terminat ion was assessed , i t
was noted that about two- f i f ths o f the slum women had no
knowledge o f any source o f serv ice they can avai l to have the
unwanted pregnancy terminated (Table 5 ) . Neverthe less ,
s l ight ly less than three - f i f ths o f the women (58 percent ) had the
knowledge o f a source o f serv i ce for abort ion. Among them,
about 43 percent reported about government hosp i ta l for the
serv i ce whi le 15 percent reported about private hospi ta l or a
specia l i sed cl inic for abort i on . About 2 percent o f the women
from this community indi cated that they would seek servi ce
f rom other sources or re ly on home remedies .

When the abort ion seeking behaviour o f these women was
assessed , i t i s noted that less than 4 percent had ever had an
induced abort ion (Table 5 ) . About 39 percent o f these women had
sought pregnancy terminat i on less than four years ago and 28
percent 4 -7 years ago , whi le the remaining 33 percent had the
last induced abort i on at least 8 years ago . Major i ty o f them had
their pregnancy terminated by 3 r d month (83 percent ) , whi l e 11
percent had i t terminated at 4 t h month and 6 percent at 5 t h

month (Table 5 ) . When the abort i on seekers were asked about
the place o f servi ce , i t i s ev ident f rom Table 5 that about 39
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percent o f the women had their pregnancy terminated at
government hospi ta l , another 50 percent at pr ivate hospi ta l and
the remaining 11 percent had gone to a specia l i sed cl ini c . I t i s
there fore sat is fy ing to note that a l l the women who sought
induced abort i on, had always avai led serv i ces f rom a safe heal th
faci l i ty , a l though preference i s more for private heal th faci l i ty
than that o f the government .

Table
5 :

Abortion Seeking Behaviour Among Current ly
Married Women Age 15-44 Years, Urban Slums,
Baroda City , 1999

Knowledge and pract ices about
safe abortion

Percent distribut ion

1 2
1. Knowledge of source of service

to have pregnancy terminated :
G o v e r n m e n t h o s p i t a l 42 .8
Private hospi ta l 13 .5
Cl ini c for abort i on 1 .4
Home remedies 0 .2
Others 2 .2
No knowledge o f any source 40 .0

Total 100 .0 (498 ) *

2. Percent of women who ever had
an induced abort ion

3 .6
(498 ) *

3. Number of years ago the
induced abort ion was done:

Less than 4 years 38 .9
4 -7 years 27 .8
8 or more years 33 .3

Tota l
100 .0 (18 ) +

4. Months of pregnancy at which it
was terminated:

By 3rd month 83 .3
4th month 11 .1
5th month 5.6

Tota l
100 .0 (18 ) +

5. Type of health faci l ity where
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abortion was done:
Government hospi ta l 38 .9
Private hospi ta l 50 .0
Cl ini c for abort i on 11 .1

Tota l
100 .0 (18 )

6. Experience of any health
problem after the abort ion :

Experienced no heal th
problem

72 .2

Experience one or other
problem (severe abdominal
pain, b leeding , weakness ,
fever and discharge wi th
pain)

27 .8

Tota l
100 .0 (18 ) +

1 2

7.Whether sought treatment for
their health problem

No treatment taken 60 .0
Treatment taken 40 .0

Tota l
100 .0 (5 ) + +

8.Reasons for the decis ion to have
the pregnancy terminated :

Did not want addi t i onal chi ld /
Desired sex composi t i on
achieved

38 .9

Did not want next chi ld soon/
Prev ious chi ld too young/
Di f f i cul t to take care o f c l ose ly
spaced bir ths

33 .3

Poor heal th o f the
mother /Growth o f
tumor/Bleeding during
pregnancy / Doctor advised on
heal th ground of the mother

16 .7

Poor growth o f fetus /Doctor
advi sed because there was no
s ign of l i f e in fe tus

11 .1
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T o t a l 100 .0

* Percentages are computed based on the total of currently married women interviewed.
+ Percentages are computed based on those women who ever had an induced abortion.
++ Percentages are based on those women who experienced any health problem after the induced abortion.

I t i s further sat is fy ing to note that majori ty o f the women
(72 percent ) who had sought an induced abort i on, had not
experi enced any heal th problem after the abort ion. The
remaining 28 percent had experienced severe abdominal pain,
b l eeding , discharge wi th pain , fever , weakness or other re lated
heal th problem af ter abort ion. Among those who experienced a
heal th problem after abort i on , about 60 percent had sought
treatment for the same.

Final ly , when women who ever had an induced abort i on
were asked to sta te reasons for the deci s i on to have the
pregnancy terminated, thei r responses summarised in Table 5 ,
reveal that major i ty had sought abort i on for the reasons that
re f l ect poor planning o f pregnancies . In thi s context , i t i s noted
that 39 percent had sought abort i on because they did not want
addi t i onal chi ldren or had achieved the desired sex composi t ion
(pregnancy unwanted) , whi l e another 33 percent had sought
abort i on because they did not want a next chi ld at that t ime for
one reason or other (pregnancy mist imed) . On the other hand,
the remaining 28 percent had sought abort ion on heal th
grounds. Among them, 17 percent reported that they had poor
heal th or had developed a heal th problem (such as growth o f
tumor and bleeding during pregnancy) or fo l lowed doctor ’ s
adv i ce . Another 11 percent reported about poor growth o f the
fe tus or no sign o f l i fe in fetus as a reason for seeking abort i on .
The reported reasons for seeking abort i on thus seem to suggest
that there i s an unmet need for fami ly planning in the slum
populat i on. This aspect has al ready been noted in the earl i er
d iscussion. There fore there i s a need to strengthen the fami ly
p lanning component as wel l as sa fe motherhood programme,
apart f rom improving MTP faci l i t ies and the i r ut i l i sat i on , under
the RCH programme.

EMERGING ISSUES

The main ob jec t ives o f the present study were to assess the
reproduct ive heal th status o f the women and thei r heal th
seeking behaviour in the urban slums of Baroda ci ty . The study
in part i cular has dea l t with women ’s socio -economic background,
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marriage and ch i ldbearing pattern, contracept ive behaviour ,
maternal heal th care pract i ces and thei r knowledge regarding
sa fe abort i on pract i ces . F inal ly , the study has deal t wi th the
incidence and the severi ty o f vari ous reproduct ive hea l th
problems among urban slum women and their t reatment seeking
behaviour for the reported morbidi ty . The present s tudy was
undertaken in the urban slums of Baroda ci ty during January ,
1999 . Data were obta ined through indiv idual interv iews of 498
current ly married women age 15 -44 years , se l ec ted through
c luster sampl ing method from 25 selected slum locat ions
fo l l owing a mult i stage sampl ing design. A household schedule
a long with the couple schedule was canvassed during the survey
to co l lect in formation on various aspects o f the study .

Like the pattern in larger c i t ies in the country , majori ty o f
the people who l ive in the urban s lums of Baroda c i ty be long to
l ower socio -economic c lasses and have migrated to the ci ty with
the hope of bet ter means of l ive l ihood . Wi th basi ca l ly no
educat i on and meager income, they are forced to l ive in cl ose
and congested areas under the most unsani tary and unhygieni c
condi t i ons , and are carry ing out thei r ex is tence with the barest
necessi t i es of l i fe .

The si tuat i on with respect to women’s heal th in the urban
s lums is no di f ferent , rather their heal th i s neglected the most .
Insecuri ty re lat ing to regular income, food, shel ter , access to
heal th care and other essent ia l serv ices , a l ong with poverty and
di f f i cul t physi ca l and socia l envi ronments , such as explo i tat i on
and abuse in the treatment o f women, have an adverse impact
on the heal th o f urban poor women.

As regards the marriage pattern o f these women, about
hal f o f them had married at age less than 18 years , de fy ing the
legal age o f 18 years for females in India as wel l as ignoring the
r i sk o f consummating the marriage at early ado lescent ages .
More than hal f the women had the ir f i rst pregnancy at a young
age ( less than 20 years ) .

An examinat ion of the bi r th history o f these women further
reveal s that major i ty o f them (77 percent ) had given bi rth to 2
or more chi ldren in thei r chi ldbear ing years . About 56 percent o f
the women had given bi rth to three or more chi ldren. The mean
number o f l ive bi rths was est imated to be 2 .8 in the slum
populat i on. About 51 percent o f the women were found to have
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three or more surv iv ing chi ldren , the mean being 2 .5 l iv ing
chi ldren . As regards the pace o f ch i ldbearing , i t i s noted that
only one fourth o f the women who had a bi r th interval o f 36
months or more between the last two chi ldren, appear to have
prov ided adequate spacing between the chi ldren.

About 36 percent o f the del iveries are st i l l taking place at
home. Most o f these home del iver ies (87 percent ) are attended
by untra ined dai s and relat ives . Among the inst i tut ional
del i ver i es , the pre ference i s for a private c l in ic over the
government faci l i t i es . The heal th o f the mother and the chi ld i s
fur ther compromised as only 7 percent of home de l iveries were
conducted using a sa fe di sposable de l ivery ki t .

About 63 percent o f the women had experienced one or the
other heal th problem during thei r last pregnancy . The major
problems reported are the symptoms related to anemia , oedema,
night bl indness RTI and other genera l i l lness . Majori ty o f the
women (66 percent ) d id not report any heal th prob lem after
del ivery . Among those who did have some problem, major
problems reported were abdominal pain , backache , excessive
t i redness /weakness and fever a fter de l ivery . About 76 percent o f
the women who had a health problem did seek treatment from
one or the other source . However , among those who did seek
treatment , the majori ty reported a pre ference for pr ivate
servi ces for t reatment rather than government servi ces . The
prov is i on o f hea l th care under the programme there fore needs to
be geared up by improving the qual i ty o f serv i ces .

The focus on providing adequate in formation and
counse l l ing for the promot ion of spacing methods is st i l l miss ing
under the revamped fami ly wel fare programme. About 74
percent o f the women (excluding those who had already adopted
terminal methods to l imi t thei r fami ly size ) had not been
advi sed on spacing methods by the heal th worker . The rest did
rece ive some advi ce on spacing methods part i cular ly for the use
o f IUD, fo l l owed by oral p i l l s and condom. As regards the
pract i ce o f fami ly planning , the data seem to indi ca te that about
61 percent o f the current ly married women in the di s tr i c t are
using one or the other method of fami ly planning . The use o f
modern methods among them reduces to about 56 percent , wi th a
strong pre ference for terminal methods (50 percent ) . I t i s
sat i s fy ing to note that about 80 percent o f the women did not
have any side e f fec ts wi th thei r current contracept ive method.
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The analys i s o f the total demand for fami ly p lanning
serv i ces in the urban slum populat ion revea ls that the need for
fami ly planning has been met in the case o f 61 percent o f the
women whi le another 15 percent o f women st i l l have an unmet
need for contracept ion since they do not desi re addi t i onal
chi ldren at al l or in the near future , yet are not using any
method of fami ly p lanning . In other words , the fami ly wel fare
programme in the s lum populat ion has succeeded in sat i s fy ing
the contracept ive needs o f 80 percent o f women, which st i l l
l eaves unful f i l l ed the needs o f 20 percent o f the current ly
married women.

An analysi s o f se l f reported symptoms of gynaeco log i ca l
morbidi ty experienced by the urban slum women reveals that as
high as 85 percent o f the tota l women interv iewed have had one
or the other reproduct ive heal th problem during the one year
preceding the survey . Symptoms that may indi cate acute pelv i c
inf lammatory di sease (23 -33 percent ) , reproduct ive tract
infect i on (27 percent ) , anemic condi t i on (31 -34 percent ) and
menstrual d isorders (21-32 percent ) , were commonly reported.
But the symptoms that may be associa ted with the problem of
dyspareunia (10 percent ) and urinary tract in fec t ion (5 percent)
were less common. The other symptom categor ies such as
hemorrhoids and prolapse were reported in frequent ly (one
percent each) . As regards the sever i ty o f these heal th prob lems,
a lmost hal f o f the women (49 percent ) repor ted that they always
or of ten suf fered with one or the other heal th problem during
the one year preceding the survey . Among these hea l th
problems, the severe were again the symptoms that indi cated
PID, RTI , anemia and menstrual di sorders . Another problem
that causes concern i s that of infert i l i ty , as about 5 percent o f
the current ly marr ied women had experienced the di f f i cul ty o f
becoming pregnant during thei r married l i fe .

Further analys i s o f the treatment seeking pattern o f these
women reveals that more than one- fourth o f them had not
sought any treatment for thei r heal th problems. Among those
who had sought treatment , the majori ty , (59 percent ) re l i ed on
pr ivate doctors , rather than on government sources (18 percent )
for t reatment . The remaining 5 percent rel i ed on home remedies
or had sought treatment from tradi t ional pract i t ioners or
brought medi c ines from drug stores . In view of the magni tude o f
reproduct ive heal th prob lems and poor treatment seeking
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behaviour for these problems, there i s an urgent need to
incorporate thi s aspect in serv ice prov i s ion under the fami ly
wel fare programme. Furthermore , i t a l so requi res that female
heal th workers be sensi t ized through sui tab le t ra ining , to
understand and el i c i t these prob lems among women as wel l as
be equipped to manage them in an ef fect ive manner.

About two- f i f ths o f the slum women had no knowledge o f a
source o f servi ce they could access to have an unwanted
pregnancy terminated. Less than 4 percent o f the women
interv iewed had ever had an induced abort i on . Majori ty of them
had thei r pregnancy terminated by the thi rd month (83 percent ) ,
whi le 11 percent at the fourth month and 6 percent at f i f th
month. Al l the women who had sought induced abort i on had
always avai l ed serv i ces f rom a sa fe heal th faci l i ty , such as
government or pr ivate hospi ta l or specia l i sed cl in ic , a l though
preference was more for the private heal th faci l i ty than the
government .

I t i s further sat i s fy ing to note that the majori ty o f the
women (72 percent ) who had sought an induced abort i on, had
not experienced any heal th problem after the abort i on. The
remaining respondents (28 percent ) did experience one or the
other minor heal th problem af ter abort ion, a l though three - f i f ths
o f them (60 percent ) did seek treatment for thei r heal th
problem. Final ly , the analysi s o f the reasons for seeking
abort i on reveal s that majori ty of the women (72 percent ) had
resorted to abort i on for the reasons that re f lec t poor planning of
the pregnancies , such as , they did not want any chi ldren or did
not want thei r next chi ld soon, whi le the remaining 28 percent
had sought abort ion on heal th grounds , such as poor heal th o f
the mother or compl i cat i ons during pregnancy . These resul t s
seem to suggest that there i s an unmet need for fami ly planning
in the community which has al so been noted in the analysis o f
contracept ive behaviour o f these women. There fore , there is an
urgent need to strengthen the fami ly planning component as
wel l as sa fe motherhood programme, apart f rom improving MTP
faci l i t i es and thei r ut i l i zat i on to minimise various heal th
prob lems of the women.

To summarise the overal l f indings and conclude , i t must be
said that the qual i ty o f servi ces under the new approach, are
found def i c ient on three basi c aspects , v i z . , the in formation and
counse l l ing on women ’s heal th , part i cularly maternal heal th and
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fami ly planning , the actual serv i ce provis i on ( including
treatment for reproduct ive heal th and FP problems) , and fo l l ow-
up . For example , s imple measures that sa feguard the heal th o f
the mother and chi ld , in part i cular the use o f sa fe de l ivery ki t
and avai lab i l i ty o f t ra ined bi rth attendants ( le t a l one
paramedi ca l s ta f f ) , a re found wanting to a great extent . The
MCH programme is even devoid o f the prov i s ion of adequate
advi ce on sa fe motherhood and, in turn, on chi ld survival .
Regular v i s i t s o f heal th workers to current ly marr ied women in
urban slums is st i l l miss ing (about 76 percent were not v is i ted
during three months preceding the survey) and more than hal f
o f the sample women were not advi sed on many maternal heal th
care i ssues . On the fami ly planning front , the provi s ion o f
adequate information and counsel l ing regarding various
methods o f contracept ion, part i cularly spacing methods , to the
c l ients i s not yet suf f i c i ent to meet indiv idual fami ly planning
needs . Fol low-up vi s i t , whi ch i s another important component o f
the qual i ty o f serv i ces , i s yet to improve . The re l iance on
pr ivate serv ices by a large proport i on o f urban slum populat ion
ra i ses doubts about the qual i ty and credib i l i ty o f the
government heal th and fami ly planning serv i ces provided in the
s lum areas .

With regard to women ’s heal th , the fami ly wel fare
programme to date has restr i cted i t se l f to maternal heal th care .
The present survey has brought to l ight the heavy burden of
reproduct ive morbidi ty among the majori ty o f urban slum
women. Whi le such data from se l f reported symptoms ( in the
absence o f c l in ica l diagnoses ) need to be interpreted with
caut i on in accurate ly est imat ing the prevalence o f
gynaeco logi ca l morbidi ty among women, they def in i te ly bring to
the fore women 's perce ived problems and there fore the need for
gyaecolog i ca l serv ices , which need redressal under the
reproduct ive and chi ld heal th programme.

The fami ly wel fare per formance in the slum areas has as
such improved over the years . Fami ly size has decl ined
substant ia l ly and the level o f contracept ive use among current ly
married women is not very low, part i cularly for the terminal
methods in the slum areas . A further reduct ion in fert i l i ty and
morta l i ty in the populat i on would largely depend on the greater
use o f spacing methods and improved MCH and other hea l th
serv i ces . These changes can only be brought about i f the
programme is directed to improve the three basic aspects o f



29

qual i ty , which were noted to be de f i c i ent in the urban slums as
wel l as integrate the reproduct ive heal th component through
sui table t ra ining o f the grassroots level workers . Inspi te o f the
Government of India ’s commitment under the nat i on ’ s revamped
fami ly wel fare programme to improve the out - reach o f serv i ces
part i cularly for the vulnerable groups of populat i on , urban slum
areas have st i l l been le f t out o f the planning process . Specia l
programmes are yet to be taken up for urban slums, where the
heal th del ivery system is even more fragi le than in rural areas ,
to address various i ssues ra ised above under the RCH
programme.
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