Women’s health in Kerala: Issues and challenges

May 5th and 6th 2006

Maria Rani Centre, Sreekaryam, Trivandrum

This workshop organised on May 5th and 6th by Sakhi was a follow-up of the International Women’s Health Meet, 2006 held at Delhi and was organised with the aim of understanding and discussing the current issues and challenges in the context of the health of women from the state of Kerala.

May 5th
Registration and welcome

The welcome and introduction was done by Ms Aleyamma Vijayan who started the discussion by highlighting the Kerala situation in brief. She highlighted that Kerala was often been quoted as the ‘Model for Development’. Developmental indicators related to women such as lower maternal mortality rates, higher literacy among women, low fertility rates among women were being looked at positively in the state developmental indicators. However, recent evidence showed that there were a number of invisible problems related to women’s health that remained neglected or unaddressed. For example, the issues that were important to Kerala were:

· What were these invisible problems among women?

· What was the health situation among women from different socio-economic and vulnerable groups such as women from the marginalised communities like the tribal and fishing communities?

· What was the situation of the health care services in the state, namely the government and the private health care systems?

· How had gender mainstreaming efforts fared in the state with respect to addressal of health issues of women?

Overview of women’s health problems

Dr. Manju Nair presented an overview of women’s health in Kerala. The following points were highlighted in the discussion:

Kerala had high development indicators not just confined to economic wealth. The state had been witnessing a demographic transition with the elderly constituting almost more than 50% of the population. Birth rates and death rates had lowered and life expectancy has increased. The literacy rates of women were high. Fertility rate had declined and the state could boast of successful use of family planning methods. Due to the efficacy of people’s plan campaign, people had succeeded in getting electricity and toilet facilities. 

However, these development indicators masked many of the underlying realities of the state with respect to the status and situation of women. For example, as far as school attendance was concerned, the rates were the similar for boys and girls. These however started decreasing at the higher secondary level with girls starting to work as domestic helpers and boys stopping studies to earn income. As far as work participation rates were concerned, Kerala occupied the 19th position with women’s work participation rate as low as 15.3%. Though very early marriages below 15 years were not common, regional differences existed. According to NFHS data, universal marriages of women existed in Kerala. Majority of the women who were divorced, deserted and separated were those who were above the age of 60 years. 46% of women above 80 years were widowed or had lost their husbands, while only 7% of men about 80 years had lost their wives. The elderly population in Kerala, especially women who had been widowed, divorced and separated had a number of economic, social as well as health problems, which continued to be unaddressed at the policy level. The mean age of marriage of women was 21 years. There was an average 6 years of difference between the age at marriage between man and women in the state. It was also seen that 78% houses are male-headed, whereas only 22% houses continued to be female headed.

Data on women’s utilisation of health care services showed that the utilisation was very high for care related to pregnancy and childbirth such as ante-natal care during pregnancy, where the percentage of women seeking health care was as high as 94 to 99%. Almost 100% of the deliveries in Kerala were institutional with 88% of the deliveries taking place in private hospitals. A few cases of home deliveries were found in Malappuram and Palakkad districts, which were socio-economically backward as compared to other districts.

However, these indicators based on rates and ratios masked the realities in the state and provide an incomplete picture of the health situation of women in the state. For example, inspite of the uniform distribution of health services; there were instances of maternal mortality in the state. However, no records existed for these maternal mortalities. There were 126 reported deaths last year. There was a need to conduct an audit of maternal mortality deaths in the state. IMR rates in Kerala were comparable with those of Sweden and Britain, but MMR rates were comparable with Bihar and other northern states.

There were regional differences in immunisation with 48% in Malappuram and 100% in Kollam and Ernakulam. 61% of the people were dependent on the public sector for immunisation. 

Use of MTP as a method of abortion seemed to be reducing with more and more women opting for medical abortion as a convenient means to abort the foetus. According to the study conducted by Achutha Menon Centre, women depended on the private sector for first trimester abortions and on the public sector for second trimester abortions. 

Vasectomy among men was below 2% in the state and there was complete dependence on female sterilisation. In this context, certain questions still continued to remain unanswered. Why was there an increased reliance on female sterilisation? Was it because of choice or were there other factors that lead to this? It had also been found that women in the state had shorter reproductive spans with higher age at marriages and lower age at sterilisation. All these issues continued to be unaddressed in the state and needed anthropological inquiry. 

The recent NFHS data showed that 29% of women had caesarean deliveries. Many of these were conducted in private clinics. Why did it happen more in private institutions was a question that needed consideration while looking at the health issues of women in the state.

In addition to the above problems, women from Kerala had also been found to be suffering from a number of noncommunicable diseases. For example, the incidence of Breast Cancer and Thyroid Cancer was high in the state. Women in Kerala also suffered from obesity and 55% had hypertension due to changes in life style. Diabetes was also on the increase among women. Chronic obstructive lung diseases were on the increase due to 80% dependence on wood as cooking fuel. Smoking rate was below 2%, but tobacco chewing in women was high in Kerala. However, no systematic studies existed that looked at the impact of tobacco consumption on the health of women. 

Mental illness among women in the state had been found to be much higher than the national average. Suicide rates among married women were higher in Kerala in contrast to that of women in developed countries, where suicide rates were higher among unmarried women. However, numbers of actual deaths in men were higher compared to reported attempted suicide rates in women. Family suicides were also on the rise in the state due to indebtedness and increase in wants due to changes in life styles.

Violence against women was high within homes and harassment in public spheres was higher than that of other states. In a study conducted by Sakhi, 36% women had faced some kind of violence. 11% in between the age of 15 to 17 years had faced sexual abuse at some point of time. 

Due to reproductive span of 8 to 9 years and less reliance on contraceptive methods and emphasis on sterilisation among women, women were at a very high risk of suffering from HIV/AIDS. However, messages in the HIV/AIDS programmes continued to ignore the gender-related issues leading to increased vulnerability of women to HIV/AIDS. The messages continued to propagate stereotypical images of the roles of women such as be faithful to your husband, abstinence and use of condoms without taking into consideration the sociocultural contexts of the women. For example, the use of condoms continued to be impracticable in the state and among women because of lack of say and sexual negotiation capacities among women besides other practical considerations such as disposal of the condoms.

Concern was also being raised about the increasing incidence of cervical cancer and breast cancer among women in the state. According to the Breast Cancer Registry at RCC, 23.2% in rural areas and 28.4% in urban areas had breast cancer among one lakh population. There was a high incidence of thyroid cancer in coastal areas, especially in areas where there was radiation from sand. District Cancer Control Society and NGO’s were being funded for this programme. Among men, alcohol was a major reason for cancer. Ovarian diseases were also on the increase among young girls. 

A number of reproductive health problems not related to pregnancy and childbirth also continued to be common among women and needed attention. For example, morbidities reported after sterilisations among women continued to be high and were found to be related to the poor quality of services in the state. Other gynaecological morbidities such as menstrual problems, reproductive tract infections, sexually transmitted infections, urinary tract infections continued to be high among women in the state and needed attention. Other problems such as prolapse of the uterus, infertility though frequently reported by women, continued to be poorly researched in the state. In spite of the high rate of hysterectomies among women in the state, no studies existed on hysterectomies among women.

Infertility among women was also a problem in Kerala. There was pressure on the women to conceive within one year of marriage. Though sperm count was coming down among men, men were not prepared to talk about their infertility problem. The proportion of secondary infertility caused by reproductive tract infection and tubal infection was also high in the state. 

Unfinished agenda: 

Maternal mortality

Dr. Sheela Shenoy made her presentation on maternal mortality. The following points were made during the presentation:

· Maternal mortality can be defined as 

Death of a woman while

· Pregnant, In Labour

· Or in peurperium within 42 days of delivery (WHO)

· Irrespective of duration and site of pregnancy

· From any causes related to or aggregated by pregnancy

· Not from accidental or incidental causes 

 
Late maternal deaths up to 1 year of delivery

· Maternal mortality Ratio

Maternal Mortality Ratio is referred to as number of maternal deaths per 100,000 livebirths. Ratio is appropriate as it includes the number of deaths regardless of pregnancy outcome  (livebirths, stillbirths and ectopic pregnancies, abortions) while the denominator includes only live births

· The standard of Obstetric care in a community can be assessed by maternal and perinatal death rates.

· According to the recent estimates by WHO (2004) a mother dies from complications in pregnancy and childbirth every minute. In a day 1400 mothers die, while in one year more than 50,000 mothers die (WHO, 2004). Globally, for every two people who die in traffic accidents, one mother and 20 children die from preventable and treatable causes (WHO, 2004)

· Of the deaths, 99% of maternal deaths occur in low and middle-income countries, particularly in sub-Saharan Africa and South Asia. Within each country, mothers and children from the poorest families are the most likely to die (Victoria et al, 2003; Graham et al, 2004). 

· India with a population of 1.03 Billion and annual growth rate of 1.6% and Gross National Per Capita Inc.<745 USD contributes in terms of 136,000 maternal deaths (largest number of maternal deaths).
· According to the Millennium Development goals, the 5th goal is to improve maternal health. The reasons for deaths due to maternal mortality have been highlighted in the High Risk Concept includes the understanding that Too Many, too close, too young, too old and too late, who suffer from infectious diseases such as malaria, TB and HIV/AIDS, and who are malnourished or anaemic die but now we know that, More women in low risk die simply because more deliver in low risk group. Hence Every pregnancy is at risk

· Women from low income countries are more at risk because of the following factors High fertility, anaemia, immune deficiency, malnutrition, poor transport facilities, lack of blood transfusion facility, deliveries by untrained personnel, illegal abortions

· However, in many of the cases, these deaths can be preventable. For example, looking at the location of women at the time of deaths, it can be seen that 41% women die within homes, 50% in hospitals, while 9% die in transit. Women die during transit even in a state such as Kerala, which has the lowest MMR in the country. Delays in problem recognition and decision-making, delays in reaching the referral facilities and delays in getting care at the health facility have been identified as three important reasons leading to maternal deaths in developing countries. 

· The direct causes (directly due to complications of pregnancy, labour & peurperium) of maternal deaths constitute 80% of the deaths and include deaths due to Pre eclampsia / eclampsia, hemorrhage, sepsis, rupture of the uterus, embolism, unsafe abortions. Indirect causes constitute 20% of the deaths and include conditions such as heart disease, hepatic disease, anaemia, malaria, acute infected conditions, GI diseases and malnutrition. 

· Haemorrhage is the highest cause worldwide followed by sepsis, unsafe abortions and eclampsia. In Kerala, haemorrhage continues to be most important cause for maternal mortality in 2000, with the major cause of death being sepsis in the 90s, sepsis and criminal abortions in the 80’s, and haemorrhage in the 1960s as well.

· Even though Kerala has low MMR, every maternal death is preventable and should be prevented. The following steps can be taken to reduce the maternal deaths: Every pregnancy should be registered to reduce complications and avert maternal deaths. Educating women and improving awareness regarding health, improving emergency obstretic care, improving quality of antenatal care, improving maternal audits can go a long way in preventing maternal deaths.

· The recommendations to prevent MMR include: 

· Prevention of pregnancy by adopting FP measures like female sterilisation and small family norm, 

· Legalisation of abortion & improving the access to safe abortion services from both government and private facilities, 

· Increase awareness among women

· Make medical abortion easily available.

· Provide post abortion care

· Universal access to ante natal care through: 

· Correction of anaemia by universal iron supplementation 

· Discover hypertension to prevent ecclampsia

· Access to emergency obstetric care by

· Availability of drugs 

· Blood and blood products

· Anaesthesia

· Transport from the referred to referral centres

· Improving the quality of health care through

· Regular audit at the health care centres

· Development of team spirit among health workers

· Timely referral from peripheral centres

· Training of the staff

· increase awareness of the community to recognise early signs

Miracle of family transition in Kerala. 

In the next presentation, Dr. Devika talked about the miracle of family transition in Kerala. Kerala achieved fame for family planning. The talk about birth control began in the 1930’s and there were mass sterilisation camps unpopularly known as S Krishna Kumar camps in the 1970’s. The demographic transition was made easy as people were literate, there was no joint family system, there were significant changes in lifestyle and people selected this method rationally. However, this transition to a small family norm through sterilisation also led to propagation of stereotypical images of men and women, with women as inferior to men. For example, in the 1930’s, when Anna Chandy talked about women’s rights over their bodies, she was strongly criticised for wanting to equate women with men. This needs to be compared with Ramaswami Nayicker’s writings from Tamilnadu to understand the difference in Kerala’s family planning. The image of the modern housewife who was the pillar of the nuclear family propagated sexist norms, with the typical housewife being portrayed as being subservient to the husbands with ideas such as husband should be given food, his clothes washed and his carnal appetite satisfied. 

In 1960’s, there were discussions in the Catholic Sabha about adapting family planning and creating sexually disciplined individuals. In the Nair and Namboodiri movements, men had the right to women’s emancipation. The concept was that women were victims to be reformed. In the mass sterilisation camps, the motto designed was about women oppressed by their own biology. In the 1970’s, before the emergency, male sterilisation was high. It was expected that a man should support his wife economically or she would have to adhere to the dictates of other family members. Reaching masculinity was easy with lesser number of children. 

Seems incomplete, but do not know what was next

Illusions and realities of women’s health in Kerala

Dr U. S. Mishra talked about the illusions and realities of women’s health in Kerala. He argued that there was complacency regarding women’s health in Kerala and indicators such as longer lifespans of women in Kerala, lower family size and high contraceptive use such as sterilisation among women were used to portray a positive picture of women’s health in Kerala. However, many questions remained unanswered. For example

· Women live longer, but do they live better? 

· Women bear lesser number of children, but the question is how and when? 

· Women use contraceptives, but at what cost? 

The discussion continued by highlighting the paradoxes in the health situation in Kerala. Thus, women lived longer, but in the state of widowhood, dependence as well as ill health. There was more emphasis on the care of women in the childbearing age, while health problems of elderly women continued to be ignored at the policy level. There was limited access to health care services among women beyond the reproductive years.

Women bore less children, but in shorter birth intervals (less than two years). The burden of family planning was on the women with 89% women using modern methods of contraception. Emphasis was mostly on sterilisation among women and temporary methods of contraception are used by only 8% of the women. The average age at sterilisation was very early and was around 26 years. Studies showed that 8% of the women reported sterilisation regret following the operations and this had more to do with the want of an additional child rather than due to side effects experienced due to sterilisation.

The age at first birth was 22 years among women in Kerala, which was a positive sign as compared to other parts of India. In addition to this, very high percentages (almost 100%) of deliveries were institutional along with ANC and postpartum care. There was the least unmet need for contraception (11.7%) in the state as compared to other states in India. However, this presented only a part of the picture. Studies also showed that complications during deliveries were high in the state despite the most frequent use of ANC (8.7 times in one pregnancy). Delivery complications included long periods of labour and frequent use of caesarean deliveries. C-section prevalence had moved from 13.74% to 24 % during the last fifteen years. Delivery related complications were related to birth order, rural/urban residence and institution type (public/private).

Women in the state also suffered from a range of reproductive morbidities such as lower backache and pain during menses. The age pattern was skewed towards younger ages. Pregnancy related complications included symptoms such as swelling of hands and feet and paleness during pregnancy. These problems were found to increase in frequency with increasing age. The C-section rates were found to increase with age at maternity consistently till the age of 39 years.

The few areas of concern raised with respect to health of women in Kerala included:

· Increased likelihood of C-section delivery with it being three times more in private sector institutions

· Pregnancies becoming more of a clinical event than a natural one

· Poor access to health services among women from all age groups with it being restricted to reproductive and childbearing needs of women

· Need to address the health problems of women from different age groups, especially of those women who were beyond the active reproductive years. There was a need to look at a range of problems that women suffered from beyond the domain of pregnancy and childbirth related issues.

Delay in seeking care and health outcomes in young abortion seekers

Dr. Sowmini C.V. talked about her study on delay in seeking care and health outcomes among adolescents for abortion seeking that aimed at.

· Identifying the reasons for delay in abortion care seeking among young people (10-24yrs). 

· Looking into the health outcomes among abortion seekers

· Identifying differences in reasons for delay in care seeking among unmarried and married young people

· Understanding gender issues for delayed care seeking by gender based analysis (GBA)
It was found that reasons for delay in abortion care seeking could be classified at four different levels:

Individual level: It was found that lack of knowledge about the biology of pregnancy leading to delayed understanding of pregnancy, lack of knowledge regarding contraceptives and the use of contraceptives, less negotiation power with partners; lack of economic and social support leading to lack of decisionmaking power, all led to delay in seeking abortion services.

Family level: difficulty or fear to communicate, lack of support at the family level, economic situation at the family level, male dominance at the household level and family related problems prevented women from going for abortions.

Community level: gender norms such as social barriers of being unmarried, lack of access, poor economic status, guilt and shame regarding the pregnancy, opinions such as abortion is bad and only done by bad women, prevented women from seeking abortions.

Health facility level: wrong information given by the providers at the clinic, health system related problems such as inability to cope with specifications necessary at the clinics to get an abortion done, inadequate facilities, not being able to meet the doctor, high fees demanded by the doctors from unmarried clients, hierarchical relationship between the provider and the client, all affected the decision of women seeking abortion leading to delays in abortion seeking.
There were differences in terms of delays in health care seeking among married and unmarried women. For example, among unmarried women almost all unmarried women had delayed in suspecting a pregnancy, most had delayed in confirming pregnancy, approximately half had delayed in approaching the health system, half suffered delay in availing abortion after approaching health system while very few delayed in decision making on termination. However, among married women, approximately half had experienced delay in all five stages. There were no mortalities. However, two women suffered from morbidities such as PID/HIV.

Conclusions:

· Pregnancy in young unmarried people was not very uncommon. Most of the unmarried adolescents had a consensual relationship and had not used any form of contraception for a long duration. This had put them at the risk of an unwanted pregnancy. After the occurrence of pregnancy, there was no support from male partners for abortion. Women mainly got support from their mothers. Most often, other male members were not seen or informed. Lack of knowledge, lack of support and cultural inhibitions of socially unacceptable pregnancy made them delay health care seeking.

· However, married women had support form their spouses. The reasons for delay among these women included gender based factors such as the need for spousal consent, economic and social dependency on the spouse leading to lack of decisonmaking capacity among the women. Lack of contraceptive use, which too depended on the decisonmaking of the husband put the women at the risk of unwanted pregnancy.

· Health system factors such as incompetence of providers were reason for delay in few occasions. For many women, delays in getting services such as time taken for arranging for blood or taking a scan led to delays in care seeking. Factors such as information gap between sproviders and clients, poor infrastructural facilities to detect infections and postabortion counselling also acted as barriers in seeking early care. 
Polycystic ovarian syndrome: a challenge to women’s well being

Dr. Nirmala Sudhakaran started the discussion by pointing at how PCOS were very important as they were becoming common among women in recent years and continued to be debated and marked with passion and confusions. 

Polycystic ovary syndrome (PCOS) was a multiorgan disorder characterised by hyper androgenism and chronic anovulation and was one of the most common endocrine disorders found among women. PCOS were very important to study as they could lead to a life time of metabolic disorders among women leading to problems such as menstrual disturbances, T2DM, heart disease, hypertension, endometrial cancer, ovarian cancer, sub fertility, and infertility. It was very important to detect PCOS among adolescents because of these long-term effects of PCOS as well as because of the dermatological effects of PCOS such as acne, hirsutism, and alopecia among adolescents leading to their poor self-image. For example, there were many instances where girls suffering from PCOS had excessive hair on their face and had to frequent beauty parlours to remove it. PCOS also led to many social problems such as divorce, depression among adolescents. Menstrual disturbances were one of the early clinical signs of PCOS along with other signs such as obesity, acne, hirsutism.
A study conducted in 10 schools among students aged 15 to 18 years in Trivandrum city found that 13.56% of the girls had menstrual dysfunction and the rate of detection of PCOS among these was 72.3%. The estimated prevalence of PCOD among these adolescent girls was 9.8%.

The discussion ended by highlighting the need for more studies in different parts of the state to obtain an estimate of the prevalence of PCODS among girls in the community and to understand the importance of increasing awareness, early help seeking among girls for this problem, which was becoming fairly common among girls in the adolescent age group.

Sharing of experiences from the field

Health of tribals in Kerala

Maya from AHADs talked about the health problems of the tribals in the state. She highlighted the plight of tribals who formed one of the marginalised communities in the state and suffered from a number of illnesses such as sickle cell anaemia, thyroid disorder, cancers, addiction related disorders. Contagious diseases such as cholera, viral fever, jaundice and TB were also common among tribals. Social changes had also affected the traditional practices of the tribals. Thus, immigration, population pressures, lack of facilities to maintain proper hygiene, lack of educational facilities and awareness, changes in cultivation patterns and environmental degradation had affected the ooru system of the tribals. Marginalisation, poor infrastructural facilities, neglect at the policy level, isolation, poor acceptance of family planning and contraception, illiteracy, traditional beliefs systems and practices led to a number of health problems among men and women. Addiction was a common problem among both men and women. The need to direct attention at the plight of the tribals, increasing awareness and rapport among the tribal populations by communicating with them in their own language, understanding their culture and traditions, providing infrastructural facilities, improving health services and attention at the policy level were highlighted as important steps to improve the situation of the tribals.

Health issues of Coastal women

Sr. Philo made a presentation about issues of coastal women. Lack of infrastructural facilities, poor environmental conditions, congestion, lack of water and toilet facilities affecting health of men and women from the coastal communities were highlighted in the discussion. The discussion touched upon the high prevalence of communicable diseases and sexually transmitted diseases such as STIs and AIDS among the fishing communities. The poor health status of women, the double burden of work on the women, poor status of women at the household level, the physical and mental hardships of the women due to poverty coupled with low status at the household level and problems such as violence at the household level because of alcoholism of husbands, sexual abuse of girls, excessive dowry demands from girls were highlighted in the discussion. 

An experience of childbirth

Sinimol presented her experience of childbirth in Joyce Hospital, Vyttila where she had complications during childbirth. The doctor gave her drugs to start contractions, and asked her to push the baby. However, the baby could not come out. The doctors then administered a cut that almost reached her anus. After this, she was discharged from the hospital. However, after a few days, Sinimol began to experience severe pain and her motions began to come out through her vagina. The embarrassed Sinimol made many visits to the hospital. Despite several visits to Joyce Hospital, they could not treat the problem. When she went to the medical trust hospital, she was informed that the cut during her deliveries had mistakenly extended far down to the anal opening combining her anal and vaginal tracts. These were then later joined by performing plastic surgery at the hospital. An urologist, a gastroenterologist, and a gynaecologist conducted the operation and she was discharged after 18 days and asked to take bed rest for 3 months. A case has been filed against the earlier hospital in the consumer court for medical negligence.

Estate workers of Kerala

Aniamma, Mani talked about the issues of estate workers and highlighted the plight of women workers from the tea estate who have to suffer much more than men because of loss of jobs and lack of price for tea.

Experiences of an HIV positive person

 Anjana talked about her experiences as an HIV positive person, which shed light on the stigma, discrimination and humiliation that women suffering from HIV have to undergo for no fault of theirs. Majority of women get infected from their husbands because of lack of information about his positive status and also their poor status at the household level leading to inability to negotiate for their safety considerations. Anjana has two children aged 6 and 4 years. It was during her second pregnancy that she realised that she had contracted HIV from her husband. She looked after her husband till he died of pneumonia. Her husband and her family had not supported her. She was sent away from several hospitals, when they learned about her HIV positive status. Finally, she delivered in a small private hospital. When her husband died, there was no one to support her for cremation. She says that several women below 30 years have been infected by their husbands. Some men also deliberately pass this on to their wives. She says that her immunity has been reducing considerable and she has been taking treatment from the skin doctor, at present. Her only support comes from her parents. 

Experiences of an HIV counsellor

Salini K talked about her experience as an HIV counsellor in VCTC. She informed that there were around 70000 ? HIV infected people in Kerala who came not from the high-risk group, but from the general population constituting of youth and housewives. Women were especially vulnerable and they got infection from their husbands. Many a times, Girls were married off in a hurry without inquiring about the health status of their husbands. Lack of information on sexuality, taboos regarding discussing openly about sex, lack of appropriate health information, lack of say in sexual and other forms of decisionmaking exposed girls to the risk of contracting HIV from their partners. Sex education among girls was thus highly essential. 

Positive experiences in reproductive health: a case of the Janani project

Dr. Sheela presented her positive experiences in reproductive health care from a project Samagra Matru Sisu Samrakshana Ayurveda Padhathi (Janany Project) in Kodakara block panchayath. 

The aims of the project were to: 

· To ensure health care for women &children

· To provide antenatal care to pregnant women through traditional health care systems thus enabling them to have normal delivery.

· To provide health care to breast feeding mothers and treat common problems such as anaemia, urinary tract infections among them
The work plan for the project involved:

· Block working group formation

· Survey & evaluation of health status of women, children, pregnant and lactating women.

· Formation of Panchayat working group

· Organising medical camps for women &children on each panchayat at three months intervals and medicine distribution.

· Conducting monthly antenatal camps for pregnant women

They conducted 28 camps out of which 9 were antenatal camps. The project cost 5 lakhs. 15 doctors were involved. The survey found that women had a number of problems such as urinary infections, muscle cramps, and anaemia and growth retardation. Aged women had problems such as arthritis, anaemia, and diabetes. Women from the middle age groups reported of a number of problems such as menorraghea, anaemia, and menopausal syndrome. Adolescent girls had problems such as anaemia and amenorrhoea. Children were found to be suffering from a number of problems such as helminthic infections (worms), scabies, asthma, and anaemia. The common problems found among pregnant women included anaemia, where 43% of the women had haemoglobin counts below 10mg. Intrauterine growth retardation was prediagnosed in 11 cases, while 17 cases were diagnosed in camps. 43 women reported of symptoms similar to urinary tract infections.

Positive responses to the project

· The antenatal camps received a positive response with increase in the number of pregnant women coming to the camps. The number increased from 8 to 42 at the camps.

· No children below 2-kg birth wt were reported.

· Easy and normal delivery

· Healthy puerperium

· Increased breast milk

Some of the problems experienced in implementing the project included:

· Registered addresses not correct

· Follow ups less

· Lack of facilities in camp centres

· Political interference

· Beuracratic limitations. 

Some of the solutions thought to improve the outcomes of the project even further were:

· Inclusion of ayurveda training and treatment at MCH centres

· Training of Health Workers, dais for providing antenatal care

· Updating and training for Doctors

· Incorporating all systems of medicine within the project to provide holistic health care

May 6th

Emerging Problems.

What was the topic do not know
Dr. Balaraman Nair said that looking at anti-natal care among women alone was not sufficient. There were a number of other issues among women that needed consideration. For example, Poor nutritional practices among women as well as men in the state needed consideration. It was necessary to generate awareness regarding proper diet and nutrition right since adolescence. Regarding cancers among women, though cervical cancer and oral cancer had come down, uterine cancer was common. Mental stress was also found to be high among men and women in the state. Cancers such as Breast cancer though being preventable were not detected early in the state, as women did not disclose it to their husbands. There was also a need to use contraceptive pills judiciously as they could lead to the risk of fibroids among women. Thus, there were many areas where a need to spread awareness among people in the state was needed.

Pesticides and their health effects

Ms. Usha from Thanal made her presentation on the impact of pesticides, which she described as “silent invaders”. She started the discussion by giving the definitions of pesticides and the different types of pesticides. She talked about the type of pesticides namely organophosphates, which were commonly used in India. She informed that 70% of these types of pesticides were used in India, which caused the largest number of reported pesticide poisonings. These acted by targeting the nervous system and destroying the acetylcholine - cholinesterase enzyme system. These were very dangerous and could permanently cripple for life by acute pain and disability. These could breakdown easily, but breakdown products were more dangerous especially under high temperatures. Long term effects or delayed effects among exposed workers led to Organophosphate induced delayed neuropathy (OPIDN) 

Ms Usha informed that total consumption of pesticides in Kerala was as high as 2220 tons (1999-2000). Per hectare usage in India was 570g, while that in Kerala was 343g. Within Kerala, in areas like Idukki, it was found that phorate usage was as high as 112kg Residues of ekalux, metacid and monocrotophos were also found in cardamom (1998) in the state.

Pesticides were used at all levels including agriculture, house hold, public health, construction sites, pesticide manufacturing and formulating industries, food storage, food industries thus making everyone vulnerable to the illeffects of their use. Pesticides could enter the body through breathing, the skin, blood, urine, could cross the placental barrier and damage the reproductive system. Numerous instances of the use of pesticides in Kerala and their ill effects of the people using them were quoted for example, the impact of chlorpyrifos on the women cashew workers in Kollam and Trivandrum Districts, the cases of accidental poisoning due to phorates among tea plantation workers in Idukki district, accidental poisoning among children in a school near banana plantations in Wyanad district, two incidents of villagers being accidentally poisoned because of phorates near banana gardens in Trivandrum District. Kasarkode district in Kerala was also badly affected due to Endosulphan spraying and traces of endosulphan were also found in the breastmilk

Long term exposure to pesticides could lead to menstrual disorders, sterility in men, spontaneous abortions, still births, birth defects, low birth weight among children, watering of the eyes, eczema, dermatitis, cancers. Breakdown of the immune system, negative effects on the nervous system causing depression, neuropathy, tremors, confusion, dizziness, and Parkinson’s disease. Long term exposure to pesticides can lead to abnormal growth, hormonal imbalances, and delayed development of nervous system.

The discussion ended by arguing that it was necessary to question who benefited out of green revolution focusing on poverty alleviation and food security? The result was loss to the majority of the population and profit to pesticide companies and big farmers. Now the focus is on genetic engineering. The earlier focus was on grow more but now the focus was on grow better. It was thus necessary to question the direction of development that helped in the benefit of a selected few while compromising the health of the majority of the population.

Cancers among women

Dr. Kalavathi made her presentation on the cancers among women in Kerala. She gave the example of Regional Cancer Centre in Kerala and informed that according to the RCC figures, Trivandrum, the common cancers found among women included Breast cancer (28.8%), Cervical cancer (11.0%) followed by Thyroid cancer (9.3%) according to the 2002 figures.

The figures for the type of cancers most commonly found among women in Urban Trivandrum found that breast cancer was the most common among women followed by cervical cancer.

· Breast 


30.5/100000

· Uterine cervix

6.8/100000

· Oral cavity



16.1/100000

· Thyroid 



5.8/100000

· Ovary



5.3/100000

· Tobacco related cancers

10%

The figures for type of cancers in rural areas of Trivandrum found that here too breast cancer was the most common followed by cancer of the cervix.

· Breast



19.8/100000

· Oral cavity



9.3/100000

· Thyroid



6.7/100000

· Uterine cervix


6.6/100000

· Ovary



3.5/100000

· Tobacco related cancers
 
16%

The figures showed that the incidence of cancer in urban Trivandrum was 89.9 per I lakh females, while it was 76.9 per 1 lakh females in rural Trivandrum. Mortality because of cancer was 19.5 per 1 lakh females in urban areas, while it was 18.5 per 1 lakh females in rural areas of Trivandrum.

Thus, it could be seen that breast cancers, thyroid and cervical cancers along with tobacco related cancers were on the increase in Kerala. Lifestyle related factors such as lack of exercise, faulty diets, hormonal changes were some of the factors predisposing to this increase in cancers. Tobacco related cancers were also found to be on the rise in the state. There was a need to take steps for early detection of breast cancer and other type of cancers, promote PAP smear programmes, organise anti tobacco awareness programmes to help in early detection and treatment of cancers among women along with emphasis on prevention such as changes in diets and lifestyle.

Women and mental health

Dr. Indu started the discussion on mental health of women by informing that historically women’s health had always been equated with reproductive health and mental health of women had been a neglected issue, till recently. Women were more prone to suffer from mental problems not because of their biology, but because of the multiple roles they had to perform. These coupled with lack of decisionmaking capacity, poor status at the household and community level, making them vulnerable to violence, sexual abuse, neglect, gender discrimination, poverty, hunger, malnutrition, overwork made women vulnerable to mental health problems. 

Dr Indu continued the discussion by highlighting the mental health situation of men and women in Kerala. Kerala had a very high suicide rate in the country with the figures of 29.6/100000, which was much higher than the average suicide rates for the country, which were 0.57/100000. Kerala reported of 27suicides per day and these took place among people in the age groups of 30-60 years. The reasons for suicides included financial problems, marital conflicts. Studies showed that suicides were high among the married as compared to unmarried. The male to female ratio for suicides in the state was 7:3. The gender difference in the state with respect to suicides was diminishing. 

The recent figures for suicide attempts showed that:

· 8 to 10 times suicides

· Male : Female 1:3
· 236-296/100000 per year

· 78480-98100/year

Family suicides were also on the increase in the state. The reasons for suicides included

· Financial: Fall in price of agricultural products, Consumerism

· Mental health problems: depression, alcohol dependence
· Migration: every second family with a relative in Gulf has a mental health problem, worst victims- include women of 15-25yrs, incompatibility with in- laws

· Unemployment-

· Marital Conflicts

The SCRB (2003) data showed that reasons for suicides included:

· Family problems-21.5%

· Mental Illness-16%
(India-5%)

· Physical Illness-14.7%

· Financial problems-10.8%

Depression was found to be increasing among women in the state. The solutions to the problems related to mental health in the state included increasing awareness among people to seek help at the earliest, counselling as well as social interventions. In addition to this, human rights issues of mentally ill patients also needed to be addressed.

Non communicable diseases

Dr. C.R. Soman started by talking about the state of Kerala and the gradual increase in the threat of non-communicable diseases and deaths due to non-communicable diseases in the state. He highlighted the figures related to deaths due to diseases in 1956 and the present figures in 200, which clearly demonstrated how the deaths due to degenerative diseases and cancers had gradually overtaken those due to infectious diseases in the state. Dr Soman highlighted the figures for the estimated prevalence of risk factors leading to chronic diseases.

Estimated prevalence: 2001

· Diabetes mellitus

1.5 - 1.8 million

· Hypertension


4.0 - 4.7 million

· Cholesterol >200 mg/dl
6.0 - 7.2 million

· Smoking


3.0 - 3.6 million

· Sedentary life

3.0 - 3.6 million


Recent figures for the causes of deaths in Kerala showed that ischaemic heart diseases, followed by cerebrovascular diseases, cancers, other heart diseases, degenerative diseases and COPD were the most common illnesses found in the state and contributed to a large number of deaths in the state. Dr Soman thus highlighted the urgency to address and find solutions to the increasing rate of non-communicable diseases in the state, which he warned were scaling epidemic proportions. He described the case of a health-screening project called as Saantawanam that he was conducting as a solution to cope with this problem of rising prevalence of noncommunicable diseases in the state. This was by recruiting and training members from the community to detect cases from the community followed by referral to hospitals or clinics followed by health education of the person and the community through diet and lifestyle changes. This was to be a long term and sustainable activity.

The partners in this project were:

· Health Action by People

· Kudumbashree – Govt of Kerala

· State Bank of India

Objectives of the project included: 

Screening for 

· Diabetes mellitus

· Overweight / Obesity

· Hypertension

· Underweight / Growth retardation

· Referral

· Health education

The strategies for conducting the project included:

· Recruiting volunteer girls from local community

· Training them on screening methods

· Providing equipment 

· Deploying them in the community

· Keeping meticulous record

· Referring newly detected cases 

· Providing logistic support

The measurements that had to be taken included:

· Blood Glucose

· Blood Pressure

· Height

· Weight

· Body Fat

· BMI [Calculated]

Vulnerable Groups

Reproductive health of women from the fishing communities

Dr. Aarti Kelkar-Khambete talked about her study on women’s reproductive morbidities among the fishing community in Vizhinjam. The study found that the general health situation of the women from the fishing community was very poor with lack of water facilities and lack of toilet facilities. Women had to fetch water from long distances to meet their water requirements. People from the fishing villages had to buy pots of water from lorries at the rate of 1 to 2 Rs per pot to meet their drinking water requirements. A quarter of the women stayed in huts. 35% of the sample was below the poverty line
The average age at marriage among the women was 19 years and age at conception was 19 years. There was increasing pressure on women to conceive within very short timespans after marriage. The burden of family planning was on the women and sterilisation was the only means of contraception used by women. The average number of pregnancies among the women was 5. Women lacked autonomy and decisionmaking power at the household level.

The women demonstrated poor sanitation and hygiene practices with women being able to bathe only three times a week and poor menstrual hygiene practices such as storage of menstrual clothes under the roof. Women reported a range of gynaecological disorders such as menstrual disorders, symptoms similar to white discharge, urinary tract infections, prolapse, backache, abdominal pain and infertility.

Women connected these problems to poverty and their poor status at the household levels. A significant association was found between number of pregnancies, sterilisation operations, age, education, number of abortions, sanitation and hygiene practices, infrastructural facilities such as water, infections of husbands and reproductive morbidities experienced by women.

41% of the women did not seek any treatment for their problems. Women also took a number of home remedies for the problems they experienced. Among women who went for treatment, the economic status, autonomy, perceived seriousness of the problem and advice received from family and friends determined their treatment seeking behaviour. The discussion ended by highlighting the questions raised in the study that challenged the existing developmental paradigms that placed emphasis on rates and ratios and ignored day to day realities of the women’s lives.

People with disability in Kerala

Dr. Mini G.K. started the presentation of her study by quoting the WHO (2001) definition of disability as “a multi dimensional concept relating to the body function and structures of people, the activities they do, the life areas in which they participate, and the factors in their environment that affect these experiences”.

The objective of her study was to:

Analyse the district wise prevalence of disability in different socio-demographic levels for different kinds of disability in the state of Kerala by looking at the census data in terms of:

· Sex

· Literacy level

· Working status

· Spatial variation

She highlighted the following points in her discussion:

The disability rate for Kerala according to the 2001 census is:

Males

Females

Total

2.9%


2.5%


2.7%

The comparative figures for % disability for Kerala and India 

Kerala(%)

India(%)

· Physically

2.70


2.13

· Visually

1.04


1.05

· Movement

0.75


0.59

· Speech

0.21


0.16

The disability prevalence rate in Kerala was 2.7% with visual disability being highest in Idduki and lowest in Mallapuram district. Speech disability was the highest in Pathanamthitta and the lowest in Malappuram district. Hearing disability was the highest in Kottayam and lowest in Trissur district according to the 2001 census figures. Movement disability was the highest in Kollam and the lowest in Mallapuram. Mental disability was the highest in Kottayam and the lowest in Kasargode district. The work participation rates among the disabled population in Kerala were 25.4% with it being 37.8% among men and 11.6% among women. Spatial differentials in disability rate were the widest in Idukki district and lowest in Kannur district. Idukki district had the highest disability rate with the highest work participation, highest rural-urban differential and the highest male-female differentials.

· Clear sex differentials were observed in disability rate in Kerala with higher values for males. The male-female gap in disability was the widest in the district of Idukki. 

· Visual disability was the most prevalent disability in Kerala. 

· Malappuram had the highest number of disabled population. Idukki district showed the highest disability rate in Kerala

· Literacy rate among disabled population were lower than that among general population

· Highest literacy was seen among mentally disabled people

· Literacy rate was the highest in Kottayam district.

· Male-female gap in literacy rate was 15.8%

· The widest gap was observed in Kozhikode district

· Clear sex difference was observed in work participation rate of disabled population

· Higher work participation rate was observed in rural areas.  

· Highest work participation was observed in Idukki district.

· Female work participation was also the highest in Idukki district

· Male work participation rate was highest in Wayanadu district

· Work participation was the highest among the visually disabled people and lowest  among mentally disabled people

Spatial difference in disability

· Prevalence of disability was higher in rural areas

· The male-female gap in disability prevalence was almost same in rural and urban areas

· Spatial difference was the highest in the district of Idukki

She ended the presentation by highlighting some recommendations to improve the situation of the disabled population in Kerala. These included:

· Need for more detailed studies on people with disabilities

· Policies related to employment of disabled population needed to concentrate people with disabilities who could work at all

· Findings could be useful to policy makers for identifying the weaker socio-economic sections of the disabled population in Kerala and thus improve the disability-based plans.

· Findings would be useful to policy makers for improving disability based income support plans

Sociodemographic and health profile of tribal women from Kerala

Dr. Sajitha talked about her study on the health of tribals in Kerala. The aim of her study was to study the socio-demographic and health profile of women in major tribal groups as well as primitive tribal groups in Kerala. For this data from Census of India, 1991; Socio-Economic Survey of Primitive Tribes-1996-97 and primary data collected during the author’s doctoral thesis work was used for the analysis.

The following groups of tribals were taken as the sample:

Kani/Kanikkaran: High percent of Cultivators and High literacy.(Trivandrum), Adiyan: High percent of Agricultural labourers and Medium literacy. (Wayanad), Kattunayakan/Kattunaikkan: High percent of population engaged in Forestry or related works and Low level of literacy. (Wayanad)

Illiteracy was high among the tribals with it being 41% among men and 44% among women. 15% of the women had 4 or more live births. As high as 68% women found it difficult to access health facilities. It was found that the general and reproductive health situation of the women in the tribal population was very poor. For example, women had high abortions ratio (109) and infant mortality rates (50) were also high according to the 98-2003 figures. 54% of the women reported of some or the other form of gynaecological morbidity. 60% of the women had unmet need for contraception. 33% of the women did not use contraception because of the fear of the sideeffects, 24% did not use it as husband did not like it, while 26% reported that they did not use it as they wanted more children.

The study concluded that even though the position of Kerala state was always glorified with its achievements in education, the situation of the primitive tribal groups and backward groups were not only low but also far behind the state indicators for development. The tribals had low literacy with lower sex ratio showing low status of females within the tribal system and very low child sex ratio, which needed urgent attention from the researchers, planners and policy makers.  The efforts at developing the physical conditions of tribals in the state were inadequate and problems such as shortage of water and difficulty in accessing medical care still persisted. The infant mortality and foetal wastage were also high among tribes along with a high proportion of reproductive morbidities among the women. The study called for the urgent need to conduct research and advocacy to highlight the invisible problems of women from vulnerable groups and conduct research and interventions to improve the situation of women from the tribal communities. The study also highlighted the need for efforts to prevent gynaecological morbidities among women as well as to ensure the reproductive rights of women.

Health needs of elderly women

Dr. Rani started the discussion by highlighting the figures on the proportion of elderly in India, which was 5.6% in 1961, 6.2% in 1981 and the figures for 2001 were 7.9%. Old age dependency ratio is 10.6 in 1961 and 12.6 in 2001. Widowhood: men/women-19.40/64.40. Disability: 10.9%  (NSS 36th round 1981)

The health problems of the aged included:

· Visual impairment

· Loco-motor disorders

· Neurological disorders 

· Cardiovascular disorders

· Respiratory disorders

· Skin conditions

· GIT disorders

· Mental disorders

· Hearing loss

· Genitourinary

· Diabetes Mellitus 

· Hypothyroidism

(Source: ICMR 1984-85).

The health needs of the elderly included:

Medical, Social and Nursing needs. For example, in spite of the presence of one or more ailments, majority of the elderly are able to carry out their normal activities without assistance. Only in the last few years of the life span do ageing individuals need close assistance from family members. The physicians dealing with elderly patients not only have to deal with specific health problems, but also the social and the psychological health needs of the elderly.

The discussion now turned to what could be done to improve the situation of elderly in India. 

· More research and compilation of available information on the situation of elderly by the organisations working on health and care issues of elderly was needed. The resources available could be trained to help the elderly such as:

· Govt. Health services -3000 doctors 12000  field workers  

· Training the field staff in specific areas- measuring blood pressure, checking urine sugar, imparting home based exercise program, give advice regarding nutrition, reference to hospital, and above all to creation of sense of belonging in the community 

· NGOs and Social Welfare Groups, Residence associations. Private Hospitals.

The role of the family was important as:

· The most important informal network

· Being available all the time

· Being able to act in times of emergencies

· Best informant to the health staff

Factors that need special attention were that: 

Many of the health problems of elderly were essentially the result of non-medical factors. For example, stress and isolation, the result of the socio economic challenges were closely associated with disease and illness among the elderly. Family had to be considered as the most important and effective resource to the physician. Changes also needed to be made at the level of policy, education. Thus, there was need to include the care of elderly training into the syllabus of doctors, nurses and paramedics. Steps needed to be devised to help in early detection of ailments and under lying causes of ailments with follow up of treatment. Prevention means such as preventing falls could also be devised. Other than this, there was a need for devising simple effective screening programmes and providing equipments to the rural Health centres to help in early detection of problems among the elderly.

Overcoming manpower shortages in terms of training of non-physician personnel such as geriatric nurse social worker and other caregivers was necessary. The schools of nursing and social work needed to develop curriculum emphasising geriatric care. It was also necessary to overcome the legal and regulatory barriers to the use of services of non-physician personnel.

Health of female agricultural workers in Kerala

Dr. Thresia C.U. talked about her study on the women agricultural workers from the unorganised sector conducted in Kodumba panchayat, Palakkad district, Kerala. The study found that majority (60%) of the women belonged to the Ezhava communities while 40% belonged to the Kurava and Tandan communities and did not have access to basic infrastructural facilities such as water, toilets and electricity. Illiteracy was high among the communities in the age groups of 15-34. Majority of the workers lived in appallingly poor conditions. 

The women in the study reported a high number of morbidities with the common ones being joint pain, backpain, abdominal pain, asthma, general malaise, and headaches. These were mainly poverty and occupation related ailments among women. The women also reported of a number of reproductive health problems such as miscarriages, irregular bleeding, leucorrhoea, premature deliveries, still births, illegal abortions. Women’s understanding of the reasons for their morbidities was related to the hardships that they faced in the various aspects of their lives. High under five mortality in the age group of 25-34 led to higher number of pregnancies among women and the average number of deliveries among women was four. Women lacked awareness regarding reversible methods of contraception and sterilisation was the only means of contraception used.

Women’s activities were confined to back breaking manual operations with no facilities for drinking water, toilets. The women’s wages were low and almost half of men’s wages of Rs 40-50/day. Gender division of labour legitimised such wage discrimination

Gender roles and frequent health problems restricted the women’s attendance on available workdays. Women were not politically aware and this was reflected in that only few were able to name their trade union where they were members, many did not know anything about the union, while majority revealed that nothing had been conveyed to them regarding trade union activities except membership fees. It was found that women were not able to participate in political activities because of lack of opportunities than their own disinterest. 

At the household level, majority of the women bore the burden of the household responsibilities without help from the men. They had poor decisionmaking capacity at the household level. Alcoholism among husbands, physical and sexual violence was a part of their everyday lives.

Women utilised the public health services in case of illness, but were found to be highly dissatisfied with the quality of treatment available. Many complained of corrupt practices such as acceptance of bribes at the health services. Spending on health care was the most important reason for indebtedness among the women.

The study called for the need to redefine and reconceptualise the understanding of health care at the policy level in a more holistic and gender sensitive manner along with suggestions to strengthen the public health care services, improving infrastructural facilities such as sanitation and drinking water, strengthening the agricultural sector in local specific, ecologically and gender sensitive ways, introducing adult education programmes for the workers, promoting technical education for workers’ household members, creating other employment opportunities, strengthening social support mechanisms like anganwadis and community centres for aged and creating gender awareness among the community.

The way forward

Dr. Sundari Ravindran highlighted the major issues and challenges that emerged from the discussions held during the last two days, in the context of women’s health issues from Kerala. The following issues were highlighted in the discussion that followed:

There was a high level of complacence regarding women’s health issues in the context of Kerala. The earlier discussions showed that the mortalities and morbidities among women were significantly high in the state. Many of these were avoidable, but emphasis on demographic rates and ratios, emphasis on averages masked these realities of the range of health problems that the women experienced. This ‘tyranny’ of averages also masked the deplorable conditions of marginalised sections of the population, making their health problems invisible. Thus, when there was a discussion on 75% achievement, the remaining 25% were being forgotten in the whole process of development. 

Gender power inequalities and existence of norms and values that denied women the right to control their own bodies were the root causes of most of the reproductive health morbidities as well as gender based violence that women faced in the state. These included factors such as lack of knowledge about sexuality; vulnerability to unwanted pregnancy; delays in accessing abortion; ability to use contraception of one’s choice; fear of visiting a gynaecologist as an unmarried woman; intolerable levels of stigma associated with HIV, especially in women. It was also seen that these affected men and women differently.

The path of development followed was giving rise to a number of new health issues, while still retaining the earlier ones. Thus, in addition to diseases of poverty that continued to be important in low-income groups, lifestyle related health problems were also on the rise along with health problems due to environmental degradation, owing to the path of development followed. At the same time, the demographic transition was increasing the proportion of older people in the population, bringing with it a whole set of additional health needs. The development paradigm adopted was widening inequalities across geographic regions, communities and economic classes such as the coastal areas, plantation sector, and tribal areas. The present development was also leading to a situation where aspirations were not being matched by opportunities, which was a major contributor to poor mental health among the population. There were also arise in the number of mental health problems among older people such as Alzheimer's disease and dementia 

The quality of health services in the state were declining with increase in unregulated practice by the private sector, escalating costs of medical care, resulting in rising indebtedness owing to catastrophic medical expenses. The public and the private sector were no longer being accountable to the common public. There was also a shift seen in government policy, which too was in favour of privatisation and also showed misplaced priorities such as ‘medical tourism’ for which subsidies were being given.

The next part of the discussion, Dr Sundari Ravindran went on to highlight what could or needed to be done to bring about a change in this situation in the context of Kerala. The following solutions were proposed:

At the policy level

· There was a need to devise a health policy for Kerala that was based on Kerala’s specific health problems. At present, Kerala had the same pattern of services as all other states, despite having a very different health profile.

· Health equity had to be made an explicit goal in the health policy and allocations made to disadvantaged areas and groups, and under-served populations such as women of post-reproductive age groups also had to be based on equitable grounds.
· Gender equity in health needed to be addressed as an explicit objective in all health programmes and interventions for health problems affecting both women and men

· Special attention needed to be paid to the unfinished agenda and unaddressed agenda in reproductive health, as a part of gender equity goals. For example, gender-based violence as a public health issue and sexual health issues needed urgent attention.

· The ‘Right to Health’ had to be acknowledged in health policy and the state’s obligation for promoting accessibility, availability, affordability and quality had to be acknowledged. 

· At the same time, more resources needed to be invested in the health sector to strengthen public health services.

· Private sector had to be appropriately regulated and harnessed to serve the state’s health-policy goals of equity in health.

· Health services needed to be ‘transparent’ and ‘accountable’ to citizens in accordance with the rights-based approach (For example, maternal death audits could be made public information). Mechanisms had to be developed for enforcing accountability, for e.g. through patient advocates, regular NHRC hearings or similar mechanisms for complaints and redressal.
At the programme level:

· A social & gender audit of health programmes and health service delivery at various levels could be done. For example, questions like “How well did they serve the goals of social and gender equity? What needed to be done to improve the quality of the programme?” needed to be asked. For example, there were several interventions to make programmes and services responsive to gender-based causes, underlying health problems and gender-barriers in accessing services. 

· There was a need to carry out gender and rights training of health programme managers, health service providers at various levels.

· There was a need to address the gender issues present within the health system such as problems faced by women health providers.

· There was a need to conduct pre service training of health providers through integrating gender and social issues/ rights-approach in teaching and clinical training for medical professionals, nursing and paramedical trainees.
At the level of the research community

· There was a need to undertake research on a wide range of health and gender equity issues in different settings.

· There was a need to identify new areas for ‘activist’ research such as monitoring health impact of development programmes and publicising these.

· There was a need for a different approach to research. There was a need to do research that followed the bottom-up approach; that which gave voice to lived experiences; that which was collaborative and multidisciplinary across different groups working on health and related issues.

· There was a need to play a leadership role in developing policy and programme alternatives through participatory processes.

At the level of the Panchayati Raj Institutions 

· Training on gender and rights issues in health could be imparted to office bearers responsible for decision making as well as to women and men leaders.

· Steps could be taken to ensure allocation of resources for addressing specific health issues affecting women in women’s component plans

· Workshops/screening camps/health festivals etc. could be organised in collaboration with local PHCs (e.g. for newly married couples on issues related to gender, sexuality and reproductive health).

At the level of women’s groups, NGOs, activists and civil society organisations

· There was a need to increase awareness regarding gender and health equity and rights issues among women and men and among decision-makers

· There was a need to increase informed participation in policy debates and policy formulation

· There was a need to actively involve organised groups of women such as SHGs through training and opportunities for participation in the above

· There was a need to insist on the state’s obligation to meet the health care needs of the people through adequate investment in the public sector and regulation of the private sector

· There was a need to hold health services accountable to violation of health rights. This could be done in an informed and systematic way, e.g. through participation in hospital and PHC review committees and not through sporadic and reactive protest actions.

Following this, there was a discussion on the different steps to be taken to increase visibility on the gender and rights issues in health. The different methods thought of and discussed by the group are given below:

· Writing articles in newspapers and popular magazines

· Creating media events such as ‘speak-outs’ where testimonies are presented based on real-life experiences

· Being present in all relevant conferences and seminars to raise issues in a systematic way

· Organising ‘Days of Action’ for women’s health or equity in health, around a different theme each year (The International Day of Action on Women’s Health is on May 28th); Nov 25-Dec10 are days of action against GBV

· Identifying specific issues for policy change: making contact with sympathetic policy-makers and keeping them informed (preparing information packs)

· Writing a petition, gathering signatures and submitting to your local MLA and MP; keep up pressure through media

· Using the courts for challenging discrimination and enabling policy changes

· Carrying out grassroots research, case studies and testimonies to inform public-information campaigns

· Publishing pamphlets and booklets in the local language especially on issues related to sexual and reproductive health and rights; presenting all information with a gender and rights perspective to health

This was the last session of the two days workshop.
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