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Editor’s Note

This volume contains several of the articles presented and discussed in the UGC
Sponsored National Seminar on HEALTH AND MEDICAL CARE SERVICES: CLAIMS
ON NATIONAL RESOURCES conducted by the Department of Economics, Annamalai

University on 20th & 21st December 2012 in Annamalainagar, Tamilnadu, India.

A wide variety of issues relating to healthcare in India is dealt with in the articles presented
here:

Health, Poverty and Economic Development, Inclusive Policy and Programme, Inclusive
Healthcare, Health Insurance in India, Poverty and Malnutrition, Stress Management, the
Challenges of Food Habits, Awareness Level of Health Habits among Working Women,
Determinants of Maternal Mortality Rate, Health issues and insurance in some selected states of

India, diabetic and geriatric patient care, and Health Insurance Companies in India, etc.

Even as the Economics of Health and Health Care Issues in India dominated our
discussions and presentation of academic research, scholars always focused on how
adequate and effective healthcare can be provided to all those who do not have access to

such care.

C. Subburaman, Ph.D.
Department of Economics
Annamalai University
subbu_lec75@yahoo.co.in
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Synergy of Health, Poverty and Economic Development
(With Reference To Rural Odisha)

Anjali Dash

Abstract

Improvements in health result in improvements in national income, poverty could decline on
account of both the standard ‘trickle-down’ effects and an increased financial capacity of nations to
set up safety nets. Poverty can have an adverse impact on health because of malnutrition and also due
to poor sanitation; unsafe drinking water supply etc. Odisha is an eastern state of India. Health
infrastructures of Odisha are far from requirements and the outcomes of health are far from
satisfactory. This is because of, both, inadequate and unequal health care facilities to the population
as well as due to insufficient affordable capacity of majority of the people. There is a heavy burden of

diseases prevalent in Odisha. This is a micro level study base on rural Odisha.

Main objective of this paper is to analyse the relationship between health, poverty and
economic development on rural masses and to understand the cause of unequal health outcomes. The
study also strives to analyse allocation of resources for health care system as well as people’s
financing pattern on health care which affect to their livelihood situation. Health related expenditure

increases debt position of the poor household and they are again in poverty trap.
Key Words: Health, Poverty, Development, Indebtness.
Introduction

The role of health in influencing economic outcomes has been well understood at the micro
level. Healthier workers are likely to be able to work longer, be generally more productive than their
relatively less healthy counterparts, and consequently able to secure higher earnings than the latter,
all else being the same; illness and disease shorten the working lives of people, thereby reducing their

lifetime earnings. Better health also has a positive effect on the learning abilities of children, and
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leads to better educational outcomes (school completion rates, higher mean years of schooling,
achievements) and increases the efficiency of human capital formation by individuals and households
(Strauss and Thomas 1998; Schultz 1999). Health has a positive and statistically significant effect on
the rate of growth of GDP per capita. Higher incomes potentially permit individuals (and societies) to

afford better nutrition, better health care and, presumably, achieve better health.

Improvements in health result in improvements in national income, poverty could decline on
account of both the standard ‘trickle-down’ effects and an increased financial capacity of nations to
set up safety nets. There is a good deal of evidence suggesting that countries that experience a steep
rise in growth rates of real GDP per capita also experience impressive declines in poverty (Barro and
Sala-i-Martin 2004). Improvements in health, when directed at the poor, can contribute more directly
to poverty reduction and serve as an element of a ‘pro-poor’ growth strategy. The poor bear a
disproportionately higher burden of illness, injury and disease than the rich. The poor suffer ill health
due to a variety of causes, poor nutrition for instance, which reduces the ability to work and weakens
their resistance to disease. With their body often being their main income-earning asset, sickness and
disability have significant adverse implications in terms of loss of work and incomes, compounded
by their inability to obtain adequate health care. Frequently, treatment expenditure and loss of
earnings force poor families to exhaust their savings and assets, and take recourse to borrowing,
leading to more poverty and poor health status. If health turns out to have significantly influenced
India’s economic performance; this may call for investing more public funds in health, given that

health budgets have been severely resource-constrained in recent years.

Poverty is a measure of income that indicates inadequate command over material resources.
The level of poverty in a country or region depends upon the level of income as well as its
distribution. Any policies or programmes which alter the distribution of income would affect poverty.
In a country or State with a large income inequality there would be a relatively large number of poor
people or people with a low income (below a fixed poverty line), even if the country/State has a high
per capita income. A higher rate of economic growth would reduce poverty if growth affects the

distribution of income in ways that pulls up the bottom tail of the distribution. Countries that pursue a
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growth-oriented strategy firmly believe that growth will have its trickle-down effects that will help
reduce poverty.

On the poverty-health link, some argue that poverty can cause poor health while others
maintain that low income and poor health are caused by some common factor such as genetic
endowments or education. Poverty can have an adverse impact on health because of malnutrition and
also due to poor sanitation, unsafe drinking water supply, etc. Much of the disease burden in

developing countries is due to the intake

Population with inadequate food intakes is to consider several related aspect of food: share of
food in consumption expenditure and marginal propensity to spend more on food due to increase total
expenditure and composition of food consumption. At very low level of per capita income, a
household spend a very high proportion of its income and per haves, and even greater proportion of
any increase in income on food. At such low level of per capita income, the average propensity to
spend of food will be closed to unity. The marginal propensity will exceed the average and most of
the food consumption will consists of the starchy staples. As income increases the average propensity
to spend on food reaches a maximum equal to the marginal propensity at that level of income and

then declines.

India is an agro-based country where more than 60 per cent of the agricultural labour
households are poor and account for the over 44 per cent of all poor households in rural India. The
poor households self employed in agricultural occupation consists largely of small and marginal
farmers, tenants and share croppers. Thus the phenomenon on rural poverty in India is primarily one

of insufficient access to sustained and productive employment or insufficient access to land.

Trend in India

Poverty is growing every day around the world. In spite of spending billions of rupees aimed
at alleviation or reduction of global poverty, the problem has eluded solution. The socio-economic
development programmes have, by and large accrued to the rich. In 1981 nearly 100million people in
the world were suffering for poverty, malnutrition, disease, despite that sapped their energy, reduce
their work capacity and created despondency. In India, rural poverty level was 57.33 per cent in
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1971, 35.55 per cent in 1991 and in urban areas it was 45.89 per cent and 32.43 percent respectively.
After the economic reforms in 1991 the rural poverty rose. Poor are increasing year to year at greater
pace during the economic reforms period. The poor are unable to pay for medicine when they are
sick and are unable to afford even 2 meals a day. According to Prof. U.R. Rao, if the poor in India
start eating one more food a day, the go down would be empty and India will have to import large
quantity of food grains. He states emphatically that over 100 million people in the country go to bed
each day with hungry stomachs. Several states, national and international projects aimed at directly
attecting the poverty, of creating employment opportunity through industrialization and government
sponsored welfare programmes have failed to realise the policy intents. Unless poverty is eliminated,
no other socio-economic development could succeed. The poor counties spend less on health,
education and other social infrastructures, Therefore illiteracy is more in the poor countries,
malnutrition is excruciating hygiene is not up to the desire level; population is more,
under/unemployed are swelling in number. A country with mass poverty can never succeed in its

economic development too.

Rural India, for ages, did not have sanitation facilities as we conceptualize sanitation now.
Over 95 percent of rural societies leave their night soil in open areas since they do not have toilet
facilities. Open air toilet cause environmental pollution create unhygienic atmosphere which
cumulatively spread various kind of diseases. For overcome this problem community toilet should be
built and properly maintained in all the villages are lacking proper roads and water drains due to
which rain water gets legged in and around the locality, breading mosquitoes and other hazardous

bacteria.
Odisha Context

Odisha is richly endowed with a verity of mineral deposits, and valuable forests and a long
coastline, still it continue to be one of the poorest states in the country. As per the estimates made by
planning commission in 2004- 05, 39.9% people come under below poverty line categories which
were 47.15 per cent in 1999-2000. [In orders to tackle this problem, a number of poverty alleviation
programmes are being implemented.] Table-1 depicted the trend in population living below poverty

line in rural areas from 1971 to 2005: India vs. Odisha. Poverty tend in rural areas reduced 72.38 per
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cent in 1977-78 to 39.8 per cent in 2004-05 in comparison to all India level 53.07 per cent to 21.8 per

cent. But in urban poverty it reduced 50.92 per cent to 40.3 per cent which rate in India was 45.24 per

cent to 21.7 per cent.

Table-1 Percentage of Population Below Poverty Line in India an Odisha (Rural)

Years Odisha India
1977-78 72.38 53.07
1983-84 67.53 45.65
1987-88 57.64 39.09
1993-94 49.72 37.27

1999-2000 48.01 27.09
2004-05 39.8 21.8

Source: Economic Survey of Odisha 2010-11

Table-1 converted now in graphically in fig-1.
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Table 2 reports the percentage of population below poverty line in Odisha as compare to other

major states. It is observed from the above table that though the incidence of poverty in Odisha is

decline over time, it is still highest among major states. As per the estimation made by planning
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commission, the percentage of population in Odisha below poverty line in 2004-05 stood at 32.4
percent. A number of poverty alleviation programmes have been initiated to arrest the chronic and
extreme poverty through employment generation and creation of durable and productivity assets with
the support of institutional credit and provision of subsidies with a view to providing livelihood. It
does not matter how many programmes government implemented to reduce poverty but it is a matter
that how much that programmes are working. Many of the state failed all these programmes (Datar,
C., 2007).
Table-2 Incident of poverty in Odisha Vis. Other major states, 1977-78 to 2004-05

States 1977-78 1983 1987-88 1993-94 | 1999-2000 | 2004-05
Andhra 39.31 28.91 25.86 22.19 15.77 11.10
Pradesh

Bihar 61.55 62.21 52.13 54.96 42.60 32.50

Gujrat 41.23 32.79 31.54 25.21 14.07 12.50
Haryana 29.55 21.37 16.54 25.05 8.74 9.90
Karnatak 48.78 38.24 37.53 33.16 20.04 17.40

Keral 52.22 40.42 31.79 25.43 12.72 11.40
Madhya 61.78 49.78 43.07 42.52 37.43 32.40
Pradesh

Maharastra 55.88 43.44 4041 36.86 25.02 25.20
ODISHA 70.07 65.29 55.58 48.56 47.15 39.90
Punjab 19.27 16.18 13.20 11.77 6.16 5.20
Rajas tan 37.42 34.46 35.15 27.41 15.28 17.50
Tamilnadu 54.79 51.66 43.39 35.03 21.12 17.80
Uttar Pradesh | 49.79 47.07 41.45 40.85 31.15 25.50
West Bengal 60.52 54.85 44,72 35.66 27.02 20.60
ALL INDIA 51.32 44.48 38.36 35.97 26.10 21.80

Source: Economic survey

Health Care Situation
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In the case of health care services, access is a basic requirement and an important aspect. One
can distinguish between two kinds of access: physical and economic. Physical access can be either
population coverage-based or area coverage-based. Economic access refers to direct cost of accessing
the services. In Odisha, the population covered per public health facility is good and the coverage is
better than in nine other major states. However, the area coverage is very poor. The problem of
physical access is compounded by two other factors: poor roads as well as transport connectivity. The
economic access refers to a situation in which a majority of population will have adequate treatment
at affordable prices given their income. It is thus not surprising to find that poor physical and
economic access affect the utilisation of public health care facilities. Equitable access to health care
requires that all citizens be able to secure an adequate level of care without excessive burdens.
However, it is influenced by various factors like the degree of awareness about illness, the
educational level and the accessibility, availability and affordability of health care services, drinking

water facility and other factors like caste, sex and religions, choice and preference pattern.

Demand is determined not completely by price and income but by occurrence and extent of
illness. Some time moral hazard types of situation occur in the demand side. In rural areas who are
underdeveloped majority of the people are too poor to afford payment. Poor quality of health services
might be another major factor for low level of utilization of health services. Odisha is well known for
her backwardness not only in terms of per capita income but also in human development indicate as
well. Especially the health sector despite the intervention of government and NGOs, the Infant
Mortality Rate in the state remain at 69 percent in 2008, which is much higher than national level (53
per 1000). To reduce this IMR rate, mother and child health care National Rural Health Mission
implemented where ASHA play an important role there no co-ordination between ASHA and AWW

in many villages.

Results and Discussion

Location, Sample Design and Methodology

The study is mainly based on primary information collected from a village Brahmanipali
situated in the district of Sonepur, Odisha. It has collected the responses of patients and other
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members of households belonging to different classes of households. The household were selected

using a stratified random sampling procedure.
Socio-Economic Conditions of the Respondents

Out of the 139 households of the Brahmanipali village, 98 households were selected from the
study village of the population (662), during 2001 census 37 percent are Schedule Caste, 26 percent
are Schedule Tribe, and 21 percent are Other Back Ward Caste. The village has two parts and the
SCs reside outside the village and rest others reside in the main areas of the village. | have classified
the households into four categories namely rich, middle group, poor and very poor categories on the
basis of annual income earned per household and assets. Of the total sample households 5(5.3%)
belong to rich category, 24(24.4%) are middle category, 30(30.6%) poor categories, and the rest
39(39.7%) very poor categories. Tube well is the main source of drinking water. The village has two
tube wells, one is located inside and other one is situated at SC locality. The SC uses the other tube

well because of social barriers.
Morbidity Rate and Patterns of Morbidity

Table 3 mentions prevalent rate of diseases among both male and female and total during the
last 30 days of our reference period. This is compare with the NSSO finding for Odisha in rural areas

contest relating to 52nd and 60th rounds. According to 60th round of NSS the overall prevalent rate

of morbidity was 77 in comparison with 88% at all India level. But according to 52th NSSO round

(with 15days as reference period) it was 62 for Odisha and 55 for India.

Table: 3 Morbidity (prevalent) rates of diseases during last 30 days in the study village

category Male Female Total
Rich 38 38 77
Middle 25 33 57
Poor 37 49 85
Very poor 34 48 82
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Overall 33 44 76

Source: Field Survey

The prevalent rate of diseases among the female in Odisha is relatively more as par the NSSO
survey 2004. This is also clear in our survey, 33 per thousand populations in comparison with 44 per
thousand populations in case of female.

Fig: 2 Morbidity Prevalent Rate during last 30 days in the study village

Prevelent Rate during last 30 days
100
85
- 77 = 52 76
= 80
8 o ,_ 57 ” = Male
@ g 60 i =5 44
= 40 3838 37 3. m| Female
% § O Total
& 20 41—
(6] T T T T
Rich Middle Poor Very poor Total
Category

Clearly the overall morbidity rate is high among the poor and very poor categories and this
ratio is relatively higher among females compare to male. Surprisingly, the reported morbidity
prevalence rate among the ST is considerably higher than that among the other social groups. Given
their low level of socio-economic condition, illiteracy and hygiene situation it is not unexpected. It is

observed that prevalence of illness increases with age.

Cost of Treatment

The high cost of health care has serious implication for the livelihood of the households in
general and for poor households in particular. Households responding to medical need and spending a
large share of annual income on health care may affect their other essential expenditure. The
expenditure incurred for treatment of diseases has been estimated by us from the primary information
collected from the study village. Because of the hospitalization of a patient a household has to spend
a large sum of money which is beyond his capacity. In such a case he has to borrow from different
sources because he can’t postpone such expenditure. In that situation the family has to go forgo a
substantial part of its income for repaying the debt and it may end up in indebted situation. (Salveraj,
Karan, 2009; Shing, 2010).

Language in India www.languageinindia.com ISSN 1930-2940 13:4 April 2013

C. Subburaman, Ph.D. (Ed.) Health and Medical Care Services: Claims on National Resources
Anjali Dash

Synergy of Health, Poverty and Economic Development (With Reference To Rural Odisha) 9



http://www.languageinindia.com/

The medicine cost of overall patients constituted 23 percent of the total health expenditure

with high variation across classes of patients. It is interesting to know that in case of poor and very
poor. This cost varied from 43 to 48 percent in contrast to only 19 percent in case of middle class and
8% in case of rich groups. Every group of patient has to buy medicine from outside, the hospital,
whether they seek treatment at private or government hospital.
The average health expenditure per household where patients are found is given in table 4 column 2.
It was %6702 during the study period for overall households with large variance across different
groups. Similarly the average cost per patient for the overall groups was X 3786 with wide variation
across the different size classes, with 1520 for poor and very poor groups. Health expenditure as a
percentage of total income of different size classes is given in the table 8. On an average 15 percent
spend health expenditure of their total income. Expenditure on medical care seems to have a
negative impact on economic condition of the households. Borrowing or sale of assets is widely
prevalent among the patients belongs to poor and very poor in the study village. During the study
year out of 98 households, 35 patient household had borrowed to meet their health expenditure.

Table: 4 Percentage of health expenditure, borrowing and without interest rate borrowing.

Category | AHEPH(X) | ACPPR) | %W HETY | % EOTY | % HEOTE | % BOTHE | % HEO
Rich 41280 20640 14 57 25 24 76
Middle 11248 6297 14 71 28 45 55
Poor 4089 1961 20 85 24 95 5
Very Poor | 1484 1033 15 87 17 95 5
Total 6702 3786 15 70 25 45 55

Source: Author’s Estimation from Field Survey

Notes: AHEPH- Average Health Expenditure Per House Hold, ACPP- Average cost per patient (in Rs), HETY- Health

expenditure out of total income, EOTY- Expenditure Out of Total Income, HEOTE- Health expenditure out of total

expenditure, BOTHE- Borrowing Out of Total Health Expenditure, HEO- Health Expenditure out of their Own source

The main source of borrowing was money lender and the interest charges on such loans

varied from 36% to 120 percent per annum. Clearly the most of the poor households have borrowed
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loan for financing health care expenditure on harsh terms and condition.Indebtness situation more in

case of small and marginal farmers [see also Shing, 2010].

Conclusion and Policy Suggestions

Majority of the poor have sought Medicare from government sector namely primary health
care centre. The cost of health care in the government sector is relatively cheaper in comparison with
that of private sector. By contrast the majority of middle and rich groups have gone to private sector
for treatment. It is note patients, for more than poor and very poor there was delay in seeking medical
treatment. The reasons for the delay include lack of finance, lack of awareness and a subtle way of
discrimination of girl child in the study village. Even this is also found in rural Odisha. An average of
15 percent of the income of overall households utilised some variance across the classes in the study
village. But borrowing for private sector constituted 45 percent of health expenditure for overall
households. By contrast 95 percent of poor households borrow money. Given that poor households
had to borrow at exorbitant rate of interest transferring collaterals to the lenders, they would suffer
income and assets loss and may fall in debt trap. Given such a situation in the rural Odisha there is
urgent need for provision of primary health care (doctors as well as Para medical, medicare) and
drinking water to reduce the morbidity rate and burden of diseases as well as proper implementation
of poverty alleviation programme. Even the gender significantly can be reduced drastically if there is

effective access to public health care at affordable price.

A strong positive association is observed between initial per capita income and long-run
economic growth in per capita income across the States. That is, States with a higher initial income
have grown faster than the States with a lower initial income. This has the effect of widening the gap
between the rich and poor States. Increasing investment in health is a required policy intervention for
accelerating the economy’s growth rate. Growth-oriented policies would result in bringing about
improvements in the health status of the population. Policies promoting growth would also have the
desirable effect of reducing poverty. Overall, there is a compelling reason for stepping up both public
and private investment in health which would pay off in the long run.
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The Challenges of Food Habits of Adolescent Children in Chennai City

Dr. R. Balasubramaniyan & Ms. D. Bhuvaneswari

Abstract

Adolescence is the period of human life which occurs between 13 — 20 years of age. It is
the period of psychological and emotional transition between childhood and adulthood. At a
transitional stage of human development it represents the person of adolescence. Healthy eating
during adolescent period is important because body changes require nutritional and dietary
needs.

Adolescent children tend to eat more meals away from home because of increase in
appetite and desire to have junk foods. Sometimes they eat wrong kind of foods and also at their
wrong time. During the adolescent period eating habits plays a central role in shaping food
choices, diet quality and weight status. Parents play a powerful role in children’s eating
behaviour by making food available to them.

The objectives of the study include: 1.To examine whether fast food consumption and
breakfast skipping are associated with weight gain during the transition period from childhood to
adulthood. 2. To identify general dietary patterns among the school children in the study area. 3.
To assess home dietary habits and nutritional knowledge levels of adolescence school children in
study area. 4. To estimate the Stunted, Wasted and Underweight category among school going
children in the study area. 5. To suggest measures to overcome problems such as stunted, wasted
and underweight of respondents in the study area.

Methodology: The study is based on primary data. The information relating to adolescent
period of school-going children was collected from leading schools in Chennai city. The first
school is located at Thiruneermalai and the second one is located at Thiruverkkadu in Chennai
City. A total of 50 respondents consisting of school going children (boys and girls) of the
adolescence age (13 — 18) years represents the sample size of the study. Each school represents
25 respondents of school going children.

Major findings of the study suggest that about 42 percent of school going children are
having underweight problem in Chennai city. About 2 percent of school going children is
affected with overweight problem in the study area. Further, the study reveals the fact that about
20 percent of respondents have opined lack of time as one of the main reason for skipping meal.

Key words: Stunted, Wasted, Underweight, Obese and Food habits.
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Introduction

Health is basically defined as “a state of complete physical, mental and social well-being
and not merely the absence of disease of infirmity”. One also considers health as a basic and
dynamic force in everyone’s daily lives, influenced by circumstances, beliefs, culture and social
and physical environments. Health is a unity within the mind, body, and spirit, which is unique
to each person. The level of wellness or health is, in part determined by the ability to deal with
and defend against stress. Health is on a continuous with movements between a state of
optimum well being and illness premature death, which is defined as degrees of disharmony. It
is determined by physiological, socio-cultural, and developmental stage aspects. During the last
two decades there has been a major alternation in life style and activity pattern among all
segments of population, with the ready availability of cooking gas, piped water supply and
labour saving gadgets and ready transport which led to a substantial reduction in the physical
activity pattern and energy expenditure especially in middle and upper income group. However,
the dietary intake has not undergone any reduction; in fact ready availability of fast foods and
junk foods, ice creams and other energy rich food items at affordable costs have resulted in
increased energy consumption of these by all members of the family. All these have led to
increasing energy intake over and above the requirement especially among urban and rural
affluent population and consequent obesity in these segments of population. Nutrition and health
education to convince the population about the need for restricting energy dense food intake and

increasing exercise so that energy balance is maintained are being taken up.

Adolescence

Adolescence is the period of human life which occurs between 13 — 20 years of age. It is the
period of psychological and emotional transition between childhood and adulthood. At a
transitional stage of human development it represents the person of adolescence. Health eating
during adolescent period is important because body changes require nutritional and dietary
needs. Adolescent children tend to eat more meals away from home because of increase in

appetite and desire to have junk food. Sometimes they eat wrong kinds of food and also at the
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wrong time. During the adolescent period eating habits play a central role in shaping food
choices, diet quality and weight status. Parents play a powerful role in children’s eating

behaviour by making food available to them.

Conceptualization of Obese, Underweight, and Stunted and Wasted
Obesity

Obesity is defined as a generalized accumulation of excess adipose tissue in the body
leading to more than 20 percentage of the desirable weight. Obesity is determined by measuring
both the height and weight of the child. A child or adolescent person is considered obese if
he/she is significantly over the ideal weight for his/her height. Usually obesity is due to positive
energy balance. The intake calories are more than the expenditure of calories.

Underweight

Underweight is defined as any weight in less of the ideal range. It is a very common
nutritional disordering which there is less accumulation of body fat, which results individual
having less than the 20 percent of their ideal body weight. Underweight also occurs due to

inadequate diet in proteins and the person who never take rest.
Stunted and Wasted

Stunting growth is a reduced growth rate in human development. It is a primary
manifestation of malnutrition in early childhood, including malnutrition during fetal
development brought on by the malnourished mother. The wasted children are too thin for their

height, which may result from inadequate recent food intake or a recent illness.

Results and Discussion

1. Age Structure of the Respondents

Table 1 presents the Age structure of the student’s studying in two leading schools in Chennai
city. It shows that only one respondent placed under the age group of 13 and 14 has no health
problems. But on the other hand, the majority of the 20 respondents in the age group of 15

where 16 percent of the students were found to be underweight, 2 percent of the students were
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obese. Likewise 18 respondents in the age group of 16 years (20 percent) were found to be

underweight. Similarly in the age group of 17, out of 10 respondents 6 percent of the students

were underweight. The same values are given in figure 1.

Table: 1

Age Structure of the Respondents

Age No of Respondents Body Mass Index (Percentage)
Stunted Wasted Underweight Obese
13 1 - - 0 0
14 1 - - 0 0
15 20 - - 16 2
16 18 - - 20 0
17 10 - - 6 0
Total 50
Source: Primary survey, 2012
Figure: 1
Age structure among students
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2. Education Level and BMI of Respondents

Table 2 pinpoints the education levels and BMI of the respondents which indicate that out of 25
respondents belongs to the category of education 8" to 10" standard, 16 percent of the students
were found to be underweight, 2 percent of the students were obese. Similarly out of the 25
respondents in the category of the educational level of 11" to 12" standard, majority of the

students that is 26 percent of the students were underweight and nobody found in the obese
category.

Table: 2

Education Level and BMI of Respondents

Particulars No of Respondents Body Mass Index (Percentage)
Stunted Wasted Underweight Obese
8" - 10" std 25 - - 16 2
11" — 12" std 25 - - 26 0
Graduation 0 - - 0 0
Total 50

Source: Primary survey, 2012

Figure: 2
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Source: Primary survey, 2012

3. Types of Family of the Respondents
Table 3 captures the types of family of the respondents. It shows that 41 respondents belong to
nuclear family and 9 respondents come under the category of joint family. Among the nuclear
family 32 percent of the respondents are underweight and only 8 percent of the respondents are
having underweight problem under joint family. Therefore the study reveals the fact that students
belonging to nuclear family are significantly having underweight problem than the joint family.

Table: 3

Types of Family of the Respondents

Particulars No of Respondents Body Mass Index (Percentage)
Stunted Wasted | Underweight Obese
Nuclear Family 41 - - 32 2
Joint Family 9 - - 8 0
Total 50

Source: Primary survey, 2012

Figure: 3
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Source: Primary survey, 2012

4.

Types of Family

* Nuclear Family

® Joint Family

Parents’ Occupation of the Respondents

Table 4 underscores with regard to parents occupation, a majority of 25 respondent parents were

doing business, 24 respondent parents were working as an employee and 1 respondent parent is a

professional. Among the employees 20 percent of the respondents were underweight, and 20

percent were fall in underweight in business category and 2 percent of the respondents were in

obese category.

Parents’ Occupation of the Respondents

Table: 4

Particulars No of Body Mass Index (Percentage)
Respondents Stunted Wasted Underweight Obese
Employee 24 - - 20 2
Business 25 - - 20 0
Proffessional 1 - - 2 0
Others 0 - - 0 0
Total 50
Source: Primary survey, 2012
Figure: 4
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5. Annual Income of the Family

Table 5 shows that the annual income of the family. It was observed that the majority of the (37)
respondents were underweight and 2 percent are obese belong to the category of low income
groups. In the middle income groups 13 respondents were found to be underweight and nobody

in the obese category. Out of 50 respondents nobody in the high income groups.

Table: 5

Annual Income of the Family

Particulars No of Body Mass Index (Percentage
Respondents Stunted | Wasted | Underweight Obese
Below Rs.50,000 37 - - 28 2
Rs. 50,001-Rs. 3,00,000 13 - - 14 0
Above Rs. 3,00,000 0 - - 0 0
Total 50

Source: Primary survey, 2012
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Figure: 5
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6. Eating Pattern of the

Respondents

Table 6 shows that the eating pattern of the students it was found that among the total
respondents 12 respondents was vegetarian and 38 respondents were non-vegetarian. Out of the
50 respondents 8 percent were underweight in the vegetarian eaters. The majority of the 34
percent of the students were under underweight category and 2 percent were belong to obese in

the non-vegetarian eaters.

Table: 6

Eating Pattern of the Respondents

Particulars No of Body Mass Index (Percentage)

Respondents | Stunted | Wasted | Underweight |  Obese
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Vegetarian 12 - - 8 0
Non-Vegetarian 38 - - 34 2
Total 50

Source: Primary survey, 2012

Figure: 6
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1. Reasons of the Respondents for Skipping Meals

Table 7 shows that the reasons for skipping meal of the students indicate that out of 50
respondents 5 respondents were dieting, 1 respondent opined on fasting and feeling bored and
others, 9 respondents were dislike for food and 10 respondents were opined lack of time.

Therefore, the table 7 clearly shows that 10 percent of the students who belongs to

underweight category because of lack of time, 8 percent belongs to dislike for food and 2
percentage of the students were obese, 2 percent of the students were under dieting and
feeling bored and 20 percent of the respondents who were in underweight showed no reasons
for skipping meal.

Table: 7
Reasons for Skipping meals of the Respondents
Particulars No of Body Mass Index (Percentage
Respondents | Stunted Wasted Underweight Obese
Dieting 5 - - 2 0
Fasting 1 - - 0 0
Dislike for food 9 - - 8 2
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Feeling bored 1 - - 2 0
Lack of time 10 - - 20 0
Others 1 - - 0 0
Not at all 23 - - 20 0
Total 50

Source: Primary survey, 2012

Figure: 7

Reasons for skipping meal
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Source: Primary survey, 2012
2. Type of Food Habits

Table 8 underscores the kind of food habits among the respondents. It was found that among the
total respondents of 50, it inferred about 2 percent of students have taken fast food, 1 percent of
the students were consuming Take-away food that is restaurant or mess, and the majority of them
47 percent were consumed homemade foods. The majority of respondents about 38 percent were
under underweight category took homemade food and 2 percent of students come under obese
because of the same reason. Only about 4 percent of the students were placed under underweight

category because of consuming fast food.

Table: 8

Type of Food Habits
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Particulars No of Body Mass Index (Percentage)
Respondents | Stunted Wasted Underweight Obese
Homemade 47 - - 38 2
Ready to cook 0 - - 0 0
Fast food 2 - - 4 0
Take-away 1 - - 0 0
Total 50

Source: Primary survey, 2012

Figure: 8

Types of Food Habits
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Null Hypothesis Ho: Fast food consumption and Breakfast skipping are independent of each
other.

Alternate Hypothesis H1: Fast food consumption and Breakfast skipping is dependent.

Table: 9

Summary results of Chi-Square Test
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Statistic Value df Sig

Test of Independence 0.553 1 0.05

Test of Independence 1.024 1 0.05
Total 1.577 2

Table 9 presents the summary results of the Chi-Square test. The calculated value of chi-square
(0.553 & 1.024) is less than the given tabulated value (which is 3.84), so we accept the null
hypothesis Ho. Thus the fast food consumption and breakfast skipping is independent.

Conclusion

The discussion carried out in this paper on “The Challenges of Food Habits of
Adolescence children in Chennai City” is based on the primary data. The study considered
certain variables such as stunted, wasted, underweight and obese of children in the age group of
13 — 20 years. The study suggests that about 42 percent of school going children are having
underweight problem in Chennai city. About 2 percent of school going children is affected with
overweight problem in the study area. Further, the study reveals the fact that about 20 percent of
respondents have opined lack of time as one of the main reason for skipping meal. The analysis
the nutritional status of the student’s proved the good and poor aspects in the study area. The
significant proportion of the health problems faced by the respondents based on their
consumption of non-vegetarian food. We conclude that most of the students affected by

underweight because of high or low Body Mass Index (BMI) (overweight and underweight).
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Inclusive Policy and Programme: Inclusive Healthcare

Jose Chacko Madhavassery, M.A. Economics, UGC NET

Inclusive growth is the policy adopted by the Indian government during 11" P&

and India will continue this policy in the 12" plan. Towards faster, sustainable and
Inclusive growth is the objective of Twelfth five year plan. Inclusive growth means
development of all sections of the population including children, women and other
vulnerable groups. It also gives importance to equitable distribution of fruits of
development among all these sections. India is aiming for Inclusive growth in several
fields like education, health, energy and resources, telecom and technology, finance and

infrastructure.

Development is not complete without human development. A sound economy
requires healthy workforce which may reduce the problem of absenteeism and would
naturally increase the growth rate of the economy. Developing nations like India gives
more importance to enhance the social welfare and wellbeing of the people. So we have
adopted Inclusive health programme which is a part of social Inclusive programme
adopted by the government. Inclusive health means bringing poor, women, children,
mentally and physically challenged people and other social vulnerable groups under the
umbrella of health care or *'equitable allocation of health care resources with benefits
accruing to every section of the society. As a result of this inclusive health programme,
the HDI of India has improved from 134 rank in 2007 to 119 rank in 2010 with 0.519

points.(But this has again come down to 134 rank in 2011 which is bit worrying).The

! AIMA report August 2011 :Inclusive health care Management for sustainable development definition on
Inclusive health
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average “HDI growth of India is 1.56 percentage which is better when compared to other
developing nations. The census report shows that there has been a decadal fall in the
growth rate of Indian population from 21.5% in 2001 to 17.64% in 2011.So we have
about 35.4% of people in the age group of 15-34 in 2011and the proportion of working
age population between 15-59 years has increased by more than 58 %.So India would be
one of the youngest nations in the world by 2020 and the average age would be 29 years
old .Whereas developed nations like Germany,Japan,USA and Western Europe are facing
the problem of 3greying of population. India should utilize its “demographic dividend

which is an opportunity for us. So India should give special focus to social sector.

India has increased its spending in social sector for various programmes like
education, poverty alleviation, employment generation, health and social welfare. India
has also given special focus for the development of North eastern state and for the
improvement of the health of vulnerable groups like SC/ST, women, children etc.Our
spending on social sector has increased from 9.47 % in 2006-2007 to 12.52 % (2008-
2009) and it has increased to 13.20 % in 2011-12 (BE) out of total expenditure.

Under social service, out of total expenditure it was 1.86 % for health and family
welfare which has increased to 2.15 % in 2011-12 (BE). Education, sports and youth
affairs was given the top importance which was 4.28 % in 2006-07 and it has increased to
4.63 % in 2011- 12(BE).

India has given focus to North Eastern states from 2009-10 onwards .0.02 % of
total expenditure was allocated for their development which has increased to 1.56 % in

2 Human development index is a composite statistic of life expectancy, education, and income indices to
rank countries into four tiers of human development.

® Growing number of older people in population
* Rising share of working age people in population
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2011 -12 (BE).For the welfare of SC/ST*s and OBC we have allocated 0.34 % in 2006-
07, which has increased to 0.67 % in 2011 -12.As percentage of GDP total expenditure
on social service is 26.97 % in 2011-12 and in the sector of education we are spending
only 3.25 % .In the health sector we are spending less than 1 % of total GDP.But western

nations are spending more than 5 % of GDP on health.

Major Problems of the Health Sector

Indicators 1991 Current level
Crude Birth Rate (per | 29.5 22.1(2010)
1000 population)

Crude Death Rate(per | 9.8 7.2(2010)
1000 population)

Total Fertility Rate per | 3.6 2.6(2009)
woman

Maternal Mortality Rate | NA 212(2007-09)

per 100000 live birth

Infant Mortality Rate 80 47(2010)
Rural - 51

Urban - 31

Child Mortality Rate 26.5 14.1(2009)

0-4 years (per 1000
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children)

Life expectancy at birth 59.4 (1989-93) 63.5 (2011)
Male 59 62.6
Female 59.7 64.2

India is spending only 0.9 % of its GDP on health but still India houses 21 % of global
diseases including communicable diseases. For every 1000 Indians there are 0.9 beds and
0.6 physicians per 10000 population. China has 4.1 beds for 1000 population. In India
only 13 % of rural population has access to primary health care center (PHC) and only
9.66 % to a hospital.

The share of public health spending is very low and the quality of health care
facilities in the public sector is not very impressive. Infrastructural facilities of
government hospitals are very low. These hospitals also face the problem of shortage of
staffs including doctors, nurses and other health care professionals. On the other side

private hospitals are equipped with better facilities and are providing quality services.

Major Health Indicators of India

Source: Ministry of health and family welfare

Due to the stress given to Inclusive health we can find that major health Indicators have

improved slowly
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Health care Infrastructure in India

Facilities Number
SC/PHC/CHC 1,75,277
Government hospitals(rural and urban | 12,760
areas)

AYUSH hospitals and dispensaries 24,943
Nursing personnel’s as on 31.12-2012 1,702,555
Doctors Modern System 8,16,629

Source: Rural Health statistics in India 210
National Health Profile 2010

# AIMA report August 2011 Inclusive health care Management for sustainable

development
Budget Highlights 2012-13 for Health Sector

Health care spending has increased to Rs 30,702 crores.All health care services
are exempted from tax. About Rs 300 crores has been allocated to promote higher
production of nutri-cereals like bajra, jowar, ragi, millet etc. Rashtriya Swasthya Bima
Yojana —health insurance for the poor has been extended to cover "MNREG workers,
mine workers and beedi workers.®ICDS has been allocated RS 15,850 crores.Multi sector
plan to fight malnutrition in 200 high burden districts and a hike of about 58 percent of
budget allocation was made for this scheme. National Mid Day Meal scheme in school
has increased allocation from Rs 10,380 crores in 2011-12 to Rs 11,937 crores in 2012-

> Mahatma Gandhi national rural employment guarantee scheme
® Integrated child development scheme
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13.Rajiv Gandhi Scheme for Empowerment of Adolescent Girls has allocated Rs 750

crores.

New Integrated vaccine unit

The buget has proposed a new integrated vaccine unit near Chennai and it could

achieve vaccine security and keep the pressure on disease eradication and prevention.

'NRHM

The budget has increased allocation for NRHM from Rs 18,115 crores in 2011-12
to Rs 20,822 crores in 2012-13

National Urban health mission is being launched to encompass the primary

health care needs of people in the urban areas.
Pradhan Mantri Swasthya Suraksha Yojana aims at setting up of better
medical institutions. Under this programme it has planned to upgrade 7 government

medical colleges. This programme will enhance the availability of affordable territiary
health care.

Inclusive Healthcare Programmes

NRHM

NRHM is implemented through Accelerated Social Health Activist (ASHA).The scope of

ASHA activists included prevention of iodine deficiency disorders; ensure 100 percent

" National rural health management is an Indian health programme for improving health care across India.
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immunization and better spacing of children. At the community level more active role is
given to ASHA workers as they are the conveners of health and sanitation committee. As

their remuneration is based on performance based payments they will work efficiently.
AYUSH

Ayush has sanctioned Rs 42.19 crores up to December 31 2011.Special focus has been
given to North east states to set up new hospitals by 31 December 2011.

Rashtriya Swastya Bima Yojana was launched in 2007 to provide smart card
based cashless health insurance cover of Rs 30,000 per family per annum especially for
BPL families in the unorganized sector.

Women and Child Healthcare Programmes

ICDS programme has allocated up to Rs 14,048 crores up to 2011 December.

8RSEAG was launched on 19 November 2010 to empower adolescent girls of 11-
18 years of age to improve their nutrition, health status, life skills, and vocational skills.

About Rs 750 crores has been allocated under the scheme.

Rajiv Gandhi Creche Scheme for Children of Working Mothers (0-6 years
old) About 85 crores was allocated for this scheme in 2011-12.

Janani Suraksha Yojana was launched to improve the health status of mothers

and to lower maternal mortality rate and to increase institutional deliveries.

® Rajiv Gandhi scheme of empowerment of adolescent girls
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Janani Suraksha Karyakram aims at giving free entitlements to pregnant
women and sick new borns.A sum of RS1437 crores has allocated to states during 2011-
12.

Integrated Child Protection Scheme was launched in 2009-10 to provide a safe
and secure environment for the comprehensive development of children. About
Rs 213.40 crore was allocated in 2011-12.

Support for Training and Employment of Women (STEP) was launched to
improve the skills of poor women in various sectors like agriculture, fisheries, animal

husbandry, handlooms etc...About 11.5 crore was allocated in 2011-12.

Rashtriya Mahila Kosh- About Rs 315.32 crore was allocated for this scheme in
2011-12.

Programmes for Persons with Disabilities

Deen Dayal Scheme aims at running special schools for persons with disabilities

and for their development. Rupees 120 crore was allocated for the scheme in 2011-12.

These are some of the major Inclusive health programmes in India to improve the

health status of Indians.

Recommendations

Government should increase allocation on education. It has to be made more than
5 % of GDP.Now it is about 3.5% of GDP.Government should give more importance to
female education. Studies made by experts finds that maternal mortality rate; child

Language in India www.languageinindia.com ISSN 1930-2940 13:4 April 2013

C. Subburaman, Ph.D. (Ed.) Health and Medical Care Services: Claims on National
Resources

Jose Chacko Madhavassery, M.A. Economics, UGC NET

Inclusive Policy and Programme: Inclusive Healthcare 37



http://www.languageinindia.com/

mortality rate and Infant mortality rate are very low in countries where females are

educated eg-Kerala.

Special focus should be given to start health education in schools and colleges to
prevent communicable diseases. Public sector must lead the health sector rather than the
private sector. This is because Inclusive health care can only be ensured if poor and
downtrodden class gets better care. This can be ensured only by government health care
institutions. Public and private sector must joint hands in ensuring Inclusive health
services for the population. Government must also force private hospitals to treat poor
patients at subsidized rates if proper treatments for diseases are not available in
government sector. Government has to spend more on Infrastructure development of the
health sector. Government should train the existing and new health care professionals to
use modern equipments and facilities. Government should ensure quality services in
government hospitals at low rates. Government has to invest for human development if

they want to make India a healthy, wealthy and developed nation.
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A Study on Determinants of Maternal Mortality Rate in Tamil Nadu

Dr. S. Chandraleka, M.A., M.Phil., Ph.D. & Dr. M. Rajeswari, M.A.,
M.Phil., Ph.D.

Abstract

The determinant of maternal health services is a complex phenomenon and it is
influenced by several factors. Therefore, the factors at different levels affecting the use of
these services need to be clearly understood. The main objective of the study was to explore
the determinants of maternal mortality rate in Tamilnadu districts. The data was collected
from Directorate of Family Welfare, Tamil Nadu during 2010. The present study highlights
that only 0.9% of the women did not receive antenatal check-up during pregnancy period in
Tamilnadu, With regard to TT vaccination and IFA tablets, 1.3% and 7.5% of the women did
not receive TT injection and IFA tablets in Tamilnadu. It can be concluded that the pregnant

women more utilize the antenatal care than the women lived in Tamil Nadu.

Key Words: Maternal Mortality Rate and Ante-natal Care.

Introduction

Definition: Maternal death is the death of a woman while pregnant or within 42 days
of termination of pregnancy, irrespective of the duration and site of the pregnancy, from any
cause related to or aggravated by the pregnancy or its management but not from accidental or
incidental causes. To facilitate the identification of maternal deaths in circumstances in which
cause of death attribution is inadequate, a new category has been introduced: Pregnancy-
related death is defined as the death of a woman while pregnant or within 42 days of

termination of pregnancy, irrespective of the cause of death.

Millions of women in developing countries experience life threatening and other
serious health problems related to pregnancy or childbirth. Complications of pregnancy and
childbirth cause more deaths and disability than any other reproductive health problems
(EC/UNFPA, 2000). The situation is worse in developing countries like India due to
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inadequate access to modern health services and poor utilization. Despite the government's
serious commitment to deliver health facilities to the doorsteps of common people through
innovative approaches, such as Essential Service Package (ESP), the utilization of health
services is still far below any acceptable standard. One of the public health challenges in
developing countries such as India is, therefore, to identify vulnerable groups and to provide

them with needed preventive and curative health services.

Utilization of health services is a complex behavioral phenomenon. Empirical studies
of preventive and curative services have often found that the use of health services is related
to the availability, quality and cost of services, as well as social structure, health beliefs and
personal characteristics of the users (Andersen and Newman, 1973;Kroeger, 1983; Becker et
al., 1993; Sarin, 1997). It is well recognized that women's current age plays an important role
in the utilization of medical services (Fiedler, 1981; Elo, 1992; Fosu, 1994). Mother's age
may sometimes serve as a proxy for the women's accumulated knowledge of health care
services, which may have a positive influence on the use of health services. On the other
hand, because of development of modern medicine and improvement in educational
opportunities for women in recent years, younger women might have an enhanced knowledge

of modern health care services and place more value upon modern medicine

Generally there is a distinction between a direct maternal death that is the result of a
complication of the pregnancy, delivery, or their management, and an indirect maternal death
that is a pregnancy-related death in a patient with a preexisting or newly developed health
problem. Other fatalities during but unrelated to a pregnancy are termed accidental,
incidental, or non obstetrical maternal deaths. Maternal mortality is a sentinel event to assess
the quality of a health care system. The most common causes of maternal mortality and
morbidity are widely known and include a range of medical, social and health system-related
factors. The vulnerability of certain subgroups of women to pregnancy-related mortality and
morbidity based on other health conditions, income, caste and age has been documented,
making it possible to assess the risk of mortality in specific populations. Policies aimed at
reducing maternal mortality have been in place for decades, but as the current situation

shows, they have not had substantial impact.
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The UN estimates that for every woman who dies as a result of pregnancy,
approximately 30 women suffer injury, infection and disabilities. Complications arising from
pregnancy include anemia, infertility, pelvic pain, incontinence and obstetric fistula. While
there are no national data on the incidence of maternal morbidity in India, based on this
global estimate it may be inferred that the incidence of maternal morbidity is very high,

making it an equally pressing concern (Maternal Morbidity: Fistula a Neglected Concern).

This study is based on secondary data. Data collected from the 2010 Directorate of
Family Welfare, Tamil Nadu. The use and factor determinants of maternal healthcare services
were Neo-natal Mortality Rate, Post-neonatal Mortality Rate, Infant Mortality Rate, Under
Five Mortality Rate, Maternal Mortality Rate and Still Birth Rate in Tamil Nadu.

Table — 1: Birth Rate, Death Rate, Total Fertility Rate, and Per cent Birth Order

or More in Tamil Nadu

[0)

> Districts BR';:.? %e:tteh F;rﬁctiﬁ!cy B/?r?rf]
No Rate Order 3+
1 | Thiruvallur 17.9 6.2 1.8 17.0
2 | Chennai 15.3 3.6 1.8 8.6
3 Kanchipuram 17.7 5.4 1.6 94
4 | Vellore 17.9 7.3 2.2 27.6
5 | Dharmapuri 19.6 6.8 24 26.9
6 | Thiruvannamalai 18.6 7.3 1.8 314
7 | Villupuram 195 7.4 2.2 25.8
8 | Salam 17.3 7.2 2.1 24.8
9 Namakkal 154 7.1 2.1 147
10 | Erode 15.3 7.0 1.6 13.6
11 | The Nilgiris 15.2 5.2 1.5 14.5
12 | Coimbatore 17.1 5.8 1.8 9.7
13 | Dindigul 17.3 7.7 2.1 17.9
14 | Karur 16.0 8.2 1.8 12.9
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15 | Thrichrapalli 17.2 7.5 1.95 245
16 | Perambalur 19.5 8.5 2.3 215
17 | Ariyalur N.A N.A 2.3 28.2
18 | Cuddalore 18.4 6.7 2.1 24.7
19 | Nagapattinam 17.3 6.9 2.2 29.4
20 | Tiruvarur 17.3 6.5 2.0 28.0
21 | Thanjavur 17.9 7.4 2.1 22.3
22 | Pudukottai 191 6.3 1.7 24.2
23 | Sivagangai 18.1 6.7 2.0 26.7
24 | Mudurai 18.4 7.1 1.9 21.2
25 | Theni 17.4 7.4 2.0 20.0
26 | Virudunagar 18.2 7.2 2.2 18.5
27 | Ramanathapuram 18.7 6.1 1.9 29.3
28 | Tuticorin 17.4 6.5 2.6 29.9
29 | Tirunelveli 17.6 7.3 1.9 27.4
30 | Kanniyakumari 15.8 5.6 2.1 14.2

Tamil Nadu 17.8 6.9 2.1 22.2

Source: Directorate of Family Welfare, Tamil Nadu, 2010.
Note: N.A. (Not Available).
Table — 2: Neo-natal Mortality Rate, Post-neonatal Mortality Rate,

Infant Mortality Rate, Under Five Mortality Rate, Maternal Mortality Rate
and Still Birth Rate in Tamil Nadu

S. Under 5 s
Districts NMR | PNMR IMR | Mortality | Mmr | Still Birth

Rate

No Rate

1 Thiruvallur N.A N.A 30.8 38.0 11 11.8

2 Chennai 7.2 16.7 23.9 26.5 0.4 3.0

3 Kanchipuram N.A N.A 26.8 32.2 14 9.7

4 Vellore 21.7 6.6 28.3 34.2 1.6 17.4

5 Dharmapuri 35.5 12.0 47.5 54.6 1.8 17.7
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6 | Thiruvannamalai 39.6 14.1 53.7 65.4 15 14.6
7 | Villupuram N.A N.A 40.5 475 15 15.7
8 | Salam N.A N.A 39.3 45.5 14 17.5
9 | Namakkal N.A N.A 40.9 43.3 0.9 11.9
10 | Erode 33.3 12.1 454 48.4 1.3 12.1
11 | The Nilgiris 19.1 25 21.6 26.9 0.5 134
12 | Coimbatore 19.3 4.3 23.6 26.5 1.0 13.8
13 | Dindigul 16.1 31 19.2 275 0.7 17.8
14 | Karur N.A N.A 385 44.3 1.6 18.2
15 | Thrichrapalli N.A N.A 29.9 33.0 2.3 19.4
16 | Perambalur N.A N.A 46.9 63.3 2.9 211
17 | Ariyalur N.A N.A 28.2 55.8 N.A N.A
18 | Cuddalore N.A N.A 294 37.3 1.4 17.1
19 | Nagapattinam N.A N.A 33.8 40.3 2.1 16.7
20 | Tiruvarur N.A N.A 10.5 17.2 2.0 15.0
21 | Thanjavur N.A N.A 48.8 58.0 0.8 16.1
22 | Pudukottai 21.0 9.3 30.4 34.9 1.2 20.8
23 | Sivagangai 16.0 7.8 238 32.3 1.3 12.0
24 | Mudurai N.A N.A 34.2 46.1 1.6 18.8
25 | Theni N.A N.A 67.0 67.0 2.2 19.9
26 | Virudunagar 14.0 8.0 21.9 16.8 1.2 14.3
27 | Ramanathapuram 26.4 2.6 29.0 29.0 1.9 15.5
28 | Tuticorin 31.6 4.5 36.1 49.9 1.2 16.0
29 | Tirunelveli N.A N.A 42.1 42.9 1.9 17.8
30 | Kanniyakumari 12.8 1.8 14.6 18.9 0.2 6.6

Tamil Nadu N.A N.A N.A N.A 0.9 15.5

Source: Directorate of Family Welfare, Tamil Nadu, 2010.
Note: N.A. (Not Available).

The Directorate of Family Welfare, Tamil Nadu, 2010only 6.9 of total deaths
occurring in the state are registered. Out of these reported deaths 3.1 of total reported deaths
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are of women. Table 1 and Table 2 show the total deaths and maternal deaths respectively for
Tamil Nadu from the year 2010. The maternal deaths registered in the data duce in all
districts. Compare with some districts is high; the reason is most of the people getting low
level awareness in ANC Check-up. Another reason behind this may be lack of registration of
the maternal deaths in Tamil Nadu. Most of these deaths might have occurred in homes

which is why it is not registered with the system.

The massive differences between districts in availability and access to services, and
maternal health indices the following differential strategy will be adopted for achieving
incremental improvement in antenatal care during the Tenth Plan. In all districts: Awareness
generation to ensure universal screening of pregnant women; identification of women with
problem; manage/ refer women with complications to appropriate institution for care; 100%
coverage for Tetanus Toxoid, Screening for and treatment of anaemia; Provide information
on, Nearest PHC where women with problems can seek doctor’s advice, Nearest FRU with
obstetricians and facilities where women with, Obstetric emergency can seek admission,

How to access emergency transport system.

In better performing districts focus on improvement in universal coverage and content
and quality of ANC to enable very early identification of women with any antenatal problem
through examination; Referral of those with problems to PHC/ FRU for care. In poorly
performing districts focus will be on improving coverage for ANC screening by ANM
providing ANC at least thrice during pregnancy, Building up system of RCH camps in
PHC/CHC on specific days throughout the year when doctors/specialists will be available to

examine women with problems and provide treatment/referral.

Conclusion

The maternal healthcare a service among rural adolescent women is far from
acceptable. Low coverage of these services could lead to adverse health outcomes for both
the mother and the child. Earlier reproductive health programs in India have paid limited
attention to married adolescent girls as a separate category, typically grouping all married
women together regardless of current age, age at marriage, and socioeconomic

characteristics.
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There is need for building awareness on the issue of early marriage and adverse
effects of early pregnancy at the family and societal levels. Recent studies have emphasized
the need to work within existing community structures and attempt to bring awareness to
communities about how child marriage compromises opportunities and health for women and
their children. More specifically, the approach could be two-fold to ensure the healthy life for
rural adolescent women, who includes — delaying the age of marriage among unmarried
adolescents, by providing better information to the parents of unmarried girls in particular
and community in general regarding other options/avenues in education and the economic
sphere. In this connection, the role of Women Advocacy Group (WAG) and Self Help
Groups (SHG) comprising adolescent women at the village level could be effective. On the
other hand, support can be provided to adolescent married women through targeted
interventions that include working with the husband and in-laws in order to delay
childbearing, promotion of contraceptive use and aware them not to link early childbirth with
the honor of the family.

The future policies and programs must not only address young people as individuals
but consider them in the context of their overall development. In this regard special efforts
must be made by the Department of Women and Child Development and Department of
Youth to encourage effective participation of young adults in civil society and decision
making processes. This study also emphasizes the importance of the recent law enforcement
on the Prohibition of Child Marriage Act-2006 which restricts minimum age at marriage to
21 years for boys and 18 years for girls by integrating panchayat's (local self-government
body at the village level) accountability towards effective implementation. The approach to
the health needs of young married adolescents must not be from the viewpoint of problems to
be solved and health problems to be addressed, rather, it must be recognized as a matter of

right and a means to achieve the Millennium Development Goals.
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Health Insurance in India

J. Kalaisigamani
A. Sangameshwaran

Abstract

India is gradually becoming health conscious. This is because youngsters have new
ambitions, big dreams and high goals and they have the motivation and drive to make them all
come true. Their lives are fast paced and because of this fact there is an absolute need for health
care so that they are able to overcome all the obstacles that might come their way. For this
reason, Indians have realized the importance of health insurance India. Owing to this realization,
the medical insurance sector is one of the fastest growing segments in India today.

Key words: Insurance, health, medical, family, employee
Introduction

Medical expenses have increased. Common man has to stretch to uncomfortable financial
limits to get proper treatment for himself and his family. Hospitalization charges are
skyrocketing these days and to admit in the best hospital in your city for best of medical facilities
you have to give all your savings. To save your money and provide good medical facilities in
best of hospitals everyone needs health insurance. Tax benefits can also be availed with health
insurance under section 80(D). Health insurance comes with dual benefits where we can save on
tax as well as protection for health. Health Insurance is the best solution to make sure that we

and our family members are never underprivileged of the best Medicare.

How much cover do we need? If we earn more than 5 lakhs per year, get a cover of at least 5

lakhs. Anything below that, take a cover equal to our annual income.

Documents requirement Documents usually asked are age proof and identity proof. Check on
the quotes page if you need to undergo medical tests
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Health Insurance in India and Its Importance

Indians have realized the importance of health insurance India. Owing to this realization,
the medical insurance sector is one of the fastest growing segments in India today. A lot of
factors have contributed to this change with the most important being the change in people's

mindset about mediclaim insurance.

Here are a few reasons why companies providing insurance for medical care have been so

successful:

1. Security for you and your family: Health insurance policies are plans that are designed
to be used when you have any health related problem. A health care insurance policy can
be thought of as a contingency plan made to make things easier for you when the going
gets tough. A policy not only protects you, but your whole family. The best health
insurance companies offer "family floater” plans. A "family floater" plan can cover two
adults and two children and comes out to be more efficient than four individual policies
for each family member.

2. Monetary support: Along with the support of medical care that a policy provides, it is
also important to note financial benefits that it gives. The monetary advantage of having a
mediclaim policy is so great that it can make a huge difference in the financial status of a
family. You save in two different ways with a medical insurance policy. Firstly, you save
on the cost of treatment, which can include the cost of hospitalisation, pre and post
hospitalisation care, cost of expensive diagnostics etc. Secondly, the Indian government
gives heavy tax benefits in the form of deductions and exemptions from the total taxable
income to anyone paying premium towards a mediclaim insurance policy.

3. Best care: Medical insurance companies providing the best health insurance policies
have widespread and strong networks of hospitals on their panels where you can receive
specialised and timely medical care with a smile.

4. Support for emergencies: The mediclaim insurance companies have come up with plans
on how to tackle emergencies and make it easier for you, and have also come up with the

clause of "cashless hospitalisation”. This feature allows you to get hospitalised without
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the hassle of cash. This is a especially designed feature for emergencies where it is quite
impractical to expect a patient to withdraw cash from a bank before heading to the
hospital to get admitted.

5. Peace of mind: Stress is the number one enemy of health. Stress makes your immune
system weak and makes you vulnerable to all kinds of health trouble. With all these
benefits of a health insurance policy in your pocket, you can be sure that you can handle
anything that life has to offer. You can relax and breathe easy. No more will you have to
fret about medical bills or worry about your and your family's future health.

Type of Health Insurance

INDIVIDUALHEALTH INSURANCE

The simplest form of health insurance is the Individual health insurance policy. This
cover is a hospitalization cover and reimburses the medical expenses incurred in respect of
covered disease / surgery while the insured was admitted in the hospital as an inpatient. The
cover also extends to pre- hospitalization and post- hospitalization for periods of 30 days and 60

days respectively.

SENIOR CITIZEN HEALTH INSURANCE

These senior citizen health insurance policies have been designed for senior citizens and
insurers cover people aged between 65 years and 80 years and are customized to cater to this
group of people. The points of senior citizen health insurance comparison can be the max age at

renewability, coverage of specific diseases and waiting periods.

FAMILY FLOATER

Family Floater Policy is an enhanced version of the mediclaim policy. The policy covers
each family member and the entire family’s expenses are covered up to the sum assured limit.
The family floater plan’s premium is less than the separate insurance cover for each family

member.
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MEDICLAIM

Mediclaim plans are hospitalization benefit plans that are offered by general and health
insurance companies. Mediclaim plans ensure that your medical expenses are expensed, or
reimbursed by the insurance company, in case you have to incur those during the coverage
period. The best mediclaim policy takes care of medical expenses following hospitalization in

case of sudden illness or any surgery.
TRAVEL INSURANCE

Do you have plans on going for an overseas holiday or travelling abroad on business, or
perhaps are thinking about pursuing your studies in another country? Whatever your reasons may
be, travel insurance is a must for such journeys. In order to receive medical treatment abroad you

are required to have a valid medical insurance policy.
CRITICAL ILLNESS

The number of people suffering from critical illnesses such as cancer, heart attack, and stroke is
ever increasing. The cost of treatment for such diseases are growing and has become too much to
bear and people go bankrupt trying to fund such costs. It becomes all the more necessary to

invest in Critical IlIness plans to safeguard yourself from the unexpected financial burden.
PERSONAL ACCIDENT INSURANCE

Personal Accident Insurance Coverage

Below is the personal accident insurance coverage:
 Accidental Death: It indicates death of the policyholder in an accident. The Sum Assured
under this plan is payable if death occurs from an accident.

« Accidental Disability: It indicates that the policyholder is disabled from work, either partially

or wholly.
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« Accidental Dismemberment: It indicates that a part of the policyholder’s body has been
severed or dismembered. It means, if the policyholder loses his hand or leg or eyes, then he

would be eligible to get a claim under Accidental Dismemberment.
INDIVIDUAL PERSONAL ACCIDENT INSURANCE POLICY
This policy covers an individual in the event of any accident.
GROUP PERSONAL ACCIDENT INSURANCE POLICY

This policy covers a group of people in the event of any accident. Group personal insurance
accident policy is the policy which covers whole group. A policy can be bought to insure a group

of individuals.
CASHLESS MEDICLAIM

Cashless Mediclaim is the service in which an insured is able to get the hospitalization
treatment free of cost. All the medical bills of hospitalization, up to the sum insured, are directly
settled by an insurance company. The aim behind it is to reduce the direct financial burden on
insured individual at the time of hospitalization. But one thing to be kept in mind is that cashless

mediclaim facility can be availed only in network hospitals.
Types of Cashless Health Insurance in India

» Cashless Family Health Insurance: This is the cashless family health insurance policy
where sponsor owns the policy and the people covered under it are called its members.
One can get his whole family covered under one policy or plan.

» Cashless Health Insurance for Senior Citizen: This is the cashless health insurance for
senior citizens who cover hospitalization expenses, ambulance charges, and preexisting
diseases subject to terms of the policy.

» Cashless Hospitalization: It is an aspect of the medical insurance in which insured does
not have to pay anything to the hospitals (subject to plans in network hospitals) during
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term of treatment and it is done by third party on the behalf of insurer and insured.
Expenses paid in non-network hospitals are reimbursed by the insurer after submission
of sufficient documents.

» Employee Health Insurance
* Group health insurance companies typically covers medical benefits for insured (self),

spouse, children and dependent parents.

« Some health insurance providers cover preexisting illness.

» Employee health insurance can cover maternity cover as well.

* Group health insurance can cover ancillary charges such as ambulance costs t0o0.
» Some employee health insurance policies can provide reimbursements of fees of
Specialists and other medical practitioners for follow checkups.

The Current Health Insurance Scenario

India spends about 6.5 to 7% of GDP on Health care (official estimates around6%) out of
which 1.2% is in the Govt. sector (this accounts for 22% of overall spending) and 4.7% in private

sector (78% of overall spending)

0,

% Government or state-based systems

%+ Market-based systems (private and voluntary)

*

s+ Employer provided insurance schemes

0,

% Member organization (NGO or cooperative)-based systems

The 3 broad institutions under which the above-mentioned 4 health Insurances Schemes are

offered, are under-mentioned pictorially:-
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Government or State-Based Systems

Government or state-based systems include Central Government Health Scheme(CGHS)
and Employees State Insurance Scheme (ESIS). It is estimated that employer managed systems
cover about 20-30 million of population. The schemes run by member-based organizations cover
about 5 per cent of population in various ways. But there are some special insurance schemes
promoted by the Government, which provide medical benefits to specific sections of our society.
The under-mentioned initiatives & schemes are those which have been promoted by the
Government or with the help of the Government

CENTRAL GOVERNMENT HEALTH SCHEME (CGHS)
» started in 1954 with 16 allopathic dispensaries covering 2.3 lac beneficiaries
» Provides comprehensive medical care to central govt. employees
» Mutual advantage to both employee and employer
» Now 320 dispensaries/hospitals in various systems of medicines covering 42.76 lac
beneficiaries
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EMPLOYEE AND STATE INSURANCE SCHEME (ESIS)

The enactment of the Employees State Insurance Act in 1948 led to formulation of the
Employees State Insurance Scheme. This scheme provides protection to employees against loss
of wages due to inability to work due to sickness, maternity, disability and death due to
employment injury. It offers medical and cash benefits, preventive and promotive care and health
education. Medical careis also provided to employees and their family members without fee for
service. Originally, the ESIS scheme covered all power-using non-seasonal factories employing
10 or more people. Later, it was extended to cover employees working in all non-power using

factories with 20 or more persons.

Key features of the Employees' State Insurance Scheme (ESIS) and Central Government

Health Scheme (CGHS)
Indleators

Types of beneficiaries

Coverage
Types of benefits
Premiums (financing of scheme)

Providar paymaents

Administrative costs

Status of finances

Emplayees’ State Insurance Scheme (515

Mandatory social in

schomes

Factory sector employees (and dependants) with income
less than Rs 7500 per month

About 353 lakh beneficiaries in 1998

Medical and other health-related provided through
ESIS facllities and partnerships

4.75% of employees'wages by employers; 1.75% of
thelr wages by employees; 12.5% of the total expenses
by the State Governments

Malinly salaries for physiclans In dispensaries and referral
hospitals. Hospltals have global budget financed by
ESIC through State Governments.

About 21% of the revenue expenditure. For paying
wages for corporation employees, and administering
cash benefits, revenue recovery and Implementation
innewarea,

Contributions: more than 80% of the ESIS income
double the expenditure on benefits,

Market-based systems (private and voluntary)

In the Open Market based category, there are various Health Insurance plans being

offered by both Private & Public Insurance companies. A Broad outline of the health plans,

available is provided below:-

CGHS

Employees (and dependants) of Central Government-current

and retired, some autonomous and semi-government
organizations, Members of Parllament judges, freedom
fighters, jourmnalists

About lakh beneficiaries in 1996

Medical care through public facilities and restricted
private care

Varles from Rs 15 1o Rs 150 per month based on salaries
of the employeesMainly financed by the Central
Govemnment funds

Salarles for doctors, Treatment in private hospitals |s
relmbursed on case basls, subject to actual expenditure
and prescribed ceilings

Direct administrative costs including travel expenditure,
office expunses, RRT 5% of the total expenditure. Part of
salartes can also be charged to administrative costs,

Contributions about 15% of the CGHS income-half of the
salary expenditures.
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Individual health plan: These are the so-called ‘traditional’ health insurance covers,
commonly known as 'Mediclaim' policies. They mainly cover hospitalization expenses provided
it is for at least 24 hours. The expenses for hospital bed, nursing, surgeon's fees, consultant
doctor's fees, cost of blood, oxygen and operation theatre charges are the usual inclusions.

Member organization (NGO or cooperative)-based systems

- Community Health Insurance

Figure: Types of Gommunily Healkh Insurance schemes in India
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CHI is “any not-for-profit insurance scheme that is aimed primarily at the informal sector
and formed on the basis of a collective pooling of health risks, and in which the members
participate in its management. Often, the schemes are initiated by a hospital, and targeted at
residents of the surrounding area. As opposed to social health insurance, membership is almost
always voluntary rather than mandatory. In recent years, community health insurance (CHI) has

emerged as a possible means because of:

(1) Improving access to health care among the poor; and
(2) Protecting the poor from indebtedness and Impoverishment resulting from medical

expenditures
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Conclusion

Indian Health insurance or medical insurance sector has been growing, since the country's
economic reforms. The reason why mediclaim insurance, or the erstwhile mediclaim, has grown
is that it ensures good medical care from reliable health care institutions. However, this
competitive market means that you will need to compare policies to find the best health
insurance policies or the best medical insurance plans. Health insurance protects we and our
dependents against any financial constraints arising on account of a medical emergency. It
sometimes includes disability and long term medical needs. In Mediclaim, we pay a premium
and in return the insurer commits to pay a predetermined sum of money to meet the claims.
Health insurance is new in Indian context and is slowly catching up with the consumers.
Consumers understand the objective of health insurance and it’s offering to cover the ever rising
medical expenses. When we buy the best medical insurance policy, we are secure medically and
sound financially. Resultantly, we can face life's challenges with new energy and motivation.
The best medical insurance policy will give us confidence to know that when crisis strikes we

will not be at the mercy of chance and that we can take care of us and take care of our family.
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Economics of Health and Health Care Issues in India

V. Kaleeswari & Dr. T. Sridhar

Abstract

Health economics is devoted to the subject of how health care resources are
allocated. These resources are viewed as scarce and health economics is interested in how a
health care system can best function to get the most from these resources. Health is very
important for human life. Wealth without health is of no use in life, life is miserable and
painful for an individual with ill health. A sound mind is housed in a healthy body. Strong
body, physiological safety, living without any serious disease, personal hygiene, physical
condition of the body to function efficiently, happy and cheerful life are all present in
healthy human life. Though modern man could enjoy all sorts of materialistic comforts in
life, thanks to the advancement of science and technology yet he falls often sick due to
highly polluted environment in which he lives and works. The country still has enough
potential to be a super power in the world. However, a major road block in this regard is the
health issue in India. The general health standard of India is extremely bad. Health
economicsis a branch of economics concerned with issues related to efficiency,
effectiveness, value and behaviour in the production and consumption of health and health

care.

This paper analyses health economics, health issues and health education, human
resources made up of youths not only well educated and skilled but also well built and

robust in health.

Keywords: Health Economics - Malnutrition - Health Habits - Health Education

Introduction

Health economicsis a branch of economics concerned with issues related to

efficiency, effectiveness, value and behaviour in the production and consumption of health
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and health care. Health economics is devoted to the subject of how health care resources are
allocated. These resources are viewed as scarce and health economics is interested in how a
health care system can best function to get the most from these resources. Health economics
is not only the concern of economists but also those involved in hospital management or any
of the health care professionals. In fact the allocation of health care resources affects

everyone and so everyone has a motive for wanting to know more about it.

Health economics looks at things from a macro and micro level. This means that not
only is it interested in how a whole health care system functions but also in how things work
at the treatment level. What goes on in a small community health facility can be just as

interesting to the economist as how things function on a global level.

Health economics examines those things that affect our health that are not related to
the actual treatments. These other factors can in fact be just as influential in our ability to
escape sickness. Such things as the distance people live from a health care facility and how
they pay for treatment is just as important as treatment itself. If the nearest hospital is over a
hundred miles away or you can’t afford to pay for it then it does not really matter how good
the medical treatment is going to be. Deciding on how much should people pay and how the

health resources are spread within a society is what health economics is all about.

Importance of Health Economics

The central focus of economics is how society allocates limited resources to meet its
needs and wants. Consumers may have unlimited wants, but the resources with which to
meet those needs are not limitless. Most economists regard the free market as the best
mechanism for allocating resources efficiently to meet people's needs. In the area of health
care, people may want all the medical services they require, but means to pay for such

services are limited, as are the number of physicians and other medical providers.

Health economics examines issues of scarcity and resource allocation in the areas of
health care. This speciality has its roots in a 1963 article by economist Kenneth Arrow. It is
sometimes claimed that health is primarily a medical issue, free of economic considerations,

and thus beyond the scope of economics. However, such issues as universal health coverage
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and the rising costs of medical services are ideal for economic analysis. Health economics
seeks to identify problem areas in a health care system and propose solutions for pressing

issues by evaluating all possible causes and solutions.
Health Care Markets

The types of health markets that economists analyze include the market for health
care coverage and the market for physician and other medical services. Under the basic
model of a market system, health insurers compete for business by offering different types
of coverage at different prices. Companies and individual consumers can select the level of
coverage best suited to their employees or themselves, given their means to buy insurance.
The basic model of medical services works the same way, with patients choosing the
physician, clinic, or hospital they prefer from a range of options.

Economic models of competition assume that consumers act with full information
about the range of alternatives available and that this information helps drive their
purchasing decisions. Health care markets differ, however, in that consumers do not always
have adequate information about the type of insurance coverage or medical services they
need. This gives insurers and medical providers an advantage. In addition, patients with
insurance coverage are less concerned about the actual costs of services than they would be
if they had to pay for treatment themselves. The cost of health care services may even lead
some people-especially those without insurance coverage to forgo routine physicals and

other preventive services on the chance that they will not become seriously ill.

Health Care Supply

The supply of medical services is depend on appropriate incentives and motivations
for physicians and hospitals (and for drug research and production). Manpower planning
concerns include attracting enough doctors to rural areas. The National Health Policy was
endorsed by the Parliament of India in 1983. The Constitution charges every state with
“raising the level of nutrition and the standard of living of its people and the improvement

of public health as among its primary duties”.
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Health Care Demand

The demand for health care is a derived demand from the demand for health. Health
care is demanded as a means for consumers to achieve a larger stock of "health capital.” The
demand for health is unlike most other goods because individuals allocate resources in order
to both consume and produce health. The description gives three roles of persons in health
economics. The World Health Report states that people take four roles in the health care:

)} Contributors
i) Citizens (stewardship)
iii) Providers and

iv) Consumers

Michael Grossman's 1972 model of health production has been extremely influential
in this field of study and has several unique elements that make it notable. Grossman's
model views each individual as both a producer and a consumer of health. Health is treated
as a stock which degrades over time in the absence of "investments™ in health, so that health
is viewed as a sort of capital. The model acknowledges that health is both a consumption
good that yields direct satisfaction and utility, and an investment good, which vyields
satisfaction to consumers indirectly through increased productivity, fewer sick days, and
higher wages. Investment in health is costly as consumers must trade off time and resources
devoted to health, such as exercising at a local gym, against other goals. These factors are
used to determine the optimal level of health that an individual will demand. The model
makes predictions over the effects of changes in prices of health care and other goods,

labour market outcomes such as employment and wages, and technological changes.
Health Issues in India

India still has potential to be a super power in the world. However, a major road
block in this regard is the health issue in India. The general health standard of India is
extremely poor. It is a shame that, even in this modern world, there are kids who die out of
malnutrition. Several surveys have proved that the major section of the new born suffer

from malnutrition.
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Major section of the children does not get the required vaccinations done. A very big
percentage of the children die before crossing the age of five. This is a very shameful fact.
The Government of India has revived the health system in several ways. The Health for All
Program saw several free hospitals being setup. The international organizations like the
WHO and UNICEF have extended their hands to help India in this context. These
movements have helped the cause in some way. However there is still a lot of work to do in
this regard. The first thing that needs to be done is to make the common mass aware of
certain things. The country still witnesses shameful acts of killing the girl child. We Indians

should come forward to save the girl child.

The exact picture of the health condition of India is not a pretty one by any means.
The government would need to take the issue very seriously and must come with proper
plans to solve this problem. The health problems of India have affected India in other
sectors as well. Thus, it is extremely important for us to get rid of this problem. The
government had been trying, but it is tough to solve a problem of this magnitude in a
country like India, which has such a huge population pressure. India is the emerging leader
in medical advancements with many skilled health professionals. However the quality of
health care still remains a back. There are many issues in the health sector of India that need
a firm uplift and thorough review. With the increasing population and following western

culture, India is raising concerns over these issues.
Health Habits

Parents and teachers must emphasize personal hygiene and healthy habits among the
students. Of these, three are the most important ones — Cleanliness, Diet habits and Physical

exercises.

) Cleanliness

Students should be urged to keep their body, hair, eyes, ears, teeth, mouth,

limbs and nails clean and trim.
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i) Diet Habits

Students should be advised to follow proper food habits and hygienic
conditions like eating three times in a day at scheduled in a times, eat only, when one
feels hungry, avoiding the habit of eating at odd hours, keeping all the eatables and
foodstuffs well covered, drinking always protected water (preferably well boiled

water), washing hands every time before eating.

i) Physical Exercises

Students should be encouraged to do some simple exercises daily for half an
hour in the morning and evening, they should also be advised to develop the habit of

availing proper rest and sleep.

Nutrition and Health

Food substances which offer us high calories of energy and stimulate the body

growth are called ‘nutrition’. It is categorized into five essential types,

)} Carbohydrates
i) Protein

iii)  Fat

iv) Minerals and

V) Vitamins

The deficiency of any one causes malnutrition which ultimately affects our health.
Nutrition is a vital aspect of health that regulates the well-being of the individual. It is
important for the maintenance of health and efficiency of the individual. Nutrition and
balanced diet form the basis of health. Nutritious food supports good health and high spirits
and provides the requisite energy to carry out the activities of daily life as well as
constructive developmental work. Healthy people can work for longer duration and
contribute to the generation of increased output which in turn results in the prosperity of the

nation.
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Health Education

World Health Organization (W.H.O 1974) had pointed out three important
objectives for providing health education. They are
1) To make an individual learn the habits and practices which promote health
and follow them throughout his life faithfully.
i) To enable everyone to make use of all available community facilities and
resources to preserve and improve health.
i) An individual /community refrain from doing anything that may be injurious

to the health of any other individual or community.

The ultimate goal of health education is the ‘adoption of healthy life — style’ by
every individual. Education is needed to replace ignorance by knowledge, remove
prejudices and bring about changes in beliefs and attitudes. Immunization protects children
from infection. It is the responsibility of parents and teachers to protect the child from

infection and communicable disease.

Conclusion
“When wealth is lost, nothing is lost
When health is lost, something is lost”

What we need today for the progress of our country is enriched human resources
made up of youths not only well educated and skilled but also well built and robust in
health. The health of a family, community or a nation is ultimately determined by the health
of individual members. That is why, health and hygiene of every individual citizen is
emphasized and is given due consideration. A prosperous country can arrange for better
medical facilities for its citizens which enhance the health of people. Therefore providing
health education in schools and colleges could be considered in a way as an investment for

the economic development and progress of the country.
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Poverty and Malnutrition

M. Kaliamoorthi

Abstract

The problem of poverty is considered as the biggest challenge to development planning in India.
High poverty is synonymous with poor quality of life, malnutrition, under-nutrition, nutrition
insecurity, food insecurity and low human resource development. Due to chronic poverty even
after 65 years of independence, India is still a country in developmental transition and continues

to battle with conditions related to malnutrition and under nutrition.

Approximately 50% of pre-school children and 30% of adults are under-nourished and over 70%
of women and children suffer from anemia as judged by anthropometric indices. Every third
child is born with low birth weight and may have impaired mental and physical development and
immunity. Apart from human suffering caused due to morbidity and mortality, malnutrition is

severely denting India's productivity and development and adding to health expenditure.

The economic cost of hunger and malnutrition as reflected in lost productivity, illness and death,
is extremely high. Undernourishment significantly lowers physical ability, cognitive

development and learning achievement, resulting in lower productivity.

Malnutrition is often considered as both an outcome and manifestation of chronic poverty.

“Being poor almost always means being deprived of full nutritional capabilities" (Osmani 1992).

The term malnutrition includes both under-nutrition in terms of proteins, calories, fats, vitamins

and minerals and over-nutrition leading to obesity. If we apply the concept of Cause and Effect
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analysis to the problem under study, chronic poverty and income inequality form the basis for

malnutrition-under-nutrition and over- nutrition.

Objectives of the Study

1. To ascertain the causes and consequences of malnutrition in India.

2. To appraise the efficacy of various schemes and programmes of direct nutrition interventions
aimed at ensuring nutrition security.

3. To analyze the performance of Government of Tamilnadu in ensuring nutrition security among
children

4. To suggest meaningful measures to further improve the Mid-Day Meals scheme of
Government of Tamil Nadu and make it as a trend setter in the international arena.

Methodology

The study was based on a review of already existing material on poverty and malnutrition. In
order to make a fair assessment of the policies and programmes aimed at ensuring nutrition
security, a desk review of the relative policy documents reflecting National policies on nutrition
and various progressive policies and programmes of Government of Tamilnadu was carried out.
Research methods required at this stage included review of relevant literature on nutrition and
reliable primary as well as secondary data analysis published by authentic sources. The present
study is based on descriptive method of research, by way of investigating all the proven facts

with meaningful interpretation to arrive acceptable solutions.

Malnutrition Due to Low Intake of Income-Elastic Foods

Malnutrition has a complex etiology and its prevention requires Awareness, and Access to nutritious
balanced diet at Affordable cost.
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Nationwide diet surveys show that Indian diets are qualitatively more deficient in vitamins and
minerals(hidden hunger)than proteins due to low intake of income-elastic foods like vegetables, fruits,

pulses and foods of animal origin.

Under-nutrition

Over the past decade, there has been a decrease in stunting among children in rural India, but inadequate
calorie intake and chronic energy deficiency levels remain steady. Today, child malnutrition is prevalent
in 7 percent of children under the age of 5 in China and 28 percent in sub-Saharan African countries
compared to a prevalence of 43 percent in India. Under-nutrition includes both protein-energy
malnutrition and micronutrient deficiencies. Undernourishment not only affects physical appearance and
energy levels, but also directly affects many aspects of the children’s mental functions, growth and
development which have adverse effects on children’s ability to learn and process information and grow
into adults that are able to be productive and contributing members of society. Undernourishment also
impairs immune function leaving them more susceptible to infection. Child malnutrition is responsible for

22 percent of India’s burden of disease.

Prevalence of undernutrition in preschool
children in relations to birth weight (NFHS3)

Percent
W Lessthan2.5kg m 2.5 kg or more

Stunted Wasted Underweight

Over-nutrition
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A large number of population suffers from malnutrition, while more than 100 million people (11% of
India population) in India are over — nourished. Over nutrition can be defined as consuming either too
much calories or the wrong types of calories such as saturated fat, transfat or highly refined sugar which
leads to obesity and many other chronic diseases. For example, there were over 30 million people with
diabetic in 1985 and by the end of the year 2012., India is projected to have 50.8 million diabetics. India
is hence considered as the country with the largest population of diabetics. This diabetes (diabetes
mellitus) is one of the diseases closely associated with overweight. The direct cause of overweight in
India includes lack of physical activity due to sedentary life-style, loss of traditional diet, faulty diet, high

stress etc., Over-nutrition is most prevalent in the cities among affluences.

Computed energy requirements for current average weight in moderately active individuals

Table: computed energy requirements for actual
current weight in different groups
Group Mean wt. Req. for Actual Gap
NNMB mean Wt. intake
Adult man 51 2346 2000 -346
Adult woman 46 1886 1738 -148
Pregnant 2236 1726 -510
Lactating 2386 1878 -518
Children
1-3 years 10.5 840 714 -126
4-6 years 14.6 1095 978 -117
7-9 years 19.7 1379 1230 -149
Boys
10-12 years 26.6 1729 1473 -256
13-15 years 36.8 2208 1645 -563
16-17 years 45.7 2514 1913 -601
Girls
10-12 years 26.7 1469 1384 -85
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13-15 years 36.9 2030 1566 -464
16-17 years 42.6 2130 1630 -500

of varying age, their actual food intake as reported by National Nutrition Monitoring Bureau and the
average gap between intake and expenditure is given in Table 1. The gap between the requirements and
the intake is highest in the adolescent girls and boys. Viewed in this context the initiation of the MDM
for the upper primary school children is an appropriate step to bridge the gap in adolescent girls.

Adult Malnutrition

Adult malnutrition can be measured by Body Mass Index(BMI) and a BMI below 18.5 indicates chronic
malnutrition. Approximately 37% of adult Indians,50% of adults belonging to scheduled tribes and 60%
of adult Indians belonging to scheduled castes have a BMI below 18.5,which makes them chronically
undernourished.

Malnutrition among Elderly
Protein energy malnutrition (PEM) is a common, potentially serious, and often under-diagnosed condition
among elderly individuals. Poverty is the predominant social cause for protein energy malnutrition and

weight loss among elderly individuals. When physicians prescribe expensive medications, elderly

individuals with limited income and resources often reduce food budget to afford their medications.

Steps Taken in India to Address Child Malnutrition

The Government of India has launched several programs to converge the growing rate of undernourished
children. They include ICDS, NCF and National Rural Health Mission.

Existing Government Interventions (Listed By Life Cycle Focus Area)

BENEFICIARIES SCHEMES

Pregnant and Lactating

mothers

ICDs, RCH-II, NRHM, JSY, Indira Gandhi Matriva Sahyog Yojamana (IGMSY) —
The CMB Scheme

Children 0-3 years

ICDS, RCH-II, NRHM, Rajiv Gandhi National creche scheme
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Children 3-6 years

ICDs, RCH-II, NRHM, Rajiv Gandhi Nationalk Creche Scheme, Total Sanitation
Campaign (TCSC) National Rural Drinking Water Programme (NRDWP)

School going children 6-14
years

Mid Day Meals, Sarva Shiksha Abhiyan

Adolescent Girls 11-18
years

Rajiv Gandhi Scheme for the Empowerment of Adolescent Girls (RGSEAG),
Kiswhori Shakti Yojana, Total Sanitation Campaign (TSC), National Rural Drinking
Water Programme (NRDWP)

Adults

MGNREGS, Skill Development Mission, Women Welfare and Support, programme,
Adult Literacy Programme, TPDS, AAY, Old and Infirm persons Annapurna,
Rashtriya Krishi Vikas Yojana, Food Security Mission, Safe Drinking Water and
Sanitation Programmes, National Horticulture Mission, National lodine Deficiency
Disorders Control Programme (NIDDCP), Nutrition Education and Extension, Bharat

Nirman, Rashtriya Swasthya Bima Yojana

Adapted from overcoming the Curse of Malnutrition in India: A Leadership Agenda for Action, First

Edition: First Edition: September 2008, The Coalition for Sustainable Nutrition Security in India

Nutrition Security in Tamilnadu — Model of Excellence

Tamil Nadu is the pioneer state in implementing the massive programme of providing Nutritious
Mid-Day Meal to several lakhs of school children. The Mid Day Meal Programme was
introduced in 1925 for the disadvantaged children in Madras Municipal Corporation and in the
year 1956, the programme was introduced in schools. On 1% July 1982, the ‘Puratchi Thalaivar
MGR Nutritious Meal Programme’ was introduced and initially implemented in Child Welfare
Centres for pre-school children in the age group of 2 to 5 years and to the primary school
children in the age group of 5 to 9 years in rural areas. The programme was subsequently
extended to Nutritious Meal Centres in urban areas from 15" September 1982 and later extended
to school students of age group of 10 to 15 years from September 1984. The children in the age
group of 2 to 5 years and the students in 1% to 5" standard receive nutritious meal throughout the
year (365 days) and those in standard 6™ to 10" receive the meal on all school working days (220

days approximately).  The Nutritious Mid Day Meal is freshly cooked and served hot to all
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willing children in the school premises itself, where they are studying. The scheme is
successfully implemented throughout Tamil Nadu, to improve the nutrition status among school

children.

The foremost objectives of the scheme are:

e Eradicating extensive poverty and hunger among children particularly economically
disadvantaged so as to improve their nutritional and health status.

e Reducing the child mortality, morbidity and mal-nutrition.

e Combating all diseases including those resulting due to deficiencies.

e By providing Mid Day Meals to the children especially in rural areas, in order to
motivate them to attend the School regularly, and it will also reduced the “Child

Labour” in Tamil Nadu.

Hot cooked, wholesome food is being served weekdays as per details given below:

Day Menu

Monday White Rice, Vegetable Sambar with one boiled egg (one banana
for those who do not eat egg)

Tuesday White Rice, Vegetable Sambar with one boiled egg (one banana
for those who do not eat egg) and 20 gms of boiled green gram or

Bengal gram alternatively

Wednesday White Rice, Vegetable Sambar with one boiled egg (one banana

for those who do not eat egQ)

Thursday White Rice, Vegetable Sambar with one boiled egg (one banana
for those who do not eat egQ)

Friday White Rice, Vegetable Sambar with one boiled egg (one banana

for those who do not eat egg) and 20 gms of boiled potato.

Amma Recipe to Ensure Nutrition
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According to the details of mid-day meals to be served in State run schools announced by Chief
Minister of Tamil Nadu, students would get 13 varieties of rice and four different types of egg
masalas. The menu was decided by the Chief Minister herself based on recommendations and
suggestions made by a team of nutrition experts and eminent chefs. Vegetable biryani, channa
pulav, tomato rice, curry leaf rice, sambar rice, mixed vegetable rice, tamarind rice and lemon
rice are some the items to be served on alternate days. The Chief Minister has directed to serve
four types of exotic egg masalas with rice varieties in the nutrition’s meal programme. In order
to increase enrolments in schools, whittle down the drop-out rate and improve nutrition status

physical and mental health of student’s delicious menu was included in the NMP.

Strategic Choices and Suggestions to Uphold Nutrition Security

In order to uphold nutrition security at National level and further improve the commendable
performance of Government of Tamil Nadu in the area of Nutrition security, the under noted
strategies and suggestions may be considered by the policy makers and planners for meaningful

analysis and meticulous compliance.

1. Distribution of salt fortified with adequate iron and iodine through Anganwadi centres
and Nutrtious Meal Centres.

2. Effective distribution of iron folic acid tablets and de-worming medicines to all children,
adolescent girls and lactating mothers.

3. Half yearly distribution of massive dose of vitamin a in areas,where vitamin A deficiency
is a public health problem.

4. Increasing food production/nutrition oriented crops using proven new technologies.

5. Creating Nutrition awareness by way of popularising the dietary guidelines through
electronic media and educational channels.

6. Strengthening the Public Distribution System and broadening the basket with nutritious
millets, pulses and oils.
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7. Establishing kitchen gardens at all Anganwadi centres and Nutritious Meal Centres to get
fresh vegetables and green leafy vegetables for Mid Day Meals scheme and reduce the
cost to exchequer.

8. Already banana is being offered to children who do not eat eggs by Government of Tamil
Nadu. In addition to bananas, cost conscious seasonal fruits may be added to further
improve the nutrition and micronutrients.

9. Nutrtion education should form a vital component in the school syllabus to create
awareness among children.

10. Export of soya bean products should be stopped till our country achieve a considerable
increase in the production of nutritious pulses.

11. Soya bean can be used to fortify wheat flour to improve the nutrition content.

12. Government of India should adopt a fair and transparent policy to allot foodgrains to all
the States purely based on need and the number of BPL families to ensure fair play.

13. Government of India should extend need based financial assistance to all the State
governments to modernise the kitchens with gas connections at all Anganwadi centres
and Nutritious Meal Centres.

14. Introducing innovative Nutrition Supplementation schemes to schools and Nutritious
meal centres located at Primitive Tribal Group(PTG) Settlements.

15. Establishing ICDS centres as a priority in all Primitive Tribal Group (PTG) settlements
and the most marginalised Scheduled Castes (SC) settlements without any ceiling on
number of minimum children.

16. Improving people's purchasing power through appropriate programmes including 'Food
for Work' programme.

17. Increasing production of coarse grains to meet the energy requirements of the BPL
families at a lower cost.

18. Ensuring paradigm shift from food security to nutrition security.

19. Improving the availability of vegetables and fruits at an affordable cost throughout the

year in urban and rural areas.
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20. Increasing the per capita availability of food grains to eradicate hunger and reduce the
level of malnutrition and under-nutrition among vulnerable groups

21. Introducing green leafy vegetables to all the children under Nutritious Meals Scheme
thrice a week.

22. Providing Take- Home nutritious food supplements to children belonging to BPL
families in the age group of 6 to 36 months.

23. As a natural product, spirulina, provides a comprehensive solution to malnutrition and
under-nutrtion. Providing one gram of spirulina per day to a child for a few weeks is a
sustainable solution to combat the problem of malnutrition.

24. In order to eradicate twin problems of malnutrition and hunger, Government of India
should devise plans to expand cultivation of maize throughout the country.

25. Government of India should devise a scheme to plant fruit trees on degraded forests and
homestead lands that belong to or have been allotted to the poor. By way of
implementing this meaningful scheme, Government can enrich poor people diet with
adequate nutrition.

26. Restructuring | C D S is the need of the hour. The focus of I C D S should be health and
nutrition education, encouraging women to breastfeed exclusively for first six months and
after that to add semi-solid food, four to six times a day in appropriate quantities.

27. In the state of Jharkhand, for a paltry sum of Rs 5,nutritious hot cooked full mid-day
meals is being served to destitute individuals, deserving elderly and urban homeless poor
under,"Mukhyamantri Dal-Bhatt Yojana" scheme. Government of Tamil Nadu should
examine the feasibility of extending a similar improved scheme for the benefit of
deserving poor.

28. Malnutrition Treatment Centres (MTC) have been established in the state of Jharkhand to
ensure nutrition security. Government of Tamil Nadu
should formulate a better scheme in this regard to make the position of the state ever high
as never before in terms of nutrition security.

29. Ensuring that economic growth and poverty reduction policies reach the poor
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30. An evidence-based, research-intensive approach which has shown Proven success in
developed countries should be actively considered for meticulous compliance to uphold

nutrition security.

Concluding Comments

India will have to define the “Indian way” to nutrition improvement, which may involve
different approaches in different regions and states. It is a great challenge to properly target poor
and vulnerable groups in order to improve their nutrition status. Solutions can only become
effective if the underlying causes of malnutrition — such as poverty, lack of income, economic
and social vulnerability, marginalization — can be tackled as well. In the Indian context the
problem of malnutrition and under-nutrition can be viewed as an opportunity to demonstrate how

the country can cope with major challenges in nutrition and health sectors effectively.
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Awareness Level of Health Habits among Working Women in
Thanjavur District, Tamilnadu
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Abstract

An apple a day keeps the doctor away. Prevention is better than cure. These quotes
suggest that, a healthy diet and good habits keeps many diseases away from our day to day
life. If a male is unhealthy, his family may be affected financially slightly. But, if a woman
in a family gets ill, her whole family routine work as well as happiness of the family would
be collapsed. In this era, woman is expected to play several roles in her home as well as in the
organisation. So she should be hale and healthy. Her mind and body well being is important
for both the home as well as nation. But, many of our women do not pay much attention to
their health due to several factors. They prefer to sacrifice many good things for their family.
They do not find and allot time for themselves which ultimately affects the health and wealth
of their family. This paper tries to understand the present day working women changing
attitudes towards the awareness level of their health and their habits to maintain health in
Thanjavur district, Tamilnadu. It covers the habits of the women who occupy various

positions in different fields.

Key Words: Women Attitudes, Food, Exercise, Life Style

Introduction

In this modern era, life is busy and complicated. In olden days people led a simple life. Due
to technological and civilization development, people’s responsibilities and their needs are
multiplied. They go after money, name, fame, etc., in a family. Women are also expected to
shoulder the responsibilities of their spouses. They are educated, and they work and earn
money for the sake of their family. They are very busy and tense. They may not find time to
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take care of their health which is very precious both for the women as well as for their family.
They have a lot of stress, both physical and mental in work place, which may affect the
soundness of their health. If a woman is ill, it will affect her family, in many ways. So it is a

must for the women to maintain their health.

Generally speaking, there is a wrong concept prevailing among women. That is, after
marriage they should never care about themselves and their health. They should sacrifice
many things for the sake of their family. They are taught like that and they are expected in
that way only. But that is meaningless. In cities like Chennai that trend is changing. Women
are now regular visitors of gym and they care about their health. But, in Thanjavur, situation
seems to be different. This paper tries to find out what is the position and perception of
women and how do they maintain health and how many of them exercise and how many of

them practice yoga. This paper reveals answers for the above questions.
The objectives of this paper is to

1. To find out the regular and occasional exercise doers and how many working women
do not exercise on the basis of marital status, income, educational qualification.

To understand the types of exercises and the reasons behind the habit of exercise.

To list out the factors that prevent working women to do exercise.

To understand the awareness level of working women towards oily and junk food.

To know the habit of taking old food is still prevailing among working women.

To find out how many practices yoga.

To understand their consumption style of sugar and salt.

To know the awareness level towards medical insurance.

© o N o g bk~ w DN

To measure the personal medical expenditure per month for working women.
Methodology

Both primary and secondary data are used. Primary data is collected with the help of well

designed questionnaire and secondary data collected from the Internet, books, etc.
Sampling

Convenience sampling is used.
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Area of the Study

Orathnadu, Thiruvaiyaru, Thanjavur, Kumbakonam, Poothalur were selected for the purpose

of this study.
Tables
MARITAL STATUS VS EXERCISE HABITS

Marital Exercise doers Total % Non- % Total
status Regular Occasional doers
Married 6 10 16 47.05 | 18 52.94 34
Unmarried 3 6 9 56.25 |7 43.75 16
Total 9 16 25 50 25 50 50

Source: Primary data

TYPES OF EXERCISE

Types of exercise No. of respondents %
Walking 16 64
Jagging 1 4
Cycle 3 12
Simple floor exercise 3 12
Jim 2 8
Others - -

Source: primary data

REASONS FOR EXERCISE

Reasons for exercise No. of respondents %
To reduce obesity 9 36
Diabetics 2 8
Habitual - -
Doctor’s Advice 1 4
My passion 4 16
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To maintain health 9 36

Others -- -

Total 25 100

Source: primary data

REASONS FOR NOT TO EXERCISE

Reasons for not to exercise | No. of respondents %
Lack of time 9 36
Not interested 9 36
No need 1 4
Fear (chain snatching) 2 8
Not used to it 4 16
Others -- -
Total 25 100

Source: primary data

AWARENESS LEVEL ABOUT THE BENEFITS OF EXERCISE

Educational Fully % Partly aware | % Fully % | Total
status aware unaware

Illiterate 1 714 |6 4286 |7 50 |14
School 3 3333 |6 66.67 | - - 09
College 9 75 3 25 - - 12
Professional 9 75 2 16.67 |1 8.33 | 12
course

Diploma 3 100 | - - - - 3
Others - - -- - - - --
Total 25 50 17 34 08 16 |50

Source: primary data

YOGA PRACTICE
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Mode of yoga practice No. of respondents %
Regular 06 12
Occasional 10 20
Never 34 68
Total 50 100

Source: primary data

STYLE OF CONSUMPTION OF BREAKFAST

Consumption style | No. of respondents %
Regular 32 64
Sometimes 15 30
Never 03 06

Total 50 100

Source: primary data

HOTEL FOOD CONSUMPTION

Particulars No. of respondents %
Never 16 32
Some times 30 60
Always 04 08
Total 50 100

Source: primary data

ACTION OF THE RESPONDENTS WHEN THEY ARE ILL

Action of the respondents No. of respondents %

Consult a doctor 28 56

Using old prescription - -

Self medication 17 34

Local medicine 04 08
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Others 01 02

Total 50 100

Source: primary data

REASONS FOR THE PREFERENCE OF SELF-MEDICATION

Reasons for self-medication No. Of respondents | %
Lack of time 04 18.18
Save money 10 45.45
Doctors heavy medicine and bill 06 27.27
Others 02 9.10
Total 22 100

Source: primary data

HABIT OF CONSUMING EXCESS OLD FOOD

Particulars No. of respondents %
Consumption 20 40
No consumption 30 60
Total 50 100

Source: Primary data

CONSUMPTION OF OILY AND CHANK FOOD

Particulars No. of respondents %
Never 10 20
Some times 35 70
Always 05 10
Total 50 100

Source: primary data

FOLLOWERS OF DIET CHART

Particulars No. of respondents %

Followers 20 40
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Not-followers

30

60

Total

50

100

Source: primary data

CONSUMPTION OF SUGAR AND SALT

Particulars No. Of respondents %
Consume in a low level 25 50
Consume without any restriction 25 50
Total 50 100

Source: primary data

TIME ALLOCATION EXCLUSIVELY FOR HEALTH

Particulars No. of respondents %
Time allotted 15 30
Time not allotted 35 70
Total 50 100

Source: Primary data

REASONS FOR NOT ALLOCATED TIME FOR HEALTH

Reasons No. of respondents %
Lack of time 21 60
Not necessary 14 40
Others -- --
Total 35 100
FINDINGS

1. In Thanjavur, 50% of the working ladies are doing exercise and another 50% are not

doing exercise.

2. Almost in all the age group, non doers of exercise is more in numbers.
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3. 56.25% of unmarried working ladies do exercise and majority of the Married women
do not prefer exercise.

4. Majority of Both the illiterates and the professional people do not exercise. School
and college educated women do exercise.

5. Teachers, Lecturers, Clerk, Manager category working ladies do exercise. But ladies
belong to Agriculture, Construction and Servant Maid category do not exercise.

6. Exercise doers are more in number in the income level of 10000-200000. It is less in
the income group of 1000-5000 groups.

7. out of 25, 16 (i.e.) 64% prefer walking, and 12% prefer cycle and simple floor
exercise each and 8% prefer gym and only 4%prefer jagging. In Thanjavur, among
the working women, jagging is not popular.

8. 36% of working women do exercise in order to reduce obesity and to maintain health
and 16% prefer it due to their passion towards exercise and 8% do exercise due to
diabetics.

9. Majority of the working women in Thanjavur, (i.e.) 36% do not prefer exercise since
they do not find time and another 36% are not interest to do exercise. Only 1
respondent out of 25 fell that it is not necessary for her.

10. House hold work burden is the main reason for the working women to not to do
exercise. Nearly 78% do not exercise due to this reason.

11. In Thanjavur, among the working women illiterates lack of awareness about the
benefit of exercise is found. Majority of the illiterates (i.e.) 50% do not aware of it.

12. Yoga practice is not popular among working women .Only 12% practice Yoga and
68% never practice yoga.

13. Majority of the working ladies (i.e.) 64% do not skip breakfast. And only 6% skip
breakfast.

14. In Thanjavur, among working women, hotel food is not very popular. Only 4 out of
50 prefer hotel regularly and 30 out of 50 prefer it occasionally and 16 never prefer
hotel.

15. Nearly 67% of working women in Thanjavur, aware of the quality of hotel food and
they feel that it is harmful to their health in the long run and no one in Thanjavur are

unaware of the quality of hotel food.
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16. .Majority of the working women in Thanjavur consult a doctor when they are ill, and
34% prefer self medication and 8% prefer local medicine

17. Majority of the respondents in Thanjavur prefer self-medication in order to save
money and the second reason is they feel doctors charge heavy fees and dosages also
are heavy and 19% do not find time to consult a doctor.

18. In Thanjavur, majority working women (i.e.) 60% of their personal medical expenses
falls between 100 and 500 and 26% spent between 500-1000 and only 2% spent above
1500.

19. Awareness level about the medical insurance is high in Thanjavur, 56% fully aware
and 8% partly aware and 36% unaware of the medical insurance.

20. Though 32 respondents out of 50 aware medical insurance, only 22% are the holders
of it and 78% do not take any medical insurance policy

21. Majority working women in Thanjavur do not take excess old food and only 40% take
it.

22. The awareness level of the quality of old food is high (i.e) around 62% are fully
aware and 24% partly aware and only 14% are unaware of old food features.

23. Consumption of oily food is not very popular among working women in Thanjavur.
Majority of them take it occasionally and only 10% take it regularly.

24. Awareness level about the oily food is high, 50% are fully aware 40% are partly
aware and only 10% are unaware of the harmful effect of oily food.

25. Majority of the working women in Thanjavur do not follow any diet chart. Only 40%
follow diet chart

26. 50% of respondents take sugar and salt without any restriction and another 50%
consume it in a low quantity.

27. Majority of the respondents take low sugar and salt due to their awareness of the ill-
effects of salt and sugar, and 20% of the respondents take it due to doctor’s advice
and 16% take low sugar and salt due to elders’ and friends’ advice.

28. : majority of the respondents take low sugar and salt due to their awareness of the ill-
effects of salt and sugar, and 20% of the respondents take it due to doctor’s advice

and 16% take low sugar and salt due to elders and friends advice.
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29. More than 50% of the respondents feel that it is not necessary to take salt and sugar in
a low quantity and 28% do not have awareness and 12% cannot take food without
these two.

30. Exactly 70% of the respondents do not take pills for obesity and only 30% take pills

for obesity.

31.: Exactly 60% of the respondents do not find time to allocate time exclusively for
their health, and 40% feel that it is not necessary.

32. Majority of the respondents (i.e.) 60% spend 100 to 500 Rs. per month and 26%
spend 500-1000 Rs. and no respondents spend more than 2000 Rs. per month.

Suggestions

1. Women who have crossed the age of 40 should be very careful about their health.
They face many physical problems which lead to psychological problems to them. So
the family members (husband, son and daughter may educate them to do exercise.

2. Married women do not exercise properly may be due to their attitude or their
household work burden. The burden of household work should be shouldered by their
family members. Women organisation may take steps to educate them about the
benefit of exercise and they try to change the well frog attitude of the women. Though
they are educated and employed their attitude is not changed. That is the position
which is prevailing in Thanjavur. After marriage they do not care about their health
and individuality. It has to be changed.

3. Women who have crossed the age of 40 should be very careful about their health.
They face many physical problems which lead to psychological problems to them. So
the family members (husband, son and daughter may educate them to do exercise.

4. Married women do not exercise properly may be due to their attitude or their
household work burden. The burden of household work should be shouldered by their
family members. Women organisation may take steps to educate them about the
benefit of exercise and they try to change the well frog attitude of the women. Though

they are educated and employed their attitude is not changed. That is the position
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which is prevailing in Thanjavur. After marriage they do not care about their health
and individuality. It has to be changed.

5. Lack of time is the major reason for the working women to not to exercise. Family
members only should solve this problem by way of sharing the household work. In
Sundays also she is very busy with special meal preparation for her family. So, the
major reason which prevents them to do exercise is insufficient time and the second
reason is lack of interest. This can be changed only if their attitude is changed.

6. Government and NGO and women liberalisation movement may take steps by way of
organising camp to create awareness about the benefit of yoga in Sundays. Since,
50% of population is women and if their health is a serious problem.

7. Self-medication is a dangerous one. But, in Thanjavur among the working women, in
order to save money they are doing this wrong practice. Doctors may consider this
point and they may charge reasonable fees and try to avoid unnecessary test and
heavy dosages of medicine, or they try to convince them the dosages and tests are
necessary and must.

8. Medical insurance awareness programmes should be  taken by the respective
company for the benefit of both.

9. Consumption of old and excess food invites many health problems. Due to practice
and economy women may do this. During popular serials intervals ill effects of old
food may be educated in local channel.

10. Only 40% of the working women follow diet chart. Like beauty tips programme
Health programme also telecasted to create awareness among the working women.

11. The significance of Sugar and salt minimum consumption to be imparted among
working women.

12. Time management should be taught to the working women. Then only they may find

time to take care about their health.
Conclusion

“A woman is the full circle. Within her is the power to create, nurture and transform.” ~Diane
Mariechild. “Prevention is better than cure” a popular saying. Diseases kill not only the

health but also the happiness of that particular person as well as family. So, health should be
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considered precious. Particularly woman should take care about herself in order to run the
family in an efficient way. The whole family depends on her. Though she is working, she
cannot forgo the family responsibilities. If her physical health is affected her mental health
will also be affected.

Like ancient days she is not leading a simple life. She has to support financially her family
just as her husband does due to heavy and rising cost of living. So, practising yoga, exercise,
low sugar and salt consumption, following diet chart, avoidance of oily food and old food,
self-medication, frequent consumption of hotel food, awareness of medical insurance,
allotting time exclusively for her health are very very important. But, in Thanjavur , working
women do not take care much care about their health it seems. Many of them feel that the
above practices are not necessary and it has to be followed only when they are ill. Their
perception is wrong. They have to be educated a lot. They are ignorant about the area of
exercise and yoga. But, they do not consume much oily food, old food, hotel food etc. This
shows that they are slowly coming out of their well. If they are given motivation and friendly

suggestions they would improve themselves and they will be very healthy in future.
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Health Insurance... Do You have a Choice?

Dr. K. B. Laliytha, B.D.S.

Abstract

Health insurance is a contract between the Insurer and the Insured wherein the former
agrees to pay to the latter hospitalization expenses to the extent of an agreed sum assured in the
event of any medical treatment out of an illness or an injury. With increasing medical problems
and the treatment cost being even more, it has become essential for each and every one of us to
possess a health insurance. This paper deals with the various types of health insurance and also

the method of selecting a scheme which will be appropriate for every individual.

Keywords: Health insurance, Insured, Insurer, Premium

Introduction
Health Insurance is a contract between the Insurer & the Insured wherein the former
agrees to pay to the latter hospitalization expenses to the extent of an agreed sum assured in the

event of any medical treatment out of an illness or an injury.

What is Health Insurance?
Health Insurance is a policy which covers you & your family against medical expenses due
to sickness, accident, etc.

The Insured in return has to pay a regular premium to the insurer.

Why You Need Health Insurance?
It is indisputable that Health Insurance has become an important element in one’s life

owing to increasing medical costs these days & uncertain environment; it comes to your rescue
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acting as precautionary measure in today’s tough time while acting as a life saver boat in case of
any medical contingency. If you don’t have Health Insurance, you end up paying hefty medical
bills in the event of hospitalization out of illness or injury, therefore insuring your family against
Health Insurance is a must thing & should surely be a part of your regular financial planning.
All we have is our health which needs to be protected & taken care of by acquiring the best

health insurance policy suited for us.

Types of Health Insurance Plans

Health Insurance Plans are segregated into three categories, firstly the Mediclaim Plans
by Non-Life or General Insurance Companies, secondly the Hospitalization Cash Policy by both
Life & Non-Life Insurers and thirdly the Critical Care Plans offered by both Life & Non-Life

Insurers.

Mediclaim Policy is basically a reimbursement plan offered by General Insurers wherein
the insured gets reimbursed of the total bill amount of the medical expenses to the extent of an
agreed sum assured. It includes the room charges, ICU charges, surgery & doctor charges etc.

It includes a lot of exclusions which the policy holder must read before buying the Mediclaim.

The Mediclaim includes the following two further categories:

1) Family Floater Plan

It is a very common plan these days which covers your entire family under one
premium payment giving coverage to the family members together. This plan is being offered by
almost all the General Insurance Companies with a specific criterion of covering individuals in

the age group between 90days and 55years.

2) Group Mediclaim Insurance:
It is the second variant of Mediclaim which covers a group of individuals simultaneously.
This form of insurance includes the category of Employer’s Health Insurance Cover wherein the

sum assured normally varies between Rs. 15,000 and Rs.5, 00,000.
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Hospitalization Cash Policy is a plan offered by both Life & Non-Life Insurers wherein
the Insured gets pre-determined cash benefit on a daily basis irrespective of the hospitalization
expenses being incurred. It is not a fully comprehensive health insurance plan because it doesn’t
cover the cost of medical treatment but pays lump sum amount to the policy holder on per day

basis during the treatment/hospitalization.

It acts a complimentary plan to the Mediclaim plans. TATA-AIG General Insurance &

Royal Sundaram offer Hospital cash benefit plan among Non-Life Insurers.

Critical-Care Plan

It is offered by both Life & General Insurers covering an individual for certain specified
critical illnesses like cancer, stroke etc. This is also offered as a rider by Life Insurance
companies for quite some time now attached to their Life Insurance Plans.

You must take a cover either as a rider or as a standalone plan in your portfolio.

Health Insurance Tax Benefits
Health Insurance products are eligible for tax benefits under section 80D of the Income
Tax Act, 1961. Premium paid under health insurance holds a tax deduction upto Rs 15,000 for

you, your spouse and dependent children.

Furthermore, you can also claim another Rs. 15, 000 for tax deduction for your parents,

in case of senior citizens (65 years or more) the above deductions are increased to Rs. 20,000

Family Floater Plan- in Detail

For instance a person wants a health insurance for himself, his spouse & their children,
the Family Floater plan offers insurance coverage to the entire family under one premium
payment. Let’s take an example wherein the person insures himself, his spouse & the dependent
children with the individual insurance plans with a sum assured of Rs. 1 lakh each, he ends up
paying premium ranging between Rs. 1000 - Rs. 2000 for each family member. On the other

hand if the person would have opted for the family floater plan with the sum assured of Rs. 3
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lakhs, the total premium would surely be less than the separate premium payments in individual
health insurance plans. Moreover the separate health plan holds the cover of only Rs. 1 lakh as
against Rs. 3 lakh in case of the Floater plan thus helping the family in case the medical
treatment costs go beyond that.

Cashless Hospitalization

Cashless settlement implies that an individual doesn’t have to settle a hospital bill out of
his pocket; rather the bill gets settled directly by the insurance company. When you buy a Health
Plan you are issued a Health Card along with the policy documents which would entitle you to

get cashless claim at any of the company’s network hospitals.

What do You do in Case of a Claim?

You should walk into a network hospital & get the treatment done & the bills paid
through the Health Card.

In case of hospitalization you need to give the card number to the network hospital,
you must pre-authorize from the TPA (Intermediary between the Insurance Company & the

hospital) & will process the cashless settlement after the verification of your policy details.

You should know the formalities required for cashless settlement as some insurance
companies are required to be notified 48 hours before hospitalization.

If you don’t opt for cashless settlement, you need to settle bills at the hospital and get

them reimbursed later.

Health Insurance Covers & Benefits

* Room & Boarding expenses: There are further limits to this feature varying from company to
company.

» Ambulance Charges: They are normally covered upto Rs. 1000.

* ICU charges, doctor, consulting, anesthetist and surgeon fees, operation and other diagnostic

and surgical material costs are covered.
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« Day-Care expenses such as Chemotherapy, Dialysis & Radiotherapy etc.
* Pre & Post Hospitalization Expenses which normally are 30 days prior and 60 days after
hospitalization.

» Cashless Hospitalization is offered by almost all Non-Life Insurers.

Points to Remember

* You must read the policy exclusions & the limitations in various covers properly before buying
a Health Insurance plan because you should know what all covers your policy include & exclude.
* You should note the number of network hospitals covered in the Insurer’s list of network
hospitals as this will help you to get cashless & hassle-free claim.

* You must read the names of critical diseases being covered before buying a Critical-Care plan.
* You must know that the medical expenses incurred within the first 30 days of buying the health
insurance plan are not covered unless the injury has occurred out of an accident.

* You must disclose all the Pre-Existing diseases to the insurer before buying the health plan as
the insurer doesn’t cover them, now a day’s General Insurers have started covering these

diseases normally after 3-4 years varying from company to company.

Conclusion

With increasing medical problems and its expenses each and every individual should
have a health insurance policy. However, one must be careful while enrolling the policy by
reading all the terms and conditions. Old proverb is that a small family is a happy family. For the

current scenario, “an insured family will be a happy family”.
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Healthcare Expenditure in Mizoram
An Economic Appraisal

C. Lalrinmawii, M.A, M.Phil. and Dr. A. Duraisamy, M.Sc., M.Phil., Ph.D.

Abstract

The relationship between health expenditure and income has always been a focus of
research for it helps us understand the key determinants of healthcare expenditure and
provides linkages between the income factor and demand side of health. The main objective
of this paper is to examine the relationship between healthcare expenditure and income. This
relationship is examined using primary data collected by the researchers from Bawngkawn
locality in Aizawl district of Mizoram. t-test and linear regression estimators are used to
examine this relationship. The study found that there is a positive relationship between
healthcare expenditure and the income of a family. When income increased by 1 rupee,
expenditure on health is also increased by 5 paise. The regression result shows that with the
increase in the educational qualification of the respondent, the expenditure on health
increased by Rs. 297.54. The t-test shows that the difference in health expenditure between

high and low income groups is highly significant.
Introduction

Health is an important aspect of human resource development. Good health care
facilities and services are essential for creating healthy citizens and society that can
effectively contribute to social and economic development. Economic development of an
economy depends on the quality of its people. By quality of people we mean the several
health of the people living in a country. Undoubtedly, better health of people, in turn will

lead to better sustainable development.
Definition of Health

There are many definitions of health, although there is no one accepted definition. To

the layman, health implies a sound body in a sound mind. The World Health Organization
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defines health as “a state of complete physical, mental and social well being, and not merely

the absence of disease or infirmity”.
Healthcare

Healthcare implies the provision of conditions for normal, physical and mental
development and functioning of human being individually and the group. It provides a wide
spectrum of services; the delivery of primary healthcare foundation of rural healthcare system
and forms an integral part of the national healthcare system. Primary healthcare is accepted as

one of the main instruments of action in the delivery of health in rural areas.

Healthcare is one of India’s largest sectors, in terms of revenue and employment and
the sector is expanding rapidly. During the 1990s, Indian healthcare sector grew at a
compound annual rate of 16 %. Today the total value of the sector is more than $ 34 billion.
This translates to $ 34 per capita, or roughly 6 % of GDP. The private sector accounts for
more than 80 % of total healthcare spending in India. Unless there is a decline in the
combined federal and state government deficit, which currently stands at roughly 9 %, the

opportunity for significantly higher public health spending will be limited.

Review of Earlier Studies

Ramesh Bhatt and Nishant Jain (2006) in their study they found that per capita
private health expenditure has grown substantially faster than real incomes. For each 1%
increase in real per capita income (PCI), the real per capita expenditure on health has gone up
by 1.95%. During the last decade PHE (per capita health expenditure) has grown by 18% per

annum in nominal terms and about 11% in real terms.

Ravi Duggal(2006), in his study he found that the central government’s own
expenditure is increasing rapidly, whereas its grants to the state government’s health
spending is stagnating and, as a consequence, the overall public health expenditure remains
below 1% of GDP.

Indrani Gupta and Arindam Dutta(2003), in their study they found that

expenditure is a positive function of income, with richer households spending more on both
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acute and chronic illnesses, than poorer households. Also, for both acute and chronic
ilinesses, often expenditures in the urban areas seem to be lower than in the rural areas for the
same deciles. The expenditure pattern thus indicates that health imposes a significant burden
on individuals and households both in rural and urban areas.

Objectives and Methodology

The main objective of this study is to examine the relationship between healthcare
expenditure and income of Mizoram. For this purpose, primary data had been collected from
Bawngkawn locality in Aizawl district of Mizoram. The primary data is based on information
given by 100 respondents. The sample respondents were selected through stratified random
sampling technique from the study area, through questionnaire method using specially
structured schedule. The respondents were divided into two groups based on their family
monthly income — those families whose monthly income is below 15,000 and those higher
than 15,000. Based on this division, the researchers examined whether the expenditure of a
family on healthcare is influenced by their income level, educational level of the head of the
household, number of members in the family and medical institutional choice of a family. For

this, t-test and linear regression estimators were used.

Patterns of Health Expenditure in India

In India, private households’ contribution to healthcare is 75%. Most of these are out-
of-pocket costs. State governments’ contribute 15.2, the central government 5.2, and third-
party insurance and employers put in 3.3% of the total. Local governments’ and foreign
donors’ contribute 1.3% (World Bank 1995). Out of this amount, 58.7% is spent on primary
healthcare (curative, preventive and promotive); 38.8% on secondary and tertiary inpatient

care and the rest on non-service cost.

In Table 1, we see that both the per capita spending and the share of households in
healthcare expenditure varied widely across states. Per capita spending in the state with the
highest rate(Goa) is nearly 7 times that of per capita spending in the state with the lowest per
capita spending (Meghalaya). Interestingly, the share of household spending is the lowest in

Meghalaya, but was among the highest in Bihar which has relatively low per capita spending.
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There are many states where households undertake more than 80% of all health spending,

indicating an exceptionally high burden upon them.

Table 1: Health Expenditure of Indian states (2008-09)

STATE | Per capita Health | Per cent spent by
Exp. (Rs.) Household | Public | Other

Andhra Pradesh 410 73.4 194 7.2
Arunachal Pradesh 771 86.5 13.5 0
Assam 471 80.8 17.8 14
Bihar 173 90.2 8.3 1.5
Chhatisgarh 378 NA NA NA
Delhi 798 56.4 40.5 3.1
Goa 1149 79.2 17.5 3.3
Gujarat 270 77.5 15.8 6.7
Haryana 280 85 10.6 4.4
Himachal Pradesh 884 86 12.4 1.6
Jammu & Kashmir 845 77.3 20.7 2
Jharkhand 328 NA NA NA
Karnataka 419 70.4 23.2 6.4
Kerala 454 86.3 10.8 2.9
Madhya Pradesh 235 83.4 13.6 3
Maharashtra 278 73.3 22.1 4.6
Manipur 695 81.2 17.2 1.6
Meghalaya 690 36.5 58.4 5.2
Mizoram 1611 39.4 60.6 0
Nagaland 794 91.7 7.6 0.7
Orissa 263 79.1 18 2.9
Punjab 360 76.1 18 5.9
Rajasthan 287 70 24.5 55
Sikkim 1446 56.9 43.1 0
Tamil Nadu 410 60.7 26.6 12.7
Tripura 740 69 27.4 3.6
Uttar Pradesh 293 84.3 13 2.7
Uttarakhand 630 NA NA NA
West Bengal 1188 78.4 17.3 4.3
Union Territories 938 85.1 8.8 6.1
All India 1377 73.5 22 45

Source: Report of National Commission on Macroeconomics and Health , Government of India
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Profile of Health in Mizoram

Mizoram, which is in the north-eastern part of India has a total population of
10,91,014. The decadal growth rate is 22.78%, which, compared to all India level is quite
high. The population density is 52 persons/sq. km. The sex ratio is 975 females per 1000
males. Of the total population, 91.58% are literates.

The life expectancy of Mizos is 64 years. Infant and Child mortality rates have been
on the decline compared to the last 3-4 decades. Infant mortality rate is 23 per thousand live
births. Maternal mortality rate has also declined to 163 per 100,000 live births since 1970s.
The birth rate is 18.2 and death rate is 5.2 (2007).

Among the common diseases prevailing in Mizoram, Malaria continues to be the
major disease accounting for the greatest level of morbidity and preventable death. There
were 2984 cases in 2004 and 48 deaths. The other common diseases include Tuberculosis,

Diabetes, Hypertension, Anaemia etc.

Total fertility rate has increased from 2.30% in 1992-93 to 2.86% in 2005-06. Among
women, 59.9% used contraceptives of any kind. 57.8% of women received at least 3 ANC
check-up, which shows a decline of around 17% from 1998-99. And 73.2% of Mizo women
participate in decision-making about their own healthcare as compared to 52% of the country

as a whole.

Among children age 12-23 months, 46.4% are fully immunized where 57.4%
accounts for urban areas and 36.2% rural areas. There are 51.7% of children age 6-35 months
who are anaemic and 21.6% children who are underweight, also 30.1% and 9.2% of children

under 3 years are stunted and wasted respectively.
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Table 2: Basic Health Indicators of Mizoram

Population 10,91,014
Decadal growth rate 22.78
Population density(persons per sq kmO 52
Sex ratio (no. of females/1,000 males) 975
Literacy rate 91.58
Infant mortality rate(per 1000 live births) 23
MMR( per 1,00,000 live births) 163
Birth rate 18.2
Death rate 5.2
No. of hospitals 10
No. of CHC 9

NO. of PHC 57
No. of SC 366
No. of doctors 155
No. of Nurses 393
No. of Health workers 656
Life expectancy 64
Malaria cases(2004) 29874
No. of deaths due to malaria(2004) 48
Total fertility rate 2.86%
Women receiving 3 ANC check up 57.8%
% of women involved in decision making | 73.2%
about their own healthcare

% of children fully immunized 46.4%
% of children 6-35 months anaemic 51.7%
Children under3 yrs. Underweight 21.65
Children under3 yrs who are stunted 30.1%
Children under3 yrs who are wasted 9.2%

Source: NFHS-3 2005-06; Annual Report, Health and Family Welfare Department, Mizoram;
Economic Survey of Delhi, 2005-06.
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Relationship between Healthcare Expenditure and Income

The relationship between healthcare expenditure and income has always been a focus
of research for it helps us understand the key determinants of healthcare expenditure and
provides information about linkages between the income factor and demand side of health. In
this study, this relationship is examined using primary data collected by the researcher from
Bawngkawn locality in Aizawl district in the state of Mizoram. The respondents were divided
into two groups based on their monthly family income - those families whose monthly
income is below 15,000 and those higher than 15,000.

Cause and Effect (t-Test)

Monthly Expenditure on Health Between High and Low Income Groups

Group Statistics

Total family monthly Std. Error
income( in rupees ) N Mean Std. Dev iation Mean
Monthly expenditure of a >= 15000 60 1702.50 728.501 94.049
family on health/medical
care(in rupees) < 15000 40 483.75 364.865 57.690

Assuming equal variance in health expenditure between the two income groups, the
mean value of health expenditure in high income groups is Rs. 1702.50, while low income
groups is Rs. 483.75, a significant difference of Rs. 1218.75. It is accepted that the difference
in health expenditure between the two income groups is highly significant; with the higher

the income, the expenditure on health also increasing.

Medical Institutional Choice and Health Expenditure

Group Statistics

Medical institutional Std. Error
choice of a family for N Mean Std. Dev iation Mean
Monthly expenditure of a Government/ Civil
family on healthVmedical Hospital
care(in rupees) Priv ate Hospital/clinic 61 | 1434.43 890.110 | 113.967

39 871.79 670.506 107.367

Assuming the equal variance in monthly expenditure of a family on health between
the different groups, the mean value of health expenditure in private hospital is 1434.43,

which is greater than the health expenditure in government hospital 871.79. Hence, it is
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concluded that the difference in health expenditure between government and private hospital

is highly significant.

Educational Qualification and Health Expenditure

Group Statistics

Educational qualifications Std. Error
of respondent N Mean Std. Deviation Mean
Monthly expenditure of a  Matric/ Higher Secondary 40 771.25 741.869 117.300
family on health/medical
care(in rupees) Graduate/post graduate 57 | 1458.77 778.857 | 103.162

Assuming the equal variance in health expenditure between the two income groups,
the mean value of health expenditure by graduate/post graduate is 1458.77, which is greater
than the mean value of health expenditure by matric/higher secondary 771.25. It is accepted
that the difference in health expenditure by matric/higher secondary and graduate/post

graduate qualifications is highly significant.
Regression
Health Expenditure and Income of the Family with Number of Members in the Family.

Health exp i = 174.23 + 11.86 ( members of the family) + 0.05 (Income)
t (0.331) (10.53)*

R square = 0.56 F =60.67

The regression result shows that the income of the family is significantly influencing
the expenditure on health. When income increased by one rupee, the expenditure on health
also is increased by 5 paise. The number of members in the family is not significantly
influencing the expenditure on health. The R square indicates that 56 per cent of variation in
health is explained by the two variables in the model. The ‘F’ statistic shows the model is

significant.
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Health Expenditure and Educational Qualification of Head of the household with

medical institutional choice of the family

Health expi = 186.71 + 225.88 (MIC) + 297.54 (EQ)
(2.48) (3.65)*

R square = 0.24 F=15.02

MIC = Medical Institutional Choice of a family.
EQ= Educational Qualification of respondents.

The regression result shows that the educational qualification of the respondent is
significantly influencing the expenditure on health. With the increases in the educational
qualification of the respondent, the expenditure on health is increased by Rs. 297.54 paise.
The medical institutional choice of a family is not significantly influencing the expenditure
on health. The R square indicates that 24 per cent of variation in health expenditure is
explained by the two variables included in the model. The ‘F’ statistic shows the model is

significant.

Health expenditure is, thus, significantly influenced by income level of a family.
When income is increased by one rupee, the expenditure on health is increased by 5 paise.
Thus, expenditure is a positive function of income, with richer households spending more on
illness, than poorer households. The number of members in the family and medical
institutional choice of a family is not significantly influencing the expenditure on health.
Increased in income and educational levels of the households improved health consciousness

and the households can afford to pay for healthcare with increased in income.

Findings and Conclusion

Analysis of the relationship between healthcare expenditure and income shows that
there is a positive relationship between healthcare expenditure and income of a family.
Expenditure is a positive function of income, with richer households spending more on
income than poorer households. The analysis shows that when income increased by 1 rupee,

expenditure on health also increased by 5 paise.
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Health expenditure is influenced by income and educational qualifications of
households. Increased income and educational levels of the households improved
health consciousness and the households can afford to pay for healthcare with
increased income. However, the medical institutional choice of a family and the
number of members in the family is not significantly influencing the expenditure on
health.

The regression analysis shows that with the increased in the educational
qualification of the respondent, the expenditure on health increased by 297.54. When
income increased by 1 rupee, expenditure on health also increased by 5 paise. Thus,

expenditure on health isinfluenced by the income level of a family.

The t-test shows that the difference in health expenditure between high and
low income groups is highly significant. The mean value of health expenditure in high
income groups is Rs. 1702.50, which is higher than the low income groups Rs. 483.75.
This difference can be attributed to the spending habit of the family as well as their
income level. With the increased in income level, the household can afford to pay

higher level for healthcare.

The mean value of health expenditure by graduate / post-graduate is 1458.77,
which is higher than matric / higher secondary 771.25. Thus, the difference in health
expenditure between the two groups is highly significant. This is because with the

increased in educational level, health consciousness also increased.

The mean value of health expenditure by private hospital is 1434.43, which is
higher than the health expenditure by government hospital 871.79. Thus, the difference
between the two medical institutions is highly significant.
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Estimation of Cost and Utilisation of Anti-Diabetic Drugs
in Geriatric Patients

V. P. Maheshkumar, M.Pharm., M.A. (Eco.), MBA, M.Phil.
Dr. C. K. Dhanapal, M.Pharm., Ph.D.

Abstract

This study was designed to analyse the cost and utilisation of anti-diabetic drugs
prescribed for the diabetic patients. This prospective observational study was carried out in
the Medicine ward of Rajah Muthiah Medical College and Hospital, Annamalai University.
The study included 30 hospitalised diabetic geriatric patients of both sex. Demographic data,
medical and medication history were collected from the patient’s case sheet and analysed for
the cost of anti-diabetic drugs prescribed. The study included 56.67 % (n=17) males and
43.33 % (n=13) females 60 years old and above. Most male diabetic patients were in the age
group of 65-70 years and females were in the age group of 60-65 years. Systemic
hypertension was the major coexisting disorder in the study. About 96.66% of prescription
contain Tab. Metformin 500 mg (cost per unit: INR 0.82), 80% of prescription contain Inj.
Plain Insulin (cost per unit: INR 169.04), 76.66% of prescription contain Inj. Actrapid (cost
per unit: INR 169), 56.66% of prescription contain Tab. Glimipride 1 mg (cost per unit: INR
1.92), 43.33 % of prescription contain Inj. Lente Insulin (cost per unit: INR 96.63) and 26.66
% of prescription contain inj. Mixtard Insulin (cost per unit: INR 169). Out of four Insulin
injections, Inj. Actrapid was used in larger quantity (558 units) followed by Inj. Mixtard
Insulin (194 units). Out of two tablets, Tab. Metformin was used in larger quantity (47 units).
The study concludes that the cost associated with diabetes is enormous. Insulin treatment has

substantial impact on the direct medical costs of diabetes mellitus.

Introduction

Definition
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Diabetes Mellitus is the metabolic disorder of multiple aetiology characterized by
chronic hyperglycaemia with disturbances of carbohydrate, fat and protein metabolism,
resulting from defects in insulin secretion, insulin action or both (WHO/NCD/NCS/99.2;
National Diabetic Group 1979).

Epidemiology

India leads the world with largest number of diabetic subjects earning the dubious
distinction of being termed as the “diabetic capital of the world”. According to the diabetes
atlas 2006 published by the international diabetic federation, the number of people with
diabetic in India in around 40.9 million and is expected to raise 69.9 million by 2025 unless
urgent steps taken (Mohan et al.,2007)

Diabetes Mellitus, long considered a disease of minor significance in world health, is
now taking its place as one of the main threats to human health. The past two decades have
seen an explosive increase in the number of people diagnosed with diabetes worldwide
(Zimmet, Alberti, & Shaw, 2001). Recent economic change, reflected by rapid
industrialization, urbanization and increased wealth at both national and household levels, has
led to an increasing proportion of the Thai population living with diabetes. According to the
cross country survey in the InterAsia study, the prevalence of type 2 diabetes in Thailand was
9.8%, which was doubling the number forecast by the WHO (Aekplakorn, Stolk, Neal,
Suriyawongpaisal, Chongsuvivatwong, & Cheepudomwit, 2003). The hospitalization rate for
diabetes in Thailand had shown a rising trend over the years, from 33.3 per 100,000
population in 1985 to 91.0 in 1994 to 380.7 in 2003 and 586.8 in 2006. Hence, Thailand is
inevitably moving towards the burden of such a public health problem (Ministry of Public
Health Thailand, 2009).

People with diabetes are prone to consequences in both short-term and long-term
complications. The chronic nature of diabetes and its devastating complications make it a
very costly disease. In the United States, the total estimated cost of diabetes in 2007 was USD

174 billion (American Diabetes Association, 2008). In Latin America and the Caribbean,
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total annual cost associated with diabetes was estimated as USD 65,216 million in 2000
(Barcelo”, Aedo, Rajpathak, & Robles, 2003). In Thailand, there also exist some studies on
cost of diabetes. A study based on four government hospitals in Thailand found that for
outpatients, annual direct medical expenditure was more than five times higher for diabetic
patients as compared to non-diabetics and for inpatients, the expenditure was more than two
times higher in 2002-03 (Pongcharoensuk, Kongsaktrakool, Tantivipanuwong, Sema-ngern
K, & Chaiyakunapruk, 2006). Riewpaiboon et al. (2007) estimated cost of diabetes at a
district public hospital in Thailand and found that the direct medical cost was 6,331 baht per
person per year in 2001 (Riewpaiboon, Pornlertwadee, & Pongsawat, 2007). However, all
those studies estimated the cost from provider perspective, hence, reported only the direct
medical cost of diabetes. In order to gather a comprehensive idea on economic burden of
diabetes in 3Thailand, the present study aimed to estimate the cost of illness of diabetes from
societal perspective. As per the researcher’s knowledge, this study was the first attempt to

explore the cost of illness of diabetes from societal perspective in Thailand.

Costs

Cost of illness estimates using a prevalence based approach indicate the economic
burden of the disease at a given point of time — for the present study the time frame was the
financial year 2008 (1stOctober 2007 — 30th September 2008). In this study the cost
components consisted of both direct and indirect costs. The direct economic costs reflected
the resources used in treating or coping with the disease, including expenditures for medical
care and the treatment of illness. Direct cost had been divided into two sub categories — (a)
direct medical costs which included costs of hospitalization, outpatient visits, drug, laboratory
tests, materials, emergency services (such as dressing for diabetic patients), dental services
and traditional medicine services (e.g. foot massage for diabetic patients who had absence of
foot pulse) and (b) direct non-medical costs. Direct non-medical costs included cost of
transportation to the health care providers, time loss of the patient and the accompanied
person for visiting the health care providers, costs of meal and accommodation during these

5visits, costs of personal facilities needed (e.g. home modifications, personal devices) and
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cost of informal care. In this study, indirect cost included the societal cost of morbidity,

permanent disability and premature mortality.

Methods of cost calculation
Direct Cost

The direct medical cost was calculated by multiplying the quantity of medical services
consumed by their unit costs. The study participants received treatment from Waritchaphum
hospital, from nine health centres under the hospital and the severe patients received
treatment from the provincial hospital as well. Some patients also received treatment from
other health care providers such as private clinics, hence, direct medical costs were calculated
for all health care services availed by the study participants. Standard costing method was
used to calculate the unit cost of medical services at Waritchaphum hospital (Brouwer et al.,
2001).

For calculating the cost per visit at the health centres (there were no inpatient services
at the health centres) the study result of Kongsawat (1999) was used which calculated the unit
cost of services provided at the health care settings in 5 provinces of Thailand during the
financial year 1997 under the health system reform project in the Ministry of Public Health
(Kongsawatt, 1997). The outpatient visit and inpatient day cost at the provincial hospital was
calculated on the basis of approximate average of the results of four studies conducted in
different provincial hospitals in Thailand (Jawrakate, 2001; Koopitakkajorn, 2009;
Pattanaphesaj, 2008; Tisayaticom, 2000). All costs were converted into 2008 price by using
consumer price index for medical care of Thailand. For the drug and laboratory cost per visit
at the provincial hospital, the same costs incurred at Waritchaphum hospital were used on the
assumption that the drug and laboratory cost per visit will almost be the same at district and

provincial hospital.

Indirect Cost
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In this study the indirect costs associated with diabetes included health related days
absent from work and / or normal activities, leisure time loss, lost earning capacity from
permanent6disability and lost productivity from premature mortality. Human capital
approach was used for indirect cost calculation (Pritchard & Sculpher, 2000). For calculating
the work absence / normal activity lost days, the number of such lost days mentioned by the
study participants during last three months from the date of interview was taken into account
(following the maximum allowable recall period of 3 months) and then extrapolated the same
for the whole year (Kobelt, 2002). Those lost days mentioned by the patients were excluding
hospitalization days, hence total hospitalization days during the study period were added to
get a complete picture of work absence / normal activity lost days of the study participants.
For estimating the mortality cost, the number of death cases occurred among the study
participants during the study period was considered and for permanent disability, the patients
who reported during interview that they were out of the labour force because of disability
were considered. Their Barthel index score (a simple index of independence useful in scoring
improvement in the rehabilitation of the chronically ill) also confirmed their severity of
disability. For calculating loss of productive life in both deceased and permanent disabled

persons, the age of 60 years was considered (the official retirement age in Thailand).

For calculating indirect cost and cost of time loss of the study participants,
accompanied persons and informal caregivers, the official minimum wage rate of Sakhon
Nakhon Province (148 baht per day) was used in order to average out the differences in
earning power of the study participants (Ministry of Labour, 2009). As most of the study
participants were agriculturists, they didn’t have regular income. Further, some of them must
earned more than the minimum official wage while some others earned less than that, hence,
using minimum wage was found appropriate. When a person in the active labour force dies or
is out of the labour force because of permanent disability, his contribution to the country’s
Gross Domestic Product (GDP) is lost. Hence, a sensitivity analysis was conducted by using
GDP per capita in mortality and permanent disability cost calculation in order to capture how

the assumption of using minimum wage rate affected total cost of illness of diabetes.
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A constant 5% growth rate in the minimum wage rate was used to calculate income in
the future years, this was the average percentage increase in minimum wage in Sakhon
Nakhon 7province for last 5 years. The projected GDP growth rate was used from the
International Monetary Fund’s World Economic Outlook, 2008 report for Thailand. A 3%
discount rate was used to convert future earnings to current value. However, this discount rate
was varied to 0% and 6% to see the effect on cost (Edejer, Baltussen, Adam, Hutubessy,
Acharya, Evans et al., 2003).

According to the WHO estimates, India had 32 million diabetic subjects in the year
2000 and this number would increase to 80 million by the year 2030. Diabetes has become a
major health problem in India. Recent studies have shown that healthcare expenditures are as
much as five times as high for individuals with diabetes compared to individuals without

diabetes.

Objectives of Study

1. To calculate the cost of prescribed anti- diabetic drugs.
2. To analysis the usage of anti -diabetic drugs.

3. To find out the most utilised anti-diabetic drugs.

Plan of Work
» Literature review on cost study on diabetic drugs.
» To prepare a proforma for collection of information from physicians, patients & case
sheet.
To evaluate & analyze the collected information with help of data format.
To calculate the cost of prescribed anti-diabetic drugs

Data analysis & interpretation of the results

YV V VYV V

Preparation & submission of report

Methodology
Study Site
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The study was carried in the Medicine ward of Rajah Muthiah Medical College
Hospital, Annamalai University, and a multi specialty 1625 bedded tertiary care teaching

hospital

Study Design
Prospective Observational study method. Total 30 geriatric patients enrolled in the
study, Data collection form was designed to collect patient’s information during

hospitalization.

Inclusive Criteria
Only admitted diabetic patients (inpatients) in the medicine ward were included in the

study

Exclusive Criteria

Outpatients were excluded from study, pregnant women also excluded

Procedure

Collection of data — Analysis — Result and discussion — Conclusion
Observations and Results
Total of 30 diabetes mellitus patients were collected in the study. The following

parameters were analyzed in the study.
Table — 1 Gender distribution of patients

Gender No. Of patients % distribution
Male 17 56.66%
Female 13 43.33%
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Fig. 1: Graph represents the data from Table- 1
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Table -2: Blood sugar level (Random, Fasting and Post Prandial)

SL.No Blood sugar level Total No. Of %
(mg/dl) patients (percentage)
1. RBS(140-200mg/dl) 13 43.33%
(155-197)
2. FBS(140-200mg/dl) 10 33.33%
(170-200)
3. PPBS(120-140mg/dl) 7 23.33%
(121-137)
Fig. 2: Graph represents the data from table-3
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Table- 3: Diabetes mellitus patients with co-morbidities

SL.NO Associate diseases Total No. of %
patients (percentage)

1. Systemic hypertension 5 16.66%
2. Tuberculosis 4 13.33%
3. Alcoholic liver diseases 4 13.33%
4. Persistent hypertension 2 6.66%
5. Anaemia 2 6.66%
6. Transverse Myelitis 3 10%

7. Ischemic DCM 1 3.33%
8. Anterio Lateral 1 3.33%
9. Chronic Kidney disease 2 6.66%
10. Bronchial Asthma 2 6.66%
11. Myocardial Infraction 1 3.33%
12. Unstable Angina 1 3.33%
13. Coronary heart disease Failure 2 6.66%
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Fig. 3 Graph represents the data from Table 3
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Table — 4 : Anti-Diabetic Prescribed Drugs

SL.No Drugs Total No.of patients % (percentage)
1. Inj.plain insulin 24 80%
2. Inj.Lente insulin 13 43.33%
3. Tab.Metformin 500mg 29 96.66%
4. Tab.Glimipride 1mg 17 56.66%
5. Inj.Actrapid 23 76.66%
6. Inj.Mixtard insulin 8 26.66%

Fig. 4: Graph represents the data from Table-4
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Table- 5: Cost of Prescribed Drugs

S. No Drugs Prescribed Unit | Rate Cost

1. | Tab. Metformin 500mg 47 0.82 38.54

2. | Tab. Glimipride 2mg 32 1.92 61.44

3. | Inj. Plain Insulin 40/iu 166 | 169.04 280.60

4. | Inj. Lente Insulin 40/iu 110 | 96.63 105.60

5. | Inj. Mixtard Insulin 3- 194 169 327.86

70mg
6. | Inj. Actrapid 558 169 943.02
Fig. 5: Graph represents the data from Table-5
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Table-6: Cost distribution of Anti-diabetic drugs prescribed

SI.No Drugs Cost (Rs) Percentage (%)
1 Oral hypoglycaemic Agents 99.98 5.70
2 Insulin 1657.02 94.30

Fig. 6: Graph represents the data from Table - 6
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Discussion
Age Distribution

The age distribution is diabetic mellitus cover assessed that most male diabetic
patients were in the age group of 65-70 years and females were in the age group of 60-65

years.

Gender distribution
Majority of patients under study belonged to male group (n=17).Female patients were

less in no (N=13).

Diabetic’s Mellitus with co-Morbidities
Most common disease associated with diabetics mellitus was found to be systemic
hypertension (n=5) followed by alcoholic liver diseases (n=4) other diseases associated as

TB, chronic kidney disease, Transverse myelitis.

Adverse Drug Reactions

Adverse drug reaction is any undesirable affect of a drug beyond its anticipated
therapeutic affects occurring during clinical use. Most common adverse drug reaction was
found to be Vomiting (13.3%) ,Giddiness(10%) other are nausea

Cost of Therapy

The maximum cost of therapy per day was found to be Rs.150 to 300.

Conclusion

Out of four Insulin injections, Inj. Actrapid was used in larger quantity (558 units)
followed by Inj.Mixtard insulin (194 units). Out of two tablets, tab.Metformin was used in
larger quantity (47 units). The study concludes that the cost associated with diabetic is
enormous. Insulin treatment has substantial impact on the direct medical costs of diabetic

mellitus. Routine measurement of economic and quality of life outcomes alongside clinical
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outcomes will become necessary for assessing the total value that new anti diabetic

medications provide and whether cost offsets to managed care exist.
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Factors Determining Morbidity in Kerala

Nimisha P., M.A., M.Phil., B.Ed.

Abstract

The study analyzes the factors that determine morbidity in Kerala. “Morbidity is a state
of affair in which an individual is feeling physical, mental or social sufferings”. Loss of life and
morbidity are important components of human welfare. Kerala, in its fourth stage of
epidemiological transition, gives a clear picture of a state facing the problem of lifestyle related
diseases. Kerala attracts the attention of everyone within its co-existence of high level of
morbidity with low levels of mortality and high life expectancy. Morbidity pattern of Kerala
underwent major changes because of the ageing of population as a result of the declining birth
rate and the migration of young adults to the Gulf and other countries. Socio economic factors
such as, ageing, literacy, per capita income, health expenditure, Health Care, IMR and population

determines morbidity in Kerala.

The hypothesis of this study is: Morbidity is negatively influenced by health expenditure
and literacy and Per capita income is negatively related to morbidity. This study is based on
secondary data and period covers from 1991 to 2011. The influence of these factors can be
analyzed by using tables and multiple regressions. The study found that morbidity and health
expenditure are inversely related. The government’s health expenditure which was increasing

trend over the study period has augmented health facilities which have an impact on morbidity.

Key words: health, morbidity, ageing, expenditure
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Health is an important determinant of wellbeing. It is positively related to labour
productivity and economic efficiency. Therefore, maintaining good health is important for an
individual or a household at the micro level and for the society at the macro level. Health status
in most developing countries is constrained by poor working and living conditions on the one

hand and supply and demand factors on the other.

“GOOD HEALTH = f (nutritious food, pollution free environment, drinking water,
mental peace, opportunity for work and recreation, genetic endowment, and use of health

. 1
services)”.

The concept of health, disease and treatment are related to the social structure of the
community. Our health is affected not by only unbalanced diet but also by disease, which may be
water borne, airborne, or food borne. More than how what a person looks like and how
intelligent he or she might be, genes are determining factors whether a person is predisposed to
certain illness like specific cancer, heart problems, diabetes, obesity sickle cell anemia and

Alzheimer’s diseases.

Kerala which has a low income status in the Indian context has achieved tremendous
development in the areas of health status of its population when taken into account the life
expectancy at birth, mortality, utilization of health and health transition. The progressive socio
economic and Educational reform movements that took place in Kerala have substantially

contributed to the overall transformation.

What is Morbidity?
Morbidity is an incidence of ill health. “It is a state of affair in which an individual is

feeling physical, mental or social sufferings”.

Morbidity can be calculated as?,

‘A Primer of Health Systems Economics- V Raman kutty, Allied publishers 1999
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Number of ailing persons in the state

Morbidity = > 1000

Total number of population in the state

Morbidity measures are of two fundamental types, self-perceived and observed.

Self-perceived morbidity refers to measures that are perceived and reported by an
individual, usually in response to inquiries regarding illness. It depends upon an individual's

perception of illness.

Observed morbidity, is assessed through an independent observer employing specific
methods that can be repeated with some degree of consistency.

Morbidity Profile of India

Loss of life and morbidity are important components of human welfare. Connections
between mortality and morbidity are an area of wider discussions in the present Indian context.
The current health scenario in India is often described as “Dismal” or “Disturbing”. Even though
the life expectancy of Indian has increased in the last few decades, level of morbidity is still in
pathetic condition. Socially advanced states like Kerala, Punjab and West Bengal have lower
infant mortality and greater life expectancy for its people, but in contrast have high morbidity
rate also contrary to that morbidity rate is low in states like Bihar, Madhya Pradesh and
Rajasthan. One of major reasons put forwarded the low level achievement in health in India is
the systematic lack of investment by the government, which adversely affects the poor. This
may be due to the fact that states which are economically and educationally well off early report

their ailments, and will be more vulnerable to life style related diseases.

Morbidity Profile of Kerala

? Soumitra Ghosh. P. Arokiasamy, “Morbidity in India: Trends, Patterns and Differentials”, Journal of Health Studies,
2009, pp. 136-148.
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Kerala has received wide appreciation for her public involvement to encourage human
development and welfare. Kerala which is in the fourth stage of the epidemiological transition
proves to be the state where lifestyle related diseases are prevalent. Kerala attracts the attention
of everyone within its co-existence of high level of morbidity with low levels of mortality and
high life expectancy. Among the rural and urban sectors and among all age groups and gender
morbidity rates are highest in Kerala. The morbidity pattern in Kerala underwent major changes
because of the ageing of population as a result of the declining birth rate and the migration of
young adults to the Gulf and other countries. Human Development Report 2005 for Kerala points
to the fact that the issue of high morbidity hinders human development and lead to rise in issues
regarding “quality and affordability of health care” (CDS, 2006). Table 1 shows that the past
studies related to chronic and acute ailments in Kerala.

Table 1: Morbidity rates in Kerala from different studies

Studies Year Acute Chronic
NSS28th 1974 74.21 63.38
KSSP 1987 206.39 138.02
KSSP 1996 121.86 114.60
NSS52nd 1995-96 | 141.00 65.00
NCAER 1993 130.00 65.00
Paniker 1999 78 58.60
Krishna swami | 2000 119 127
Sample Survey | 2004 218.34 155.46

Source: P. Krishna swami, Discussion Paper No. 63, CDS.

Statement of the Problem

Kerala has achieved a lot in the health sector which is visible through a positive trend
shown by the health indicators. In recent years the problem of morbidity has evolved as a major
threat to the health care sector. The 52nd round of NSS (1995-1996) has found that the combined
morbidity rate for acute and chronic ailments for Kerala was 118 per 1000 for rural and 88 per
1000 for urban which higher than the national rate of 55 per 1000 for rural and 54 per 1000 for
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urban India. Kerala facing many socio economic factors like Poverty, population, aging, literacy
and also inadequate nutrition which caused an increase in the morbidity rates. In Kerala,
morbidity rate has been increasing over the years especially for non-communicable diseases.
The present study concentrates factors determining morbidity pattern of Kerala.

Objectives of the Study
1. To analyze the factors determining the morbidity pattern of Kerala.
Hypotheses of the Study
1. Morbidity is negatively influenced by health expenditure and literacy.
2. Per capita income is negatively related to morbidity.

Methodology

This study is based on secondary data only. The study period covers from 1991 to 2010.
The data were collected from various sources like articles, Hand Book of Kerala, Economics and
statistics department of Kerala, National Health Intelligence Reports, RBI hand book of
statistics, India stat.com and internet sources. For empirical analysis this study used simple
statistical tools and simple econometric tools based on the requirements.

The present study used multiple regressions for analyzing the factors determining
morbidity pattern of Kerala.

Y =&+ BIHE + B2IMR + 3L + B4OLD+ 5P + B6HF + &

Where,
Y= Morbidity, HE= Health Expenditure, IMR= Infant Mortality Rate, L= Literacy, OLD= Old
Age Dependency Ratio, P= Population, HF= Health Care Facilities

a= intercept term, and S1, B2, f3, Pa, Ps, P are the slope of the coefficients.

Scope of the Study
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The Kerala model, based on the development experience of the southern Indian state of
Kerala, refers to the state's achievement of significant improvements in material conditions of
living, reflected in indicators of social development that are comparable to that of many
developed countries even though the state's per capita income is low in comparison.
Achievements such as low levels of infant mortality and population growth, and high levels of
literacy and life expectancy, along with the factors responsible for such achievements have been
considered the constituting elements of the Kerala model. Kerala is one of the first Indian states
to relax narcotics regulations to permit use of morphine by palliative care providers. Kerala

model of Development is followed by many developed countries.
Review of Literature

Krishnasami. P (2004) opined that Kerala holds the highest position in morbidity in
comparison with all other Indian states. That is, morbidity rate for acute and chronic ailment for
Kerala as 118 per 1000 for rural and 88 per 1000 for urban as against 55 and 54 for all India. The
morbidity pattern of Kerala has undergone changes mainly because of the aging of its people as a
result of the declining birth rate and migration of young adults to gulf and other countries. The
study obtained illness rates which were lower than the Kerala Sasthra Sahithya Parishad (KSSP)
Rates of 1996, 48.04% of the diseases came from fever nonspecific diseases. Acute morbidity is

lower among males than females under the age group of 15-44.

Suryanarayana M.H. (2008) examined the economic profiles of morbidity by disease in
Kerala and all-India. Morbidity rates, in general, are more for the rich than for the poor. There
could be factors other than income, which influence the morbidity rates as revealed by horizontal
pseudo-Lorenz curves for distribution of reported total morbidity across households. This study
found that diabetes mellitus had elasticity greater than one for rural and urban all-India; heart

disease and hypertension too have elasticities greater than one only for rural all-India.

Arokiasamy and Somitra (2009) present evidence on levels, differentials and patterns of

morbidity prevalence in selected states of India. It examined the existing inequalities in non-fatal

Language in India www.languageinindia.com ISSN 1930-2940 13:4 April 2013

C. Subburaman, Ph.D. (Ed.) Health and Medical Care Services: Claims on National
Resources

Nimisha P., M.A., M.Phil., B.Ed.

Factors Determining Morbidity in Kerala 128



http://www.languageinindia.com/

health outcomes between different subsections of Indian population. The study found that gender
inequality was observed in morbidity prevalence with females had lower risk of ill health than

females.

Navaneetham, Kabir and Krishna Kumar (2009) examined determinant levels and
pattern of morbidity in Kerala. According to them Kerala seems to have entered into the fourth
stage of the epidemiological transition and studies have pointed out that life style related diseases
are on the rise in Kerala. Therefore age pattern of morbidity seems to have undergone changes in

the state. This study found that females were greater risk of morbidity than males.

The studies reviewed, therefore, indicate varied relationship between morbidity,
morbidity and health status among people.

Factors Determining Morbidity in Kerala

Features like age, education, income, health care facilities, caste, religion, and socio
economic status as well as environmental and community level of the individual and the
households regulates the risk of morbidity in Kerala. In addition, low level of income low
nutritional status and medical care also can viable to morbidity. There are many factors that
determine the incidence of Morbidity in Kerala, such as life expectancy, infant mortality, per
capita income, education, ageing, health care infrastructure and health expenditure. The

influence of these factors can be analyzed by using following tables and multiple regressions.

Table 2: factors determining morbidity in Kerala

Year | Morbidity® | Literacy* | IMR | Old HE Health care | Percapit Life
age* facilities | a Income | Expectancy
1991 422 89.81 17 8.8 |23180.45 976 12855 71.4
1992 450 89.92 17 9.1 | 23922.9 985 12933 71.8
1993 207 90.03 13 9.6 |29845.13 990 13684 73.25
1994 176 90.14 16 9.8 | 35661.43 1007 14895 71.20

* Morbidity is taking proxy value of death rate of communicable diseases from 1992 to 2010. It is the sum of eleven
communicable diseases in Kerala.
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