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ABSTRACT  

 

Aim and Objective: To assess the obstetric morbidity among young married scheduled 

castes women in Thiruvarur district, TamilNadu, India.  

 

Methodology: Multistage stratified random sampling technique was applied to select 605 

women in the age group of 15-24 years in the five blocks of Thiruvarur district during July 

2010 - April 2011. 

 

Results: 58.2% of the scheduled castes women were experienced health problem during 

pregnancy period, 49.4% of women were experienced complication while child delivery and 

43.6% of women were experienced health problems during postnatal period. When 

compared to the low standard of living index, women in household in the highest standard 

of living index were less likely to experience delivery complications (0.191 times lesser).  

 

Conclusion: It concludes that women in the study area were living with very poor standard 

of health and their issues related to health care getting intensified due to poverty, less 

educated, unemployment, lack of sanitation and hygiene and inadequate health care 

centers.   

 

Key words: Young married women, Scheduled castes, postnatal care, health problems, 

treatment seeking  

         bahaviour 

 

  INTRODUCTION 

Maternal and child health care is one of the eight basic components of primary health care 

in declaration of Alma Ata. The International Conference on Population and Development 

(1994) also reiterated the importance of women’s health, and reproductive and sexual 

health for overall development
1
. Pregnancy is one of the important events in a woman’s life, 

but many times it can become dangerous to her life, in India and other developing 

countries, due to the lack of medical care and ignorance. Reproductive morbidity refers to 

the morbidity or dysfunction of the reproductive tract, or any morbidity, which is a 

consequence of reproductive behavior including pregnancy, abortion, childbirth or sexual 

behavior. Reproductive morbidity includes obstetric morbidity and it refers to ill health in 

relation to pregnancy and childbirth. Obstetric morbidity is defined as “morbidity in a 

woman who has been pregnant (regardless of site or duration of the pregnancy) resulting 

from any cause related to or aggravated by the pregnancy or its management but not from 
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accidental or incidental causes”
2
. Obstetric morbidity is one of the major causes for 

maternal death. 

India, being developing country, contributes 26% of the global burden of maternal deaths 

with nearly 136,000 women dying annually
3
 due to the cause related to pregnancy and 

childbirth. Reduction of child mortality and improvement in maternal health care the major 

goals in Millennium Declaration, to which India is a signatory. Another important goal for its 

own sake but also has a direct impact on maternal and child health, is promotion of gender 

equality and empowerment of women. Additionally maternal, newborn and child health has 

become a priority area for the policy makers, planners and various professionals
4
. In the 

developing world, a third of all pregnant women receive no health care during pregnancy, 

60% of deliveries take place outside health facilities, and only about 60% of all deliveries are 

attended by trained staff
5-6

 as effective strategies to increase attendance of skilled 

personnel at birth provide emergency obstetric care, and promote institutional deliveries 

are not implemented (and as long as practice remains poor), to reduce maternal mortality 

and morbidity.   

 

Characteristic features of Scheduled Castes  

The Indian caste system is a highly complex institution, though social institutions resembling 

caste in one respect or another are not difficult to find elsewhere, but caste is an exclusively 

Indian phenomenon. The “Scheduled Castes” is the legal and constitutional name 

collectively given to the groups which have traditionally occupied the lowest status in Indian 

society and the Hindu religion which provides the religious and ideological basis for a 

“disadvantaged” group, which was outside the caste system and inferior to all other castes
7
. 

At presents, the scheduled castes in India constitute around 16% of the total population. 

Almost one-third of them live below poverty line and do not have access even to the basic 

needs like food, clothing, and shelter  and  constitute  major  part  of  our  labour  force  and  

are generally engaged in petty occupations like agriculture labour, construction work, 

hawking and other low grade jobs
8
. There is a general consensus that the health status of 

the scheduled castes population is very poor and worst
9
. 

  

AIM & OBJECTIVE  

To assess the health problems during their antenatal period, complication while child 

delivery and health problems during their postnatal period among young married scheduled 

castes women in Thiruvarur district, TamilNadu, India. 

 

METHODOLOGY 

Selection of the District: 

According to 2001 census, Thiruvarur district was the highest vulnerable group or Scheduled 

Castes populated district and also backward district in TamilNadu state.     

Selection of the Taluks: 

Multistage stratified random sampling technique was applied to select the respondents 

from the Thiruvarur district for the research purpose in the period of ten months from July 

2010 to April 2011. Selection of the taluk was the first step in the multistage stratified 

sampling techniques. Thiruvarur district had totally seven Taluks, which comprise 573 

revenue villages and 430 panchayat villages. In the first stage, out of seven taluks, it was 

decided to select five taluks. These five taluks represent the geographical area of the study 

district. 
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Selection of the Sample Blocks: 

In the second stage, the purposive sampling technique was applied to select the blocks, for 

the convenience of research work. The selected blocks were Nannilam, Thiruvarur, 

Tiruturaipundi, Valangaiman and Mannargudi.  

Selection of the Sample Villages: 

The selected five blocks totally comprise 352 revenue villages. During the third phase, an 

attempt was made to find out the villages which had more than 50% of scheduled castes 

population. The total number of these villages was 87. Out of the 87 villages, around one-

third of the villages were selected from each of the blocks by lottery method. The total 

number of selected villages was 28. 

Selection of the Sample Respondents: 

After identifying the villages in each block, house listing operation was carried out in each of 

the selected villages prior to the data collection to provide the necessary frame for selecting 

the households for the study. Totally 6376 houses were listed in all the five blocks. 

Identification of eligible married young women (15-24 years) in each household was the 

next step in the research. There were 1164 households with the target population. Totally 

1203 women in the age group of 15-24 were identified in all the five blocks. These women 

were living with their husbands and had given at least one birth before one year prior to the 

survey. It was planned to select half of the population in each of the sample villages i.e., 601 

was fixed as the sample size of the study. Thus, in all, 661 respondents were selected 

following circular systematic random sampling technique. Of these 661, 605 respondents 

were completely participated for the research study.   

 

RESULTS 

Health problems during antenatal period 

In this survey, the women were asked if at any time during the pregnancy she experienced 

any of the following pregnancy-related problems, for the most recent birth in the one year 

preceding the survey: excessive fatigue, convulsions (not from fever), swelling of the legs, 

body or face, nauseas and vomiting, vaginal bleeding, abdominal pain and blood pressure 

(low and high).   

Table 1: Percentage distribution of women by Health problems during  

antenatal period (Multiple responses) 

Health problems during antenatal period  
Number of 

women 
Percentage 

Women who had experienced health 

problem during antenatal period 

        352       58.2 

Nauseas and vomiting  108 30.7 

Abdominal pain 94 26.7 

Excessive fatigue 88 25.0 

Convulsion 71 20.2 

Swelling of hand, legs or face    68 19.3 

Excessive bleeding 33  9.4 

Low blood pressure 31  8.8 

High blood pressure 13  3.4 

 

The result shows that (Table 1) more than half of the scheduled caste women experienced 

health problem during their pregnancy period (58.2%). With regard to prevalence of specific 
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pregnancy-related health problem, the nauseas and vomiting were most commonly 

reported by the SC women (30.7%) and one-fourth of women suffered with abdominal pain 

(26.7%). Another one-fourth of women experienced excessive fatigue (25%). Among the 

study population around one-fifth of women had convulsion that was not from fever 

(20.2%) and another 19% experienced swelling of hand, legs or face. Further, excessive 

bleeding does not seem to be a common problem among these women as it was reported 

by only 9.4%. It is also noticed from the table that an insignificant proportion of women 

experienced low blood pressure (8.8%) and high blood pressure (3.4%).  

Complication while child delivery  

The result reveals (Table 2) that, half of the SC women experienced complication while 

delivery (49.4%). The most common delivery problem reported by the SC women was 

premature labour (30.8%), Obstructed labour (15.7%) and excessive bleeding (14%). It is 

followed by breech presentation (12.7%), and convulsion (12.4%).  

Table 2: Percentage distribution of women by delivery complications  

(Multiple responses) 

Various type of delivery 

complications 

Number of 

women 
Percentage 

Women who experienced 

complication while delivery  

       299 49.4 

Premature labour 92 30.8 

Obstructed labour 47 15.7 

Excessive bleeding 42 14.0 

Breech presentation 38 12.7 

Convulsion 37 12.4 

Prolonged labour 29   9.6 

High blood pressure 14   4.7 

 

It is observed from the table that only around 9.6% of women experienced prolonged labour 

and an insignificant proportion of women reported they experienced high blood pressure 

problem (4.7%).  

 

Health problems during postnatal period 

The present study made an attempt to analyze the health problems experienced during 

postnatal period. The incidence of post delivery complication was judged by anyone with 

high fever, or lower abdominal pain, or foul smelling vaginal discharge, or excessive 

bleeding, or convulsion or severe headache during the first six weeks of delivery.  
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Table 3: Percentage distribution of women by health problems during  

postnatal period (Multiple responses) 

Health problems during postnatal 

period  

Number of 

women 
Percentage 

Women who experienced health 

problem during postnatal 

264 43.6 

Lower abdominal pain 98 37.1 

Severe headache 51 19.3 

Foul smelling vaginal discharge  47 17.8 

High fever 44 16.7 

Excessive bleeding  42 15.9 

Convulsion  26   9.8 

 

The result (Table 3) shows that 43.6% of women experienced health problem during their 

postnatal period. It is also observed that the most common postnatal problem was lower 

abdominal pain (37.1%). The next highest proportion of women reported severe headache 

as their postnatal problem (19.3%). In the study area, around 17% of women suffered with 

foul smelling vaginal discharge (17.8%), high fever (16.7%) and excessive bleeding (15.9%). 

Around ten percent of women reported that they experienced convulsion (9.8%) during the 

first six weeks after their child delivery.    

   

Logistic Regression examining the effect of background characteristics on health problems 

during antenatal period   

Logistic regression technique has been employed (Table 4) to assess the effect of each 

background variable on the probability of decreasing the incidence of pregnancy related 

health problem during pregnancy period, controlling other variables. It is observed that 

education of women, standard of living condition, age at marriage and number of ANC visit 

were statistically significant with the prevalence of pregnancy related health problem 

among SC population. The age of women, religion, occupation of women, type of family, 

duration of marital life, age at first birth, birth order, exposure to mass media and distance 

between health centre and home did not show any kind of statistical association with the 

dependent variable with the respective reference categories. 
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Table 4: Logistic regression examining the effect of background characteristics 

on health problems during antenatal period 

Variables Logistic 

Coefficient  

(β) 

Significant 

value 

(p) 

Odds Ratio 

Exp(β) 

Age of women  

18-20  (ref)      1.000 

21-23 -.369 .290  .692 

24 years  -.800 .114  .449 

Religion  

Hindu (ref)      1.000 

Christian  -.491 .066  .612 

Education of women 

Illiterates (ref)       1.000 

Primary education  .417 .525 1.518 

Secondary education         -.823 .118   .439 

Higher secondary and above       -2.712 .000   .216 

Occupation of Women  

  Non-workers (ref) 1.000 

Agricultural labourers   -.034 .812   767 

Non-agricultural labourers -.063 .787         .665 

Type of family  

 Nuclear Family (ref)       1.000 

Joint family -.216 .291 .805 

Standard of living index 

Low level (ref)                                                                         1.000 

Medium level         -.547 .016 .579 

High level      -1.902 .000   .149 

Age at marriage  

 18 or less years (ref) 1.000 

19-20 -.435 .564    .647 

21 or more  -.388 .006  .208 

 Duration of marital life 

1-2 years (ref)                               1.000 

3-4 years -.089 .760  .915 

5-6 years .076 .884        1.079 

Age at first birth  

 19 or less years (ref)      1.000 

20-22  .103 .892        1.108 

23 or more       -1.311 .149  .270 

  Birth order  

 First birth (ref)      1.000 

Second birth   .215 .458        1.240 

Third birth          -.205 .241  .746 

Exposure to mass media in weekly 
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 Less frequently (ref)      1.000 

More frequently   -.243 .232  .785 

Distance of health care facility  

 Within 1 Km (ref)      1.000 

2-3 Km -.128 .693 .879 

4 or more Km -.037  .901 .963 

 Number of ANC visits during pregnancy 

Less 3 visit (ref)                                             1.000 

3-5 visits -.060 .056 .542 

6 or more visits         -.015 .002 .214 

Constant         2.613 .000      13.640 

                          -2 log likelihood = 1312.284 

 

It is noted from the (Table 4) logistic regression analysis that when compared with illiterate 

women, women with higher education were less likely to experience any one pregnancy 

related health problem (OR= 0.216). It is also noticed that the chance of getting any one 

pregnancy related health problem was less among the women living in high wealth index 

(OR= 0.149) than the reference category (low wealth index). The age at marriage (OR= 

0.208) had a significant negative effect on the incidence of any one pregnancy related 

health problem. It is also observed that when compared with women who made less 

number of ANC visit, women who made more than six ANC visits were less likely to 

experience pregnancy related health problem (OR= 0.214).  

 

Logistic Regression examining the effect of background characteristics on delivery 

complication  

The results of binary logistic regression (Table 5), examining the effect of background 

characteristics on delivery complications (Pre-mature labour; prolonged labour; obstructed 

labour; excessive bleeding; breech presentation; convulsion and high blood pressure). It 

may be concluded from the analysis that except standard of living condition, and age at 

marriage, all other variables such as age, religion, education of women, occupation of 

women, type of family, duration of marital life, age at first birth, birth order, exposure to 

mass media and distance to health care facility, and number of visit to health center were 

negatively associated with the dependent variable (delivery complications) with the 

respective reference categories. 
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Table 5: Logistic regression examining the effect of background characteristics 

on delivery complication  

Variables Logistic 

Coefficient  

(β) 

Significant 

value 

(p)  

Odds Ratio 

Exp(β) 

Age of women   

18-20  (ref) 1.000 

21-23  -.280  .401    .756 

24 years      -1.217 .000    .296 

Religion  

Hindu (ref) 1.000 

Christian   .578 .032  1.783 

Education of women 

Illiterates (ref)  1.000 

Primary education   .496  .341  1.642 

Secondary education        -.123 .785   .884 

Higher secondary and above      -1.416 .075    .243 

Occupation of women  

 Non-workers (ref)   1.000 

Agricultural labourers   -.325 .337    .722 

Non-agricultural labourers       -.068 .769   .934 

Type of family  

 Nuclear Family (ref) 1.000 

Joint family -.034 .872   .967 

Standard of living index 

Low level (ref)                                                                            1.000 

Medium level      -1.106 .000   .331 

High level     -1.657 .000     .191 

Age at marriage  

 18 or less years (ref)   1.000 

19-20  -.881 .004    .414 

 21 or more      -1.596 .003           .203 

 Duration of marital life  

1-2 years (ref)           1.000 

3-4 years .357 .619   1.429 

5-6 years -.120 .882   .887 

Age at first birth  

 19 or less years (ref)  1.000  

20-22      -1.067 .141           .344 

23 or more      -1.163 .198    .312 

  Birth order  

 First birth (ref) 1. 000 

Second birth    .127 .680 1.136 

Third birth     620 .328 1.859 

Exposure to mass media in weekly 

 Less frequently (ref) 1.000 
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More frequently    -.131 .542   .877 

Distance of health care facility  

 Within 1 Km (ref) 1.000 

2-3 Km -.122   .706   .885 

4 or more Km -.260   .382    .771 

 Number of ANC visits during pregnancy 

Less 3 visit (ref)                               1.000 

3-5 visits -.344   .215     .411 

6 or more visits -.478   .289    .613 

Constant  1.615   .007          5.029 

                                  -2 log likelihood = 1216.871 
  

 

It is noticed from the logistic regression analysis that (Table 5) when compared with young 

women (18-20 years), women in higher age (24 years) were less likely to experience birth 

delivery complications (OR= 0.296). The wealth index shows a strong negative association 

with the indicators of delivery complications. The proportion of women who experienced 

delivery complication decreased steadily and negatively associated with the wealth index, 

when compared to the low SLI, the experience of delivery complication on richest women 

0.191 times lesser. The age at marriage (OR=0.203) had a significant negative effect on the 

incidence of delivery complications. 

 

DISCUSSION 

Every seven minutes, one woman dies due to complications in pregnancy or child birth, in 

India
10

. Complications during pregnancy may affect both women’s health and the outcome 

of the pregnancy adversely. Early detection of complications during pregnancy and their 

management are important components of the safe motherhood program. If a pregnant 

woman suffers from malnutrition accompanied by overwork, she experiences excessive 

fatigue. Vaginal bleeding, unlike the other above-mentioned problems, results from release 

of secretions from glands and also might be due to certain infections. Thus, all these 

problems are related to the nutrition of woman
11

. In general, maternal and reproductive 

morbidity is an outcome of not just biological factors, but also of women’s poverty, 

powerlessness and lack of control over the resources as well
12

.   

As mentioned in the patriarchal Indian society women bear the major burden of the 

household chores and it is not compensated with balanced diet. Even during pregnancy, she 

is not given any concession from the household work and there is hardly any improvement 

in her diet. Thus, in most of the cases, she is malnourished and is overexerted, which 

worsens her condition during pregnancy
15

. Nayak and Babu
16

 studied on the utilization of 

services for safe motherhood, antenatal care (ANC), among the schedule caste (SC) and 

schedule tribes (ST) of Orissa. It was found that ANC services were much poorer in case of 

SC and ST as compared to general population. Also various socio-economic and cultural 

factors were influencing the acceptance of ANC among these vulnerable communities. 

Studies conducted in TamilNadu
17

 revealed that reproductive morbidities including 

contraceptive morbidity was high among schedule caste, schedule tribe, poor women living 

in rural areas.   
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CONCLUSION & RECOMMENDATION  

The observation made under the present study clearly indicate that, health problems during 

antenatal and postnatal period, complication while child delivery has been much influenced 

by standard of living condition of the women in the study area. Health is a function of not 

only medical care but is an integral part of the developmental process of the society. It is 

not possible to raise the health status and quality of life of the people unless such efforts are 

integrated with the wider efforts to promote overall well being of the society. The 

vulnerable group or scheduled castes population in the study area was living with very poor 

standard of health and their issues related to health care getting intensified due to poverty, 

less educated, unemployment, lack of sanitation and hygiene, inadequate health care 

centers and lack of proper gendered centric treatment and their practice towards health 

care visit during pregnancy period also low. Therefore, it is suggested that whenever women 

conceive they should register themselves in a health care centre. Once the pregnant women 

are identified, the health staff should be directed to visit these women and provide them 

quality health care services for which suitable guidelines should be prepared. 
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