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Abstract 

Although National Rural Health Mission (NRHM) has been ushering the public health scenario of India, five high priority 

districts (HPDs) which are tribal in nature in Maharashtra show poor composite index 

indicators. To find out the determinants influencing maternal health indicators among tribal population in five HPDs

various secondary data sources on the five HPDs in Maharashtra were reviewed. The available data suggest that 

of determinants such as individual characteristics, family structure, community profile, availability, and accessibility of 

health infrastructure and facilities, district profile, and the governance issues, are influencing the maternal health 

Indicators. Coordinated efforts are required for developing resources and agencies for the empowerment of this population 

in the long run. Tailor-made programmes to influence the health seeking behaviour of tribal mothers 

important role and will bring about improvement in the maternal health indicators in these districts.
 

Keywords: Scheduled Tribe, Maharashtra, High Priority Districts, 

health, Public health infrastructure. 
 

Introduction 

Maternal health includes the health of women during prenatal, 

perinatal, post-natal and postpartum period
1
. It is influenced by 

various factors such as individual characteristics and 

behaviours, physical environment, and socio economic and 

political environment
2
. In Maharashtra, the status of maternal 

health indicators as per health management information system 

(HMIS) scorecard shows a negative trend from 2012 to 2015 in 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure-1:HMIS Index between 2012-15 (HMIS data 2012
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Although National Rural Health Mission (NRHM) has been ushering the public health scenario of India, five high priority 

districts (HPDs) which are tribal in nature in Maharashtra show poor composite index in terms of maternal health 

indicators. To find out the determinants influencing maternal health indicators among tribal population in five HPDs

arious secondary data sources on the five HPDs in Maharashtra were reviewed. The available data suggest that 

of determinants such as individual characteristics, family structure, community profile, availability, and accessibility of 

health infrastructure and facilities, district profile, and the governance issues, are influencing the maternal health 

dicators. Coordinated efforts are required for developing resources and agencies for the empowerment of this population 

made programmes to influence the health seeking behaviour of tribal mothers 

bring about improvement in the maternal health indicators in these districts.

Scheduled Tribe, Maharashtra, High Priority Districts, Maternal health indicators, 

Maternal health includes the health of women during prenatal, 

. It is influenced by 

various factors such as individual characteristics and 

nt, and socio economic and 

. In Maharashtra, the status of maternal 

health indicators as per health management information system 

(HMIS) scorecard shows a negative trend from 2012 to 2015 in 

five tribal high priority districts (HPDs)

Gadchiroli, Jalgaon, Nanded and Nandurbar

 

Even though National Rural Health Mission (NRHM) funding 

have strengthened the health system and infrastructure, the 

scorecard remains considerably low (Fig

Family and Health Survey (NFHS

population of the five HPDs also indicates the gaps (Table

15 (HMIS data 2012-15)
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Factors influencing maternal health indicators among tribal population in 

with special focus on five high priority districts 

, Maharashtra, India  

Although National Rural Health Mission (NRHM) has been ushering the public health scenario of India, five high priority 

in terms of maternal health 

indicators. To find out the determinants influencing maternal health indicators among tribal population in five HPDs, 

arious secondary data sources on the five HPDs in Maharashtra were reviewed. The available data suggest that six levels 

of determinants such as individual characteristics, family structure, community profile, availability, and accessibility of 

health infrastructure and facilities, district profile, and the governance issues, are influencing the maternal health 

dicators. Coordinated efforts are required for developing resources and agencies for the empowerment of this population 

made programmes to influence the health seeking behaviour of tribal mothers will play an 

bring about improvement in the maternal health indicators in these districts. 

aternal health indicators, Social determinants of 

five tribal high priority districts (HPDs)
3
, namely, Dhule, 

Gadchiroli, Jalgaon, Nanded and Nandurbar
4
. 

Even though National Rural Health Mission (NRHM) funding 

have strengthened the health system and infrastructure, the 

scorecard remains considerably low (Figure-1). The National 

Family and Health Survey (NFHS-4) findings on the rural 

population of the five HPDs also indicates the gaps (Table-1).
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Table-1: Percentage of mothers received maternal health services in HPDs
5
.
 

Maternal Health Indicators 
Dhule Gadchiroli Jalgaon Nanded Nandurbar 

Rural* Rural* Rural* Rural* Rural* 

Accessed antenatal check-up in the first 

trimester (%) 
52.3 80.9 62.1 68.3 53.5 

Accessed antenatal care (ANC) visits (at 

least four times) (%) 
59.8 76.5 62.4 67.6 52.6 

Accessed and utilized neonatal tetanus 

(TT) protection 
86.0 98.8 92.4 93.7 80.5 

Iron folic acid consumption (%) 12.1 49.6 41.8 41.1 38.5 

Beneficiaries who accessed full antenatal 

care (%) 
9.5 45.5 33.8 28.3 26.5 

Registered pregnancies with Mother and 

Child Protection (MCP) card (%) 
92.8 94.2 89.5 91.6 73.7 

Accessed and utilized postnatal care from 

trained health personnel within 2 days of 

delivery (%) 

64.6 68.9 78.8 70.6 52 

Accessed financial assistance for 

institutional delivery under Janani 

Suraksha Yojana (JSY) (%) 

15.8 28.4 9.7 8.6 20.2 

Average private expenditure on delivery 

in/at public health facility 
Rs. 2595 Rs. 789 Rs. 2580 Rs. 2059 Rs. 15329 

Households with a a health scheme or 

health insurance coverage (%) 
23.7 19.9 10.2 19.7 13.5 

*The fact sheet shows information for rural areas and the district as a whole because Dhule, Gadchiroli, Nanded and Nandurbar 

have more than 70% rural population: Source: NFHS-4, 2015-16. 

 

The access and utilization of the ANC services such as early 

registration (Dhule and Nandurbar), iron and folic acid 

consumption (Dhule), ante-natal checkups (Dhule, Nanded, and 

Nandurbar), post natal checkups (Nandurbar), and JSY 

utilization (in all five HPDs) are found to be considerably low 

whereas the out of pocket expenditure per delivery (Nandurbar, 

Nanded, Jalgaon and Dhule) is found to be unaffordable as 

reported by mothers. Even though registration of pregnancies 

for Mother and Child Protection covers more than 90%, the 

numbers of ANC registered mothers are less, which indicates 

almost one-third of pregnant women are not fully utilized the 

ANC services. Hence, there is a need to find out the reasons for 

not utilizing the maternal services which may help the planning 

and programme officers to fill the gaps. The objective of the 

present study is to find out what are the different determinants 

influencing maternal health indicators in five HPDs of 

Maharashtra. 

 

Methodology 

We used the social determinants of maternal health framework 

of World Health Organization (WHO)
6
 as the theoretical model 

which include micro to macro level factors such as individual, 

family and community level characteristics, health services and 

infrastructure, socioeconomic profile of districts and 

Governance issues . 

 

We searched for the available literature and database on 

Maharashtra as a whole and five high priority districts in 

particular to highlight the existing determinants.  

 

Data from Census 2011, Socio Economic and Caste Census 

2011 (SECC), NFHS 3 and 4, Rural Health Statistics 2015 

(RHS), HMIS score card up to 2015, Human Development 

Index (HDI) report on Maharashtra-2012, reports of various 

Ministries, research articles, and news reports were used to 

correlates factors with the maternal indicators.  

 

Results and discussion 

Individual characteristics and behaviours of tribal 
population in HPDs: Maharashtra tribal population constitutes 

9.35% of the total population of the state.  

 

As per the census 2011, the major ST groups in the five HPDs 

are given in the Table-2.  
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Table-2: Major tribal groups and households in five HPDs (Census 2011 and SECC 2011)

District 

Name 

Number of ST 

Households 

% of ST 

Households

Nandurbar 226331 77.29

Dhule 113545 37.00

Jalgaon 100469 15.62

Gadchiroli 85692 37.09

Nanded 45312 9.27 

 

Census 2011 reports that majority of the tribal men and women 

of scheduled tribes in Maharashtra get married at or after 18 

years of age. Only 1.4% is reportedly married before 18 years. 

In addition, the total fertility rate among these groups is 3.1

Whereas the sample surveys provide a different story. NFHS

reports 31.5% rural women of Maharashtra within the ages of 

20-24 have married before attaining the legal age for marriage. 

In HPDs associated data sheets, these variables are at different 

levels. The rural women between the ages of 20

married before the age 18 years range from 9.5% to 41.8%. 

Women, who aged 15 -19 years and were already mothers or 

pregnant at the time of the NFHS 4 survey, constitute a range of 

1.7% to 21.5%
10

. Data on the ANC utilization of early married 

or young mothers are not available. However, District Level 

Household and facility Survey (DLHS 4) of five HPDs reports 

that Pregnant women (of all age groups) who had three or more 

ANC visits ranges from 65.7% to 78.6%. It ind

is a one third to one quarter of the pregnant rural women who 

are not utilizing at least three ANC visits
11

. So early marriage 

and pregnancy seems to influence the maternal health 

indicators. 

 

Education status of the population under stud

linked with the utilization behaviour of women accessing 

maternal health services. The literacy of tribal women shows a 

declining percentage number of educated women along with the 

increase in levels
12

. The graph (Figure-2) indicates that 

percentage of illiterate to be between 40% to 50%. As the 

education level moves higher, the percentage 

corresponding qualification steadily decreases to 20% and 

below. 

 

Individual spending style/capacity least favours

spending. A study reported that most of the tribals living below 

poverty line (BPL) do not spend much on health care. Instead, 

they spent on either festival related expenses or a major portion 

of earning goes for paying off agriculture related 

addition, they access and utilize the available public health 

facilities fewer times. In the case of reproductive and menstrual 

problems, the women feel ashamed or embarrassed to discuss it 

Sciences___________________________________________________ 

Association 

Major tribal groups and households in five HPDs (Census 2011 and SECC 2011)
7,8

. 

% of ST 

Households 
Major tribal groups (>1000 population)

77.29 Bhil, Kokna, Gamit, Koli Mahadev, Dhanka, Koli Dhor

37.00 Bhil, Kokna, Koli Dhor, Gamit, Pardhi, Koli Mahadev, Thakur

15.62 
Bhil, Koli Dhor, Koli Mahadev, Pardhi, Dhanka, Thakur, Naikda, Koli 

Malhar, Korku 

37.09 Gond, Pardhan, Halba, Kawar, Oraon 

 Andh, Koli Mahadev, Kolam, Gond, Bhil, Pardhan, Naikda, Pardhi, Thakur

2011 reports that majority of the tribal men and women 

of scheduled tribes in Maharashtra get married at or after 18 

years of age. Only 1.4% is reportedly married before 18 years. 

In addition, the total fertility rate among these groups is 3.1
9
. 

he sample surveys provide a different story. NFHS-4 

reports 31.5% rural women of Maharashtra within the ages of 

24 have married before attaining the legal age for marriage. 

In HPDs associated data sheets, these variables are at different 

al women between the ages of 20-24 who are 

married before the age 18 years range from 9.5% to 41.8%. 

19 years and were already mothers or 

pregnant at the time of the NFHS 4 survey, constitute a range of 

utilization of early married 

or young mothers are not available. However, District Level 

Household and facility Survey (DLHS 4) of five HPDs reports 

that Pregnant women (of all age groups) who had three or more 

ANC visits ranges from 65.7% to 78.6%. It indicates that there 

is a one third to one quarter of the pregnant rural women who 

. So early marriage 

influence the maternal health 

Education status of the population under study is found to be 

linked with the utilization behaviour of women accessing 

maternal health services. The literacy of tribal women shows a 

declining percentage number of educated women along with the 

2) indicates that the 

percentage of illiterate to be between 40% to 50%. As the 

education level moves higher, the percentage of women holding 

steadily decreases to 20% and 

Individual spending style/capacity least favours the health 

spending. A study reported that most of the tribals living below 

poverty line (BPL) do not spend much on health care. Instead, 

they spent on either festival related expenses or a major portion 

of earning goes for paying off agriculture related debts
13

. In 

addition, they access and utilize the available public health 

facilities fewer times. In the case of reproductive and menstrual 

problems, the women feel ashamed or embarrassed to discuss it 

with a male doctor in the primary health centre or com

health centre (PHC/CHC) and in case of unavailability of lady 

doctor in hospitals; they have no choice but to take treatment

home
14

. Also, the dependency over traditional birth attendants 

during delivery at home is highly reported in the literatu

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure-2: Level of education of tribal women in 5 HPDs

(Census 2011)
12

.
 

 

The food style too influences the health of pregnant women. A 

report from Nandurbar affirms that the women used to suffer 

from malnutrition and anaemia due to the staple diet of chillies 

and flat unleavened bread
15

. Due to this, nutritional status of 

women is at lower levels. The BMI index of the rural women 

from HPDs indicates that almost one third to half of them are 

below the normal (BMI < 18.5 kg/m

women age 15-49 years who are diagnosed 

accounts between 44% to 62% and  Pregnant women age 15

years between 43% to 70%
11

. 

 

Family level: The tribal population in five HPDs follow 

patriarchal system
16-19

 i.e. male as the decision maker

cannot independently decide on her reproductive health choices. 

Women are usually taking care of household activities such as 

agricultural operations, animal husbandry, fetching water, 

collection of fuel wood etc., even during pregnancy

___________ ISSN 2319–3565 
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Major tribal groups (>1000 population) 

Bhil, Kokna, Gamit, Koli Mahadev, Dhanka, Koli Dhor 

Bhil, Kokna, Koli Dhor, Gamit, Pardhi, Koli Mahadev, Thakur 

Bhil, Koli Dhor, Koli Mahadev, Pardhi, Dhanka, Thakur, Naikda, Koli 

Andh, Koli Mahadev, Kolam, Gond, Bhil, Pardhan, Naikda, Pardhi, Thakur 

with a male doctor in the primary health centre or community 

health centre (PHC/CHC) and in case of unavailability of lady 

doctor in hospitals; they have no choice but to take treatment at 

. Also, the dependency over traditional birth attendants 

during delivery at home is highly reported in the literature. 

Level of education of tribal women in 5 HPDs 

The food style too influences the health of pregnant women. A 

report from Nandurbar affirms that the women used to suffer 

due to the staple diet of chillies 

. Due to this, nutritional status of 

women is at lower levels. The BMI index of the rural women 

from HPDs indicates that almost one third to half of them are 

below the normal (BMI < 18.5 kg/m
2
) and the  Non-pregnant 

49 years who are diagnosed anaemic (<12.0 g/dl) 

accounts between 44% to 62% and  Pregnant women age 15-49 

The tribal population in five HPDs follow 

i.e. male as the decision maker
20

. Women 

cannot independently decide on her reproductive health choices. 

Women are usually taking care of household activities such as 

agricultural operations, animal husbandry, fetching water, 

even during pregnancy
21, 22

.  
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Table-3: Tribal women and ownership on operational holdings 

(Agriculture Census 2010-11)
17

. 

District 

% of individual 

holdings of Operational 

Holdings with tribal 

women 

% of areas of 

Operational Holdings 

with tribal women 

Dhule 17.19 15.32 

Nandurbar 12.49 11.09 

Jalgaon 19.75 18.80 

Gadchiroli 18.98 17.87 

Nanded 13.06 11.92 

 

Another aspect is the income of family. The ST households in 

the HPDs are mainly engaged in casual labour (38.09% to 

82.12%). Cultivators fill the other part. Women are engaged in 

both household activities and helping their husband in the casual 

labour and they are paid less or do not have power on their 

income. Pointing out from the perspective of women 

empowerment in Agriculture Index (IFPRI)
23

, the tribal land 

holdings are characterized by men ownership in the HPDs 

reports. The share of women who hold agricultural land is 

critically low (Table- 3)
17

. When these families live with limited 

resources or in abject poverty, the asymmetric distribution of 

resources causes entitlement failure
24

. 

 

Community level: Hereditary factors: Sickle cell anaemia 

among tribal in HPDs varies from 1.97% to 35%. The Bhils, 

Madias, Pawaras, Pardhans and Otkars were the tribal groups 

who are accounted with a high prevalence of HbS (20-35 %). 

The prevalence of sickle cell haemoglobin (HbS), beta-

thalassemia trait and G6PD deficiency are reported in Gond 

related endogamous tribes in Maharashtra, India
25

. The HbS 

gene frequency varies from 0.0530 to 0.1805, the beta-thal gene 

from 0 to 0.0283 and Gd- gene from 0.0189 to 0.1120
26

. Higher 

frequencies of pregnancy complications such as circulatory 

impairment, tissue damage, infarctions, severe anaemia, and 

life-threatening infections have been reported among these tribal 

women with hereditary factors
27,28

. 

 

Cultural practises: Tribal population hold many norms, customs, 

and values as part of their culture system such as an early 

marriage system, traditional practices related to neonatal care, 

indigenous healthcare practice, division of labour on gender 

basis, and the use of intoxicants
23

. Problems or complications 

during pregnancy and childbirth were believed due to influence 

of evil demons living in forest and rivers or due to wrong deeds 

done. Therefore, they depend upon spiritual security from 

traditional healers. Metallic wear, hooks, chillies, etc. were 

generally used to deter evil spirits from the pregnant women. 

Modern health care is the second choice for these people
29

. 

 

Women have taken less food than required during the pregnancy 

so that they believed it as an effective strategy to reduce the size 

of the baby and for an easy delivery
30

. No special diet was given 

to pregnant women because of the fear related with increased 

size of the baby and difficulties in the delivery
31

. Similar 

practises of food control were reported in other studies too
33,32

. 

 

Health workers are even not allowed to conduct abdominal 

examination due to fear that their touch might lead to stillbirth 

or abortions. Also, resistance for infant check-up was observed 

due to beliefs that it may make the foetus weak. Similarly, TT 

injections given to pregnant women were believed to lead to 

abortions or stillbirth and therefore not taken
33

. These attitudes 

and practises create a barrier to the ANC services. Increased 

number of delivery (99.3%) at home by traditional birth 

attendants (TBAs) is also associated with the belief that the 

umbilical cord has to be buried next to house
31

.  

 

The dependence on the medicinal plants among the tribal groups 

in these five districts is also found. In an ethno-botanical study, 

Pawara and Bhil tribes of Satpura ranges in Dhule and Jalgaon 

districts extensively used medicinal plants
34

. Knowledgeable 

tribal heads, witch doctors, Bhagats and Bhuwas has used a 

folkloric medicine to heal easy delivery
35

.  
 

The socio economic profile of the tribal population in HPDs: As 

per the Socio Economic and Caste survey 2011, the ST 

population in five HPDs shows notable figures of poverty and 

related risks. Majority have reportedly engaged in manual 

casual labour (Figure-3). Out of seven criteria in the SECC 

census 2011, 55.38% of total ST households in five HPDs hold 

at least three criteria. About 75% to 90% of them lives on a 

monthly earning below Rs. 5000/-. Only a fraction of the ST 

households enjoys resources necessary for a decent living. The 

majority are in poverty trap and neglect the health needs 

especially of women.  
 

The low socio-economic profile forces them to migrate for 

making a living. They work only for two to three months a year 

in their field and the rest of the time, they move out in search of 

job
29

. They return to their villages only during the offseason, 

and thus it is difficult to trace and provide necessary services to 

the pregnant women and children
37

.  
 

Health services and infrastructure: The quality of care, 

availability and accessibility of health services are the indicators 

of utilization of any health services. The Human Development 

Index report 2012 speaks about the improvement in the 

availability of hospitals and beds in Maharashtra, which does 

not favour the rural areas
38

. The growing tribal population in 

five HPDs outnumbers the existing health infrastructure, 

personnel and facilities and thus is overburdened (Tables-4 and 

5). 
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Figure-3: Criteria of deprivation – Key figures from five HPDs 

(SECC 2011)
 36

.
 

 
Table-4: Tiers of Health Care Infrastructure and the Applicable 

Population Norms
39

. 

Centre 

Hilly/Tribal/ 

Difficult 

Area (as per 

norms) 

Situation in Tribal 

Areas of Maharashtra 

including five HPDs 

(in reality)

Sub-Centre 3000 4378.258

Primary Health 

Centre 
20000 28590.72

Community 

Health Centre 
80000 134419.1

 

Table-5: Number of Sub Centres, PHCs and CHCs in Tribal Areas 

State 
Tribal 

Population 
SC Required 

Maharashtra 9006077 3002 

Human Resource (Rural Health Statistics 2015)

Health  Worker [F] / ANM  at Sub Centre and

Health Worker [M] at Sub Centre 

Health Assistants [Male] at PHCs 

Health Assistants [Female] / LHV at PHCs 

Total Specialist   at Community Health Centres

Obstetricians and Gynaecologists at CHCs 

Surgeon  at CHCs 

Physicians  at CHCs 

Nursing Staff at PHCs and CHCs 

Lab Technicians at PHCs and CHCs 

Sciences___________________________________________________ 

Association 

Key figures from five HPDs 

Tiers of Health Care Infrastructure and the Applicable 

Situation in Tribal 

Areas of Maharashtra 

including five HPDs 

(in reality) 

4378.258 

28590.72 

134419.1 

The existing infrastructure is inadequate to serve the growing 

tribal population. The shortfall of infrastructure can be further 

elaborated as follows: 

 

Even though the number of field level workers are present in the 

system to register the pregnant ladies in first trimester, such 

effort is not supported at later stage due to the absence of 

adequate medical and paramedical staff like Obstetricians & 

Gynaecologists, Physicians, Surgeon, Nursing Staff at CHCs 

and PHCs.  

 

The non-availability of nearby services of Sub centre, PHCs and 

CHCs are significantly indicating the quality of care. The 

distance to the medical facilities varies from district to district.

The data from Census 2011 reveals that distance to different 

medical facilities in five HPDs ranges from 1

hospitals, 1-40 kms for Dispensaries and health centres, 1

kms for Family welfare centres, 1–

child welfare centres and 1–210 kms for Maternity homes

 

Socio economic profile of HPDs: 

those districts, which shows poor performance in health 

outcomes and equitable health care

Jalgaon, Nanded and Nadurbar are the fi

in High Priority Districts. Except Jalgaon, other four districts 

are also listed in the Backward Regions Grant Fund Programme 

under Ministry of Panchayati Raj because of their persistent 

imbalances in the development scenario of 

CHCs in Tribal Areas (Rural Health Statistics 2015)
40

. 

SC Shortfall PHC Required PHC Shortfall CHC Required

945 450 135 

Human Resource (Rural Health Statistics 2015)
 40

 Required In position

and PHC 2372 6833

2057 1375

315 700

315 739

Total Specialist   at Community Health Centres 268 83

67 29

67 16

67 15

784 646

382 400

___________ ISSN 2319–3565 
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The existing infrastructure is inadequate to serve the growing 

tribal population. The shortfall of infrastructure can be further 

Even though the number of field level workers are present in the 

system to register the pregnant ladies in first trimester, such 

effort is not supported at later stage due to the absence of 

adequate medical and paramedical staff like Obstetricians & 

ologists, Physicians, Surgeon, Nursing Staff at CHCs 

availability of nearby services of Sub centre, PHCs and 

CHCs are significantly indicating the quality of care. The 

distance to the medical facilities varies from district to district. 

The data from Census 2011 reveals that distance to different 

medical facilities in five HPDs ranges from 1–30 kms for 

40 kms for Dispensaries and health centres, 1-30 

–210 kms for Maternity and 

210 kms for Maternity homes
41

. 

Socio economic profile of HPDs: High Priority Districts are 

those districts, which shows poor performance in health 

outcomes and equitable health care
4
. Dhule, Gadchiroli, 

Jalgaon, Nanded and Nadurbar are the five tribal districts listed 

in High Priority Districts. Except Jalgaon, other four districts 

are also listed in the Backward Regions Grant Fund Programme 

under Ministry of Panchayati Raj because of their persistent 

imbalances in the development scenario of Maharashtra
42

. 

CHC Required 
CHC 

Shortfall 

112 45 

In position Shortfall 

6833 0 

1375 682 

700 0 

739 0 

83 185 

29 38 

16 51 

15 52 

646 138 

400 0 
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Dhule is the sixth poorest of Maharashtra’s 35 districts. It takes 

the sixth position from the bottom on the HDI as well. Out of its 

237,688 families, 55.64 per cent are classified as BPL

of Gadchiroli population belongs to scheduled tribes

Naxal operation (ANO) wing of the Maharashtra police had 

reported the presence of insurgency problem in Gadchiroli is 

due to the larger problem of economic backwardness of the 

tribals
45

. Jalgaon district is part of the Nashik division and the 

percentage of Scheduled tribes in the total population is 

11.84%
46

. Nanded is predominantly an agrarian economy and 

majority of its population lives in rural areas
46

of most backward districts with high Infant and maternal 

mortality rates, high level of malnutrition among children and 

high concentration of tribal population
46

. 

 

Governance issues: As per the social determinants framework, 

governance plays an important role. In the case of Maharashtra, 

an analysis of the key social sector expenditure 

neglect towards the health and welfare of the SC/ST and other 

backward class (OBC) over the years. Fig

percentage of government expenditure on two major sectors

Both the lines remained stagnant except a minor fluctuation for

health expenditure in 2014-15. Comparing to the health and 

welfare needs of the state especially the growing tribal 

population, these budgetary provisions are insufficient. Recent 

years, National Health Mission policy has changed centre

contribution share. State funding was asked to increase from 

25% to 40% to the existing programmes whereas centre 

contribution has reduced from 75% to 60% in the health 

projects. This changing pattern has led to cuts in the key health 

programmes
48

. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure-4: Key social sector expenditure in Maharashtra 

(Duggal R, 2015)
47

 

 

Another side of the coin is the poor planning, management and 

implementation of the schemes. A report on the Maharashtra 

nutrition mission reveals that major portion of tribal budget

spent on infrastructure development whereas there is hardly 

enough budget provided neither for the maintenance nor for the 

human development
49

.  

Sciences___________________________________________________ 

Association 

is the sixth poorest of Maharashtra’s 35 districts. It takes 

the sixth position from the bottom on the HDI as well. Out of its 

237,688 families, 55.64 per cent are classified as BPL
43

. 38.71% 

of Gadchiroli population belongs to scheduled tribes
44

. The anti-

Naxal operation (ANO) wing of the Maharashtra police had 

reported the presence of insurgency problem in Gadchiroli is 

due to the larger problem of economic backwardness of the 

. Jalgaon district is part of the Nashik division and the 

of Scheduled tribes in the total population is 

. Nanded is predominantly an agrarian economy and 
46

. Nandurbar is one 

of most backward districts with high Infant and maternal 

l of malnutrition among children and 

As per the social determinants framework, 

governance plays an important role. In the case of Maharashtra, 

an analysis of the key social sector expenditure discloses the 

neglect towards the health and welfare of the SC/ST and other 

backward class (OBC) over the years. Figure-4 shows the 

percentage of government expenditure on two major sectors
47

. 

Both the lines remained stagnant except a minor fluctuation for 

15. Comparing to the health and 

welfare needs of the state especially the growing tribal 

population, these budgetary provisions are insufficient. Recent 

years, National Health Mission policy has changed centre-state 

share. State funding was asked to increase from 

25% to 40% to the existing programmes whereas centre 

contribution has reduced from 75% to 60% in the health 

projects. This changing pattern has led to cuts in the key health 

Key social sector expenditure in Maharashtra 

Another side of the coin is the poor planning, management and 

implementation of the schemes. A report on the Maharashtra 

nutrition mission reveals that major portion of tribal budget 

spent on infrastructure development whereas there is hardly 

enough budget provided neither for the maintenance nor for the 

Converging effort is missing at planning and implementing 

level. A flagship scheme in Maharshtra for the pregn

lactating women in Maharashtra, namely Dr. APJ Abdul Kalam 

Amrut Ahar Yojna, has witnessed the fate of lack of 

convergence. The state has entrusted the responsibility of 

serving the cooked food with anganwadis whereas majority of 

anaganwadis (70%) do not have own cooking facilities. The 

scheme compelled the anganwadi sevika to find fuel by herself 

and do the service for a meagre amount of Rs 250 per month as 

remuneration for cooking
50

. Again, this programme was 

crippling to start due to complex fund

the tribal development department has not allotted any 

complementary budget provision for basic amenities like 

cooking-gas and utensils.  

 

As per the results of evaluation study of JSY in the tribal area in 

Maharashtra, only 69% of the sample population were eligible 

for the JSY provisions whereas only half of them has availed the 

benefits. Problems faced by the women while availing the JSY 

benefits were difficulty in obtaining required certificates from 

health providers, late submission, and non

facility staff, etc.
51

. 

 

Discussion: The present paper tried to find out the various 

factors directly or indirectly influencing maternal health 

indicators in five HPDs of Maharashtra

theoretical framework on social determinants of maternal health. 

The individual, family, community, health system, 

socioeconomic and governance levels

from various sources. The maternal health is influenced at 

individual, family and community level. The 

along with the resources, behaviours, and beliefs of the women. 

Family conforms its members including women to the 

community pattern and practice traditional decision

The community ensures the maintenance of system through 

norms and sanctions, which binds individuals, groups and 

families within the community. At intermediate level, the health 

system stands as a provider with standardised procedure, which 

may or may not be acceptable to the tribal community. At macro 

level, socio-economic characteristics of a districts influences 

resources, which may be necessary for healthy living. The 

governance influences the nature of health system functioning 

(from policy to implementation level) and program 

implementation. Together, they influen

varying degrees. 

 

Across the world, similar studies have reported about micro and 

macro level determinants that influence maternal health. It 

includes geographical locations
52

education
56,57

, social class
58

, social factors

differences
60-63

, gender
64

, employment

environment
68,69

, social capital
70

, social position

caste
74

, socio-cultural and behavioural determinants

healthcare service and infrastructure

the maternal health outcomes.  
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Converging effort is missing at planning and implementing 

level. A flagship scheme in Maharshtra for the pregnant and 

lactating women in Maharashtra, namely Dr. APJ Abdul Kalam 

Amrut Ahar Yojna, has witnessed the fate of lack of 

convergence. The state has entrusted the responsibility of 

serving the cooked food with anganwadis whereas majority of 

do not have own cooking facilities. The 

scheme compelled the anganwadi sevika to find fuel by herself 

and do the service for a meagre amount of Rs 250 per month as 

. Again, this programme was 

crippling to start due to complex fund-transfer-mechanism and 

the tribal development department has not allotted any 

complementary budget provision for basic amenities like 

As per the results of evaluation study of JSY in the tribal area in 

the sample population were eligible 

for the JSY provisions whereas only half of them has availed the 

benefits. Problems faced by the women while availing the JSY 

benefits were difficulty in obtaining required certificates from 

sion, and non-cooperation by 

The present paper tried to find out the various 

factors directly or indirectly influencing maternal health 

indicators in five HPDs of Maharashtra based on the WHO 

social determinants of maternal health. 

The individual, family, community, health system, 

socioeconomic and governance levels of data has been collected 

from various sources. The maternal health is influenced at 

individual, family and community level. The influence varies 

along with the resources, behaviours, and beliefs of the women. 

Family conforms its members including women to the 

community pattern and practice traditional decision-making. 

The community ensures the maintenance of system through 

d sanctions, which binds individuals, groups and 

families within the community. At intermediate level, the health 

system stands as a provider with standardised procedure, which 

may or may not be acceptable to the tribal community. At macro 

nomic characteristics of a districts influences 

resources, which may be necessary for healthy living. The 

governance influences the nature of health system functioning 

(from policy to implementation level) and program 

implementation. Together, they influence the maternal health at 

Across the world, similar studies have reported about micro and 

macro level determinants that influence maternal health. It 
52

, power
54

, governance
55

, 

, social factors
59

, socio-economic 

, employment
65-67

, social 

, social position
71

, lifestyle
72,73

, 

cultural and behavioural determinants
75

, 

healthcare service and infrastructure
76,77

 etc. These all influence 
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This study has got limitations such as availability of data, due to 

vey less studies conducted among tribal of five HPDs. Also, 

many of the primary data based studies were not specifying the 

nature of study population clearly. 

 

Conclusion 

Poor maternal health indicators influenced by micro and macro 

level factors in the selected HPDs. In spite of the service 

delivery by the health system through the central and state 

schemes, there is need of tailored programmes with a focus on 

the social values taken into account. The area under research 

requires context-specific and culturally and socially acceptable 

provisioning of care along with health system strengthening and 

inter-sectoral convergence. All these efforts succeeds only if 

they are accepted at grass root level and thus improved 

community participation in utilization of maternal health care.  
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