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Executive Summary

Understanding Barriers to Polio Eradication in Uttar Pradesh, a qualitative study commissioned by UNICEF/WHO, was carried out in three districts of Uttar Pradesh, viz., Moradabad, Ghaziabad, and Amdebkarnagar/Sultanpur. The study was primarily qualitative, though it was supplemented by a quantitative survey as well. The qualitative methods included focussed groups discussions, in-depth interviews, family discussions and problem solving group discussions.  A total of 206 units of data using these various methods were gathered from across the three districts. The survey questionnaire was administered to a total of 867 households with children between 0-5 years. 

I Socio-economic Context of the Study Population.

Significant features of the community are as follows:

· high levels of non-literacy 

· marginal difference between urban and rural levels of literacy

· most households belong to low and middle income (70 percent  earn less than Rs. 36000 per annum)  

· main occupations are cultivation, wage labor, and self-employment (petty to medium business)

· 25 percent of the sampled population gainfully employed (of these 90 percent for 12 months)

·  90 percent of population sampled in Sultanpur and Ambedkarnagar use open field for defecation

· 90 percent of the sampled population in Sultanpur/Ambedkarnagar and  80 in percent Moradabad are exclusively dependent on hand pump water: 

· little over 50 percent of the sampled population live in kaccha houses

· 23 percent of sampled population is in 0-5 years age group

· 50 percent of sampled population is below 15 years

· 5 percent of the sampled population is above 55 years

· average family size is 7.4  (no significant difference by religion)

· average joint family size is 9

· average nuclear family size is 6 

· no significant difference in gender ratio
II Childhood Morbidity and Health Seeking Behavior 

1. Disease causation is explained simultaneously through the domains of “folk etiology” (including religion), and biomedical notions of  germs, communicability and contagion. 

2. These diverse notions co-exist within the same social space, but are not static and are always “in-the-making” and hence “fragmented”. People’s perceptions of disease causation are being continually informed and influenced by new information which is often not available to them as a comprehensive whole but in “fragments” which are then linked with existing knowledge and understanding.

3. The emerging practices of medical pluralism are evident not only in relation to disease causation but also through simultaneous accessing of various kinds of healers, and practices of seeking care and cure. 

4. There is hence no rigidly ideological and deeply cultural resistance to biomedical knowledge and practice. Hence, there is no resistance to biomedical practices, but rather an active seeking of the biomedicine as is available through local doctors (be they quacks or qualified doctors).

5. The numerous practices of child care and those for the prevention of illness and avoidance of misfortune to children, suggest that these communities do have definite notions of the possibility of disease avoidance. However, these notions compete and co-exist with other notions of the inevitability of disease and misfortune.

6. The general experience of the government health services is articulated in terms of poor quality, apathy of the health staff, discrimination based on caste and religion, and corruption and inaccessibility

III Status of Routine Immunization

1. Immunization status of the 0-5 year old children is very poor, with a small percentage of children of 0-1 being fully immunized according to the prescribed schedule. The low level of immunization is as much an outcome of poor delivery of services as of the low social demand for services. The deterioration of service delivery has been caused by several factors, but most importantly by the immense demands of the polio program on health functionaries and the public health system as a whole.

2.  Though there is social memory of small pox eradication and vaccination given in schools in the past, people here have a very poor understanding of the importance of vaccines,  how vaccines work, and specific diseases that vaccines protect against. There is no clear distinction between “injections” and “vaccines” resulting in injection induced complications being attributed to vaccines.

3. Rumors about side effects and adverse reactions due to vaccines/injections, including collectively remembered social narratives of  death and disability due to “vaccines”, especially in relation to the polio vaccine, have resulted in a general fear and rejection of all vaccines.

4. There is some demand for routine immunization, but poor quality of general health services, as also inaccessibility of these services is a significant disabling factor.

IV Perceptions and Practices concerning the Polio Program

1.  There is wide spread awareness of polio, though there are differing perspectives on what causes the disease, and hence a questioning of the logic of vaccination as necessarily the best and most effective way of  preventing the disease. People do not necessarily have an informed and holistic theory of disease that informs their choices, but it often seems as if a theory of disease is framed in relation to other issues in order to offer a rational explanation for their non-acceptance of  the polio vaccine.

2. There is increasing “fatigue” emerging within the community (as also the delivery system) due to the frequent polio immunization rounds resulting in further fuelling of  fears and suspicions about the true purpose of the vaccine. The various agents of service delivery and motivators are not perceived as credible for various factors leading to strategies of avoidance, resistance and negotiation. On the other hand, the use of “outsider volunteers’ to administer the vaccine has made the community more suspicious. 
3. There is constant and continuous rumoring about the side-effects, adverse reactions, and potentially harmful long term effects of the vaccine. The rumors are aligned with other experiences of the state health system and the state in general. Hence, the “free” (no cost) availability of the state run family planning program and the polio program gives greater legitimacy to the rumor that the polio vaccine is aimed controlling (permanently) the fertility of the community.  
4. Similarly,  the historical and contemporary experiences of some social groups like the Muslim vis-à-vis the state, is invoked in the context of the polio program as well. The Muslim self perception of “otherness” within the socio-political context is easily extended to their experience of the health services as well. Muslim leaders are said to have publicly supported the polio program, but have simultaneously sent out messages against accepting the vaccine.
5. The resistance and non-acceptance of the polio vaccine is spreading among the urban and educated classes as well. Similarly, some of the Hindu scheduled caste populations have also started resisting or refusing the vaccine either because they have felt pressured by the Muslim community, or because they have also begun suspecting the vaccine to be a sterility / infertility inducing drug.
6. Resistance and non-acceptance of the polio program, is also produced due to failure of the agents of delivery to communicate effectively and accurately the logic of  eradication, the need for repeated vaccination, the biomedical logic of how vaccines work in the human body, and accurate information on specific diseases against which different vaccines protect the body.
7. The failure to adequately involve local leaders (both religious and political) in the planning and implementation of the program, creates the possibility of  these leaders asserting their power and control over the local population through various practices that  subvert the program, and thus allow for a re-assertion of their leadership.
8. The dispersion of fragments of biomedical information that question vaccination, or specific aspects of the polio program, coupled  with media reports about vaccine related side-effects and adverse reaction circulate rapidly in the community. These fragments of information are selectively absorbed and connected to other existing fragments of information to produce a continuity with the past body of knowledge and experience.

9. The community has evolved various strategies to avoid and resist polio vaccination for their children. These include negotiating with the vaccinators and the local community level mobilizers to mark the child or the households as having received the vaccine without administering the vaccine. Similarly, households have reported hiding and locking up their children to avoid being administered the vaccine.

10. The social mobilizers do not enjoy much credibility in the community, and perhaps due to the lack of proper training are not able to provide accurate information and address the concerns of the community.  The appointment of these social mobilizers is perceived to be unfair and corrupt, as individuals who have connections with local officials associated with the program are appointed. 

Strategic Directions

The strategic directions that we discuss here are based on the principal findings that have emerged from the study.  The specifics on any strategic directions need to be  worked out in relation to the local  contexts within which the program must operate. 

I The Problematic

There is a dispersion of fragments of biomedical knowledge which are mediated by local knowledges and experiences. This reflects the absence of a clear and accurate understanding of  polio as a disease, how vaccines work in the human body, and the logic of repeated vaccines for eradication both within communities and among service providers.

Strategic Direction

Develop a comprehensive communication strategy that is able to deliver through credible agents at the local level accurate information.

II The Problematic

The unifocal nature of the program coupled with its intensity, sends out wrong signals about the intention of the program, given the sense of deprivation people experience vis-à-vis other health services, their low regard for government health services, and the collapse of routine vaccination programs.

Strategic Direction

Deliver quality child health services, as also other health services, using existing governmental and non-governmental resources at the local level through mechanisms that are sustainable.

III. The Problematic

The social mobilizers at all levels, but specifically the community level, are not adequately trained and hence lack skills to deal with the complex demands of the situation. This renders them ineffective, as they have to negotiate and compromise with the social reality of their own communities, while also negotiating the demands of the polio eradication program.

Strategic Direction

Develop a more comprehensive training of trainers program that functions on a pedagogy of praxis-based dynamic learning so that it is continual and also rapidly responsive at the local level. 

IV The Problematic

There is fatigue emerging among service providers and the community because of the intensity of the program. At the same time there is frustration that the goal of eradication is becoming elusive, and the community is losing faith in the program because of increased outbreaks. Added to this local leaders and the community do not perceive themselves as partners in the program at all levels.

Strategic Direction

Enhance the scope of community participation in the planning, setting of immediate and long-term goals of the program, and establish mechanisms for greater mutual accountability between and among service providers and community members. 

Chapter One

BACKGROUND TO THE RESEARCH STUDY

Introduction

T

he Government of India, with support from UNICEF, WHO, CDC, Rotary, the World Bank and other international partners has taken up the challenge of eradicating polio in India. However, for various reasons the goal of eradication has not been achieved. One of the serious challenges faced by health service providers is resistance, reluctance and non-acceptance of the IPPI in some parts of the country. Hence, there has been a felt need to understand the nature of this resistance, and its social and cultural context.  While previous researches, feedback through various mechanisms of the polio program, have provided insights into some of the major barriers to polio vaccination, there was a need to understand how these factors play out in very specific contexts. This study is an attempt to explore the very local level contexts within which communities interact with the polio program.

Research Objectives

· To understand the specific socio-cultural contexts which results in the non-acceptance, and resistance to the Oral Polio Vaccine

· To suggest strategic directions for overcoming barriers to increase oral polio vaccine coverage in areas with high levels of unreached children

Field Sites

This study was conducted in three districts of Uttar Pradesh, viz., Ghaziabad, Moradabad and Ambedkarnagar/Sultanpur. For the purpose of this study, Sultanpur and Ambedkarnagar were considered as one cluster
. These districts were selected in consultation with UNICEF staff based on the criteria of high number of reported cases of polio, low acceptance of oral polio vaccine and increasing resistance / non-acceptance in the polio round (April 2002) preceding the study.  Specific urban wards and rural blocks were further identified in consultation with local UNICEF field staff and district health officials using the same criteria. 

Ambedkarnagar/Sultanpur had only 95 percent rural population as per 1991 census, while this stood at 48 percent Ghaziabad and 58 percent in Moradabad. As per 2001 census, the districts of Ghaziabad, Moradabad and Ambedkarnagar/Sultanpur had a total population of 3.3 million, 3.7 millions and 3.2 millions respectively.

Research Methodology

This study was primarily envisaged as a qualitative study, with a quantitative component to assess prevalence of some key indicators. The qualitative study was developed in keeping with contemporary theories and methods in social and cultural anthropology and sociology.  

The specific research instruments developed for the purpose of the study were as follows:

I. In-depth Interviews with:

a. acceptor mothers of 0-5 year children

b. Non-acceptor mothers of 0-5 year children
c. District health officials (concerned with the Polio Program)
II. Focused Group Discussions with

a. Acceptor mothers of 0-5 year children

b. Non-acceptor mothers of 0-5 year children

c. Community mobilizers

d. Male opinion leaders

e. Elderly women (grandmothers of 0-5 year grandchildren)

III. Family Discussions

a. Acceptor households

b. Non-acceptor households

IV. Problem Analysis and Solving Group Discussions

Mixed group of acceptor and non-acceptor mothers, community mobilizers, male opinion leaders, and elderly women.

The “family discussions” and “problem solving group discussions” were innovative methods developed by the research team. The critical assumption here was that acceptance or non-acceptance (resistance) was not an “individual” behavior to be explained by individual level factors, but was a behavior of a “social group”. Secondly, decisions to accept or not accept polio vaccine was more likely negotiated at the level of the family and household rather than the individual. And finally, in order to allow the communities researched to not only feel part of the problem researched, but also party to the emerging analysis and the possible solutions, we developed focused group discussions aimed at these outcomes. In spite of the apprehensions of using these new methods, we are convinced that the family discussions have been very insightful, as they have provided us in sights into how families as decision-making units think and feel about these issues.

The family discussions and problem solving FGDs were conducted by the senior and more experienced researchers of the team. For the family discussions, the researchers explained to the available members of the family the purpose of the study and the reasons for discussing the issues with the family as a group. Many families were initially apprehensive as they mistook the research team for yet another team of mobilizers attempting to convince them about giving their children OPV.  The family discussion was conducted only after explaining the purpose of the study and seeking oral consent from each of the family members. In some cases we observed that the women tended to be less interactive, but encouraged by the interviewers many of them did actively participate. We also observed, that given the nature of the issues (child health and care giving practices) discussed, the male members of the family were themselves keen that the women spoke out as they felt they (the women) were more conversant with these issues.

The problem solving discussions comprised elders/leaders from the community, elderly women, young mothers (each of these included acceptors and non-acceptors), social mobilizers, and local government health functionaries. On an average each such group discussion comprised of  10 to 12 people. These discussions were facilitated by the supervisors and senior researchers. At the outset of these discussions the researchers briefly summarized some of the key concerns of the community with regard to polio vaccination, routine immunization, and health in general that they had learned from interviews and discussions with various community members. The group was asked to discuss these further and then were asked to make suggestions to address the main problems with a focus on what various stakeholders (including the community) could do to improve / address the problems they had identified. It must be noted here that these groups were often unable to focus exclusively on questions of oral polio vaccine and childhood immunization, in isolation from other issues of access to public health services education, irrigation, and employment. 

A structured questionnaire was developed for the quantitative survey. The survey was primarily aimed at assessing people’s perceptions and understanding of the polio program, their immunization status and practices, and general socio-economic profiling of the community. This research instrument was focused and hence also brief as we were cautioned against putting an already “anxious” and “fatigued” community (because of the repetitive polio campaigns) through an exercise that might only further aggravate the situation. (See Appendix A: Research Instruments).

Sampling

For the qualitative study, we selected one urban ward and one village in each district/cluster. This selection was done in consultation with the local UNICEF staff and district officials on the basis of the criteria mentioned above. An important consideration at this stage was to select communities where we would be able to interact with acceptors and non-acceptors, Muslim and Hindu households, and also persons belonging to scheduled castes (see Chart 1.1, Annexure Tables 1.1 and 1.2)

For the quantitative sample the rural/urban sample for each district was selected proportionately to the rural/urban population within each district
. The villages in the selected blocks of the districts were classified as having high and low concentration of acceptors and non-acceptors based on a loose classification used by local UNICEF staff. The number of villages from acceptor and non-acceptor villages was further selected proportionate to their ratio within each block of the district. The villages from where qualitative data was gathered were purposely selected for the quantitative study and the rest of the villages were selected randomly from the cluster of acceptors and non-acceptors villages separately. For the purpose of this study a household was classified a non-acceptor if an eligible child (0-5 years) had not been administered OPV during the most recent round of the pulse polio program.

Twenty households were finally selected from each village with simple random sampling method in this multistage sampling design. However, the sample size being small a weighted analysis was not tried and the analysis presented in this report pertains to the sample only. Though we had proposed a sample of 850, we completed a sample of 867 households after an over-sampling of five percent to compensate for incomplete or invalid questionnaires. (see Chart 1.2 for details of the quantitative sampling) 

Chart 1.1 Qualitative Sampling

[FD=family discussions, ID=indepth interviews, FGD(GM)= focus group discussion with grand mothers, FGD(M)= focus group discussion with mothers, and FGD(PS)= problem solving focus group discussion]

Community Sources








FD
ID
FGD(GM)
FGD(M)
FGD(PS)

Moradabad [U/R]

16
31

8

8
2


Ghaziabad [U/R]

16
32

8

8
1


Sultanpur [R]
 

 8
16

4

4
1


Ambedkarnagar [U]
 
 8
15

5

4
1


Total data collected

47
95

25

24
5


Proposed sample

48
96

24

24
4

In-depth Interviews with Service Providers



Chief Medical Officer



3


District Immunisation Officer


3


Block Immunisation officer and staff

5


UNICEF motivators at block level

4


UNICEF motivators  at District level

3

Total





18

FGDs with Service Providers

4 FGDs of Social Mobilizers were conducted in which were included vaccinators, motivators  [UNICEF], ANMs, supervisors
Average size of FDs was 6 and average size of each FGD was 8.

Table 1.1
Qualitative Sample Distribution by Religion



(H=Hindus, M=Muslims, T=Total)

	
	Moradabad
	Ghaziabad
	Sultanpur
	Ambedkarnagar
	Total

	
	H
	M
	T
	H
	M
	T
	H
	M
	T
	H
	M
	T
	

	FD
	8
	8
	16
	8
	8
	16
	3
	5
	8
	3
	5
	8
	48

	ID
	16
	16
	32
	16
	19
	35
	8
	8
	16
	8
	8
	16
	99

	FGD (M)
	
	
	
	4
	4
	8
	4
	4
	8
	2
	2
	4
	20

	FGD(GM)
	4
	4
	8
	
	
	
	
	
	
	
	
	
	8

	FGD(PS)
	4
	3
	7
	2
	6
	8
	2
	2
	4
	
	5
	5
	24


Table 1.2
Qualitative Sample Distribution by Urban-Rural 



(H=Hindus, M=Muslims, T=Total)

	
	Moradabad
	Ghaziabad
	Sultanpur
	Ambedkarnagar
	Total

	
	U
	R
	T
	U
	R
	T
	U
	R
	T
	U
	R
	T
	

	FD
	8
	8
	16
	8
	8
	16
	
	8
	8
	
	8
	
	48

	ID
	16
	16
	32
	19
	16
	35
	
	16
	16
	16
	
	16
	99

	FGD (M)
	
	
	
	4
	4
	8
	4
	4
	8
	
	
	
	16

	FGD(GM)
	4
	4
	8
	
	
	
	
	
	
	4
	
	4
	12

	FGD(PS)
	3
	4
	7
	4
	4
	8
	
	4
	4
	5
	
	5
	24


Chart 1.2: Quantitative Sample Distribution

Uttar Pradesh  (867)


Ghaziabad(285)

Moradabad(290)                   
   Sultanpur(292)

(I)
Rural

Urban

Rural

Urban

Rural

Urban

(50%)

(50%)

(60%)

(40%)

(90%)

(10%)

(II)
Acceptor   Non-acceptor      Acceptor   Non-acceptor     Acceptor    Non-acceptor

(94%)

(6%)

(92%)

(8%)

(95%)

(5%)

(III)    Hindu   Muslim Others     Hindu     Muslim     Others
        Hindu   Muslim  Others

          (63%)   (35%)
(2%)
   (41%)      (59%)       (0%)
        (81%)    (19%)
(0%)

(IV)    SC/ST   OBC
Others
    SC/ST   OBC     Others
       SC/ST    OBC
Others

(16%)
(23%)
 (61%)
    (13%)    (23%)   (64%)
       (45%)     (22%)     (33%)

(V)     Nuclear        Joint

Nuclear        Joint

Nuclear        Joint

(46%)
       (54%)

(62%)
         (38%)

(45%)
         (55%)

Chart 1.3

Uttar Pradesh  - (Non-Acceptor’s sample)

Ghaziabad(285)

 Moradabad(290)           
    Sultanpur(292)


Rural

Urban

Rural

Urban

Rural

Urban

(61%)

(39%)

(77%)

(23%)

(100%)

(0%)

	Table 1.3: Demographic Profile of Sample Distribution 
	

	
	
	
	

	
	Ghaziabad
	Muradabad
	Sultanpur

	
	(285)
	(290)
	Ambedkarnagar

	
	
	
	(292)

	Rural
	142 (50%)
	174 (60%)
	263 (90%)

	Urban
	143 (50%)
	116 (40%)
	29 (10%)

	Acceptors
	268 (94%)
	267 (92%)
	277 (95%)

	Non-Acceptors
	17 (6%)
	23 (8%)
	15 (5%)

	Hindu
	180 (63%)
	119 (41%)
	237 (81%)

	Muslims
	100 (35%)
	171 (59%)
	55 (19%)

	Others
	5 (2%)
	0 (0%)
	0 (0%)

	SC/ST
	45 (16%)
	38 (13%)
	132 (45%)

	OBC
	66 (23%)
	67 (23%)
	64 (22%)

	Others
	174 (61%)
	185 (64%)
	96 (33%)

	Nuclear
	131 (46%)
	180 (62%)
	131 (45%)

	Joint
	154 (54%)
	110 (38%)
	161 (55%)


Reflections on the Data Gathering Process: Difficulties, Limitations and Lessons

At the very outset of the research, the successful completion of this project  in a short period of three months, hinged upon putting together a field team of very well trained and experienced qualitative researchers.  A significant amount of  time was spent on selecting suitable field researchers and supervisors, who were then intensively trained in the field for a period of five days. Similarly, the field team for the quantitative survey was trained for a period of three days.

However, we realized that in order that the qualitative research process remained dynamic it would be essential to be able to respond quickly to new issues as they emerged in the field. Hence, an intensive daily debriefing of the research team, as well checking of the quality of transcripts was carried out, and re-transcription carried out whenever necessary. For the quantitative survey, 25 percent back check was carried out.

There were a few limitations to this study.  Given the short period of time we were compelled to carry out the qualitative and the quantitative data gathering almost simultaneously. Retrospectively, we feel that conducting the quantitative survey after a preliminary analysis of the qualitative data would have enabled a better assessment of the prevalence of some of the significant issues that emerged from the qualitative data. Specifically, the various reasons for not accepting or resisting the oral polio vaccine ranging from fears of the vaccine producing infertility to fatigue due to frequency could have been assessed across a wider population. 

The research team faced much difficulty in identifying acceptor and non-acceptor households. This was firstly due to the non-availability of  accurate information from the local UNICEF field staff, and secondly, due to households identifying themselves as “acceptors”, even though their children had not received the polio vaccine. The latter is an outcome of the repetitive pressure from motivators and mobilizers, and the perceptions of fear about the polio vaccine in these communities. Our research teams faced some hostility from the community due to the communities mistaken assumption that the researchers were also a part of the polio eradication program.  The UNICEF field teams were also anxious about the research as they had assumed that the research was an evaluation of their performance.

It should also be noted, that during data gathering (Qualitative: September 8 – 19, 2002 and Quantitative: September 9 – 23, 2002) the social mobilizers and government health functionaries were engaged in preparatory activities at the community level for the next SNID (fieldwork was conducted in the first three weeks of September 2002, and the SNID was scheduled for the following month). This heightened activity is likely to have affected both the levels of awareness about the polio program, as also the anxiety and fear about polio vaccines.

Finally, because of the short duration of the study, district officials, social mobilizers were not available for interviews and discussions during the time of our fieldwork in a particular area. The simultaneous preparations for the next SNID also affected their availability. The increased activity for the SNID also fuelled suspicions about the research team being part of the on going efforts to motivate the community to accept vaccines.

The Analytical Framework

The analysis of the qualitative data has been based on the following theoretical assumptions: 

· Social reality is plural and dynamic, and hence particular social events and social behavior must be understood in relation to the complex configurations specific to different locations at different times.

· Experience and understanding of the  body, as also illness and health, and practices for care and cure of the body are negotiated by specific cultures.
· Expert systems of knowledge, including medical knowledge and practice, are mediated by the cultural context,  which must necessarily negotiate existing knowledge and power structures in different contexts.
Given these assumptions, the analysis does not seek to identify individual factors that affect polio vaccine uptake instead attempts to examine the collective impact of various factors that produce barriers to uptake of the vaccine.  The ethnographic analysis also explains the complexity of the phenomenon of low acceptance, non-acceptance and resistance to the polio program in the specific context of the communities studied.  Since this was primarily a qualitative study, the analysis also focuses on data that emerged from the qualitative research instruments while drawing linkages with the data that has emerged from the quantitative component. Hence, even though we qualify the degree of prevalence of a particular perception or point of view through the terms like ‘most’, ‘some’ and ‘few’, this cannot be translated into numerical values. The various perceptions discussed are not only individual perceptions (from in-depth interviews), but are also group perceptions (focus group and family discussions).  The perceptions of even a few persons are accorded analytical significance because it helps us understand the complexity and difference of the problematic. The nature of qualitative data is different from quantitative data, and hence it cannot be expected to perform the same function as the latter, especially in determining the prevalence or extent of a problem. Hence, however marginal a particular point of view or perception may be, its significance emerges in the relationship of that piece of data to the complexity of the problematic being investigated. 

The implication of this analytical approach makes the task of evolving strategies and policies even more challenging. While measures to address individual factors may yield beneficial results, the failure to recognize the interconnectedness of various factors and conditions may lead to unexpected outcomes. As will be evident from the section on Strategic Directions, our attempt has been to suggest the broad strategic orientation along with a set of specific questions which need to be collectively (researchers, policymakers, implementers and beneficiaries) addressed in order to arrive at concrete and specific operational plans of any future strategy. 

Finally, we would like to mention that the findings of the study are specific to the researched communities. While some of the issues may be generalizable for similar populations (sharing similar socio-economic and cultural contexts), it would be misleading to generalize these findings outside of the specific contexts. Ethnographic data and analysis allow for explaining and examining a social phenomenon intensively to understand the inter-relatedness and complexity of social life. The processes may cut across sites (and populations) but the specific issues are likely to be different. We have tried to objectively examine (in a manner akin to case studies) the factors resulting in low acceptance or resistance to the polio program in a specific socio-cultural context, and caution against any sweeping generalizations.

Chapter Two

SOCIO-ECONOMIC PROFILE OF 

THE RESEARCHED COMMUNITIES

In this chapter, based on the findings of the quantitative survey (which was also carried out in the villages and wards where the qualitative fieldwork was conducted) we present a socio-economic profile of the community. 

Occupation
Less than one fourth of the population was engaged in gainful employment. Wage labor followed by cultivation, self employed and salaried employment were the predominant occupations of the sample population. A very small population was engaged in business. A little more than 20 percent of the population were students, and about 20 percent were engaged in household work (non-remunerative). One third of the population was not engaged in any kind of activity.

Table2.1 Distribution (percent) of occupation of individual household members 

	Occupation
	Districts



	
	Ghaziabad

(n= 2076)
	Moradabad

(n=2063)
	Ambedkarnagar/Sultanpur

(n=2268)
	Total

(n=6407)

	Cultivation
	5
	6
	8
	6

	Wage-labour
	6
	8
	6
	6

	Self-employment
	6
	5
	4
	5

	Salaried
	6
	4
	2
	4

	Business
	3
	1
	1
	1

	H.H work
	21
	22
	21
	21

	Student
	20
	20
	29
	23

	No work
	33
	36
	29
	33


The wage labourers were mainly engaged in non-agricultural wage and were from urban areas. Except cultivation all other types of occupation were mostly in urban areas. There was no variation of the earners’ population by rural/urban and acceptor/non-acceptor households. A higher percentage of Hindus were engaged in economic activity as compared to Muslims. Similarly the joint families had the advantage of higher percentage of earners (See table 2.2).

Table:  2.2 Distribution (percent) of population by primary income generating occupation 

	Category
	Districts

	
	Ghaziabad

(n=2076)
	Moradabad

(n=2063)
	Ambedkarnagar/Sultanpur (n=2268)
	Total

(n=6407)

	Total
	25
	22
	21
	23

	Urban
	25
	22
	27
	24

	Rural
	25
	23
	21
	23

	Acceptor
	26
	22
	22
	23

	Non-acceptor
	20
	23
	23
	19

	Hindu
	28
	24
	22
	24

	Muslim
	22
	22
	20
	21

	Nuclear
	20
	20
	18
	19

	Joint
	28
	26
	23
	25


Though a small percentage of the population had some primary occupation, about half of them were also engaged in some secondary occupation. The secondary occupation was mainly cultivation. Thus, about 12 percent of the population were engaged in more than one occupation. Another important aspect is that about 90 percent of the earners were engaged in economic activity throughout the year contrary to the view that cultivators don’t remain busy for a large part of the year.

Age distribution and household size

The age distribution of the sample population was significantly skewed towards the younger age population. About 16 percent and 10 percent of the total sample population were children aged 0-2 and 2-5 years (only households with 0-5 children were selected for the sample). Thus about 26 percent of the population belonged to the target age group of the polio program. About half of the population were children up to 15 years of age and only 5 percent of the population was above 55 years. The gender ratio was even in almost all age groups as percentage of males was equal to percentage of females in most age groups.

About two third of the household members were primary kin members, viz., head (mainly male), spouse, sons and daughters. The rest of the members were daughters-in-law and grand-sons, grand daughters. The average family size in Ghaziabad was 7.3, Moradabad 7.1 and Sultanpur 7.8. The average size of joint families in each of the districts was higher than the average nuclear family size (see Table 2.3)

Table 2.3 Average family size by type of family

	Category
	Districts

	
	Ghaziabad
	Moradabad
	Ambedkarnagar/Sultanpur

	Nuclear
	5.8
	6.0
	5.8



	Joint
	8.5
	9.0
	9.4



	Total
	7.3
	7.1
	7.8


The number of males was almost equal to the number of females in all the districts with significant variations by rural/urban, acceptor/non-acceptor, caste, religion and  type of family . The proportion of children among the non-acceptor households was considerably higher than that of acceptor households  (see Table 2.4).

Table 2.4 Distribution of 0-5 year old children in the households

	Total household members by district
	Category



	
	% of 0-5 year in Acceptor HH
	% of 0-5 year in Non-Acceptor HH
	Total 0-5 year



	Ghaziabad

(n=2076)
	26
	35
	27

	Moradabad

(n=2063)
	28
	32
	19

	Sultanpur

(n=2268)
	24
	26
	24


SC/ST children between the ages of 0-5 years accounted for a slightly higher percentage (29.7 %) of the total sampled population, as compared to OBCs (25.7%) and others (26 %). Nuclear families had a considerably higher percentage of population in the 0 to 5 years age group as compared to joint families. 

The average number of 0-5 year old children was marginally higher in Ghaziabad as compared to the other two districts, while the number of 0-15 year olds were marginally higher in Ambedkarnagar/Sultanpur cluster (see Table 2..4.1 below)

Table 2.4.1: Average number of  0-5 and 1-15 year old children per household 

	Age 
	Ghaziabad
	Moradabad
	Ambedkarnagar/Sultanpur
	Average across three districts

	0-5 years
	1.96
	1.35
	1.86
	1.72

	0-15 years
	3.37
	3.74
	3.82
	3.64


About 40 percent of the population was currently married and the separated, widowed or married without gauna (without cohabitation) comprised 4 percent. 

 Income level and ownership of assets

A majority of the households were from the low income group with an annual income of less than Rs.36000/-. In Moradabad and Ambedkarnagar/Sultanpur districts such households were more than three fourths of the total households. However, in Ghaziabad about 55 percent of the households were from this group. The income levels were similar across rural/urban, though non-acceptors, Muslims and nuclear households reported lower income as compared to their counterparts (see Table 2.5)

Table 2.5 Distribution of households by income level (annual in Indian Rupees)

	
	Income Categories

	
	Ghaziabad
	Moradabad
	Ambedkarnagar/ Sultanpur

	
	<12000
	12000-36000
	36000-96000
	>96000
	<12000
	12000-36000
	36000-96000
	>96000
	<12000
	12000-36000
	36000-96000
	>96000

	Total
	6
	49
	37
	8
	12
	64
	24
	1
	20
	59
	20
	1

	Urban
	7
	49
	36
	8
	14
	64
	20
	2
	13
	60
	27
	0

	Rural
	4
	49
	38
	9
	10
	63
	26
	1
	21
	59
	19
	0

	Acceptor
	4
	49
	39
	8
	12
	63
	25
	1
	19
	59
	19
	3

	Non-acceptor
	22
	55
	17
	6
	10
	76
	14
	0
	33
	53
	33
	

	Hindu
	6
	39
	45
	10
	10
	63
	26
	1
	19
	59
	19
	3

	Muslim
	6
	69
	23
	2
	12
	64
	22
	1
	22
	58
	22
	2

	Joint family
	10
	64
	23
	3
	15
	68
	16
	1
	23
	64
	23
	0

	Nuclear family
	2
	37
	49
	12
	6
	56
	37
	1
	18
	55
	18
	2


The ownership of assets is a better indicator of economic status of the household as it is difficult to assess the household income accurately. Information on ownership of assets was collected in this study for this purpose. As observed in household income, the ownership of assets also shows that the households of Ghaziabad district had more assets than households of the other two districts. (see Table 2.6)

Most of the households in Ghaziabad district had pucca houses either owned or rented. Sampled households in Moradabad district lived mostly in pucca houses either owned or rented. In Ambedkarnagar/Sultanpur district, sampled households lived mostly in kucha houses (see Table 2.6). 

Television ownership in Ambedkarnagar/ Sultanpur is very low (20%),  while it was 69 percent in Ghaziabad and 50 percent in Moradabad. This suggests lower exposure to electronic media in Ambedkarnagar/Sultanpur, and also lower purchasing power in these communities. 

Table 2.6 Distribution (percent) of households by ownership of assets

	Assets owned

	
	Ghaziabad

(n=285)
	Moradabad

(n=290)
	Ambedkarnagar/Sultanpur

(n=292)
	Total (867)

	Pucca house
	75
	62
	37
	58

	Kucha house
	12
	30
	60
	34

	Rented house/ jhuggi
	13
	8
	3
	8

	Radio
	40
	37
	29
	35

	Cooking gas
	57
	22
	7
	29

	Cooler
	48
	16
	3
	22

	Fan
	80
	61
	30
	57

	Washing machine
	7
	2
	1
	3

	Motorized two wheeler
	32
	9
	5
	15

	Television
	69
	50
	20
	46

	Refrigerator
	27
	6
	1
	11

	Telephone
	23
	6
	2
	10

	Bicycle
	70
	61
	80
	70

	One to two cattle
	37
	52
	50
	46

	More than two cattle
	23
	20
	29
	21


One third of the households in Ghaziabad district had access to tap water. In Ambedkarnagar/Sultanpur district access to tap water was very low (9 percent), while in Moradabad district it was 20 percent. Also, in Ambedkarnagar/Sultanpur 90 percent of the households use open space for defecation, while one third in Moradabad, and one fourth in Ghaziabad used open space for defecation (see table 2.7)

Table 2.7 : Distribution (percent) of households by source of drinking water and type of toilet facility

	Source/ type
	Districts

	
	Ghaziabad
	Moradabad
	Ambedkarnagar/Sultanpur
	Total

	A) Source of drinking water
	

	Tap
	33
	20
	9 
	21

	Hand pump
	65
	80
	90
	78

	Others
	2
	0
	1
	1

	B) Toilet facility
	

	Septic tank
	39
	15
	7
	20

	Modern flush
	14
	13
	1
	09

	Pit
	14
	22
	1
	13

	Dry latrine
	9
	17
	1
	09

	Open field/courtyard and other
	24
	33
	90
	49


Composite index based on assets

The ownership of different assets was assigned points as per Annexure 2.1. The total of these points was 100. Each household’s total assets were calculated depending upon the ownership of the assets. Based on this composite index the households were classified into four groups viz., 0-25, 26-50, 51-75, 75+ points. Based on this classification, only 12 percent of the households could score more than 50 points. A majority, i.e., 47 percent remained in the group of 0-25 points. The rural population fared better on this index because of agricultural land ownership. Non-acceptors were scored significantly lower than acceptors, and similarly, Muslims were also much below Hindus in all districts. OBCs were better off than SC/ST and other caste Hindus. Joint families were better placed. (See Annexure 2.2 to 2.6) 

The mean composite index was 30.80 with a standard deviation of 17.81. The mean was higher in Ghaziabad district as compared to the other two districts. Rural, acceptors, Hindus OBC and joint families were better placed as per the mean and with a large standard deviation (see Annexure 2.7)

Education
A very large percentage of the population is non-literate or moderately literate. (see Table 2.8). Non-literate were significantly higher among non-acceptors, Muslims, nuclear families and  in rural areas. 

Table 2.8 Distribution (percent) of education level



	Education
	Districts

	
	Ghaziabad
	Moradabad
	Ambedkarnagar/Sultanpur
	Total (n=6407)

	Non-literate
	43
	60
	47
	50

	Literate without schooling
	5
	6
	2
	4

	Up to 5th standard
	19
	19
	23
	20

	Middle standard
	9
	6
	11
	9

	Higher
	24
	9
	17
	17


Table 2.9 Distribution (percent) of non-literate by category

	Category
	Districts

	
	Ghaziabad
	Moradabad
	Ambedkarnagar/Sultanpur
	Average across 3 districts

	Total
	43
	60
	47
	50

	Urban
	44
	57
	43
	49

	Rural
	42
	62
	47
	50

	Acceptor
	41
	59
	46
	49

	Non-acceptor
	58
	72
	58
	63

	Hindu
	38
	59
	47
	47

	Muslim
	51
	60
	46
	55

	Nuclear
	49
	65
	50
	56

	Joint
	39
	55
	45
	45


Chapter Three

CHILD HEALTH AND HEALTH SEEKING BEHAVIOR

In this chapter, we focus on the community’s perceptions of child health and the prevalent practices of caring for children, as well as the health seeking behavior for prevention and treatment of childhood diseases. We shall also examine people’s perceptions of the causes of diseases among children, as also their experience of government health services. 

In the various qualitative research instruments used with different sets of respondents from the various communities we tried to understand the community’s perception and practices of producing child health. These included questions that pertained to their understanding of childhood diseases, causes and practices of cure and treatment. One of the key questions discussed concerned the practices of prevention of illness among children. Communities are known to practice what has been described as “misfortune” avoidance behavior, and more recently this has been referred to as practices to avoid risk, danger and uncertainty. An understanding of how communities try to avoid the possibility of illness is essential to understanding their perceptions of vaccines. The perceived risks and dangers (pertaining to child health) that need to be avoided would be conceptually linked to their perceptions and practices of other modern technologies of disease prevention, such as vaccination. 

In what follows we focus on some significant thematic issues that have  emerged from the ethnography:

1. Disease causation is explained simultaneously through the domains of “folk etiology” (including religion), and biomedical notions of germs, communicability and contagion. 

 These diverse notions co-exist within the same social space, but are not static and are always “in-the-making” and hence “fragmented”. People’s perceptions of disease causation are being continually informed and influenced by new information which is often not available to them as a comprehensive whole but in “fragments” which are then linked with existing knowledge and understanding.

2. The emerging practices of medical pluralism are evident not only in relation to disease causation but also through simultaneous accessing of various kinds of healers, and practices of seeking care and cure. 

3. There is hence no rigidly ideological and deeply cultural resistance to biomedical knowledge and practice. Therefore, there is no resistance to biomedical practices, but rather an active seeking of the biomedicine as is available through local doctors (be they quacks or qualified doctors).

4. The numerous practices of child care and those for the prevention of illness and avoidance of misfortune to children, suggest that these communities do have definite notions of the possibility of disease avoidance. However, these notions compete and co-exist with other notions of the inevitability of disease and misfortune.

5. The general experience of the government health services is articulated in terms of poor quality, apathy of the health staff, discrimination based on caste and religion, and 
corruption and inaccessibility.

Common and Dangerous Childhood Diseases

Members of the community attribute various factors for disease causation.  Treatment and cure seeking behavior is dependent on the theory of causation attributed  to a particular episode. The community has definite notions of diseases as “sadharan” (common) and “khatarnak” (dangerous) or  “jaan leva” (life threatening).  An illness episode is perceived to move from being sadharan  to jaan leva if  proper and timely care and treatment is not provided.  The illness narratives of their children suggest that diseases are caused by the following factors:

· Changes in the weather

· Exposure to heat and cold

· Evil eye / forces of evil

· Will of God / Allah

· Malnutrition, inadequate nutritious food

· Germs in the air / especially dirt, polluted or stagnant water

· Weakness (some are born weak / others are born strong)

· No proper care by parents / care givers

The most frequently mentioned common illnesses that children suffer from are as follows: stomach infections (including worms), throat infections, fever, cough and cold, breathing problems (respiratory conditions), skin infections, and eye infections. Most mothers recognize that minor or common illnesses like coughs and colds, or fevers can aggravate and develop into a serious condition if proper care and treatment are not provided to a child.

Dangerous diseases are those which are not treated in time and they are allowed to get out of hand. Even if something is stuck in the throat the child can get choked to death. It not treated in time there may not be any hope of survival.

In case of vomiting and diarrhea, there is loss of liquids from the body that can be life threatening and the child may die. 

In case of severe jaundice if the child is not treated immediately then his blood turns to water.

Only Khuda (God) knows when life will go away. Any disease can become dangerous when it is his will to take away a person.

Even vomiting can bring about death. When there is diarrhea and vomiting it can become a very dangerous condition as there can be onset of severe anemia.

All the above quotes are from FGDs with mothers across all the 3 districts

Some mothers recognize specific diseases as dangerous. Of mothers interviewed, about 60 percent said that polio was a dangerous disease (this is discussed in detail in Chapter 6).  Other dangerous diseases frequently mentioned were whooping cough (kali khansi), malaria, dysentery, tuberculosis, tetanus and severe diarrhea (especially for infants). A few mentioned AIDS, cancer, and mental disorders (dimagi bimari referring to psychological conditions). 

Some of these diseases were described as congenital conditions (one is born with these diseases). Some said that the disease manifests itself under specific conditions like prolonged fever, exposure to the cold weather or lack of proper food.  A few described polio as such a condition that was manifested when a child experienced prolonged fever.

Illness Prevention Practices

Most mothers, both in the in-depth interviews as well as in the FGDs discussed practices to prevent disease among children. There were a few who said that diseases could not really be prevented because either they were caused by the will of God, or because they simply happened and no body could do anything about it. 

Some of the disease prevention practices discussed were as follows:

Prayers for prevention

We read the namaz [scriptures/religious texts] consistently – it protects our children from the bad influences of disease.

Nafisa, FGD, mother from Sultanpur

I go to the temple regularly so that my children do not fall ill.

Bina, FGD, mother from Moradabad
We take Allah’s name and blow on the child and he develops immunity from various ailments.

Razia, FGD, grandmother from Ambedkarnagar

We believe in giving alms to the needy so that our children may remain healthy. We have been advised by our Guru [religious preacher] to do so and we follow his instructions strictly. Still, however, our children fall ill sometimes.

Pinky, FGD, mother from Ambedkarnagar

Allah knows all – we can but serve his command. We serve by looking after the children and he gives the means to get due treatment for our ailing child.

Lalita, FGD, grandmother from Moradabad

Cleanliness and Hygiene

If the child is bathed properly, given good clothes to wear and massaged with oil then he will look good and remain healthy.

The children were bathed with water in which mehendi leaves have been soaked to keep off mosquitoes. Now, however, everybody uses soap.

The beds and mattresses should be kept clean.  

Children should keep away from dirt, especially dirty water. Also, ‘people’s gandagi’ (referring to fecal matter) pollutes air and water and children fall sick… they should avoid such places of dirt.

[Mothers, FGD, Sultanpur]

Protecting from evil eye

The newborn is not taken out for one and a half months so that the outside air may not effect him and he does not fall victim to the evil eye. 

We often tie an amulet or a special religious charm that helps them overcomes fear and scary experiences. For this we also get `jhar phook’ done. This is, however, not for common illnesses but for those caused by evil eye.

We get a taveez made and we believe in the power of ‘jhar phook’.

Our daughter used to cry a lot but then amma [mother/elderly women] did some ritual removal of the evil eye and now is alright.

[grandmothers, FGDs from all the districts]

Avoid contact with infected children

Isolate the ailing child. Keep the children away from someone who is suffering from any disease. The child should be kept clean and care should be taken for the child’s food. 

Savita, ID, mother from Gaziabad

Children fall sick because they play with other children who may be sick. They must be kept away from persons who are sick, because their bodies succumb to the illness very easily.

Rehmana, FGD, mother from Moradabad

Consuming particular foods and tonics

A preventive measure is to catch a wild pigeon and kill it by ‘halaal’ and then fry it in ghee [clarified butter] and feed it to the child.

Tonics are given to the child for improving his health and giving him strength. The vaccinations are given to prevent disease.

Children should be given buffaloes milk and ‘ghutti’ should be given.

Ids, mothers from Sultanpur

One of the significant analytical issues that needs to be highlighted here is that these communities do have notions  and practices of  disease prevention. Mothers used phrases such as “consume foods that strengthen the child’s body” and  “children should eat well so that they can resist disease (bimari ka samna kar sake).” This suggests, that mothers in these communities do have a general idea that disease can be prevented, and that prevention of disease was linked with building up certain capacities within the child’s body through foods, prayers, cleanliness and hygiene.  However, these perceptions co-exist with the perception that disease “simply happens” and  “is the will of God” and hence cannot be prevented.  Interestingly, only very few mentioned vaccines as capable of preventing disease in the context of general practices they adopted to prevent disease. However, in our discussions about their perceptions of vaccines with mothers, grandmothers and male opinion leaders, several mentioned that vaccines were meant to prevent disease (we shall examine this in detail in Chapter 6).

Treatment Seeking Behavior for Childhood Diseases

Depending upon the disease etiology (the explanation for causation of disease) various kinds of healers are accessed in the researched communities. The quantitative survey indicated that 74 percent of urban respondents and 60 percent of rural respondents preferred qualified private practitioners for treatment of illnesses that their children experienced during the past 6 months. The qualitative data further confirmed these findings with an overwhelming preference for the private doctor over the government health care services. The private providers range from unqualified practitioners of various kinds of medicine (including allopathy), to qualified medical practitioners of allopathy and ayurveda. 

Treatment seeking behavior of women pregnant during the last two years

Treatment seeking behavior provides an opportunity to the health providers to interact in a supportive atmosphere with the health care seekers/patients and the persons accompanying them. From the quantitative survey we observe that during pregnancy and delivery the interaction was not much in this population as the deliveries were non-institutional. The women, who were pregnant during last 2 years and were sick during the preceding month of the survey, were asked about their health seeking behavior. 

Of the 178 women  (from 867 households) who reported an illness during the month prior to the survey, only 3 percent continued to have the illness condition at the time of the interview. Two thirds of these women sought treatment from practitioners whom they described as private qualified allopathic or ayuervedic practitioners. In Ghaziabad district, 80 percent were treated by these private qualified practitioners, whereas Moradabad and Sultanpur/Ambedkarnagar it was 59 and 48 percent respectively. In Sultanpur/Ambedkarnagar cluster about 40 percent of women patients went to unqualified practitioners, faith healers or consulted chemists.. For Moradabad also the percentage (33%) was quite high for women seeking treatment from unqualified practitioners.

There was not much difference the health seeking behavior of these women in rural/urban setups. Muslims preferred going more to the private unqualified practitioners. Similarly nuclear families also showed greater preference for unqualified practitioners. Economically lower income group also accessed unqualified practitioners (see table 3.1).

Table 3.1 Distribution (percent) of women pregnant during last two years and ill during previous month of survey by source of treatment

	
	Ghaziabad
	Moradabad
	Sultanpur/Ambedkarnagar

	Total
	Home remedy
	Govt.
	Pvt.Qual..Allo.
	Pvt.Qual..Ayur.
	Pvt.Unqual.
	Faith Heal / other
	Home remedy
	Govt.
	Pvt.Qual..Allo.
	Pvt.Qual..Aur.
	Pvt.Unqual.
	Faith Heal / other
	Home remedy
	Govt.
	Pvt.Qual..Allo.
	Pvt.Qual..Ayur.
	Pvt.Unqual.
	Faith Heal / other

	Total
	1
	3
	70
	10
	6
	10
	3
	5
	49
	10
	14
	19
	8
	4
	42
	6
	27
	13

	Rural
	3
	6
	61
	11
	5
	14
	5
	9
	57
	10
	5
	14
	100
	0
	42
	0
	0
	0

	Urban
	0
	0
	80
	9
	6
	5
	3
	3
	45
	10
	18
	21
	6
	4
	43
	6
	28
	13

	Accept
	1
	3
	73
	8
	6
	9
	4
	6
	51
	11
	13
	15
	8
	4
	43
	6
	26
	13

	Non-acc.
	0
	0
	25
	50
	0
	25
	0
	0
	25
	0
	25
	50
	0
	0
	0
	0
	100
	0

	Hindu
	0
	2
	77
	7
	5
	9
	4
	0
	58
	19
	4
	15
	7
	5
	43
	7
	26
	12

	Muslim
	4
	4
	61
	14
	7
	10
	3
	9
	42
	3
	21
	21
	17
	0
	33
	0
	33
	17

	SC/St
	0
	0
	100
	0
	0
	0
	0
	0
	43
	43
	0
	14
	7
	6
	38
	3
	31
	12

	OBC
	0
	0
	72
	17
	6
	5
	7
	0
	43
	7
	7
	12
	12
	0
	38
	25
	13
	12

	Other
	2
	5
	62
	10
	7
	14
	3
	8
	67
	5
	19
	22
	9
	0
	54
	0
	27
	9

	Nuclear
	3
	3
	62
	16
	5
	11
	3
	9
	43
	6
	12
	24
	8
	0
	38
	4
	38
	12

	Joint
	3
	0
	79
	3
	6
	9
	4
	52
	16
	16
	8
	4
	8
	8
	46
	8
	17
	13

	N
	71
	59
	48


About 55 percent of these women reported to have started treatment on the day the symptoms of the illness condition first appeared, and another one third initiated treatment the next day (see annexure table 3.1). About half of these women changed over to another practitioner after 2 to 4 days of start of treatment.. Change of treatment was higher among urban populations than rural,  and was generally higher among SC/STs than others (see annexure tale 3.2)

Treatment Seeking Behavior for 0-2 year Children

During the previous month of the survey  33% (340) of 1025 children between the ages of 0-2 years (186 male and 154 female) were reported to have at least one illness condition. About two third of these children were treated by private qualified allopathic practitioners and another 8 to 10 percent went to private qualified ayurvedic practitioners. Thus about three fourth of these illness episodes were treated in the private sector qualified practitioners from different systems of medicines. As with women pregnant during the last two years, for children from Muslim households and nuclear families there was a greater preference for unqualified practitioners.(see table 3.2) 

Table 3.2: Distribution (percent) of 0-2 years children sick during previous month of survey by source of treatment









(percent)

	
	Ghaziabad
	Moradabad
	Sultanpur/Ambedkarnagar

	Total
	Home remedy
	Govt.
	Pvt.Qual..Allo.
	Pvt.Qual..Auer.
	Pvt.Unqual.
	Faith Heal / other
	Home remedy
	Govt.
	Pvt.Qual..Allo.
	Pvt.Qual..Aur.
	Pvt.Unqual.
	Faith Heal / other
	Home remedy
	Govt.
	Pvt.Qual..Allo.
	Pvt.Qual..Aur.
	Pvt.Unqual.
	Faith Heal / other

	Total
	5
	3
	72
	10
	5
	5
	0
	3
	63
	10
	14
	10
	2
	4
	56
	4
	25
	9

	Rural
	7
	3
	71
	9
	5
	5
	0
	8
	59
	13
	13
	7
	0
	0
	80
	0
	10
	10

	Urban
	1
	3
	73
	12
	6
	5
	0
	0
	65
	9
	14
	12
	3
	4
	53
	4
	27
	9

	Accept
	4
	4
	72
	10
	6
	4
	0
	3
	63
	9
	15
	10
	3
	4
	57
	4
	24
	8

	Non-acc.
	9
	0
	64
	18
	0
	9
	0
	0
	57
	29
	0
	14
	0
	0
	50
	0
	50
	0

	Hindu
	3
	5
	75
	8
	4
	5
	0
	0
	65
	17
	9
	9
	3
	5
	52
	5
	26
	9

	Muslim
	7
	2
	64
	15
	7
	5
	0
	5
	61
	5
	18
	11
	0
	0
	68
	0
	21
	11

	SC/St
	4
	8
	72
	8
	0
	8
	0
	0
	70
	12
	18
	0
	3
	6
	52
	6
	33
	0

	OBC
	0
	3
	73
	7
	10
	7
	0
	0
	64
	16
	4
	16
	5
	5
	53
	0
	21
	16

	Other
	6
	2
	71
	12
	5
	4
	00
	4
	61
	8
	17
	10
	0
	0
	64
	4
	18
	14

	Nuclear
	4
	6
	66
	11
	6
	7
	0
	4
	59
	12
	13
	12
	3
	5
	47
	3
	34
	8

	joint
	5
	1
	76
	10
	5
	3
	0
	0
	70
	8
	15
	7
	2
	2
	64
	5
	17
	10

	N
	152
	
	
	
	
	
	108
	80


About 56 percent of the children were provided treatment on the first day of appearance of any recognizable symptoms of  the illness condition. However, there was variation in male and female child’s attention. There were 61 percent male getting treatment immediately as against 50 percent females (see annexure table 3.3).

About half of the children who were reported to be  ill during the previous month of the survey changed treatment during that illness episode. Most of them changed between 2 to 5 days after illness. Treatment was changed more in case of male children than females. Change was more in Moradabad district and least in Sultanpur/Ambedkarnagar cluster. Again, as with the women, the change of provider was higher in urban areas (see annexure table 3.4).

Treatment Seeking Behavior for Children 2-5 years age group
Of the 640children in the 2-5 year age group, 126 (19.75) were reported to have had at least one illness condition during the previous month of the survey. Out of them 69 were male and 57 females. In this age group also, the main source of treatment was private qualified allopathic practitioner (61%) and private qualified allopathic (14%). A shift was observed from allopathic to ayuervedic in this age group as compared to 0-2 year children.

Dependence upon qualified practitioners was significantly higher in urban. There was no variation for male and females regarding source of treatment. Dependence on private qualified allopathic practitioners was higher in Ghaziabad district as compared to the other two districts. In both these age groups dependence on home remedies and government health system was negligible. On the other hand about 7 percent still go to faith healers or chemists, etc. (see table 3.3).

Table 3.3 Distribution  (percent) of 2-5 years children sick during previous month of survey by source of treatment
	Category


	Ghaziabad
	Moradabad
	Sultanpur/Ambedkarnagar

	
	Home remedy
	Govt.
	Pvt.Qual..Allo.
	Pvt.Qual..Ayur.
	Pvt.Unqual.
	Faith Heal / other
	Home remedy
	Govt.
	Pvt.Qual..Allo.
	Pvt.Qual..Ayur.
	Pvt.Unqual.
	Faith Heal / other
	Home remedy
	Govt.
	Pvt.Qual..Allo.
	Pvt.Qual..Ayur.
	Pvt.Unqual.
	Faith Heal / other

	Total
	0
	0
	71
	14
	12
	4
	2
	2
	56
	21
	10
	9
	4
	4
	52
	4
	26
	10

	Urban
	0
	0
	83
	10
	3
	4
	0
	8
	33
	42
	8
	9
	0
	0
	100
	0
	0
	0

	Rural
	0
	0
	55
	18
	23
	4
	3
	0
	64
	14
	11
	8
	4
	4
	46
	4
	29
	13

	Acceptor
	0
	0
	72
	13
	13
	2
	2
	2
	59
	19
	10
	8
	4
	4
	50
	4
	27
	11

	Non-accep.
	0
	0
	50
	25
	0
	25
	0
	0
	43
	29
	14
	14
	0
	0
	100
	0
	0
	0

	Hindu
	0
	0
	76
	10
	14
	0
	0
	0
	57
	33
	0
	10
	5
	5
	40
	5
	30
	15

	Muslim
	0
	0
	64
	18
	9
	9
	4
	4
	56
	11
	18
	7
	0
	0
	86
	0
	14
	0

	SC/St
	0
	0
	100
	0
	0
	0
	0
	0
	71
	29
	0
	0
	0
	7
	43
	0
	36
	14

	OBC
	0
	0
	82
	9
	9
	0
	0
	0
	58
	25
	0
	17
	25
	0
	50
	0
	0
	25

	Other
	0
	0
	59
	19
	16
	6
	3
	4
	52
	17
	17
	7
	0
	0
	67
	11
	22
	0

	Nuclear
	0
	0
	65
	19
	8
	8
	3
	3
	48
	23
	10
	13
	0
	0
	50
	0
	36
	14

	joint


	0
	0
	76
	8
	16
	0
	0
	0
	70
	18
	12
	0
	8
	8
	54
	8
	15
	7

	N
	51
	48
	27


About 58 percent of the children of this age group who were reported to be ill from this age group sought treatment the same day that any symptom of the illness appeared, and most of the remaining accessed the practitioner the next day. About half of the children changed providers during the illness mostly between 2-5 days of the illness. Treatment was changed more in urban areas (see annexure tables 3.5 and 3.6)

Ethnography of Treatment Seeking Behaviour

The qualitative data suggests that the preference for particular practitioner is a choice based on  nature of illness, severity of illness as also factors of cost, accessibility and availability of services.  A few mentioned that certain diseases were not curable by “modern medicine” and needed to be taken care of by  traditional healers locally known as jhad phuk (literally magic) and the maulvis (Muslim priest). Their services were sought for illnesses said to be caused by evil forces or the evil eye. A few mothers referred to a category of conditions called upri bimari (upper diseases) that could not be defined in clear terms of manifestation of symptoms but was an affliction among younger children that could be cured by maulvi [religious priest of Muslims] or the jhad phuk doctors.

However, in spite of the numerous folk practices of cure and treatment carried out either within the home, or by those whom the community considered to be credible experts of the particular practice, the private qualified doctor was most preferred.  Several mothers also reported simultaneous use of home remedies, offering of prayers or conducting rituals to ward off evil, and accessing of religious and traditional healers while also seeking treatment from qualified or unqualified medical practitioners.

Below we briefly discuss some of the specific folk remedies discussed by the community in relation to illness conditions that the community considered to be dangerous or life threatening. These were primarily reported by mothers and elderly women.

Home Remedies for dangerous diseases
For whooping cough the black lentil is cooked with pieces of red chillies and fed to a black dog. Another remedy is that black moth found among the sugarcane stacks are caught, killed and burnt. This ash is mixed with honey and the child is made to lick this. It is a sure shot way of curing whooping cough.

For jaundice we go for ‘jhadwana’ which is done by an elderly person either from within the household or outside. The ‘aiyaat’ of the Koran is read and ‘jahada’ is done with a branch of the neem tree. After this the child is  bathed several times. With every dip his yellow colour leaves him.

For paralysis the child is kept away from airy atmosphere, made to eat rice for 6 months, massaged with the blood of a pigeon and given its flesh to eat.  Red oil from Lakhimpur is applied on the neck to cure an ache. 17 sunnats are read from the Koran while applying the oil for immediate relief. We cure everything at home itself by reading the ‘dua’ only. 

For pneumonia, we apply vicks on the chest and the yellow of an egg on the ribs. In pneumonia we give the egg of the wild pigeon. For very small children the only protection from severe cold is to give them the mixture of the stalk of the betel leaf and few grains of ajwain along with a lump of salt. This is heated till the salt bursts and this heated and given to the child in the milk extracted from its mother’s breast.

In a case of measles or chicken pox we carry out some ritual restrictions like not using tumeric in cooked vegetables, do not bathe and do not use onion and ginger or garlic etc. for frying the vegetables. A piece of coal, turmeric or wood is tied to the children. This prevents the child from being afflicted by the evil eye and also helps ward off evil spirits. Everybody bathes only after they have visited the temple with adequate offerings. The child is bathed first of all. All through the illness neem leaves or onions are strung around the child.

A mixture of kerosene oil, hot wax, camphor is used to massage the body in cases of pneumonia.

[FGDs, mothers]

Practices for undoing effects of the evil eye

Integral to the treatment  of diseases, are practices for undoing the effects of evil eye on child. Since disease is believed to be caused by the evil eye, besides seeking other kinds of cure through folk remedies or medications from various medical practitioners, casting away the evil eye is considered very important.

We even use the pallau (one corner) of our sarees to ward of the evil eye. The edge of the pallau is taken around the child seven times.

The incense stick is taken around the child seven times and as the ash of the stick falls so will the evil eye be dissipated. The child will remain healthy.

The evil eye can also be removed with a piece of a cycle tyre.

For warding off the evil eye a chappal (slipper) is taken around the length of the child and the following chant is repeated: ‘May the evil eye/spirit effects of the black and white, human and animal, friend and foe, forces of above and below be removed and the child be restored to health’.   On reaching the lower end the chappal is whacked on the floor thrice and then the procedure is repeated seven times as the child stands before the mother or elder who is removing the evil eye.

The evil eye can be removed by using dried red chillies or even salt and pepper which are thrown into the chullah or fire.

For getting rid of the evil eye we read the ‘soonats’ from the Koran and use alum to brandish around the child. After this the alum is burnt in the open fire of the chullah. It is believed that the face of the person who had cast the evil eye on the child is engraved on the alum.

Seven pebbles and seven strips of cloth are taken around the child and then thrown into the fire. The image of the person who has cast the evil eye can be seen in the stones.

[FGDs, mothers]

Perception of Government Health services

In order to understand the preference for the private practitioners, it is necessary to also understand why communities do not access the government health facilities. The private practitioner is not necessarily be a first choice but is chosen by default option given the nature of negative experiences and perceptions of government health services. While people understand that doctors in government health facilities are better qualified, the behaviour and attitude of the health functionaries in such facilities turns off people in need of medical care.  The anger, mistrust and loss of faith in government health services was almost universal and in fact was the most discussed issue during our fieldwork. In what follows we try to examine some of these perceptions. However, we would like to point out here that this perception of the government health services has evolved over time, as well as in conjunction with other factors which we shall take up for discussion in Chapter 6.

There is firstly a general sense of “break-down” of the government health services.

The entire system has broken down… There are more facilities now as compared to earlier but they are being misused. Everything happens on paper but not on the ground. There is no one to pay heed to the people. Only formalities are being observed. We have no faith in these services.

 FGD Hindu Males, Sambhal, Moradabad

The doctors are rarely present in the clinic. They only come to sign the registers and collect their payment. They do not really care about the people, and have their own private practice in the city.

FGD, elderly Hindu women, Gaziabad

Has a mad dog bitten us, that we would want to go to the government clinics. There is no doctor or nurse, if the doctor is present there are no medicines … and the medicines they give us are of poor quality… how come we never get better taking those medicines.

Family Discussion, Sultanpur

The researched communities also make allegations of malpractice and corruption against the system as a whole, but also against particular doctors and ANMs.

The doctors write the ‘parcha’ (prescription) and the commission has already been settled earlier. 

FGD Hindu Males, Sambhal, Moradabad
They only go to the government hospital when there is a fight and someone has been injured [medico-legal case]. Dr Dhiren Singh takes money and makes the case. He makes a case of Rs. 360. 

Hindu elderly women FGD , Ambedkarnagar

The compounder was asking me for bribe for giving me the medicines to me in ‘black’ but I refused to give the bribe.

 Surjit Kaur, 27, Karula, Moradabad 

All of them have opened their private clinics and examine the patients there very nicely. They even ask them to come to the clinic rather than caring for the patients at the hospital itself.

Family Discussion, Moradabad

The poor quality of care, articulated in terms of long hours of waiting, inadequate facilities, rude and uncaring behavior of the staff as also poor quality of medications, constitutes the most significant part of the criticism against government hospitals.  While the perceived general apathy of the health staff is criticized by persons of all communities and castes, Muslims and lower castes feel they are discriminated against by some health functionaries because of their religious affiliations and caste.

The attitude of the government doctors are so bad. They shout at us – ‘you have come here to eat up our heads – go away, don’t disturb us, where do you people come from!’ How do you expect us to go to the sarkari [government] doctor under such circumstances. 

Family Discussion, Hapur, Gaziabad

When we go to the sarkari hospital which is about 20-25 kms away we are given the sharp edge of the nurses and the doctor’s tongues. The nurse scolds us saying why do you produce so many children and the doctors do not bother about those who do not have any money. I know of a man whose child had died in his arms and the doctor had not even looked at it because the man did not have any money. 

Muslim Male, 45 Jahednagar, Karula, Moradabad

If you want to go to the sarkari hospital first you have to look for a vehicle. When you reach there the doctors is lying drunk or sleeping off a spree. … this is not a hospital but a haunted house. 

FGD of Male Muslim Opinion Leaders, Jalalpur, Ambedkarnagar

In the sarkari aspatal (government hospital) the daktarni (lady doctor/ nurse) does not talk, she is so irritable as she says ‘get out get out’, scolds and shunts us out. We poor people just sit meekly. If the daktar [doctor], daktarni speak civilly and politely the patient feels relief immediately and half his malaise is cured. We do not go to the Sarkari aspatal [government hospital] because there the doctors will make us feel even worse. They should look at those who need immediate attention first. But here we feel more and more depressed and worse for wear standing in endless and interminable queues. 

Muslim elderly women FGD, Karula, Moradabad.

There is a Dr XXX  in the Sarkari hospital... He treats all the Hindu women very patiently. The moment there is the turn of a burka clad woman he  talks rudely and pushes her to the back saying ‘peechae hutt, peechae hutt baad mein aana’ [move back, move back, come later]. Then by the time it is our turn he says it is time for him to go and gets up. The whole day goes waste. We have to return without getting the medicine and the entire time and money spent on travel is also wasted. 

Muslim elderly women FGD, Karula, Moradabad
They observe untouchability in the government hospitals.

 Geeta, 25, Dasna, Ghaziabad

Everywhere there is ‘approach’. Political leaders are given preference everywhere. Only recently a man died in the government hospital due to negligence of the government doctors. Nobody wants to go to the government hospitals.

Male opinion leaders, Ghaziabad

Accessing government hospitals is perceived by most respondents to be expensive in terms both the cost of travel, as well as the payments to be made for the service and medications which community members feel should be free. The cost factor together with poor quality of service and the general practice of accessing government health facilities  as the final recourse, results in the government hospitals being held responsible for poor outcome after failing to get relief at the hands of the private practitioners.

We have to go to the ‘sarkari haspitaal’ which is 11 kms away. It costs us Rs 20/- just to get there. When my daughter was ill we went to a private practitioner who referred us to the government hospital. There she was seen and medicine was given for one day and we were asked to bring her back the next day. On the third day my child died.

Muslim mother, Ambedkarnagar

A relative of ours went to a government hospital for treatment. He spent Rs 20,000/-  on treatment, however he died. We do not go to government hospitals. May Allah never lead us to the sarkari hospital.

Male Elder, Sultanpur

I had gone for my daughter’s treatment and was told that her ‘case’ had miscarried. I had to return disgusted. Recently two boys died in the hospital and no action was taken against the doctors. A few days ago my son fell from the roof and they took Rs 8,000/- for the treatment. They cannot even given proper treatment for fever. Same medicine is written for all ailments.
Muslim elderly woman, Gaziabad
The doctors at the government hospital treat one very shabbily. I had to pay Rs 7000/- for the operation to remove a dead baby from my womb. They said that an injection worth Rs 500/- would be required for anaesthetizing me. I was surprised and asked them why they were charging for the facilities – everything should be free. I was given some cheap medicines and told to get the remaining expensive ones from outside. My husband had to borrow money from the local moneylender to pay off the doctors fee and medicines. It was at this great cost that I was saved. 

Asma Jahan, a mother from Karula, Moradabad

My child had been bitten by a dog and I was asked to pay Rs 1000/- for his injections at the ‘sarkar’ hospital. This medicine should have been free. 

 Muslim mother, Mahmudpur Mafi, Moradabad 

We prefer going to the private hospital because it is better than the government. It is also cheaper. Because they charge Rs 7/- for the parchee and then write the medicine from outside. Then there is also the expense of going so far. 

Hindu Mother in family discussion, Hapur, Gaziabad

These experiences of poor quality of services, being charged for services that the community members feel should be provided free of cost, the attitude of the doctors and health staff, coupled with the factors of distance, patient’s experience of corruption and break down of some services, produces the conditions for other service providers to meet the demands of the community.  The preference for the private provider is a default outcome, as the private provider, whether qualified or not, is perceived as a better available option. Their easy accessibility, familiarity with the local population, low pricing and payment options are in sharp contrast to the public health services.

We go to the private services mostly. Sometimes we take the ailing to the government hospital but they also ask us to purchase the medicines from the medical stores. Even the saline and glucose is to be bought from the outside. On top of this they charge fees upto Rs 50/-.

We never go to the sarkari hospital but prefer going to the private facility. `Who goes to the sarkari aspatal [government hospital]? No medicines are available. They just make a small paper for you and take Rs 2/- for their trouble. The doctors are not attentive at all. They treat us roughly.  My brother was ill but was manhandled instead of being given proper treatment. 

We prefer going to our local doctor in the village who can manage all the smaller ailments. For severe problems we go to Sambal to the child specialist. 

Mahmudpur Mafi, Moradabad, FD
They sell off the medicines and when we go they ask us to purchase the medicines from the medical store. Has a mad dog bitten us that we will go to the government facility when we have to pay for everything.

 Kalawati, Family Discussion at Shivnagar, Moradabad

In the government facility we are always standing in queue. First to get the ‘parchee’ made and then to get the check-up done. A lot of time is wasted in traveling from out village to the hospital and then standing in these lines. It is better to go to the private doctor.

Hema, Family Discussion in Ambedkarnagar

To conclude this section, we would like to point out that we did also record the occasional voices of appreciation for the government health services, but most of these were in relation to the past when doctors and ANMs reportedly visited the villages more often. The nostalgic collective memory of a more glorious past is perhaps more imagined than real, allowing for a comparison though not empirically verifiable. The most significant implication of this perception is almost universal dissatisfaction with public health system.  The perceived lack or poor quality of health services is perhaps one of the most tangible and immediate everyday experiences of the state that results in these communities feeling that the public health system cannot be trusted.

Chapter Four
PERCEPTIONS AND PRACTICES OF ROUTINE IMMUNIZATION

We have seen through the earlier chapters that the researched communities are actively concerned about the health of their children, and hence engage in various practices that they believe would produce good child health. This includes practices through which they seek to prevent the occurrence of disease, and strengthen the body of the child to resist disease, as also practices through which illness causing influences are warded off. However, only a few mentioned vaccines as an important way of preventing disease. In this chapter we explore further the communities perceptions and practices of immunization, their understanding of vaccines in general and the vaccination status of their children. 

The most significant issues that we would like to focus on in this chapter are as follows:

5. Immunization status of the 0-5 year old children is very poor, with only one-third of 0-2 year old children being fully immunized according to the prescribed schedule. The low level of immunization is as much an outcome of poor delivery of services as of the low social demand for services. The deterioration of service delivery has been caused by several factors, including the immense demands of the polio program on health functionaries and the public health system as a whole.

6.  Though there is social memory of small pox eradication and vaccination given in schools in the past, people here have a very poor understanding of the importance of vaccines,  how vaccines work, and specific diseases that vaccines protect against. There is no clear distinction between “injections” and “vaccines” resulting in injection induced complications being attributed to vaccines.

7. Rumors about side effects and adverse reactions due to vaccines/injections, including collectively remembered social narratives of  death and disability due to “vaccines”, especially in relation to the polio vaccine, has resulted in a general fear and rejection of all vaccines.

8. There is some demand for routine immunization, but poor quality of general health services, as also inaccessibility of these services is a significant disabling factor.

General Immunization Status of the 0-5 Population

The general immunization status (based on the quantitative survey) of children is very poor. Though these figures cannot be read as very accurate as they are reported by the parents of the child, and hence recall may be poor, it is still indicative of the poor immunization coverage. It must be noted that children between the ages of 0-5 years comprise 26 percent of the total sampled population. Only forty one percent of the 0-5 years children across the three districts have received the BCG vaccine.  More than half the children across the three districts have not received any dose of the DPT vaccine, and as many 70 percent have not received the measles vaccine. 

Polio immunization, on the other hand is very high. Only 2 percent of the 0-2 years children did not receive even a single dose, while no child in the 2 – 5 years group had not received at least one dose of the polio drops. About 10 percent of the children were provided 1-2 drops. About one third were provided 6-8 doses and another one third more than 8 doses.  The better reporting of the polio vaccine could be because of better recall due to the frequent polio campaigns, but even so the huge difference in the reported coverage of polio and other routine vaccines, indicates that there is reason to believe that general immunization services are not accessible or available to these communities.

Table 3.11

Immunization Status of 0-2 and 2-5 year Children (percentage)

	Districts

	Vaccines
	No.of doses
	Ghaziabad
	Moradabad
	Ambedkarnagar Sultanpur
	Total

	
	
	0-2 yrs.
	2-5 yrs.
	Total 0-5 yrs.
	0-2 yrs.
	2-5 yrs.
	Total 0-5 yrs.
	0-2 yrs.
	2-5 yrs.
	Total 0-5 yrs.
	0-2 yrs.
	2-5 yrs.
	Total 0-5 yrs.

	BCG
	NO
	65
	57
	63
	49
	56
	64
	65
	64
	65
	60
	59
	59

	
	YES
	35
	43
	37
	51
	44
	36
	35
	36
	35
	40
	41
	41

	DPT
	None
	46
	49
	47
	66
	58
	50
	50
	50
	50
	54
	53
	54

	
	1
	4
	2
	3
	3
	3
	1
	6
	1
	4
	4
	2
	4

	
	2
	10
	12
	11
	5
	6
	3
	7
	3
	6
	8
	7
	7

	
	3
	40
	37
	39
	26
	33
	46
	37
	46
	40
	34
	38
	35

	POLIO
	None
	2
	0
	1
	1
	0
	0
	1
	0
	1
	1
	0
	1

	
	1-2
	13
	2
	10
	13
	2
	2
	15
	2
	10
	14
	2
	10

	
	3-5
	32
	15
	27
	26
	8
	8
	26
	8
	20
	28
	10
	22

	
	6-8
	36
	25
	33
	36
	20
	20
	29
	18
	26
	34
	21
	29

	
	9+
	17
	58
	29
	25
	70
	70
	29
	72
	43
	23
	67
	38

	Measles
	NO
	63
	61
	62
	78
	72
	72
	73
	60
	69
	71
	65
	69

	
	YES
	37
	39
	38
	22
	28
	28
	27
	40
	31
	29
	35
	31

	HEPATITIS /OTHERB
	NO
	95
	94
	95
	100
	99
	99
	99
	100
	99
	98
	98
	98

	
	YES
	5
	6
	5
	0
	1
	1
	1
	0
	1
	2
	2
	2


Perceptions of Routine Immunization

The qualitative data suggests very mixed perceptions of routine immunization. On the one hand, people felt that routine vaccination services were less accessible, but on the other hand there appeared to be increased resistance to routine immunization. The communities, irrespective of caste and religion, or urban and rural distinctions, seem to be aware of these vaccines, though not very well informed about the specific  purpose of these various vaccines, how they work in the body, or the specific diseases against which the vaccines protect the children. Most importantly, there seems to be some confusion between “injections” and “vaccines’, though there seems to be greater clarity between ‘vaccines” and “medicines”.  We explore each of these issues further through the narratives of the individuals and groups in these communities.

There is clearly a lack of awareness about which vaccines protect against which specific diseases. More importantly, there seems to be no clear distinction between “vaccines” and “injections” – as the same term “sui lagana”  is commonly used to describe both processes.  The most commonly mentioned vaccines were BCG (referred to as the janam tikka – vaccine given at birth),  tetanus vaccine (some mentioned this as a vaccine for both pregnant women and children, and the measles vaccine (which was the only vaccine that most people correctly associated with the specific disease, largely because the vaccine is known by the disease name, viz, khasra ka tikka). 

The BCG vaccine is the one that is most specifically remembered because it is administered at the time of birth or soon thereafter. It is the vaccine associated with a swelling and pus formation on the arm of the child, and the scar that it leaves behind. However, here too the specific disease that this vaccine protects against was known to only very few persons.  Several persons of these communities said that BCG protected against small pox and chicken pox. 

There is predominant feeling in the community that the delivery and availability of routine immunization services has deteriorated in the recent years. 

Where are the injections? Earlier we used to get injections. Where are they available now? In those days they used to be innoculated in the schools now nobody comes to the schools nor does anybody come home. Only these countless people are coming over and over again to bother us with their polio medicine. 

Banu, Aliganj, Zafrabad, Ambedkarnagar in an FD

This sentiment was variously, directly and indirectly mentioned at all the focus group discussions, most of the family discussions, as well as by mothers of 0-5 children. Most often the issue of non availability of vaccines was discussed in connection with ANMs who used to previously hold regular immunization sessions in the village, but nowadays this practice has been discontinued or had become irregular in communities researched in this study. Their concern about present day vaccination services was also voiced in relation to the increasing practice of being asked to pay for the vaccines. Some of the elders felt that the immunization services had broken down because the entire health system had collapsed at the district and the state level because of corruption.  

Reasons for Acceptance and Non-Acceptance of Routine Immunization

Our data suggests that there are very few members of the community who actively seek immunization services. This does not mean that they are opposed to vaccines, it is just that there is an increasing feeling that if the polio vaccine can be delivered to the community so often, why is that the other vaccines are not delivered regularly as well. 

Another significant factor, is that most vaccination accepting behavior is not informed and at best there exists a generalized understanding that vaccines prevent diseases by strengthening the body. However, given their experiences of fever, pus formation, and in some cases injection induced paralysis, the vaccine is seen as a “disease producing” agent. This has been one of the significant fears that was expressed across the community.

There are a significant number of mothers, as well as family members and male and female elders of the community who expressed the need for routine immunization services as they believed that their children would get general protection from various diseases.

We take these injections so that the child is protected from disease. That is why we give him these injections. So that he does not cough, have fever and his limbs remain healthy. 

Karma, 25, Kotia, Sultanpur

If injections are not given then the child will become handicapped, get jaundice and the fever will rise to his head. The child’s future is secured with vaccines. 

Kunika, 35, Dasna, Gaziabad

I did not know about vaccines. But once when my son was sick, the doctors explained the importance of vaccines. Since then I have been giving all my children their vaccines. The last vaccine for my son cost me Rs. 170 but I will not take vaccines in a government hospital.

Lata, Family Discussion at Shivnagar, Moradabad

Similar concerns about wanting to accept vaccines, but unable to do so because of the cost factor and the mistrust towards government health workers administering vaccines, were expressed by a few others.   

Many community members expressed their fears and anxieties about the vaccines, irrespective of whether these were administered by private doctors or the government workers. While some of the fears and anxieties are related to side–effects of vaccines, for most the basic concern is the safety of the vaccine. A few also question the very logic of vaccination. Rumor and stories about unfortunate outcomes due to adulterated, or badly administered vaccines were common. Only in a few cases were these first-hand accounts, and in most cases the stories were about events and persons in a different village, or another district, or a distant relative. 

Our children become ill after injections, they get fever and their hands get swollen.

My child had pus in her arm for over six months, and we had to spend a lot of money for the hand to heal. It started after she took the vaccine when was 2 months old.

A few hours after being given the vaccine on the hip, my son got high fever, and the fever did not subside for several days. When we took him to the government hospital they told us he had polio. I have stopped giving vaccines to my other children, because these vaccines are not good, they only cause more problems for us poor people.

The ANMs gave us a card in the beginning, but after that she never came to give the vaccines. Then when my child was sick I took the child to a government hospital where they gave him some vaccines by injection (sui se teeka lagaya), but his condition did not improve, so we went to the private doctor who told us that the vaccines had caused the illness.

How do we know if there is poison in the injection being given. We pay for them anyhow. If the child dies after the injection what can be done and how can we know – only the doctor knows.

The last time I had got the children vaccinated they did not let us sleep the entire night and my husband in frustration had scolded me and said that I was to blame for all the racket and the misery the children were suffering. He said that I should get the vaccination done only when I go to my parents house the next time. I really have no idea which vaccinations have been given because my card is lying at my parents place and my mother knows more about these things. 

Shakuntala, Mohammadpur Mafi, Moradabad in an in depth interview.

In our Mohalla there are two children who were given vaccination. Pus formation was observed on their arms and they had high fever. Their family members became alarmed and there was a rumour that the vaccination had not been the correct one, there was some adulteration and these would have severe bad effects on the children. These injections were suspected to be adulterated and would make our children useless at the least or even result in their deaths. The family was careless, did not show to the doctor or get proper treatment. Ultimately the limb got infected and had to be amputated. Everybody spread the news that the injection had been wrong and nobody should get any vaccination done.

Reshma, FGD, at Shivnagar, Moradabad

Several persons in the community said they were willing to accept routine vaccines, but complained that the services were not available in the community, or that the cost of travel, or charges levied were not affordable. In our family discussions we learned that the most often the decision for getting a child vaccinated is jointly taken by parents and grandparents. We did not encounter any family where there was a conflict of opinion, either they were all in favour of the vaccine, or opposed to it. It is usually the mother who takes the child for immunization, though some also reported that the father took the child for immunization as it involved travelling outside the village.

For many families, the primary reason for not having vaccinated their children is the non-availability of the service, the costs involved, or some said that because either they lacked information, or could not go for the vaccines on the proper day at the time when vaccination was available. 

It takes Rs 20/- to go to the hospital and then only we can get the vaccination; this is why we tend to become lazy and shirk the effort.

I don’t have the time for getting the children innoculated 

Nobody comes to the villages to give injections. We have to go to the government hospital for the injections but we do not want to go because there are long lines there and too much time is taken.

We do not go for routine immunization because we do not have money.

The poor of the village are illiterate and hence cannot have the information about immunization.

It is too expensive to get the inoculation from outside but the government routine immunization is dismal and almost the same amount of money is charged. 

There are two madams here, Sadhana and Jagriti, they are ANMs. They take money [Rs 5/- or Rs 10/- ] for vaccination of our children. They say that if you give less money then we will use the thicker needle but if you give more money then we will use the finer needle.

Moradabad, in depth interviews

We also observed significant inter-generational differences in the knowledge and practice of routine immunization. The elders seemed better informed about the benefits of immunization and they were especially knowledgeable about the vaccines for small pox, BCG, and Cholera. For example, an old lady, aged about 60, [participant in a Family Discussion] from Jahed Nagar, Moradabad said that she had 14 children who were all alive and well because they had been vaccinated at Sherkot. She was of the firm belief that all should be inoculated against the various diseases.

We did not observe any significant community-level resistance to routine immunization, in spite of the many rumors and misconceptions that were narrated. One of the significant issues that emerge at the community level is the feeling that the government is only keen on preventing those diseases which pose a risk to the larger population, and is not really bothered about those diseases which were locally prevalent.  Some elders felt that because the other diseases were less likely to be spread from one area to another, the government had abandoned the regular immunization program, but instead had started spending a lot of money on polio immunization because it would spread easily from one area to another. 

The community elders felt that routine immunization services had literally ceased in most parts of their districts and was only available in the cities or big hospitals where those who could afford were given the vaccine. “we only get what is free – hence the government gives us the same polio vaccine again and again”, an elder of one of the villages said in the group discussions. 

To conclude this section, we would like to briefly point out that much of the conversation on routine immunization took place in the context of respondents’ perception of the overall deterioration of the government health services, and specifically the gradual decline even of routine immunization services. Secondly, both as individual and as groups the community members invariably drifted into discussions about the polio program while discussing the routine immunization program. The extra emphasis on the polio program contrasted strongly with the manner in which the routine immunization program has been made available to the community. While we observed some active resistance to routine immunization which was premised on the same logic as the resistance to polio (poison in vaccine, adulterated vaccine, disease producing vaccine, etc), there is a general desire that routine vaccinations be resumed at the community level. This also was reiterated at the problem solving discussions wherein one of the most significant recommendations concerned the regular delivery of routine immunization services in the community.

A second significant issue, is the increasing association of  vaccines with injections. Several mothers reported that their children had received vaccines when they visited a local doctors when the child was ill. The graver concern here is that these unqualified practitioners through irrational use of injections are placing children at grave risk by either passing these off as vaccines, or by the adverse reactions that badly administered vaccines cause. This is an issue that needs to be further investigated.

Chapter Five

THE POLIO PROGRAM:

UNDERSTANDING THE SOCIAL PRODUCTION OF RESISTANCE TO OPV

Introduction

The preceding chapters have laid out the broader context within which we need to locate people’s perceptions and practices pertaining to the polio vaccination and the polio eradication program. It must be stated at the outset, that discussing anything about polio in these communities was not easy because the issue has in the recent past become a “sensitive” issue, as also a very politicized issue. The high degree of awareness about polio (99 percent of the sampled population said they had minimally heard about the disease and the efforts to eradicate polio) may well be due to the continued and frequent efforts to deliver the polio vaccine and also convince the communities to accept the polio vaccine.  However, there is a need to understand the specific nature of this awareness, as it has not necessarily translated into ready willingness to accept the vaccine. To the contrary, the intensified campaign to increase awareness and acceptance of the vaccine has, according to respondents, led to significant degree of fear and suspicion, and furthermore is leading towards active resistance to the vaccine amongst some sections of the researched population. 

In this chapter we try to understand how people relate to the polio vaccine and the polio eradication program, what they feel and think about the program, and the reasons for their fears and anxieties. Most importantly, we try to examine the complex set of factors that have collectively resulted in polio being locally constituted as a social and political issue involving various actors.  Resistance to the polio program, as articulated through narratives of anxiety, fear and anger, need to be located within the broader context of people’s experience of the state in relation to their larger concerns of health and well-being, as well as their concerns of self identity and everyday struggles of survival.

The ethnographic evidence that we discuss in this chapter is primarily aimed at highlighting the following aspects:

1. There is increasing “fatigue” emerging within the community (as also the delivery system) due to the frequent polio immunization rounds resulting in further fuelling of  fears and suspicions about the true purpose of the vaccine. The various agents of service delivery and motivators are not perceived as credible for various reasons.  This lack of credibility results in some households adopting strategies of avoidance, resistance and negotiation.
2. There is constant and continuous rumoring about the side-effects, adverse reactions, and potentially harmful long term effects of the vaccine. The rumors are aligned with other experiences of the state health system and the state in general. Hence, the “free” (no cost) availability of the state run family planning program and the polio program gives greater legitimacy to the rumor that the polio vaccine is aimed controlling (permanently) the fertility of the community.  Similarly, the historical and contemporary experiences of some social groups like the Muslim vis-à-vis the state, is invoked in the context of the polio program as well. The self perception of “otherness” within the socio-political context is easily extended to their experience of the health services as well.
3. Resistance and non-acceptance of the polio program, is also produced due to failure of the agents of delivery to communicate effectively and accurately the logic of eradication, the need for repeated vaccination, the biomedical logic of how vaccines work in the human body, and accurate information on specific diseases against which different vaccines protect the body.
4. The failure to adequately involve local leaders (both religious and political) in the planning and implementation of the program, creates the possibility of  these leaders asserting their power and control over the local population through various practices that  subvert the program, and thus allow for a re-assertion of their leadership.
5. The dispersion of fragments of biomedical information that question vaccination, or specific aspects of the polio program, coupled with media reports about vaccine related side-effects and adverse reaction circulate rapidly in the community. These fragments of information are selectively absorbed and connected to other existing fragments of information to produce continuity with the past body of knowledge and experience.
6. Though there is wide spread awareness about polio, there are different perspectives on what causes the disease and how it can be prevented. There is hence a questioning of the logic of vaccination as necessarily the best and most effective way of preventing the disease. People do not necessarily have an informed and holistic theory of disease that informs their choices, but it often seems as if a theory of disease is framed in relation to other issues, such as religious and cultural beliefs, local politics,  and socio economic conditions, in order to offer a rational explanation for their non-acceptance of  the polio vaccine.

Each of these issues mentioned above will be discussed in further detail with ethnographic evidence from the field sites. We first briefly list the most significant findings from the quantitative survey pertaining to perceptions and practices of the polio program.

Key Findings of Quantitative Survey

The quantitative survey attempted to assess household perceptions about the polio program through the main respondent to the questionnaire. It must be noted here that the responses of main respondents (mothers of children 0-5 years) were often prompted or even directly responded to by other household members present at the time of the interview. It was not possible to record this, but in these circumstances it would be problematic to represent these necessarily as the views of the mothers only. Hence, it would be better to treat them as responses of households.

· Knowledge about any disease being eradicated in India was very poor in all three districts [Ghaziabad (20%), Moradabad(14%) and Sultanpur/Ambedkarnagar (13%)]. There was no variation in levels of  knowledge between urban and rural households (see annexure table. 5.1).

· Among those who had knowledge of disease eradication in India, small pox was the most commonly identified disease (80 percent). Again no significant variation was observed between urban and rural contexts. Other diseases (misinformation) identified were measles and mumps (see table 5.2)

· Almost all households (99 percent) reported having heard about polio.

· Sudden weakness in the limbs, followed by fever were the symptoms most frequently associated with polio (see annexure table 5.3)

· About 80 percent of the households said that polio could be prevented.  SC/ST and OBC households had significantly lower awareness that polio was preventable.

· Proper and complete vaccination was identified by 50 percent of the respondents as an effective way to prevent polio, though recognition of vaccinating all children was not recognized by as many (see annexure table 5.4)

· 78.7 percent of all deliveries during the last two years in the sampled households had been conducted at home.

· 30 percent of households reported that polio drops could be given during the first month (in Moradabad this was lower, 24 percent) see annexure table 5.5.

· 75 percent of the respondents opined that polio drops could be given till the age of 5 years, and a small percentage were in favor of continuing the drops even beyond the age of 5 years.

· About 80 percent of all respondents said that polio drops were effective against polio, with no significant differences across urban and rural households. However, about 10 percent of all respondents were uncertain about the effectiveness of the polio vaccine, while, the remaining ten percent perceived the vaccine to be only partially effective (see annexure table 5.7)

· Three fourths of all respondents said the polio drops were safe, while 10 percent were uncertain and another 10 percent said the vaccine was only partially safe. Uncertainty about the safety of vaccine was higher among Muslim households (16 percent), and it was almost 20 percent in Moradabad district. (see annexure table 5.8)

· 15.7 percent of all respondents said that polio vaccine did produce side effects, and equal number did not know if the vaccine produced side-effects (see annexure table 5.9)

·  For those who felt that polio vaccine produced side effects, fever (54 percent) was the most frequently listed side effect (see annexure table 5.10).

· 47 percent of these respondents had personal experience of such side-effects, while 32.7 percent had learned about side effects from experiences of friends and relatives (see annexure table 5.11).

· According to 75 percent of the respondents, mothers of the children eligible for polio vaccine are the primary decision makers. (see .annexure table 5.12)

· Doctors and ANMs are considered the most influential persons outside the household affecting decisions on accepting or not accepting the vaccine (see annexure table 5.13).

·  68.7 percent of the population faced no problem accessing polio vaccination services during the last polio campaign. Distance, cost of travel, and availability as also resistance from the household were experienced as difficulties by only 2 percent of the population (see annexure Table 5.17)

· About 60 percent of respondents said they were self motivated and took the decision to vaccinate their children, while 33 percent said they were influenced by information and motivation from providers or mobilizers. About five percent (9 percent in Moradabad) said they were forced to accept the vaccine during the last polio campaign (see annexure table 5.19).

· For those who were self motivated to provide the vaccine the electronic media, government health workers and friends and relatives were the respectively the most important sources of information. Print media played the least role in providing information (see annexure table 5.20)

· Fever (95 percent) and diarrhea (38 percent) are the most frequently cited contra-indications for administering the polio vaccine (see annexure table 5.23).

Not all of these findings are corroborated by the ethnographic data. To the contrary the qualitative data raises more complex questions. For example, while awareness about polio as a disease and the polio vaccine is very high, the nature of this awareness is varied in the qualitative data. Below we examine perceptions and practices as emerging from the qualitative data.

Community Perceptions of Polio

Even though there is significant resistance and non-acceptance of the polio vaccine, 90 percent of the sampled population said they were aware of polio, and almost 80 percent of the population perceived polio to be a disease that can be prevented. The increased awareness of polio as preventable could well be an outcome of the ongoing state efforts to increase uptake of the vaccine, but it could also be a strategy adopted by many to avoid being “harassed” by the repeated visits to immunize children. We shall discuss this in detail later, but for now it will suffice to point out that the people’s awareness does not necessarily translate into vaccine acceptance, as will be evident from their understanding and perception of the disease.

Most mothers, family members as well as male and female elders of the various communities were aware about the symptoms and external manifestations of the disease. In each of the villages where we conducted fieldwork, respondents invariably referred to neighbors, immediate kin or distant relatives who had experienced “polio’. Polio has come to be associated with “paralysis of the limbs”, “withering of the limbs” , and “weakness of the limbs’ – conditions which are said to have developed in early childhood after a bout of either prolonged or very high fever.  However, there is also a perception that the number of polio cases has increased in the recent past.

I feel earlier there was less and now there is more polio… 

Ahmed Miyan, Ambedkarnagar 

Now there are more victims of polio, earlier there were less cases…

Muslim Males FGD in Chaenapuri, Hapur, Ghaziabad

As mentioned above, one of the significant aspects of the people’s narratives is the immediateness or proximity to the experience of polio. A majority of people interviewed claimed that they knew someone or the other who had suffered from polio. The visibility of the disease, both in terms of the cases heard about and seen, as well as the social visibility produced through the media, rumors, and the awareness campaigns of the state, have resulted in high levels of awareness of the physical manifestations and symptoms of the disease. The quantitative survey shows that over 40 percent of the respondents reported sudden weakness of limbs as the major symptom of polio. High fever was reported as symptom by 18 percent (see Table 5.3 and 5.4 for details of symptoms reported). 

The polio victims limbs become lifeless making them dysfunctional. Polio makes the individual’s life useless. The hands and feet become useless. The one who is afflicted with polio has high fever and his legs become thin. 

Ambika, Family Discussion in Sultanpur

There are many children afflicted with polio. Some walk with their legs in the air, some walk with their buttocks in the air.

 Pradhan FGD opinion leaders Mohamadpur Mafi, Moradabad

The polio victims’ hands and feet become stringy. The child cannot stand, pass urine or go to the latrine by himself. He cannot walk. 

The child afflicted with polio drags his feet and moves unsteadily. Often one limb becomes totally weak and they cannot move around normally.

The polio virus controls the central nervous system an and hence the hands and legs are affected

 Ramu, Male opinion leader, at Mohamadpur Mafi, Moradabad

Of particular interest is the observation that in most narratives not only do people mention knowing what the physical symptoms are, but are refer to particular individuals of the community who have the disease or who have died due to polio. Many of those who they refer to are children.

In Sambhal five children have died till date. They are fine till the age of 11 and after that they susceptible to polio. The child dies. Polio does not strike girls.  

FGD Male Opinion Leaders, Muslim, Islamnagar, Karula, Moradabad

There are about 9-10 children afflicted with polio in our village. Of these one has been married off. In my case the polio came in very high fever after the doctor had given an injection. The very next day there was onset of polio. Then he was 3-4 years old. We got him treated by many doctors. His legs became very thin. And there was no cure. 

Muslim elderly women FGD at Behmalpur, Sultanpur

My daughter has polio who at this time is 16 years old. She had got polio when she was only three years old. She had gotten fever and we had bathed her and put her to sleep. She started crying then I gave her milk but she did not have milk. When I stood her up she could not stand. I ran to the doctor. He examined her and said that she had a touch of polio. He gave me the medicine. I massaged diligently, got her to do the physiotherapy but there was no improvement. Despite so much of treatment she did not become healthy again. She has polio in both her legs. She cannot stand up nor walk. We had not given her the vaccine then because we had no information about it then. But now this big campaign is going on – earlier there was no such great campaign. I feel that I have ruined the life of my daughter. If I had had the knowledge then I would certainly have given the medicine to my child. 

Naushar Khatoon, 35, Kotia, Sultanpur 

I feel that polio vaccine should be given as polio is rampant these days and our children are at the greatest risk of getting it. I feel terribly sorry on seeing a child with polio. We have a child afflicted with polio in our lane. His legs are swollen and he walks on all fours like a horse. I feel very bad whenever I see him and I quiver at the thought of my child becoming like that. I would like to give the medicine to my children but I am helpless as I have no say in my own home. I cannot even take my children to the private hospital. Allah has protected my children thus far. 

Ayesha, Karula, Moradabad in an in-depth interview.

There is a child in our neighborhood who has polio which has affected his foot. We can recognize him by his footsteps. He cannot walk properly, he cannot even get into the latrine. His whole body has been affected. That child can neither eat not wash his face.

Bano, 30, Hindupur Khera, Sambhal, Moradabad

Perceptions on Prevention of Polio

About 80 percent of the respondents believed that polio can be prevented (see Table 5.1 below).  Nearly 50 percent of the respondents said that vaccination was effective against polio. Polio is also considered to be curable. This was borne out in the qualitative study where respondents spoke of the various treatments and cures available for polio (discussed below).  Even though vaccination was largely perceived as important for prevention, around one fourth of the respondents did not recognize the importance of providing vaccination to all.  They emphasized the need for proper medication as compared to proper vaccination. (See Appendix Table 5.3)

Table 5.1: Percentage of the respondents knowing that polio can be prevented

	Category
	Districts

	
	Ghaziabad
	Moradabad
	Ambedkarnagar/Sultanpur

	
	
	
	

	Total
	81*
	80
	79

	Urban
	84
	85
	90

	Rural
	77
	77
	78

	Acceptor
	85
	83
	83

	Non acceptor
	17
	46
	13

	Hindu
	88
	83
	81

	Muslim
	67
	78
	69

	SC/ST
	81
	83
	80

	OBC
	89
	83
	79

	Other
	78
	79
	77

	Nuclear
	73
	79
	77

	Joint
	87
	82
	81


The interviews with mothers, as well as the discussions with the community members suggests that there are divergent opinions about the necessity of the polio vaccine for the prevention of polio. Given the predominant perception that polio is curable and may be caused because of various reasons, the vaccine is not necessarily privileged as the only means of prevention. Also, with numerous rumors about death due to the polio vaccine itself,  some respondents did not trust the vaccine, while some other have begun questioning the efficacy and usefulness of the vaccine.

Perceptions of Causes of Polio

In order to understand the nature of resistance and acceptance, it is important to examine local etiologies of polio – especially the causes of polio. The perceptions on this are varied and diverse. It is also difficult to determine whether a single respondent subscribes to any one particular theory of causation of polio. To the contrary, as was evident from many of the interviews and focus group discussions the same individual or group would at different times during the interview or discussion explain a different reason for the cause of polio. While some of the explanations do indicate some degree of a biomedical understanding of the disease causation, we see that much of this is similar to their explanations of disease causation in general.  The significant finding here is that there is no clear understanding of the cause of the disease. Once again we see how some bits of information that have entered into their local knowledge system are associated with existing knowledge to produce explanations which they are able to make sense of and relate to in their given context. 

Polio caused by the polio vaccine

Many respondents in interviews and focus group discussions reported having known either a family member or relative or neighbor’s child who suffered from polio. Most of these were of the opinion that the child developed polio after having taken the vaccine. They hence attributed polio to the vaccine itself.  However, as we have tried to explain earlier, there is no clear distinction between one vaccine and another, and hence in many cases all vaccines are referred to as ‘polio vaccine”, though very often the respondent would be referring to an injectable vaccine or just an injection. This interchangeable use of different terms due to a blurring of distinction between  “vaccine’ (tika), “injection’ (sui),  “polio medicine” (polio ki davai) results in the polio vaccine attracting blame for polio incidence. 

My older brother-in-law’s son had polio even after taking the polio vaccine. We had even given him the injection (sui) and just two months after it he developed polio. He had fever and during that time he got polio. We showed him to a doctor who diagnosed it as polio. Then we took him to Sitagaon near Hapur. There he was given treatment that was beneficial to him and now only a small part of the limb is affected. Thus we are very scared of this medicine (davai). And we have told every body that they should not give this medicine to the children 

Mukesh, 30, Chamri, Hapur, Ghaziabad

I know that one girl had died due to polio in our region. I think children die as an effect of taking the polio vaccine. 

 Shyama, ID, mother, Chamri, Hapur, Ghaziabad

Convinced that polio vaccine itself causes polio, some respondents are enraged and are determined to resist vaccines, even if it means using violent means against the health workers.

We had given the vaccine to our child but after that her limbs became immobile. We rushed to the doctor and he said that it was polio. Then we got her treated and now she is all right. If I catch that person who gave the drops again I will beat him up and cut him up into small pieces. I do not trust government people at all. 

Iqbal from Chaenapur, Hapur, Ghaziabad, FD.

Polio due to wrong medication

Unlike the cases described above, in some cases respondents suggested that either wrong medications or wrongfully administered vaccines were the cause of the disease.  Polio is perceived here as an adverse reaction to certain medications, though they were unable to name any particular medication.

Polio is merely a reaction to a wrong medication / drug. 

FGD Hindu Males, Sambhal, Moradabad.

Sometimes polio is also caused by a reaction to wrong medicines

  FGD Male Opinion Leaders, Hindu, Karula, Moradabad

Polio caused by deficiencies in diet

There were some respondents who referred to lack of vitamins, proper diet, adequate food, and nutrition as causing polio. It was thus a deficiency that produced the disease.

Polio is caused by the deficiency of certain elements like iodine during pregnancy. The mothers should be given the adequate supplements so that this disease can be avoided. This would safeguard the child so that he does not suffer after taking birth.

FGD Hindu Males, Sambhal, Moradabad

… when a child does not get adequate ‘strength’ from food, or if the amount of food is not adequate then he becomes weak, and then gets polio.




Rasiya, FGD, elderly women, Ambedkarnagar

When anemia affects a particular nerve then polio happens 

Muslim Males FGD in Dasna, Ghaziabad

Polio due to germs / dirt

A few respondents expressed the view that polio was caused due to germs. The germs were said to be produced in dirt, especially human fecal matter. 

… some people like us are compelled to live in places where there is so much dirt… we have no space for defecation, so it is done in open spaces … the germs and flies come into our houses, and our children play in the dirt, that is what makes them sick so often. Small children even get polio from the dirt.


 Father, Family Discussion, Ghaziabad

Polio is a kind of dirty disease. It comes from the dirt. It is a microorganism that attacks the children below 5 years of age

 Muslim Males FGD in Dasna, Ghaziabad

Polio caused by injections during fever

Polio happens when an injection is given to the person having high fever.  FGD Male Opinion Leaders, Hindu, Karula, Moradabad.
According to the doctor the child gets polio if the child has been kept uncovered or naked during fever. A mild draught of air can cause it.

FGD Male Opinion Leaders, Hindu, Karula, Moradabad.
… when a child is not given proper medication during fever, the child starts to shiver and then the limbs are affected. This causes polio, which cannot be cured even after the fever goes away.

FGD Male Opinion Leaders, Hindu, Karula, Moradabad.
Polio as the will of God / Allah

While explaining the cause of disease in general, many respondents believed that disease was God-sent. This perception was predominant among Muslims who felt that both good health and bad health came from Allah. They also explained that diseases like polio were the will of God.

If  it is written  in Allah’s house that the boy has to have polio then he will have polio. Whether you give drops or injections, only his will matters. Our boy had fever and despite giving immunization he developed polio. My brother wrote an application and the doctors came from Delhi to conduct an enquiry. The child was taken to Delhi but he was afflicted by polio – nothing made a difference any more. The child had developed fever. He was given some medicine. He has now got polio in his right hand and leg. He is just two years old. The people from Delhi even took his photograph. The treatment went on for many days but nothing came of it.

  Munni of Nahal, Ghaziabad, family discussion

We believe that if Allah gives us disease there is a reason behind it. Only the sinners are given disease to atone for their sins and make them realize the folly of their ways. Thus it is Allah’s will. He gives the disease and himself gives the cure.

 Rehmat, Sambhak, Moradabad

Polio is congenital 

One of the less common explanations offered was that polio was a pre-existing condition that manifested itself under particular conditions. 

Polio is a particular element in the body. When it dries up the temperature rises and this stops the muscles from functioning – making the person a victim of polio. 

Polio happens to the child in the womb. Those parents who cannot take care of the children find that the children become afflicted with ‘polio’.

Muslim Males FGD in Chaenapuri, Hapur, Ghaziabad

Polio as contagious / communicable

One of the very interesting explanations offered for the spread of the disease pertains to what is perceived as the contagious and communicable nature of the disease. The communicability of the disease is confused with notions of contagion. However, this once again reflects the use of fragmented biomedical knowledge that has become available to these communities from diverse sources.

The polio virus comes out of the mouth of the patient of polio and afflicts the healthy child. 

FGD Male Opinion Leaders, Hindu, Karula, Moradabad

If one man has a cough and he coughs persistently in another’s company then the other man is sure to get it. Similarly if the healthy eats or drinks the same water that the child afflicted with polio is having then the healthy is sure to be afflicted with polio. 

FGD, Hindu, non-acceptor elderly women, Karula, Moradabad.

The  breath coming out of the mouth of the child who has been afflicted with polio can go into the mouth of the healthy child sitting in front of him and this can make the other child also fall victim to polio 

Lajjawati, Mahmudpur Mafi, Moradabad

Some other causes of polio

There were also the occasional responses, which invoked categories of the magical and supernatural, but also those that referred population increase as a cause of polio. This was primarily pointed out by a some Hindus who were perhaps suggesting that the Muslims who are perceived to have many children (because they refuse to use any birth control method) are responsible for the epidemic. Statements of such nature, referring to the Muslims as disease causing and rapidly increasing in numbers, was suggested at other times in different contexts during our discussions. Of course, this was not directly stated, but indirectly suggested.  The concern here is that given the communal divide that already exists between Hindus and Muslims, disease may become one more reason to constitute the Muslim as the disease producing and harboring “other” in these areas. 

When too many children are born then polio happens 

Kamlesh, Kotia, Ambedkarnagar, in-depth interview.

The number of polio cases have increased ever since our population has been uncontrollably increasing.




Mintu, FGD, male elders, Ghaziabad

The more supernatural and magical explanations are as follows:

On whomsoever the polio falls it will remain there – it is not an airy element that it will fly from one to the other. Nothing like this happens – its stays on the one on whom it falls

Shahjahan, Mohammadpur Mafi, Moradabad  (commenting on the observations made by his wife)

A child gets polio if it is exposed to the cold breeze on a full moon night.



Bablu, Male elder in FGD, Ghaziabad

Community Perceptions of Treatment  and cures of polio

In the context of the varied causes of polio, it was not surprising that a large number of those interviewed felt that polio was curable. Those who argued that polio was not curable were primarily those whose children or relatives had suffered from polio, and who had unsuccessfully tired various kinds of treatments.  Of interest is the finding that people named several local doctors who claimed that they could cure polio, and perhaps even more intriguing is the finding that some respondents claimed that their children were actually cured. Once again an important issue to consider is the fact that these communities do not have an accurate understanding either about the nature or cause of polio. Hence, as is evident from their explanations, they often confuse polio with other musculo-skeletal conditions that perhaps mimic what they consider to be the symptoms of polio.  The successful treatment of these conditions has contributed to their firm belief that the condition that they know of as “polio” is curable.

Our daughter was affected by polio. We immediately went to all the big doctors of Moradabad and gave much expensive medicine. She was saved from the disease.

Sunita 23, Mahmudpur Mafi, Moradabad 

My niece had been afflicted but now she is totally cured of polio. We had taken her to the private practitioner.

One child we know of was afflicted by polio and is undergoing treatment by the ‘Maulvi’ who manages to heal the feet.

FD participant in village Masuri, Ghaziabad

Our daughter had polio. We took her to Muradnagar, Jalalabad for treatment and she was cured. We had given her the vaccine but it is the will of Allah.

Near our home lives a family in which three children are afflicted with polio. They have tried a lot of treatments but the  children could not be healed. In our family there is a five year old girl who does not walk. We have not taken her for treatment because we do not have the money.

 Nasreen, Chaenapuri, Ghaziabad

Various kinds of healers are accessed for treating the condition which the community describes as polio. From the information provided by the respondents most of these healers belong to the informal sector practicing either traditional medicine, or perhaps even allopathic medicine. It has also been difficult to determine the exact nature of treatment or medications prescribed by these doctors. Use of oils, massage, charms, combined with “medicines” is the most common treatment.

We have a girl in our neighborhood who is 14-15 years old. She had fever and they got some injection from some practitioner. Her leg got affected and she has difficulty walking. We showed her to the doctor but one of the legs healed and the other did not. She walks resting one hand on her knee. She is growing and being a girl there are other problems. She was 7-8 years old when she developed polio. She had been given the polio vaccine. She had been taken to the Brij Ghat and the Government hospital. Then there is also the hakim [traditional healer] who gives and oil and sticks on something on the affected  part. It takes about Rs 40/- to Rs 50/-. The medicine had a good effect but it was quite a bother traveling to and fro. 

Shahana, Motinagar, Hapur, Ghaziabad

Massaging with the oily extract of the ‘veer bahuti’ [a local herb] cures polio. 

Muslim Males FGD in Dasna, Ghaziabad

At our place we are getting many cases of polio despite giving the vaccine. Despite the medicine being given polio is falling rampantly. One cannot estimate the number of polio victims. It fell on the feet of Naksoor. We got him treated at Mussafarnagar from Noor Haji, on the main highway after Sambhal, after Hayaatnagar. He gave minute tablets, some wild herbs and an oil for massage. The child started walking in 15 days. 

Noorjahan, Muslim elderly women FGD at Mahmudpur Mafi, Moradabad

Polio had fallen on my younger brother-in-law’s son, Nishaat. He was treated by the doctor at Bikampur. He is much better and the polio is going away. 

Nagma, Elderly women FGD at Mahmudpur Mafi, Moradabad

My nephew had polio. He had fever and both feet had been paralyzed. For six months the treatment went on from a Banares doctor. Now he is alright. There is only a slight flaw in his walk. 

Ruby from Ambedkarnagar, FD.

One of my relative’s daughter had been afflicted with polio. But she is all right now. Her treatment was done in Delhi. She was three years old when she developed polio. The treatment was given immediately. Both her arms and legs had been affected. They became very thin and one leg became shorter. But it was a miraculous intervention by the Almighty that she is perfectly fine now. 

Asham, 32, Mahmudpour Mafi, Moradabad

I have seen a child who had polio in our area. We took him to Ghaziabad and went to far off places to get him treated. Finally we brought a red oil with which he was cured. Patients of polio can be cured. 

Shaesta, 20, Nahal, Hapru, Ghaziabad in an in depth interview.

In Azamgarh, for polio they give some medicine, something to wear on the foot/leg and they also do some heat therapy with electricity. 

FGD of Male Muslim Opinion Leaders, Jalalpur, Ambedkarnagar

Even though people perceive polio to be curable and seek treatment for conditions that they consider being polio, cure is not always assured. In numerous cases the child was only partially cured, or not cured at all. In some of these cases people conclude that polio is not curable, while in others they are resigned to the will of God, or accept that the cure has not worked in the particular case only. It is important to note that many of these cases suggest that the families often consulted several different kinds of healers, incurring significantly high costs, in order to seek cure for the affected child. It is interesting to note that in cases of those who have been cured as well as those who have not been cured, the provider is almost always from the private sector, and only very rarely is a government doctor or facility mentioned.

There is a doctor in a place called Sitadai who is said to have had some success in treating polio. He had given us some medicine to take orally and an oil for massage. But his treatment did not cure the polio. 

 Hindu Males FGD in Chamri, Hapur, Ghaziabad.

There are three polio cases in my house – there is no cure for them. Muslim Males FGD in Nayazpura, Hapur, Ghaziabad
Our child had polio we tried every thing but to no avail. We took him to a private practitioner, but there was no improvement then we took him to a doctor in Delhi. We spent Rs 1000/- and gave injections each at the cost of Rs 100/- but there was no progress. The doctors tried their best – they were not lax in any way – what can we say - It is the Divine order of the Almighty.

FGD, Hindu elderly women, Mahmudpur Mafi, Moradabad

The girl was one year old. There was fever. We gave medicine but there was no benefit. The hands were rendered useless. The doctor did not check anything but said that it was polio. He gave lots of while oil bottles for massaging but there was no response. We showed her to many places but she could not be healthy again. 

FGD, Hindu elderly women, Mahmudpur Mafi, Moradabad

My sister-in-laws daughter, Sheila, developed polio when she was one year old. She had not been given the polio vaccine. She said that she had been ignorant of the fact that her child would be afflicted with polio if she did not give the vaccine. She is regretting her ignorance to this day.

Sunita, 23, Mahmudpur Mafi, Moradabad

One of our children has polio. His name is Abbas. He is 8 years old now. When he got polio he was only two years old. He had had high fever and started feeling cold. Then we took him to the doctors. We had not given him the vaccine. When we took him to the doctor he tickled the foot that had polio and there was no reaction and when he tickled the other foot the child moved it. He explained that there was a blockage of blood. He sent us to the doctor at Faizabad. When we went there he gave us the medicine after which the baby got diarrhea and slowly the foot started drying up. The second time when we went to the doctor he gave us an oil for massaging.

Munni, Jalalpur, Ambedkarnagar 

Understanding non-acceptance and resistance to OPV

The preceding discussions and cases suggests that one of the important reasons for not accepting vaccines, is that people perceive the disease to be curable. Hence, they perceive no need to prevent the disease by taking the vaccine, especially since disease causation is intimately associated with divine will. However, in a few cases there has been regret for not having given the child vaccine, and a resultant behavioral change so that all other children in the family are given the vaccine. However, particularly challenging to understand are those cases where the family reports that the child was given the vaccine (often several doses) and yet contracted polio.  Our research methodology did not allow for any definitive way of verifying whether in  a particular case the vaccine had been administered or not, by whom and how many doses. This was largely because in such cases the respondents were not willing to provide the information. More importantly, most of these cases occurred in the extended family, kin group, neighborhood,  and village or was just a case they had heard about.  Of concern is that such “narratives” almost stylized, so that we see a pattern in the narrative, are common and are easily accepted and circulated in the community.  These narratives are distinct from some of those discussed earlier, because here the disease is not caused by the vaccine. Here the vaccine is perceived as ineffective against the disease. 

One of my nephews who was 7 months old fell ill and died one year ago. He had been given the polio vaccine but he still developed polio. Half his body was affected by polio. He was treated at the AIIMS at Delhi and he could not be cure. Polio can never be cured. Thus even if we give the vaccine our children  are liable to get polio. 

Rehmat, Hindu Khera, Sambhal, Moradabad 

My neighbor’s son developed polio when he was two years old. He is five years old now. He had been given the vaccine many times. He had shivering and then there was onset of fever and then he had polio. When his legs wobbled we realized that he had polio. He has been undergoing treatment under several practitioners in the village and in Moradabad. No test has been done. All doctors say, however, that it is polio. His hands and feet are “loose” [flaccid]. Till now we have spent Rs 15,000/- to Rs 20,000/- in the past few years. There is some difference in the leg but he still has trouble while walking. 

Pushpa, 30, Karula, Moradabad in an in-depth interview

In Ambedkarnagar 27 people developed polio despite taking the vaccine. FGD of  Male Muslim Opinion Leaders, Jalalpur, Ambedkarnagar

Recently my younger brother-in-law’s son was given the vaccine but he still got polio. A few days ago he developed this problem. He is one and a half years old. The doctor says it is polio. We had shown him at Mikampur village in Kundarki but he confirmed that it was polio.

 Asheema, Elderly women FGD at Mahmudpur Mafi, Moradabad

Our nephew also has polio. He had been given the vaccine. How did he manage to get the disease despite taking the medicine?  He had fever. Then he had pneumonia. When he was taken to the doctor he was declared to have polio. He was tested and then treated for a long time. They are poor laborers and have spent a lot of money. The portions below the waist have become weak. The leg does not move but for one toe. – Only the Almighty knows how useful is the vaccine. If one person gets it then six people get it. 

Sabila, 30, Nahal, Ghaziabad in an in-depth interview
In our neighborhood there is a seven year old child, Vinod,  who developed polio at the age of five years. For the last two years he limps about. He had been given the polio drops but still he developed polio. His mother was crying as she said that she had been getting treatment for the boy for the past two year and had spent Rs 20,000/- on various doctors but our child could not regain his health. 

Nanhi, Karula, Moradabad in an in-depth interview of mothers

The reasons forwarded for non-acceptance of the vaccine are, however, more complex than simply knowing either from personal or other’s experience that the vaccine is perhaps ineffective. In what follows we try to put forward through the ethnography the various reasons individuals and groups cite for not accepting and/or actively resisting the vaccine. We will also attempt to argue through our analysis that the decision to accept, refuse or resist vaccination is not a choice based on any one factor, but the complex configuration of circumstances and factors is what results in outcomes of acceptance, refusal, or resistance. 

We need to first recognize the reported larger experience of “suspicion” towards the state.  This experience is not limited to members of any particular religious community, but is the experience of a majority, who feel that the state does not address their needs, especially with regard to health services.  The polio vaccine program is perceived to be a state program, and hence invites same degree and kind of suspicion and skepticism as any other state health program given the previous collective and individual experiences of state services. The most tangible and immediate experience of state health services continues to be the family planning program, while other health services (including routine immunization) are not accessible / available or are not perceived to be of quality. Moreover, government health services are perceived to be unable to address the everyday health care needs of the community (see previous chapter).

There is firstly, general suspicion about the true purpose of the polio eradication program. These suspicions as evident from the quotes below are primarily because the community does not have accurate information about the program.

Several questions come to mind – why separate vaccines for Hindus and Muslims; Why is this free dole; Why so many times; why such frequent intervals from twice a year to almost once a week.

  FGD Male Opinion Leaders, Choudhary sarai Mohalla, Sambhal, Moradabad

Why is this polio medicine being given? Every body is suspicious. If you come with only one curative then people will definitely suspect. 

Muslim non-acceptor elderly women FGD at Jalalpur, Ambedkarnagar

Suspicion is prevalent at all levels, especially regarding the vaccine. Is it good or bad. Will it harm my child in the long run. They just catch hold of our children and give them the medicine forcefully. How do I know if it is good or bad. How can we have faith on them? 

Bilkis, Mahmudpur Mafi, Moradabad in an in- depth interview. 

We are getting the polio medicine, getting it over and over again – what is the mystery – what is the secret motive? 

Muslim Males FGD in Nayazpura, Hapur, Ghaziabad
We sometimes  feel that this medicine is just lying around and that is why they are suspicious?

Suni  Bibi, Muslim acceptor elderly women FGD at Dasna, Ghaziabad

Suspicion and fatigue due to frequency (repeated) vaccination

Ironically, those who previously accepted the vaccines (either because they were actively seeking vaccines, i.e., convinced of the need to take vaccines, or those who passively accepted vaccines because they were delivered to their steps), have begun questioning the rationale of the polio vaccine because of the frequency with which they are required to take the vaccine. For some this reported experience of vaccinators coming to their door steps every few weeks has amounted to harassment, while others are simply tired of having to deal with motivators and vaccinators frequently.

Non-acceptors are even more agitated by the reported frequent visits of both motivators and vaccinators who try to convince them to give their children the vaccine. Clearly, the rationale for repeated vaccination as integral to the eradication program has neither been correctly communicated nor understood by the community.  Further, the communities are questioning why other health services are not available as frequently, including routine immunization. Several mothers said that they had stopped giving their children the vaccine because of the repeated visits. At the outset of our fieldwork, mistaking the research team also to be yet another group of vaccinators, the community members were reluctant to speak to us.

Earlier it was given twice in a year now it is given very frequently. Either that was wrong or this is wrong. 

Saleem, Muslim Males FGD in Masuri, Ghaziabad

My brain boils at the thought of the number of times they are coming.  My sister-in-law says that she will give the vaccine only once a month and my mother-in-law says I should not allow it at all – I don’t know what to do…. They come quickly catch the child, spill two and a half drops outside and put two and a half drops in the mouth and then run away.

  Munni, 55 from Dasna, Gaziabad in an FD

They are coming at such short intervals because so many children are being born. 

 Kunika, 35, Dasna, Gaziabad in an in depth interview 

It is said that there will be no polio after giving three drops – then why are they giving it again and again? 

FGD of  Male Muslim Opinion Leaders, Jalalpur, Ambedkarnagar

Because this vaccine is being given again and again people are becoming very suspicious. In 2001 it was told that this the last dose of the polio vaccine. But now they are coming virtually every month. What is this mystery? 

Muslim Males FGD in Nayazpura, Hapur, Gaziabad

They are coming in such quick frequency. This is why the people are suspicious – and they are giving this medicine totally free – why is the government doing this – why only this medicine and not any other? Why only polio? If they have to give they should give all medicines. What could be the reason. Why are they doing this? 

Surjit Kaur, 27, Karula, Moradabad

Now that it is being given every month I am not interested in giving it to my children. There is no effect of this vaccine. I am sure the disease will spread all the more. This is why I am not going to allow my children to take it. 

Sajida Parveen, 25, Jehad nagar, Karula, Moradabad 

So many times in a month – It must be true that this medicine is being given to stop the children form propagating. This could be the only reason why this is being given repeatedly. 

Asham, 32, Mahmudpur Mafi, Moradabad

Why is the government pushing this polio medicine so much. They are fooling the public. They are merely making their own salaries. Even you who have come are getting some money. Why are you wasting so much of our time – what will we get? … I will never give the polio vaccine to my children. We don’t have any children. I have heard that you can get polio even after taking the medicine for polio. 

Nazuk, 30, Mahmudpur Mafi, Moradabad

In as much as some sections of the researched communities are experiencing fatigue, leading to suspicion; because of the intensified campaign efforts, social mobilisers and government health functionaries have also reported a sense of fatigue due to the frequency of the campaign.  Government health functionaries complained that much of their other programs, including routine immunization and family planning, are being neglected because of the demands of the polio program.  Social mobilisers on the other hand, even though exclusively working for the polio program, experience fatigue due to the resistance they encounter on an every day basis while performing their duties.  In the final part of this chapter we have discussed at greater length the experiences of the providers.

Suspicious of free government vaccines

As discussed earlier, people prefer not to go to the government services because they are charged for services (of poor quality). However, when it comes to vaccines, especially the polio vaccine, people are suspicious of the quality as well as the true purpose of the vaccine because it is “free”. “Free” and “government” are both associated with poor quality.

These people keep coming around announcing in their vehicles about the polio campaign. We refused to give the medicine because we have had to suffer the ill consequences despite giving polio medicine so many times. Then there is the niggling suspicion that why is the government giving only this particular thing free. Surely there is some evil design behind this. I strongly suspect that it is people like you from among the health services who are creating and spreading these rumors. 

Shabnam, Jahed Nagar, Karula, Moradabad 

If its value had been even Rs 10/- if would have been accepted. Because the vaccine is free they do not give it much respect as they think it is of no value at all. 

FGD Male Opinion Leaders, Muslim, Islamnagar, Karula, Moradabad

They seem to have no other medicine left,  this polio medicine is the only one they have in stock so they are distributing it liberally to finish the stock. 

Yasmin, Dasna, Ghaziabad.

Rumor is rife these days as to why the government is giving this free medicine, if does not give any other medicine for free – what is its hidden motive. It is the ‘free’ things that cause harm.

Shashi, Dasna, Ghaziabad 

As most of the government health facilities are bad [substandard] I feel and my husband feels that most of the medicine and this polio vaccine must also be bad.
FGD, non-acceptor, Hindu, elderly women, Karula, Moradabad

Because the sarkar is giving the dawa (referring to the vaccine) it cannot be good. 

FGD, non-acceptor, Hindu, elderly women, Karula, Moradabad

They think that there is poison in this. Somebody is doing this to be vindictive. Many children have died. 

Sarita, 20, Chamri, Hapur, Ghaziabad

Fear of Infertility due to OPV

The fear that the polio drops are adulterated with chemicals/drugs that will render the Muslim population infertile / sterile is very strong and widespread. However, this is not limited to the Muslims alone, and increasingly some of the Hindu households have also stopped accepting the vaccine fearing that the vaccine may after all be part of a population control strategy.  It must be noted here that a few lower caste Hindu households (during the family discussions) explained that they had no choice but to refuse taking the vaccines, because they had been warned, in a couple of cases also threatened, that they would be denied access to village resources and would be ostracized if they accepted the polio vaccine.

The fear and suspicion that the vaccine is actually a birth control drug that would make the children infertile gains currency because of two significant factors; firstly, the only other program of the government that is available freely and is also most visible is the family planning program; secondly, the health functionaries who deliver contraception / family planning methods are also the ones who deliver the immunization program and the polio drops. These health workers enjoy little credibility among the Muslim (as well as the Hindu population) because they are rarely accessible and available for any other health service; they reportedly charge people for services that are supposed to be free; and most importantly several people in the community have experienced rude and discriminatory behavior of the health workers, particularly in relation to the fact that they (Muslims) do not practice birth control and have many children.

The rumors are given further legitimacy by the religious and local leaders, who reportedly agree to support  the program, but also send out messages that the people should not accept these vaccines. 

The Family Planning initiative of government is suspected. Hence many of us do not give the medicine to the children. We are told that the family of the child will not grow. The government is giving the medicine to reduce the public. If it is not a good thing then it is also not a bad thing. 

Shehnaaz, 30, Kotia, Sultanpur 
Recently the Census showed that the population had increased very much in this area so to decrease the population polio drops are being given repeatedly.

  FGD of  Male Muslim Opinion Leaders, Jalalpur, Ambedkarnagar

Earlier we used to give the vaccine so that they would not get polio. Then there was no adulteration. But now we will not give the vaccine because the entire mohalla is saying that they are adulterating the vaccine and this is now a concoction for making our children infertile. Here every body has been warned about the adulterated vaccine. There is also the information that there is a different colored medicine for the Hindus and a different colored one for the Muslims.

Bilkis, Mohammadopur Mafi, Moradaba.

We heard this rumor that this vaccine will effect some nerve in the children which will make them unable to produce children. We then thought that our children will become useless, nobody will marry them and our family will not be able to propagate. This is why we did not give the medicine. 

Fatima Bai, FGD, Muslim elderly women, Moradabad

The population will not grow, there will be no children. This is the reason why we are not giving the vaccine. If tomorrow there are only two children and God forbid something happens to them then what will we do? We are farmers. We may have one or two and may not even have four – what will we do then – this is a big doubt and suspicion we have. 

Lajwanti, FGD, Hindu, elderly women of Mahmudpur Mafi, Moradabad

The medicine is no good – the world is saying it,  our children will not have children. 

Somina, 30, Masuri, Ghaziabad in an in-depth interview

When the Muslim religion originated there was no operation for sterilization that is why there is a great concern for the number of children. Let Allah give as many as he wants to. This overriding fixation of the polio vaccine bringing about sterilization emanates from these suspicions and fears of a population that has withstood Family Planning initiatives for generations

Aslam, Male member, family discussion, Ambedkarnagar

The polio medicine is a medicine for ‘nasbandi’ or sterilization.

Sabita, FGD, Hindu elderly women in Hayaatnagar, Sambhal, Moradabad
When they told us that this medicine was fine we told them it was a matter of sterilization we have no doubts in our minds. Anyway, there is no benefit in giving the medicine for polio to our children – it is useless.

 Bahadur, FGD, Male opinion leaders, Hayaatnagar, Sambhal, Moradabad

When children are given medicine their mother becomes infertile and even the children cannot have children. 

Jamila from Mohammadpura, Ghaziabad, participant in an FD

They will be severely tried and punished in the house of Allah those who are trying to finish off the population.

 Jahanara, Muslim  elderly women FGD at Mahmudpur Mafi, Moradabad

It is believed that the government is giving polio drops again and again so that every one has only two children. If you give polio drops your children may have two children only either a boy and a girl or both boys or both girls. 

Shakuntala from Mohammadpur Mafi, Moradabad

I give the drops to my daughters and not my sons. I do not allow my sons to take the vaccine as they will not be able to bear children later.

Salma Khatoon, in family discussion Jahed nagar Moradabad

My family dissuades me from giving the polio drops to the children. They say that the vaccine has calcium, which will induce sterility in my children. This is why I do not give the vaccine 

Santosh, Hapur, Ghaziabad participant in an FD

The government has made this new strategy to decimate the population.

 FGD Hindu Males, Sambhal, Moradabad

I had a fight with one of the women who had come to give the drops to my child. I now am sure that whenever she comes next she will give some harmful dose. I know there is a medicine that if given to children can induce infertility in them.

Usha, ID, Hindu, elderly women, Karula, Moradabad

Added to this fear, is the comment made by a few members of the community that the state was being aided by some “foreign interests” as well.  However, here too there are divergent views as some believed that the “foreign medicine” (referring to the polio vaccine) would be safe and good, others felt that foreignness of the polio vaccine made them more suspicious of the true purpose of the vaccine. 
The men folk say that this is imported medicine and will harm our children,  but my husband says that our government has imported this foreign medicine to eradicate polio totally. 

Kauser, 25, Motinagar, Hapur, Ghaziabad

We feel that this is an imported medicine sent by the foreigners who want our country to be finished. They are not sending any other medicine -  why do they come again and again – we are scared. 

Salma, 30, Dasna, Ghaziabad

By giving this vaccine our children will not be able to have children. The one who takes this medicine becomes very weak. This polio medicine is of foreigners who want to kill the Muslims

 Kavita, 35, Kanhaiyapura, Hapur, Ghaziabad

Muslim anxiety of “otherness” 

People’s experience of the state goes beyond the health services. The Muslim community was particularly critical of the state’s relationship with their community. During the family discussions and the focussed group discussions, often the conversation would shift to a sense of insecurity experienced as “Muslims”.   In the specific context of the health services the  respondents from the Muslim community feel targeted by state attempts to convince them to practice birth control. The rumors of the polio vaccine being part of the state’s family planning program, and hence aimed at rendering their children sterile and infertile (discussed above) are legitimized in the context of their larger experience of the state. 

At times in these conversations the Muslim elders would make references to the recent riots in Gujarat, and their perceptions of an anti-Muslim sentiment across India propagated by the government, and finally the growing international prejudice against Muslims because of the Islamic association with recent terrorist attacks.There was no clear demonstrated argumentative linkage made between all these events and their refusal to accept vaccines. However, even if only in momentary glimpses, the Muslim community did indicate through their conversations that the sense of “otherness” at various levels was increasingly becoming a self-perception. This otherness is experienced not only in terms of their socio-political identity, but also in relation to the health services where they often experience discrimination. 

Why should we believe this government, which is controlled by the BJP ? See what happened in Gujarat…the polio vaccine is just an excuse to wipe out our population.

Rashid,Male opinion leader, FGD Sultanpur

Because we are Muslims we are discriminated against… the doctors do not treat us well, they insult… the government officers are rude and disrespectful…are we all terrorists.


Irfan, Local leader, FGD, Ambedkarnagar

In the context of the Gujarat happenings, the rumors of the vaccine causing sterility and the inherent suspicions of the government motives have increased  – all this makes the implementation of the program a difficult task to say the least. 

FGD of Social Mobilizers, Kundarki, Moradabad

It should be mentioned here, that these  perceptions and remarks of some respondents of the Muslim community (mentioned here to draw attention to the existent opinion in the community) and should hence not be generalized as a sentiment shared by the entire community. To the contrary there were some Muslim elders who strongly felt that the rumors of the vaccine causing polio or infertility were maliciously spread by a few leaders for their own selfish purposes.  Hindu-Muslim tensions are played out in the context of the polio program as well, with blame being assigned to Muslims for resisting and also posing a threat to the life of other children.

Hindu-Muslim Tensions over Polio Vaccine

The Muslim self-perception of otherness is also produced through a discourse of blame. On the one hand they have come to be seen by the health administration as “problematic group” that resists family planning and produce children. This perception was expressed in the focus group discussion with government health functionaries. On the other hand, increasingly the Hindu community sees the Muslim resistance to polio vaccination as a threat to the health of their children. Further, a few Hindus stated bluntly that they had also stopped taking the vaccines, because if the polio drops were meant to control population, then if the Muslims were not accepting it, then Hindus should also resist vaccination.  

We have earlier discussed the perception among Muslims that different colored vaccines were being administered to Hindus and Muslims (this was due to different packaging by different suppliers).  In addition to this Muslims also observed that they had heard that the polio vaccine was not being administered with as much frequency in the predominantly Hindu populated villages.  These and other rumors allow for the production of suspicion not just between a particular community and the state, but also between these communities.  Hindus, euphemistically refer to the Muslim as “illiterate” and the need to educate the illiterate of the need to take vaccines. Muslim leaders counter these and other accusations, by pointing out that Hindus are also resisting polio vaccination, so Muslims should not be singled out. But at the same time, as discussed earlier, Hindus have complained about feeling pressured (by some Mulsims) not to accept the vaccine. Increasingly, the Muslim body population is being perceived as the repository of disease, as well as social backwardness in terms of their literacy level, their family size, and now their refusal to accept polio vaccination. 

No religion says that the children should be handicapped or uneducated. (referring to Muslims who resist vaccination)

FGD  Male Hindu Opinion Leaders, Behmalpur, Sultanpur

The educated will take the vaccine as per their own understanding. The illiterate man will take it as per his own. It is the illiterate who has to be told that the vaccine is necessary so that the coming generation is not affected with polio.

  FGD Male Hindu Opinion Leaders, Behmalpur, Sultanpur

We have heard that if even one child is left without taking the medicine then it is useless giving the medicine to all the other children. These Mohammedans (Muslims) never give the medicine to the children. They feel that their children will be sterilized. This is a wrong notion that they have.  Then how can our children be safe because the microorganisms pass out through stools and urine and they spread among the healthy children who also dwell in the open environment. 

 FGD, Hindu Opinion Leaders of Kundarki, Moradabad

The Mussalmans are given this vaccine more because the Mussalmans are more prolific. This is why this vaccine is given to the children of Muslims and not the Hindus. 

Noor Mohammad, Mohmmadpura, Hapur, Ghaziabad, FD

This is not a situation peculiar to a particular community. In our neighborhood there is a Baniya’s residence. He had refused the vaccine saying that our children will not be worth marrying if this medicine is taken. 

 Muslim Males FGD in Dasna, Ghaziabad

My mother-in-law goes around the houses as she is expert in putting on the bangles on the hands of these women. One of her customers said that we should not give the polio vaccine to the children, as it would inhibit the fertility. Then how will our family go on? I will not give this medicine to my grand children [son’s children]. She also told her that this medicine was not being given to the Hindu children. Thus my mother-in-law forbade me from giving the vaccine to the children. I am, not giving the vaccine to my children. 

Asham, 32, Mahmudpur Mafi, Moradabad 
Now even the Hindus have started discouraging the vaccinators earlier only the Muslims used to refuse. We have heard only among Muslims that the population will decrease if this medicine is given … we will not go with the vaccinator to ask others to accept the vaccine what if something happens to their children – I will be blamed. 

 Kiran, 27, Jalalpur, Ambedkarnagar

Muslims do not give the vaccine, Hindus do. If this is true then why don’t the doctors give the vaccine to the children. Earlier we used to give but this time we will not give. Yes we will not give because we have heard that this medicine affects the fertility. Somebody told you and you told me - that is how the word goes around.

 Hindu elderly women FGD at Chchachcho, Ambedkarnagar

The Hindus are scared that their children will not have children if they take this vaccine. We just take the name of Allah and give the vaccine.

In our area it is only the Muslims who give the polio drops. It is the Hindus who aggressively oppose the vaccine.

We have generally seen only Muslim children afflicted with polio. They probably did not get the immunization for polio.

It is only in Muslim households that there is talk of the children becoming sterile. 

 Chandrapal, village Masuri, Ghaziabad district in an FD

There are no privileges for the Muslims. The Hindus have all the facilities. It is useless being born in our religion. They take even a one-day-old child outside. Within a  month they get all the injections. We never even come to know. Everyone wishes well of the Hindus.

Munni, 55, Dasna, Ghaziabad in an FD
Right now the government is of the Hindus, they may do whatever they please. When it was the Muslim era they had also made many forts.

 Muslim Males FGD in Nayazpura, Hapur, Ghaziabad

The Maulvis and Imams are creating this fallacy. They should be shown that the same vial is used for giving the vaccine to the Hindu and the Muslim child. Those who do not want to give the vaccine will not do so even if the Imam comes or his ‘Baap’ (father) comes. 

FGD of Hindu Opinion Leaders of Kundarki, Moradabad

The Bajrang Dal had distributed pamphlets in which was written that something has been added to the polio vaccine, which will destroy the Muslims.

Muslim elderly women FGD at Jalalpur, Ambedkarnagar

Experiences of the Polio Program

In this section we shall examine some of the experiences that people in the various communities discussed with reference to the polio program. This pertains to their interactions with health functionaries, vaccinators and motivators (social mobilizers) concerned with delivery of the polio program. The focus here is primarily on those who are critical of the polio program, though we shall contrast these to experiences of others as well. 

Use of force to administer OPV

Community members also reported that those administering the vaccine had begun using aggressive and forceful strategies to administer the vaccine. The communities’ perception of force stems both from rumor, as also personal experience. The alleged use of force by motivators and vaccinators is an issue that has most angered the community, and fuels both rumor and suspicion even among those who ordinarily were accepting and not resisting vaccination. Again, as in the case those of who complained about the frequency of visits, several parents said that they stopped vaccinating their children after an experience involving use of force of some kind or the other. It is also possible that the mere fact of frequent and persistent attempts to convince non-acceptors to accept the vaccine is constituted as force. One of the more disturbing and drastic examples of use of force quoted by people has been the use of police support at the time of carrying out door-to-door campaigns.  A benevolent reading of this would be that given increased active resistance, vaccinators feel the need for some security (this was mentioned in the FGD with social mobilizers). However, in the same FGD it was also mentioned as a suggestion that the vaccinators should be accompanied by police so that non-acceptors could be coerced into accepting the vaccine. The experience of force / coercive measures was reported across caste and religious groups in these areas.
Once I had told them not to give the vaccine but they were aggressive and despite our best efforts they entered our house and gave the vaccine to the child by force. We had refused because the father of my children had said that if my daughter is given the vaccine she will never be able to become a mother. So I had refused the first time because I was very afraid.

 Sunita Gupta, Mohamadpur Mafi, Moradabad

They just keep on coming – every month they are here. When we refuse then the doctor is brought to convince us and ultimately the drops are given by force.

Family discussion, Ambedkarnagar

The police also comes along with the vaccinators when they they come to vaccinate the children. People are naturally frightened of the police and accept the vaccine.

 FGD of  Male Opinion Leaders, Jalalpur, Ambedkarnagar

They force the medicine down the mouths of the children. If they see some children playing in the village, they just force the children to accept the vaccine.



 Family discussion, Ambedkarnagar

They don’t spare even the sleeping children. They just come and put the dose in the mouths. 

Elderly women FGD at Chchachcho, Ambedkarnagar

They force the children to take the vaccine and when we resist they bring along the police. 

Afsana from Jalalpur, Ambedkarnagar, FD

Our children are very scared of the madams who come to give the polio drops. One is Mamta and the other is Rashmi, they force the children to take the vaccine by pushing their way into the house.

 Pushpa, 30, Karula, Moradabad 

They come here to the homes and force the medicine down our throats. That is why I do not like going to the hospital when the children fall sick… they may force us to take vaccines and injections. 

Lajjawati, 21, Mahmudpur Mafi, Moradabad

When we do not listen or  bend to their threats, they bring the police 

FGD of  Male Muslim Opinion Leaders, Jalalpur, Ambedkarnagar

We did not have the children at home. My daughter‘s children were around. She told them that they had taken the vaccine at their place but  they did not listen and gave the vaccine using coercion. There was an altercation and my daughter was very upset. Then as if to take revenge they started coming every 8 days! Our children who love playing outside, are happy and healthy should not be treated with this force and coercion. When they came again we shooed them away and did not allow them to give the vaccine. 

Rajani, FGD, Hindu elderly women, Mahmudpur Mafi, Moradabad

Once I was traveling to Aligarh and stepped off the vehicle to get some water. Suddenly I saw these women putting something in the mouth of the children. I ran back and asked them what was the matter, why were they forcing something into the children’s mouths. And how dare they do this when I am not there, the mother is not there and the children are all alone! Are we safe nowhere? We give the vaccine to the children at the private practitioner and we will now never take the drops from these enforcers. We may even stop taking the vaccine altogether. What do they think of themselves. 

Grandmother, Family discussion at Mahommadpur Mafi at Moradabad 

Use of Outsiders to Administer the Vaccine

Another aspect of the program that the community feels strongly about is that for the door-to-door campaigns “outsiders” and “strangers to the community” are frequently used.  These outsiders, the community members complained are not known to the community and hence could not be trusted to administer a vaccine to their children. The presence of outsiders to administer the polio vaccine in contexts where there already is much suspicion, fear and mistrust, only furthers the resolve to resist the vaccination. Many mothers and older women described these outsiders as “young children” who were not familiar with customs and traditions of the community and hence brashly walked into their homes without seeking permission. Parents and elders in the community also pointed out that they would not accept vaccines from persons who did not appear to be experienced, and hence posed a risk to the health of their children.

The fears and anxieties of the community about the young strangers administering the polio vaccine should be understood in relation to their complaint that they do not receive any prior information about the vaccination program. Also, they felt that these young vaccinators were ill equipped to answer questions and provide accurate information about their concerns. 

A group of “children” come with the vaccine but never tell us what are the benefits of this medicine. A school or college teacher is in charge of them.. What does he know about medicine –  a doctor should come. How can he or the children know how much is to be given. 

 FGD of  Male Hindu Opinion Leaders, Behmalpur, Sultanpur

Some doctors who had come from Delhi had given polio drops to a child who subsequently died. The people had beaten up these doctors and the police had put them in jail.  Two rumors have been floating about since then. Firstly,  that the medicine is poisonous and should not be given to the children, and secondly, the medicine contained something that would make the children sterile. Since then the Mussalmans, who were also responsible for spreading the rumors, have been actively resisting the campaign.

Madhuri, Hayaatnagar, Sambhal, Moradabad

A lot of private people are involved in this campaign. They are getting Rs 50/- per day for their trouble. The number of people taking the vaccine goes in their favour.

The one who gives the vaccines gets Rs 50/- that is why they come. 

Shehnaaz, Akbarpur, Ambedkarnagar 

I used to know the  vaccinator who came earlier, she was very well known to me and I had no qualms in giving the medicine to her. However, this time around there was a new vaccinator. When he came I was immediately suspicious as there had not been any information regarding the campaign either on TV or radio. I asked for the identity card and only after seeing it I allowed them to give polio drops to my children.

Mother, Hayaatnagar, Moradabad

Some Sindhi come to give the medicine – we are scared that he may not harm  the children by giving the medicine in an harmful manner. 

Elderly woman, FGD, Ambedkarnagar

A Sardar comes to give the vaccine in our area. Everybody is scared of him and thinks him to be a terrorist. It is commonly believed that they come to kill the children. 

Sarita, 20, Chamri, Gaziabad

There have been instances of vaccinators having made thefts or there is a community perception of the vaccinators being thieves and not very good persons – probably no checking is being done to ensure that the volunteers are acceptable to the community.

District Mobilizer, Ghaziabad 

Strategies of  Avoiding Polio Vaccine

Given the fears, suspicions and the “fear psychosis” that has been created  by the polio program, people in the communities have developed various strategies to avoid vaccination of their children. Some of these were mentioned to us by the community members themselves, but the social mobilizers and local health functionaries are also aware of these various strategies, and often at a loss on how to get round these. These strategies as listed below range from locking up children, to physically assaulting and attacking the vaccinators.  The social mobilizers and vaccinators (if they are from the community) are caught between the compulsions of being accepted by their own communities, while at the same time doing their duty. They sometimes negotiate with the community members to permit them to at least put the “mark” on the child fingers, indicating that vaccine has been administered. Community members are also scared of the marking being made on the walls of their houses and door posts, and said they try to remove this because they are not sure what is being written. Some families are even scared to give the names of their children when the household listing is done, and so give fictitious names and ages hoping to avoid the vaccination. 

The following are some of the strategies that the social mobilizers and the community reported:   

They (those who do not accept vaccines) say that their children have had the vaccine and these are somebody else’s children.

They do not let out their children from their homes on days when the polio vaccine is being given.

Because of the widespread fear of the vaccine we never tell the exact number of children we have nor their ages. If we have 10 children we always say 5. 

They say that they get the vaccine privately. 

We shut the door when the women come around for giving the drops. 

When they do not give the vaccine we call the ‘daroga’ [police]. The moment they see him they run away with their children into the jungle. 

The nurse comes to give the medicine and with him comes a policeman, but people do not open the doors. Seeing the police with the nurses people have started keeping stones and sticks … and some people fled their houses. 

The women do not give polio drops saying that their husbands are away and they needed permission before taking such a decision. 

The mothers of the children are very angry with the behaviour of those who come to give the medicines. They have to come to blows virtually as they believe that the more they resist the more persistent the vaccinator becomes. 

The general response is that they were out in the fields that is why their children missed getting the immunization.

The children do not like it. If they have the drops they always vomit them out.

Once when the men had come they asked me if I had given the vaccine to my children. I told them thet I had given it. Then they asked me to show the child and they came to know that the child had not had the vaccine. I was caught. 

Some of our Muslim neighbours hid their children and did not allow them to come outside for the vaccination. Despite our assurances they did not get the children vaccinated.

We shut the door in their faces. Only one time when the doctor himself had come we had felt constrained to let our children take the vaccine. Since then we have not given it.

Our children run away when the vaccinator comes – we can’t hold on them can we?

Once a man had locked up his children in a dark room and when the vaccinator came around told them that there were no  children at his place. So intent was he on avoiding the vaccinators that he forgot to open the children from the dark room till very late. The poor children were locked up without food and water for the entire day and when they were taken out of the room they were almost fainting with hunger and fright. He was so aghast his mistake that he exclaimed, ‘What to talk of polio these children would have died by own mistake’. This is the kind of resistance there is to the polio campaign. 

The vaccinator went to Aslam’s house and had to stand for almost two hours. However, they did not open the door and she could only get some names of children before she had to give up and go away.

They don’t give the vaccine but we convince them to still put the mark. We know that  if they do not put the mark they will loose their jobs 

Often we are told that the child is sleeping, He/she should not be disturbed, or the age of child is reported as 6 or 7  years even if the child is three to four years.

Competence  and Credibility of Community Social Mobilizers

The discussions with the social mobilizers, vaccinators and government health functionaries about the polio program were aimed at understanding their perspectives and understanding of  low acceptance and resistance to the polio program. It must be mentioned here that the social mobilizers belong to the same communities within which they work, and hence are in awkward position, especially when members of the community challenge them about their work and legitimacy.  

Among the researched communities there is a feeling among some respondents that the social mobilizers have obtained these positions not because they themselves are convinced about the polio vaccine, but because they get paid for doing this work. Community members have remarked that the community level social mobilizers have little knowledge and when confronted with various kinds of questions are unable to provide convincing answers. During our own discussions with the community social mobilizers we observed that their level of knowledge was poor, and they themselves felt that they had not been properly trained.

There is training by the UNICEF for one day in which the SMC and CMC participate. The training comprises gaining some technical knowledge and forming a strategy of working in the area as well as some guidelines and messages. The training should be repeated frequently as new strategies give rise to new problems.  Some of the CMCs have not been trained. 

FGD of Social Mobilisers at Sambhal, Moradabad.

The social mobilizers are themselves not very clear as to why repeated frequent doses are required. While some of them said that the repeated doses were necessary because it would be more beneficial to the child, others simply said they did not know the reason.  

The community social mobilizers feel that the community did not respect them as persons who could provide accurate information. Often they feel unable to reply to the questions and challenges posed by the community. At times they are confronted with reports that have appeared in the media or rumors about the polio vaccine, but they do not know how to respond to these situations. Some even reported instances of being physically assaulted or threatened. It is not surprising that social mobilizers have at times actually sought police support to deliver vaccines, and in fact suggest that vaccines should be administered under police protection.

One of my acquaintances caught hold of me and said that he had seen the BBC programme where it was announced that the vaccine should not be given. I was insulted. 

Problem Solving FGD at Mahmudpur Mafi, Moradabad.

There is an inherent suspicion that why is a Musalman working for this programme our entire character becomes suspect. When we try to use our personal influence people begin suspecting us. 

FGD of Social Mobilisers, Kundarki, Moradabad.

At times there is open hostility when we try to influence the religious leaders. All sorts of insinuations are made. 

FGD of Social Mobilisers, Kundarki, Moradabad.

Earlier we used to be treated with affection and respect and were offered milk in these very houses but now they shunt us out saying that we should go away with our ‘peti’ [vaccine carrier].  

FGD of Social Mobilisers at Sambhal, Moradabad.

There is this incident in a village where our team had gone for giving the drops. One of the women became very abusive. Since I was from this are I tried to intervene. Both the woman and her husband got even more abusive to the extent that the man brandished a staff at me. Even my hands were not tied. There was a scuffle. The neigbourhood collected there and he  was made to give the drops. Since then he does not talk to me but gives the drops anyway. 

FGD of Social Mobilisers at Sambhal, Moradabad.

Our plight is that even if we are beaten up we cannot report the incident to the police. 

 FGD of Social Mobilisers at Sambhal, Moradabad.

Chapter Six

TOWARDS STRATEGIC DIRECTIONS

The strategic directions that we discuss here are based on the principal findings that have emerged from the study.  The specifics on any strategic directions need to be  worked out in relation to the local  contexts within which the program must operate. In order to be effectively operationalized, the specific strategies will have to be evolved in collaboration with district-level implementers of the program. The rationale for this approach stems from our research findings which indicates that no single factor can explain why people accept, refuse or resist polio vaccination. It is the complex configuration of various factors in varying intensity and with particular local nuances that shapes both the delivery of  the program and the response it evokes from the communities. If programs are negotiated by local bureaucracies, then they are also mediated by  the particular social, political and cultural context of  different communities. Hence it is imperative that the specifics of what we suggest as broad directions should be detailed at the local level.

What we have attempted to spell out below are the strategic directions. The fleshing out and detailing of an operational plan specific to the different contexts would have to be carried out through a collective process involving representatives of the community, implementers, policy makers and researchers. This dialogic process is essential for evolving effective strategies. Appended to this section is a list of specific suggestions made by representatives of the community, vaccinators, and social mobilizers. 

I The Problematic

There is a dispersion of fragments of biomedical knowledge which are mediated by local knowledges and experiences. This reflects the absence of a clear and accurate understanding of  polio as a disease, how vaccines work in the human body, and the logic of repeated vaccines for eradication both within communities and among service providers.

Strategic Direction

Develop a comprehensive communication strategy that is able to deliver accurate information through credible agents at the local level.

Further Questions:

1. What does the present communication strategy comprise? 

2. To what extent does it address the issues mentioned above?

3. How effectively is the present strategy being implemented?

4. What human and institutional resources are presently available for an effective communication strategy to be developed and implemented locally?

II The Problematic

The unifocal nature of the program coupled with its intensity, sends out wrong signals about the intention of the program, given the sense of deprivation people experience vis-à-vis other health services, their low regard for government health services, and the collapse of routine vaccination programs.

Strategic Direction

Deliver quality child health services, as also other health services, using existing governmental and non-governmental resources at the local level through mechanisms that are sustainable.

Further Questions

1. What are specific health services that people most need, and which of these are within the scope of the public health system?

2. What health services have already been put in place through alternative mechanisms to address the needs of these communities? What has been the response to these?

3. Would a cost recovery mechanism be possible for delivery of quality child health services?

4. What governmental and non-governmental institutional resources are available for streamlining delivery of routine immunization services?

III. The Problematic

The social mobilizers at all levels, but specifically the community level, are not adequately trained and hence lack skills to deal with the complex demands of the situation. This renders them ineffective, as they have to negotiate and compromise with the social reality of their own communities, while also negotiating the demands of the polio eradication program.

Strategic Direction

Develop a more comprehensive training of trainers program that functions on a pedagogy of praxis-based dynamic learning so that it is continual and also rapidly responsive at the local level. 

Further Questions

1. What is the structure and pedagogy of the present training at various levels?

2. What are the key skills that are needed for motivators to become credible sources of information

3. What support can be availed of locally to implement a credible response to challenges encountered?  How can linkages be made with other locally available credible agents?

4. What aspects of belonging to the local context can be used to greater advantage, and what aspects of this are limiting?

IV The Problematic

There is fatigue emerging among service providers and the community because of the intensity of the program. At the same time there is frustration that the goal of eradication is becoming elusive, and the community is losing faith in the program because of increased outbreaks. Added to this, local leaders and the community do not perceive themselves as partners in the program at all levels.

Strategic Direction

Enhance the scope of community participation in the planning, setting of immediate and long term goals of the program, and establish mechanisms for greater mutual accountability between and among service providers and community members. 

Further Questions

1. What is presently being done to enable social mobilizers at various levels to experience a sense of achievement vis-à-vis immediate goals at the local level?

2. What is being done to ensure that communities feel collectively responsible for the success and achievement of the program?

3. To what extent are local leaders stakeholders in the planning of the program at the local level?

4. What is being done to generate social demand for polio vaccines through community involvement and greater accountability of service providers?

Suggestions by Community Members, Social Mobilizers, and Government Health Functionaries:

The most common suggestion made by the community pertained to the general improvement of the public health services, especially routine immunization services. With specific reference to the polio program, the following suggestions were made:

For Increasing Awareness in the community:

· involvement of local leaders, especially religious and political leaders in campaigns

· local bodies, panchayats, co-operatives, etc., should be involved

· use strategies such as baby shows, games, cultural melas to spread awareness

· invite well known personalities to talk to people

· better IEC focused on eradication

· encourage positive media support

· use radio for information and awareness

· local NGOs should be entrusted with awareness programs

· specific campaigns to counter rumors

· education about the importance of vaccines should be introduced in schools

For better  planning and implementation

· planning at the grassroots level with greater involvement of local community and leaders

· orientation for religious leaders

· surveys to identify 0-5 children should be properly done

· seek involvement of RMPs and quacks

· better supervision and monitoring of the performance of all staff

· involve private doctors whom the community trusts

· reduce the number of rounds

· hold rounds at booths rather than households

· constitute village-level committees for planning and monitoring

· hold village level meetings for addressing health needs, including polio vaccination

For Enabling Social Mobilisers

· longer duration training

· more frequent training to address rumors, and media reports

· provide them with basic medicines for fevers etc.

· experiences of CMCs should be shared for improving training

· identity cards for CMCs so that they are respected

· provide police protection of CMCs and vaccinators

· better division of labour between various levels of mobilisers

· improve managerial and supervisory skills of SMCs and BMCs

· increase number of CMCs (one for twenty households)
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60 percent of 0-2 year children have not received BCG (also 60 percent 2-5 year have not received BCG)


54 percent of 0-2 year children have not received even single dose of DPT (4  percent have received 1 dose, 8 percent received 2 doses, and 34 percent received 3 doses)


71percent of  0-2 year children and 65 percent of 2-5 children have not received measles vaccine


only 1 percent of 0-2 year children did not receive any OPV dose (14 percent received 1-2 doses, 28 percent 3-5 doses, 34 percent 6-8 doses, and 23 percent more than 8 doses)


Zero percent of 2-5 year children  are without a single dose  ( 2 percent received 1-2  OPV doses,  10 percent received 3-5 doses, 21 percent received 6-8 doses, 67 percent have received more than 8 doses 








99 percent of those surveyed are aware of the polio vaccine


80 percent of the respondents said that polio could be prevented


most of the respondents do not have correct information on what causes polio, but know the symptoms (lingering fever and paralysis of limbs)


23 percent  of the respondents said that unattended fevers resulted in polio


a few respondents said that dirty surroundings and water, germs, fecal matter, and contact with an infected child could cause infection


one third of the respondents reported conditions under which a child could not be given the polio vaccine


95 percent respondents felt that fever was a contraindication for administering OPV (the second significant contraindication was diarrhea, 37 percent)





The names of all individuals cited in this report have been changed for reasons of privacy and confidentiality.  Given the specific nature of the study, the names of the districts and villages have been retained.








� Sultanpur and Ambedkarnagar were until recently a single district, and hence even though they are presently separate for the purposes of the study they were treated as one unit.


� The sample design for the quantitative study being purposive-random, does not allow for extrapolation at the level of the state or even the district.  The sample cannot be described a representative because as per the TOR provided by UNICEF the study was to conducted among populations reported to have a low levels of acceptance of the polio program.
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