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PREFACE

The National Family Health Survey (NFHS) is an important component of the Project
to Strengthen the Survey Research Capabilities of the Population Research Centres in India,
launched by the Ministry of Health and Family Welfare (MOHFW), New Delhi, in 1991. It was
undertaken with the principal objective of providing state-level and national-level estimates of
fertility, infant and child mortality, the practice of family planning, maternal and child health
care and the utilization of services provided for mothers and children. Another important
objective of the NFHS was to provide high quality data to academicians and researchers for
undertaking analytical research on various population and health topics.

The MOHFW designated the International Institute for Population Sciences (IIPS),
Bombay, as the nodal agency for providing coordination and technical guidance to the NFHS.
The data collection for the NFHS was undertaken by various Consulting Organizations (COs)
in collaboration with the concerned Population Research Centres (PRCs) in each state. The
East-West Center/Macro International provided technical assistance for all of the survey
operations. Funding for the NFHS was provided by the United States Agency for International
Development (USAID), New Delhi.

The NFHS covered 24 states and the National! Capital Territory of Delhi (the erstwhile
Union Territory of Delhi), which comprise 99 percent of the total population of India. In all,
89,777 ever-married women age 13-49 and 88,562 households were covered, using uniform
questionnaires, sample designs and field precedures. The data collection was carried out on a
state-by-state basis during April 1992 to September 1993. Preliminary reports with selected
results were prepared for each state by the end of 1993 and presented to policymakers and
programme administrators responsible for improving family welfare programmes in most states.

The final state-level reports are based on a tabulation plan discussed, finalized and
approved at a workshop held at Baroda, 5-7 December, 1992. The workshop was attended by
reprerentatives of all of the participating agencies. 1IPS finalized the tabulation plan and
produced the tables and graphs for the final reports according to the recommendations of the
workshop. The final state-level reports have been prepared by research staff from the concerned
PRC for each state, with the assistance of faculty members from I1IPS and demographers from
the East-West Center/Macro International. Each state report has been reviewed by an Indian
exprt in the field of population sciences and revised after taking into consideration the
suggestions of the reviewer.

The final reports contain invaluable information on fertility and family planning practices,
and the status of health ar.y welfare of Indian mothers and their children. The descriptive text
of each final report presents the findings in a clear and thorough manner for use by population
and health experts, policymakers and administrators.
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Never before in India has such a large population and health survey been undertaken and
completed in the stipulated time period. We are, therefore, very happy to present the final
NFHS state-level report for Maharashtra. We do hope that it will contribute to the knowledge
of researchers and analysts in India and that pregramme administrators and policymakers will
find it useful for policy development and implementation of the family welfare programme,

K.B. Pathak K. Balasubramanian

Director, International In-charge, Population Research Centre,
Institute for Population Gokhale Institute of Politics and
Sciences, Bombay Econciiics, Pune
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SUMMARY CF FINDINGS

The National Family Health Survey (NFHS) was carried out as the principal activity of
a collaborative project to Strengthen the Survey Research Capabilities of the Population Research
Centres (PRCs) in India, initiated by the Ministry of Health and Family Welfare (MOHFW),
Government of India, and coordinated by the International Institute for Population Sciences
(IIPS), Bombay. Interviews were conducted with a nationally representative sample of 89,777
ever-married women in the age group 13-49 from 24 states and the National Capital Territory
of Delhi. The main objective of the survey was to collect reliable and up-to-date information
on fertility, family planning, mortality and maternal and child health.

The NFHS in Maharashtra conducted between 23 November 1992 and 18 March 1993,
gathered information from a representative sample of 4,106 ever-married women age 13-49 from
4,063 houscholds. The survey has also collected information on 2,127 children of interviewed
women born in the four years preceding the survey. In this report, the survey findings are
generally shown separately for urban and rural areas and for the state as a whole.

The survey collected background information on a variety of socioeconomic
characteristics of the population of Maharashtra. Nearly 43 percent of the population covered
in the survey reside in urban areas. Seventy-seven percent of household heads are Hindu, 11
percent Muslim, & percent Buddhist and 4 percent belong to other religions, Among the
population age 6 and above, 80 percent of males and 56 percent of females are literate. The
median number of years of schooling is substantially higher for males (5.9 years) than for
females (2.6 years). The school attendance rate among children of age 6-14 years is 86 percent
for males and 77 percent for females. The mean household size is 5.5 persons per household,
with 5.3 persons per household in urban areas and 5.6 persons per household in rural areas.
Housing conditions indicate crowding with 3.2 persons per room. Almost half of all households
(47 percent) do not own any agricultural land. Three in 10 households in rural areas and 7 in
10 houschiolds in urban areas are landless.

The age distribution is typical of a population that has experienced fertility decline in the
recent past. Thirty-six percent of the population are below 15 years of age and 8 percent are
age 60 and above. The sex ratio of the population of Maharashtra is 970 females per 1,000
males with the ratio being higher in rural areas (991) than in urban areas (944).

Marriage is virtually vniversal in Maharashtra. At age 15-19, about 38 percent of
women have been married and 95 percent of the women age 25-29 have been married. Women
marry much younger than men with the singulate mean age at marriage for males and females
being 25 years and 19 years, respectively. The median age at first marriage increased from 14.9
years in the 45-49 age cohort to 17.5 years in the 20-24 age cohort. There are large urban-rural
differences in the median age at first marriage, with the median age at first marriage for women
age 20-24 being 3 years lower in rural areas compared to urban areas.

The fertility level in Maharashtra is lower than in India. According to the NFHS, at
current levels of fertility, women in Maharashtra will have an average of 2.9 children during
their childbearing years. This is 19 percent lower than the SRS total fertility rate of 3.6 children
per woman for India in 1991. There is clear evidence of a decline in fertility over time in
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Maharashtra from the findings of the NFHS. The total fertility rate (TFR) in Maharashtra
declined from 3.8 in 1980 (as estimated in the National Fertility and Mortality Survey,
conducted in Maharashtra in 1980) to 2.9 in 1990-92. The total fertility rate in rural areas (3.1)
is 24 percent higher than the TFR in urban areas (2.5). The mean number of children ever born
to women age 40-49 is 4.3 for the state as a whole and 3.9 for urban areas and 4.5 for rural
areas. There are substantial socioeconomic differeniials in current as well as cumulative
fertility. Illiterate women have the highest fertility (TFR is 3.5 and the mean number of children
ever born to women age 40-49 is 4.7) and women with at least a high school education have the
lowest fertility (TFR is 2.1 and the mean number of children ever born to women age 40-49 is
2.8). Religious differences in fertility are more pronounced. Muslims have the highest fertility
followed by Buddhists and Hindus. Forty-three percent of all children born in Maharashtra in
the three years preceding the survey are of birth order 3 and above. The median birth interval
is 29 months and the median age at first birth among women age 20-24 years is 20 years.

The awareness about family planning methods is widespread in Maharashtra with 99 and
96 percent of ever-married women in urban and rural areas, respectively, reporting knowledge
of at least one method of family planning. The most widely known method of family planning
is female sterilization (97 percent), followed by male sterilization (83 percent), IUDs (70
percent), pills (66 percent) and condoms (56 percent). Awareness of modern methods exceeds
awareness of traditional methods by a very wide margin. Knowledge about the source of
modern methods is very high with 95 percent knowing where to obtain at least one :nethod of
family planning. Knowledge about the source of terminal methods (female and male
sterilization) is generally much higher than spacing methods.

Fifty-four percent of currently married women age 15-49 are currently using a method
of contraception with 53 percent using a modern method and 1 percent using a traditional
method. The current use of contraception is slightly higher in rural areas (55 percent) than in
urban areas (53 percent). Female sterilization is the most popular method (40 percent) followed
by male sterilization (6 percent) and 1UDs and condoms (3 percent each). Pills are currently
used by only | percent of currently married women. Female and male sterilization together
account for 86 percent of contraceptive use in Maharashtra. Eighty percent of all sterilized
couples were sterilized when the wife was less than 30 years old. The median age at the time
of sterilization is 25.6 years.

The level of current use of contraception rises with the age of currently married women,
peaking at ages 35-39 (77 percent using some method of contraception) and declining thereafter.
The relationship between current use and education of the women is weak. However, the type
of method used varies with education, with sterilization being inversely related to education and
spacing and traditional methods being directly related to education. The Hindu-Muslim
difference in current use of contraception is quite substantial with much higher use among
Hindus (57 percent) than among Muslims (36 percent). Contraceptive use is comparatively
lower among scheduled tribe women (49 percent) than among scheduled caste women (55
percent).

Current use of any method increases steadily from 3 percent for women having no living
children to 76 percent for women with 4 living children. The data on current use of
contraception also indicate the existence of son preference. The current use of contraception,
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at each parity, is lowest for women having no sons and highest for women having all sons.
Among women with 3 living children the current use is the highest (86 percent) among women
who had all sons.

The public sector, predominantly government and municipal hospitals, is the major source
of coutraceptives supplying three-fourths of modern methods. The mix of public and private
sector sources varies according to the method used. The public sector is by far the major source
for sterilization. The private sector plays a significant role in providing services to users of non-
terminal methods such as condoms, pills and IUDs. Two out of three women who have never
used contraception do not intend to use contraception in the future.

Information on fertility preferences was also collected in the NFHS. Overall only 28
percent of currently married women want to have another child at sometime in the future.
Among women who want an additional child, there is a strong preference for a son. The mean
ideal number of children for ever-married as well as currently married women is 2.5, the mean
in urban and rural areas being 2.4 and 2.7, respectively. A clear negative relationship exists
between the mean ideal number of children and educational attainment of women. Most women
in Maharashtra consider one son and one daughter to be ideal. Son preference is more visible
in rural areas. Fourteen percent of the currently married women have an unmer need for family
planning services, that is, they have no desire for additional children or they want to wait at least
two years before having another birth, but they are not using family planning. Seventy-nine
percent of the demand for family planning is met by current programmes. However, only 30
percent of the demand for spacing, in contrast to 88 percent of the demand for limiting, is
satisfied through current programmes. The findings clearly bring out the need for expanding
the availability of spacing methods in family planning programmes.

The NFHS also provides information on maternal and child health and the prevalence of
specific health problems (malaria, blindness, tuberculosis, leprosy and physical impairment of
limbs) among all members of the household. Malaria has the highest prevalence afflicting 37
per 1,000 population during the 3 months-prior to the survey, followed by partial blindness (32
per 1,000) and physical impairment of limbs (6 per 1,000). The incidence of malaria is
substantially lower in urban areas (18 per 1,000) than in rural areas (51 per 1,000).

There has been a decline in the infant mortality rate in Maharashtra during the 15 years
prior to the survey from 66 per 1,000 live births during 1978-82 (10-14 years prior to the
survey) to 51 per 1,000 live births during 1988-92 (0-4 years prior to the survey). The
percentage decline in child mortality is the highest (50 percent) followed by postneonatal
mortality (44 percent), under-five mortality (33 percent), infant mortality (23 percent) and
neonatal mortality (11 percent). The infant mortality rate is higher for rural Maharashtra (61
per 1,000 live births) than urban Maharashtra (33 per 1,000 live births). Women who have
completed at least high school are likely to experience the lowest infant mortality. Infant
mortality is higher for births which occur within 24 months of a previous birth. The infant
mortality rate is more than twice as high for children whose mothers have not received antenatal
or delivery care than for those children whose mothers have received both.

Nearly 83 percent of mothers of all births during the last four years received antenatal
care. Mothers of about three-fifths of children received antenatal care from allopathic doctors
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received two or more doses of tetanus toxoid injections and iron and folic acid tablets. Forty-
four percent of all births during the four-year period before the survey occurred in a health
facility. A little more than half of the deliveries were attended by medical personnel and another
20 percent by traditional birth attendants.

The Universal Immunization Programme has met with a fair amount of success in
Maharashtra with 64 percent of all children between 12 and 23 months fully immunized against
six preventable childhood diseases (tuberculosis, diphtheria, pertussis, tetanus, polio and
measles). The percentage of children fully immunized is surprisingly higher in rural areas (66
percent) than in urban areas (62 percent), with higher coverage of each type of vaccination.
Vaccination cards were seen by the interviewer for 39 percent of the children.

During the two weeks preceding the survey 6 percent of children under age four had
symptoms of acute respiratory infection (cough accompanied by fast breathing), 22 percent were
sick with a fever and 10 percent had diarrhoea. For each medical condition, 61 to 75 percent
of the children were taken to a health facility or health provider. Knowledge and use of Oral
Rehydration Salt (ORS) packets for the treatment of diarrhoea is not widespread (47 percent of
mothers know about ORS packets and 31 percent have ever used ORS packets). Only 18 percent
of children with recent episodes of diarrhoea were treated with ORS and 34 percent were treated
with a Recommended Home Solution (RHS), made from sugar, salt and water.

The NFHS obtained fairly detailed information on infant feeding and child nutrition.
Breastfeeding is universal in Maharashtra with 97 percent of all children born in the four years
preceding the survey having been breastfed. The babies, however, are rarely breasifed very
soon after birth. Among the most recent births, only 7 percent were breastfed within one hour
after birth and 18 percent were breastfed within 24 hours after birth, A large majority of
women squeeze the first milk from their breast before feeding the children and thus deprive the
newborns from getting colostrum which provides them natural immunity and nutrition. On an
average, children are breastfed for 26 months. Solid or mushy foods are introduced to the diet
much later than is recommended. Two-thirds of breastfeeding children age 8-9 months and one-
quarter of those age 12-23 months are not given any solid or mushy food to supplement breast
milk.

Both chronic and acute undernutrition are very high in Maharashtra. More than half of
all children are underweight and about half are stunted. The proportion of children who are
severely undernourished is also substantial (20 percent). One in every five children faces the
most serious nutritional problem of wasting.

, In order to assess basic knowledge about Acquired Immune Deficiency Syndrome
(AIDS), the NFHS incorporated a series of state-specific questions on AIDS in Maharashtra.
All ever-married women age 13-49 were asked about the awareness of AIDS and if awareness
is shown, a series of follow-up questions were asked. The awareness of AIDS is very limited
in Maharashtra with only 19 percent of ever-married women having heard about AIDS.
However, the awareness of AIDS is much higher in urban areas than in rural areas. The NFHS
data suggest that more efforts are needed to increase the level of awareness of AIDS and its
methods of transmission.
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CHAPTER 1

INTROBDUCTION

1.1 Background of the Survey

The Ministry of Health and Family Welfare (MOHFW) in India has supported the
establishment and development of the eighteen Population Research Centres (PRCs) located in
universities and institutes of national repute. In 1991, the MOHEW initiated the Project to
Strengthen the Survey Research Capabilities of the PRCs, with financial support from the United
States Agency for International Development (USAID). The National Family Health Survey
(NFHS) is an important component of this project.

The NFHS covers 99 percent of the population of India in 24 states and the National
Capital Territory of Delhi (which recently attained statehood). It is a household survey with an
overall sample size of 89,777 ever-married women in the age group 13-49. Due to the huge size
of the sample to be surveyed, data collection under the NFHS was carried out in three phases
in 1992 and 1993. Andhra Pradesh, Himachal Pradesh, Madhya Pradesh, Tamil Nadu and West
Bengal were the states covered in the first phase. The states covered in the second phase of the
NFHS were Assam, Goa, Haryana, Karnataka, Kerala, Maharashtra, Rajasthan and Uttar
Pradesh. In the third phase of the NFHS, Arunachal Pradesh, Bihar, Gujarat, the Jammu
Region of Jammu and Kashmir, Manipur, Meghalaya, Mizoram, Nagaland, Orissa, Punjab,
Tripura and the National Capital Territory of Delhi were covered.

The NFHS was carried out through the joint efforts of the MOHFW, Government of
India, New Declhi; the International Institute for Population Sciences (IIPS), Bombay; several
Consulting Organizations (COs); all the PRCs; USAID, New Delhi; and the East-West
Center/Macro International, United States of America. The MOHFW designated IIPS, Bombay
as the nodal organization, responsible for providing coordination and technical guidance for the
NFHS. The PRCs, in their respective states, have collaborated with a number of COs in India
for survey implementation. Each CO was responsible for facilitating survey activities in one or
more states covered by the NFHS. Technical assistance for the NFHS was provided by the
East-West Center/Macro International.

The Centre for Management of Development Programmes (CMDP), a private research
organization in Hyderabad, was sclected as the CO for the NFHS in Maharashtra. The
Population Research Centre, located in the Gokhale Institute of Politics and Economics, Pune,
collaborated with CMDP in the implementation of the survey in Maharashtra.

1.2 Origin of the State

During the British rule in India, most of the present state of Maharashtra was under the
Bombay Presidency. After India attained independence, the states were reorganized on a
linguistic basis and the state of Bombay was formed in 1956, including parts of the present state
of Gujarat, After a decade-long struggle for a unified Maharashtra, the present state of
Maharashtra came into existence on 1 May, 1960. It was then made up of 26 districts: thirteen
of these, including Greater Bombay, were part of the former state of Bombay; eight districts
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forming the Vidarbha were part of the former state of Madhya Pradesh; and the remaining five
districts forming Marathwada originated from the Andhra Region. Following the subdivision
of some of the districts, Maharashtra presently comprises a total of 30 districts.

1.3  Geographic Features
Physical Characteristics

Maharashtra is situated in the western part of India between 15°45’ to 22°00’ north
latitudes and 72°45’ to 80°45’ east longitudes. It is located approximately between the rivers
Tapi in the north and Krishna in the southeast. It is bounded by the waters of the Arabian Sea
in the west, and the states of Gujarat in the northwest, Madhya Pradesh in the northeast, Andhra
Pradesh in the southeast and Karnataka in the south.

The 1981 Census divides the state into two main natural divisions, namely, the Konkan
Low Land in the west and the Deccan Plateau in the east. The Deccan Plateau of the state is
further divided into four geophysical zones: the Sahyadri Range, the Maharashtra Plateau, the
Tapi-Purna Valley and the Wardha-Wainganga Plain (Directorate of Census Operations,
Maharashtra, 1988).

The Konkan Low Land, which is a long narrow stretch of Low Land close to the Arabian
sea has on its east the Sahyadri chain of mountains, which extends southward and runs almost
parallel to the Arabian sea. The tableland to the east of the Sahyadri mountains is, on the
average, 450 metres above sea level. The Konkan Low Land has a group of small drainage
systems. All the rivers originate from Sahyadri and flow towards the west to the Arabian sea.
These rivers are very short in length, but fast flowing due to the steep slope of the Sahyadri
towards the Arabian sea. The important rivers in this region include the Vaitarna, Ulhas, Amba,
Vasishti and Savitri. This Konkan Low Land has no delta due to these fast flowing rivers and
more active erosion by the sea waves. A number of creeks are formed where rivers join the sea.
Some beaches have also been developed due to wave action in the north, mostly in the Greater
Bombay and Thane districts, which have recreational importance.

The Sahyadri Range is a part of the Western Ghats which forms an almost continuous
range in a north-south direction. Many east-flowing rivers such as the Godavari, Bhima and
Krishna, as well as some west-flowing streams originate from this range. In contrast to its steep
western face, the range gently slopes eastward. In general, the height of the range varies
between 800 and 1,200 metres. The maximum height is observed near Kalsubai about 1,638
metres; the Salher, Harishchandragad and Mahabaleshwar are other important peaks. There are
two main windows known as the Thalghat and the Bhorghat in the range which connect the
coastal land and the Maharashtra Plateau.

The Maharashtra Plateau is a part of the Deccan Lava region framed in a triangular shape
by the Sahyadri Range running north-south in the west, the Satmala and Ajanta hills running
west-east in the north, and states of Karnataka and Andhra Pradesh in the south and southeast,
respectively. Four major rivers flow in this region: the Tapi, Godavari, Bhima and Krishna.
There are three crests in this region, namely, Satmala-Ajanta hills, Balaghat hills and Mahadeo
hills which make the water divides between the Tapi-Godavari, the Godavari-Bhima and the

2



Bhima-Krishna rivers. In the valley of the Godavari, Bhima and Krishna, the lava, through
tropical weathering and erosion, has produced a soil known as Regur, which is black in colour.
The plateau in general has a height between 300 and 900 metres. The height in the Godavari
valley ranges between 350 and 550 metres while in the Bhima and Krishna valley it is between
400 and 700 metres. The river Penganga also flows through this plateau and makes a deep,
narrow 's’-shaped valley between the Yavatmal and Nanded districts.

The Tapi-Purna Valley is hemmed by the Satpuda range in the north and the Satmala-
Ajanta range in the south. This valley is flatter and wider than all other valleys in the state and
has a large stretch of deep-soil areas. The soils are fertile and the area is agriculturally
advanced. It is a rift valley sloping gradually towards the west. The Tapi river originates from
the Satpuda range in Madhya Pradesh and enters the Jalgaon district of Maharashtra. The Purna
river, the tributary of the Tapi, also originates in the Satpuda range and joins the Tapi in the
Jalgaon district, passing through the districts of Amaravati, Akola and Buldana.

The Wardha-Wainganga Plain is the eastern-most part of the state, sloping towards the
south and southeast. The foot-hill zones of Satpuda lie to the northwest of the plain and the
Palasgarh-Kotgal hills and the Sironcha hills occupy the eastern margin of the plain. The Pusad
hills lie in the western part of the plain. This plain has a thick layer of soil and is known for
cotton and paddy cultivations. The Wainganga is a major river of the plain which originates in
Madhya Pradesh and flows through the plain towards the south. The Wardha, another main
river of the plain, collects the water of the Penganga river and joins the Wainganga river. After
the confluence of Wardha and Wainganga, the combined river known as the Pranhita river,
finally merges with the Godavari river.

Climate, Rainfall and Seasons

The state has a tropical monsoon climate and three seasons a year, namely, rainy, cool
and hot. Each subregion, however, receives different amounts of rainfall which vary from
season to season. The entire strip of the Konkan Low Land receives heavy rainfall and remains
humid throughout the year with temperatures being neither too hot nor too cold. On the higher
reaches of the Sahyadri Range it is somewhat cool during the summer and quite cold during the
winter. On the contrary, the Maharashtra Plateau experiences an extreme climate which is hot
in the summer and cool in the winter, with little rainfall and dry conditions.

Maharashtra receives most of its rainfall from the Southwest Monsoon entering through
the Western Ghats. There is a considerable variation in the intensity of variation in different
parts of the state. Heavy rains pour over the Ghats and the coastal districts of Greater Bombay,
Thane, Raigarh and Ratnagiri, where it varies between 2,000 mm to 3,000 mm. At certain
places in the Ghats, such as Mahabaleshwar in the Satara district and Bavda in the Kolhapur
district, it is more than 6,000 mm. In fact, this region receives heavy rainfall due to the
obstruction of the Sahyadri Range in the way of the south-west monsoon. On the eastern slope
of the Sahyadri Range, the intensity of rainfall falls to beiow 750 mm. A major part of the
state, however, lies in the rain shadow areas of the Sahyadri Range. This area includes parts
of the districts of Dhule, Jalgaon, Nashik, Aurangabad, Ahmadnagar, Pune, Satara, Sangli,
Solapur and Bid. In the middle of the districts of Jalgaon, Aurangabad and Bid and in the
eastern part of the Solapur district, the intensity of the rainfall again increases gradually toward
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the east and receives up to 1,500 mm in the extreme eastern portion of the state. The extreme
eastern part of the state, including the districts of Bhandara, Nagpur, Wardha, northcast Nanded,
Yavatmal, Chandrapur and Gadchiroli, comes under the climatic influence of the Bay of Bengal
and receives relatively heavy rainfall.

Maharashtra has two cropping seasons - the Kharif (rainy season) and the Rabi (cool
season). Jowar, bajra, rice, cotton and ground nuts are sown in the rainy season, and harvested
in the cool scason. Wheat and gram are the two main Rabi crops sown in the beginning of
winter and harvested in the beginning of summer. Sugarcane is also grown as a cashcrop in
areas with irrigation facilities.

1.4  Arca and Peopie
Area and Adminisirative Divisions

The state of Maharashtra has a total land area of 307,713 square kilometres. It makes
up nearly one-tenth of the area of the country and has about one-cleventh of the country’s
population. Bombay is the capital of the state. The 30 districts of the state have been grouped
into six administrative divisions, the Konkan, Pune, Nashik, Nagpur, Aurangabad and
Amaravati, The Nagpur and the Amaravati divisions together are commonly referred to as
Vidharbha, while the Aurangabad division is commonly known as Marathwada.

People, Culture, Religion and Language

Because of its geographical location, Maharashtra exhibits the features of a cultural mix
of the north and the south. This is reflected in the ethnic groups in the population, and their
habits, rituals, customs and languages. Many scholars in Maharashtra have tried to analyse the
characteristic traits of Maharashtrians. According to Iravati Karve (1968), a well-known
anthropologist and writer in Maharashtra, the anthropometric measurements of the people in the
Maharashtra region display an intermixture of various races and ethnic groups. The
Matarashtrian society is not culturally homogencous. The people in Maharashtra fall into
diverse groups based on religion, caste and regions, although, by and large, they share a
common language - Marathi - and have a common history. Hindus constitute a large majority
of the population. Muslims, Buddhists and Christians are the other major religious groups in
the state. Any generalization regarding the Maharashtrian character, psyche or cultural traits
may only be partially applicable to many of its constituents. According to Gangadhar Gadgil
(1977), the Maharashtrian mind has a certain matter-of-fact quality. It is primarily concerned
with comprehending the concrete reality, and it has a streak of puritanism.

Maharashtra makes a significant contribution to the nation’s political, social and
economic development. Historically, Maharashtra has been known for its courageous leaders
and their struggle for freedom and independence, as exemplificd by Shivaji’s fight against
invaders in the 17" century. This tradition was maintained during the independence movement
against the British, by Gopalakrishna Gokhale (Mahatma Gandhi's advisor), Bal Gangadhara
Tilak and Veer Savarkar, all of whom were leaders at the national level.



Maharashira has also produced many social reformers including Dr. Babasaheb
Ambedkar, Mahatma Phule, Gopal Ganesh Agarakar and Maharshi Karve, among many others.
Dr. Ambedkar is not only known for his social reforms, but is also regarded as a leading
architect of the Indian Constitution. Agarkar, Phule and Karve fought against caste
discrimination and injustice against women. They also strongly promoted education for women
despite opposition from orthodox society. Maharashtra is also known for its efforts to encourage
family planning.

Maharashtra has produced some of the greatest musicians of India and has a rich tradition
of theatre. Marathi theatre is one of the most advanced theatres in India. It had also been a
land of saints like Dnyaneshwar, Namdeo, Tukaram and Ramdas, whose teachings are relevent
even in modern times.

1.5 Economy

Mabharashtra is considered one of the more developed states in India. According to the
index of development, devised by the Centre for Monitoring Indian Economy (CMIE), the index
for Maharashtra is 164 compared with the national average of 100 (Centre for Monitoring Indian
Economy, 1991). In terms of per capita income, Maharashtra ranks second only to the Punjab,
with an average per capita income of rupecs 3,168 during 1982-83 to 1984-85. However, during
1987-88, 34 rercent of the rural population and 26 percent of the urban population were
estimated to be below the poverty line' (Centre for Monitoring Indian Economy, 1991).
Although the majority of the population is engaged in agriculture, the state is one of the
irdustrially more developed states in India. Bombay, the capital city of the state, is considered
the commercial capital of India. Maharashtra is the largest contributor to the nation’s net
domestic product, accounting for 22 percent of the net value added by the manufacturing sector
of the country. Industry, trade and cummerce play an important role in the state’s economy.
The per capita value added to state income from industries is relatively high. During 1988-89,
the mining and manufacturing sectors together accounted for 35.7 percent of the state’s income
(Centre for Monitoring Indian Economy, 1991]).

It is important to mention that the industrially more advanced regions of Bombay, Thane
and Pune contribute a substantial portion of the state’s net domestic product, and if we consider
Maharashtra excluding the Bombay-Thane-Pune belt, the state’s income is equal to the average
income for the country as a whole. Thus, the state is characterized by uneven development
among its regions,

"The Task Force on "Minimum Needs and Effective Consumption Demand," constituted by the Planning
Commission in 1979, defined the poverty line as a per capita monthly expenditure of Rs. 49.09 in rural areas and
Rs. 56.64 in urban areas at 1973-74 prices, corresponding to a per capita daily calorie requirement of 2,400 in rural
areas and 2,100 in urban areas. In subsequent years the poverty line has been adjusted because of price changes,
using price indices implicit in the private consumption expenditure series reported in the National Accounts
Statistics. The poverty line translated into 1987-88 prices is Rs. 131.80 per capita monthly expenditure for rural
areas and Rs. 152.13 for urban areas.



1.6  Basic Demographic Indicators

A comparison of the basic demographic indicators for Maharashtra and India is provided
in Table 1.1. In 1991 the population of Maharashtra was 78.5 niillion, accounting for about 9
percent of the country’s population. Population density is slightly lower in Maharashtra (257
persons per km?) than in India as a whole (273 persons per km?). The decadal percent increase
in population during 1981-91 in the state (25.7 percent) is slightly higher than that for the
country as a whole (23.9 percent). However, a significant portion of the population growth in
the state is due to in-migration from outside the state.

Mabharashtra is one of the more urbanised states in India. According to the 1991 Census,
39 percent of the population live in towns and cities, comparcd with 26 percent for all India.
The population sex ratio (number of females per 1,000 males) of 934 in the state is slightly
higher than the figure of 927 for all India. Because the age distribution from the 1991 Census
is not yet available, the data from the Sample Registration System (SRS) published for the year
1991 are used here. There is no substantial diiference between the state and the country as a

Table 1.1 Basic demographic indicators

Basic demographic indicators for Maharashtra and India, 1981-1992

Index Maharashtra India
Population (1991) 78,937,187 846,302,688
Percent population increase 1981-91 25.7 23.9
Density (Population/km’) (1991) 257 273
Percent urban (1991) 38.7 26.1
Sex ratio (1991) 934 927
Percent 0-14 years old (1981) 38.3 39.6

(1991) 34.9 36.3
Percent 65+ years old (1981) 3.8 3.8

(1991) 3.8 3.8
Percent scheduled caste (1991) 1.4 16.7
Percent scheduled tribe (1991) 9.3 8.0

Percent literate (1991)

Male 76.6 64.1

Female 52.3 39.3

Total 64.9 52.2
Crude birth rate (1992)' 25.1 29.0
Crude death rate (1992)' 7.9 10.0
Exponential growth rate (1981-91) 2.29 2.14
Total fertility rate (1991) 3.0 3.6
Infant mortality rate (1992)’ 59 79
Life expectancy (1986-91)

Male 61.9 58.1

female 62.9 59.1
Couple protection rate (1992) 55.3 43.5

'Provisional

Source: Office of the Registrar General (1992, 1993a, 1994),
Office of the Registrar General and Census Commissioner (1987,
1992),

Ministry of Health and Family Welfare (1991, 1992)




whole in the proportion of children below age 15. Four percent of the population in the state,
as well as the country, were age 65 and above.

According to the 1991 Census, the proportion of scheduled caste? population is 11
percent in the state and 17 percent in the country. The proportion of scheduled tribe®
population in the state is 9 percent, compared with 8 percent in India. Maharashtra is one of
the more educationally advanced states in India. The proportion literate in the population age
7 and above is 65 percent compared with 52 percent for all India. This is true for both male
and female literacy rates: 77 and 52 percent, respectively in the state compared with 64 and 39
percent, respectively in the country as a whole.

The crude birth rate of 25.1 per 1,000 population in Maharashtra is lower than the all
India crude birth rate of 29.0, as estimated by the Sample Registration System (SRS) in 1992.
The SRS estimates of the crude death rate for the state and for all India in 1992 are 7.9 and 10.0
per 1,000 population, respectively. The total fertility rate of 3.0 children per woman in
Maharashtra, as estimated by the SRS in 1991, is about 17 percent lower than the all-India TFR
of 5.6. Consistent with lower fertility, the couple protection rate (defined as the percentage of
eligible couples effectively protecied against pregnancy) was 55 percent in 1992, about 10
percentage points higher than the figure for all India.

The infant mortality rate is also lower in Maharashtra than in the country as a whole.
For the year 1992, the infant mortality rate estimated by the SRS was 59 per 1,009 live births,
compared with 79 for all India. Life expectancy was estimated at 62 years for males and 63
years for females, higher than the all-India estimates of 58 years for males and 59 years for
females.

Table 1.2 shows major demographic trends in the state between 1971 and 1991.
Mahara.ntra’s population registered a consistent increase during 1971-91 from 50.4 million in
1971 to 62.8 million in 1981, and 78.9 million in 1991. The decadal population growth rate
(percent increase per decade), however, decreased from 27.5 percent during 1961-71 to 24.5
percent during 1971-81 and then increased to 25.7 percent during 1981-91. Population density
(persons per km?) increased from 164 in 1971 to 257 in 1991. The growth of the urban
population has also been substantial; the proportion urban increased from 31 percent in 1971 to
39 in 1991. The population sex ratio has been more or less stable in the state during the last

’

’The Government of India has identified certain castes as socially and economically backward and,
recognizing the need to protect them from social injustice and all forms of exploitation, the Constitution of India
conferred on them special protection. The term "scheduled caste” was used for these castes for the first time in India
in the Government of India Act of 1935 (Office of the Registrar General and Census Commissioner, 1984a). The
list of scheduled castes used in the 1981 Census was based on the Scheduled Castes and Scheduled Tribes Orders
(Amendment) Act of 1976 (Central Act 108 of 1976). Scheduled castes refer to such castes, races or tribes or
groups within such castes, races or tribes as are declared to be scheduled castes by the President
of India by public netification.

3Scheduled tribes refer to such tribes or tribal communities or groups within such tribes or tribal
communities as are declared to be scheduled tribes by the President of India by public notification (Office of the
Registrar General and Census Commissioner, 1984a).



Jable 1.2 Trends in basic_demographic indicators
Trends in basic demogrephic indicators, Maharashtra, 1971-91

Index 1971 1981 1991
Population 50,412,235 62,782,818 78,937,187
Percent population increase

(previous decade) 27.5 24,5 5.7
Density (Population/Km?) 164 204 257
Percent urban 31.2 35.0 38.7
Sex ratio 930 93 934
Percent 0-14 years old 41.3 38.3 34.9
Percent 65+ years old 3.3 3.8 3.8
Percent scheduled caste 6.0 7.1 1.1
Percent scheduled tribe 5.¢ 9.2 9.3

Percent literate®

Male 51.0 58.8 76.6

Female 26.4 34.8 52.3

Total 39.2 47.2 64.9
Crude birth rate 32.2 28.5 25.1°
Crude death rate 12.3 9.6 7.9°
Exponential growth rate 2.43 2.19 2.29
Total fertility rate 4.6 3.6 3.0
Infant mortatity rate 105 7 59*
Life expectancy

Male ] 59.8° 61.9°

Female 1] 60.7° 62.9°
Couple protection rate 16.1 34.9 55.3°

U: Not Available

*Based on the population age 5 and above for 1971 and 1981 and the population age
7 and above for 1991

1992, provisional

°1981-86

91986-91

‘1992

Source: Office of the Registrar General (1982, 1985, 1992, 1993a, 1994),

Office of the Registrar General and Census Commissioner (1974, 1976, 1984a, 1987),
Ministry of Health and Family Welfare (1989, 1991, 1992)

two decades, with slight fluctuations. There were 930 females per 1,000 males in 1971, and the
sex ratio increased marginally to 937 in 1981 before falling slightly to 934 in 1991. The
proportion of children (below age 15) in the population dropped considerably from 41 percent
in 1971 to 35 percent in 1991, reflecting a sharp decline in fertility. The proportion of elderly
population (age 65 and above), however, increased only marginally from 3 percent in 1971 to
4 percent in 1991. There has been a substantial increase in the proportion of scheduled caste
population from 6 percent in 1971 to 11 percent in 1991. However, the proportion of
scheduled tribe population increased less, from 6 percent in 1971 to 9 percent in 1991.

The literacy in Maharashtra improved from 39 percent in 1971 to 65 percent in 1991.
The literacy rate increased faster during 1981-91 than during 1971-81. The increase in the
female literacy rate was double the increase in the male literacy rate during the same period.
While the male literacy rate increased from 51 percent to 77 percent between 1971 and 1991,
the female literacy doubled from 26 percent to 52 percent.

8



Fertility in Maharashtra registered an impressive decline between 1971 and 1992. The
crude birth rate fell from 32.2 in 1971 to 25.1 in 1992. The crude death rate also fell
substantially, from 12.3 in 1971 to 7.9 in 1992. The annual growth rate of the population
declined during 1971-81 from 2.43 percent to 2.19 percent, but increased during 1981-91 to 2.29
percent. Infant mortality fell from 105 in 1971 to 59 in 1992. Both the male and female life
expectancy increased by about two years between 1981 and 1991. The couple protection rate
increased from 16 percent in 1971 to 55 percent in 1992, and the increase in couple protection
rate was more during 1971-81 than it was during 1981-92.

1.7  Population and Family Welfare Policies and Programmes

The family welfare programme in India promotes responsible parenthood with a two-
child family norm, regardless of the sex of the children, through the independent choice of a
contraceptive method best suited to each couple (Ministry of Health and Family Welfare, 1991).
Health and family planning services are provided through a network of Primary Health Centres
and their sub-centres and community health centres at the government level. The private
medical sector also has a significant role in the programme, especially in the urban areas.

Since the inception of the family welfare programme, Maharashtra has been ahead of
most other states in India in implementing it. Although the programme was officially initiated
by the government in 1957, efforts to propagate family planning through voluntary agencies and
individuals had started much earlier. Professor R. D. Karve (the son of Maharshi Karve) is one
of the pioneers of India’s family planning movement and started a birth control clinic as early
as 1921, when several forces in the society such as the law, the press, educators, religion and
even the medical profession were against birth control. Professor Karve made the words "sex"
and "birth control” acceptable and respectable, when he started his mission to spread the family
planni.ig movement in the state (Dhond, 1993). Shakuntala Paranjape carried on Professor
Karve’s mission with a new approach, directing the messages on birth control to women.

In order to decentralize the implementation, the programme was handed over to the Zilla
Parishads in 1967. At the same time, there was an expansion of the health infrastructure
through Primary Health Centres, sub-centres, community health centres, and voluntary
organizations which helped in the implementation of the programme. Maharashtra received an
award of rupees 25 million for two consecutive years 1982-83 and 1983-84 for the best
performance in the family planning programme. In 1991, the state was given an award for the
highest percent of the target achieved for sterilization.

Sterilization occupies an important position in the family planning programme in
Maharashtra, although there is a ’cafeteria’ approach in the country’s family planning
programme. Maharashtra was the first state to initiate vasectomy camps. During the decade
1967-77, the number of male sterilizations exceeded female sterilizations. However,
subsequently, the female sterilizations outnumbered the male sterilizations. Sterilization camps
were set up throughout the state to increase the number of sterilization acceptors. Incentives in
both cash and in kind are given to sterilization acceptors. Prizes are also given to the
programme implementing officers or family planning workers, and the government sponsors a
trip abroad for officers who fulfil the targets.



1.8  Health Priorities and Programmes

Delivery of health services in Maharashtra is governed mainly by the National Health
Policy approved by Parliament in 1983. Although the National Health Policy places heavy
emphasis on ensuring primary health care to all by the year 2000, it nevertheless identifies
certain areas in need of special attention. These areas are: (1) nutrition for all segments of the
population, (2) the immunization programme, (3) maternal and child health care, (4) the
prevention of food adulteration and maintenance of the quality of drugs, (5) water supply and
sanitation, (6) environmental protection, (7) school health programmes, (8) occupational health
services, and (9) prevention and control of locally endemic diseases.

The Maternal and Child Health (MCH) Programme in Maharashtra was started in 1977-
78. The Expanded Programme on Immunization was introduced in 1978 with the aim of
providing free vaccinations to all eligible children and expectant mothers. In 1985, to accelerate
the implementation of the immunization programme, the Universal Immunization Programme
was introduced to be implemented through the existing network of Primary Health Centres and
sub-centres. The success of the immunization programme in the state is demonstrated by the
fact that around 60 percent of the children are fully immunized within their first year of life
(Government of Maharashtra, 1993). Evaluation studies carried out by the PRC, Pune have
indicated that even in backward districts with low family planning performance, immunization
coverage is good, demonstrating that the programme is being successfully implemented in all
regions of the state (Bhate, 1991).
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CHAPTER 2

SURVEY DESIGN AND IMPLEMENTATION

2.1 Objectives of the NFHS

The primary objective of the NFHS was to provide national level and state level data on
fertility, nuptiality, family size preferences, knowledge and practice of family planning, the
potential demand for contraception, the level of unwanted fertility, utilization of antenatal
services, breastfeeding and food supplementation practices, child nutrition and health,
immunizations, and infant and child mortality. A further objective was to explore the
demographic and socioeconomic determinants of fertility, family planning, and maternal and
child health. Information from the survey was intended to assist policymakers, administrators
and researchers in assessing and evaluating population and family welfare programmes and
strategies. The NFHS used uniform questionnaires and uniform methods of sampling, data
collection and analysis with an objective of providing a source of demographic and health data
for inter-state comparisons. The NFHS is comparable not only across the states of India but also
with the Demographic and Health Surveys (DHS) conducted in many countries'.

2.2  Questionnaires

Three types of questionnaires were used in the NFHS: the Household Questionnaire, the
Woman’s Questionnaire and the Village Questionnaire (see Appendix D). The overall content
and format of the questionnaires were determined in a workshop on Questionnaire Design held
at the Gokhale Institute of Politics and Economics, Pune in September 1991. Participants at the
workshop were from all the PRCs, the Consulting Organizations, MOHFW, TIPS, other Indian
organizations, USAID and the East-West Center/Macro International. The contents and design
of the questionnaires were based broadly on the DHS Model B Questionnaire, which is designed
for use in countries with low contraceptive prevalence. Keeping in view the Indian socio-
cultural milieu and the objectives of the NFHS, additions and modifications were made to the
model questionnaire after extensive deliberations at the workshop. In addition to a standard set
of questions to be used in the NFHS, it was decided at the workshop that individual states could
recommend a number of state-specific questions which would be formulated after considering
the issues of importance in the state. Based on the recommendations of this workshop, the
questionnaires were finalized at IIPS, Bombay. The questionnaires are largely precoded, with
fixed response categories.

A pretest of the questionnaires was carried out by the IIPS with the help of the PRC,
Bhopal in October, 1991. A 10-day training session for the interviewers and supervisors was
conducted at the PRC. For the pretesting of the questionnaire, a total of 150 pretest interviews
were completed in two villages near Bhopal and a few urban blocks within Bhopal city. After
the pretest, appropriate changes were made in the questionnaires, based on the experience of the
pretest. The NFHS in Maharashtra used the pretested standard Household Questionnaire,

! The Demographic and Health Surveys (DHS) programme is an international project designed to collect
comparable survey data across countries on fertility, family planning, and maternal and child health.
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Woman'’s Questionnaire and Village Questionnaire. State-specific questions for Maharashtra on
the topic of Acquired Immune Deficiency Syndrome (AIDS) were included in the Woman’s
.Questionnaire.

The standard questionnaires in English were translated into Marathi by staff of the PRC.
In order to verify the validity of the translation, the Marathi questionnaires were back-translated
into English by a person proficient in both English and Marathi, but not familiar with
demographic terms and concepts. The Marathi translation of the questionnaires was finalized
after comparing the original English version and the back-translated English version of the
questionnaires. The Marathi version of the questionnaires was then pretested in Pune district
by administering both the Household and the Woman’s Questionnaires to about 60 ever-married
women in urban ond rural areas. Based on the pretest results, appropriate modifications were
made to the Marathi translation of the questionnaires. Thus the questionnaires used in the
Maharashtra NFHS were bilingual, consisting of questions in both Marathi and English.

The Household Questionnaire was used to list all usual residents of each sample
household, plus all visitors who slept in the household the night before the interview. Some
basic information was collected on the characteristics of each person listed, including age, sex,
marital status, education, occupation and relationship to the head of the household. Information
was also collected on whether any member in the household suffered from tuberculosis, leprosy,
blindness, physical impairment of limbs or malaria during the last three months. ‘The main
purpose of this section of the Household Questionnaire was to identify women who were eligible
for the Woman’s Questionnaire (ever-married women age 13-49 years). In addition, the
Household Questionnaire collected information on household characteristics, including source
of water for drinking and washing, type of toilet facilities, materials used in the construction of
the house, source of lighting, type of cooking fuel, ownership of agricultural land and livestock,
ownership of various consumer durable goods, and household head’s religion and caste or tribe.
The Household Questionnaire also included sections on household births and deaths. All live
births and deaths that occurred since January 1990 were recorded.

The Woman’s Questionnaire was used to collect information from eligible women -- that
is, all ever-married women age 13-49 years, including visitors as well as usual residents. The
Woman’s Questionnaire has seven sections:

ion 1. Respondent’s Background: Questions on age, marital status, age at marriage and
education of the eligible women are included. If the respondent is a visitor, information
about her own household is also collected.

Section_2. Reproduction: In this section, information is collected about the births that a
woman had during her life. The information collected includes the total number of sons
and daughters that a woman has borne; information about stillbirths and abortions; a
complete birth history including month and year of birth, current age, sex, survival
status, and, if dead, age at death for each of the live births; and information about
current pregnancy and menstruation.

Section 3, Contraception: This section collects information on the knowledge, ever use and
current use of various family planning methods, intentions for future use, and. for
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current users, the duration of use, source of method, and problems experienced with use.

Section 4, Health of Children: These questions relate to births in the year of the survey as well
as to all the births in the previous four calendar years. The objective of this section is
to obtain information related to the health of children. The topics include antenatal care,
breastfeeding, vaccinations and recent illnesses of young children. The questions are
organized into two subsections: Section 4A covers pregnancy and breastfeeding, and
Section 4B covers immunization and health of children.

Section 5. Fertility Preferences: This section gathers information on desire for additional
children, ideal family size and sex composition of children, preferred and ideal birth

intervals, and husband’s attitude towards family size. A subsection (Section SA) includes
a set of state-specific questions on knowledge of AIDS.

Section 6. Husbard’s Background and Woman's Work: Questions relating to age, education

and work status of the husband as well as questions on the work status of the woman
herself are included.

Section 7, Height and Weight: Height and weight measurements were obtained for all living
children born since 1 January 1988 to eligible women who were interviewed. The NFHS
is the first national survey that gathered anthropometric data on children simultaneously
with demographic and health data. The measurement of height and weight was a
separate operation that was conducted after the individual interview was completed. All
interviewers, editors and supervisors were trained in conducting anthropometric
measurements. Standard spring balances (Salter Scales) were used to weigh the children.
The height/length boards used in the survey were constructed from acrylic and other
synthetic materials with a metal frame to provide stability and durability.

The Village Questionnaire was used to collect information on the villages selected in the
NFHS sample. The Village Questionnaire collected information on various amenities available
in the village including electricity, water, transportation and educational and health facilities.
The information was obtained from a responsible person in the village such as a sarpanch,
patwari, gram sevak, school teacher and health personnel.

2.3  Sample Design

The sample design adopted for the NFHS is a systematic, two-stage stratified sample of
households. The sample for the NFHS in Maharashtra was designed to provide state-level
estimates as well as estimates for urban and rural areas. The universe consists of all urban and
Tural areas of the state.

Sample Size and Allocation
After considering various factors such as the size of the state, the time and resources
available for the survey, and the need for separate estimates for urban and rural areas of the

state, the overall target sample size for Maharashtra was set at 4,000 completed interviews with
eligible women. In order to allow for nonresponse at the household and individual respondent
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levels, the target sample 6f women (ever-married women age 13-49 years) was increased to a
total of 4,480 women to be selected.

The sampling rate (sampling fraction) is the same in the urban and rural areas of the
state, and thus the sample is completely self-weighted. The overall sampling fraction (the
probability, f, of selecting a woman from Maharashtra) was 0.000282 computed as follows:

_ nx112
4 N
where n =  number of women to be interviewed in Maharashtra adjusted for 12 percent to

account for nonresponse and other loss; and
N = projected population of eligible women in Maharashtra in August 1992.

All the districts in Maharashtra were grouped into six contiguous regions according to
their agroclimatic characteristics. The district composition of the regions is as follows:

Region I: Greater Bombay, Thane, Raigarh, Ratnagiri, Sindhudurg

Region II:  Nashik, Dhule, Jalgaon

Region III:  Pune, Satara, Sangli, Solapur, Kolhapur, Ahmadnagar

Region IV:  Aurangabad, Jalana, Parbhani, Bid, Osmanabad, Latur, Buldhana,
Akola, Amravati

Region V:  Nanded, Yavatmal, Wardha, Nagpur

Region VI:  Bhandara, Chandrapur, Gadchiroli

The sample within the urban and rural areas was selected according to the above
agroclimatic regions.

The Rural Sample: The Frame, Stratification and Selection

The 1981 Census list of villages served as the sampling frame in the rural areas. A two-
stage sample design was adopted with the selection of villages in the first stage and households
in selected villages in the next stage. There were four levels of stratification. The first level
of stratification was geographic, with the districts being subdivided into the above mentioned six
regions according to their agroclimatic characteristics. In the second level of stratification, the
size of each village and its distance from the nearest urban centre was taken into consideration.
Stratification at level two resulted in the following divisions:

Stratum 1:  Distance of less than 5 km from nearest urban centre
Stratum 2:  Less than 150 households

Stratum 3:  150-299 households

Stratum 4:  300-599 households

Stratum 5:  600-999 households

Stratum 6:  More than or equal to 1,000 households

- At the third level of stratification, strata 2-5 in Regions LII,V and VI were grouped into
one and then further subdivided according to the size of the population belonging to scheduled
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castes/scheduled tribes (SC/ST), resulting in two subdivisions:

Sub-stratum 1: Less than 25 percent SC/ST
Sub-stratum 2: More than or equal to 25 percent SC/ST

The fourth level of stratification was implicit, and consisted of ordering the villages
within each stratum by the level of female literacy in the village. After the frame of villages
was thus arranged, a total of 81 Primary Sampling Units (PSUs) was systematically selected with
probability proportional to size (PPS). On average, 30 households from villages having less than
300 households and 40 households from villages having 300 or more households were selected
for interviewing in each selected village.

The probability of selecting a PSU (f,) was computed as:

- axs,

g

where a = number of PSUs selected from rural Maharashtra
s, = the population size of the selected PSU
Is; = total rural population of the state

A household listing operation carried out in each of the selected PSUs about two weeks
prior to data collection provided the necessary frame for selecting households at the second
sampling stage. The household listing operation consisted of: preparing up-to-date notional and
layout sketch maps of each selected PSU, assigning numbers to structures, recording addresses
of these structures, identifying the residential structures, and listing the names of heads of all
the households in the residential structures in the selected PSU. In case of PSUs having fewer
than 500 households, a complzte household listing was done. In PSUs having 500 or more
households, segmentation of the PSU was done on the basis of existing wards in the PSU, and
two segments were selected using either systematic sampling or PPS sampling. The household
listing in such PSUs was carried out in the selected segments. The households to be interviewed
were selected from the household lists using systematic sampling with equal probability. The
probability of selecting a household from a selected PSU (f,) was computed as:

P
LA
All the selected households were approached during data collection. In instances where

all members of a household were absent, the household was not replaced with another
household.

The Urban Sample: The Frame, Stratification and Selection
In the urban areas, the list of Census Enumeration Blocks provided by the Registrar
General of India for 1991 served as the sampling frame. At the first level of stratification, all

cities and towns in Maharashtra were subdivided into three strata: self-representing cities, district
headquarter towns and other towns. A self-selecting city was defined as one whose selection
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probability was unity (for citics with a population in 1991 that was larger than the sampling
interval). Within each straium, the cities/towns were arranged following the same geographic
stratification used in the rural areas.

In self-selecting cities, a two-stage sample design was adopted: selection of Census
Enumeration Blocks followed by selection of households in each of the selected blocks.
Although it was desirable to select blucks with PPS, since the urban frame was not computerized
yet, blocks were selected with equal probabilities. However, to improve control over sample
sizes, packets’ of 10 blocks each were selected with equal probability, the measures of size for
each of the blocks in the selected packets were obtained, and one block per selected packet was
selected with probability proportional to size (PPS).

For district headquarter and other non-self selecting towns, a three-stage sample was
used: selection of towns with PPS, followed by the selection of two census blocks per selected
town with equal probabilities, and finally the selection of households from the selected block.

In Maharashtra, a total of 3 self-selecting cities, 8 district headquarter towns and 10 other
towns, and within these, 78 blocks, were selected. As in the rural areas, a household listing was
carried out in the selected blocks and an average of 20 households per block was systematically
selected.

The computation of various probabilities for the selection of the urban sample was done
as follows:

The probability of selecting a city/town (f,) was computed as:

f = axs,
1 >
where a = number of cities/towns selected from the state
s, = the population size of the selected city/town
¥s; = total urban population of the state

The probability of selecting a block from a selected city/town (f,) was computed as:
£ = bx B,
T}

where b = number of blocks to be selected from the city/town
B, = the population size of the selected block
LB, = the population size of the city/town

In cases where ’packets’ were sclected, the probability of selecting a block (f,) was
computed as:
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_b B
5= sy
where T = total number of packets in the city
IP; = the population size of the packet

The probability of selecting a household from a selected block (f;) was computed as:

__f
Rl

2.4  Recruitment, Training and Fieldwork

In order to maintain uniform survey procedures across the states, four manuals dealing
with different aspects of the survey were prepared at IIPS. The Interviewer's Manual consisted
of instructions for the interviewers regarding interviewing techniques, field procedures, and
instructions on the method of asking each question and recording answers. The Manual for
Field Editors .nd Supervisors contained a detailed description of the role of field editors and
supervisors in the survey. A list of checks to be made by the field editor in the filled-in
questionnaires was also provided in this manual. The Household Listing Manual was meant for
household listing teams, and contained procedures to be adopted for household listing. The
guidelines for the training of the field staff were described in the manual entitled Training
Guidelines. The representatives of each of the COs and the PRCs were trained in a series of
Training of the Trainers Workshops organized by IIPS at the beginning of each phase of data
collection. The purpose of these workshops was to ensure uniformity in data collection
procedures in different states. Persons who were trained in each workshop subsequently trained
the field staff in each state according to the standard procedures discussed in the Training of
Trainers Workshops. In these workshops, detailed discussions were held on the objectives of
the NFHS, different aspects of the survey, roles of various organizations participating in the
survey, details of each of the three questionnaires used in the survey, methods of data collection
and field supervision, and guidelines for the training of the field staff. Two persons each from
CMDP, Hyderabad and the PRC, Pune were trained at the second Training of the Trainers
Workshop held at Lonavala in June 1992.

Ten teams, each team comprising a lister and a mapper, were trained during October,
1992 at Pune. The household listing operation started immediately after the training. A
coordinator was appointed to provide guidance and supervision for the teams. Special efforts
were made not to miss any household in the selected PSU during the listing of households.

Training of field staff for the main survey was conducted at Pune from 2-21 November
1992, at which 47 persons (38 females and 9 males) were trained by the staff of the PRC, IIPS
and CMDP. The three-week training course consisted of instruction in interviewing techniques
and field procedures for the survey, a detailed review of each item in the questionnaire,
instruction and practice in weighing and measuring children, mock interviews between
participants in the classroom and practice interviews in the field. In addition, three special
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participants in the classroom and practice interviews in the field. In addition, three special
lectures were arranged: one on the topic of family planning at the beginning of the section on
contraception in the Woman’s Questionnaire, one on maternal and child health practices,
including immunizations, at the beginning of the section on health of children and another lecture
on AIDS at the beginning of Section 5A of the Woman’s Questionnaire. Medical doctors
conversant with the state’s Maternal and Child Health (MCH) programme and on AIDS were
the resource persons for these lectures. Female trainees who performed satisfactorily in the
training programme were selected as interviewers for the main survey. In addition to the main
training, two days of training was specially arranged for field editors and supervisors. The
editors were trained to detect errors in the filled-in questionnaires and resolve problems in
editing. A list of checks to be made while editing the filled-in questionnaires was also supplied
to them. During the last week of the training, field practice was arranged in Bhugaon and
Punawale villages located 20 km away from Pune city and also in the urban slums of the city.
Field practice of height and weight measurements was arranged in a Balwadi (creche) in Pune.

The fieldwork for the NFHS in Maharashtra was carried out by seven interviewing
teams, each consisting of one supervisor, one field editor and four interviewers (see Appendix
C for a complete list of survey staff). Except for the team supervisors and an intermediate
supervisor, who were appointed from among the field staff of the PRC, all the field editors and
interviewers were females, who had received either a bachelor’s or a master’s degree. The
fieldwork was carried out between 23 November 1992 and 18 March 1963. Of the seven teams,
one team covered exclusively the city of Bombay, and the rest covered the other districts of the
state. Assignment of the PSUs to the teams and various logistical decisions were made by the
staff of CMDP designated as coordinators. Each team was allowed a fixed period of time to
complete fieldwork in a PSU before moving to the next one. Each interviewer was instructed
not to conduct more than three individual interviews a day. Shc was also required to make a
minimum of three call-backs, if necessary, to complete the Household and Woman’s
Questionnaires.

The main duty of the field editor was to examine the completed questionnaires in the field
for completeness, consistency and legibility of the information collected and to ensure that all
necessary corrections were made. Special attention was paid to missing information, skip
instructions, information on age, and completeness of the birth history arid the health section.
When problems such as discrepancies in the birth history or the health section were detected,
the interviewer was required to revisit the respondent to correct the errors. If a return visit was
not possible, the editor tried to establish, with the interviewer’s assistance, the correct response
from other information in the questionnaire. If neither of these options was possible, the editor
designated the response as either "missing" or "inconsistent". An additional duty of the field
editor was to ovserve on-going interviews and to verify the correctness and accuracy of the
methods of asking questions, recording answers and following skip instructions. The field
supervisor collected information on the village using the Village Questionnaire. Additionally
the field supervisor conducted spot-checks to check the accuracy of information collected on the
eligibility of respondents. The intermediate supervisor arranged accommodations, transport, etc.
for the interviewing teams, mobilized community support in the surveyed PSUs and also
monitored the data collection operations.
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The monitoring and supervision of the data collection operations were carried out by the
coordinators and senior staff of the PRC and CMDP. During the period of data collection, IIPS
assigned one Research Officer to the survey to ensure correct survey procedures and maintain
data quality. Throughout the survey, staff from CMDP, the PRC and IIPS maintained close
contacts with all the teams through direct communication and field visits. The objective was to
provide support and advice to staff in the field and to enhance data quality and the efficiency of
interviewers. This objective was accomplished by communicating problems in data collection
and possible solutions to the interviewing teams, reminding interviewers about proper probing
techniques and examining the fieldwork of the supervisors. In addition, data from the field were
simultaneously entered into microcomputers, and field check tables were produced. Based on
these tables, feedback on the quality of data collection was given to the supervisors and
interviewers so that they could improve their performance. Each team supervisor was provided
with the original household listing, layout sketch map and the household sample selected for each
PSU.

2.5  Field Problems

Although survey activities are planned to be accomplished within a certain time period,
in the course of actual fieldwork, unanticipated problems could arise to delay its timely
completion. The major problems encountered in the completion of fieldwork in Maharashtra are
discussed below.

Transportation

Every attempt was made to provide vehicles to the teams in the field to visit the selected
PSUs. However, some unavoidable problems were encountered in getting vehicles from the
District Health Offices in Nagpur and Solapur. Furthermore, no transport was made available
to the interviewing team in Bombay. These teams had to rely on public transport. Nevertheless,
despite these problems in some areas, the cooperation extended by the Health Department of the
state in providing transport and accommodation facilities to the field staff of the NFHS was
extremely good.

Security of Teams

The fieldwork in Greater Bombay was interrupted a few times due to the events that
affected the security of the teams: first in December 1992 and January 1993 during the
communal riots following the Ayodhya incident, and then again in March 1993 following a
series of bomb blasts that rocked the city. Together for more than three weeks, the field teams
could not resume the work following these events. After the situation returned to normal in
February, two additional interviewers were put to work in Bombay. During the second week
of March, four more interviewers joined the Bombay team in order to complete the work in
time.

2.6  Data Processing

All completed questionnaires for the Maharashtra NFHS were initially sent to the PRC
in Pune where appropriate codes were assigned for the information on occupation, caste and
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cause of death, as well as separate codes for frequently mentioned "other” responses. Later,
these questionnaires were sent to the office of CMDP in Hyderabad for data processing. This
process consisted of office editing, data entry and machine editing. Although field editors had
examined the completed questionnaires in the field, the questionnaires were re-edited at the
CMDP office by specially trained office editors. The office editing included checking all skip
sequences, checking circled response codes, and checking the information recorded in the filter
questions. Special attention was paid to the consistency of responses to age questions and the
accurate completion of the birth history. One superviser and four data entry operators were
responsible for data entry and computer editing operations. The data were processed using four
micro computers using the data entry and editing software known as the Integrated System for
Survey Analysis (ISSA). Data entry started within one week of receipt of the first set of
completed questionnaires. Data entry was done directly from the precoded questionnaires. All
data entiy and editing operations were completed by end of March 1993. Computer-based
checks were done to clean the data and remove inconsistencies. Age variables such as current
age, age at first marriage, age of the woman when she started living with her husband, and the
ages of all children were imputed at this stage for those cases in which information was missing
or inconsistent.

A preliminary report highlighting important findings of the survey in Maharashtra was
published in May, 1993. The preliminary report was primarily meant for disseminating the data
on basic demographic and health parameters to programme planners, policymakers and
administrators soon after the data collection was over. The report contained sixteen tables and
a short write-up®on fertility, knowledge and use of contraception, utilization of antenatal
services, immunization, feeding practices and health of children, infant and child mortality, and
knowledge of AIDS. The preliminary results of the survey were disseminated to officials of the
Department of Health and Family Welfare, Government of Maharashtrz. through a seminar
organized at the PRC, Pune in December, 1993.

In order to maintain comparability with other states, the tabulation plan for the detailed
state reports was finalized at a workshop held in Baroda in December 1992. Based on this
tabulation plan, the final tables, including the additional tables based on the state-specific
questions for Maharashtra, were produced at ITPS.

2.7  Areas for Reporting Survey Results

In this report, survey results are reported for Maharashtra as a whole, and separately for
urban and rural areas of the state.

2.8 Sample Implementation

Table 2.1 shows the results of household and individual interviews, response rates for
the survey, and reasons for nonresponse. Of the 4,473 households selected in Mabharashtra,
interviews were successfully completed in 91 percent of the cases. In 3 percent of the cases,
the selected households were found to be vacant. The household response rate, defined as the
number of households interviewed per 100 occupied households, was 94 percent. The response
rate in rural areas (96 percent) was higher than that in urban areas (90 percent).
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Jable 2.1 Sample results

Sample results for households and eligible women, Maharashtra, 1992-93

Urban Rural Total
Result Number Percent Number Percent Number Percent
Households selected 1999 100.0 2474 100.0 4473  100.0
Households completed (C) 1754 87.7 2309 93.3 4063 90.8
Households with no
competent respondent (HP) 33 1.9 6 0.2 44 1.0
Households absent (HA) 103 5.2 7 3.0 178 4.0
Households postponed (P) 2 0.1 0 -- 2 --
Households refused (R) 46 2.3 4 0.2 50 1.1
Households vacant/no dwelling (DV) 48 2.4 76 3.1 124 2.8
Owellings destroyed (DD) 1 0.1 3 0.1 [ 0.1
Dwellings not found (DNF) 7 0.4 1 -- 8 0.2
Households occupied 1950 100.0 2395 100.0 4345 100.0
Households interviewed 1754 89.9 2309 96.4 4063 93.5
Households not interviewed 196 10.1 86 3.6 282 6.5
Household response rate (HHR)' NA 89.9 NA 96.4 NA  93.5
Eligible women 1800 100.0 2549 100.0 4349  100.0
Women interviewed (ENC) 1€99 94.4 2407 94.4 4106 94.4
Women not at home (EWNH) 76 4.2 112 4.4 188 4.3
Women postponed (EWP) 8 0.4 [ 0.2 14 0.3
Women refused (EWR) 9 0.5 20 0.8 29 0.7
Women partly interviewed (EWPC) 5 0.3 2 0.1 7 0.2
Other (EWO) 3 0.2 2 0.1 ] 0.1
Individual response rate (EWRR)Z NA 94.5 NA 94.5 NA  94.5
Overall response rate (ORR)® NA 85.0 NA 91.1 NA  88.4

NA: Not Applicable
== Less than 0.05 percent
'Using the number of households falling into specific response categories, the household

response rate (HHR) is calculated as:

c
HHR = X 100
C+ 4P + HA + P + R + DNF

%Using the number of eligible women falling into specific response categories, the
individual response rate (EWRR) is calculated as:

EWC
EWRR = X 100
EWC + EWNH + EWP + EWR + EWPC

The overall response rate (ORR) is calculated as:

ORR = (HHR X EWRR)/100

In the interviewed households, 4,349 women were identified as eligible for the individual

interview. Of these, 4,106 eligible women were successfully interviewed giving an individual
response rate of 95 percent. The individual response rate was the same in urban and rural areas.
The average number of eligible women interviewed per household was 1.01. Nonresponse at
both the household and individual levels was primarily due to households being entirely absent
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or an eligible female respondent not being at home despite repeated household visits. Cases
where an eligible woman refused to give the interview were few (overall, less than one percent)
in both the urban and rural areas.
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CHAPTER 3

HOUSEHOLD AND RESPONDENT BACKGROUND
CHARACTERISTICS

This chapter presents a profile of the demographic and socioeconomic characteristics of
households and individual respondents in the NFHS. The chapter also includes some
comparisons of the NFHS results with results from the 1991 Census of India and the Sample
Registration System.

3.1 Age-Sex Distribution of the Household Population

The NFHS household population can be tabulated in two ways: de facto (the place each
person slept the night before the survey interview) or de jure (the place of usual residence). The
de facto and de jure populations in Maharashtra may differ because of temporary population
movements. Table 3.1 shows the de facto population in the NFHS household sample, classified
by age, sex and residence. The total de facto sample population is 21,840 and the sample is 43
percent urban.

The age distribution of Maharashtra is typical of high fertility populations, with a higher
proportion of the population in the younger than in the older age groups. Thirty-six percent of
the population is below 15 years of age and 8 percent is age 60 or older. The child population
(below age 15) is higher in rural arcas (38 percent) than in urban areas (34 percent).

Age data in India, as in many developing countries, are subject to age misreporting and
heaping on certain ages because of digit preference. Examination of the single-year age
distributions (see Table B.1 in Appendix B and Figure 3.1) indicates substantial distortion due
to misreporting of age and preference for particular digits. (For exaiple, substantial heaping
on ages ending with the digit 0, such as 20, 30, and 40, is quite common when respondents do
not have precise knowledge of their age.) One of the most commonly used measures of digit
preference in age reporting is the Myers’ Index (United Nations, 1955). This index provides
an overall summary of preferences for, or avoidance of, each of the ten digits, from 0 to 9.
Myers’ Indices computed for the male and female populations in the Maharashtra NFHS are 47.6
and 17.7, respectively. Corresponding indices for Maharashtra computed from the 1981 Census
are 60.0 and 67.6 (Office of the Registrar General and Census Commissioner, 1984b). Although
the method of collecting information on the age of household members was almost the same in
the Census and the NFHS, age reporting in the NFHS seems to be considerably better. In the
NFHS, as in the Census, the interviewer collected information on the age of household members
from the head of the household or any responsible adult member of the household.
Furthermore, the Myers’ Indices for males and females in the NFHS indicate that age reporting
is better for females than for males. Figure 3.1 also indicates that the age distribution is
smoother for women in the age group 13-49 than for other females or for males. The better age
reporting for females than for males in the age group 13-49 in the NFHS is mainly due to the
difference in procedures used for collecting age information for males and females in the
reproductive ages. In the Household Questionnaire, the ages of all males and females are
reported by the head of the household or other household respondent. No extensive probing
techniques were used to obtain age information in the household schedule. However, for eligible
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Isble 3.1 Household population by age and sex

Percent distribution of the de facto household population by age, according to sex and
residence, Maharashtra, 1992-93

Urban Rural Total

Age Male Female Total Male Female Total Male Female Total
<1 2.3 2.6 2.5 2.5 2.1 2.3 2.4 2.4 2.4
1-4 8.5 8.7 8.6 10.7 10.1 10.4 9.8 9.5 9.6
5-9 11.1 1.5 11.3 13.6 13.3 13.4 12.5 12.5 12.5
10-14 11.6 1.0 11.3 2.1 11.8 11.9 11.9 1.4 1.7
15-19 9.5 10.5 10.0 9.0 10.2 9.6 9.2 10.3 9.8
20-24 10.5 1.9 11.2 8.4 9.6 9.0 9.3 10.5 9.9
25-29 9.2 8.2 8.7 7.1 8.0 7.6 8.0 8.1 8.0
30-34 7.8 6.8 7.3 6.0 6.0 6.0 6.8 6.3 6.6
35-39 6.9 6.5 6.7 5.9 5.6 5.8 6.4 6.0 6.2
40-44 5.6 5.3 5.4 5.0 3.7 4.3 5.2 4.4 4.8
45-49 4.9 3.5 4.2 3.8 3.4 3.6 4.3 3.4 3.9
50-54 3.7 3.3 3.5 3.3 3.5 3.4 3.5 3.4 3.5
55-59 3.0 3.2 3.1 3.0 3.8 3.4 3.0 3.6 3.3
60-64 1.8 2.6 2.2 3.2 3.7 3.5 2.6 3.3 2.9
65-69 1.5 1.8 1.6 2.8 2.6 2.7 2.2 2.2 2.2
70-74 1.1 1.1 1.1 2.0 1.5 1.8 1.6 1.4 1.5
75-79 0.5 0.5 0.5 0.6 0.6 0.6 0.5 0.6 0.5
80+ 0.7 0.7 0.7 1.0 0.6 0.8 0.8 0.6 0.7
Total

percent 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number 4783 4513 9296 6301 6243 12544 11084 10756 21840

Sex Ratio NA NA 944 NA NA 991 NA NA 970

NA: Not applicable

women who were interviewed using the Woman’s Questionnaire, the age reported by the woman
herself replaced the age reported in the Household Questionnaire if there was a discrepancy.
Her age as obtained from the Woman's Questionnaire is based on her month and year of birth,
if known, or on her reported age otherwise. A variety of probing techniques was used to elicit
accurate age information from the respondents to the Woman’s Questionnaire.

Age of the woman is one of the most important items of information collected in any
demographic survey, because so many demographic methods, and especially fertility estimation
methods, depend on accurate reporting of women's ages. Because of the difficulties of obtaining
accurate age data in India, the NFHS made special efforts t> minimize age reporting errors. The
training of interviewers placed great emphasis on procedures for obtaining as accurate
information as possible on women’s ages. For women v/ho did not know their age or date of
birth, several procedures for probing for age were used. One method was based on the age of
the woman at different significant events in her life, such as the birth of her first child, her age
at marriage, age at menarche, and on the time gap between these events. Reference calendars
were also used to try to locate the woman’s birth in relation to the dates of major national
events. Although age errors cannot be totally eliminated, the comparisons with the Census
suggest that probing and other measures used in the NFHS helped to reduce age misreporting.
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Figure 3.1
Number of Persons Reported at Each Age
by Sex
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The distribution by five-year age groups is shown in the population pyramid in Figure
3.2. There is no indication that the number of females at age 50-54 is excessively large.
A bulge at 50-54 sometimes occurs in demographic and health surveys because of a tendency
of some interviewers to shift women who have imprecise knowledge of their age from age 45-49
to age 50-54 in order to make the woman ineligible for the individual interview, and thereby
reduce their workload (Rutstein and Bicego, 1990). This kind of systematic error in the data
seems to be absent in the NFHS sample for Maharashtra.

NFHS, Maharashtra, 1992-93

The de facto population sex ratio (females per 1,000 males) is 944 in urban areas, 991
in rural areas, and 970 for the state as a whole (Table 3.1). Roughly comparable figures from
the 1991 Census are 875 for urban areas, 972 for rural areas and 934 for the state as a whole
(Office of the Registrar General and Census Commissioner, 1992). The discrepancy between
the two sources is 7 percent (69 per 1,000) in urban areas and 2 percent (19 per 1,000) in rural
areas, with the sex ratio being consistently higher in the NFHS. Possible reasons for these
differences are discussed later in this chapter.

Table 3.2 compares the age distributions by sex from the NFHS de jure sample with the
1991 Sample Registration System (SRS). The SRS baseline survey counts all usual residents of
the sample area (Office of the Registrar General, 1993a). By and large, the age distributions
by sex are quite similar for the 1991 SRS and the NFHS.

Table 3.2 also provides information on sex ratios by age for the NFHS. The SRS
publishes percentage age distributions for the sample registration areas but not absolute numbers
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Figure 3.2
Population Pyramid of Maharashtra
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of population, so it is not possible to compute population sex ratios from the SRS publication.
The total population sex ratio for Maharashtra was 937 in the 1981 Census, 934 in the 1991
Census, and 966 in the NFHS de jure sample. The two census values do not differ much, but

Yable 3.2 Population by age and sex from SRS and NFHS

Percent distribution of the dz jure population by age and
sex from SRS and NFHS, Maharashtra, 1991-93

SRS (1991) NFHS (1992-93)
Sex
Age Male Female Male Female ratio
0-4 13.0 12.9 12.0 11.8 948
5 -14 22.4 21.6 24.0 24.0 263
15-29 28.3 28.1 26.5 28.7 1045
30-49 23.2 23.5 22.9 20.6 870
50-64 9.7 9.6 9.3 10.2 1065
65+ 3.5 4.3 5.3 4.7 858
Total 100.0 100.0 100.0 100.0 966
Median age u u 22.3 21.7 NA

NA: Not spplicable

U: Hot available

Source for SRS: Office of the Registrar General, India
(1993a)
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the NFHS de jure value is about 3 percentage points (32 per 1,000) higher and the NFHS de
Jacto value of 970 (from Table 3.1) is about 4 percentage points (36 per thousand) higher than
the 1991 census estimate. Since the 1991 Census and the NFHS were conducted about two
years apart, sex ratios from the two sources should be about the same.

One difference between the two sources of data is the population coverage. The Census
includes the institutional population, which is overwhelmingly male, whereas the NFHS excludes
the institutional population. Aside from the difference in coverage, the substantial discrepancies
in population sex ratios between the NFHS and the 1991 Census in Maharashtra could occur if
the NFHS missed more males than females, or if the Census missed more females than males,
or if both of these errors occurred. Sampling error in the NFHS does not account for such a
large difference. In fact, the sampling error for the de facto NFHS sex ratio is only 12 per
thousand, yielding a 95 percent confidence interval of 947-995 (see Table A.2 in Appendix A).
Even the lower limit of this range is higher than the 1991 Census estimate of 934. Moreover,
both urban and rural sex ratios are higher in the NFHS than in the 1991 Census, suggesting a
systematic rather than a random pattern of differences.

Taking into consideration the fact that women in Maharashtra do not enjoy a higher
status than males, it is highly unlikely that the NFHS missed more males than females. The
training and supervision of interviewers was much more thorough in the NFHS than in the
Census. Therefore, the most likely source of the discrepancy in the estimated sex ratio is
relative underenumeration of females in the 1991 Census, a possibility that has been mentioned
by Premi (1991), among others. In general, according to post-enumeration checks, Indian
censuses have consistently underenumerated females more than males aithough the gap has been
closing with each successive census. Not yet published findings from the 1991 Census post-
cnumeration check for Maharashtra may shed some light on the discrepancy in sex ratios
between ihe NFHS and the 1991 Census. Because of possible relative underenumeration of
females in the 1991 Census, the differences in sex ratio estimates should not be taken as
evidence that the NFHS is unrepresentative of the underlying population, especially since other
comparisons generally indicate close agreement between the 1991 Census and the NFHS.

3.2 Marital Status

The NFHS gathered information on the marital status of all household members age six
and above. Table 3.3 shows the distribution by marital status of the de facto household
population by age, sex and residence. Among females age 6 or more years, 53 percent are
currently married and 35 percent have never been married. The percentage never married is
higher for males (47 percent) than for females (35 percent). The proportion of females never
married is, however, lower in rural areas (33 percent) than in urban areas (38 percent). The
percentages divorced and separated are small in Maharashtra, and the impact of widowhood is
quite limited until the older age groups. Thirty percent of women age 55-59 and 63 percent of
women age 60 and over are widows.

Of more interest is the proportion of persons who marry young. At ages 15-19, the
proportions ever-married are: 2 percent of males and 21 percent of females in urban areas, 2
percent of males and 50 percent of females in rural areas, and 2 percent of males and 38 percent
of females in the state as a whole. By ages 25-29, marriage is nearly universal for females and
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Yable 3.3 Marital status of the household population
Percent distribucion of the de facto household population age 6 and above by marital
status, according to age, sex and residence, Maharashtra, 1992-93
Marital status
Never Currently DK/ Total

Age married married Widowed Divorced Separated Missing percent

URBAN

Male
6 -12 99.1 0.7 -- -- -- 0.3 100.0
13-14 99.5 0.5 -- -- - -- 100.0
15-19 97.6 2.4 -- -- -- -- 100.0
20-24 75.3 24.1 0.2 0.2 0.2 - 100.0
25-29 29.2 69.9 0.2 0.5 0.2 -- 100.0
30-34 10.4 89.3 .- 0.3 -- -- 100.0
35-39 5.8 92.7 0.9 0.3 0.3 -- 100.0
40-44 2.6 95.9 0.4 0.7 0.4 - 100.0
45-49 0.4 99.1 0.4 .- -- -- 100.0
50-54 1.1 93.3 5.0 -- 0.6 -- 100.0
55-59 0.7 9% .4 4.9 -- - .- 100.0
60+ 1.9 83.7 13.3 0.8 0.4 -- 100.0
Total 47.7 50.5 1.4 0.2 0.1 - 100.0

Female
6 -12 99.5 0.5 - -- - - 100.0
13-14 97.7 2.3 -- -- - -- 100.0
15-19 78.6 20.2 0.4 0.2 0.6 .- 100.0
20-24 29.5 67.5 0.6 0.2 2.2 .- 100.0
25-29 10.2 84.1 2.4 1.1 2.2 -- 100.0
30-34 3.2 89.6 4,2 0.6 2.3 - 100.0
35-39 1.7 91.5 5.1 0.7 1.0 Ce- 100.0
40-44 1.3 86.6 10.9 0.4 0.8 - 100.0
45-49 1.3 85.0 13.1 -- 9.6 -- 100.0
50-54 -- 78.5 19.5 0.7 1.3 - 100.0
55-59 -- 57.5 40.4 -- 2.1 -- 100.0
60+ 0.3 32.9 66.1 .- 0.7 -- 100.0
Total 38.3 50.6 9.7 0.3 1.1 -- 100.0

RURAL

Male
6 -12 98.5 0.8 -- -- 0.1 0.6 100.0
13-14 98.4 1.2 -- -- 0.4 -- 100.0
15-19 98.1 1.8 0.2 -- - .- 100.0
20-24 62.6 37.4 -- .- -- -~ 100.0
25-29 18.1 80.1 0.7 -- 1.1 - 100.0
30-34 2.9 96.0 0.5 -- 0.5 -- 100.0
35-39 0.8 97.1 1.6 0.3 - 0.3 100.0
40-44 1.0 98.4 0.6 .- -- .- 100.0
45-49 1.2 95.0 2.9 0.4 0.4 -- 100.0
50-54 . 96.7 2.9 -- 0.5 -- 100.0
55-59 1.6 89.4 8.5 -- 0.5 - 100.0
60+ 0.8 85.3 13.8 -- -- -- 100.0
Total 45.7 51.5 2.4 -- 0.2 0.2 100.0

the proportions ever-married are: 71 percent of males and 90 percent of females in urban areas,
82 percent of males and 99 percent of females in rural areas, and 76 percent of males and 95
percent of females in the state as a whole. Overall, women marry at much younger ages than
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Table 3.3 Msrital status of household population (Contd.)

Percent distribution of the de facto household population age 6 and above by marital

status, according to age, sex and residence, Maharashtra, 1992-93

Marital status

Never Currently Total

Age married married Widowed Divorced Separated percent

RURAL

Female
6 -12 98.8 0.5 -- -- 0.1 100.0
13-14 90.3 9.7 -- -- -~ 100.0
15-19 49.8 49.0 -- 0.2 1.1 100.0
20-24 8.0 87.9 0.8 0.5 2.7 100.0
25-29 1.4 91.0 2.4 0.6 4.6 100.0
30-34 0.5 93.8 3.5 0.3 1.9 100.0
35-39 0.6 90.3 6.8 0.3 2.0 100.0
40-44 -- 89.3 6.4 0.4 5.9 100.0
45-49 -- 87.7 10.4 -- 1.9 100.0
50-54 0.9 73.4 23.9 -- 1.8 100.0
55-59 -- 73.8 23.2 -- 2.5 100.0
60+ 0.9 36.5 61.7 0.4 0.4 100.0
Total 32.5 55.2 10.3 0.2 1.6 100.0

TOTAL

Hale
6 -12 98.7 0.8 -- -- 0.1 100.0
13-14 98.9 0.9 -- -- 0.2 100.0
15-19 97.8 2.1 0.1 -- -- 100.0
20-24 68.8 30.9 0.1 0.1 0.1 100.0
25-29 23.6 75.1 0.5 0.2 0.7 100.0
30-34 6.7 92.7 0.3 0.1 0.3 100.0
35-39 3.1 95.0 1.3 0.3 0.1 100.0
40-44 1.7 97.2 0.5 0.3 0.2 100.0
45-49 0.8 97.0 1.7 0.2 0.2 100.0
50-54 0.5 95.1 3.9 -- 0.5 100.0
55-59 1.2 91.6 6.9 -- 0.3 100.0
60+ 1.1 84.8 13.7 0.2 0.1 100.0
Total 46.6 51.1 2.0 0.1 0.2 100.0

Female
6 -12 99.0 0.5 -- -- 0.1 100.0
13-14 93.4 6.6 .- -- -- 100.0
15-19 62.1 36.6 0.2 0.2 0.9 100.0
20-24 18.2 78.3 0.7 0.4 2.5 100.0
25-29 5.2 88.1 2.4 0.8 3.6 100.0
30-34 1.8 91.9 3.8 0.4 2.1 100.0
35-39 1.1 90.9 6.0 0.5 1.5 100.0
40-44 0.6 87.9 8.7 0.4 2.3 100.0
45-49 0.5 86.5 11.6 -- 1.3 100.0
50-54 0.5 75.5 22.1 0.3 1.6 100.0
55-59 -~ 67.6 29.8 -- 2.3 100.0
60+ 0.7 35.3 63.2 0.2 0.5 100.0
Total 34.9 53.3 10.0 0.3 1.4 100.0

DK: Don’t know
-- Less than 0.05 percent
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men, and both men and women marry at much younger ages in rural areas than in urban areas.
A more comprehensive discussion of marriage patterns is contained in the next chapter, which
is devoted entirely to nuptiality.

33 Household Composition

Table 3.4 shows the percent distribution of households by various characteristics of the
household head (sex, age, marital status, religion and caste/tribe), as well as the number
of usual residents in the household. Around 89 percent of household heads are male, regardless
of residence. The median age of household heads is slightly lower in urban areas (43 years)
than in rural areas (46 years). Overall, 77 percent of household heads are Hindu, 11 percent
Muslim, 8 percent Buddhist and 4 percent belong to other religions. The concentration of
Muslims is higher in urban areas, where they constitute 17 percent of households. Seven percent
of household heads belong to scheduled castes and 10 percent to scheduled tribes. The
concentration of both of these groups, particularly of the scheduled tribes, is higher in rural
areas than in urban areas. According to the 1991 Census, the proportion belonging to scheduled
castes and scheduled tribes in Maharashtra are 11 percent and 9 percent, respectively (see Table
1.1). The average household size is 5.5. It is slightly higher in rural areas (5.6) than in urban
areas (5.3).

Table 3.5 shows the percent distribution of the de facto household population (usual
residents present at the time of interview and visitors) by age, sex and residence. All subsequent
tables in this chaprer and in the following chapters are based on the de facto sample, unless
otherwise specified’. Overall, four percent of the de facto population listed in the sample
households at the time of the interview are visitors who do not usually live in the household.
Visitors are more common among young women in the childbearing years (ages 15-29) and their
children (0-4 years). This pattern results mainly from the common practice of women returning
to their parents’ home for delivery of a child (particularly the first or second child) and staying
there during the postpartum period. Visits occur at approximately the same rate in urban and
rural areas.

34 Educational Attainment

The educational level of household members is an important indicator of social
development. Reproductive behaviour, use of contraceptives, health of children and proper
hygienic practices are often affected by the level of educational attainment of household
members. Table 3.6 shows the extent of literacy and the level of education of the de facto male
and female household population age 6 and above by age and residence. Forty-four percent of
females and 21 percent of males age 6 and above are illiterate. The levels of illiteracy are
slightly lower than the 1991 Census rates of 48 percent for females and 23 percent for males age
7 and above (see Table 1.1). Overall, a higher percentage of males than females have completed
each level of schooling. In the NFHS, the median number of years of schooling completed for

tis expected that the de facto sample will be more representative of women in the state as a whole since
all women are interviewed where they are staying at the time of the survey. A de jure sample, on the other hand,
would miss usual residents who are temporarily staying elsewhere at the time of the survey,
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Jable 3.4 Household composition
Percent distribution of households by selected characteristics of
household head and size, accorling to residence, Maharashtra,
1992-93
Residence
Characteristic Urban Rurat Total
Sex of household head
Male 89.6 88.9 89.2
Female 10.4 11.1 10.8
Age of houschold head
Less than 30 12.4 10.1 11.1
30-44 42.6 36.7 39.3
45-59 32.1 29.1 30.4
60+ 12.9 24.0 19.2
Median age 42.6 45.5 44.7
Marital status of household head
Never married 2.7 1.3 1.9
Currently married 87.5 87.7 87.6
Widowed 8.7 10.6 9.8
Divorced 0.2 .- 0.1
Separated 0.8 0.3 0.5
Religion of household head
Hindu 69.0 83.5 77.3
Mustlim 16.8 6.7 1.1
Buddhist 7.3 7.9 7.7
Other 6.9 1.8 4.0
Caste/tribe of household head
Scheduled caste 6.2 7.0 6.6
Scheduled tribe 3.7 14.8 10.0
Other 90.1 78.3 83.4
Number of usual members
1 2.9 2.8 2.8
2 7.6 8.0 7.8
3 11.0 1.1 1.1
4 19.4 15.9 17.4
5 19.7 17.9 18.7
6 14.8 16.4 15.7
7 9.2 10.6 10.0
8 5.9 6.1 6.0
9+ 9.5 11.3 10.5
Mean size 5.3 5.6 5.5
Total percent 100.0 100.0 100.0
Number of households 1754 2309 4063
Note: Table is based on de jure members, i.e., usual residents.
=~ Less than 0.05 percent

males is 5.9, and only 2.6 for females.
Urban areas maintain a wide lead over rural areas in both literacy and the level of

education achieved. Among females age 6 and above, the percentage literate is 73 percent in
urban areas and 43 percent in rural areas. The urban-rural gap in literacy is less pronounced
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Jable 3.5 Usual residents and visitors

Percent distribution of the de facto household population by resident
status in the household according to age, residence and sex,

Maharashtra, 1992-93

Resident status

Total
Characteristic Usual resident Visitor percent Number
MALE
Age
<1 86.4 13.6 100.0 265
1-4 94.1 5.9 100.0 1081
5 -1 98.1 1.9 100.0 2701
15-19 98.0 2.0 100.0 1020
20-24 96.9 3.1 100.0 1029
25-29 96.7 3.3 100.0 887
30-34 97.9 2.1 100.0 751
35-39 97.6 2.4 100.0 704
40-44 98.3 1.7 100.0 579
45-49 98.5 1.5 100.0 474
50+ 98.1 1.9 100.0 1590
Residence
Urban ‘ 97.4 2.6 100.0 4783
Rural 97.1 2.9 100.0 6301
Total 97.2 2.8 100.0 11084
FEMALE
Age
<19 86.6 13.4 100.0 253
1-4 93.1 6.9 100.0 1020
5 -1 97.6 2.4 100.0 2579
15-19 92.5 7.5 100.0 1M
20-24 89.3 10.7 100.0 1133
25-29 9.5 5.5 100.0 8N
30-34 97.7 2.3 100.0 682
35-39 97.7 2.3 100.0 647
40-44 96.6 3.4 100.0 472
45-49 96.8 3.2 100.0 n
50+ 95.1 4.9 100.0 1615
Residence
Urban 9.9 5.1 100.0 4513
Rural 94.8 5.2 100.0 6243
Total 94.8 5.2 100.0 10756
TOTAL
Age
<1 86.5 13.5 100.0 518
1-4 93.6 6.4 100.0 2101
5 -14 97.9 2.1 100.0 5280
15-19 95.2 4.8 100.0 2131
20-24 92.9 7.1 100.0 2162
25-2% 95.6 4.4 100.0 1758
30-34 97.8 2.2 100.0 1433
35-39 97.6 2.4 100.0 1351
40-44 97.5 2.5 100.0 1051
45-49 97.8 2.2 100.0 845
50+ 96.6 3.4 100.0 3205
Residence
Urban 96.2 3.8 100.0 9296
Rural 9.9 4 100.0 12544
Total 96.0 4.0 100.0 21840

Note: Total includes 5 cases with missing information on age, which are

not shown separately.
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Table 3.6 Educational level of the household population

Percent distribution of the de facto household population age 6 and above by literacy and level of
education, and wedian number of completed years of education, according to age, sex and residence,

Maharashtra, 1992-93

Educational level

Median
Literate, Primary Middle High Above number of
<primary school school school high Miss- Total years of

Age Illiterate complete complete complete complete school ing percent Number schooling

URBAN

Male
6-9 12.9 84.6 2.2 - -- -- 0.2 100.0 410 1.8
10-14 4.3 32.7 50.7 12.1 0.2 -- --  100.0 554 5.7
15-19 5.3 3.7 14.9 37.6 35.2 3.3 --  100.0 455 9.5
20-24 7.6 7.6 11.4 19.3 33.3 20.7 0.2 100.0 502 10.3
25-29 10.9 9.8 18.5 16.4 23.5 20.7 0.2 100.0 439 9.5
30-34 12.0 8.6 i7.9 17.4 27.5 16.6 -~ 100.0 374 9.4
35-39 10.9 7.6 14.2 13.3 28.5 25.2 0.3 100.0 330 10.2
40-44 10.9 11.2 13.5 13.1 29.6 21.7 -~ 100.0 267 10.1
45-49 18.5 12.5 11.6 12.5 27.2 17.7 --  100.0 232 9.4
50+ 21.9 20.7 16.4 8.2 20.9 11.5 0.5 100.0 585 6.8
Total 1.3 20.8 18.5 15.1 21.5 12.6 0.2 100.0 4148 7.9

Female
6-9 15.6 83.1 1.2 -- -- .- --  100.0 409 2.0
10-14 8.7 27.0 52.0 1.7 0.6 -- == 100.0 496 5.7
15-19 12.0 6.3 17.6 26.3 3.7 6.1 --  100.0 476 $.4
20-24 22.4 7.3 19.6 16.0 18.7 16.0 --  100.0 536 8.2
25-29 27.0 8.1 18.6 11.9 18.6 15.9 -- 100.0 37 7.6
30-34 26.9 1.7 19.7 7.1 18.4 16.2 --  100.0 309 7.2
35-39 27.5 " 19.3 7.1 264.1 10.2 -- 100.0 295 7.2
40-44 43.9 1.7 14.2 7.5 15.5 7.1 --  100.0 239 4.3
45-49 40.0 13.7 17.5 5.6 16.9 6.3 -- 100.0 160 4.6
50+ 57.1 15.4 13.7 3.0 6.7 3.7 0.5 100.0 599 0.0
Total 27.2 20.2 20.1 10.3 14.3 7.8 0.1 100.0 3890 5.4

Total
6-9 14.3 83.9 1.7 - -- -- 0.1 100.0 819 1.9
10-14 6.4 30.0 51.3 11.9 0.4 .- --  100.0 1050 5.7
15-19 - 8.7 5.0 16.3 31.8 33.¢ 4.7 -- 100.0 931 9.4
20-24 15.2 7.4 15.6 17.6 257 18.3 0.1 100.0 1038 9.5
25-29 18.3 9.0 18.5 14.3 21.2 18.5 0.1 100.0 310 8.8
30-34 18.7 10.0 18.7 12.7 23.4 16.4 --  100.0 683 8.5
35-39 18.7 9.6 16.6 10.4 26.4 18.1 0.2 100.0 625 9.0
40-44 26.5 11.5 13.8 10.5 22.9 14.8 -- 100.0 506 7.8
45-49 27.3 13.0 14.0 9.7 23.0 13.0 --  100.0 392 7.4
50+ 39.7 18.0 15.0 5.6 13.7 7.5 0.5 100.0 1184 4.2
Total 19.0 20.5 19.3 12.8 18.0 10.3 0.1 100.0 8038 6.9

RURAL

Male
6-9 23.3 .4 0.7 .- -- -- 0.6 100.0 687 1.7
10-14 8.7 38.4 42.3 9.9 0.5 0.1 0.1 100.0 761 5.2
15-19 12.9 8.7 18.4 36.8 21.6 1.6 --  100.0 565 8.9
20-24 17.1 10.6 16.3 21.3 24.9 9.3 0.6 100.0 527 9.1
25-29 25.4 12.5 20.5 15.2 19.0 7.4 -=  100.0 448 7.2
30-34 27.6 13.3 22.5 13.0 17.0 6.4 0.3 100.0 377 6.5
35-39 30.2 18.2 18.2 10.4 16.0 7.0 --  100.0 374 5.4
40-44 33.7 16.3 17.6 9.0 15.1 8.0 0.3 100.0 312 5.0
45-49 36.8 21.1 19.4 9.1 11.6 2.1 == 100.0 242 4.2
50+ 55.1 23.7 14.9 2.2 3.5 0.5 0.1 100.0 1005 6.0
Total 27.7 27.0 19.1 11.8 10.9 3.3 0.2 100.0 5298 4.5
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Tabl 6 Educational level of the household lation (Contd

Percent. distribution of the de facto household population age 6 and above by literacy and level of
education, and median number of completed years of education, according to age, sex and residence,
Maharashtra, 1992-93

Educational level

Median
Literate, Primary Middle High Above nunber of
<primary school school school high Miss- Total years of
Age Illiterate complete complete complete complete school ing percent Number schooling
KURAL
Female
6-9 31.5 66.9 0.8 0.2 .- -- 0.6 100.0 641 1.5
10-14 28.1 29.4 36.1 5.7 0.4 -- 0.3 100.0 734 4.5
15-19 38.3 9.6 18.6 19.8 12.8 0.9 -- 100.0 635 5.7
20-24 50.1 9.7 17.8 11.2 9.0 2.2 --  100.0 597 0.0
25-29 59.6 12.0 12.6 5.2 8.2 2.4 -- 100.0 500 0.0
30-34 61.1 12.6 15.3 5.1 5.4 0.5 -- 100.0 373 0.0
35-39 71.9 9.7 11.1 5.4 2.0 .- -- 100.0 352 0.0
40-44 76.8 11.2 6.4 2.1 3.4 -- --  100.0 233 0.0
45-49 75.8 14,2 8.5 0.5 0.9 .- -- 100.0 211 0.0
50+ 90.7 6.0 1.9 0.3 0.5 0.2 0.4 100.0 1016 0.0
Total 56.5 19.3 13.3 5.8 4.2 0.7 0.2 100.0 5292 0.0
Total
6-9 27.2 7.4 0.8 0.1 - -- 0.6 100.0 1330 1.6
1 10-14 18.2 34.0 39.2 7.8 0.5 0.1 0.2 100.0 1496 4.9
15-19 26,3 9.2 18.5 27.8 16.9 1.3 -- 100.0 1200 7.6
20-24 34.6 10.1 17.1 15.9 16.5 5.5 0.3 100.0 1124 6.1
25-29 43.5 12.2 16.4 9.9 13.3 4.7 --  100.0 948 4.3
30-34 44.2 12.9 19.0 9.1 11.2 3.5 0.1 100.0 751 4.1
35-39 50.4 14.0 14.7 8.0 9.2 3.6 -- 100.0 726 0.0
40-44 52.1 14.1 12.8 6.1 10.1 4.6 0.2 100.0 545 0.0
45-49 55.0 17.9 14.3 5.1 6.6 1.1 --  100.0 453 0.0
50+ 73.0 14.8 8.4 1.2 2.0 0.3 0.2 100.0 2021 0.0
Total 42.1 23.2 16.2 8.8 7.5 2.0 0.2 100.0 10594 2.8
TOTAL
Male
6-9 19.4 78.9 1.3 - - -- 0.5 100.0 1097 1.8
10-14 6.8 36.0 45.9 10.8 0.4 0.1 0.1 100.0 1315 5.4
15-19 9.5 6.5 16.9 37.2 27.6 2.4 -- 100.0 1020 9.2
20-24 12.4 9.1 13.9 20.3 29.0 14.9 0.6 100.0 1029 9.6
25-29 18.3 11.2 19.5 15.8 21.2 14.0 0.1 100.0 887 8.2
30-34 19.8 10.9 20.2 15.2 22.2 11.5 0.1 100.0 751 7.9
35-39 21.2 13.2 16.3 11.8 21.9 15.5 0.1 100.0 704 7.9
40-44 23.1 14.0 15.7 10.9 21.8 4.3 0.2 100.0 579 7.7
45-49 27.8 16.9 15.6 10.8 19.2 9.7 == 100.0 474 6.4
50+ 42.9 22.6 15.5 4.4 9.9 4.5 0.3 100.0 1590 3.5
Total 20.5 24.3 18.9 13.2 15.5 7.4 0.2 100.C 9446 5.9
Female
6-9 25.3 73.2 1.0 0.1 -- -- 0.4 100.0 1050 1.7
10-14 20.2 28.5 42.5 8.1 0.5 -- 0.2 100.0 1230 5.1
15-19 27.0 8.2 18.2 22.6 20.9 3.2 -- 100.0 1111 7.7
20-24 37.0 8.6 18.6 13.5 13.6 8.7 --  100.0 1133 6.1
25-29 45.7 10.3 15.2 8.0 12.6 8.2 --  100.0 87 4.1
30-34 45.6 12.2 17.3 6.0 11.3 7.6 -- 100.0 682 4.0
35-39 51.6 10.7 14.8 6.2 12.1 4.6 -- 100.0 647 0.0
40-44 60.2 11.4 10.4 4.9 9.5 3.6 --  100.0 472 0.0
45-49 60.4 14.0 12.4 2.7 7.8 2.7 -~ 100.0 37 0.0
50+ 78.3 9.5 6.3 1.3 2.8 1.5 0.4 100.0 1615 0.0
Total 44 .1 10.7 16.2 7.7 8.5 3.7 0.1 100.0 9182 2.6
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t L Level of the househ lat] Contd

Parcent distribution of the de facto household population age 6 snd above by literacy and level of
education, and median number of completed years of education, according to age, sex and residence,
Maharashtra, 1992-93

Educational level

Median
Literate, Primary Middle High Above number of
<primary school school school high Miss- Total years of
Age Illiterate complete complete complete complete school ing percent Number schooling
TOTAL
Total
r -
6-9 22.3 76.1 1.1 - -~ -- 0.4 100.,0 2149 1.7
10-14 13.3 32.4 46.2 9.5 0.4 -~ 0.1 100.0 2546 5.3
15-19 18.6 7.4 17.6 29.6 26.1 2.8 == 100.0 2131 8.7
20-24 25.3 8.8 16.4 16.7 20.9 11.7 0.2 100.0 2162 7.9
25-29 31.9 10.8 17.3 1.9 17.0 1.1 0.1 100.0 1758 6.8
30-34 32.1 11.5 18.9 10.8 17.0 9.6 0.1 100.0 1434 6.3
35-39 35.8 12.0 15.6 9.1 17.2 10.3 0.1 100.0 1351 5.5
40-44 39.8 12.8 13.3 8.2 16.3 9.5 0.1 100.0 1051 4.7
45-49 62.1 15.6 14.2 7.2 14.2 6.6 - 100.0 845 4.1
50+ 60.7 16.0 10.8 2.8 6.3 3.0 0.3 100.0 3205 0.0
Tota: 32.1 22.0 17.6 10.5 12.0 5.6 0.2 100.0 18632 4.5

-- Less than 0.05 percent

for males (89 percent in urban areas compared to 72 percent in rural areas). The proportion of
women with at least a high school education is 22 percent in urban areas but only S percent i
rural areas. Sex differentials in educational attainment exist within both urban and rural areas.
In urban areas, 34 percent of men but only 22 percent of women have completed high school.
In rural areas the percentages are 14 for males and 5 for females.

There has been steady progress in literacy over time, as indicated by cross-secticizal
differentials in literacy rates by age (Figure 3.3). For example, while only 22 percent of women
age 50 and over are literate, the percentage literate increases to 40 for women age 40-44, 63 at
ages 20-24, and 80 at ages 10-14. Although the literacy gap between males and females has
narrowed over time, males are much more likely to be literate than females at all ages. At ages
10-14, the literacy rate is 93 percent for males and 80 percent for females.

Table 3.7 and Figure 3.4 show school attendance rates for the school-age household
population, by age, sex and residence. The table focuses on children age 6-14, because the
Indian Constitution established a goal of providing free and compulsory education for children
below age 15. In the state as a whole, 82 percent of children age 6-14 are attending school.
The school attendance rate is higher for males than for females, as expected. School attendance
rates at ages 6-14 by sex in the state as a whole are 86 percent for males and 77 percent for
females.

Urban-rural differences in male school attendance rates are 7 percentage points at ages
6-10 and 8 percentage points at ages 11-14 (in favour of urban areas). Urban-rural differences
in female school attendance rates are much larger (12 percentage points at ages 6-10 and 29
percentage points at ages 11-14). The school attendance rate for rural females age 6-14 is only
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Figure 3.3
Percentage Literate by Age and Sex
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69 percent. In spite of substantial educational advances over time, almost one-quarter of school-
age girls in Maharashtra are not attending school, and it is likely that many who are enrolled do
not attend school regularly.

NFHS, Maharashtra, 1992-93

Jable 3.7 School attendance

Percentage of the de facto household population age 6-14 years attending school
by age, sex and residence, Maharashtra, 1992-93

Male Female Total

Age Urban Rural Total trban Rural Total Urban Rural Total

6 -10 91.9 84.9 87.5 89.8 77.5 82.2 90.9 81.2 84.9
11-14 89.2 80.8 B4.4 85.1 56.2 68.3 87.3 68.9 76.7
6 -14 90.7 83.3 86.2 87.8 69.2 76.6 89.3 76.4 81.5

3.5 Housing Characteristics

The NFHS gathered information on the following housing characteristics: electricity,
source of bathing/washing water and drinking water, sanitation facility, type of cooking fuel,
place where livestock is kept, number of rooms in the house and the materials used for
construction of walls, roof and floor. Table 3.8 provides information on these housing
characteristics by residence. A large majority of urban households have electricity (87 percent),
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Figure 3.4
School Attendance by Age and Sex
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but oaly 63 percent of rural households have electricity. In the state as a whole, 74 percent of
households have electricity.

The source of water and availability of sanitary facilities are important determinants of
the health status of household members, particularly of children. In the state as a whole, 69
percent of houscholds have piped water for drinking, 9 percent get drinking water from a
handpump, and 19 percent from open wells. As in the case of electricity, there are large urban-
rural differences in the source of drinking water. Piped drinking water is available for 91
percent of urban households and for only 53 percent of rural households. The sources of water
used for bathing and washing are similar to the sources of drinking water.

Only 35 percent of households in Maharashtra have a flush toilet (using either piped
water or bucket water for flushing), 6 percent have a pit toilet or latrine, and 59 percent have
no sanitation facility. The type of sanitation facility varies with residence. The percentage of
households with a flush toilet is 72 in urban areas compared to only 7 percent in rural areas.
Ninety percent of rural households have no toilet facility at all, but this percentage in urban
areas is 18.

In Maharashtra, wood is the most common fuel used for cooking. In the state as a
whole, 55 percent of houscholds use wood, 21 percent use kerosene and 19 percent use liquid
petroleum gas. Again there are substantial urban-rural differences. The majority of urban
households (82 percent) use liquid petroleum gas or kerosene, while more than four-fifths of
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Table 3,8 MHousing characteristics

Percent distribution of households by housing characteristics,
according to residence, Maharashtra, 1992-93

Residence
Housing
characteristic Urban Rural Total
Electricity
Yes 87.3 63.2 73.6
No 12.7 36.8 26.4
Source of bathing/uashing water
Piped 88.4 51.0 67.2
Handpump 3.4 13.2 9.0
Well water 7.0 29.1 19.6
Surface water 1.3 6.4 4.2
Other -- 0.3 0.1
Source of drinking water
Piped 91.3 52.6 69.3
Randpump 2.9 14.0 9.2
Well water 4.8 29.8 19.0
Surface water 0.9 3.3 2.3
Other 0.1 0.3 0.2
Sanitation facility
Flush 7.8 7.0 35.0
Pit toilet/latrine 9.7 2.7 5.8
Other .- -- --
No facility 18.4 90.2 59.2
Type of fuel for cooking
Wood 15.4 85.4 55.2
Cow dung cakes 0.2 2.3 1.4
Coal/coke/lignite/charcoal 0.9 0.5 0.6
Kerosene 43.0 4.5 21.1
Electricity 0.3 0.2 0.2
Liguid petroleum git 39.1 3.7 19.0
Other 1.1 3.3 2.4
Type of house
Kachcha 12.4 62.5 40.9
Semi -pucca 26.3 30.2 28.6
Pucca 61.2 7.3 30.6
Place where livestock is kept
Inside the house 1.6 7.1 4.8
Outside the house 6.4 53.8 33.3
No livestock 92.0 39.0 61.9
Persons per room
< 3.0 53.6 51.4 52.3
3.0-4.9 23.7 29.1 26.8
5.0-6.9 15.1 13.2 14.0
7.0+ 7.6 6.2 6.8
Don’t know/missing .- - --
Mean 3.2 3.1 3.2
Total percent 100.0 100.0 100.0
Number of households 1754 2309 4063

== Less than 0.05 percent
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rural households use wood.

Based on the materials used for the construction of walls, roof and floor, a house in the
NFHS is defined as either "kachcha’, ’pucca’ or *semi-pucca’. In Maharashtra, 41 percent of
houses are kachcha (made from mud, thatch or other low-quality materials), 29 percent are semi-
pucca (partly low-quality and partly high-quality materials) and 31 percent are pucca (high-
quality materials throughout, including roof, walls and floor). There are large urban-rural
differences. Sixty-three percent of rural houses are kachcha whereas 61 percent of urban houses
are pucca.

The NFHS also collected information on whether households own any livestock. Thirty-
eight percent of households in Maharashtra own livestock (61 percent in rural areas and 8
percent in urban areas). A follow-up question was asked on where the livestock are usually kept
at night, because keeping them inside the house may adversely affect the health of the residents.
Only 5 percent of all households in the state have livestock that are usually kept inside the house
at night.

Crowded conditions may affect health as well as the quality of life. The number of
persons per room in the houschold is used as a measure of crowding. Congestion in the
household is virtually the same in urban and rural areas at 3.1 to 3.2 persons per room. A
majority of households (52 percent) have fewer than three persons per room. Twenty-one
percent of households have five or more persons per room, and seven percent of households are
very crowded with seven or more persons per room.

Table 3.9 contains a number of measures related to the socioeconomic status of the
household: household ownership of agricultural land, livestock, and durable goods. Overall,
nearly one-half of all households (47 percent) do not own any agricultural land, with urban
households being more than twice as likely to be landless as rural households. In rural areas,
70 percent of houscholds own agricultural land and among those who own land, 33 percent
irrigate at least some of their land. More than a third of all households have livestock, and rural
households are nearly eight times as likely to own livestock as urban households. More than
a third of rural households have one or more head of bullock, 33 percent have cows, 23 percent
have buffalos, 15 percent have goats and less than 9 percent have other livestock.

The possession of durable goods is another indicator of a household’s socioeconomic
level, although these goods may also have other benefits. For example, having access to a radio
or television may expose houschold members to innovative ideas; a refrigerator prolongs the
wholesomeness of food; and a means of transportation allows greater access to many services
outside the local area.

The majority of households in Maharashtra have a clock/watch (57 percent). Other
durable goods often found in households are radios (43 percent), bicycles (33 percent),
televisions (30 percent), sewing machines (18 percent), refrigerators (10 percent) and
motorcycles/scooters (9 percent). Urban households are much more likely to have each of these
durable goods than are rural households, except for bicycles, where the urban and rural
percentages are almost the same. With the exception of bullock carts (owned by 10 percent of
households), agricultural equipment, such as tractors, threshers and water pumps are rare in

39



able 3.9 Household ownership of land, livestock and durable goods
Percentage of households owning agricultural land, livestock and
various consumer durable goods according to residence, Maharashtra,
1992-93
Residence
I1tem owned Urban Rural Total
Agricultural land
No land 69.9 30.2 47.4
Irrigeted land only
< 1 Acre 0.7 1.0 0.9
1-5 Acres 2.1 4.9 3.7
6+ Acres 1.0 1.9 1.6
Non-irrigated land only
< 1 Acre 4.7 7.1 6.1
1-5 Acres 11.9 27.5 20.8
6+ Acres 5.8 12.1 9.4
Irrigated and non-irrigated land
< 1 Acre 0.5 0.6 0.5
1-5 Acres 1.2 5.2 3.5
6+ Acres 2.2 9.4 6.3
Total percent 100.0 100.0 100.0
Livestock
Bullock 3.4 35.9 21.9
Cow 3.4 32.8 20.1
Buffalo 2.3 22.6 13.9
Goat 2.4 15.4 9.8
Sheep 0.4 3.6 2.2
Camel 0.1 -- --
Other 0.6 5.1 341
No livestock 92.0 39.0 61.9
Consumer durable goods
Sewing machine 28.1 9.4 17.5
Clock/watch 7.9 40.5 56.6
Radio 57.9 .7 43.0
Television 55.6 11.3 30.4
Refrigerator 22.3 1.3 10.3
Bicycle 3.2 32.4 33.2
Motorcycle/scooter 13.7 5.1 8.8
Car 3.4 0.4 1.7
Bullock cart 1.8 15.6 9.6
Thresher 0.2 0.8 0.5
Tractor 0.3 0.6 0.4
Water pump 0.5 1.6 1.1
Number of households 1754 2309 4063
-- Less than 0.05 percent

rural as well as in urban areas.
3.6 Background Characteristics of Respondents

Whereas the previous sections considered characteristics of households, based on results
from the NFHS Household Questionnaire, this section examines selected background
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characteristics of primary respondents (ever-married women age 13-49), based on the NFHS
Woman’'s Questionnaire.

Table 3.10 shows distributions of ever-married women age 13-49 by selected background
characteristics. One-half of women interviewed are under age 30. The percentage in each age
group incre~ses up to age 20-24, reflecting the increase in the proportion married in successive
age groups. Ihe percentages decline after age 20-24, by which time most women have already
married, reflecting the normal pyramidal shape of the age distribution. This age pattern is rather
similar in urban and rural areas (Figure 3.5), although the percentages in the younger age groups
are smaller in urban areas, reflecting the somewhat later age at marriage in urban areas (see the
earlier discussion of Table 3.3.). Ninety-three percent of respondents (ever-married women) are
currently married, and among the rest, most are widowed. Three percent are separated and less
than half a percent are divorced. The distribution of respondents by marital status is similar in
urban and rural areas. One-half of the respondents are illiterate and only 15 percent have
completed high school. Respondents residing in urban areas are better educated than those living
in rural areas. The distribution of respondents by religion and caste/tribe are similar to the
distribution of households by these same characteristics, as discussed earlier in section 3.3.

Table 3.10 also shows the distribution of respondents by their work status and their
husband’s education. In the NFHS, work includes any kind of job for which the woman is paid
in cash or in kind as well as unpaid work on a family farm or business. Fifty-one percent of
respondents report that they are not working. The percentage not working is more than twice
as high in urban areas (73 percent) than in rural areas (35 percent). Rural women are also more
likely than urban women to be working on a family farm/business, or as an employee for
someone else. Almost one-third of rural women work on a family farm/business and a similar
proportion are employed by someone else. Overall, only three percent are self-employed.

Husbands are more educated than their spouses. Only one-quarter of husbands are
illiterate - 14 percent in urban areas and 33 percent in rural areas. The percentage of husbands
with at least a high school education is more than twice as high in urban areas (45 percent) than
in rural areas (19 percent).

Table 3.11 shows differentials in respondent’s education by selected background
characteristics. The proportion of illiterates generally increases with age (albeit irregularly),
reflecting improvements in levels of education over time. Women in the age group 15-19 are
an exception, with a notably high proportion being illiterate (52 percent). This is because about
38 percent of females age 15-19 are married (Table 3.3) and women who marry young tend to
be from among the less educated. The percentage illiterate among Hindus and Muslims is the
same (51 percent), but it is higher among Buddhists (60 percent) and much lower (only 20
percent) among women belonging to other religions. The percentage of women with at least a
high school education is higher among Hindus (15 percent) than among Muslims (10 percent).
Illiteracy is substantially higher among scheduled caste (69 percent) as well as scheduled tribe
women (77 percent) compared to others (46 percent). A large majority (86 percent) of women
with illiterate husbands are illiterate themselves. Even among men who have completed high
school (but have not gone on to a higher level of education), 21 percent have married illiterate
women, reflecting the general tendency of men to marry women less educated than themselves.
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Table 3.10_ Background characteristics of respondents

Percent distribution of ever-married women age 13-49, by selected background
characteristics, according to residence, Maharashtra, 1992-93

Residence Total
Background number of
characteristic Urban Rural Total women

Age

13-14 0.2 1.0 0.7 27
15-19 5.7 12.6 9.7 400
20-24 21.3 21.3 21.3 874
25-29 17.9 19.1 18.6 764
30-34 16.8 14.8 15.6 642
35-39 16.2 13.9 14.9 610
40-44 13.2 9.0 10.8 442
45-49 8.7 8.3 8.5 347
Marital status

Currently married 92.6 93.2 93.0 3818
Widowed 4.6 3.7 4.1 167
Divorced 0.6 0.3 0.4 18
Separated 2.1 2.8 2.5 103
Education

Illiterate 31.8 63.1 50.2 2060
Literate, < primary complete 10.5 10.6 10.5 433
Primary school complete 19.5 14.5 16.6 680
Middle school complete 10.5 6.2 8.0 327
High school complete 18.0 4.9 10.4 425
Above high school 9.7 0.7 4.4 181
Religion

Hindu 65.6 84.1 76.4 3138
Muslim 19.5 7.7 12.6 517
Sikh 0.4 0.1 0.2 8
Buddhist 8.5 6.6 7.4 304
Christian 1.7 0.1 0.8 32
Jain 4.0 0.4 1.9 77
Other 0.4 1.0 0.7 30
Caste/tribe

Scheduled caste 6.0 6.7 6.% 263
Scheduled tribe 3.8 13.5 9.5 390
Other 90.2 79.8 84.1 3453
Work status

Not working 73.4 35.2 51.0 2095
Working in family farm/business 4.0 31.2 20.0 820
Employed by someone else 17.1 31.6 25.6 1050
Sel f-employed 5.5 2.0 3.4 141
Husband’s education

Illiterate 13.6 32.8 24.9 1021
Literate, < primary complete 11.2 16.8 14.5 595
Primary school complete 15.7 19.6 18.0 739
Middle school complete 13.7 11.2 12.2 502
High school complete 28.1 15.0 20.5 840
Above high school 17.2 4.2 9.6 394
Don’t know/missing 0.4 0.4 0.4 15
Total percent 100.0 100.0 100.0 NA
Number of women 1699 2407 4106 4106

NA: Not applicable
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Figure 3.5
Age Distribution of Ever-Married
Women by Residence
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In each population subgroup considered in Table 3.11, urban women are better educated
than their rural counterparts. The pattern of differentials in educational attainment by .
background characteristics in urban and rural Maharashtra resembles the pattern observed for
the state as a whole, except for the religious differentials. For example, in urban areas 28
percent of Hindu women are illiterate compared with 44 percent of Muslim women, 50 percent
of Buddhists and 10 percent of the women of other religions. This difference between the
religious groups is almost nonexistent in rural areas, although a much larger percentage of Hindu
and Muslim (63 percent each) and Buddhist women (69 percent) are illiterate. In urban areas,
improvement in women’s education has been greater in the Hindu community than in the Muslim
community, which tends to seclude its women. This difference is less obvious in the rural areas,
where all women are equally disadvantaged.

Table 3.12 provides information on exposure of respondents to mass media. More than
a third of all women are not regularly exposed to any kind of mass media (television, radio or
cinema). 7This is perhaps not surprising in light of the fact that only 43 percent of households
own a radio and only 30 percent own a television (see Table 3.9). Little more than one-half of
women (52 percent) listen to the radio at least once a week; 46 percent watch television at least
once a week; and 15 percent go to a cinema hall or theatre at least once a month. Exposure to
mass media varies considerably according to the selected
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Table 3.11

Respondent’s level of education by background characteristics

Percent distribution of ever-married women age 13-49 by highest level of education attained, according
to selected background characteristics and residence, Maharashtra, 1992-93

Respondent’s level of education

Literate, Primary Middle MHigh Above
Background <primary school school  school high Total
characteristic Illiterate complete complete complete complete school percent Number
URBAN
Age
15-19 39.6 9.4 22.9 14.6 13.5 -- 100.0 96
20-24 28.2 8.8 26.3 16.3 16.0 6.4 100.0 362
25-29 27.6 6.9 18.4 12.8 20,1 14.1 100.0 304
30-34 26.6 12.6 19.6 8.0 17.5 15.7 100.0 286
35-39 28.7 12.0 20.0 6.2 22.5 10.5 100.0 275
40-44 43.1 12.0 13.8 8.0 15.6 7.6 100.0 225
45-49 42.2 12.9 15.6 5.4 18.4 5.4 100.0 147
Religion
Hindu 28.1 9.6 19.9 11.0 19.9 1.5 100.0 114
Muslim 43.8 13.9 21.5 9.1 10.3 1.5 100.0 331
Buddhist 49.7 10.3 15.9 12.4 9.0 2.8 100.0 145
Other 10.1 9.2 13.8 7.3 33.9 25.7 100.0 109
Caste/tribe
Scheduled caste 60.8 9.8 10.8 9.8 6.9 2.0 100.0 102
Scheduled tribe 46.2 1.7 12.3 12.3 15.4 6.2 100.0 65
Other 29.3 10.6 20.4 10.4 18.9 10.4 100.0 1532
Husband’s education
Illiterate 4.0 9.5 12.1 3.5 0.9 -- 100.0 231
Lit., <primary complete 57.6 19.4 16.2 4.7 1.0 1.0 100.0 191
Primary school complete 49.8 12.7 23.6 8.6 4.5 0.7 100.0 267
Middle school complete 22.7 17.6 27.5 19.3 12.4 0.4 100.0 233
High school complete 13.2 7.9 26.4 14.9 30.8 6.9 100.0 478
Above high school 2.4 2.0 6.5 7.5 38.6 43.0 100.0 293
Total 31.8 10.5 19.5 10.5 18.0 9.7 100.0 1699
RURAL
Age
15-19 55.6 8.9 21.0 9.5 4.6 0.3 100.0 304
20-24 55.3 8.4 18.4 10.2 7.0 0.8 100.0 512
25-29 61.3 11.5 12.4 5.7 7.2 2.0 100.0 460
30-34 61.5 12.1 14.9 5.3 5.6 0.6 100.0 356
35-39 70.1 11.0 1.6 4.8 2.4 -- 100.0 335
40-44 7541 1.1 8.3 2.8 2.8 -- 100.0 217
45-49 76.5 13.0 9.0 0.5 1.0 -- 100.0 200
Religion
Hindu 62.9 10.3 14.4 6.4 5.2 0.7 100.0 2024
Muslim 62.9 10.2 17.2 3.8 5.4 0.5 100.0 186
Buddhist 69.2 1.9 1.9 6.3 0.6 -- 100.0 159
Other (47.4) (21.1) (18.4) (5.3) (7.9) (--) 100.0 38
Caste/tribe
Scheduled caste 73.9 7.5 1.2 5.6 1.9 -- 100.0 161
Scheduled tribe 83.1 8.3 5.5 1.8 1.2 -- 100.0 325
Other 58.8 11.2 16.3 7.0 5.8 0.8 100.0 1921
Husband’s education
Itliterate 88.9 5.7 5.1 0.3 -- 0.1 100.0 790
Lit., <primary complete 70.0 16.8 10.6 1.7 0.7 -- 100.0 404
Primary school complete 60.0 13.8 19.9 3.8 2.5 .- 100.0 472
Middle school complete 42.4 12.6 24.5 18.6 1.9 -- 100.0 269
High school complete 31.5 9.4 25.7 14.6 171 1.7 100.0 362
Above high school 16.8 8.9 10.9 18.8 35.6 8.9 100.0 101
Total 63.1 10.6 14.5 6.2 4.9 0.7 100.0 2407




able 3,11 Respondent’s level of education by background characteristics (Contd.)
Percent distribution of ever-married women age 13-49 by highest level of education attained, according
to selected background characteristics and residence, Maharashtra, 1992-93
Respondent’s level of education
Literate, Primary Middle High Above
Background <primary  school school school high Total
characteristic Illiterate complete complete complete complete school percent Number
TOTAL
Age
13-14 6.7 (11.1) (22.2) =) (--) (--) 100.0 27
15-19 51.7 9.0 21.5 10.7 6.7 0.3 100.0 400
20-24 44.1 8.6 20.8 12.7 10.8 3.1 100.0 874
25-29 47.9 9.7 14.8 8.5 12.3 6.8 100.0 764
30-34 46.0 12.3 17.0 6.5 10.9 7.3 100.0 642
35-39 51.5 11.5 15.4 5.4 11.5 4.8 100.0 610
40-44 58.8 11.5 1.1 5.4 9.3 3.8 100.0 442
45-49 62.0 13.0 11.8 2.6 8.4 2.3 100.0 347
Religion
Hindu 50.6 10.1 16.3 8.0 10.4 4.6 100.0 3138
Muslim 50.7 12.6 19.9 7.2 8.5 1.2 100.0 517
Buddhist 59.9 11.2 13.8 9.2 4.6 1.3 100.0 304
Other 19.7 12.2 15.0 6.8 27.2 19.0 100.0 147
Caste/tribe
Scheduled caste 68.8 8.4 11.0 7.2 3.8 0.8 100.0 263
Scheduled tribe 76.9 8.2 6.7 3.6 3.6 1.0 100.0 390
Other 45.7 11.0 18.1 8.5 11.6 5.1 100.0 3453
Nusband’s education
Illiterate 85.5 6.6 6.7 1.0 0.2 0.1 100.0 1021
Lit., <primary complete 66.1 17.6 12.4 2.7 0.8 0.3 100.0 595
Primary school complete 56.3 13.4 21.2 5.5 3.2 0.3 100.0 739
Middle school complete 33.3 14.9 25.9 18.9 6.8 9.2 100.0 502
High school complete 21.1 8.6 26.1 14.8 24.9 4.6 100.0 840
Above high school 6.1 3.8 7.6 10.4 37.8 34.3 100.0 394
Total 50.2 10.5 16.6 8.0 10.4 4.4 100.0 14106
Note: Total includes 15 women whose husbands’ education is not known, who are not shown separately.
The urban total includes 4 women age 13-14 and 6 women whose husbands’ education is not known, who
are not shown secparately. The rural total includes 23 women age 13-14 and 9 women whose husbands’
education is not known, who are not shown separately.
( ) Based on 25-49 cases
-- Less than 0.05 percent

background characteristics of the woman. The proportion who watch television at least once a
week is rather constant across age groups at about 45-50 percent, except for women under age
20 who are less likely to watch television. This lower percentage no doubt occursbecause very
young married women are usually from among the less educated, lower socioeconomic groups,
as mentioned earlier. The proportion who listen to the radio at least once a week ranges
between 46 and 56 percent across age groups, with younger women less likely to listen to the
radio than older women. The proportion who go to the cinema at least once a month ranges
from 9 to 21 percent, with women age 20-24 more likely to go to a cinema/theatre.

Although two-thirds of urban women listen to the radio at least once a week, only 42
percent of rural women do. Three-quarters of urban women watch television at least once a
week, but only one-quarter of rural women do. Almost one-quarter of urban women go to a
cinema hall/theatre to see a movie at least cnce a month, but only 9 percent of rural women do.
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Table 3.12 Exposure to mass media

Percent of ever-married women age 13-49 who usually watch television or listen to the radio
at least once a week or visit a cinema at least once a month or who are not regularly exposed
to any of these media, by selected background characteristics, Maharashtra, 1992-93

Access to mass media

Watches Listens to Vigits Not
television the radio cinema/theatre regularly Number

Background at least at least at least once exposed to of
characteristic once a Week once a week month any media wWomen
“Age

13-14 €18.5) (22.2) (7.4) (59.3) 27

15-19 32.2 45.5 14.5 45.7 400

20-24 45.5 53.3 21.4 36.0 874

25-29 48,6 55.9 15.8 34.2 764

30-34 49.2 52.0 13.9 36.3 642

35-39 50.0 52.6 12.5 36.6 610

40-44 49.3 52.9 10.2 36.9 442

45-49 46.7 51.3 9.2 38.0 347
Residence

Urban 74.9 66.7 23.5 17.2 1699

Rural 26.3 42.1 8.8 51.2 2407
Education

Illiterate 23.6 33.8 6.8 57.5 2060

Lit., < middle complete 58.0 62.9 17.2 24.7 1113

Middle school complete 70.6 7.1 25.7 11.3 327

High school &nd above 89.3 82.3 32.0 4.8 606
Religion

Hindu 44,1 52.1 1461 38.2 3138

buslim, 51.1 49.5 16.4 36.4 517

Buidhist 47.7 49.7 16.1 36.5 304

Other 74.8 72.1 23.8 18.4 147
Caste/tribe

Scheduled caste 39.5 47.5 17.1 41.4 263

Scheduled tribe 24.1 33.6 8.2 57.7 390

Other 49.4 54.8 15.4 34.5 3453
Total 46.4 52.3 14.9 37.2 4106

( ) Based on 25-49 cases

Religious differences in media exposure are small. Women from other religions
(considered as a residual group), however, have much higher media exposure than Hindus,
Muslims or Buddhists. Exposure to mass media (radio, television or cinema) is lowest among
the scheduled tribe women, moderate among scheduled caste women and highest among other.
women.
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CHAPTER 4
NUPTIALITY

This chapter presents findings on marriage patterns from the National Family Health
Survey. Marriage is of particular interest, not only because of its importance inits own right,
but also because of its influence on fertility and population growth. Marriage patterns are also
important from a sociological point of view, and they are inextricably linked to the status of
women in a society.

4.1 Current Marital Status

Table 4.1 shows the current marital status of women by residence and age. Information
on marital status comes from the Woman’s Questionnaire, except for information on never-
married women which comes from the Household Questionnaire. Table 4.1 resembles and
repeats some of the information in Table 3.3, which also includes information for males and
covers a wider range of ages. The percentages never married in the two tables differ slightly
due to differential nonresponse among eligible women.

Marriage is virtually universal in Maharashtra. At age 15-19, about 38 percent of
women have married, and at age 35-49, 99 percent have married. Marriage in rural areas
occurs at a relatively younger age. The proportions ever married at age 15-19 are much lower
in urban areas (21 percent) than in rural areas (50 percent). It is also evident from Table 4.1
that in Maharashtra the percentages divorced and separated are small. Only 2 percent of ever-
married women age 13-49 are divorced or separated.

4.2  Age at First Marriage

The above description of marriage patterns can be sharpened by examining values of the
Singulate Mean Age at Marriage (SMAM), which is calculated from age-specific proportions
never married for age groups 15-19 through 45-49 (Hajnal, 1953; Shryock and Siegel, 1980).
Values of SMAM computed from recent censuses and the NFHS are presented in Table 4.2.
In the Maharashtra NFHS, the SMAM is 19.3 years for women and 24.9 years for men. On
average, men marry 5.7 years later than women. Marriage age is consistently higher in urban
areas, with urban women marrying about three years later than rural women. Table 4.2 also
indicates that there has been a fairly steady increase in female age at marriage. SMAM for
females has increased by 3.5 years during the last three decades (from 15.8 years in 1961 to
19.3 years in 1992-93). The SMAM for males rose by 2.3 years over the same period. The
male-female difference in SMAM declined by 1.1 years between 1961 and 1992-93.

More detailed information on age at first marriage is shown in Table 4.3. The table
shows the percentage of all women who got married by specified ages and the median age at
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Jable 4.1_ Current marital status
Percent distribution of women age 13-49 by current marital status according to age and
residence, Maharashtra, 1992-93
Marital status
Never Currently Total

Age married married Widowed Divorced Separated percent

URBAN
13-14 97.7 2.3 -- -- -- 100.0
15-19 78.7 20.0 0.4 0.2 0.7 100.0
20-24 29.4 68.0 0.6 0.4 1.6 100.0
25-29 10.3 84.7 1.8 0.9 2.4 100.0
30-34 3.1 89.5 4.4 0.3 2.7 100.0
35-39 1.7 91.8 3.9 0.7 1.8 100.0
40-44 1.2 86.5 10.5 0.4 1.3 100.0
45-49 1.4 84.5 13.4 -- 0.7 100.0
Total 30.1 64.8 3.3 0.4 1.5 100.0

RURAL
13-14 90.4 9.6 -- -- .- 100.0
15-19 49.9 48.8 .- 0.2 1.2 100.0
20-24 8.2 87.3 0.7 0.5 3.2 100.0
25-29 1.4 91.8 2.4 0.6 3.9 100.0
30-34 0.4 94.6 3.1 -- 2.0 100.0
35-39 0.5 90.3 7.4 0.3 1.5 100.0
40-44 -- 88.9 6.9 .- 4.1 100.0
45-49 -- 87.5 11.0 -- 1.5 100.0
Total 19.3 7.3 3.0 0.3 2.2 100.0

TOTAL
13-14 93.5 6.5 -- -- -- 100.0
15-19 62.2 36.5 0.2 0.2 0.9 100.0
20-24 18.1 78.3 0.7 0.5 2.4 100.0
25-29 4.9 89.0 2.1 0.7 3.2 100.0
30-32 1.6 92.3 3.7 0.2 2.3 100.0
35-39 0.9 91.1 5.8 0.5 1.6 100.0
40-44 0.7 87.6 8.8 0.2 2.7 100.0
45-49 0.6 86.2 12.0 -- 1.2 100.0
Total 24.0 70.6 3.1 0.3 1.9 100.0
-- Less than 0.05 percant

first marriage', by current age and residence. The median age at marriage for a cohort of
women is the age by which 50 percent of them marry.

! Median age at first marriage is not calculated for age cohorts in which fewer than 50 percent of the

women were married by the age that defines the lower boundary of the age group. The computation cannot be done
without introducing selectivity bias because the latest age that all women in the age group attained by the time of
the survey is the age that defines the lower boundary of the age group. Suppose, for example, that at the time of
the survey, 40 percent of women in the 15-19 age group had married by age 15 and 50 percent by age 19. It does
not necessarily follow that 19 is the median, because the number of single women age 15, 16 and 17 at the time
of the survey who subsequently marry at ages 16, 17 and 18 might be enough to lower the median to 12 by the time
cveryone in the cohort reaches age 20.
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Table 4.2 Singulate mean age at marrfiage
Singulate mean age at marriage from selected sources, Maharashtra,
1961-1992/93
Singulate mean age at marriage
Source Male Female Difference
1961 Census 22.6 15.8 6.8
1971 Census 23.0 17.6 6.2
1981 Census 26.4 18.8 5.6
1992-93 NFHS
Urban 25.8 21.0 4.8
Rural 24.1 17.9 6.2
Total 24.9 19.3 5.6

The median age at first marriage is used instead of the mean age at marriage because the
median, unlike the mean, is unaffected by age truncation. (The survey interview marksthe point
of age truncation.) For example, in the 20-24 age cohort in Table 4.3, women’s ages are
truncated somewhere between 20 and 25. The mean age at first marriage for this age cohort will
ultimately be influenced by marriages that occur in this cohort after the survey. But ihe median
age at first marriage for the cohort will not be so affected, because more than 50 percent of the
women in the cohort married before age 20, implying that the median is also less than 20 and
therefore determined before the survey occurred. In other words, the mean is affected by age
truncation between ages 20 and 25, but the median is not. It follows that the variation in median
age at marriage by age cohort, from oldest to youngest, reflects a trend over time that is not
biased by age truncation.

Table 4.3 shows some dramatic trends, especially for marriages at very young ages.
Marriage before age 15 is not common in Maharashtra. The proportion marrying by age 13
declined from 32 percent in the 45-49 cohort to just over 1 percent in the 13-14 cohort, and the
proportion marrying by age 15 declined from 51 percent in the 45-49 cohort to 16 percent in the
15-19 cohort. The proportion marrying at each of the later ages specified in Table 4.3 has also
declined over the last two decades, but the decline is less pronounced. The median age at first
marriage increased from 14.9 years in the 45-49 cohort to 17.5 years in the 20-24 age cohort,
a rise of 2.6 years. Moreover, although the median cannot be calculated for the 15-19 age
group, it is almost certain to rise well above the 17.5 year median observed for the 20-24 age
group. The median age at marriage has been rising in both urban and rural areas, but the rate
of increase has been somewhat faster in urban areas. Marriages below age 15 have been
virtually eliminated in urban areas. At age 20-24, urban women now marry more than three
years later than rural women.

Table 4.4 shows median ages at first marriage for women by age group and selected
background characteristics. As already noted, the median age at first marriage is considerably
higher in urban areas than in rural areas (17.9 years compared with 15.0 years for women age
25-49). Marriages are also considerably later among the more educated women. In fact, within
each age group, the median age at first marriage is six to seven years higher among women who
have completed high school than among illiterate women. Differences in median age at first
marriage by religion are small between Hindus and Muslims, and Buddhists marry about one
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Table 4.3 Age at first morriage
Percentage of women married by specific exact ages, and median age at first
marriage, by current age and residence, Maharashtra, 1992-93
Median
Percentage ever married by exact age: Percent age at
Current never first
age' 13 15 18 20 22 25 married mar;iage
URBAN
13-14 1.1 NA NA NA NA NA 97.7 NC
15-19 1.6 5.8 -- NA NA NA 78.7 NC
20-24 3.1 9.7 35.3 58.5 -- NA 29.4 18.9
25-29 5.9 15.9 £3.1 62.0 74.7 83.0 10.3 18.5
30-34 5.4 13.6 46.8 64.7 76.6 83.8 3.1 18.2
35-39 10.0 23.2 52.2 69.3 78.6 89.7 1.7 17.8
40-44 14.5 29.4 58.4 73.8 84.7 94.4 1.2 16.8
45-49 20.8 36.2 63.0 82.5 91.2 97.9 1.4 16.3
20-49 8.0 18.3 46.5 65.8 75.9 85.1 1.3 18.3
25-49 9.9 21.7 50.9 68.7 79.7 90.8 4.1 17.9
RURAL
13-14 1.7 NA NA NA NA NA 90.4 NC
15-19 6.9 23.4 -- HA NA NA 49.9 NC
20-24 1.7 37.6 70.8 86.6 -- NA 8.2 15.8
25-29 16.3 41.0 75.9 89.2 95.9 98.0 1.4 15.6
30-34 22.1 47.6 84.8 94.8 97.6 99.0 0.4 15.2
35-39 24.4 50.8 83.5 94.8 97.4 98.3 0.8 14.9
40-44 33.2 58.5 82.0 91.2 96.8 99.1 0.5 14.3
45-49 40.0 62.5 89.5 94.0 99.0 100.0 -- 13.9
20-49 21.3 46.6 79.1 91.2 95.4 96.8 2.7 15.3
25-49 24.7 49.7 82.1 92.8 97.1 98.7 0.7 15.0
TOTAL
13-14 1.4 NA NA NA NA NA 93.5 NC
15-19 4.6 15.9 -- NA NA NA 62.1 NC
20-24 7.6 24.4 53.9 73.3 -- NA 18.1 17.5
25-29 12.0 30.5 62.2 77.9 87.1 94.0 4.9 16.6
30-34 14.6 32.2 67.6 81.2 88.1 94.4 1.6 16.4
35-39 17.9 38.3 69.3 83.3 89.0 94.5 1.1 16.1
40-44 23.6 43.6 69.9 82.2 90.5 96.6 0.9 15.6
45-49 31.8 51.3 78.2 90.2 95.6 99.1 0.6 14.9
20-49 15.2 33.7 64.3 79.6 86.6 91.5 6.5 16.4
25-49 18.0 37.1 68.1 82.0 89.3 95.2 2.2 16.1
NA: Not applicable
NC: Not calculated because less than 50 percent of women in the age group x to x+n
are married by age x.
-- Less than 0.05 percent
‘The current age groups include both never-married and ever-married women.

year earlier than either of these two groups. However, women belonging to other religions,
considered as a group, marry about three years later than Hindus and Muslims. Women
belonging to scheduled castes have the lowest median age at marriage (14.7 years) although it
is only about half a percent lower than those belonging to scheduled tribes (15.1 years). Even
among these two groups, the median age at marriage is beginning to rise. According to the
Child Marriage Restraint Act of 1978, the minimum legal age at marriage in India is 18 years
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Jable 4,4 Median age at first marriage

Median age at first marriage among women age 20-49 years, by current age and selected
background characteristics, Maharashtra, 1992-93

Current age
Background
characteristic 20-24 25-27 30-34 35-39  40-49 20-49 25-49
Residence
Urban 18.9 18.5 18.2 17.8 16.6 18.3 17.9
Rural 15.8 15.6 15.2 14.9 'R 15.3 15.0
Education
Illiterate 15.1 15.2 14.9 14.4 13.7 14.6 14.5

Lit., < middle complete 17.2 16.4 16.4 16.5 16.3 16.6 16.4
Middle school complete 18.7 18.3 €18.0) (18.2) (18.2) 18.4 18.2

High school and above NC 21.4 21.7 21.6 20.7 NC 21.4
Religion

Hindu 17.3 16.5 16.3 16.1 15.2 16.3 16.1

Muslim 17.3 16.9 16.4 15.6 15.9 16.4 15.2

Buddhist 18.2 €(16.2) (15.9) 15.0 13.4 16.2 15.0

Other NC (20.4) (20.0) (20.3) (¢18.5) 19.8 19.6
Caste/tribe

Scheduled caste 15.5 (15.3)  (15.0) (14.4) 14.1% 15.0 14.7

Scheduled tribe 15.4 15.4 15.6 14.9 14.3 15.2 15.1

Other 18.0 16.9 16.6 16.3 15.5 16.7 16.4
Total 17.5 16.6 16.4 16.1 15.3 16.4 16.1

NC: Not calculated because less than 50 percent of the women have married for the first
time by age 20.
() Based on 25-49 cases

for women and 21 years for men. In Maharashtra, it is clear that the majority of marriages do
not abide by the legal regulations. A majority of women age 20-24 (54 percent) got married at
age 17 or younger (see Table 4.3). In the NFHS, respondents were asked about the minimum
legal age at marriage for females and males in India. Table 4.5 presents the percentage of
women who reported correctly the minimum legal age at marriage in India according to selected
background characteristics. '

Overall, only 49 percent of respondents could correctly identify age 18 as the legal
minimum age at marriage for females, and only 31 percent could correctly identify age 21 as
the legal minimum age at marriage for males. The provisions of the law are better known in
urban areas, where more than two-thirds of women can correctly identify the legal minimum age
at marriage for females. Accurate knowledge of the legal minimum age requirements is also
closely tied to literacy and educational attainment. The majority of literate women know the
legal minimum age at marriage for males and females, but only 12 and 27 percent of illiterate
women can correctly specify the legal minimum age at marriage for males and females,
respectively. The legal minimum age at marriage for males is less well-known than the legal
minimum age at marriage for females by every group of women shown in Table 4.5.

4.3  Age at First Cohabitation

Table 4.6 shows median ages at first cohabitation with the husband. This table isthe
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able 4,5 Knowledge of mini legal o f marriage
Percent of ever-married wouen age 13-49 who correctly know the minimum
legal age at marriage fcr males and females, by selected background
characteristics, Maharashtra, 1992-93
Percentage who correctly know legal
minimum age at marriage:
Background Number
characteristic For males For females of women
Age
13-19 23.9 41.0 427
20-29 33.3 51.3 1638
30-39 33.9 50.3 1252
40-49 27.6 46.9 789
Residence
Urban 45.4 68.0 1699
Rural 21.6 35.7 2407
Education
Illiterate 12.3 26.6 2060
Lit., < middle complete 37.6 61.4 1113
Middle school complete 59.3 81.7 327
High school and above 70.1 85.5 606
Religion
Hindu 32.1 48.4 3138
Muslim 24.4 47.4 517
Buddhist 32.9 53.3 304
Other 40.1 59.9 147
Caste/tribe
Scheduled caste 25.9 44.9° 263
Scheduled tribe 15.9 28.2 390
Other 33.6 51.8 3453
Total 31.4 49.1 4106

same as Table 4.3, except that age at first cohabitation with husband is examined instead of age
at first marriage. The two ages may differ because formal marriage is not always immediately’
followed by cohabitation, which in some parts of India generally does not occur until the gauna
ceremony. In Maharashtra, however, the median age at first marriage is only slightly lower than
the median age at first cohabitation. The difference between age at first marriage and age at
first cohabitation is slightly larger in rural areas compzred with urban areas where the difference
is negligible.

4.4 Mairiage Between Relatives

~ Table 4.7 provides information on marriage between relatives. Marriage between
relatives is a form of inbreeding that has implications for mortality and morbidity as well as
fertility. For example, Bittles et al. (1992) found a positive association between consanguinity
and fertility in 19 out of 22 populations. They also found that postnatal mortality is significantly
higher among children of marriages between blood relatives. In analysing the relationship
between inbreeding and mortality, it is important to control for socioeconomic variables because
of a tendency for marriage between relatives to be more common in lower socioeconomic
groups v/hose mortality is higher primarily for socioeconomic reasons. Such a refined analysis
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Table 4,6 Age at first cohabitation with husband
Percentage of women who started living with husband by specific exact ages, and
median age at first cohabitation with husband, by current age and residence,
Maharashtra, 1992-93
Percentage who started living with husband Median age
by exact age at first
Current cohabitation
age' 13 15 18 20 22 cohabited With husband
URBAN
13-14 1.1 NA NA NA NA NA 97.7 NC
15-19 0.4 5.3 -- NA NA NA 78.7 NC
20-24 1.9 8.4 34.3 58.1 -- NA 29.4 19.0
25-29 3.0 13.9 42.2 62.0 74.7 88.0 10.3 18.6
30-34 3.7 13.2 46.1 64.4 76.6 89.2 3.1 18.3
35-39 5.7 19.3 51.8 69.0 78.3 89.7 1.7 17.8
40-44 7.0 25.9 57.1 3.3 84.7 94 .S 1.2 17.0
45-49 5.5 28.8 59.7 80.5 90.5 97.3 1.4 16.7
20-49 3.9 15.8 45.4 65.3 75.7 85.0 1.3 18.3
25-49 4.7 18.8 49.8 68.2 79.5 90.8 4.1 18.0
RURAL
13-14 0.8 NA NA NA NA 90.4 NC
15-19 3.8 22.9 - NA KA 49.9 NC
20-24 5.7 36.0 70.3 86.2 -- 8.2 15.9
25-29 8.6 38.0 74.6 88.3 95.0 1.4 15.7
30-34 9.2 44.8 82.8 94.0 96.8 0.4 15.4
35-39 12.5 48.1 82.9 94.5 97.4 0.5 15.1
40-44 13.4 53.0 79.7 89.9 94.9 - 14.8
45-49 15.0 55.0 87.5 95.0 98.0 - 14.6
20-49 9.6 43.3 7.9 90.5 94.8 2.6 15.4
25-49 11.0 45.9 80.6 92.0 96.3 0.6 15.3
TOTAL
13-14 1.0 NA NA NA KA 93.5 NC
15-19 2.4 15.4 .- NA NA 62.2 NC
20-24 3.9 22.9 53.2 3.0 -- 18.1 17.6
25-29 6.2 27.9 61.1 .4 86.6 4.9 16.7
30-34 6.7 30.5 66.2 80.6 87.7 1.6 16.5
35-39 9.4 35.1 68.9 83.0 88.8 0.9 16.2
40-44 10.1 39.1 68.1 81.3 89.6 0.7 15.9
45-49 10.9 43.8 75.6 88.8 94.8 0.6 15.4
20-49 7.0 30.8 63.1 79.1 86.2 6.5 16.6
25-49 8.2 33.7 66.8 81.3 88.8 2.1 16.3
NA: Not applicable
KC: Not calculated because less than 50 percent of women in the age group x to x+n
have started living with husband by age x.
-- Less than 0.05 percent
'The current age groups include both never-married and ever-married women.

is, however, not feasible in this report and will have to await further studies.

Table 4.7 indicates that 21 percent of ever-married women married a first cousin (on
either their father’s side or their mother’s side) and 5 percent married a second cousin, uncle,
or other blood relative. Thus, consanguineous marriages are not uncommon in Maharashtra.

They occur mainly between first cousins, as is the pattern elsewhere in India.
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Table 4.7 Marriage between relatives
Percent distribution of ever-married women by relationship to current husband, according to selected
background characteristics, Maharashtra, 1992-93
First cousin Other Other Not Total

Background Father’s Mother’s Second blood Brother non-blood re- Miss- per-
characteristic side side cousin Uncle relation in-law relation lated ing cent Number
Age

13-14 (18.5) (==) (--) --) (7.4) (3.7) (--) 70.4 (--) 100.0 27
15-19 17.0 10.5 0.5 -- 5.7 -- 1.7 64.3 -- 100.0 400
20-24 12.6 8.0 0.5 0.3 4.2 0.2 2.6 7.3 0.2 100.0 874
25-29 13.1 6.4 0.1 -- 3.4 0.3 2.7 73.8 0.1 100.0 764
30-34 11.5 6.4 0.3 -- 3.9 0.3 2.5 7.9 0.2 100.0 642
35-39 13.6 8.7 0.2 0.5 5.6 0.5 2.8 68.0 0.2 100.0 610
40-44 12.0 6.6 0.5 0.7 5.2 0.5 1.8 72.9 -- 100.0 442
45-49 10.1 8.6 -- .- 3.2 0.6 2.3 7.9 0.3 100.0 347
Residence

Urban 9.4 7.3 0.4 0.4 4.7 0.2 2.8 74.8 0.1 100.0 1699
Rurat 15.3 7.9 0.2 0.1 4.2 0.5 2.2 69.4 0.2 100.0 2407
Education

Illiterate 15.0 9.6 0.3 0.2 4.8 0.4 2.0 67.4 0.2 100.0 2060
Lit.,<middle

complete 13.1 6.3 0.5 0.1 4.9 0.3 2.9 71.8 0.1 100.0 1113
Middte school

complete 8.6 8.3 -- 0.6 3.1 .- 3.1 76.5 -- 100.0 327
High school

and above 7.3 3.1 -- 0.3 2.8 0.5 2.6 83.3 == 100.0 606
Religion

Hindu 12.6 6.2 0.3 0.2 4.3 0.3 2.4 73.5 0.1 100.0 3138
Muslim 15.7 18.0 0.4 0.6 6.2 0.2 2.3 56.5 0.2 100.0 517
Buddhist 13.2 6.3 -- .- 2.6 1.0 2.6 74.3 --  100.0 304
Other 7.5 4.1 0.7 -- 4.1 -- 2.7 80.3 0. 100.0 147
Caste/tribe

Scheduted caste 16.3 8.7 0.8 -- 3.4 0.8 1.5 68.4 --  100.0 263
Scheduled tribe 14.4 8.7 -- -- 3.8 0.3 1.5 71.0 0.3 100.0 390
Other 12.4 7.4 0.3 0.3 4.5 0.3 2.6 72.0 0.1 100.0 3453
Total 12.9 7.6 0.3 0.2 4.4 0.3 2.4 71.7 0.1 100.0 4106
() Based on 25-49 cases
-~ Less than 0.05 percent

The percentages marrying a close relative do not vary much by age, indicating that the
propensity to marry a relative has not changed much over time. Urban women are less likely
to have married a close relative than rural women, consistent with the general pattern observed
elsewhere (Rao et al., 1972; Khlat and Khoury, 1991; Rao and Inbaraj, 1977). Less educated
women are more likely than more educated women to have married a close relative, but some
cousin marriages are still evident in the higher educationa! groups. Muslim women are more
likely to have entered into consanguineous marriages than non-Muslim women. Two in five
Muslim women have married a blood relative. Consanguineous marriages are slightly more
common among those belonging to scheduled castes and scheduled tribes than among others,
although the differences by caste/tribe are marginal.
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CHAPTER 5

FERTILITY

A major objective of the Maharashtra NFHS is to provide detailed information on fertility
levels, differentials and trends in the state. This chapter presents a description of current and
past fertility levels, cumulative fertility and family size, fertility levels by socio-demographic
characteristics, pregnancy outcomes, birth intervals and durations of postpartum amenorrhoea,
abstinence and nonsusceptibility. Topics such as age at first birth and age at last birth, teenage
childbearing and age at menopause are also discussed.

The fertility measures are calculated from the birth history data. Birth intervals and
mother’s age at initiation of childbearing are computed from data on the timing of births.
Several measures and procedures were undertaken to secure complete and accurate reporting of
births, including their timing. First, women were asked about the number of sons and daughters
presently living at home and elsewhere and those who had died. Second, for each live birth in
the birth history, information was collected on the sex, age, and survival status of the child. For
dead children, age at death was noted. Interviewers were given extensive training in probing
techniques to help respondents to report accurately. Interviewers were instructed to check any
documents (such as horoscopes, school certificates or vaccination cards) that might provide
information on date of birth, and to probe for the reason for any birth interval of four or more
years in order to prevent omission of births, especially births of children who died before the
date of the survey. This additional probing also helped to obtain more accurate information on
stillbirths and abortions.

Despite all these efforts to improve data quality, the NFHS may still be subject to the
same kinds of errors inherent in all retrospective sample surveys -- namely, the omission of
some births (especially births of children who died at very young ages) and the difficulty of
determining birth dates accurately. However, these problems may not be particularly common
in Maharashtra where the level of female literacy is comparatively higher.

5.1  Current Fertility Levels, Differentials and Trends

Fertility levels, trends, and differentials are discussed using both summary and age-
specific measures of fertility. Summary measures include the crude birth rate (CBR), the
general fertility rate (GFR) and the total fertility rate (TFR). The crude birth rate is calculated
both from births recorded in the Household Questionnaire and from births recorded in the birth
history in the Woman’s Questionnaire. All other fertility measures are computed from the birth
history information in the Woman’s Questionnaire. The crude birth rate calculated from births
recorded in the Household Questionnaire pertains to the two-year period immediately preceding
the survey. All other measures are calculated for the three-year petiod preceding the survey.
A three-year period is chosen to get the most recent data while still retaining a reasonably large
sample of births, and also to minimize problems of displacement of births from years
immediately preceding the survey to earlier years. Since the NFHS was fielded between
November 1992 and March 1993, the three-year period prior to the survey corresponds roughly
to the years 1990-92.
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The NFHS fertility estimates can be compared with estimates from the Sample
Registration System (SRS) maintained by the Office of the Registrar General, India. The most
recent report with estimates for Maharashtra is for 1991 (Office of the Registrar General, India,
1993a). Estimates of various fertility measures from the NFHS and the SRS are shown by place
of residence in Table 5.1 and discussed in the following sections.

Crude Birth Rate

Table 5.1 shows two different sets of NFHS crude birth rates. The first set is based on
births that occurred to usual residents of the household during the two-year period prior to the
survey as obtained in the Household Questionnaire. This CBR is calculated as the annual
number of births in the two-year period before the date of interview per 1,000 usual residents
at the time of the survey. The denominator of this measure is adjusted by projecting the
population backward to the mid-point of the time period on the basis of the intercensal
population growth rate in the state. This is done separately for urban and rural areas. The
second set of CBR is derived from the births recorded in the woman’s birth history in the
Woman’s Questionnaire and refers to the three-year period before the survey. This CBR is
calculated as a sum of products where each product is an age-specific birth rate multiplied by
the ratio of females in the specific age group to total de facto population.

Table 5.1 Current fertility

Age-specific and cumulative fertility rates and crude birth rates from the NFHS and the SRS,
by residence, Maharashtra, 1990-92

NFHS (1990-92)' SRS (1991)

Age Urban Rural Total Urban Rural Total
13-14 0.008 0.026 0.019 u u u
15-19 0.088 0.183 0.141 0.0461 0.099 0.080
20-24 0.196 0.252 0.227 0.197 0.263 0.238
25-29 0.151 0.118 0.132 0.164 0.178 0.173
30-34 0.054 0.052 0.053 0.066 0.080 0.075
35-39 0.014 0.010 0.012 0.023 0.034 0.032
40-44 0.003 0.009 0.006 0.004 0.013 0.009
45-49 0.000 0.000 0.000 0.001 0.002 0.001
TFR 15-44 2.54 3.12 2.86 2.5 3.4 3.0
TFR 15-49 2.54 3.12 2.86 2.5 3.4 3.0
GFR 95 127 113 87 14 104
NFHS CBR based on

Household birth record 24.0 26.4 25.4 NA NA NA

Woman’s birth history 24.4 28.4 26.7 NA NA NA
SRS CBR NA NA NA 22.9 28.0 26.2

Note: Rates from NFHS are for the period 1-36 months before the interview, except for the CBR
from the household birth record which is based on the period 1-24 months before the interview.
The 36 months before the interview extend approximately from 19 January 1990 to 19 January 1993
and are labelled 1990-92 in the table. (The survey was conducted between 23 November 1992 and
18 March 1993.) Rates for the age group 45-49 might be slightly biased due to truncation.
TFR: Total Fertility Rate for ages 15-44 and 15-49, expressed per woman.

GFR: General Fertility Rate (births to women age 13-49 divided by woman-years lived between age
15-49) expressed per 1,000 women.

CBR: Crude Birth Rate, expressed per 1,000 population.

NA: Not applicable

U: Not available

'Three years preceding the survey

Source for SRS data: Office of the Registrar General, India (1993a)
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The CBR estimated from the weman’s birth history (the three-year estimate) for the state
as a whole is 26.7 as compared to 25.4 estimated from the household birth record (the two-year
estimate). The two estimates agree quite closely with one another in urban areas, whereas the
agreement is less close in rural areas. The NFHS CBR based on the household birth record is
an estimate for the de jure sample population, whereas the CBR based.on the woman’s birth
history is a de facto estimate. The SRS estimate of CBR, which is estimated for the de jure
population for 1991 (26.2) is slightly higher than the NFHS estimate from the household birth
record (25.4), and is virtually identical to the NFHS estimate based on women’s birth histories
(26.7). The NFHS and SRS estimates are similar in rural Maharashtra, but the SRS rate is
slightly lower than the three-year NFHS estimate in urban areas. The NFHS CBRs based on
women’s birth histories by residence indicate that rural fertility is 16 percent higher than urban
fertility.

General Fertility Rate

The general fertility rate (GFR) in the NFHS is calculated by dividing the total number
of births to women age 13-49 that occurred during the time period by the number of woman-
years lived between ages 15 and 49 during the period, and multiplying the result by 1,000. The
NFHS estimate of the GFR for Maharashtra for 1990-92 is 113 births per 1,000 women. The
estimated GFR is considerably higher in rural areas (127) than in urban areas (95). The SRS
estimate for 1991 is lower than the NFHS estimate for 1990-92 for the state as a whole (104),
as well as for rural (114) and urban (87) areas.

Age-Specific and Total Fertility Rates

Both the CBR and the GFR are crude summary measures of fertility. A better picture
of fertility can be obtained by examining the age-specific fertility rates (ASFRs) and the total
fertility rate (TFR) which are not affected by the age structure of the population. Both the
ASFRs and TFR are based on births during the three-year period preceding the survey. To
compute the numerator for the NFHS age-specific rates, live births are classified by (1) segment
of time preceding the survey (that is, 1-36 months), based on the date of interview and the date
of birth and (2) age of the mother (in conventional five-year groupings) at the time of birth,
based on the date of interview and the dates of birth of both mother and child. The numerator
of an age-specific fertility rate is live births to women in a five-year age group in the last three
years and the denominator is the number of woman-years lived in the same five-year age group
during the three-year time period. The TFR is a summary measure that indicates the number
of children a woman would bear during her reproductive years if she were to experience the age-
specific fertility rates prevailing at the time of the survey. Mathematically, the TFR is five
times the sum of the age-specific fertility rates for each five-year age group.

A TFR of 2.9 children is observed for the period 1990-92 for both the 15-44 age group
and the 15-49 age group, since there were no births to women age 45-49 during the three years
preceding the survey. As expected, the TFR in urban areas (2.5) is lower than that in rural
areas (3.1). In other words, rural women would on average have approximately half a child
more (or 19 percent 1more children) than urban women. The TFR estimated for 1991 from the
SRS is 3.0, which i3 almost the same as the TFR from the NFHS for 1990-92 (Gffice of the
Registrar General, India, 1993a).
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Figure 5.1
Age-Specific Fertility Rates
by Residence

Births per 1,000 Women
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Age

l |- Urban = Rural i

Note: Rates are for the three years

before the survey (1990-92)
NFHS, Maharashtra, 1992-93

Age-specific fertility rates follow the expected pattern. Fertility peaks at age 20-24,
reflecting the pattern of early marriage and declines substantially in the next age group, 25-29,
and falls steeply thereafter (see Figure 5.1). The prime childbearing ages in Maharashtra extend
from age 15 to 29 years, during which 87 percent of births occur. Early childbearing in
Maharashtra is indicated by the fact that one-quarter of all births occur in the age group 15-19.
The contribution from ages 30-44 is onlv 12 percent. The very low fertility rate observed for
women in the older age groups (40-44 and 45-49) can be explained in terms of several factors.
A very large percentage of women age 40 and over are sterilized or have attained menopause.
Moreover, terminal abstinence is often practiced by couples once their daughter attains menarche
or once any of their children get married or have a child.

Fertility up to age 25-29 is higher in rural areas than in urban areas. Although fertility
in both urban and rural areas peaks at 20-24, the fertility rates in age groups 25-29, 30-34 and
35-39 are higher for urban areas than for rural areas, probably because childbearing tends. to
start somewhat later in urban areas. Interestingly, the data from the NFHS reveal that the use
of contraceptive methods in rural areas in age group 25-29 onwards is higher than in urban areas
(see Table 6.4 in Chapter 6).

A comparison of the ASFRs from the NFHS and the SRS, as shown in Table 5.1 and
Figure 5.2, indicates that the NFHS enumerates relatively more births to younger women than
the SRS and relatively fewer births to older women. The large difference for the 15-19 age
group may be due to the fact that the SRS rates are de jure while the NFHS rates are de Jacto.
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Figure 5.2
Age-Specific Fertility Rates
NFHS and SRS
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In calculating fertility rates, the SRS excludes births occurring within the sample unit to visitors,
but includes births to usual residents outside the sample unit. Since young women typically
return to their parental home to have their first baby, it is not surprising that :1ie NFHS fertility
estimate for the 15-19 age group is considerably higher than the SRS estimate.

NFHS, Maharashtra, 1992-93

Fertility Differentials and Trends

The change in fertility over a period of time can be ascertained by comparing the fertility
estimates of the NFHS with that of another large-scale sample survey conducted in Maharashtra
in 1980 (Srikantan and Bhate, 1989). The 1980 survey was a part of the National Fertility and
Mortality Survey (NFMS) and covered a sample of 7,500 families spread over 100 villages and
104 urban blocks in Maharashtra. A comparison of the age-specific and total fertility rates from
the NFHS with those of the NFMS is provided in Table 5.1A. For the state as a whole, the
TFR has declined from 3.8 in 1980 to 2.9 in 1990-92, a 24 percent decline. In rural
Maharashtra, the TFR declined from 4.2 to 3.1 and in urban Maharashtra, from 3.0 to 2.5 over
the same period. Thus the rural areas of the state witnessed a larger reduction in fertility (26
percent) than urban areas (14 percent).

The fertility trends can also be studied by comparing the current and cohort fertility
measures. Table 5.2 and Figure 5.3 show current and cohort fertility estimated in the NFHS
by selected background variables. Current fertility is measured by the total fertility rate for the
three years prior to the survey. Cohort fertility is measured by the mean number of children
ever born to women age 40-49 at the time of the survey. Both measures are computed from the
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Jable 5.1A Age-specific and cunulative fertility rates from National

Fertility and Mortality Survey (NFMS) and NFHS

Age-specific and cumulative fertility rates from the NFMS and the
NFHS, by residence, Maharashtra, 1980-1992

NFMS (1980) NFHS (1990-92)
Age Urban Rural Total Urban Rural Total
15-19  0.040 0.078 0.064 0.088 0.183 0.141
20-24 0,184 0.282 0.249 0.196 0.252 0.227
25-29 0.196 0.250 0.230 0.151 0.118 0.132
30-34 0.110 0.140 0.129 0.054 0.052 0.053
35-39 0.053 0.069 0.063 0.014 0.010 0.012
40-44 0.008 0.022 0.017 0.003 0.009 0.006
45-49 0.000 0.002 0.001 0.000 0.000 0.000
TFR 2.95 4.21 3.76 2.54 3.12 2.86

Source for NFMS data: Srikantan and Bhate (1989)

birth history information obtainred from the Woman’s Questionnaire.

If there had been no change in fertility during the decades prior to the survey, the current
and cohort measures would be almost identical, differences being due solely to the slightly
incomplete fertility of women age 40-49. If fertility has declined, current fertility will be lower
than cohort fertility, with larger differences generally indicating more rapid decline. The gap
between the TFR of 2.9 and the mean number of children ever born of 4.3 suggests that fertility
has declined in Maharashtra during the recent decades. According to these measures fertility
has declined more or less at the same speed in both urban and rural areas.

Table 5.2 provides information on differentials in fertility and the trends in each
subgroup. Fertility differentials by education, religion and caste/tribe are quite substantial in
Maharashtra. The TFR decreases with the increase in the educational level of the woman.
Women with at least a high school education have a replacement level TFR of 2.1, whereas the
illiterate women have a TFR of 3.5, which is 67 percent higher. Religious differences in
fertility are more pronounced. Whether we ccnsider current or cohort measures, Muslims have
the highest fertility, followed by Buddhists and Hindus, and members of other religions have the
lowest fertility. The TFR for Muslims (4.1) is higher than thai for Hindus (2.7) by 53 percent
(equivalent to more than one child, on average). Scheduled tribes have a higher fertility than
scheduled castes and others. The TFR in any category shown in Table 5.2 is lower than the
mean number of children ever born to women age 40-49 in the same category, indicating that
fertility has declined in all sections of the population in the state during the past three decades
or so.

The most direct way of examining fertility trends is to examine changes in age-specific
rates over time. Data from the birth history have been used to compute age-specific fertility
rates for different time periods in order to obtain a preliminary assessment of the trend in
fertility. Because information on fertility was collected only for women under 50 years of age,
the further we go back in time from the date of the survey, the less complete are the age-specific
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Table 5.2 Fertility by background characteristics
Total fertility rate for the three years preceding the
survey, and mean number of children ever born to women
age 40-49, by selacted background characteristics,
Maharashtra, 1992-93
Mean number
of children
Total ever born to

Background fertility women age
characteristic rate' 40-49
Residence

Urban 2.54 3.94

Rural 3.12 4,53
Education

Illiterate 3.47 4.69

Lit., < middle complete 3.00 4,05

Middle school complete 2.47 3.45

High school and above 2.08 2.76
Religion

Hindu 2.69 4.12

Muslim 4.1 5.20

Buddhist 3.4 4.40

Other 1.65 3.41
Caste/tribe

Scheduled caste 3.04 4.31

Scheduled tribe 3.24 4,84

Other 2.80 4,19
Total 2.86 4.25
'Rate for women age 15-49

fertility rates (some rates for prior time periods are subject to a degree of truncation, i.e.,
censoring, and some cannot be computed at all). Table 5.3 gives the age-specific fertility rates
for the 20 years preceding the survey. In order to minimize the fluctuations in the annual rates
caused by a combination of such factors as misreporting of birth dates and sampling errors
associated with a relatively small size, age-specific fertility rates are computed for four five-year
time periods. In almost every age group and in both urban and rural areas, fertility has ceclined
steadily from the period 10-14 years before the survey to the period 0-4 years before the survey.
A major fertility decline in the state as well as in its urban and rural areas took place during the
last ten years. In the state as a whole, cumulative fertility at age 40 (calculated like the TFR
but truncated at age 40) for the period 0-4 years preceding the survey (roughly 1988-1992) is
3.0 children per woman. Corresponding values for the periods 5-9 and 10-14 years before the
survey are 3.9 and 4.4, respectively.
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Figure 5.3
Total Fertility Rate (TFR) and Mean
Number of Children Ever Born (CEB)
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Further evidence of a decline in fertility over time is shown in Table 5.4, which gives
fertility rates for ever-rurried women by duration since first effective marriage' for four five-
year time periods preceding the survey. This measur2 controls to some extent for changing age
at marriage and may help to unrav:l the trends observed in Table 5.3. In most marital duration
groups, fertility has declined steadily over time. The rapidity of fertility decline increases with
the increase in marital duration, being most pronounced for women married 20 or more years.
The pace of decline in marital duration-specific fertility rates has accelerated in the most recent
period, consistent with the trend in age-specific fertility rates shown in Table 5.3. The duration-
specific rates are generally lower in urban areas than in rural areas in all time periods.

§.2  Outcome of Pregnancies
The percent distribution of previous pregnancies by pregnanCy outcome (spontaneous

abortion, induced abortion, stillbirth, or live birth), specified by place of rvesidence for age
groups of ever-married women, is shown in Table 5.5. In this table, the reporting of live births

'Becuuse information was collected only on a woman's age at effective marriage, but not the year and
month of her effective marriage (which would be difficult to determine accurately in most cases), duration since
first effective marriage is calculated as the woman's age at the specified time period ninus the age at which ske
started living with her (first) husband. For those whose current age is the same as their age at effective marriage
(marriage duration 0), the average period covered is only about six months rather than one full year. Hence, the
2-4 duraticn category effectively covers a period of only about 4.5 years, whereas all other duration categories cover

years,
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Table 5.3 Fertility trends
Age-specific fertility rates for five-year periods preceding the
survey by residence, Maharashtra, 1992-93
Matarnal Years preceding survey
age at
birth 0-4 5-9 10-14 15-19
URBAN
13-14 0.010 0.018 0.021 0.018
15-19 0.090 0.126 0.133 0.1461
20-24 0.202 0.252 0.247 0.280
25-29 0.140 0.165 0.206 0.210
30-34 0.061 0.079 0.103 [0.121]
35-3¢ 0.018 0.031 [0.051) u
40-44 0.003 [0.000] U u
45-49 [0.000) u u u
RURAL
13-14 0.028 0.069 0.050 0.050
1519 0.194 0.231 0.239 0.221
20-24 0.252 0.295 0.302 0.288
25-29 0.124 0.153 0.208 0.214
30-34 0.053 0.081 0.10% [0.178)]
35-39 0.015 0.029 i0.061) u
40-44 0.009 [0.021] u u
45-49 £0.000) U u u
TOTAL
13-14 0.021 0.045 0.037 0.036
15-19 0.147 0.183 0.194 0.184
20-24 0.230 0.277 0.277 0.284
25-29 0.131 0.158 0.207 0.212
30-34 0.057 0.080 0.102 [0.153)
35-39 0.016 0.030 [0.0571 u
40-44 0.007 [0.012) u u
45-49 [0.000] u u u
Note: Age-specific fertility rates are per woman.
U: Not availabls
[ 1 Truncated, censored

and stillbirths is probably close to complete, because of the extensive probing that occurred when
the birth histories were collected. However, abortions may be underreported.

Among all pregnancies reported in the survey, 93 percent resulted in live births, 2
percent in stillbirths, 4 percent in spontaneous abortions, and 1 percent in induced abortions.
There is relatively little variation in the outcome of pregnancies by age for the state as a whole.
Rural areas account for more than 60 percent of all pregnancies. Pregnancy outcomes in urban
areas show somewhat higher pregnancy wastage than in rural areas.

3.3  Children Ever Born and Living
The number of children a woman has ever borne is a cohort measure of fertility.
Because it reflects fertility in the past, it provides a somewhat different picture of fertility levels,

trends, and differentials than do period measures of fertility such as the CBR and the TFR. The

63



Iable 5.4 Fertility by marital duration
Fertility rates for ever-married women by duration since first
effective marriage (in years) for five-year periods preceding the
survey, Maharashtra, 1992-93
Duration of
effective Years preceding survey
marriage
at birth 0-4 5-9 10-14 15-19
URBAN
0-4 0.306 0.338 0.298 0.321
5-9 0.179 0.208 0.251 0.278
10-14 0.081 0.115 0.165 0.199
15-19 0.061 0.059 0.110 €0.138)
20-24 0,012 0.031 (0.059) *
25-29 0.001 (0.005) * *
RURAL
0-4 0.332 0.334 0.316 0.265
5-9 0.233 0.280 0.300 0.304
10-14 0.114 0.143 0.207 0.212
15-19 0.039 0.075 0.096 0.163
20-24 0.020 0.035 0.072 *
25-29 0.009 0.017 * *
TOTAL
0-4 0.321 0.336 0.308 0.288
5-9 0.211 0.250 0.279 0.293
10-14 0.100 0.132 0.189 0.207
15-19 0.040 0.068 0.102 0.155
20-24 0.016 0.034 0.068 *
25-29 0.006 0.013 * *
Note: Duration specific fertility rates are per woman. The duration
of effzctive marriage is defined as the difference between the
woman’s age at the specified time period and the age she began
living with her husband.
() Based on 125-249 person-years of exposure
* Rates not shown; based on fewer than 125 person-years of exposure

distribution of women by number of children ever born is presented in Table 5.6 for all
women(regardless of marital status) and for currently married women by age. This table also
shows the mean number of children ever born and the mean number of children still living.

Early childbearing is not uncommon in Maharashtra. One percent of all women age 13-
14 and 23 percent of all women age 15-19 in Maharashtra have given birth to at least one child.
However, among the currently married women in the age groups 13-14 and 15-19, the
percentage having at least one child is 15 and 62, respectively. The difference between the
fertility of all women and currently married women is brought about by the proportion of all
women who remain unmarried, which is more pronounced in the younger ages.

Women (of all marital statuses) age 13-49 in Maharashtra have had an average of 2.2
children, and currently married women age 13-49 have had an average of 3.0 children. The
average number of children ever born and children living increases steadily with ag=>, both for
all women and for currently married women. For all women, these numbers reach 4.5 children
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Table 5.5 _ Outcome of pregnancy
Percent distribution of all pregnancies of ever-married women by their outcome,
according to age of the woman and residerze, Maharashtra, 1992-93
Outcome of pregnancy

Current Spontaneous  Induced Still- Live Total Number of
age abortion abortion birth birth percent pregnancies

URBANM
15-19 10.1 1.3 -- 88.6 100.0 79
20-24 6.9 1.8 1.5 89.8 100.0 619
25-29 6.4 1.8 3.1 88.8 100.0 848
30-34 4.5 3.2 1.7 90.6 100.0 954
35-39 4.3 2.2 1.4 92.1 100.0 1037
40-44 3.2 1.6 1.9 93.3 100.0 941
45-49 4.7 G.8 2.4 92.1 100.0 660
Total 4.9 2.0 1.9 91.2 100.0 5139

RURAL
15-19 5.0 0.7 .- 94.3 100.0 298
20-24 3.9 0.5 2.5 93.1 100.0 1142
25-29 3.6 0.6 1.7 94.0 100.0 1435
30-34 3.1 0.4 2.3 94.2 100.0 1427
35-39 2.6 0.3 2.3 9.8 100.0 1398
40-44 4.5 0.3 1.7 93.5 100.0 979
45-49 3.8 0.4 2.0 93.8 100.0 1039
Total 3.6 0.4 2.0 94.0 100.0 7721

TOTAL
15-19 6.1 0.8 .- 93.1 100.0 377
20-24 5.0 1.0 2.1 91.9 100.0 1761
25-29 4.6 1.1 2.2 92.1 100.0 2283
30-34 3.7 1.6 2.1 92.7 100.0 2381
35-39 3.3 1.1 1.9 93.7 100.0 2435
40-44 3.9 0.9 1.8 93.4 100.0 1920
45-49 4.1 0.5 2.2 93.2 100.0 1699
Total 4.1 1.0 2.0 92.9 100.0 12860
Note: Total includes 4 pregnancies to women age 13-14, which are not shown separately.
-- Less than 0.05 percent

ever born and 3.7 children living by age 45-49. It is not uncommon in sample surveys to find
mean numbers of children ever born for older age groups declining, which may indicate
deteriorating completeness of reporting of children ever born as women reach the end of the
reproductive age span. Although the steady increase with age in the NFHS mean number of
children ever born does not provide conclusive evidence that births have been completely
reported by older women, there is no indication of underreporting, either in the pattern or the
level of fertility.

The parity distribution for older currently married women provides a measure of primary
sterility, which is the proportion of women who are unable to have children. In Maharashtra,
the proportion of currently married women age 45-49 with no children ever born is about one
percent.  Population censuses, surveys and studies in India show values higher than this
(Murlidhar, 1988).
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Table 5.6 children ever born and living
Percent distribution of all women and currently married women by number of children ever born and mean number
of children ever born (CEB) and living, according to age, Maharashtra, 1992-93
Lhildren ever born Number Mean
Total of Mean children
Age 0 1 2 3 4 5 [ 7 8 9 10+ percent women CEB living
ALL WOMEN
13-14 99.0 1.0 -- -- -- -- -- -- - .- -- 100.0 415 0.01 0.01
15-19 7.0 1.9 6.1 1.7 0.1 0.1 .- -- s - -- 100.0 1058 0.33 0.30
20-24 31.2 21,64 22.7 17.1 5.7 1.1 0.8 -- - e- --  100.0 1068 1.52 1.4
25-29 10.6 12.7 22.8 26.3 18.3 6.2 1.9 0.9 0.4 -- --  100.0 803 2.62 2.38
30-34 4.6 7.1 18.7 26.1 21.9 1.8 4.9 3.2 0.9 0.9 0.2 100.0 652 3.38 3.06
35-39 5.3 5.4 15.6 23.9 19.3 15.8 6.7 3.9 1.5 1.0 1.8 100.0 616 3.70 3.2
40-44 3.4 5.8 16.6 20.4 19.5 3.7 9.0 8.1 2.7 1.1 1.6 105.0 445 4.00 3.46
45-49 3.8 5.4 8.0 17.2 16.9 18.0 12.9 5.7 6.3 3.4 2.3 100.0 349 4.53 3.67
Total 32.1 11.4 164.8 163 11.4 6.7 3.4 2.0 1.0 0.5 0.5 100.0 5406 2.21 1.95
CURRENTLY HARRIED WOMEN
13-14  (85.2)€14.8) (--) (--) (-=) (-=) (--) (--) (--) (--) (--) 100.0 27 0.:» 0.15
15-19 38.3 39.5 16.8 4.7 0.3 9.3 -- -- - .- -- 1009 386 0.90 0.82
20-24 14.7 25.7 28.6 21.3 7.2 1.4 11 -- - .- -- 100.0 836 1.89 1.76
25-29 4.6 11.9 24.2 28.5 20.4 6.9 2.1 1.0 0.4 -- --  100.0 715 2.85 *© T
30-34 2.3 6.0 18.9 27.6 22.6 11.8 5.3 3.3 1.0 1.0 0.2 100.0 602 3.50 3.17
35-39 3.6 5.0 15.5 24,2 19.6 16.4 7.0 4.1 1.6 1.1 2.0 100.0 561 3.82 3.35
40-44 2.1 4.9 13.6 21.0 21.0 14.6 9.5 7.9 2.6 1.3 1.8 100.0 390 4.16 3.60
45-49 1.3 4.7 8.3 17.6 17.3 19.3 13.3 5.6 6,3 3.7 2.7 100.0 301 4,70 3.80
Total 9.8 14.5 19.8 21.9 15.4 8.9 4.5 2.6 1.2 0.7 0.7 100.0 3818 2.95 2.62
() Based on 25-49 cases
-- Less then 0.05 percent

The distribution of women age 45-49 by number of children ever born is of particular
interest since these women have almost completed their childbearing. Therefore, the distribution
of children ever born represents tne completed parity distribution of this cohort of women.
Completed parity distributions are generally unimodal, with the modal number of children born
near the mean number of children born. It is clear from Table 5.6 that the distribution of all
women, as well as currently married women, by number of children ever born is unimodal with
the modal number of children ever born near the mean number of children ever born. Women
age 45-49 have an average of 5 children, with 34 percent of all women, and 32 percent of
currently married won.en having 3 or fewer children, and six percent of all women having nine
or more. On average, the number of dead children per woman is 0.3 child among both
currently married and all women age 13-49, representing about 11 percent of all children ever
born.

Table 5.7 shows differentials in the mean number of children ever born and the number
still living according to some selected background characteristics of currently married women.
To avoid the confounding influence of different age distributions of women in different groups,
the mean values in the table are all age standardized, using the age distribution of all currently
murried women as the standard. The average number of males ever born is slightly higher than
the average number of females ever born, a biological pattern that is observed everywhere in
the world. Fertility, as indicated by children ever born, is higher in rural areas, among the
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Table 5.7 Mean number of children ever born and living by background
characteristics
Age-standardized mean number of children ever born and living for currently married
women, according to sex and selected background characteristics, Maharashtra, 1992-93
Children ever born Children living
Background
characteristic Male Female Total Male Female Total
Age
13-14 (0.1) (0.1) <(0.1) (0.1) (¢0.1) (0.1)
15-19 0.4 0.4 0.9 0.4 0.4 08
20-24 0.9 1.0 1.9 0.9 0.9 1.8
25-29 1.5 1.3 2.8 1.4 1.2 2.6
30-34 1.8 1.7 3.5 1.6 1.5 3.2
35-39 2.0 1.9 3.8 1.7 1.7 3.3
40-44 2.1 2.1 4.2 1.8 1.8 3.6
45-49 .4 2.3 4.7 2.0 1.8 3.8
Residence
Urban 1.4 1.4 2.8 1.3 1.3 2.5
Rural 1.6 1.5 3.1 4 1.3 2.7
Education
Illiterate 1.8 1.7 3.5 1.5 1.5 3.0
Literate, < middle complete 1.4 1.4 2.8 1.3 1.3 2.6
Middle school complete 1.2 1.0 2.2 1.1 0.9 2.0
High school and above 1.0 1.0 1.9 0.9 0.9 1.8
Religion
Hindu 1.5 1.4 2.9 1.3 1.2 2.5
Muslim 1.8 1.8 3.6 1.6 1.6 3.3
Buddhist 1.5 1.4 2.9 1.3 1.2 2.5
Other 1.2 1.1 .4 1.1 1.0 2.2
Caste/tribe
Scheduled caste 1.7 1.5 3.2 1.4 1.3 2.7
Scheduled tribe 1.6 1.6 3.2 1.4 1.4 2.8
Other 1.5 1.4 2.9 1.3 1.3 2.5
Total 1.5 1.4 2.9 1.3 1.3 2.6
Note: The means by residence, education, religion and caste/tribe are standardized
on the age distribution of all currently married women.
() Based on 25-49 cass

illiterate and less educated, Muslims, scheduled castes and scheduled tribes. The differentials
in children ever born by education are more pronounced.

A similar pattern is observed when differentials in the number of living children are
examined. The gap between Muslim and Hindu fertility increases when fertility is measured in
terms of living children, as the proportion of dead children to children ever born is higher for
Hindus than for Muslims.

5.4  Birth Order
The distribution of births by order of birth and the proportions of higher order births are

useful indicators of fertility. Table 5.8 gives the percentage distribution of births durihg the
three years preceding the survey by birth order. Overall, 30 percent of all births are first births
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Jable 5.8 Birth order age of woman

Percent distribution of births during the three years preceding the survey by order of

birth and age of the woman at birth, according to residence, Maharashtra, 1992-93

Order of birth

Maternal age Total Number

at birth 1 2 3 4 ] 6+ percent of births
URBAN

15-19 65.6 21.4 9.9 1.5 1.5 -- 100.0 131

20-24 31.1 34.8 19.9 10.5 2.6 1.1 100.0 267

25-29 15.0 30.7 22.1 16.4 9.3 6.4 100.0 140

30-34 €(10.2) (14.3) (14.3) €18.4) (12.2) (30.6) 100.0 49

Total 33.2 28.7 17.5 10.6 4,6 5.4 100.0 606
RURAL

15-19 51.6 31.8 14.3 1.7 0.6 -- 100.0 343

20-24 16.1 29.6 30.4 16.8 4.8 2.3 100.0 392

25-29 6.7 15.3 23.3 30.0 14.0 10.7 100.0 150

30-34 8.9 10.7 8.9 10.7 16.1 44.6 1C0.0 56

Total 27.8 26.4 21.3 12.6 5.4 6.5 100.0 975
TOTAL

15-19 55.5 28.9 13.1 1.7 0.8 -- 100.0 474

20-24 22.2 .7 26.1 14.3 3.9 1.8 100.0 659

25-29 10.7 22.8 22.8 23.4 1.7 8.6 100.0 290

30-34 9.5 12.4 11.4. 14.3 14.3 38.1 100.0 105

35-49 (3.4) (10.3) (6.9) (6.9) €6.9) (65.5) 100.0 29

Total 29.9 27.3 19.9 11.8 5.1 6.1 100.0 1581

Note: Total includes 24 births to women age 13-14 (5 in urban and 19 in rural areas), 14

births to urban women age 35-49 and 15 births to rural women age 35-49, which are not

shown separately.

() Based on 25-49 cases

== Less than 0.05 percent

and 27 peccent are of order two. The proportion of third order births is 20 percent and births
of order 4 and above constitute 23 percent of all births. Lower order births (births of order 1
and 2) constitute 62 percent of all births in urban areas and 54 percent in rural areas, indicating
that the distribution of births in Maharashtra by order of birth is more skewed towards lower
order births. Higher-order births are more common among women age 30 and over; 67 percent
of births to women age 30-34 and 79 percent of births to women age 35-49 are of order four or
higher. Women in rural areas are more likely to have higher order births. According fo
the 1991 SRS, the percentage of births of order four and higher was 20 (18 and 21 percent in
urban and rural areas, respectively), indicating that the NFHS data on birth order match quite
closely with the 1991 SRS data (Office of the Registrar General, India, 1993a).

5.5 Birth Intervals
Birth intervals indicate the pace of childbearing. In addition, various studies have shown
that children born too close to a previous biith are at increased risk of dying, especially if the

interval between births is less than 24 months (Govindasamy et al., 1993; Hobcraft et al., 1983).
Table 5.9 presents the percent distribution of second and higher order births in the five-year

68



Table 5.9 Birth intervals

Percent distribution of births during the five years preceding the survey by interval since previous
birth, according to demographic and background characteristics, Maharashtra, 1992-93

Median
months
Months since previous birth since Number
- Total previous of
Characteristic <12 12-17 18-23 24-35 36-47 48+ percent birth births

Age of the mother

15-19 2.8 18.7 21.5 4r.7 8.4 0.9 100.0 24.9 107
20-29 3.0 8.8 19.7 37.5 19.8 11.2  100.0 28.1 1335
30-39 2.3 7.1 15.0 28.0 22.6 25.1 100.0 35.1 354
40-49 (3.3) (3.3) (16.7) (33.3) (13.3) (30.0} 100.0 (34.0) 30

Order of prior birth
1

2.0 10.0 19.9 34.7 18.2 15.1  100.0 29.1 708

2-3 3.3 8.1 16.9 37.7 20.1 13.8 100.0 29.1 810

4-5 2.5 9.3 20.1 37.3 21.1 9.8 100.0 27.5 204

6+ 5.8 7.7 24.0 31.7 21.2 9.6 100.0 26.7 104
Sex of prior birth

Male 2.8 8.3 18.1 36.7 19.8 14.3  100.0 29.4 900

Female 2.9 9.6 19.5 35.6 19.3 13.0 100.0 28.0 926
Survival of prior birth

still living 2.3 7.5 19.1 36.8 20.4 13.9 100.0 29.4 1667

Deceased 8.8 24.5 15.7 28.9 10.7 1.3 100.0 24.1 159
Residence

Urban 3.3 7.5 18.8 35.6 17.6 17.2  100.0 29.5 669

Rural 2.6 9.9 18.8 36.5 20.7 11.6 100.0 28.3 1157

Education of the mother

Illiterate 3.1 8.9 17.4 37.9 19.9 12.8  100.0 28.7 1012
Lit., < middle complete 1.7 9.6 22.0 36.1 20.3 10.3  100.0 27.8 477
Middle school complete 3.7 9.9 20.4 33.3 17.3 15.4 100.0 26.9 162
High school and above 4.0 6.9 17.7 28.6 17.7 25.7 100.0 34.2 175
Religion
Hindu 2.6 8.7 17.9 36.2 20.3 14.3 100.0 29.1 1306
Muslim 4.2 10.0 22.0 33.7 19.5 10.6 100.0 26.7 359
Buddhist 1.7 10.0 18.3 40.8 15.0 14.2  100.0 29.5 120
Other (2.4) (7.3) (22.0) (41.5) (9.8) (17.1) 100.0 (30.2) 41
Caste/tribe
Scheduled caste 2.3 6.8 16.7 43.9 15.2 15.2 100.0 28.6 132
Scheduled tribe 2.8 14.7 17.0 37.6 17.9 10.1  100.0 26.9 218
Other 2.9 8.3 19.3 35.2 20.2 14.0 100.0 29.1 1476
Total 2.8 9.0 18.8 36.1 19.6 13.6 100.0 28.7 1826

Note: First order births are excluded. The interval for multiple births is the number of months since
the preceding pregnancy that ended in a live birth. There were no reported second or higher order
births to women age 13-14.

( ) Based on 25-49 cases

period preceding the survey according to the length of interval since the previous birth. Overall,
one in every eight births occurred within 18 months of the previous birth and 31 percent of all
births occurred -within 24 months. Only one in seven births had an interval of four years or
longer. The median birth interval in Maharashtra is 28.7 months.
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Younger women have shorter birth intervals than older women. The median interval
ranges from 25 months for women age 15-19 to 35 months for women age 30 and over. The
relatively high proportion of births with intervals of less than 24 months among women age 15-
19 (43 percent) and 20-29 (32 percent) at the time of the survey is due at least partly to the
selection bias. Only women who have had two or more births are included in the table, and 15-
19 year old women with more than one birth have higher fecundabilivy than women at large.

The median interval is shorter for higher order births (birth order 6 and over) than for
lower order births. The median interval following a male birth is slightly longer (29 months)
than that following a female birth (28 months). There is a much larger difference (5 months)
in the median interval when the survival status of the previous birth is considered: 29 months
when the previous birth is alive compared to 24 months when the previous birth is deceased.
The proportion of births occurring within an interval of 23 months or less is higher when the
last child born is deceased (49 percent) than when it is still living (29 percent). In large part
this reflects the shortening of postpartum amenorrhoea that occurs when the preceding child dies
in infancy and breastfeeding stops prematurely.

Urban-rural differences in the median birth interval are small. Tne median birth interval
is much shorter for illiterate women (29 months) than for women who have at least a high school
education (34 months). Muslims have a slightly shorter median birth interval (27 months) than
either Hindus (29 months) or Buddhists (30 months). The median birth interval does not vary
much by caste/tribe.

5.6  Age at First and Last Birth

The ages at onset and cessation of childbearing are important demographic determinants
of fertility. A higher age at first birth and a lower age at last birth are indicators of lower
fertility. The percent distribution of women by age at first birth as well as the median age at
first birth, both classified by woman’s current age and place of residence, are shown in Table
5.10. The median age at first birth is the age by which half the women have had their first
birth. The median is undefined for women age 13-14 and 15-19 (and for 20-24 in urban areas)
because in each of these age groups, less than 50 percent of the women had a first birth before
the age at the beginning of the interval.

The median age at first birth has remained around 19 years in Maharashtra in all the age
groups, suggesting that there has been no substantial change in the age of onset of childbearing
in the state during the last two decades or so. However, the median age at first birth is slightly
higher for the younger women age 20-24. The age differentials in median age at first birth for
urban women and rural women indicate that median age at first birth has increased faster in
urban than in rural areas. While 33 percent of urban women age 45-49 had their first birth
before the age of 18, only 17 percent of those age 20-24 did so. Among women age 25-29,
which is the youngest age group for which a median can be calculated in urban areas, the
median age at first birth is almost three years higher in urban areas than in rural areas.

Estimates of median agc at first birth by selected background characteristics of women

are presented in Tablc 5.11. Although the median age at first birth varies substantially across
different categories, the medians for different current age cohorts in each of these categories dr
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Yable 5.10 Age at first birth
Percent distribution of women by age at first birth, according to current age and
residence, Maharashtra, 1992-93
Age at first birth Median age
Current No Total at first
age birth' <15 15-17 18-19  20-21 22-24 25+ percent birth
URBAN
13-14 99.4 0.6 NA NA NA NA NA 100.0 NC
15-19 88.2 2.2 7.6 2.0 NA NA NA 100.0 NC
20-24 45.4 3.7 12.9 20.3 13.4 4.3 NA 100.0 NC
25-29 16.2 5.0 20. 16.2 16.8 19.2 6.5 100.0 20.9
30-34 6.4 3.1 23.1 20.3 15.9 19.0 12.2 100.0 20.4
35-39 6.0 6.8 18.6 22.9 15.0 16.4 14.3 100.0 20.2
40-44 3.8 4.0 26.3 22.8 17.1 15.4 10.5 100.0 19.7
45-49 4.1 10.7 22.1 19.5 18.1 14.8 10.7 100.0 19.7
RURAL
13-14 98.7 1.3 NA NA NA NA NA 100.0 NC
15-19 68.7 6.6 20.0 4.8 NA NA NA 100.0 NC
20-24 18.4 131 34.6 21.0 10.4 2.5 NA 100.0 18.2
25-29 6.9 10.3 37.1 21.0 15.7 7.1 1.9 100.0 18.2
30-34 2.6 10.4 40.3 20.1 15.4 6.7 4.5 100.0 18.0
35-39 4.9 14.9 35.9 19.0 1.3 9.5 4.5 100.0 17.9
40-44 2.8 13.4 34.6 22.1 13.8 6.9 6.5 100.0 18.2
45-49 3.5 1.5 33.5 19.5 13.0 10.5 8.5 100.0 18.5
TOTAL
13-14 99.0 1.0 NA NA NA NA NA 100.0 NC
15-19 77.0 4.7 14.7 3.6 NA NA NA 100.0 NC
20-24 31.2 8.6 24.3 20.7 1.9 3.4 NA 100.0 19.6
25-29 10.6 8.1 30.0 19.0 16.2 12.2 3.9 100.0 19.0
30-34 4.4 7.1 32.5 20.2 15.6 12.3 8.0 100.0 19.1
35-39 5.3 11.2 28.1 20.8 13.0 12.7 8.9 100.0 18.9
40-44 3.4 8.5 30.3 22.5 15.5 1.2 8.5 100.0 19.0
45-49 3.8 MNM.2 28.6 19.5 15.2 12.3 9.5 100.0 19.0
NA: Not Applicable
NC: Not calculated because less than 50 percent of the women in the age group x to
x+n have had a birth by age x
' Never-married women are included in this category.

not vary much, again confirming that the median age at first birth in Maharashtra has remained
constant during the recent decades. The difference in median age at first birth between urban
and rural areas has already been maentioned. Median age at first birth increases steadily as
education increases, from 18 years for illiterate women to 23 years for women who have had
at least a high school education. The median age at first birih is 19 years for Hindus, while it
is a year less for Muslims. The median age at first birth is highest for women who belong to
other religious groups (22 years). There is little difference in the median age at first birth
between scheduled castes and scheduled tribes.

The age group 40-49 has been chosen for examining age at last birth. Table 5.12
presents the distribution of ever-married women age 40-49 by age at the birth of their last child.
In Maharashtra, no one reported having a birth at age 45 or higher. Sixty percent of the women
age 40-49 had their last birth before age 30. Nearly one-quarter had completed their
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Table 5,11

Age at first birth by background characteristics

Median age at first birth among women age 20-49 years, by current age and selected background
characteristics, Maharashtra, 1992-93

Current age

Background
characteristic 20-24 25-29 30-34 35-39 40-44 45-49  20-49 25-49
Residence

Urban NC 20.9 20.4 20.2 19.7 19.7 NC 20.3

Rural 18.2 18.2 18.0 17.9 18.2 18.5 18.1 18.1
Education

Iltliterate 17.4 17.5 17.5 17.5 18.0 18.0 17.6 17.7
Lit., < middle complete 19.4 19.2 19.0 19.0 18.8 20.6 19.2 19.1
Middle school complete NC 19.8 (20.1) (20.6) * hd NC 20.2
High school and above NC 23.1 23.0 23.9 23.5 (21.9) NC 23.2
Religion

Hindu 19.5 19.0 19.0 19.0 18.9 19.2 19.2 19.0
Muslim 19.2 18.6 18.4 18.1 18.7 (18.0) 18.6 18.3
Buddhist NC (18.6) (19.2) 17.9 (19.7) (18.2) 19.0 18.6
Other NC (21.4) (22.3) (22.7) " " NC 22.1
Caste/tribe

Scheduled caste 17.9 (17.8)  (17.0)  (17.9) (19.2) (17.6) 17.8 17.8
Scheduled tribe 17.4 18.5 17.8 17.7 (18.7) (16.4) 17.9 18.1
Other 20.0 19.3 19.4 19.2 19.0 19.2 19.6 19.2
Total 19.6 19.0 19.1 18.9 19.0 19.0 19.2  19.0

NC: Not calculated because less than 50 percent of the women had their first child by age 20.

() Based on 25-49 cases

* Median not shown; based on fewer than 25 cases

childbearing by age 25. The median age at last birth for the 40-49 age group is about 28 years,
suggesting a median length of reproduction of less than 10 years.

Table 5.12 Age at last birth

Percent distribution of ever-married women age 40-49 by age at last birth, according to
current age, Maharashtra, 1992-93

- Less than 0.05 percent

Age at last birth Number
Current No Total of
age birth <20 20-24 25-29 30-34 35-39 40-44 percent  womer,
40-44 2.7 5.2 22.2 35.5 24.4 8.1 1.8 100.0 442
45-49 3.2 2.3 16.4 36.0 24.5 13.5 3.2 100.0 147
40-49 2.9 4 19.6 35.7 24.5 10.5 2.4 100.0 789
Note: There were no women who gave birth at age 45-49,
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5.7  Childbearing at Young Ages

Fertility among teenagers (those under age 20) is drawing increasing attention from
policymakers. This is because of the increased health-related risks faced by teenage mothers.
Table 5.13 presents the proportion of ever-married women age 13-19 who are either mothers
or pregnant with their first child. The sum of these two proportions is taken as the proportion
of ever-married teenage women who have begun childbearing. Among ever-married women age
13-19, childbearing starts early. At the time of the survey, 58 percent of ever-married women
age 13-19 had already become mothers, and another 10 percent were pregnant with their first
child. However, since a large majority of women in this age group have never been married,
it appears that childbearing among teenage women is likely to be less common than in the past.
Slightly less than one-half of ever-married women age 13-16 have begun childbearing compared
to little more than three-quarters of ever-married women age 17-19. As expected, teenage
childbearing is more prevalent among illiterate women than among literate women.

Table 5.13 childbearing among ever-married women age 13-19

Percentage of ever-married women age 13-19 who are mothers or pregnant with
their first child, by age and literacy, Maharashtra, 1992-93

Percentage who are:
Percent who

Background Pregnant with have begun Number of
characteristic Mothers first child childbearing women
Age
13-16 4.5 13.4 47.9 119
17-19 66.9 9.1 76.0 308
Literacy
Illiterate 65.3 6.2 7.6 225
Literate 49.5 14.9 64.4 207,
Total 57.8 10.3 68.1 427

5.8  Postpartum Amenorrhoea, Abstinence and Nonsusceptibility

The importance of lactuiional amenorrhoea and postpartum abstinence as determinants
of fertility is well recognized. The duration of postpartum amenorrhoea (delayed resumption
of ovulation) following a birth is closely associated with the duration of breastfeeding, which
tends to suppress resumption of ovulation. Conception can also be delayed by prolonged
postpartum abstinence. The total period of protection from amenorrhoea or abstinence or both
is defined as the nonsusceptible duration. The percentage of births during the last three years
whose mothers are presently postpartum amenorrhoeic or abstaining or nonsusceptible, by
duration sinc: last birth, is presented in Table 5.14. The mean and median durations and the
prevalence/incidence mean duration are also shown in the table. The prevalence/incidence mean
is obtained by dividing th= number of mothers who are nonsusceptible by the average number
of births per month over a 36-month period.

The proportion of women amenorrhoeic gradually decreases as the interval since birth
increases. For example, 95 percent of mothers who had a birth in the last two months are
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Yable 5.14 Postpartum amenorrhoea, abstinence and nonsusceptibility
Percentage of births during the three years preceding the survey whose mothers
are postpartum amenorrhoeic, abstaining or nonsusceptible, by number of months
since birth, and median and mean durations, Maharashtra, 1992-93

Months Percent of births whose mothers are: Number
since of
birth Amenorrhoeic  Abstaining  Nonsusceptible births
<2 94.7 98.7 100.0 76
2-3 81.3 67.0 89.3 112
4 -5 69.0 46.9 79.6 113
6 -7 56.5 31.8 68.2 85
8-9 541 23.0 63.5 74
10-11 37.3 20.9 38.8 67
12-13 31.2 13.0 35.1 77
14-15 27.1 20.6 39.3 107
16-17 10.3 9.5 18.1 116
18-19 15.2 1.4 25.7 105
20-21 7.8 10.9 18.8 64
22-23 4.8 9.7 14.5 62
24-25 4.6 8.0 11.5 87
26-27 3.0 7.9 10.9 101
28-29 3.0 7.1 9.1 99
30-31 1.2 6.1 7.3 82
32-33 1.4 1.4 2.8 72
34-35 1.6 6.6 8.2 61
nodian 8.5 4.5 9.8 NA
Meoan 10.4 8.3 13.14 NA
Prevalence/incidence mean 10.4 8.2 13.2 NA
Note: Medians and means are based on current status. Nonsusceptible is defined
as either amenorrhoeic or abstaining or both.

NA: Not applicable

amenorrhoeic, and this percentage decreases to 81 for 2-3 months since birth, 57 for 6-7 months
since birth and 31 for 12-13 months since birth. There is a sudden fall in the proportion of
women still amenorrhoeic after 14-15 months since birth. For women whc gave birth 2-19
months before the survey, the proportions of mothers abstaining from sexual relations are much
lower than the proportions amenorrhoeic. Even after 4-5 months since birth, almost half the
women were still abstaining. Overall, more than 60 percent of women become susceptible to
pregnancy within 10-11 months of giving birth and more than four-fifths become susceptible
within 20-21 months. The mean and median durations of noasusceptibility are 13.1 and 9.8
months, respectively. The median duration of amenorrhoea is almost twice as high (8.5 months)
as the median duration of abstinence (4.5 inonths). Overall, women remain nonsusceptible to
conception for 13 months after a birth, primarily due to the effects of postpartum amenorrhoea.

Differentials in median durations of postpartum amenorrhoea, abstinence and
nonsusceptibility by selected sociodemographic characteristics of mothers are shown in Table
5.15. The median durations of amenorrhoea and abstinence, and thus of nonsusceptibility, are
shorter {or women below age 30 than for women over age 30. Both amenorrhoea and abstinence
tend to tee shorter in urban areas and for women with more education. The longest duration of
postpartum nonsusceptibility by religious groups is found among Buddhists (11.7 months),
followed by Hindus (10.1 months) and Muslims (8.7 months). Scheduled caste and scheduled
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Table 5.15 Median duration of postpartum nonsusceptibility by background
characteristics
Median number of months of postpartum amenorrhoea, postpartum abstinence and postpartum
nonsusceptibility, by selected background characteristics of mothers for births during
three years preceding the survey, Maharashtra, 1992-93
Background Postpartum Postpartum Postpartum Number
characteristic amenorrhoea abstinence nonsusceptibility of births
Age
13-29 8.3 4.4 9.6 1381
30-49 10.5 9.8 11.6 179
Residence
Urban 7.1 3.4 8.4 602
Rural 10.2 5.5 11.5 958
Education
Illiterate 11.0 4.8 12.0 757
Literate, < middle complete 7.8 5.0 8.3 428
Middle school complete 5.1 3.2 9.1 161
High school and above 5.1 4.0 6.1 214
Religion
Hindu 8.9 4.9 10.1 1132
Muslim 7.6 3.8 8.7 275
Buddhist 1.7 4.0 1.7 116
Other (4.5) (2.3) (4.5) 37
Caste/tribe
Scheduled caste 9.4 2.5 12.5 105
scheduled tribe 12.1 3.4 12.2 161
Other 8.2 h.7 9.3 1294
Total 8.5 4.5 9.8 1560
Note: Medians are based on current status.
() Based on 25-49 cases

tribe mothers have longer amenorrhoea than others, but the duration of abstinence does not differ
much according to caste/tribe.

5.9 Menopause

In the NFHS, menopause is defined as the absence of menstruation for at least six months
prior to the survey for women who are neither pregnant nor postpartum amenorrhoeic at the time
of the survey. Women who reported that they are menopausal are also included in this category.
In Maharashtra, the incidencc of menopause is relatively low for women in their early thirties
(3 percent), but it rises rapidly with age, particularly after age 40 (Table 5.16). By age 44-45,
about 46 percent of women are menopausal, and this percent increases to 64 for women age 46-
47 and 81 for women age 48-49. For most age groups, the proportions of women in menopause
are higher in rural areas than in urban areas, indicating that the onset of menopause appears to
be somewhat later among urban women, but this conclusion is based on rather small numbers
of women in some of the age groups.
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Table 5.16 Menopause

Percentage of currently married women age 30-49 who are in menopause, by
age and residence, Maharashtra, 1992-93

Urban Rural Total
Age Percent Number Percent Number Percent Number
30-34 3.3 242 3.2 215 3.2 557
35-39 12.4 251 9.8 295 11.0 546
40-41 22.3 94 26.6 94 24.5 188
42-43 31.4 70 42.2 64 36.6 134
44-45 39.4 66 50.5 91 45.9 157
46-47 (58.7) 46 69.0 58 64.4 104
48-49 (84.8) 46 77.6 58 80.8 104
Total 21.3 815 22.8 975 22.1 1790

Note: Percentage menopausal is defined as the percent of nonpregnant,
nonamenorrhoeic currently married women whose last menstrual period
occurred six or more months prior to the survey or who reported that they

are menopaucral.

( ) Based on 25-49 cases.

76




CHAPTER 6

FAMILY PLANNING

Information about knowledge of family planning and use of contraception is of practical
use to policymakers and programme administrators for formulating policies and strategies. This
chapter begins with an appraisal of women’s knowledge of contraceptive methods and sources
of supply of modern contraceptive methods before moving on to a consideration of current and
past practice of family planning. Special attention is focused on nonuse, reasons for
discontinuation, and intentions to use family planning in the future. This chapter also contains
information on exposure to media coverage of family planning and interspousal discussions on
family planning, and it concludes with an analysis of attitudes about family planning.

6.1 Knowledge of Family Planning Methods and Sources

Each respondent was asked the following question about her knowledge of family
planning: "Now I would like to talk about family planning -- the various ways or methods that
a couple can use to delay or avoid a pregnancy. Which ways or methods have you heard
about?" The respondent first named all the methods she knew or had heard of, without any
prompting. Then the interviewer read out the name and a short description of each method not
mentioned and asked if she knew of the method. Thus the woman’s knowledge of contraception
is measured at three levels: a) methods the woman mentions on her own (spontaneously without
probing), b) methods she says she knows when asked specifically about them (she recognizes
the method after probing), and c¢) methods she has not heard of. Six modern methods -- pills,
1UDs, injections, condoms, female sterilization and male sterilization were included as well as
two traditional methods (periodic abstinence, or the rhythm method and withdrawal). Any other
methods mentioned by the respondent, such as herbs, breastfeeding or abortion were also
recoracd. For each modern method known to the respondent, either spontaneously or after
probing, she was asked if she knew where a person could go to get the method. If she reported
knowing about the rhythm method, she was asked if she knew where a person could obtain
advice on how to use the rhythm method.

Table 6.1 presents the extent of knowledge as assessed by spontaneous responses and
probed responses. The awareness about family planning methods is widespread in Maharashtra,
with 99 and 96 percent of the ever-married women in urban and rural areas, respectively,
reporting the knowledge of at least one modern method of family planning (Figure 6.1). Eighty
percent of ever-married women in urban areas had spontaneous knowledge of at least one
modern method compared with 66 percent in rural areas. The percentage with knowledge of
any method and any modern method is similar among currently married women and ever-
married women.

There exists considerable variation in knowledge by method of contraception. The most
widely known method is female sterilization (97 percent), followed by male sterilization (83
percent), the IUD (70 percent), the pill (66 percent) and the condom (56 percent). Awareness
of modern methods exceeds awareness of traditional methods, by a wide margin. Traditional
methods are known to 23 percent of ever-married women. The fact that the two terminal
methods dominate the list implies that the level of knowledge is closely linked to the emphasis
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Jable 6.1 Knowledge of contraceptive methods and source of methods

Percentage of ever-married and currently married women knowin

8 source, by specific method and residence, Maharashtra, 1

g any contraceptive method and knowing

Ever-married women

Currently married women

Knowing method

Knowing method

Without With Knowin Without With Knowing
Hethod probe probe Total source probe ,probe Total source'
URBAN
Any method 80.5 18.6 99.1 97.4 81.6 17.5 99.1 97.5
Any modern method 79.9 19.2  99.1 97.4 81.1 18.0 99.1 97.5
Pill 52.9 29.5 82.5 73.1 54.4 28.9 83.3 761
Copper T/1UD 53.0 3.4 84,4 75.9 54.5 30.6 85.1 76.9
Injection 2.8 8.8 1.6 9.1 3.0 9.0 1.9 9.3
Condom 46.3 30.4 76.8 67.9 47.6 30.2 77.8 69.1
Female sterilization 56.0 42.8 98.9 95.9 57.0 42.0 99,0 95.9
Male sterilization 3.7 58.0 89.8 84.8 32.3 58.1 90.3 85.5
Any traditional method 7.4 2.5 31.8 NA 7.4 25.2  32.6 NA
Rhythm/periodic abstinence 6.1 23.8 29.8 22.2 6.1 2.4 30.5 233.0
Withdrawal 2.3 10.1  12.4 NA 2.2 10.5 12.8 NA
Other methods 1.2 NA 1.2 NA 1.1 NA 1.1 NA
Number of women 1699 1699 1699 1699 1574 1574 1574 1574
RURAL
Any method 66.6 29.5 96,2 93.4 67.9 29.0 96.9 94.3
Any modern method 66.0 30.2 96.1 93.4 67.2 29.6 96.9 94.3
Pill 28.9 25.6 54.5 45.5 29.9 e5.9 55.7 46.7
Copper T/1UD 34.4 25.6 60.0 50.4 34.9 25.8 60.7 51.2
Injection 1.5 3.8 5.3 3.4 1.5 3.9 5.4 3.4
Condom 22.6 19.3  41.9  35.9 23.2 19.6 42.8 36.8
Female sterilization 51.6 43.5 95.1 91.5 52.5 43.6 96.1 92.5
Male sterilization 30.4 48.0 78.4 73.6 30.9 48.0 78.9 7.1
Any traditional method 5.4 10.8 16.2 NA 5.6 1.1 16.7 NA
Rhythm/periodic abstinence 3.1 1.3 14,3 9.0 3.2 11.7  14.9 2.4
Withdrawal 0.8 4.4 5.2 NA 0.8 4.5 5.3 NA
Other methods 2.4 N 2.4 NA 2.6 NA 2.6 NA
Number of women 2407 2407 2407 2407 2244 2244 2244 2244

Knowledge regarding each of the family planning methods, including sterilization, is
Female sterilization is better known than male
sterilization in both rural and urban areas. Knowledge about modern spacing methods, like the
IUD, pill and condom, is particularly higher in urban areas than in rural areas. Marked urban-
rural differentials exist in the knowledge of traditional methods too. Twice as many women in
urban areas, as in rural areas, have knowledge about traditional methods.

The Third All India Survey on Family Planning Practices in India (Operations Research
Group, 1990), which was conducted in 1988-89 and which studied currently married women age

higher in urban areas than in rural areas.
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Iable 6.1 Knowledge of contraceptive methods and source of methods (Contd.)

Percentage of ever-married and currently married women knowing any contraceptive method and knowing
a8 source, by specific method and residence, Maharashtra, 1992-93

Ever-mar. red women Currently married women
Knowing method Knowing method
Without With Knowi Without With Knowing
Method probe probe Total source pt obe probe Total source'
TOTAL

Any method 2.4 25.0 97.4 95.1 73.6 24.3 97.8 95.6
Arty modern method .7 25.6 97.3 95.1 72.9 24.9 97.8 95.6
Pill 38.8 27.3  66.1 56.9 40.0 27.1 671 58.0
Copper T/1UD 42.1 28.0 70.1 61.0 43.0 27.7 70.7 61.8
Injection 2.0 5.9 7.9 5.7 2.1 6.0 8.1 5.9
Condom 32.4 23.9 56.3 49.1 33.3 24.0 57.3 50.1
Female sterilization 53.4 43.3  96.7 93.3 54.3 43.0 97.3 93.9
Male sterilization 30.9 52.2 83.1 78.2 31.5 52.1 83.6 78.8
Any traditiocnal method 6.2 16.5 22.6 NA 6.3 16.9 23.3 NA
Rhythm/periodic abstinence 4.3 16.4 20.8 14.5 4.4 16.9 21.3 15.0
Withdrawal 1.4 6.7 8.2 NA 1.4 7.0 8.4 NA
Other methods 1.9 NA 1.9 NA 2.0 NA 2.0 NA
Number of whmen 4106 4106 4106 4106 3818 3818 3818 3818
NA: Not applicable

'For modern methods, the source refers to a place that a person could go to get the method. For
rhythm/periodic abstinence, the source refers to a source of advice on how to use periodic
abstinence.

15-44, reached broadly similar conclusions about knowledge of specific methods. The Third All
India Survey revealed that 90-100 percent of currently married women in Maharashtra knew
about female sterilization, 80 percent about male sterilization, 66 percent about the IUD, 64
percent about the condom and 40-60 percent about the pill. The survey also observed that the
percentage of currently married women in Maharashtra having the correct knowledge about how
to use different contraceptive methods was 51 for vasectomy, 67 for tubectomy, 46 for the
condom, 41 for the pill and 42 for the IUD.

A comparison of the results of the NFHS with those of the National Fertility and
Mortality Survey (NFMS) carried out in 1980 (Srikantan and Bhate, 1989), indicates that the
level of awareness of modern family planning methods in the state has increased substantially.
During the thirteen-year period between the two surveys; knowledge of the condom more than
doubled from 24 to 56 percent, knowledge of the pill more than tripled from 18 to 66 percent
and knowledge of the IUD increased about five-fold from 15 to 70 percent. Seventy-nine
percent of currently married women in 1980 had heard of male and female sterilization, and this
has increased to 83 for male and 97 percent for female sterilization over the same period.

Table 6.1 also provides information about the extent of knowledge about sources from

which contraceptive methods can be obtained. The question about source of method was asked
only of those women who knew about the method. Knowledge about source of contraception
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Figure 6.1
Knowledge of Modern Contraceptive
Methods and Sources by Residence
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NFHS, Maharashtra, 1992-93

is very high in Maharashtra, with 96 percent of currently married women knowing where to
obtain at least one modern method of family planning. The pattern of knowledge about sources
of specific methods is similar to that observed in the case of knowledge of these methods.

Table 6.2 shows differentials in the level of knowledge of modern contraceptive methods
and sources of these methods among currently married women, by age, education, religion and
caste/tribe.  Differences are almost nonexisteat in knowledge of modern methods of
contraception and their sources by these background characteristics, because contraceptive
knowledge is almost universal. However, knowledge of methods and sources for any modern
method are slightly higher among women over age 19, urban women and women with more
education.

6.2 Contraceptive Use
Ever Use of Family Planning Methods

All respondents were asked whether they had ever used each of the methods they knew.
The use of contraception was further probed by asking those who reported not using any method
whether they "ever used anything or tried in any way to delay or avoid getting pregnant.” Table
6.3 presents the pattern of ever use by age and residence, separately for ever-married and
currently married women.
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Table 6,2 Xnowledge of methods and source by background characteristics

Percentage of currently married women knowing any method and at least one modern
method and knowing a source for a modern method by selected background
characteristics, Maharashtra, 1992-93

Knows Knows any Knows source Number
Background any modern for any modern of
characteristic method method' method women
Age
13-14 (76.1) (76.1) (76.1) 27
15-19 92.2 92.2 86.8 386
20-24 98.6 98.4 95.7 836
25-29 98.9 98.9 97.2 715
30-34 99.0 99.0 97.7 602
35-39 97.9 97.9 97.0 561
40-44 99.2 99.2 96.9 390
45-49 98.3 98.3 96.7 301
Residence
Urban 99.1 99.1 97.5 1574
Rural 96.9 96.9 94.3 2244
Education
Illiterate 96.5 96.4 93.8 1883
Lit,, < middle complete 98.8 98.8 96.4 1031
Middle school complete 99.0 99.0 97.1 313
High school and above 99.7 99.7 99.2 591
Religion
Hindu 97.7 97.6 95.7 2928
Muslim 98.1 98.1 93.9 474
Buddhist 98.5 98.5 97.5 2
Other 98.6 98.6 97.2 141
Caste/tribe
Scheduled caste 97.9 97.9 96.2 236
Scheduled tribe 93.5 93.2 90.5 368
Other 98.3 98.3 96.2 3214
Total 97.8 97.8 95.6 3818

() Based on 25-49 cases
'Includes pill, copper T/IUD, injection, condom, femsle sterilization, and male
sterilization

Although the knowledge of at least one method of family planning is nearly universal in
Maharashtra, only 56 percent of ever-married women in the state had ever used a method, with
the ever use of any modern method being considerably higher (55 percent) than any traditional
method (4 percent). Ever use of any method is slightly higher (58 percent) among the currently
married women. Female sterilization is, by far, the most common modern method ever used
(39 percent of women), followed by the condom (8 percent), the IUD (7 percent), male
sterilization and the pill (6 percent each). Differences in ever use of any method of
contraception between rural and urban areas are marginal. However, a larger percentage of
women in urban areas had ever used spacing methods such as the condom, the IUD and the pill.
Ever use of traditional methods is also higher in urban areas than in rural areas (see Figure 6.2).

Cortraceptive use by age shows an inverted U-shaped pattern for both ever-married and

currently married women. For example, in the case of ever-married women, ever use of any
method rises from a level of 13 percent for women age 15-19 to 78 percent for women age
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Table 6.3 Ever use of contraception
Percentage of ever-married and currently married women who have ever used any contraceptive method, by
specific method and age, according to residence, Maharashtra, 1992-93

Female Male

ster- ster- Any Peri-

Any Any In- il- il- trad. odic Other  Number
meth- modern jec- Con-  iza- iza- meth- absti- With- meth-  of

Age od method Pill  IUD  tion dom tion tion od nence drawal ods women

URBAN

Ever-married women
15-19 16.7 16.7 2.1 5.2 -- 8.3 2.1 -~ 1.0 1.0 1.0 -- 96
20-24 34.5 32.6 9.1 8.0 0.3 12.7 1.3 -- 5.0 4.1 1.7 .- 362
25-29 57.6 55.9 10.2 17.4 0.3 16.1 27.6 1.0 7.9 7.2 1.6 - 304
30-346 71.0 67.8 12.2 19.6 0.7 15.7 461 2.4 9.1 7.3 2.1 0.3 286
35-39  79.3 76.7 6.9 12.0 -- 10.5 61.8 5.1 6.5 6.2 1.5 -- 275
40-44 68.9 67.6 8.0 6.7 - 6.7 53.3 5.3 4.9 .4 0.9 -- 225
45-49  63.3 61.9 7.5 0.7 -- 8.8 44,2 9.5 8.2 6.1 3.4 0.7 147
Total 58.0 56.0 8.8 11.3 0.2 12.1  35.8 2.9 6.5 5.6 1.7 0.1 1699
Currently married women

15-19 17.8 17.8 2.2 5.6 -- 8.9 2.2 -- 11 1.1 1.1 -- 90
20-24  34.4 32.4 9.2 8.3 0.3 12.9 10.6 -- 5.2 4.3 1.7 -- 349
25-29 59.6 57.8 10.8 18.1 0.3 16.7 28.2 1.0 8.0 7.3 1.7 -- 287
30-34 73.9 70.8 12.9 20.8 0.8 16.3 46.6 2.7 9.5 7.6 2.3 0.4 264
35-39  80.9 78.2 7.0 121 -- 10.9 63.4 5.1 7.0 6.6 1.6 -- 257
40-44 721 70.6 8.1 7.1 -- 7.1 56.3 5.1 5.6 5.1 1.0 -- 197
45-49 67.5 65.9 8.7 0.8 -- 10.3  47.6 8.7 8.7 6.3 3.2 0.8 126
Total 59.5 57.5 9.1 1.9 0.3 12.6 36.7 2.8 6.8 5.8 1.8 0.1 1574

RURAL

Ever-married women
15-19  11.5 10.9 1.6 2.0 -- 3.6 4.9 - 1.3 1.0 0.7 -- 304
20-24 35,0 34.0 5.5 4.7 -- 6.4 23.6 1.4 2.3 1.8 0.8 0.2 512
25-29  63.7 63.5 5.0 6.3 -- 7.8 52.8 2.8 3.0 2.6 0.4 0.2 460
30-34 76.4 75.0 2.5 4.5 0.3 6.5 61.2 9.6 3.1 2.8 -- 0.6 356
35-39  76.4 76.4 2.4 3.0 -- 1.5 57.9 16.4 2.1 1.8 0.3 -- 335
40-44 71.4 71.0 2.3 1.8 -- 1.8 49.8 19.4 1.4 0.9 0.5 -- 217
45-49 70.0 69.0 1.0 1.0 -- 2.0 42,5 25.0 1.5 0.5 0.5 0.5 200
Total 55.3 54.6 3.3 3.8 -- 4.8 40.9 8.4 2.2 1.8 0.5 0.2 2407
Currently married women

15-19  11.8 111 1.7 2.0 -- 3.7 5.1 == 1.4 1.0 0.7 -- 296
20-24 35,9 34.9 5.7 4.9 -- 6.6 24.4 1.4 2.5 1.8 0.8 0.2 487
25-29 67.1 66.8 5.4 6.5 -- 8.4 55.6 3.0 3.3 2.8 0.5 0.2 428
30-34 78.7 77.2 2.7 4.7 0.3 6.2 63.3 9.5 3.3 3.0 -- 0.6 338
35-39 78.9 78.9 2.3 3.0 -- 1.3 59.9 15.8 2.3 2.0 0.3 -- 304
40-44 77.2 77.2 2.6 2.1 -- 2.1 54.4 20.7 1.0 1.0 -- -- 193
45-49 74.9 73.7 1.1 1.1 -- 2.3 446 27.4 1.7 0.6 0.6 0.6 175
Total 57.2 56.5 3.5 4.0 - 5.0 42.3 8.5 2.4 1.9 0.4 0.2 2244

35-39 and then declines to 67 percent for women age 45-49. Female sterilization is the most
popular method after age 20, although a considerable proportion of women also used the pill,
IUD and condom up to age 35. The age pattern of ever use of cont.aception is quite similar in
both the urban and rural areas of Maharashtra, peaking at age 35-39, with 77 percent of
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Jable 6.3 Ever use of contraception (Contd.)

Percentage of ever-married and currently married women who have ever used any contraceptive method, by
specific method and age, according to residence, Maharashtra, 1992-93

Female Male
ster- ster- Any Peri-

Any Any In- il- il- trad. odic Other  Number
weth-  modern jec- Con- iza- iza- meth- absti- With- meth-  of
Age od method Pill IUD  tion dom tion tion od nence drawal ods women
TOTAL
Ever-married women
13-14 (--) -=) (=) (=) (-=) =) (=) (=) (- (--) --) (--) 27
15-19  12.7 12.2 1.7 2.7 - 4.7 4.2 -- 1.3 1.0 0.8 -- 400
20-24 34.8 33.4 7.0 6.1 0.1 9.0 18.5 0.8 3.4 2.7 1.1 0.1 874
25-29 61.3 60.5 7.1 10.7 0.1 1.1 42.8 2.1 5.0 4.5 0.9 0.1 764
30-34 74.0 71.8 6.9 11.2 0.5 10.6 53.6 6.4 5.8 4.8 0.9 0.5 642
35-39 77.7 76.6 4.4 7.0 -- 5.6 59.7 1.3 4.1 3.8 0.8 -- 610
40-44  70.1 69.2 5.2 4.3 -- 4.3 51.6 12.2 3.2 2.7 0.7 -- 442
45-49  67.1 6£.0 3.7 0.9 -- 4.9 43.2 18.4 4.3 2.9 1.7 0.6 347
Total 56.4 55.2 5.6 6.9 0.1 7.8 38.8 6.1 4.0 3.4 1.0 0.2 4106
Currently married women
13-14 (--) =) G2 =) ) ) (-t) (-R) () (--) (--) --) 27
15-19  13.2 12.7 1.8 2.8 -- 4.9 4.4 -~ 1.3 1.0 0.8 -- 386
20-24 35.3 33.9 7.2 6.3 0.1 9.2 18.5 0.8 3.6 2.9 1.2 0.1 836
25-29  64.1 63.2 7.6 11.2 0.1 1.7 44.6 2.2 5.2 4.6 1.0 0.1 715
30-34 76.6 4.4 7.1 11.8 0.5 10.6 56.0 6.5 6.0 5.0 1.0 0.5 602
35-39  79.9 78.6 4.5 7.1 -- 5.7 61.5 1.4 4.5 4.1 0.9 -- 561
40-46 74,6 73.8 5.4 4.6 -- 4.6 55.4 12.8 3.3 3.1 0.5 -- 390
45-49 71.8 70.4 4.3 1.0 -- 5.6 45.8 19.6 4.7 3.0 1.7 0.7 301
Total 58.1 56.9 5.8 7.2 0.1 8.1 40.0 6.2 4.2 3.5 1.0 0.2 3818

Note: The urban total includes 4 ever-married women and & currently married women age 13-14, who are not
shown separately. The rural total includes 23 ever-married women and 23 currently married women age 13-14,
who are not shown separately.

( ) Based on 25-49 cases

-~ Less than 0.05 percent

ever-married women in urban areas and 76 percent in rural areas using any modern method.
Current Use of Family Planning Methods

The overall level of current use of contraception among currently married women in
Maharashtra is 54 percent (Table 6.4)!. Of this, 53 percent are users of modern methods and
1 percent, traditional methods. As with ever use, female sterilization (40 percent) and male
sterilization (6 percent) are the most commonly used methods, together accounting for 86 percent
of contraceptive prevalence. This clearly indicates that the overall level of contraceptive use in
Maharashtra is predominantly determined by the methods advocated by the family planning
programme in the state,

'In the NFHS, no specific reference period was defined for current use. The woman was asked
whether she or her husband were currently using a method.
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Figure 6.2
Ever Use of Contraception by
Residence
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Another set of data on current use of contraception is available from the Third All India
Survey on Family Planning Practices in India, conducted in 1988-89 (Operations Research
Group, 1990). These data refer to currently married women age 15-44 years. Restricting the
NFHS data to the same age categories gives an estimate of the current use rate as 53 percent,
with 52 percent using modern methods. The Operations Research Group’s (ORG) estimates for
current use of any method and modern methods was 55 percent and 53 percent, respectively.
The ORG also estimated that 43 percent of women were sterilized, and 10 percent were using
spacing methods (the pill, the IUD and condom), in contrast to the NFHS estimate of 45 percent
and 7 percent, for sterilization and spacing methods, respectively.

NFHS, Maharashtra, 1992-93

According to unpublished statistics (Evaluation and Information Division, Department of
Family Welfare, Ministry of Health and Family Welfare), 41 percent of couples in Maharashtra
were sterilized in 1993, compared to 46 percent in the NFHS in 1992-93.

Contrary to expectations, the contraceptive prevalence rate for any modern method is
higher in rural areas (54 percent), than in urban areas (51 peicent). This is due to a higher
acceptance of female and male sterilizations in rural areas, 51 percent, compared with 40 percent
in urban areas. Acceptance of spacing methods is higher in urban areas (11 percent) than in
rural areas (3 percent). It may be that rural women prefer terminal methods which require a one
time motivation and have little side effects. It may also be that programme administrators are
concentrating on promoting sterilization, especially female sterilization, rather than spacing
methods. The data show that an overwhelmingly large percentage of all sterilizations, 93
percent in urban areas and 83 percent in rural areas, are female sterilizations.
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Jable 6.4 Current use of contraception

Percent distribution of currently married women by contraceptive method currently used, according to age
and residence, Maharashtra, 1992-93

Female Male
ster- ster- Any Peri- Mot
Any Any In- il- il- trad. odic Other using Total Number
meth- modern jec- Con- iza- iza- meth- absti- With- meth- any per- of
Age od method Pill I1UD tion dom tion tion od nence drawal ods method cent women
URBAN
15-19 12.2 2.2 1.1 6.6 -- 44 2.2 - .- -- -- - 87.8 100.0 90
20-24 26.6 266 2.6 4.6 -- 6.6 10.6 -- 2.3 23 -- .- 73.1 100.0 349
25-29 52.3 50.2 5.2 9.8 -- 5.9 28.2 1.0 2.1 2.1 -- - 47.7 100.0 287
30-34 66.3 62.9 2.7 6.1 -- 4.9 46.6 2.7 3.4 3.0 0.4 -~ 33.7+100.0 264
35-39 76.3 73.9 0.8 1.9 -- 2.7 63.4 5.1 2.3 2.3 -- -- 23.7 100.0 257
40-44 67.0 66.0 1.0 1.5 -- 2.0 56.3 5.1 1.0 0.5 0.5 .- 33.0 100.0 197
45-49 60.3 57.9 -- == == 1.6 47.6 8.7 2.4 1.6 -- 0.8 39.7 100.0 126
15-44 52.4 50.3 2.5 5.0 -- 4.7 35.8 2.3 2.1 2.0 0.1 -- 47.6 100.0 1446
15-49 53.1 50.9 2.3 4.6 -- 4.5 36.8 2.8 2.2 2.0 0.1 0.1 46.9 100.0 1570
13-49 52.9 50.8 2.3 4.6 -- 4.4 36,7 2.8 2.2 2.0 0.1 0.1 47.1 100.0 1574
RURAL
15-19 8.1 7.8 0.3 1.0 -- 1.4 5.1 -- 0.3 0.3 .- -- 91.9 100.0 296
20-24 31.6 31.0 1.8 2.1 -- 1.4 2.2 1.4 0.6 0.6 -- -- 68.4 100.0 487
25-29 63.8 63.1 1.4 14 -- 1.6 55.6 3.0 0.7 0.5 -- 0.2 36.2 100.0 428
30-34 77.2 75.7 =~ 1.2 -- 1.8 63.3 9.5 1.5 1.2 -- 0.3 22.8 100.0 338
35-39 77.3 7.3 == 03 -- 03 59.9 16.8 -- -- -- . 22.7 100.0 304
40-44 75.1 75.1 -~ .- -- -- 544 2.7 -- -- -- -- 26.9 100.0 193
45-49 72.6 72.6 .- =« == 0.6 44,6 27.4 -- - -- .- 27.4 100.0 175
15-44 53.4 52.8 0.8 1.2 -- 1.2 42.6 7.0 0.6 0.5 -- 0.1 46.6 100.0 2046
15-49 54.9 5.3 0.7 1.1 -- 1.2 42.8 8.6 0.5 0.5 -- 0.1 45.1 100.0 2221
13-49 54.3 53.8 0.7 1.1 -- 1.2 42.3 8.5 0.5 0.4 -- 0.1 45.7 100.0 2244
TOTAL
13-16  (-- =) =) =) o) =) () (o) (=) ) (--) (--) ¢100.0) 100.0 27
15-19 9.1 8.8 0.5 1.8 -- 2.1 4.4 -- 0.3 0.3 -- -- 90.9 100.0 386
20-24 29.5 28.2 2.2 31 -- 3.6 18,5 0.8 1.3 1.3 -- -- 70.5 100.0 836
25-29 59.2 57.9 2.9 4.8 -- 3.4 44.6 2.2 1.3 11 -- 0.1 40.8 100.0 715
30-34 72.4 70,1 1.2 3.3 -- 3.2 56.0 6.5 2.3 2.0 0.2 0.2 27.6 100.0 602
35-39 76.8 75.8 0.6 11 -- 14 615 114 1.1 14 -- -- 23.2 100.0 561
40-44 71.0 70.5 0.5 0.8 ~-- 1.0 5.4 12.8 0.5 0.3 0.3 -- 29.0 100.0 390
45-49 67.4 66.4 -- == == 1.0 45.8 19.6 1.0 0.7 -- 0.3 32.6 100.0 301
15-44 53.0 51.7 1.5 2.8 ~-- 2.7 39.8 5.0 1.2 1.1 0.1 0.1 47.0 100.0 3490
15-49 54.1 52.9 1.4 2.5 -- 2.5 40.3 6.2 1.2 1.1 0.1 0.1 45.9 100.0 3791
13-49 53.7 52.5 1.4 2.5 -- 2.5 40.0 6.2 1.2 1.1 0.1 0.1 46.3 100.0 3818

Note: The urban total includes 4 women age 13-14, who are not shown separately. The rural total includes
23 women age 13-14, who are not shown separately.
( ) Based on 25-49 cases
-- Less than 0.05 percent
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The relationship between current use and age is typically curvilinear, with use increasing
with age and peaking at age 35-39, and then declining for the subsequent age groups. In
Mabharashtra, 76 percent of currently married women in the age group 35-39 are using a modern
method, with 73 percent having accepted female or male sterilization. A similar pattern is
observed in both urban and rural areas. However, while a curvilinear relationship persists when
female sterilization is considered, male sterilization increases with age. As expected, modern
spacing methods are more popular among younger and urban women.

Socioceconomic Differentials in Current Use of Family Planning

Table 6.5 shows differentials in current use of contraception by selected socioeconomic
characteristics of currently married women. The relationship between current use and education
is weak ranging from 54 percent for illiterate women to 58 percent for women who completed
high school. Hewever, the type of method used varies more with education, with sterilization
being inversely related to education, and spacing methods and traditional methods increasing
with education. This explains why use of modern methods is as high among illiterate women
as among women with high a school education (Figure 6.3).

Hindu-Muslim differences in current use of contraception are quite substantial.
Contraceptive use is much higher among Hindus (57 percent) than among Muslims (36 percent).
Buddhist have a contraceptive use rate of 52 percent and women of other religions have the
highest use rate of 58 percent. Contraceptive use is comparatively lower among scheduled tribe
women (49 percent) than among scheduled caste women (55 percent). The use of spacing
methods is especially low among both scheduled caste and scheduled tribe women. Sterilization
accounts for 95 percent of their contraceptive use.

Table 6.5 also shows differentials in current use by the number and sex of living
children. A strong positive association exists between the number of living children a woman
has and current use of contraception. Current use of any method increases steadily from 3
percent for women with no living children to 76 percent for women with 4 or more living
children. The same trend is observed when current use of any modern method or sterilization
is considered. As expected, the acceptance of terminal mcthods is lowest (less than half a
percent) among women with no living children and highest (73 percent) among women with at
least four living children. In the case of spacing methods, current use of contraception decreases
as the number of living children increases, a pattern that is normally expected since users of
spacing methods are mostly younger and lower parity women. The data on the prevalence rate
by the sex composition of living children indicate the existence of son preference; at each parity,
the current use of family planring is lowest for women with no sons and highest for women with
all sons. Among women with 3 living children, the current use of any modern method is the
highest (86 percent) among women who have all sons.

Number of Children at First Use of Contraception
In order to examine the timing of initial contraceptive use, the NFHS included a question
on how many living children a woman had when she first used a method. The distribution of

ever-married women according to the number of living children they had when they used
contraception for the first time is shown in Table 6.6. Overall, only 3 percent of contraceptors
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Table 6.5 Current use by background characteristics

Percent distribution of currently married women b

Y contraceptive method currently used, according to selected

background characteristics, Maharashtra, 1992-93
Any Female Male
mod- ster- ster- Any Peri- Not
Background Any ern il- il- trad. odic With- Other using Total Number
character- meth- meth- iza-  iza- meth- absti- draw- neth- any per-
istic od od Pill 1uD tion tion od nence al ods method cent women
Residence
Urban 52.9 50.8 2.3 4.6 4.4 36.7 2.8 2.2 2.0 0.1 0.1  47.1 100.0 1574
Rural 54.3 53.8 0.7 1.1 1.2 4.3 8.5 0.5 0.4 -- 0.1 45.7 100.0 2244
Education
Illiterate 54.1 53.7 0.7 0.5 42.6 9.5 0.4 0.3 0.1 0.1 45.9 100.0 1883
Literate,
< middle 53.2 52.3 1.2 1.6 43.9 3.9 0.9 0.7 - 0.2 46.8 100.0 1031
Middle school
complete 45.4 43.5 2.6 2.6 .3 29 1.9 1.9 .- -- 54.6 100.0 313
High school
and above 58.0 54.1 3.2 10.5 29.3 1.2 3.9 3.7 0.2 -~ 42,0 100.0 591
Religion
Hindu 56.6 55.3 0.9 2.4 43.6 6.0 1.2 1.1 -- 0.1 43.64 100.0 2928
Muslim 36.1 35.2 3.6 2.3 23.6 3.0 0.8 0.4 0.2 0.2 63.9 100.0 474
Buddhist 52.0 51.3 1.8 2.9 32.0 13.5 0.7 0.7 -- --  48.0 275
Other 58.2 55.3 2.1 5.7 36.2 5.0 2.8 2.8 -- == 41.8 100.0 14
Caste/trib»
Scheduled 55.1 55.1 0.4 0.8 43.2 8.9 -- -- -- == 44,9 100.0 236
caste
Scheduled 49.2 48.6 0.5 0.3 35.3 11.4 0.5 0.3 -- 0.3 50.8 100.0 348
tribe
Other 54.2 52.8 1.5 2.9 40.3 5.4 1.4 1.2 0.1 0.1 45.8 100.0 3214
Number and sex of
living children
None 3.1 1.9 0.2 -- 0.2 0.2 1.2 1.2 - == 96.9 100.0 415
1 child 22.8 20.9 2.2 7.2 3.5 2.3 1.8 1.8 -- -- 77.2 100,0 597
1 son 27.3 25.1 2.9 9.0 5.1 3.5 2.3 2.3 -- -- 72.7 100.0 31
No sons 17.8 16.4 1.4 5.2 1.7 1.0 1.4 1.4 -- -~ 82.2 100.0 286
2 children 50.3 48.6 2.0 4.6 31.7 5.7 1.6 1.5 0.1 == 49.7 100.0 849
2 sons 65.9 64.4 1.5 5.2 49.3 5.9 1.5 1.5 - == 34.1 100.0 270
1 son 48.1 47.0 2.3 3.5 29.2 6.5 1.2 1.2 -- == 51.9 100.0 432
No sons 27.9 24.5 2.0 6.8 6.8 2.7 3.4 2.7 0.7 == 72.1 100.0 147
3 children 74.8 73.9 1.6 0.9 61.3 9.2 0.9 0.7 -- 0.2 25.2 100.0 949
3 sons 86.0 86.0 0.7 -- 69.1 16.2 -- -- -- == 14.0 100.0 136
2 sons 84.7 84.5 1.3 0.2 72.6 10.1 0.2 -- -- 0.2 15.3 100.0 457
1 son 63.9 61.9 1.7 2.7 49.1 6.5 2.1 1.7 -- 0.3 36.1 100.0 291
No sons 30.8 27.7 4.6 -- 20.0 - 3.1 34 -- == 69.2 100.0 65
4+ children 76.0 75.3 0.6 0.5 64.9 8.4 0.7 0.5 0.1 0.1 24.0 100.0 1008
2+ sons 79.7 79.2 0.7 0.3 68.4 9.2 0.6 0.3 0.1 0.1 20.3 100.0 715
1 son 69.5 68.4 -- 1. 60.5 5.1 1.2 1.2 .- -- 30.5 100.0 256
No sons  (48.6)(48.6)(2.7) -- -- (2.7)(27.0)¢16.2) (--) (--) (--) (--) (51.4) 100.0 37
Total 53.7 52.5 1.4 2.5 2.5 40.0 6.2 1.2 11 0.1 0.1 46.3 100.0 3818

() Based on 25-49 cases
-- Less than 0.05 percent
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Figure 6.3
Current Use of Modern Contraceptive
Methods by Education
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(2 percent of all ever-married women) initiated the use of contraception before having any
children and ancther 15 percent started after the first child. Only 36 percent of ever users of
contraception initiated the use when they had fewer than three living children. The largest
proportion (34 percent) of the women started using a method only after having four or more
children. Since the emphasis of the family welfare programme is on terminal methods, women
tend to accept the method only after having achieved the desired family size, and especially the
desired number of sons. However, there is a gradual shift towards initiating use at early
parities, with a tendency for younger women to have initiated family planning use at lower
parities. As one moves towards the older cohorts, the percentage of women accepting family
planning when they do not have any children or after one child generally decreases. For
example, only 7 percent of ever users of contraception in the age group 45-49 had first used a
method when they had fewer than 2 children. The corresponding percentages in the 30-34 and
20-24 age groups are 16 and 39, respectively. Women living in urban areas tend to initiate
contraceptive use at earlier parities than their counterparts in rural areas. Fifty-nine percent of
ever users in the age group 20-24 in urban areas first used a method when they had fewer than
2 living children, compared to only 25 percent of ever users in the same age group in rural
areas.

Problems in the Current Use of Family Planning

All current contraceptive users in the NFHS were asked whether they had experienced
problems with the method they were using and if so, what the problems were. The large
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Table 6.6 Number of living children at first use
Percent distribution of ever-married women by number of living children at the time of
first use of contraception, according to current age and residence, Maharashtra, 1992-%3
Number of living children
at the time of first use Number
Current Never Total of
age used 0 1 2 3 4+ Missing percent women
URBAN
15-19 83.3 4.2 10.4 1.0 1.0 -- -- 100.0 96
20-24 65.5 6.1 14.4 5.8 6.1 2.2 -- 100.0 362
25-29 42.4 3.6 17.8 12.8 14.1 9.2 -- 100.0 304
30-34 29.0 3.5 16.4 15.7 19.2 16.1 -- 100.0 286
35-39 20.7 1.8 9.8 17.1 17.8 32.7 -- 100.0 275
40-44 31.1 1.8 8.0 9.8 16.4 32.9 -- 100.0 225
45-49 36.7 0.7 7.5 6.1 19.0 29.9 -- 100.0 147
Total 42.0 3.4 12,9 10.8 13.8 17.1 -- 100.0 1699
RURAL
15-19 88.5 2.0 3.9 3.6 1.6 0.3 -- 100.0 304
20-24 65.0 0.6 8.2 10.7 1.3 3.9 0.2 100.0 512
25-29 36.3 1.3 5.7 15.4 28.7 12.6 - 100.0 460
30-34 23.6 0.3 5.1 12.6 25.6 32.9 -- 100.0 356
35-39 23.6 0.9 3.0 10.7 26.6 35.2 -- 100.0 335
40-44 28.6 0.5 2.8 7.4 22.6 38.2 -- 100.0 217
45-49 30.0 -- 2.0 5.5 16.5 46.0 -- 100.0 200
Total 44.7 0.8 49 10.2 19.0 20.3 -- 100.0 2607
TOTAL
13-14 (--) (==)  (-=) (=) (=) (=) (=) 100.0 27
15-19 87.2 2.5 5.5 3.0 1.5 0.3 -- 100.0 400
20-24 65.2 2.9 10.8 8.7 9.2 3.2 0.1 100.0 874
25-29 38.7 2.2 10.5 14.4 22.9 11.3 -- 100.0 764
30-34 26.0 1.7 101 14,0 22.7 25.4 -- 100.0 642
35-39 22.3 1.3 6.1 13.6 22.6 34.1 -- 100.0 610
40-44 29.9 1.1 5.4 8.6 19.5 35.5 -- 100.0 442
45-49 32.9 0.3 4.3 5.8 17.6 39.2 - 100.0 347
Total 43.6 1.9 8.2 10.4 16.9 19.0 - 100.0 4106
Note: The urban total includes 4 women age 13-14, who are not shown separately. The rural
total includes 23 women age 13-14, who are not shown separately.
( ) Based on 25-49 cases
-- Less than 0.05 percent

majority of users reported having no problems with the method they were using (Table 6.7).
Among the problems listed in the case of pill users, white discharge (6 percent) and
spotting/bleeding (4 percent) are the most common. In the case of IUD users, excessive
bleeding (7 percent) and cramps and backache (4 percent each) are the most common problems
reported by the respondents. In the case of female sterilization, 82 percent reported no
problem. Pain/backache is mentioned by 12 percent of the respondents and weakness and
inability to work by 6 percent of the respondents. Similar types of problems are also mentioned
for male sterilization.
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Jable 6.7 Problems with current method

Percentage of current users of pill, copper T/IUD and female/male sterilization
who have had problems in using the method, Maharashtra, 1992-93

Problem Method

No problems 86.5
Cramps --
Dizziness --
Backache 1
Spotting/bleeding 3
White dischaige 5.
Allergy 1
Headache 1
Other 1

Number of pill users 52

No problems 81
Cramps 4
Backache 4
Irregular Period

Excessive bleeding 7.
Weakness/inability to work 2
Other 3

Number of lUD users 96

Female sterilization Male sterilization

No problems 82.
Fever -
Pain/backache

Sepsis

Weakness/inability to work
Failure/woman got pregnant
Loss of sexual power
Gther 2.

-
CQOWViaaanNn

LuNNosn

Number sterilized 1527 235

Note: Percentages may sum to more than 100.0 because multiple problems could be
recorded.
-- Less than 0.05 percent

Age at Sterilization

Table 6.8 shows, for currently married sterilized couples, the age of the woman when
the couple obtair=d a sterilization. Of the total of 1,762 sterilization operations reported, 38
percent were conducted fewer than 6 years before the survey, 23 percent were conducted 6-9
years before the survey and the remaining 39 percent were conducted 10 or more years before
the survey. About 80 percent of the couples had undergone sterilization before age 30. There
are very few cases of sterilizations being performed when the woman was in her forties. The
median age at the time of sterilization is 26 years. The median age at sterilization is slightly
lower for sterilizations conducted fewer than 5 years before the survey than for those conducted
6 years or more before the survey. Adoption of sterilization at younger ages may have a larger
effect on fertility in Maharashtra.
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Jable 6.8 Timing of sterilization
Percent distribution of currently married sterilized women and wives of sterilized men by age
at the time of sterilization, according to the number of years since the operation, Maharashtra,
1992-93
Woman’s age at the time of operation
Years since Total Median
operation <25 25-29 30-34 35-39 40-44  45-49 percent  Number age®
STERILIZED WOMEN
<2 54.1 29.6 11.2 4.3 0.9 -- 100.0 233 24.7
2-3 43.2 30.1  19.4 6.8 0.5 -- 100.0 206 25.7
4-5 51.0 28.7 15.3 3.5 1.5 -- 100.0 202 24,7
6-7 40.2 36.2 16.1 7.0 0.5 V] 100.0 199 26.3
8-9 42.0 34.0 16.7 7.4 -~ V] 100.0 162 26.1
10+ 42.5 41.1 13,5 3.2 u u 100.0 525 NC
Total 45.1 34.8 147 4.8 0.5 - 100.0 1527 25.6
WIVES OF STERILIZED MEN
<10 44.4 26.4 15,3 1.1 2.8 .- 100.0 72 25.6
10+ 42.3 39.9  14.1 3.7 U U 100.0 163 NC
Total 43.0 35.7 14,5 6.0 0.9 -- 100.0 235 25,7
STERILIZED COUPLES
<2 54.4 29.3 11.3 4.2 0.8 .- 100.0 239 24.7
2-3 43.6 29.9 19.0 7.1 0.5 -- 100.0 211 25.6
4-5 50.0 28.9 15.1 4.1 1.8 .- 100.0 218 24.9
6-7 39.6 35.6 17.1 7.2 0.5 U 100.0 222 26.5
8-9 42.9 32.6 15.8 8.2 0.5 U 100.0 184 26.0
10+ 42.4 40.8 13.4 3.3 U u 100.0 688 NC
Total 44.8 35.0 14.7 5.0 0.5 -- 100.0 1762 25.6
NC: Not calculated due to censoring.
U: Not available
-« Less than 0.05 percent
"Median ages are calculated onty for persons sterilized at less than 40 years of age to avoid
problems of censoring.

6.3  Source of Supply of Contraception

Family planning methods and services in Maharashtra are provided through a network
of government hospitals and urban family welfare centres in urban areas and Primary Health
Centres and sub-centres in rural areas. Besides these government outlets, family planning
methods and services are also available at a number of private hospitals and clinics and non-
governmental organizations. Sterilization operations and IUD insertions are carried out mostly
in government hospitals and Primary Health Centres. Sterilization camps, organized from time
to time, also provide sterilization services. Modern spacing methods such as the IUD, pill and
condom are available through both the government and private sectors.

Information regarding sources of supply of contraceptive methods is important from the
programme viewpoint for strengthening the supply side of the family welfare programme. All
current users of modern methods of contraception were asked to name the source from where
they obtained a contraceptive method the last time. Table 6.9 and Figure 6.4 present this
information. Overall, the public sector supplied three-fourths of all modern methods used, while
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Table 6.9 Source of supply of modern contraceptive methods

Percent distribution of current users of modern contraceptive methods by most recent source
of supply, according to specific method and residence, Maharashtra, 1992-93

Female Male All
Copper T/ Con- steril- steril- modern
Source of supply Pill 1UD dom ization ization methods
URBAN
Public sector €(13.9) 38.9 8.6 62.7 (90.9) 55.2
Government/municipal hospital (11.1) 38.9 7.1 55.6 72.7) 48.8
Primary Health Centre €2.8) -- 1.4 5.7 €4.5) 4.6
Sub-centre - - - -- (--) --
Family planning clinic (--) -- -- 0.3 (4.5) 0.5
Public mobile clinic (=) -- - -- -) -
Camp - -- -- 1.0 (9.1 1.3
Government paramedic (--) .- -- .- (--) .-
Private medical sector (58.%) 61.1 45.7 36.9 9.1) 39.3
Private hospital or clinic (8.3) 51.4 -- 34.1 9.1 30.2
Pharmacy/drugstore (36.1) -- 44.3 -- =) 5.5
Private doctor (11.1) 9.7 -- 2.8 (--) 3.4
Private mobile clinic (--) -- -- - =) -
Field worker (2.8) -- 1.4 -- (--) 0.3
Other source €27.8) -- 45.7 0.3 (--) 5.5
Shop (22.2) -- 37.1 -- --) 4.3
Husband (--) -- 4.3 -- --) 0.4
Friend/relative (5.6) -~ -- -- (--) 0.3
Other (--) -- 4.3 0.3 (--) 0.6
Total percent 100.0 100.0 100.0 100.0 100.0 100.0
Number 36 72 70 577 44 799
RURAL
Public sector * * (57.7) 86.7 99.0 87.8
Government/municipal hospital b b (--) 38.5 29.8 35.4
Primary Health Centre b " (38.5) 46.4 58.1 46.1
Sub-centre - b €15.4) .- -- 1.0
Family planning clinic " b (--) 0.8 1.0 0.8
Public mobile clinic * * --) 0.4 - 0.3
Camp * * (--) 2.5 9.9 3.6
Government paramedic b b (3.8) -- .- 0.6
Private medical sector - - (26.9) 12.9 0.5 11.4
Private hospital or clinic b - (3.8) 12.0 0.5 9.9
Pharmacy/drugstore b b (15.4) -- -- 0.4
Private doctor b b (--) 0.7 -- 0.7
Private mobile clinic - b (7.7 0.2 -- 0.3
Field worker b * (--) -- -- -
Other source b - (15.4) 0.3 0.5 0.8
Shop * * (15.4) -- -- 0.4
Husband * * (--) -- -- --
Friend/relative * b (--) -~ -- .-
Other * * (--) 0.3 0.5 0.4
Total percent 100.0 100.0 100.0 100.0 100.0 100.0
Number 16 24 26 950 191 1207
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Table 6.9 Source of supply of modern contraceptive methods (Contd.)

Percent distribution of current users of modern contraceptive methods by most recent source
of supply, according to specific method and residence, Maharashtra, 1992-93

Female Male At
Copper T/ Con- steril- steril- modern
Source of supply Pill 1UD dom ization ijzation methods
TOTAL

Public sector 36.5 47.9 21.9 7.7 97.4 74.8
Government/municipal hospital 9.6 32.3 5.2 45.0 37.9 40.7
Primary Health Centre 13.5 8.3 11.5 29.8 48.1 29.6
Sub-centre 5.8 5.2 4.2 -- - 0.6
Family planning clinic -- -- -- 0.7 1.7 0.7
Public mobile clinic -- - .- 0.3 -- 0.2
Camp .- -- -- 2.0 9.8 2.6
Government paramedic 1.7 2.1 1.0 -- -- 0.3
Private medical sector 42.3 51.0 40.6 22.0 2.1 22.5
Private hospital or clinic 5.8 41.7 1.0 20.4 2.1 17.9
Pharmacy/drugstore 26.9 -- 36.5 .- -- 2.4
Private doctor 7.7 9.4 -- 1.5 -- 1.8
Private mobile clinic -- -- 2.1 0.1 -- 0.2
Field worker 1.9 -- 1.0 .- - 0.1
Other source 21.2 1.0 37.5 0.3 0.4 2.7
Shop 17.3 -- 3.3 -- -- 1.9
Husband -- -- 3.1 -- -- 0.1
Friend/relative 3.8 -- -- -- -- 0.1
Other -- 1.0 3.1 0.3 0.4 0.5
Total percent 100.0 100.0 100.0 100.0 100.0 100.0
Number 52 96 96 1527 235 2006
( ) Based on 25-49 cases

* percentage not shown; based on fewer than 25 cases

-- Less than 0.05 percent

the private medical sector, including private hospitals or clinics, pharmacies, and private doctors,
supplied 23 percent. About 3 percent of users obtained their methods from other sources, such
as shops, husbands and friends/relatives.

The mix of public and private sector sources varies according to the method used. The
public sector is by far the major source for sterilization. Seventy-eight percent of sterilized
women and 97 percent of women whose husbands were sterilized reported having obtained their
services from the public sector. Within the public sector, government or municipal hospitals and
Primary Health Centres are the main suppliers. About 86 percent of male and 75 percent of
female sterilization acceptors, 41 percent of IUD users, 23 percent of pill users and 17 percent
of condom users are served by these institutions. It is important to note that acceptors of
sterilization are mainly dependent on government services and this is more so in rural areas
where an overwhelming majority of sterilized couples receive services from the public sector.

Users of spacing methods are less dependent on the government for their supply. The
private sector, on the other hand, plays a significant role in providing services to users of
nonterminal methods. The dominance of the private sector is particularly evident in urban areas
where it provided services to over 86 percent of pill users, 61 percent of IUD users and 91
percent of condom users.
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Figure 6.4
Sources of Family Planning Among Current
Users of Modern Contraceptive Methods

Private Medical Sector 22%

Other Source 3%

Government 75%

NFHS, Maharashtra, 1992.93

6.4 Reasons for Discontinuation

All currently married, nonpregnant ever users of contraception who were not using any
method at the time of the survey were asked why they had discontinued the nse of contraception.
Their responses to this question are presented in Table 6.10. About 35 nercent of past users
stated that they had discontinued the use of contraception because of their desire to have a child.
Another 30 percent stated that they had discontinued use because of health problems. About 8
percent had discontinued use because of a method failure, inconvenience, dislike of a method
or difficulty in getting a method. With a little motivation and improvement in services, these
women may be successfully brought under the programme again.

6.5 Intention to Use Family Planning in the Future

All currently married women (pregnant and nonpregnant) who were not using
contraception at the time of the survey were asked about their future intentions regarding the use
of contraception and their method preference if they intended to use. The answers to these
questions have direct relevance for policy formulation and programme implementation. This
information may help family planning programme administrators to identify groups of potential
users and the types of contraception that are likely to appeal to them.

Overall, two-thirds of currently married women who have never used contraception say
that they do not intend to use contraception in the future, while 30 percent of the women say that
they would use it in the future (Table 6.11). There are very few women (4 percent) who are
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Iable 6.10 Reasons for discontinuation

Percent distribution of nonpregnant, currently married ever users who are
not currently using a contraceptive method by main reason for stopping use
and residence, Maharashtra, 1992-93

Reason for
stopping use Urban Rural Total

Method failed/got pregnant
Lack of sexual satisfaction
Created menstrual problem
Created health problem
Inconvenient to use

Hard to get method

Put on weight

Did not like the method
Wanted to have a child
Lack of privacy for use
Other

Don’t know/missing
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not sure of their intentions. More than half of the intended users say that they would use
contraception within the next 12 months, 4 out of 10 say that they would use it at a later stage,
and three percent are not sure when they would start using contraception. A similar pattern is
observed for all currently married nonusers. Among women who have used contraception in
the past (but are currently not using), half say that they would use contraception in the future.

Table 6.11 also shows the relationship between intentions for future use and the number
of living children. The proportion of women who intend to use family planning in the future
increases gradually with an increase in the number of living children, for the most part. For
example, while only 11 percent of women with no living children express an intention to use
contraception in the future, this percentage increases to 31 for women with one living child, 38
for women with 2 living children and 42 for women with 3 living children. The vroportion
declines slightly to 35 percent for women with 4 or more living children. This pattern is more
or less the same in urban and rural Maharashtra.

6.6  Reasons for Nonuse of Contraception

Currently married women who said that they did not intend to use contraception at any
time in the future were asked for the main reason for their intention not to use in the future.
Information about the reasons for nonuse is crucial for designing successful information
programmes and for understanding the obstacles to further increase in contraceptive prevalence.
Reasons for not intending to use any method are indicated in Table 6.12. The largest proportion
of women (52 percent) say that they do not intend to use contraception because they want more
children. This reason is given by three-quarters of women less than 30 years of age. Even
among women in the older cohort, age 30 and over, 13 percent give the same reason. About
a quarter of all currently married women who are not using any method do not intend to use in
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Yable 6.11 _Future use

Percent distribution of currently married women who are currently not using any
contraceptive method by intention to use in the future, accerding to number of living
children, residence and whether ever used contraception, Maharashtra, 1992-93

Past use/ Number of living children'

intention to use

in future 0 1 2 3 4+ Total
URBAN

Never used contraception

Intends to use in next 12 months 2.5 17.8 17.6 21.5 22.2 16.5
Intends to use later 10.8 16.4 11.8 12.1 6.5 11.6
Intends to use, unsure when -- 1.0 1.0 0.9 .- 0.7
Unsure as to intention 5.0 5.0 2.9 3.7 .- 3.5
Does not intend to use 78.3 54.0 42.6 42.1 55.6 53.3
Missing .- 1.0 0.5 -- -- 0.4
Previously used contraception
Intends to use in next 12 months .- 2.0 7.8 6.5 4.6 4.3
Intends to use later 0.8 2.0 2.9 1.9 .- 1.8
Intends to use, unsure when -- -- 0.5 -- -- 0.1
Unsure as to intention -- 0.5 1.5 0.9 0.9 0.8
Does not intend to use 2.5 2.5 10.8 10.3 10.2 7.0
Yotal percent 100.0 100.0 100.0 100.0 100.0 100.0
All currently married nonusers
Intends to use in next 12 months 2.5 19.8 25.5 28.0 26.9 20.8
Intends to use later 1.7 16.3 14.7 14.0 6.5 13.4
Intends to use, unsure when .- 1.0 1.5 0.9 .- 0.8
Unsure as to intention 5.0 5.4 4.4 4.7 0.9 4.3
Does not intend to use 80.8 56.4 53.4 52.3 65.7 60.3
Missing -- 1.0 0.5 -- - 0.4
Total percent 100.0 100.0 100.0 100.0 100.0 100.0
Number 120 202 204 107 108 741
RURAL
Never used contraception
Intends to use in next 12 months 1.6 9.2 15.9 22.6 21.6 13.4
Intends to use later 7.5 15.2 12.6 11.0 6.8 11.2
Intends to use, unsure when -- 0.7 1.3 1.9 1.2 1.0
Unsure as to intention 3.2 5.7 2.1 1.9 2.5 3.3
Does not intend to use 85.6 65.2 59.4 54.2 57.4 64.7
Missing 1.1 - -- -- .- 0.2
Previously used contraception
Intends to use in next 12 months -- 0.7 2.5 3.9 3.7 2.0
Intends to use later -- 0.7 2.1 0.6 1.9 1.1
Intends to use, unsure when -- -- 0.8 0.6 0.6 0.4
Unsure as to intention .- -- .- .- .- --
Does not intend to use 1.1 2.5 3.3 3.2 4.3 2.8
Total percent 100.0 100.0 100.0 100.0 100.0 100.0
All currently married nonusers
Intends to use in next 12 months 1.6 9.9 18.4 26.5 25.3 15.3
Intends to use later 7.5 16.0 14.6 1.6 8.6 12.3
Intends to uce, unsure when -- 0.7 2.1 2.6 1.9 1.4
Unsure as to intention 3.2 5.7 2.1 1.9 2.5 3.3
Does not intend to use 86.6 67.7 62.8 57.4 61.7 67.5
Missing 1.1 - -- -- .- 0.2
Total percent 100.0 100.0 100.0 100.0 100.0 100.0
Number 187 282 239 155 162 1025




Table 6.11 Future use (Contd.)

Percent distribution of currently married women who sre currently not using any
contraceptive method by intention to use in the future, according to number of living
children, residence and whether ever used contraception, Maharashtra, 1992-93

Past use/ Number of living children’

intention to use

in future 0 1 2 3 4+ Total
TOTAL

Never used contraception

Inteids to use in next 12 months 2.0 12.8 16.7 22.1 21.9 14.7
Intends to use later 8.8 14.9 12.2 11.5 6.7 11.4
Intends to use, unsure when -- 0.8 1.1 1.5 0.7 0.8
Unsure as to intention 3.9 5.4 2.5 2.7 1.5 3.4
Does not intend to use 82.7 60.5 51.7 49.2 56.7 59.9
Missing 0.7 0.4 0.2 - -- 0.3
Previously used contraception

Intends to use in next 12 months - 1.2 5.0 5.0 4.1 2.9
Intends to use later 0.3 1.2 2.5 1.1 1.1 1.4
Intends to use, unsure when -- -- 0.7 0.4 0.4 0.3
Unsure as to intention .- 0.2 0.7 0.4 0.4 0.3
Does not intend to use 1.6 2.5 6.8 6.1 6.7 4.6
Total percent 100.0 100.0 100.0 100.0 100.0  100.0
All currently married nonusers

Intends to use in next 12 months 2.0 14.0 21.7 27.1 25.9 17.6
Intends to use later 9.1 16.1 14.7 12.6 7.8 12.7
Intends to use, unsure when .- 0.8 1.8 1.9 1.1 1.1
Unsure as to intention 3.9 5.6 3.2 3.1 1.9 3.7
Does not intend to use 84.4 63.0 58.5 55.3 63.3 64.5
Missing 0.7 0.4 0.2 - -- 0.3
Total percent 100.0 100.0 100.0 100.0 100.0 100.0
Number 307 484 443 262 270 1766

-- Less than 0.05 percent
'Includes current pregnancy, if any

the future because of their difficulty in getting pregnant (12 percent), because they believe they
are menopausal (10 percent) and because of other health reasons (3 percent). About 8 percent
stated that using contraception is either against their religion, or that they themselves, their
husbands, or other people opposed its use, while another 13 percent of women said that they do
not intend to use family planning because of a lack of knowledge (including being afraid of
sterilization), their fear of side effects (including not being able to work after sterilization),
the difficulty in obtaining methods, inconvenience associated with use, and dislike of existing
methods. Therefore, there is still substantial scope for the family planning programme in
Maharashtra to increase contraceptive use through providing contraceptive information and
expanding the choice of methods available to all women and especially rural women.

6.7  Preferred Future Method of Family Planning

Women who stated that they intended to use a method of family planning in the future
were asked to specify the method they would prefer to use. As shown in Table 6.13, the
majority of intended future users prefer female sterilization (68 percent), followed by the pill
(14 percent), IUD (7 percent) or condom (5 percent). There are noticeable differences in the
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Table 6.12 Reasons for nonuse
Percent distribution of currently married women who are not using any contraceptive
method and who do not intend to use in the future by main reason for not intending to
use, according to age and residence, Maharashtra, 1992-93
Urban Rural Total
Age Age Total Age Age Total Age Age Total

Reason < 30 30+ <30 30+ < 30 30+
Hants children 59.8 10.8 36.5 57.0 10.2 43.1 57.9 10.5 40.5
Hants a son 10.3 1.9 6.3 15.2 3.4 1.7 13.6 2.6 9.6
Wants a daughter 3.8 -- 2.0 3.1 0.5 2.3 3.3 0.2 2.2
Worry about side

effects 3.4 2.3 2.9 1.9 2.9 2.2 2.4 2.6 2.5
Can’t work after

sterilization 0.4 -- 0.2 1.0 0.5 0.9 0.8 0.2 0.6
Lack of knowledge 1.3 -- 0.7 2.5 2.9 2.6 2.1 1.4 1.8
Afraid of sterilization 1.3 1.9 1.6 1.6 4.4 2.5 1.5 3.1 2.1
Hard to get methods -- -- -- -~ 0.5 0.1 -- 0.2 0.1
Against religion 3.0 1.9 2.5 1.6 3.4 2.2 2.1 2.6 2.3
Opposed to family

planning 0.4 1.4 0.9 1.2 1.9 1.4 1.0 1.7 1.2
Husband opposed 4.7 1.9 3.4 2.7 2.4 2.6 3.3 2.1 2.9
Other people oppesed 0.9 1.4 11 1.6 0.5 1.3 1.4 1.0 1.2
Difficult to get

pregnant 3.0 32.9 17.2 2.3 24.3 8.8 2.5 28.6 12.1
Menopausal /had

hysterectomy -- 27.2 13.0 -- 263 7.2 -- 25.8 9.5
Health does not permit 1.3 6.6 3.8 0.8 8.3 3.0 1.0 7.4 3.3
Inconveniert -- 2.8 1.3 0.2 -- 0.1 0.1 1.4 0.6
Doesn’t like existing

methods 4.7 3.3 4.0 6.2 7.3 6.5 5.7 5.3 5.5
Other 1.7 3.8 2.7 1.0 2.4 1.4 1.3 3.1 1.9
Total percent 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number 234 213 447 486 206 692 720 419 1139
-- Less than 0,05 percent

choice of method between those who intend to use in the next 12 months and those who intend
to use later. Although female sterilization is the most popular method among both these groups,
a sizeable proportion of women who stated that they intended to use a method within the next
12 months, also prefer spacing methods, especially the pill. The preferred future methods are
generally similar in both rural and urban areas, although it is interesting to note that a larger
percentage of rural women intend to use the pill.

The contraceptive method mix that intended future users say they would prefer is
different from the methods selected by current users. Modern spacing methods like the pill,
IUD and condom are being used by only 12 percent of current users (see Table 6.4), but 26
percent of intended future users report that they would like to use these methods. These results
indicate that the potential demand for spacing methods, particularly for the pill and IUD, is very
high in Maharashtra, and hence there is a need to give greater importance to spacing methods
in the family planning programme.
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Table 6.13 Preferred method

Percent distribution of currently married women who are
not using a contraceptive method but who intend to use
in the future by preferred method, according to whether
they intend to use in the next 12 months or later, by
residence, Maharashtra, 1992-93

Timing of intended use

Preferred Next 12 All
method months Later wWomen
URBAN
Pill 18.2 6.1 13.0
Copper T/1UD 12.3 2.0 8.8
Injection -- -- --
Condom 8.4 3.0 6.1
Female sterilization 56.5 80.8 65.5
Male sterilization 0.6 -- 0.4
Periodic abstinence 0.6 1.0 0.8
Other 1.9 3.0 2.3
Unsure 1.3 4.0 34
Total percent 100.0 100.0 100.0
Number 154 99 261
RURAL
Pill 26.1 2.4 15.2
Copper T/1UD 7.6 2.4 5.1
Injection 0.6 -- 0.3
Condom 3.8 1.6 3.4
Female sterilization 56.7 88.9 70.7
Male sterilization 1.3 .- 0.7
Periodic abstinence 0.6 0.8 0.7
Other 0.6 -- 0.7
Unsure 2.5 4.0 3.4
Total percent 100.0 100.0 100.0
Kumber 157 126 297
TOTAL
Pill 22.2 4.0 14.2
Copper T/IUD 10.0 2.2 6.8
Injection 0.3 - 0.2
Condom 6.1 2.2 4.7
Female sterilization 56.6 85.3 68.3
Male sterilization 1.0 -- 0.5
Periodic abstinence 0.6 0.9 0.7
Other 1.3 1.3 1.4
Unsure 1.9 4.0 3.2
Total percent 100.0 100.0 100.0
Number N 225 558

Note: The "all women'" column includes 20 women who are
unsure about timing of intended use and 2 women with
missing information on timing of intended use, who are
not shown separately.

-- Less than 0.05 percent
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6.8 Exposure to Family Planning Messages on Radio and Television

For many years, the family welfare programme has been utilizing the electronic mass
media to promote family planning. In order to understand the role played by the mass media
in educating the people on family planning, the NFHS asked all ever-married women whether
they had heard any family planning messages on radio and/or television in the past month. Table
6.14 shows women’s exposure to family planning messages in the media by selected background
characteristics. The electronic mass media is fairly effective in disseminating information on
family planning to potential couples in Maharashtra. More thar half of all respondents had
heard family planning messages on either the radio or television or both in the month preceding
the survey. This is quite-expected since 30 percent of households in Maharashtra own
televisions and 43 percent own radios (see Table 3.9). One in ten women had heard a family
planning message only on the radio and one in 15 had heard it only on television. However,
one in three (35 percent) had heard a message on both the radio and television.

Table 6.14 Exposure to family planning messages on radio and television

Percent distribution of ever-married women by whether they have heard a radio or television
message about family planning in the month prior to the interview, according to selected
background characteristics, Maharashtra, 1992-93

Heard family planning message on radio or television

Background Radio Television Total
characteristic Neither only only Both percent  Number
Age

13-19 59.5 1.7 6.1 22.7 100.0 427

20-29 47.5 10.5 6.8 35.2 100.0 1638

30-39 46.2 9.9 7.0 36.8 100.0 1252

40-49 48.3 9.8 6.3 35.6 100.0 789
Residence

Urban 29.9 4.2 1.1 54.8 100.0 1699

Rural 61.7 14.6 3.7 20.1 100.0 2407
Education

Illiterate 68.2 11.8 4.4 15.6 100.0 2060

Lit., < middle complete 38.0 10.4 9.0 42.6 100.0 1113

Middle school complete 23.9 10.7 10.4 55.0 100.0 327

High school and above 14.2 4.8 8.6 72.4 100.0 606
Religion

Hindu 50.5 10.9 6.2 32.4 100.0 3138

Muslim 42.0 7.2 8.3 42.6 100.0 517

Buddhist 48.7 12.2 8.9 30.3 304

Other 28,6 4.8 7.5 59.2 100.0 147
Caste/tribe

Scheduled caste 52.9 14.4 6.8 5.9 100.0 263

Scheduled tribe 67.9 12.3 3.8 15.9 100.0 390

Other 46.0 9.8 7.0 37.2 100.0 3453
Use of contraception

Ever use 44,8 10.2 6.7 38.3 100.0 2315

Never use 53.3 10.4 6.8 29.5 100.0 1791
Total 48.5 10.3 6.7 34.5 100.0 4106
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Urban-rural differentials in media coverage are substantial. The percentage of women
exposed to family planning messages on radio, television or both is 70 and 38 in the urban and
rural areas, respectively. One in two women in urban areas had heard a message on both radio
and television as compared with one in five in rural areas. Television is relatively more
prominent in disseminating family planning messages in urban areas and radio is more prominent
in rural areas.

Educational differentials in media coverage are also quite substantial. Educated women
are more likely to have heard a family planning message on radio or television than illiterate
women. Only one-third (32 percent) of illitcrate women reported having heard a family planning
message on radio, television or both, compared with more than four-fifths (86 percent) of
women with at least a high school education. The proportion having heard a message on both
the radio and television increases sharply from 16 percent for illiterate women to 72 percent for
women with at least a high school education.

Religious differentials in the extent of exposure to the media are also noticeable. The
extent of exposure to family planning messages on either the radio, television or both, is lowest
for Hindus (50 percent) and highest for other religious group (71 percent). The level of
exposure to family planning messages is slightly higher for Muslims than for Hindus. Ever
users of contraception are more likely to have heard a message on family planning on the radio,
television or both, than never users of contraception.

6.9  Acceptability of Family Planning Messages on Radio and Television

All women, irrespective of whether they had heard a family planning message on the
radio or television, were also asked whether they thought it acceptable for family planning
messages to be provided on radio or television. Overall, a majority of women (77 percent)
reported that it was acceptable to use the radio or television for family planning information
dissemination (Table 6.15). Acceptability of the radio or television as a source of information
is relatively lower among women below 20 years, rural women and illiterate women. Women
beionging to scheduled tribes are also less likely than other women to accept family planning
messages from the mass media. While the data reveal the existence of a high degree of
acceptability of mass media as a source of information on family planning among women in
Maharashtra, 13 percent of women still say that such messages are unacceptable to them, while
a significant minority (10 percent) are unsure of their opinions.

6.10 Discussion of Family Planning Among Couples

Among nonsterilized couples, all currently married women who knew a contraceptive
method were asked how often they talked with their husbands about family planning in the past
year. Table 6.16 indicates that 40 percent of the respondents had never discussed family
planning with their husbands in the past year. Forty-six percent had discussed it once or twice
and 13 percent more often. Women age 25-34 were more likely to discuss family planning with
their husbands than younger or older women. Over 70 percent of women age 25-34 discussed
family planning with their husbands at least once.
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Table 6.15 Acceptability of media messages on family planning
Percent distribution of ever-married women by their attitudes toward having messages
about family planning on the radio or television, by selected background characteristics,
Maharashtra, 1992-93
Acceptability of media messages
Background Not Total Number
characteristic Acceptable acceptable Unsure percent of women
Age
13-14 (59.3) (18.5) (22.2) 100.0 27
15-19 7.2 16.7 12.0 100.0 400
20-24 79.5 13.0 7.4 100.0 874
25-29 81.5 8.9 9.6 100.0 764
30-34 75.4 14.3 10.3 100.0 642
35-39 78.9 11.0 10.2 100.0 610
40-44 76.5 16.3 7.2 100.0 442
45-49 73.5 15.0 11.5 100.0 347
Residence
Urban 83.6 1.1 5.2 100.0 1699
Rural 73.0 14.5 12.6 100.0 2407
Education
Illiterate 68.0 16.8 15.2 100.0 2060
Lit., < middle complete 83.1 10.7 6.2 100.0 1113
Middle school complete 92.0 6.1 1.8 100.0 327
High school and above 90.9 8.4 0.7 100.0 606
Religion
Hindu 77.4 12.9 9.7 100.0 3138
Muslim 75.4 14.7 9.9 100.0 517
Buddhist 81.6 9.9 8.6 304
Other 761 17.7 8.7 100.0 147
Caste/tribe
Scheduled caste 74.9 13.3 11.8 100.0 263
Scheduled tribe 67.4 16.4 16.2 100.0 390
Other 78.7 12.7 8.6 100.0 3453
Total 77.4 13.1 9.5 100.0 4106
() Based on 25-49 cases

The extent to which family planning is discussed between couples also varies by
residence, women'’s education and ever use of contraception. Sixty-nine percent of urban women
discuss it with their husbands compared with 52 percent of rural women. Both the women’s
education and her husband’s education are positively associated with the extent of interspousal
communication. Women who have ever used contraception are the most likely of all the
subgroups to have discussed family planning with their husbands (84 percent).

The proportion of Hindus, Muslims and Buddhists who never discuss family planning
with their husbands is not very different (38 to 42 percent). However, women belonging to
other religious groups are much more likely to have discussed family planning with their
husbands than these three main religious groups (70 percent). Women belonging to scheduled
castes and tribes are less likely to have discussed family planning with their husbands than
others.
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Iable 6.16 Discussion of family planning with husband
Percent distribution of nonsterilized currently married women knowing a contraceptive
method by the number of times they discussed family planning with their husbands in the
past year, according to selected background characteristics, Maharashtra, 1992-93
Number of times family planning discussed
Number
Background Once or More Total of
characteristic Never twice often Hissing percent women
Age
15-19 46.0 45.4 8.6 -- 100.0 339
20-24 37.2 49.7 13.1 -- 100.0 862
25-29 27.7 54.3 18.0 -- 100.0 372
30-34 30.5 52.3 16.8 0.5 100.0 220
35-39 46.4 42.1 11.4 -- 100.0 140
40-44 62.8 24.8 11.6 0.8 100.0 121
45-49 67.7 22.2 10.1 1.0 100.0 99
Residence
Urban 31.2 52.1 16.6 0.1 100.0 939
Rural 48.4 41,2 10.3 0.2 100.0 1034
Respondent’s education
Illiterate 53.3 38.1 8.3 0.4 100.0 835
Lit., < middle complete 39.2 49.2 11.6 -- 100.0 526
Middle school complete 25.6 55.7 18.7 -- 100.0 203
Righ school and above 22.0 55.0 23.0 .- 100.0 409
Religion
Hindu 41.6 45.1 13.1 0.2 100.0 1407
Muslim 38.1 47.8 14.2 -- 100.0 339
Buddhist 37.7 51.4 11.0 -- 146
Other 29.6 53.1 17.3 -- 100.0 81
Caste/tribe
Scheduled caste 50.9 36.1 12.0 0.9 100.0 108
Scheduled tribe 54.7 38.4 7.0 -- 100.0 172
Other 38.0 47.8 14.0 0.1 100.0 1693
Use of contraception
Ever used 16.2 59.4 24.5 -- 100.0 458
Never used 47.5 42.4 9.9 0.2 100.0 1515
Husband’s education
Illiterate 54.0 36.2 9.5 0.2 100.0 420
Lit., <primary complete 54.2 36.3 9.2 0.4 100.0 251
Primary school complete 44.8 45.1 9.7 0.3 100.0 339
Middle school complete 34.7 50.6 14.8 - 100.0 27
High school complete 29.7 56.6 13.7 -- 100.0 431
Above high school 21.2 52.9 25.9 -- 100.C 255
Total 40.2 46.4 13.3 0.2 100.0 1973
Note: Table excludes women who are sterilized or whose husbands have been sterilized.
Total includes 20 women age 13-14 and 6 women with missing information on husband’s
education, who are not shown separately.
-- Less than 0.05 percent

6.11 Attitudes of Couples Toward Family Planning

A woman’s attitude towards family planning is an important indicator of her future use
of contraception. Moreover, a woman’s perception of her husband’s attitude is also important
since this perception may affect her own decisions. In the NFHS, information on attitudes
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toward fzmily planning was obtained from all currently married nonsterilized women, by asking
women whether they and their husbands approved or disapproved of couples using contraception
to delay or avoid pregnancy. Table 6.17 presents the degree of consensus between women and
their husbands.

About 76 percent of currently married, nonsterilized women who knew of a contraceptive
method approve the use of contraception and 23 percent disapprove. There exists a high degree
of consensus between wives and husbands regarding the approval of family planning. About 58
percent of female respondents reported that both they and their husbands approve of family
planning and 15 percent said that they both disapprove. The latter group may pose a challenge
for the family planning programme since they are unlikely to accept family planning unless their
attitudes change dramatically.

Approval of family planning is relatively lower among very young women (age below
19) and older women (above age 34). Rural women (70 percent) are less likely to approve of
family planning than urban women (83 percent). The approvai of family planning by both
husband and wife is also relatively higher in urban areas (67 percent) than in rural areas (50
percent). Women living in urban areas are somewhat more likely to know their husband’s
attitude than their rural counterparts, consistent with the higher level of interspousal
communication about family planning in urban areas.

Education is an important determinant of the approval of family planning for both the
woman and her husband. Ninety-three percent of women who had completed high school
approve of family planning. The corresponding percentage among illiterate women is only 65.
Approval by both husband and wife is lowest (43 percent) among illiterate women. A similar
pattern of relationship is also observed with the level of husband’s education. The proportion
of women who reported that both they and their husbands approve of family planning increases
from 38 percent for women with illiterate husbands to 85 percent for women whose husbands
had more than a high school education.

The approval of family planning by both the husband and wife is positively associated
with the number of times family planning was discussed between them in the past year. The
percentage of women who reported that both they and their husbands approve of family planning
is 28 for those who had never discussed family planning, 77 for those who had discussed the
topic once or twice and 82 for those who had more frequent discussions about family planning.

Religion does not appear to be an important factor influencing the approval of family
planning. The approval by both husband and wife does not differ much among the Hindus,
Muslims and Buddhists, but it is highest among the other religious group (73 percent). Approval
is lower among women belonging to scheduled tribes than among other caste groups. Women
who had ever used contraception are more likely to approve of family planning than women who
had never used contraception.
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Table 6.17 Attitudes of couples toward family planning

For nonsterilized currently married women who know of a contraceptive method, the percentage who approve of
family planning by their perception of their husband’s attitude, according to selected background
characteristics, Maharashtra, 1992-93

Respondent epproves Respondent disapproves
Husband Husband’s Husband Husband’s Respon- Number

Backgiround Husband disap- attitude Husband disap- attitude dent Total of
characteristic approves proves unknown' approves proves unknown' unsure percent wWomen
Respondent’s age

15-19 49.3 12.4 10.0 2.4 16.5 9.1 0.3 100.0 339

20-24 61.0 10.4 7.4 2.7 13.4 4.4 0.6 100.0 662

25-29 - 67.5 12.9 3.5 3.2 11.0 1.6 0.3 100.0 372

30-34 60.0 12.7 4.1 2.7 17.3 2.3 0.9 100.0 220

35-39 52.9 14.3 4.3 3.6 20.0 4.3 0.7 100.0 140

40-44 50.4 12.4 5.0 1.7 19.8 9.9 0.8 100.0 121

45-49 47.5 1.1 5.1 4.0 23.2 7.1 2.0 100.0 99
Residence

Urban 66.8 10.8 5.3 2.3 11.1 3.1 0.6 100.0 939

Rural 9.7 12.9 7.6 3.2 19.3 6.6 0.7 100.0 1034

Respondent’s education

Illiterate 42.9 14.3 8.0 4.0 21.8 8.0 1.1 100.0 835
Lit., < middle complete 55.5 14.4 6.8 2.3 16.3 4.0 0.6 100.0 526
Middle school complete 73.4 7.9 5.4 2.5 8.4 2.5 -- 100.0 203
High school and above 83.6 5.6 3.7 1.2 4.6 1.0 0.2 100.0 409
Religion
Hindu 57.9 11.4 6.8 3.2 15.2 5.0 0.6 100.0 1407
Muslim 54.0 15.0 6.5 1.5 16.8 5.3 0.9 100.0 339
Buddhist 58.2 13.0 6.8 1.4 4.4 4.8 1.4 100.0 146
Other 72.8 3.7 2.5 3.7 14.8 2.5 -- 100.0 81
Caste/tribe
Scheduled caste 54.6 14.8 5.6 0.9 15.7 7.4 0.9 100.0 108
Sr..eduled tribe 43.6 14.5 9.3 8.7 18.0 5.2 0.6 100.0 172
Other 59.5 1.4 6.3 2.3 15.1 4.7 0.6 100.0 1693
Use of contraccption
Ever used 87.6 6.1 1.7 1.7 2.6 -- 0.2 100.0 458
Never used 48.8 13.6 8.0 3.1 19.3 6.4 0.8 100.0 1515
Family planning discussed
with husband in last year
Never 27.5 15.1 14.1 3.3 28.1 11.2 0.6 100.0 793
Once or twice 77.3 9.9 1.4 2.7 7.7 0.4 0.5 100.0 915
More often 82.4 8.8 1.1 1.5 4,2 1.5 0.4 100.0 262
Husband’s education
Illiterate 38.3 16.2 9.8 4.5 21.4 8.6 1.2 100.0 420
Lit., <primary complete 49.0 12.7 9.2 3.2 21.1 4.4 0.4 100.0 251
Primary school complete 50.7 14.2 6.5 2.4 18.0 7.4 0.9 100.0 339
Middle school complete 61.6 12.2 5.2 1.1 16.6 3.0 0.4 100.0 27
High school complete 69.1 10.0 4.4 3.2 9.3 3.5 0.5 100.0 431
Above high school 84.7 3.9 3.5 1.2 5.9 0.4 0.4 100.0 255
Total 57.8 11.9 6.5 2.8 15.4 4.9 0.7 100.0 1973

Note: Table excludes women who are sterilized or whose husbands are sterilized. Total includes 20 women age
13-14, 6 vomen with missing information on husband’s education and 3 women with missing information on number
of times family planning discussed with husband, who are not shown separately.

-~ Less than 0.05 percent

'Respondent does not know her husband’s attitude
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CHAPTER 7

FERTILITY PREFERENCES

In recent years, increasing attention is being paid to research in fertility preferences
particularly in developing countries. Information on fertility preferences may have a periodic
value in forecasting the future course of fertility, provided the stated fertility preferences of a
woman are related in some way to her eventual fertility. Knowledge about fertility preferences
also enables one to assess the unmet need for family planning services. In the NFHS, an attempt
is made to assess the fertility preferences by asking a series of questions to the respondents about
their desire for additional children. These questions dealt with (1) whether the woman wanted
another child, (2) if so, how soon she would like to have her next child, and (3) how many
children she would want in her lifetime if she could start over again. In addition, several
questions were asked to ascertain the extent of sex preference. Information was collected on the
preferred sex of the next child and the ideal number of children by sex. Responses to these
questions are analysed in this chapter.,

Interpretation of data on fertility preferences has always been the subject of controversy.
Survey questions have been criticized on the grounds that answers may be misleading for a
number of reasons. First, attitudes toward childbearing may not be fully formed, they may be
held with little conviction and they may change over time. Moreover, the responses may not
take into account the effect of social pressures or the attitudes of the husband and other family
members, who may have a major influence on reproductive decisions. In addition, preferences
for limiting family size can only be implemented if a woman has the means to fulfil her desires.
Nevertheless, in the aggregate, data on fertility preferences can be useful as an indicator of
general attitudes and the possible future course of fertility.

7.1 Desire for More Children

In the NFHS, currently married women were asked, "Would you like to have another
child or would you prefer not to have any more children?" Women who did not yet have any
children were asked whether or not they wanted to have any children. If a women was pregnant,
she was asked whether or not she wanted another child after the one she was expecting. Women
who want another child were then asked about the preferred timing and sex of their next child.

Table 7.1 shows the percent distribution of currently married women by desire for an
additional child (including categories indicating preferred timing) and, for those women who
desire another child, their percent distribution by preferred sex of the next child. Overall, only
28 percent of currently married women want to have another child at some time in the future
and 49 percent of these women would like to wait at least two years before having the next
child. Only 12 percent of all currently married women would like to have another child soon,
that is, within two years. Less than one percent of the women state that this matter is " up to
God". Around one-fifth of all the womcn wan. no more children and 46 percent of women (or
their husbands) are sterilized, so that they cannot have any more children. These two groups
together form 67 percent of the currently married women in Maharashtra (see Figure 7.1).
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Table 7.1 Ffertility preferences

Percent distribution of currently married women by desire for children and preferred sex of additional

child, according to number of living children and residence, Maharashtra, 1992-93

Number of living children'

Desire for
children 0 1 2 3 4 5 6+ Total
URBAN
Desire for additional child
Have another soon® 57.4 18.5 6.2 4.2 2.7 -- -- 1.0
Have another later® 11.6 43.6 12.6 5.6 3.1 -- 1.2 13.9
Have another, undecided when 10.1 2.4 0.7 0.3 .- .- 1.2 1.6
Undecided 1.6 4.9 1.5 0.6 0.4 1.1 1.2 1.7
Up to God 0.8 1.0 1.0 0.6 0.9 -- 1.2 0.8
Want no more 0.8 22.0 48.5 23.4 19.3 23.9 37.8 28.0
Sterilized 0.8 2.8 28.8 63.0 72.2 75.0 51.2 39.5
Declared infecund 16.3 4.9 0.7 2.5 1.3 -- 6.1 3.5
Missing 0.8 - -- .- - - - 0.1
Total percent 100.9 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number 129 287 406 359 22 88 82 1574
Preferred sex of additional child
Boy 19.8 26,1  56.4 (63.9) - NC b 35.7
Girl 3.0 15.2 141 (16.7) w NC " 11.6
Doesn’t matter 51.5 47.8 19.2 (13.9) w NC e 38.6
Up to God 25.7 10.9 10.3 (5.6) - NC > 14.0
Total percent 160.0 100.0 100.0 100.0 100.0 NC  100.0 100.0
Number wanting more 101 184 78 36 13 0 2 414
RURAL
Desire for additional child
Have another soon® 46.1 25.2 13.4 4.7 2.0 1.9 0.8 12.2
Have another later® 7.3 46.2 16.2 6.2 3.1 2.5 0.8 13.2
Have another, undecided when 14.1 6.3 1.9 0.7 -- 0.6 0.8 2.8
Undecided 2.6 0.3 1.1 1.0 0.3 -- 1.6 0.9
Up to God 3.1 0.6 0.2 0.3 -- 0.6 -- 0.5
Want no more 1.6 6.6 22.2 13.4 15.0 16.7 37.8 15.1
Sterilized 0.5 8.1 43.1 72.3 78,5 76.5 53.5 50.8
Declared infecund 24.6 6.6 1.9 1.5 1.1 1.2 4.7 4.4
Missing -- -~ -- -- -- -- -- --
Total percent 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number 191 333 464 613 354 162 127 2244
Preferred sex of additional child
Boy 27.1 39.6 66.2 83.1 > > w 49.3
Girl 2.3 11.2 131 9.9 * * * 9.8
Doesn’t matter 57.4 40.9 16.6 7.0 * * * 33.3
Up to God 13.2 8.5 4.1 -- w w w 7.6
Total percent 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number wanting more 129 259 145 7 18 8 3 633

In this chapter, it is assumed that women who are sterilized (or whose husbands are
sterilized) do not want any more children. It is possible that some women may regret that they
or their husbands have accepted sterilization and may want another child. In the NFHS, women
who are sterilized (or whose husbands are sterilized) were asked a question on whether they
regret sterilization and, if so, the reasons for their regret.
(which is not shown in the table) indicates that only about four percent (or 77 women out of
1,783 sterilized couples) have regretted that the sterilization was performed. This does not,
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Table 7.1 Fertility preferences (Contd.)

Percent distribution of currently married women by desire for children and preferred sex of additional
child, according to number of living children and residence, Maharashtra, 1992-93

Number of living children'

Desire fer
children 0 1 2 3 4 5 6+ Total
TOTAL

Desire for additional child
Have another soon’ 50.6 22.1 10.0 4.5 2.3 1.2 0.5 1.7
Have another later® 9.1 45.0 14.5 6.0 3.1 1.6 1.0 13.5
Have another, undecided when 12.5 4.5 1.4 0.5 -- 0.4 1.0 2.3
Undecided 2.2 2.4 1.3 0.8 0.3 0.4 1.4 1.2
Up to God 2.2 0.8 0.6 0.4 0.3 0.4 0.5 0.7
Want no more 1.3 13.7 3.5 17.1 16.6 19.2 37.8 20.4
Sterilized 0.6 5.6 36.4 68.8 T76.1 76.0 52.6 46.1
Declared infecund 21.2 5.8 1.4 1.9 1.2 0.8 5.3 4.0
Missing 0.3 -- - -- -- -- -- --

Total percent 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

Number 320 620 870 972 577 250 209 3818

Preferred sex of additional child
Boy 23.9 33.9 62.8 76.6 (87.1) " w 43.9
Girl 2.6 12.9 13.5 12.1 (9.7 w w 10.5
Doesn’t matter 54.8 43.8 17.5 9.3 (--) w w 35.4
Up to God 18.7 9.5 6.3 1.9 (3.2) w w 10.1

Total percent 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

Number wanting more 230 443 223 107 31 8 5 1047

NC: Not computed because there are no cases on which to base a percentage
( ) Based on 25-49 cases

* percentage not shown; uased on fewer than 25 cases

-- Less than 0.05 percent

1 .

Includes current pregnancy, if any

%Jants next birth within 2 years

dWants to delay next birth for 2 or more years

however, mean that those who regret the sterilization would like to have more children since
they may regret the sterilization for some other reason (such as side effects of the operation or
medical complications). Overall, 27 women (35 percent of all those regretting sterilization) state
that they regret sterilization because they or their husbands want to have another child.
Therefore, the assumption that women who are sterilized (or whose husbands are sterilized) do
not want any more children will only slightly underestimate preferences to have another child
and overestimate desires to stop childbearing.

Table 7.1 also shows that the percentage of women not wanting any more children is
higher in urban areas (28 percent) than in rural areas (15 percent). The percentage of women
sterilized (or whose husbands are sterilized) is, however, higher in rural areas (51 percent) than
in urban areas (40 percent). The urban and rural areas do not differ much in the percentages
of women who want to delay their next birth by two or more years (14 percent in urban and 13
percent in rural areas). The desire to limit family size does not differ much between urban and
rural areas; 68 and 66 percent of currently married women in urban and rural areas,
respectively, do not want any more children (including sterilized couples).
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Figure 7.1
Fertility Preferences Among
Currently Married Women Age 13-49
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NFHS, Maharashtra, 1992-93

As expected, the desire for an additional child declines rapidly as the number of living
children increases (Figure 7.2). More than 72 percent of women with no living children want
to have a child and 51 percent want the child within two years. Among the women with two
living children the proportion desiring another child drops to 26 percent and for those with four
living children, it further declines to 5 percent. The desire to have a child within two years
drops even more rapidly from 51 percent for women without any living child to 10 percent or
less for women with two or more living children. It should be noted that the desire for spacing
children is very strong among women with one living child (45 percent want the next child after
two or more years). This percentage goes down for women with two living children (15 percent
want to delay the next child for two or more years), as 71 percent of them want no more
children or are sterilized.

Among women who want an additional child, there is a strong preference for having a
son as the next child. Nearly 44 percent of women desire to have a son as the next child
whereas only 11 percent desire to have a daughter as the next child. However, 45 percent of
women desiring an additional child indicate no preference; 35 percent say it does not matter
whether the child is a boy or a girl, and another 10 percent say that it is up to God. Preference
for sons is particularly strong in rural areas where 49 percent of women want a son as compared
with urban areas where 36 percent want a son. Women who do not have any living children are
more likely to desire a son (24 percent) than a daughter (only 3 percent).
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Figure 7.2
Fertility Preferences by Number of
Living Children
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The pattern of fertility preferences by age, shown in Table 7.2, is similar to the pattern
of fertility preferences by number of living children in Table 7.1. The desire to stop having
children increases with age, and the desire to space births decreases with age. Thirty-nine
percent of women age 15-19 and 30 percent of women age 20-24 want to space their next child.
From age 30 onwards the percentages of women wanting another child soon and wanting to
space their next birth decline rapidly, as an overwhelming majority of them either do not want
any more children or are sterilized.

After assessing the extent of desire for more children, it is worthwhile to examine the
characteristics of women who do not want any more children, since it would help in identifying
the sections of society which are in need of family planning services. Table 7.3 provides
information on women who desire to limit family size by selected background characteristics.
As mentioned earlier, women who are sterilized (or whose husbands are sterilized) are included
among those who want no more children. The differentials by residence and age have already
been discussed. The relationship between educational attainment and desire to have no more
children tends to be irregular at most family sizes. At parity 4 and above, 100 percent of
women with at least a high school education do not want any more children. The corresponding
percentage at parity two and three is more than 90 percent. Thus the data suggest that a two-
child family is especially preferred by the more educated women. At parities 1-3, Muslims and
scheduled tribe women are less likely than other groups to want to stop childbearing.
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Yable 7.2 Fertility preferences by age

Percent distribution of currently married women by desire for children and preferred sex of
additional child, according to age and residence, Maharashtra, 1992-93

Current age

Desire for
children 15-19 20-24 25-29 30-34 35-39 40-44 45-49 Total
URBAN

Desire for additional child

Have another soon' 2.2 21.2 1.5 4.9 3.1 1.5 -- 11.0
Have another later? 54.4 32.1 15.3 3.4 0.8 0.5 -- 13.9
Have anather/undecided when 4.4 4.0 1.7 0.4 0.4 -- .- 1.6
Undecided 2.2 3.2 1.7 2.3 0.8 0.5 -- 1.7
Up to God 2.2 0.9 1.0 1.1 0.8 -- -- 0.8
Want no more 10.0 20.9 37.6 37.5 22.2 27.9 31.0 28.0
Sterilized 2.2 10.6 29.3 49.2 68.5 61.4 56.3 39.5
Declared infecund 2.2 1.1 1.7 1.1 3.5 7.6 12.7 3.5
Missing .- .- .- -- .- 0.5 -- 0.1
Total percent 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number 90 349 287 264 257 197 126 1574
Preferred sex of additional

child

8oy 28.8 39.0 34.1 » » » NC 35.7
Girl 8.2 11.5 13.4 » w w NC 11.6
Doesn’t matter 43.8 36.7 40.2 * » * NC 38.6
Up to God 19.2 12.8 12.2 * » » NC 14.0
Total percent 100.0 100.0 100.0 100.0 100.0 100.0 NC 100.0
Humber wanting more 73 218 82 23 11 4 0 414

RURAL

Desire for additional child

Have another soon' 32.8 19.9 10.3 4.1 2.6 -- -- 12.2
Have another later?" 34.5  29.2 9.1 2.4 c.7 -- .- 13.2
Have another/undecided when 10.8 2.9 1.9 0.6 1.3 0.5 -- 2.8
Undecided 2.4 1.0 0.7 0.3 0.3 1.1 0.6 0.9
Up to God 1.0 0.8 0.2 0.6 0.3 - 0.6 0.5
Want no more 8.4 18.5 16.8 15.7 14.5 14.5 14.9 15.1
Sterilized 5.1 25.7 58.6 72.8 76.6 5.1 72.0 50.8
beclared infecund 5.1 2.1 2.3 3.6 3.6 8.8 12.0 4.4
Missing -- -- -- -- -- -- -- --
Total percent 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number 296 487 428 338 304 193 175 2244
Preferred sex of additional

child

Boy 43.5 50.2 56.0 * " * NC 49.3
Girl 6.5 13.8 13.2 * b * NC 9.8
Doesn’t matter 40.0 31.6 23.1 * w * NC 33.3
Up to God 10.0 4.3 7.7 * b * HC 7.6
Total percent 100.0 100.0 100.0 100.0 100.0 100.0 NC 100.0
Number wanting more 230 253 91 24 14 1 0 633

Table 7.3 also shows that the desire to stop childbearing increases with the number of
living sons and also with the number of living daughters. However, within each parity the
desire to stop childbearing is generally stronger in families with more boys than girls. For
example, among women with exactly three living children, 93 percent want to stop if the
children are all sons, but only 31 percent want to stop if the children are all daughters. Of
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Table 7.2 Fertility preferences by age (Contd.)
Percent distribution of currently married women by desire for children and preferred sex of
additional child, according to age and residence, Maharashtra, 1992-93
Current age
Desire for
children 15-19  20-24 25-29 30-34 35-39 40-44 45-49 Total
TOTAL
Desire for additional child
Have another soon' 30.3 23.0 10.8 4.5 2.9 0.8 -- 1.7
Have another later? 39.1 30.4 1.6 2.8 0.7 0.3 -- 13.5
Have another/undecided when 9.3 3.3 1.8 0.5 0.9 0.3 -- 2.3
Undecided 2.3 1.9 1.1 1.2 0.5 0.8 0.3 1.2
Up to God 1.3 0.8 0.6 0.8 0.5 -- 0.3 0.7
Want no more 8.8 19.5 25.2 25.2 18.0 21.3 21.6 20.4
Sterilized 4.4 19.4 46.9 62.5 72.9 68.2 65.4 46.1
Declared infecund 4.4 1.7 2.1 2.5 3.6 8.2 12.3 4.0
Missing L - -- - -- -- 0.3 .- --
Total percent 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number 386 836 715 602 561 390 301 3818
Preferred sex of additional
child
Boy 39.9 45.0 45.7  (51.7) (52.0) w NC 43.9
Girl 6.9 12.7 13.3 (8.5) (--) * NC 10.5
Doesn’t matter 40.9 34.0 31.2  (25.5) (36.0) w NC 35.4
Up to God 12.2 8.3 9.8 (14.9) (12.0) w NC 19.1
Total percent 100.0 100.0 100.0 100.0 100.0 100.0 NC 100.0
Number wanting more 303 471 173 47 25 5 0 1047
Note: Total includes 23 women age 13-14, who are not shown separately.
NC: Hot computed because there are no cases on which to base a percentage
( ) Based on 25-49 cases
* Percentage not shown; based on fewer than 25 cases
-- Less than 0.05 percent
'Wants next birth within 2 years
%Jants to delay next birth for 2 or more years

course, as expected, this differential becomes smaller as the total number of living children
increases.

7.2 Need for Family Planning Services

Currently married women who say that they either do not want any more children or that
they want to wait two or more years before having another child, but are not using
contraception, are defined as having an unmet need for family planning. Current users of family
planning are said to have a met need for family planning. The total demand for family planning
is the sum of the met need and the unmet need for family planning. Table 7.4 shows the unmet
need, met need and total demand for family planning, according to whether there is a need for
spacing or limiting births. The table also contains detailed definitions of these concepts.

It is observed that 14 percent of the currently married women who have no desire for
additional children within the next two years are not using any method of family planning.
These women are defined as having an unmet need for family planning services. There is no
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Jable 7.3 Desire to have no more children by background characteristics

Percentage of currently married women who want no more children by number of living children and
selected background characteristics, Maharashtra, 1992-93

Number of living children'

Background
characteristic 0 1 2 3 4 5 &+ Total
Age
13-19 0.7 2.9 34.6 b hd NC NC 12.3
20-29 0.8 13.2 61.1 77.5 B84.5 (87.5) (73.3) 54.2
30-39 (9.3) 3.5 93.0 93.4 95.9 95.6 95.5 89.3
40-49 (53.2) 94.1 92.3 95.9 98.9 88.6 88.4
Residence
Urban 1.6 24.7 77.3 86.4 91.5 98.9 89.0 67.4
Rural 2.1 14.7 65.3 85.6 93.5 93.2 91.3 65.9
Education
Itliterate 1.4 18.1 59.7 81.9 91.4 94.4 89.2 67.8
Lit., < middle complete 3.2 13.9 67.0 89.6 95.3 95.9 93.3 66.6
Middle school complete .- 14.9 76.4 88.0 87.5 100.0 100.0 59.4
High school and above 1.9 28.3 90.1 93.5 100.0 100.0 100.0 66.2
Religion
Hindu 2.0 19.5 73.0 88.0 94.1 96.2 90.2 67.7
Muslim (2.4) 13.1 44.9 65.6 82.8 (91.7) 89.7 60.1
Buddhist » 16.4 63.3 86.4 (97.7) hd hd 63.3
Other * (33.3) (88.6) (91.4) » hd * 69.5
Caste/tribe
Scheduled caste » (10.5) (64.3) 86.1 (89.5) b b 65.7
Scheduled tribe (--) 16.4 54.8 75.9 95.2 (86.8) » 62.6
Other 2.2 20.3 73.1 86.8 92.6 96.9 90.8 67.1
Number of living sons?
None 1.9 15.5 37.6 30.5 (72.0) * » 17.4
1 NA 26.8 79.2 84.6 90.0 91.7 (83.9) 70.3
2 NA NA 81.7 95.1 96.4 98.8 90.7 92.2
3+ NA NA NA 92.6 96.4 97.7 (93.1) 94.8
Nuzber of living daughters?®
None 1.9 26.8 81.7 92.6 (96.2) hd * 43.8
1 NA 15.5 79.2 95.1 6.5 hd b 74.8
2 NA NA 37.6 84.6 96.4 98.2 (90.0) 81.0
3+ NA NA NA 30.5 87.6 95.4 (90.7) - B4.5
Total 1.9 21.7 3.1 87.4 93.4 96.2 91.2 68.5

Note: Women who have been sterilized, or whose husbands have been sterilized, are considered to
want no more children.

NA: Not applicable

NC: Not computed because there are no cases on which to base a percentage

( ) Based on 25-49 cases

* Percentage not shown; based on fewer than 25 cases

-~ Less than 0.05 percent

'Includes current pregnancy, if any

%excludes pregnant women
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Yable 7.4 Need for family planning services

Percent of currently married women with unmet need, met need, and total demand for family planning services
by selected background characteristics, Maharashtra, 1992-93

Unmet need for FP' Met need-currently using? Total demand for FP Percent
of need
Background To To To To To To satis-
characteristic space limit Total space limit Total space limit Total fied
Age
13-14 (11.1) (14.8) (25.9) (--) (--) (--)  (11.1) (14.8) (25.9) (--)
15-19 21.8 6.2 28.0 3.4 5.7 9.1 25.1 11.9 37.0 24.5
20-24 16.3 6.2 22.5 7.3 22,2 29.5 23.6 28.5 52.0 56.8
25- 29 6.3 8.8 15.1 4.6 54.5 59.2 10.9 63.3 74.3 79.7
30-34 1.2 9.8 11.0 1.5 70.9 72.4 2.7  80.7 83.4 86.9
35-39 0.4 5.7 6.1 0.4 76.5 76.8 0.7 82.2 82.9 92.7
40-44 0.3 6.2 6.4 .- 71.0 71.0 0.3 77.2 7.4 91.7
45-49 -- 1.0 1.0 - 67.4 67.4 -- 68.4 68.4 98.5
Residence
Urban 7.1 8.2 15.3 4.7  48.2 52.9 11.8 56.4 68.2 77.6
Rural 7.4 5.9 13.3 2.0 52.4 54.3 9.4 58.2 67.6 80.4
Education
Illiterate 6.1 5.8 11.8 1.0 53.1 54.1 7.1 58 © 66.0 82.0
Lit., <middle complete 7.9 7.2 15.0 2.2 50,9 53.2 10.1 58.1 68.2 78.0
Middle school completel3.7 8.9 22.7 5.4 39.9 45.4 19.2 48.9 68.1 66.7
High school and above 6.8 8.5 15.2 10.0 48.1 58.0 16.8 56.5 73.3 79.2
Religion
Hindu 6.9 5.8 12.7 2.9 53.6 56.¢ 9.8 59.5 69.3 81.7
Muslim 10.8 13.1 25.8 3.2 32.9 36.1 13.9 46.0 59.9 60,2
Buddhist 8.0 5.8 13.8 2.9 49.1 52.0 10.9 54.9 65.8 79.0
Other 2.8 8.5 1.3 6.4 51.8 58.2 9.2 60.3 69.5 83.7
Caste/tribe
Scheduled caste 11.0 4.2 15.3 2.1 53.0 55.1 13.1 57.2 70.3 78.3
Scheduled tribe 4.9 7.9 12.8 1.4 47.8 49,2 6.3 55.7 62.0 79.4
Other 7.3 6.9 14.2 3.4 50.8 54.2 10.6 57.7 68.4 79.2
Humber of Living children
None 9.2 7.0 16.1 2.4 0.7 3.1 11.6 7.7 19.3 16.2
1 18.9 3.4 22.3 1.7 1.1 22.8 30.7 14.4 45.1 50.6
2 9.0 9.2 18.1 2.9 47.3 50.3 1.9 56.5 68.4 73.5
3 4.0 5.7 9.7 1.2 73.7 74.8 5.2 79.3 84.5 83.5
4 1.6 5.4 7.0 0.4 80.9 81.3 2.0 86.2 88.2 92.1
5 0.8 7.0 7.9 -- 81.4 81.4 0.8 88.4 89.3 91.2
6+ 1.0 16.0 17.0 -- 55.3 55.3 1.0 71.4 72.3 76.5
Total 7.3 6.8 1.1 3.1 50.7 53.7 10.4 57.5 67.9 79.2

() Based on 25-49 cases

== Less than 0.05 percent

'Lhunelneedjbrqpachm'includes pregnant women whose pregnancy was mistimed, amenorrhoeic women whose last
birth was mistimed, and women who are neither pregnant nor emenorrhoeic and who are not using any method of
femily planning and who say they want to wait 2 or more years for their next birth. Also included in unmet
need for spacing are women who are unsure whether they want another child or who want another child but are
unsure when to have the birth. Unmet need for iimiling refers to pregnant women whose pregnancy was unwanted,
amenorrhoeic women whose last child was unwanted and women who are neither pregnant nor amenorrhoeic and who
are not using any method of femily planning and who want no more children.

2U.rlng_)“ar spacing refers to women who are using some method of family planning and say they want to have
another child or are undecided whether to have another. Using for limiting refers to women who are using and who
want no more children. Note that the specific methods used are not taken into account here.
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difference between the unmet need for spacing and for limiting (7 percent each). Together with
the 54 percent of currently married women who are using contraception, a total of 68 percent
of currently married women have a demand for family planning. If all the women who say they
want to space or limit their births were to use family planning, the contraceptive prevalence rate
would increase from 54 percent to 68 percent of currently married women. This means that 79
percent of the demand for family planning is being met by current programme, as seen in the
last column of Table 7.4. However, only 30 percent of the demand for spacing compared to 88
percent of the demand for limiting is satisfied through the current programme.

The unmet need for family planning generally decreases with age. It is highest (28
percent) among women age 15-19 and only one percent among women age 45-49. The unmet
need for limiting the family size is highest at age 30-34 (10 percent) but the unmet need for
spacing is highest at age 15-19 (22 percent). This clearly indicates that at younger ages,
currently married women in the state want to space the next birth, and most of their needs are
not satisfied. The percent of need satisfied increases with age, once again suggesting that the
needs of younger women, who want to space their next birth, are not being satisfied by the
current programme. Thus the findings of the present study clearly bring out the need for
promoting spacing methods in the family planning programme.

‘he unmet need for family planning and the percentage of need that is satisfied do not
vary substantially by place of residence, education or caste/tribe. Muslim women have a greater
unmet need than women belonging to other religious groups, 1nd the percentage of need satisfied
by the current programme is the lowest among Muslim women. Differentials in the unmet need
and the percentage of need satisfied by number of living children are similar to the differentials
by age. The unmet need is greater among women with less than three living children and their
contraceptive needs are least satisfied by the current programme.

7.3  Ideal Number of Children

The preceding analysis of fertility preferences dealt with a woman’s desired number of
children, implicitly taking into account the number of children that she already has. In this
section, however, fertility preference in terms of ideal number of children is analyzed. In
determining ideal number of children, each woman in the NFHS was asked to perform a difficult
abstract task of stating the number of children she would like to have if she could start all over
again. Women with no children were asked, "If you could choose exactly the number of
children to have in your whole life, how many would that be?" Women who already had
children were asked, "If you could go back to the time you did not have any children and could
choose exactly the number of children to have in your whole life, how many would that be?"
A few women had difficulty in answering these hypothetical questions and the' questions often
had to be repeated to ensure that they were understood by the respondents. Nevertheless, as
shown in Table 7.5, 96 percent of the respondents were able to give a numerical response. The
percentage who gave non-numerical responses (such as "up to God", "How can I say? It
depends”, etc.,) is higher among rural women, and women with no living children or with 6 or
more living children.

Table 7.5 presents the distribution of ever-married women by their ideal number of
children and actual family size. In Maharashtra, the ideal number of children falls within a very
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Table 7.5 1Ideal and actual number of children

Percent distribution of ever-married women by ideal number of children and mean ideal
number of children for ever-married women and currently married women, according to
number of living children and residence, Maharashtra, 1992-93

Number of living children’

Ideal number
of children 0 1 2 3 4 5 6+ Total
URBAN
None -- -- -- -- -- -- .- --
1 19.5 24.8 13.4 7.4 3.8 1.0 1.1 12.0
2 54.5 62.9 65.6 41.1 41.8 37.8 26,1 S51.7
3 14.3 8.4 15.0 42,2 26.8 34.7 28.4 23.2
4 2.6 1.6 2.5 5.6 21.3 9.2 22.7 7.1
5 1.9 -~ 0.5 1.3 2.1 11.2 1.1 1.6
6+ 1.3 0.6 0.5 1.1 1.7 -~ 10.2 1.4
Non-numeric responses 5.8 1.6 2.5 1.3 2.5 6.1 10.2 3.0
Total percent 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Nunber of women 154 310 433 377 239 98 88 1699
Mean ideal number’
Ever-married women 2.1 1.9 2.1 2.6 2.8 2.9 3.4 2.4
Currently married women 2.1 1.9 2.1 2.6 2.8 2.9 3.4 2.4
RURAL
None 0.8 -- .- -- 0.3 -- -- 0.1
1 6.4 7.4 1.4 2.0 2.2 1.2 2.3 3.2
2 48.3  59.7 59.2 34.0 34.7 26.2 17.4 43.2
3 21.6 22.3 30.8 51.7 31.4 42.7 31.1 35.1
4 7.6 5.0 5.7 9.7 24.8 12.9 22.7 1.2
5 0.8 -- 0.8 0.3 2.8 12.3 4.5 1.9
6+ -- -- 0.2 0.6 0.6 -- 9.1 0.8
Non-numeric responses 14.4 5.6 1.8 1.6 3.3 4.7 12,9 4.6
Total percent 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Mumber of women 236 377 490 638 363 17 132 2407
Mean ideal number?
Ever-married women 2.4 2.3 2.4 2.7 2.9 34 3.5 2.7
Currently married women 2.4 2.3 2.4 2.7 2.9 3.1 3.5 2.7
TOTAL
None 0.5 -- -- -- 0.2 .- -- 0.1
1 11.5 153 7.0 4.0 2.8 1.1 1.8 6.8
2 50.8 61.1 62.2 36.7 37.5 30.5 20.9 46.7
3 18.7 16.0 23.4 48.2 29.6 39.8 30.0 30.2
4 5.6 3.5 4.2 8.2 23.4 11.5 22.7 9.5
5 1.3 -- 0.7 0.7 2.5 11.9 3.2 1.8
6+ 0.5 0.3 0.3 0.8 1.0 -- 9.5 1.0
Non-numeric responses 11.0 3.8 2.2 1.5 3.0 5.2 11.8 3.9
Total percent 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of women 390 687 923 101 602 269 220 4106
Mean ideal number’
Ever-married women 2.3 2.1 2.3 2.7 2.9 3.0 3.5 2.5
Currently married women 2.3 2.1 2.3 2.7 2.9 3.0 3.4 2.5

-- Less than 0.05 percent
'Includes current pregnancy, if any
’Means are calculated excluding the women giving non-numeric responses
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narrow range of 2 to 3 children for a large majority of women (77 percent). Seven percent of
women say one child is ideal and 10 percent say 4 is ideal. Among those who gave numeric
responses, the average number of children considered ideal is 2.5.

According to the National Fertility and Mortality Survey (Srikantan and Bhate, 1989)
conducted in Maharashtra in 1980, the number of children considered ideal by the respondents
was 3.2. Thus in the course of 12-13 years, there has been a decline of 0.7 child in the mean
ideal number of children. The mass media seems to have played a great role in forming the
concept of what should be the ideal number of children. In the beginning of the 80s, the family
planning propaganda popularized the slogan "two or three that’s enough" and daring the late 80s
and early 90s, the slogan changed to "we two our two" or "one or two" or "one couple one
child". In Maharashtra the ideal of a "two-child family" is getting internalized.

The study of ideal family size is sometimes criticized on the grounds that women tend
to adjust their ideal family size upward as the number of children increases, by way of
rationalization. It is argued that the question on ideal family size prompts many women to
supply the actual number of children they already have as their ideal family size. However, it
is evident from Table 7.5 that a large proportion of women in Maharashtra express an ideal
number of children which is smaller than the number of living children they already have. For
example, among womern who have 4 living children, 70 percent have expressed less than 4
children as an ideal number of children. Similarly, 83 percent of the women with five living
children state that their ideal number of children is fewer than five children. It is, however,
noticed that the women with high parity do tend to state a higher number as an ideal number of
children. Barring women with no living child (who will not necessarily state their ideal number
of children as zero), the mean ideal number of children increases with the increase in the number
of living children. For example, the average ideal number of children for ever-married women
with 2 living children is 2.3, and for women with 3, 4 ,5 and 6+ living children, the average
ideal number of children is 2.7, 2.9, 3.0 and 3.5, respectively. A similar pattern is observed
in both urban and rural areas. The mean ideal number of children does not differ much between
urban and rural areas, the mean being 2.4 in urban areas and 2.7 in rural areas. While 12
percent of the urban women say one child is ideal, this percentage among rural women is only
3. Seven percent of urban women consider 4 children as ideal, while 11 percent of rural women
think so.

Table 7.6 provides informaticn on mean ideal number of children for ever-married
women by age and selected background characteristics. The mean ideal number of children
varies little by age, caste/tribe, or work status of the woman. However, a strong negative
relationship exists between the mean ideal number of children and the educational level of
women. The mean ideal number steadily decreases from 2.8 children for illiterate women to
1.9 children for women with at least a high school education. Similar variations in mean ideal
number of children are observed with respect to the husband’s education. Religious differentials
are not much, although the mean ideal number for Muslims is slightly higher (3.1 children) than
that for Hindus (2.5 children).

A strong preference for sons is prevalent in Indian society, and hence it is interesting to
study the extent of son preference in Maharashtra. Women who gave a numerical response to
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Yable 7.6 Ideal number of children by background characteristics
Mean ideal number of children for ever-married women by age and selected backgrounv)
characteristics, Maharashtra, 1992-93
Current age
Background
characteristic 15-19  20-24 25-29 30-34 35-39 40-44 45-49 TYotal
Residence
Urban 2.4 2.3 2.3 2.3 2.4 2.6 2.5 2.4
Rural 2.5 2.5 2.6 2.7 2.8 2.7 3.0 2.7
Education
Illiterate 2.7 2.7 2.7 2.9 2.9 2.9 3.0 2.8
Lit., < middle complete 2.4 2.4 2.5 2.5 2.5 2.4 2.6 2.5
Middle school complete (2.3) 2.2 (2.4) (2.1) (2.3) (2.3) b 2.2
High school and above (2.0) 1.9 1.9 2.0 2.0 2.0 (2.1) 1.9
Religion
Hindu 2.4 2.4 2.4 2.5 2.5 2.6 2.7 2.5
Muslim (3.1 2.8 3.2 3.0 3.2 3.2 (3.4) 3.1
Buddhist (2.5) (2.2) (2.4) (2.7 2.6 2.6 (3.3) 2.6
Other * (2.3) (1.9  (2.1) (2.4) (2.3) " 2.2
Caste/tribe
Scheduled caste (2.4) (2.4) (2.6) (2.5) (2.7 (3.0) b 2.6
Scheduled tribe (2.6) 2.7 2.7 2.9 3.0 (2.8) 3.1 2.8
Other 2.5 2.4 2.4 2.5 2.6 2.6 2.7 2.5
Work status
Not working 2.5 2.4 2.4 2.4 2.5 2.6 2.6 2.5
Working in family
farm/business 2.5 2.6 2.6 2.7 2.6 3.0 2.9 2.7
Employed by someone else 2.5 2.6 2.4 2.6 2.7 2.5 2.9 2.4
Self employed " (2.3) (2.6) (2.2) (2.6) * " ¢.5
Husband’s education
Illiterate 2.6 2.8 2.7 3.0 2.9 2.9 3.1 2.8
Lit., < primary complete 2.6 2.6 2.5 2.7 2.9 2.8 2.8 2.7
Primary school complete 2.5 2.4 2.6 2.6 2.6 2.3 3.0 2.6
Middle school complete 2.3 2.3 2.4 2.4 2.5 (2.6) * 2.4
High school complete 2.4 2.3 2.3 2.3 2.4 2.2 2.3 2.3
Above high schoot " 2.0 1.9 2.1 2.0 2.2) (2.1) 2.0
Total 2.5 2.4 2.5 2.5 2.6 2.6 2.8 2.5
Note: Total includes 27 women age 13-14 and 10 women with missing information on husband’s
education, who are not shown separately.
() Based on 25-49 cases
* Mean not shown; ,based on fewer than 25 cases

the question about the ideal number of children were also asked how many of these children they
would like to be boys and how many they would like to be girls. Table 7.7 reveals that most
women in Maharashtra consider one son and one daughter to be ideal. Overall, the mean ideal
family size consists of 1.3 sons and 0.9 daughters. Son preference is more visible in rural areas
where the difference between ideal number of sons and daughters is half a child (1.5 sons and
1.0 daughters). The ideal number of sons and daughters does not vary much by the number of
sons and daughters a woman already has.
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Jable 7.7 ldeal sex composition of children by actual sex composition of living children
Mean ideal number of sons and daughters for ever-married women by sex composition of the living children,
according to residence, Maharashtra, 1992-93
Urban Rural Total
Sex composition
of living Doesn’t Doesn’t Doesn’t
children Sons Daughters matter Sons Daughters matter Sons Daughters matter
None 0.8 0.6 0.6 1.2 0.9 0.4 1.0 0.8 0.5
1 child 0.8 0.6 0.5 1.2 0.8 0.2 1.0 0.7 0.4
1 son 0.8 0.6 0.5 1.2 0.7 0.3 1.0 0.6 0.4
No sons 0.7 0.7 0.5 1.3 1.0 0.1 1.0 0.8 0.3
2 children 0.9 0.7 0.5 1.4 0.9 0.2 1.2 0.8 0.3
2 sons 1.1 0.6 0.5 1.5 0.7 0.2 1.3 0.7 0.3
1 son 0.9 0.7 0.5 1.3 1.0 0.1 1.1 0.9 0.3
No sons 0.8 0.8 0.5 1.3 1.1 0.2 1.1 1.0 0.3
3 children 1.3 0.9 0.4 1.6 1.0 0.2 1.5 1.0 0.3
3 sons (1.4) (0.6) (0.5) 1.8 0.8 0.2 1.7 0.8 0.3
2 sons 1.3 0.9 0.4 1.6 1.0 0.2 1.5 0.9 0.2
1 son 1.1 1.0 0.4 1.5 1.2 0.2 1.3 1.1 0.3
No sons (1.4) (1.2) (0.4) (1.3) (.1 0.1) 1.4 1.1 0.2
4+ children 1.5 1.1 0.3 1.8 1.2 0.1 1.6 1.2 0.2
2 or more sons 1.6 1.1 0.3 1.9 1.2 0.1 1.7 1.2 0.2
1 son 1.3 1.1 0.2 1.5 1.2 0.1 1.4 1.2 0.2
No sons * * * (1.5) (1.1 (0.1) (1.3 (1.0) (0.3)
Total 1.1 0.8 0.4 1.5 1.0 0.2 1.3 0.9 0.3
Note: Table excludes women who gave non-numeric responses to questions on the ideal number of sons and
daughters.
() Based on 25-29 cases
* Mean not shown; based on fewer than 25 cases

7.4  Fertility Planning

Another way to study the extent of unwanted fertility is to focus on recent births.
Women were asked whether each pregnancy that resulted in a live birth during the four years
preceding the survey was wanted at that time (planned), wanted at a later time (mistimed), or
not wanted at all (unwanted). A woman may retrospectively declare an unplanned birth as one
that was wanted at the time. Thus, rationalization of some unplanned births as planned may
result in underestimation of unplanned childbearing. Nevertheless, these questions provide a
potentially useful indicator of the degree to which couples successfully control childbearing.

Table 7.8 shows that slightly less than one-quarter of all births in the four years before
the survey (including current pregnancies) were not wanted at the time the woman became
pregnant. Seven percent of the births were unwanted and 15 percent were mistimed.
Differentials in fertility planning by residence, education, religion, and caste/tribe are not
substantial. The differentials are apparent by birth order and by mother’s age at the time of the
birth. First births are most likely to be wanted then, second and third order births are most
likely to be mistimed, and fourth and higher order births are especially likely to be unwanted.
One-fifth of the births to women age 30 and over are reported as unwanted, and little less than
one-fifth of births to women below age 25 are mistimed.
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Table 7.8 Fertility planning

Percent distribution of births during the four years preceding the survey and
current pregnancies by fertility planning status, according to selected background
characteristics, Maharashtra, 1992-93

Planning status of pregnancy'

Number
Background Wanted Wanted Wanted Total of
characteristic then later no more Missing percent births
Residence
Urban 77.2 15.4 7.2 0.2 100.0 931
Rural 77.5 14.7 7.1 0.7 100.0 1458
Education
Illiterate 80.7 10.9 7.7 0.8 100.0 1174
Lit., < middle complete 72.5 19.0 8.1 0.5 100.0 654
Middle school complete 72.2 21.9 5.9 -- 100.0 237
High school and above 79.3 16.7 4.0 -- 100.0 324
Religion
Hindu 78.2 14.3 6.9 0.6 100.0 1726
Muslim 73.4 18.0 8.3 0.2 100.0 433
Buddhist 79.3 14.8 5.9 -- 100.0 169
Other 77.0 14.8 8.2 - 100.0 61
Caste/tribe
Scheduled caste 71.6 19.1 7.4 1.9 100.0 162
Scheduled tribe 78.3 11.8 9.5 0.4 100.0 263
Other 7.7 15.1 6.8 0.4 100.0 1964
Birth order'
1 88.0 11.5 0.5 -- 100.0 732
2 76.8 20.9 1.7 0.6 100.0 650
3 73.8 16.1 9.5 0.6 100.0 465
4+ 67.0 11.6 20.5 0.9 100.0 542
Mother’s age at birth
13-14 (85.0) (15.0) (--) (--) 100.0 40
15-19 80.1 18.2 1.5 0.3 100.0 727
20-24 75.9 17.2 6.4 0.5 100.0 985
25-29 79.5 8.7 10.8 0.9 100.0 425
30-34 70.8 8.1 21.1 -- 100.0 161
35-39 (3.7 2.6) (21.1) (2.6) 100.0 38
Total 7.4 15.0 7.1 0.5 100.0 2389

Note: Total includes 13 births to women age 40-44 at the time birth, which are not
shown separately.

( ) Based on 25-49 cases

-= Less than 0.05 percent

'Includes current pregnancy, if any

The impact of unwanted fertility can be estimated by comparing wanted fertility rates
with the total fertility rates presented in Chapter 5. The wanted fertility rate is calculated in the
same way as the total fertility rate except that unwanted births are excluded from the numerator.
A birth is considered unwanted if the number of living children at the time of conception was
greater than or equal to the current ideal number of children, as reported by the respondent.
Women who gave a non-numeric response to the question on the ideal number of children are
assumed to want all their births. The wanted fertility rate represents the level of fertility that
theoretically would result if all unwanted births were prevented. A comparison of the total
fertility rate with the total wanted fertility rate indicates the potential demographic impact of the
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prevention of all unwanted births.

Table 7.9 shows the total wanted fertility rates and total fertility rates for the three years
preceding the survey by selected background characteristics. The wanted TFR for the state as
a whole is 2.13 compared with the actual TFR of 2.86. Thus, on the average 0.73 children, or
about 26 percent of children, are unwanted. The percentage of unwanted births is 24 and 27 in
urban and rural areas, respectively. The difference between the wanted TFR and the actual TFR
is the smallest (17 percent) for the women who have completed high school and largest (29
percent) for women who have completed middle school. The wanted TFR is lower than the
actual TFR by 28 percent among Muslims, and by 25 percent among Hindus. The differences
between the wanted TFR and the actual TFR for scheduled caste, schedules tribe and other
women are 32, 27 and 25 percent, respectively, with the wanted TFR being lower than the
actual TFR.

Jable 7.9 Wanted fertility rates
Total wanted fertility rates and total fertility rates for the
three years preceding the survey, by selected background
characteristics, Maharashtra, 1992-93
Total
wanted Total

Background fertility fertility
characteristic rate rate
Residence

Urban 1.94 2.54

Rural 2.29 3.12
Education

Illiterate 2.59 3.47

Literate, < middle complete 2.22 3.00

Middle school complete 1.76 2.47

High school and above 1.72 2.08
Religion

Hindu 2.01 2.69

Muslim 2.98 4.1

Buddhist 2.39 3.14

Other 1.38 1.65
Caste/tribe

Scheduled caste 2.08 3.04

Scheduled tribe 2.37 3.24

Other 2.10 2.80
Total 2.13 2.86
Note: Rates are calculated based on births in the period 1-36
months before the interview to women age 15-49. The total
fertility rates are the same as those presented in Table 5.2.
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CHAPTER 8

MORBIDITY AND MORTALITY

This chapter presents data on the prevalence of certain diseases as well as mortality rates,
especially for infants and young children. This type of information is relevant both to the
demographic assessment of the population and to health policies and programmes. The mortality
estimates are also useful for projecting the future size of the population. More detailed
information on the mortality of children can be used to identify sectors of the population which
are at high risk and in need of health services.

The National Family Health Survey included two sources of information on mortality and
one on morbidity. The Household Questionnaire included questions on individuals in the
household suffering from blindness, tuberculosis, leprosy, physical impairment of the limbs, and
malaria. The Household Questionnaire also included a question on deaths occurring in the
household during the two years before the survey and the Woman’s Questionnaire collected
information on the survival status of all births and the age at death if the child is dead.
Information from these sources forms the basis of this chapter.

8.1  Morbidity

Because demographic sample surveys generally do not include questions on the
prevalence of diseases, there is a little experience with the results of such questions. The
patterns shown by the morbidity data analyzed in this section are generally plausible, suggesting
that the questions have provided useful information. At the same time, there is little to indicate
whether the overall prevalence levels are correct. It is certainly possible that the results of the
survey substantially understate the prevalence of these conditions because some survey
respondents fail to report them.

It is worth noting some of the considerations that might be made in assessing the validity
of these prevalence figures. Conditions carrying a stigma, such as leprosy, may be
underreported due to intentional concealment by respondents or embarrassment on the part of
interviewers about asking these questions. Respondents will be aware of certain conditions, such
as blindness and physical impairment, but may be unaware of others unless they have been
diagnosed by medical personnel. Moreover, given the linguistic diversity in India, local as well
as national, respondents may know that a household member suffers from a given condition but
fail to report it because they do not recognize the word« used by the interviewer in asking the
question.

Table 8.1 shows the prevalence of the five morbidity conditions among the household
population by age, sex and urban-rural residence. Malaria has the highest pi 2valence, afflicting
37 per 1,000 population during the three months prior to the survey, followed closely by
blindness (partial or complete), reported for 35 per 1,000 population. Physical impairment of
limbs is less prevalent, affecting 6 per 1,000 population.
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Table 8.1 Morbidity
Number of persons per 1,000 household population suffering from blindness, tuberculosis, leprosy, physical
impairment of the limbs and malaria according to age, sex and residence, Maharashtra, 1992-93
Number of persons per 1,000 suffering from:
Malaria Number
Blindness Physical during the of
Demographic impairment last three usual
characteristic Partial Complete Tuberculosis Leprosy of limbs months residents
URBAN
Age
0 -14 3.5 0.6 2.2 0.3 4.8 12.7 3140
15-59 24,7 1.4 2.5 0.4 4.4 20.4 5673
60+ 166.7 14.2 3.5 .- 16.0 30.1 564
Sex
Male 21.9 1.2 3.7 0.4 5.8 17.8 4842
Female 30.7 2.6 1.1 0.2 4.6 19.2 4535
Total 26.1 1.9 2.5 0.3 5.2 18.4 9377
RURAL
Age
0 -14 4.2 2.5 1.0 2.4 6.0 44.0 4817
15-59 34.6 2.1 3.4 1.0 5.6 55.0 6794
60+ 178.2 22.6 1.7 3.3 9.2 59.4 1195
Sex
Male 33.5 3.9 3.7 1.4 6.7 50.3 6443
Female 39.6 4.4 2.8 0.6 5.5 52.3 6363
Total 36.5 4.1 3.3 1.0 6.1 51.3 12806
TOTAL
Age
0 -14 3.9 1.8 1.5 0.4 5.5 3.7 7957
15-59 30.1 1.8 3.0 0.7 5.1 39.3 12467
60+ 174.5 19.9 9.1 2.3 11.4 50.0 1759
Sex
Male 28.5 2.7 3.7 1.0 6.3 36.3 11285
Female 35.9 3.7 2.1 0.5 5.1 38.5 10898
Total 32.1 3.2 2.9 0.7 5.7 37.4 22183
-~ Less than 0.05 persons per 1,000

Malaria

The overall incidence of malaria in the three months prior to the survey is 37 per 1,000.
The incidence is substantially lower in urban areas (18 per 1,000) than in rural areas (51 per
1,000). The difference in the prevalence of malaria by gender is small although females have
a slightly higher rate than males.

There are more substantial differences in the prevalence of malaria by age. Prevalence

increases with age, being highest among those age 60 and above (50 per 1,000) and lowest for
those age 0-14 (32 per 1,000). Rural children are about four times as likely to have had malaria
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than urban children, while those age 60 and above in rural areas are twice as likely to have had
malaria than their counterparts in urban areas. Since the prevalence of malaria is known to vary
considerably by season, the NFHS estimates should not be taken to represent the typical level
throughout the year as the fieldwork was conducted during the dry season when malaria rates
are expected to be relatively low.

Partial and Complete Blindness

The overall prevalence of partial blindness is 32 per 1,000 (Table 8.1), the prevalence
being higher in rural than urban areas. Partial blindness increases sharply with age. Prevalence
rates are 4 per 1,000 for persons age 0-14, 30 per 1,000 for persons age 15-59 and 175 per
1,000 for persons age 60 and over. The high prevalence among older persons, by far the largest
differential displayed for any of these morbidity conditions, is particularly striking. Overall,
females are more prone to partial blindness than males. The typical prevalence for females is
about 36 per 1,000, compared to about 29 per 1,000 for males.

The overall level of complete blindness is 3 per 1,000. The NFHS estimate of total
blindness is considerably higher than the 1981 Census estimate of 0.6 persons per 1,000
population (Office of the Registrar Gereral and Census Commissioner, India, 1983), which is
probably indicative of relatively high underenumeration in the census rather than a substantial
increase in blindness in Maharashtra between 1981 and 1992-93.

Rural residents are twice as likely to be completely blind (4 per 1,000) as urban residents
(2 per 1,000). Females are slightly more prone to complete blindness than males in both urban
and rural areas but the differences are very small. Complete blindness is ten times more
prevalent among persons age 60 and over than under age 60. This difference is equally noticed
in urban and rural areas. Differences in complete blindness are not large between persons in
the age groups 0-14 and 15-59, prevalence being higher among the latter group in urban areas
and the former group in rural areas.

Physical Impairment of the Limbs

The overall prevalence of persons with physically impaired limbs is 6 per 1,000. Female
prevalence is around 5 per 1,000 in both residence groups. Males have slightly higher
prevalence, 6 per 1,000 in urban areas and 7 per 1,000 in rural areas. There is little difference
in prevalence by age among those under age 60, but those age 60 and over are more than twice
as likely to have physically impaired limbs as others (11 percent comparéd to 5 percent).

Tuberculosis
The overall prevalence of tuberculosis is low at 3 per 1,000, with little variation by place
of residence and sex, though males are slightly more prone to contract the disease than females

in all areas. Age differences are marked, especially in rural areas, with values around 2 per
1,000 for persons age 0-59 and 12 per 1,000 for those age 60 and over.
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Leprosy

The reported prevalence of leprosy is less than 1 per 1,000 population, with males and
persons above age 60 being more prone than females and persons below age 60 to be afflicted
with the disease. There seems to have been an overall improvement in the number of leprosy
cases. According to the Central Bureau of Health Intelligence (1992), the prevalence rate
declined from 6 percent in 1981 to 2 percent in 1991, The NFHS data show consistency in the
trend of decline. However, it is important to note that leprosy may be seriously understated due
to the stigma attached to the disease.

8.2 Crude Death Rates and Age-Specific Death Rates

Crude death rates (CDR) and age-specific death rates by sex for the usual resident
population in Maharashtra from the NFHS and the SRS are shown in Table 8.2. The crude
death rate from the NFHS is based on deaths occurring to usual residents of the household
during the two years (approximately 1991-92) preceding the survey as obtained in the Household
Questionnaire. The CDR from the NFHS is calculated as the annual number of deaths in the
two-year period before the date of interview per 1,000 usual residents. The denominator of this
measure is calculated by projecting the number of usual residents at the time of the survey
backwards to the mid-point of the time period on the basis of the intercensal population growth
rate in the state. The intercensal growth rate is assumed to Le the same for all age and sex
groups.

Questions on the number of deaths occurring to usual residents in each household during
a particular time period have been included in demographic surveys in many countries and have
generally resulted in a substantial understatement of deaths. It is, therefore, important to begin
with a discussion of the evidence on the completeness of reporting of deaths. The Sample
Registration System (SRS), maintained by the Office of the Registrar General, India, provides
the most useful comparison. The most recent report on mortality estimates by age for
Mabharashtra is fo1 1991 (Office of the Registrar General, India, 1993a).

Table 8.2 shows that the average annual crude death rate (CDR) for the usual resident
population in Maharashtra for the two-year period prior to the NFHS (roughly 1991-92) is 7.8
per 1,000 population. As can be seen from the table, it is only slightly lower than the SRS
death rate for 1991 which is 8.2 per 1,000. However, the provisional estimate of the SRS death
rate for 1992 is 7.9 (Office of the Registrar General, India, 1993b).

The age-specific death rates (ASDR) for broad age groups shown in Table 8.2 can be
compared directly with the SRS rates. Although the SRS does not report the death rates for the
specific age groups shown in Table 8.2, these rates are calculated from the death rates and
population for conventional five-year age groups published by the SRS. The NFHS age-specific
death rates do not differ substantially from the SRS rates except for the age group 0-4. Within
the age group 0-4, the two estimates do not differ much for males, but the SRS female ASDR
is twice as high as the NFHS rate. The difference between the two sources may be due to
underreporting of deaths as well as misreporting of age at the time of death.
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Jable 8.2  Crude death rates_and age-sex specific death rates

Crude death rates (CDR) and age-sex specific death rates, Maharashtra 1991-92

NFHS €1991-92) SRS (1991)

Death rate Number of usual residents Death rate
Age Male Female Total Male Female Total Male Female Total
0-4 15.6 8.4 12.1 1351 1287 2632 15.9 16.7 16.3
5 -14 0.7 1.0 0.8 2713 2612 5325 1.0 1.4 1.2
15-49 3.4 2.5 3.0 5577 5378 10955 3.3 2.7 3.0
50+ 33.6 26.7 30.2 1644 1627 3271 34.4 28.9 31.4
CDR 8.7 6.8 7.8 11285 10898 22183 8.5 7.9 8.2

Note: Crude death rates and age-sex specific death rates from the NFHS are based on the annual number
of deaths reported for the de jure population during the two years prior to the survey. The two years
before the survey extend approximately from 19 January 1991 to 19 January 1993 and are labelled 1991-
92 in the table. (The NFHS was conducted between 23 November 1992 and 18 March 1993.) The SRS rates
are also de jure based on deaths during 1991.

Source for SRS data: Office of the Registrar General, India (1993a)

In most countries, male death rates are higher than female death rates at nearly all ages.
South Asia generally has been an exception in this respect, with higher death rates for females
over much of the age span (Preston, 1990; Ghosh, 1987). Sex-specific mortality differentials
can be analyzed by computing the ratio of female to male rates in each age group. These ratios
are 0.54, 1.43, 0.74 and 0.80 for the 0-4, 5-14, 15-49 and 50+ age groups, respectively. The
corresponding values for the SRS are 1.05, 1.40, 0.82 and 0.84. The very low value for the
0-4 group in the NFHS is particularly notable. The large discrepancy between the NFHS and
SRS rates for the 0-4 age group suggests that female mortality may have been severely
underreported in the NFHS. However, it needs to be mentioned here that the age-specific death
rates presented in Table 8.2 are based on the responses of the head of the household or any
responsible member of the household to questions on the number of deaths to usual residents in
the household during the two years prior to the survey and the particulars of the deceased
persons. This information may be subject to a substantial amount of misreporting as well as to
some extent of underreporting of deaths due to recall lapse. The discussion on infant and child
mortality estimates in the following section, which is based on the information obtained from
the mother herself in the birth history of the Woman’s Questionnaire, suggests that the extent
of underreporting of infant and child deaths is not substantial in the NFHS Woman’s
Questionnaire.

8.3 Infant and Child Mortality
Definitions of Infant and Child Mortality

All respondents in the NFHS were asked to give a complete history of their births,
including the sex, date of birth, survival status, and age at the time of the survey or age at death
for each live birth. For children who had died, age at death was recorded, in days for children
dying in the first month of life, in months for children dying before their second birthday, and
in years for children dying at later ages. This information is used to calculate the following
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measures of infant and child mortality:!

Neonatal mortality: the probability of dying in the first month of life;
Postneonatal mortality: the difference between infant and neonatal mortality;
Infant mortality (,q,): the probability of dying before the first birthday;

Child mortality (,q,): the probability of dying between the first and fifth birthday;
Under-five mortality (;q,): the probability of dying before the fifth birthday.

Assessment of Data Quality

The reliability of mortality estimates calculated from retrospective birth histories depends
upon the completeness with which deaths of children are reported and the extent to which birth
dates and ages at deaths are accurately reported and recorded. Estimated rates of infant and
child mortality are subject to both sampling and non-sampling errors. While the sampling errors
for various mortality estimates are provided in Appendix A, this section describes the results of
various checks for non-sampling errors -- in particular, underreporting of deaths in early
childhood (which would result in an underestimate of mortality) and misreporting the date of
birth or age at death (which could distort the age pattern of under-five mortality). Both
problems are likely to be more pronounced for children born long before the survey than for
children born recently. Failure to report deaths will result in mortality figures that are too low.
If underreporting is more severe for children born longer ago, the estimates will tend to
understate any decline in mortality that has occurred.

Underreporting of infant deaths, in particular, is usually most severe for deaths which
occur very early in infancy. If deaths in the early neonatal period are selectively underreported,
then there will be an abnormally low ratio of deaths under seven days to all neonatal deaths and
an abnormally low ratio of neonatal mortality to infant mortality. Changes in these ratios over
time can be examined to test the hypothesis that underreporting of early infant deaths is more
common for births that occurred longer before the survey. Results from Table B.5 (see
Appendix B) suggest that early infant deaths have not been severely underreported in the
Maharashtra NFHS, since the ratios of deaths under seven days to all neonatal deaths are quite
high (a ratio of less than 25 percent is often used as a guideline to indicate underreporting of
early neonatal deaths). However, the fact that the ratios are declining, from 76 to 72 and 68,
in the 0-4, 5-9 and 10-14 years preceding the survey, respectively, suggests that there is some
underreporting for births that occurred longer before the survey. The ratios of infant deaths that

1A detailed description of the method for calculating the probabilities presented here is given in Rutstein (1984).
The mortality estimates are not rates, but are true probabilities, calculated according to the conventional life table
approach. For any calendar period, deaths and exposure in that period are first tabulated for the age intervals 0,
1-2, 3-5, 6-11, 12-23, 24-35, 36-47, and 48-59 months. Then age-interval-specific probabilities of survival are
calculated, denoted g, Finally, probabilities of death over larger age intervals are calculated by multiplying the
relevant age-interval survival probabilities together and subtracting the product from one:

2 = 1-]](-¢)
i
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occurred during the neonatal period (see Table B.6 in Appendix B) are also quite high. These
ratios show an increase over time from 61 to 74, suggesting that some early infant deaths may
not have been reported by older women.

One problem that is inherent in most retrospective surveys is heaping of the age at death
on certain digits, e.g., 6, 12 and 18 months. Misreporting of age at death will bias estimates
of the age pattern of mortality if the net result of misreporting is the transference of deaths
between age segments for which the rates are calculated; for example, an overestimate of child
mortality relative to infant mortality may result if children dying during the first year of life are
reported as having died at age one or older. Thus, heaping at 12 months can bias the mortality
estimates because a certain fraction of these deaths, which are reported to have occurred after
infancy (i.e., at ages 12-23 months), may have actually occurred during infancy (i.e., at ages
0-11 months). In this case, heaping would bias the infant mortality rate (,q,) downward and
child mortality (,q,) upward.

In the Maharashtra NFHS, there was some misreporting of age at death due to preference
for reporting age at death at 5, 7, 12 and 15 days (see Table B.S in Appendix B). Examination
of the distribution of deaths under age two years during the 15 years prior to the survey by
month of death (Appendix Table B.6) indicates heaping of deaths at 6, 9, 10, 12, and 18 months
of age, with corresponding deficits in the adjacent months. Digit preference does not appear to
be serious enough, however, to substantially alter the rates calculated here, and the calculated
infant mortality rates for the population of Maharashtra as a whole are not likely to be
understated by more than 2-3 percent on this account. Due to the strong emphasis on this
problem during training?, there are no deaths reported to have occurred at age one year, making
any adjustment in the infant and child mortality rates unnecessary.

This brief check on internal consistency of the Maharashtra NFHS childhood mortality
data suggests that there is no serious underreporting of deaths during the time periods for which
the mortality rates are estimated and that although there is some evidence of heaping in age at
death at certain ages, the bias in infant and child mortality rates arising from this heaping is
negligible.

It is seldom possible to establish, with confidence, mortality levels for a period more than
15 years before a survey. Even within the recent 15-year period considered here, apparent
trends in mortality rates should be interpreted with caution, for several reasons. First, there may
exist differences in the completeness of death reporting related to the length of time before the
survey. Second, the accuracy of reports of age at death and of date of birth may deteriorate
systematically with time. Third, sampling variability for mortality rates is relatively high (see
Appendix A). The fourth reason relates to truncation of mortality rates further back in time,
because women age 50 and over who were bearing children during these periods were not
included in the survey. This truncation particularly affects mortality trends. For example, for
the period 10-14 years before the survey, the rates do not include any births for women age 40-
49 since these women were over age 50 at the time of the survey and not eligible for interview.

? Interviewers in the NFHS were instructed to probe for the exact number of months lived by the child if the
age at death was reported as "1 year”.
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Since these excluded births to older women were likely to be at a somewhat greater risk of dying
than births to younger women, the mortality levels for the period may be slightly
underestimated. However, the estimates for later periods are less affected by the truncation bias
since fewer older women are excluded. The extent of this bias dependa on the proportion of
births omitted, however, and Table 8.6 shows that among children born in the five years prior
to the survey, only two percent were born to women over age 34 years. Given this small
proportion of births excluded, selection bias for infant and child mortality statistics as far as 15
years back from the survey should be minor.

Levels and Trends in Infant and Child Mortality

Table 8.3 and Figure 8.1 show various measures of infant and child mortality for the
three quinquennial periods preceding the survey by residence. Infant mortality rates declined
substantially in Maharashtra during the 15 years prior to the NFHS in 1992-93. The infant
mortality rate for the total population declined from 66 per 1,000 live births during 1978-82 (10-
14 years prior to the survey) to 51 per 1,000 during 1988-92 (0-4 years prior to the survey), an
average annual rate of decline of 1.5 infant deaths per 1,000 live births. All other mortality
measures in Maharashtra, presented in the table, show a decline during the last 15 years. The
percentage decline in child mortality is highest (50 percent), followed by postneonatal mortality
(44 percent), under-five mortality (33 percent), infant mortality (23 percent) and neonatal
mortality (11 percent).

Despite the rapid overall decline in infant mortality (23 percent over a 10-year period),
1 in every 20 children born in the five years before the NFHS died within the first year of life
and 1 in every 14 children died before reaching age five. Therefore, although mortality levels

Table 8.3 Infant and child mortality

Neonatal, postneonatal, infant, child and under-five mortality for five-year periods

preceding the survey, by residence, Maharashtra 1992-93

Years Neonatal Postneonatal Infant Child Under-five

prior to mortality mortality' mortality mortality mortality

survey (NN) (PNN) Gq) (.q9,) (%)
URBAN

0 - 4 years 23.7 9.6 33.3 19.8 52.4

5 - 9 years 38.7 15.6 54.4 14.8 68.4

10-14 years 36.4 24.4 60.8 28.4 87.5
RURAL

0 - 4 years 441 16.7 60.8 21.6 81.1

5 - 9 years 39.1 26.4 65.5 26.1 89.9

10-14 years 43.6 25.2 68.7 51.5 116.7
TOTAL

0 - 4 years 36.4 14.0 50.5 20.9 70.3

5 - 9 years 39.0 22.3 61.3 1.7 81.6

10-14 years 40.7 . 24.9 65.6 42.1 104.9

'Computed as the difference between the infant and neonatal mortality rates
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Figure 8.1
infant Mortality Rates for Five-Year
Periods by Residence
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are relatively low in Maharashtra, child survival programmes still need to be intensified to
produce further improvements in the level of infant and child mortality. The fact that there was
very little decline in neonatal mortality over the 15-year period strongly suggests the need to
intensify particularly antenatal programmes and policies to increase the percentage of births
attended by trained health personnel.

As expected, rural areas experience higher infant and child mortality than urban areas.
Interestingly, child mortality in urban areas and neonatal mortality in rural areas have increased
during the last 10 years, although the increase is not statistically significant. All other mortality
indicators in both urban and rural areas have declined during the same period. The rate of
decline is higher in urban areas than in rural areas for postneonatal mortality, infant mortality
and under-five mortality.

The infant mortality rate of 51 in 1988-92 estimated in the NFHS is considerably lower
than the average infant mortality from the SRS for the years 1988-92 of 61 infant deaths per
1,000 live births. ,

Socioeconomic Differentials in Infant and Child Mortality
Table 8.4 and Figure 8.2 show infant and child mortality statistics for the 10-year period
preceding the survey, by selected background characteristics. The infant mortality rate is 43

percent higher in rural areas than that in urban areas, 63 per 1,000 live births compared to 44
per 1,000 live births. Children in rural areas of Maharashtra experience 41 percent higher risk
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Table 8.4 Infant and child mortality by background characteristics

Neonatal, postneonatal, infant, child and under-five mortality by selected background
characteristics for the 10-year period preceding the survey, Maharashtra 1992-93

Neonatal Postneonatal Infant Child Under-five
Background mortality mortality’ mortality mortality mortality
characteristic (KN) (PNN) (%) (a,) (6%)
Residence
Urban 31.4 12.7 44 .1 17.2 60.5
Rural 41.6 21.6 63.2 23.8 85.5
Mother’s educztion
Illiterate 48.7 23.3 72.0 28.8 98.8
Lit., < middle complete 24.1 15.6 39.7 14.3 53.4
Middle school complete (34.6) €14.2) (48.7) (9.5) (57.7)
Righ school and above 20.5 3.2 23.8 8.8 32.4
Religion
Rindu 39.0 20.8 59.8 20.8 79.4
Muslim 30.9 8.3 39.2 12.4 51.1
Buddhist (37.4) (20.0) (57.4) (46.9) (101.6)
Caste/tribe
Schuduled caste (64.6) (20.6) (85.2) (42.3) (124.0)
Scheduled tribe 40.0 26.5 66.4 34.7 98.8
Other 35.3 16.9 52.2 17.9 69.2
Medical maternity care’
No antenatal or
delivery care 53.6 26.8 80.4 (39.5) 116.7
Either antenatal or
delivery rain 29.8 6.7 36.5 17.4 53.3
Both antenatal and
delivery care 25.5 9.9 35.4 24.3 58.8
Total 37.7 18.2 56.0 21.3 76.0

Note: Total includes the mortality experience of other religious groups, which is based on

fewer than 250 children surviving to the beginning of the age interval, and is not shown

separately.

() Based on 250-499 children surviving to the beginning of the age interval.

'Computed as the difference between the infant and neonatal mortality rates

"Rates for the four-year period preceding the survey. Medical care is that given by a docior,
nurse, trained midwife, or other health prot. ssional in a hospital, clinic, or health centre
or care received at home from a health worker.

of dying before their fifth birthday than urban children. Infant mortality declines sharply with
increasing education of women overall, as expected, ranging from a high of 72 per 1,000 for
illiterate women to a low of 24 per 1,000 for women with at least a high school education.

Similar variation is displayed by the other mortality indicators shown in the table.
mortality is high among scheduled caste and scheduled tribe women compared to others.

As expected, the presence of medical maternity care for mothers (antenatal or delivery

care by a trained health professional) is associated with substantially lower mortality risks.
Infant mortality rates fall from 80 per 1,000 for births with no care, to 37 per 1,000 for births
with either antenatal or delivery care, and to 35 per 1,000 for births with both antenatal and

delivery care.
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Figure 8.2
Infant Mortality Rates by Selected
Background Characteristics
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One might expect the effect of antenatal and delivery care to be most pronounced for
mortality risks immediately following birth, but this is not the case. The greatest impact of
antenatal and delivery care is on postneonatal deaths (those occurring one month to one year
after birth) and the next greatest impact is on neonatal mortality. While it is possible that
antenatal and delivery care could influence mortality risks one month to one year following birth
(postneonatal mortality), such care seems most unlikely to have a substantial impact on survival
one to five years after birth (child mortality). The presence of such care is undoubtedly
associated with other circumstances favourable to child survival, however, which might explain
the apparently large effect of antenatal and delivery care on child mortality. Given the
magnitude of the apparent impact, it seems likely that this explains a substantial portion of the
effect on postneonatal mortality as well.

Although the impact of antenatal and delivery care on survival during the first month of
life (neonatal mortality) is less than the ertect on mortality risks at later ages, it is nonetheless
very large. Children of mothers who received no such care have twice as high a neonatal
mortality rate as children of mothers who received both antenatal and delivery care, 54
compared with 26 deaths per 1,000 live births. This differential is all the more impressive
because women who have pregnancy-related complications (which have a relatively high risk of
nonsurvival) are usually more likely to seek antenatal and delivery care.
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Demographic Differentials in Infant and Child Mortality

This section examines differentials in infant and child mortality by various demographic
characteristics of both the mother and the child. Table 8.5 and Figure 8.3 present mortality
rates for the 10 years preceding the survey by sex of the child, age of the mother at the time of
the child’s birth, birth order, length of the previous birth interval and size of the child at birth.

Neonatal mortality which reflects a substantial component of congenital conditions is
lower for females (29 per 1,000 live births) than for males (46 per 1,000 live births), indicating
the genetic advantage to female babies. The higher postneonatal mortality for females (20 per
1,000 live births) than for males (16 per 1,000 live births), reflects the predominance of
environmental factors which are unfavourable to females. However, the infant mortality for
females is lower (49 per 1,000 live births) compared to males (63 per 1,000 live births). This
is due to the fact that the largest proportion of infant mortality is due to neonatal mortality (67
percent). The higher female mortality at the childhood stage (the probability of dying between
age 1 and 5) again shows the environmental disadvantage to female children. Thus it is clearly
seen that the inherent advantages of girls seem to wear out in the postneonatal and childhood
stage when the mortality rates are higher for females. The lower female under-five mortality

Jable 8.5 Infant and child mortality by demographic characteristics

Neonatal, postneonatal, infant, child and under-five mortality by selected demographic
characteristics for the 10-year period preceding the survey, Maharashtra 1992-93

Neonatal Postneonatal Infant Child Under-five

Demographic mortality mortal ity' mortality mortality mortality
characteristic (NN) (PNN) G%) (1:19) (s9%)
Sex of child

Male 46.2 16.5 62.7 19.1 80.6

Female 28.8 20.0 48.8 23.6 7.2
Mother’s age at Lirth

< 20 55.1 23.3 78.4 20.5 97.3

20-29 28.5 16.0 44.5 22.4 65.9

30-39 29.9 13.5 43.4 (18.1) 60.7
Birth order

1 48.5 16.5 65.0 12.2 76.4

2-3 n.7 20.1 51.8 21.9 72.6

4-6 35.8 19.4 55.2 30.6 84.1
Previous birth interval

< 24 months 56.2 30.7 86.8 27.5 11.9

24-47 months 23.2 13.1 36.3 26.4 61.8

48+ months €18.4) (12.3) (30.7) (12.0) (42.3)
Birth size?

Large (24.2) 2.7) (26.9) (46.5) (72.2)

Average 19.0 9.5 28.4 14.0 42.0

Small 65.3 25.9 91.2 21.7) 110.9

Note: Total includes the mortality experiences of children born to mothers in the age
group 40-49 and birth order 7+, which are based on fewer than 250 children surviving to
the beginning of the age interval, and are not shown scparately.

() Based on 250-499 children surviving to the beginning of the age interval.

'COuputed as the difference between the infant and neonatal mortality rates.

"Birth size as reported by the mother; rates are for the four-year period preceding the
survey.
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Figure 8.3
Infant Mortality Rates by Selected
Demographic Characteristics
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is again due to the prominence of neonatal mortality which is advantageous to females. Overall,
the data suggest that preferential treatment of male children exists in Maharashtra.

The mortality estimates do not exhibit the expected U-shaped pattern with respect to the
mother’s age at the time of the birth. While mortality is substantially higher among young
mothers, those below age 20, the differences become relatively small as mother’s age increases.
The lack of a clear U-shaped pattern may be due to the small number of births to older mothers.
Infant mortality for children of mothers under age 20 is 78 per 1,000 compareii to 43 for
children of mothers age 30-39. Similar patterns are observed for the remaining infant and child
mortality statistics (except child mertality). The high mortality for the offspring of young
mothers (under age 20) is particularly evident for neonatal mortality. Infants born to young
mothers are more likely to be of low birth weight, which is probably an important factor
contributing to their higher neonatal mortality rate.

Differentials by birth order indicate that first-order births and births of order 4-6 have
a higher probability of dying than other births, with respect to neonatal and infant mortality.
Child mortality increases steadily with birth order. There is, of course, a close correlation
between age of mother and birth order, with higher order births occurring at older ages. The
steady increase in child mortality with birth order may reflect the more intense competition for
nutritious food faced by high birth order children once they are weaned.
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Childspacing patterns have a powerful effect on the survival chances of children in India.
Infant mortality risks increase sharply as the length of the preceding birth interval decreases.
Infant mortality is about three times as high for children with a preceding interval of less than
24 months as for children with a preceding interval of 48 months or more (87 compared to 31
per 1,000). The impact of short birth intervals is more pronounced for neonatal mortality than
for postneonatal mortality. In fact, the impact of short birth intervals is noticed at each stage
of childhood mortality. While there may be a substantial impact of the preceding birth interval,
as such, on mortality risks, a substantial portion of this effect is likely to be due to the
association of shorter preceding intervals with other risk factors. Shorter intervals are likely to
occur in larger families, for example, and larger families are more likely to reside in rural areas.

Another important determinant of the survival chances of children is the baby’s weight
at the time of birth. Many studies have found that low birth weight babies (under 2,500 grams)
have a substantially increased risk of mortality. Since most babies in Maharashtra are not
weighed at the time of birth, mothers were asked to report the size of their babies at birth, for
children born during the four years preceding the interview. Women were asked whether these
births were "large, average, or small." The last panel of Table 8.5 shows infant and child
mortality statistics for births classified in this way. Children who are perceived by their mothers
to be smaller than average at birth experience higher mortality rates than children perceived to
be average or larger, particularly in their first month of life and in infancy.

8.4  High-Risk Fertility Behaviour

Certain patterns of childbearing are associated with elevated levels of infant and child
mortality. Table 8.5 shows sharply higher mortality risks for children of very young mothers
and for births occurring within 24 months of a previous birth. Since couples may control each
of these risk factors by the use of family planning, it may be possible for couples to reduce the
risks of mortality to their children

Table 8.6 shows, for births during the five years preceding the interview, percentages
with mothers in various "elevated risk" categories. The purpose of this table is to identify areas
in which changes in women’s behaviour might effect a reduction in mortality risks for their
children. Mortality risks are represented here by the proportion of children born during the five
years prior to the survey who had died by the time of the survey. The "risk ratio" is the ratio
of this proportion of deceased children in the given "elevated risk" category to the proportion
for children not in any "elevated risk" category.

The figures in Table 8.6 may be considered either from the point of view of a prospective
mother or from the point of view cf the health and family planning policymaker. For the
prospective mother, the critical issue is how much greater the risks are in the various "elevated
risk" categories. For example, it is very important to avoid childbearing below age 18, because
the mortality risk for children to mothers below this age is 1.85 times as high as the risk for
children not in any "elevated risk" category.

From the point of view of policymakers in health and family welfare, the magnitudes of
the risk ratios should be considered in conjunction with the percentage of women in each
“elevated risk" category. Probably the greatest reduction in moriality could be attained by
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Iable 8.6 High-risk fertility behaviour

Percentage of children born in the last five years at elevated risk of mortality and
percentage of currently married women at risk of conceiving a child with an elevated
risk of mortality, according to category of increased risk and residence, Maharashtra,

1992-93
Births in last 5 years Percentage
of currently
Righ-risk Percent of Risk married
category births ratio women®
URBAN
Not in any high-risk category 57.6 1.00 61.9°
Single high-risk category
Age<18: Age under 18 years at birth 6.7 (3.00) 0.7
Age>34: Age over 34 years at birth 0.8 * 7.0
BI<24 : Birth interval under 24 months 12.3 0.70 9.6
B0>3 : Birth order higher than 3 13.3 1.51 5.6
Subtotal 33.2 1.48 22.9
Multiple high-risk category
Age<18 & BIl<24° 1.7 hd 0.6
Age>34 & Bl<24 -- hd 0.3
Age>34 & BO>3 1.4 hd 9.6
Age>34 & Bl<24 & BO>3 0.5 hd 0.4
BI<24 & BO>3 5.6 (0.51) 4.3
Subtotal 9.3 1.24 15.2
In any high-risk category 42.4 1.43 38.1
Total percent 100.0 NA 100.0
Number 983 NA 1574
RURAL
Not in any high-risk categary 44.8 1.00 60.3"
Single high-risk category
Age<18: Age under 18 years at birth 16.0 1.48 3.7
Age>34: Age over 34 years at birth 0.2 » 3.7
BI<24 : Birth interval under 24 months 11.3 1.88 7.5
B0O>3 : Birth order higher than 3 15.2 1.15 8.2
Subtotal 42.6 1.46 23.2
Multiple high-risk category
Age<18 & Bl<24° 3.4 (3.97) 1.2
Age>34 & BI<24 -- * --
Ago>34 & BO>3 1.2 b 10.5
Age>34 & Bl<24 & BO>3 0.5 * 0.2
BI<24 & BO>3 7.5 1.50 4.6
Subtotal 12.6 2.27 16.5
In eny high-risk category 55.2 1.65 39.7
Total percent 100.0 NA 100.0
Number 1596 NA 2244
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Table 8.6 High-risk fertility behaviour (Contd.)

Percentage of children born in the last five years at elevated risk of mortality and
percentage of currently married women at risk of conceiving a child with an elevated
risk of mortality, according to category of increased risk and residence,
Maharashtra, 1992-93

Births in last 5 years Percentage
of currently
High-risk Percent of Risk married
category births ratio women®
TOTAL
Mot in any high-risk category 49.7 1.00 61.0°
Single kigh-risk category
Age<18: Age under 18 years at birth 12.4 1.85 2.5
Age>34: Age over 34 years at birth 0.4 * 5.1
BI<24 : Birth interval under 24 months 11.7 1.52 8.4
B0>3 : Birth order higher than 3 14.5 1.29 7.2
Subtotal 39.0 1.52 23.1
Multiple high-risk category
Age<18 & BI<24° 2.8 (4.45) 1.0
Age>34 & BI<24 -- * 0.1
Age>34 & BO>3 1.3 * 10.1
Age>34 & BI<24 & BO>3 0.5 * 0.3
Bl<24 & BO>3 6.7 1.3 4.5
Subtotal 1.3 2.12 16.0
In any high-risk category 50.3 1.66 39.0
Total percent 100.0 NA 100.0
Number 2579 NA 3818

Note: Risk ratio is the ratio of the proportion dead of births in a specific high-
risk category to the proportion dead of births in the "not in any high-risk"
category.

NA: Not applicable

() Based on 50-99 births

* Risk ratio not shown; based on fewer than 50 births

-- Less than 0.05 percent

“Women are placed into the categories according to the status they would have at the
birth of a child if they were to conceive at the current time: current age less than
17 years and 3 months or older than 34 years and 2 months, last birth occurred leoss
than 15 months ago, or last birth was order 3 or higher.

*Includes sterilized women and women whose husbands are sterilized

°Also includes category age under 18 and birth order greater than 3

reducing or eliminating births that occur less than 24 months apart since a large proportion of
all births fall in one of the categories that include these short birth intervals and all of those

categories have high risk ratios.

The last column of Table 8.6 shows the proportion of currently married women who
would fall in each of the risk categories if they were to become pregnant at the present time.
Two out of five of these women are in categories with risk ratios substantially greater than one,
implying that a pregnancy at the present time would subject their child to a relatively high risk
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While mortality risks to children can undoubtedly be reduced by changing women’s
childbearing behaviour, tle risk ratios shown in Table 8.6 almost certainly overstate the
magnitude of the potential effect. This is because a mother’s demographic characteristics are
not the only causal factors influencing the risks of mortality experienced by her children.
Women who have many children at short birth intervals almost certainly tend, for example, to
live in rural areas, which will raise mortality risks to their children independently of their
childbearing behaviour. The analysis of the causative role of these various factors required to
adjust the risk ratios shown in Table 8.6 is beyond the scope of this report.
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CHAPTER 9

MATERNAL AND CHILD HEALTH

It has been recognised in India, since the First Five Year Plan, that MCH services need
to be provided by the government as a major component of efforts to reduce infant and child
mortality. Infant and child deaths not only form a substantial portion of all deaths, but they can
hinder acceptance of a small family norm. Substantial improvement in child survival prospects
is almost a precondition for acceptance of contraception by a large number of couples. The
Ministry of Health, Government of India, took steps to strengthen maternal and child health
services in the First and Second Five Year Plans (1951-56 and 1956-61). Family planning
services were integrated with maternal and child health services and nutrition services when the
Minimum Needs Programme was initiated during the Fifth Five Year Plan (1974-79). The
primary objective was to provide minimum public health services to pregnant women, lactating
mothers and preschool children (Kanitkar, 1979). Since then, the promotion of health of
mothers and children has been one of the most important thrusts of the Family Welfare
Programme in India, and it has now been further strengthened by introducing the Child Survival
and Safe Motherhood Programme (Ministry of Health and Family Welfare, 1992). The Ministry
of Health and Family Welfare has also sponsored special schemes under the Maternal and Child
Health Programme, including the programme of Oral Rehydration Therapy (ORT), the
establishment of Regional Institutes of Maternal and Child Health in states where infant mortality
rates are high, the Universal Immunization Programme, and the Maternal and Child Health
Supplemental Programme within the Post-Partum Programme (Ministry of Heaith and Family
Welfare, 1992).

In Mabharashtra, as in other states of India, maternal and child health services are
available at the health centres and hospitals run by the Government or they can be obtained in
nursing homes and hospitals which are run either by private doctors or by nongovernment
voluntary organizations, charitable trusts, etc. Since the majority of private doctors and
hospitals are concentrated in urban areas, government health centres and government
programmes play a vital role in the provision of MCH services in rural areas. The Female
Health Worker who is an Auxiliary Nurse Midwife (ANM), not only assists the Medical Officer
and the Female Health Assistant in providing these services but she is supposed to visit the
households to register pregnant women and give them antenatal care throughout the pregnancy,
natal care at the time of delivery and also postnatal care for the mother and the child. She is
supposed to refer all the cases with any complications (which are beyond her capacity to treat)
to the Primary Health Centre. At the grass-roots-level, in addition to the ANM, the Village
Health Guide, selected by the community, is a link between the community and the government
health functionaries. Since most of the deliveries in rural areas are still conducted at home,
dais (traditional birth attendants) are important and recognising their role, the government
conducts training programmes for them. Apart from these workers, the Anganwadi worker
under the Integrated Child Health Services Programme (in the blocks which are chosen for
Integrated Child Development Services) also renders MCH services and is supposed to work in
coordination with the ANM.

An important objective of the NFHS is to provide information on maternal and child
health care practices. The relevant information was collected in the Woman’s Questionnaire
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from the mothers of all children born since 1 January 1988. The information covered behaviour
relating to pregnancy and childbirth; infant and child feeding practices, including breastfeeding;
immunizations; episodes of illnesses such as acute respiratory infection, fever and diarrhoea and
the treatment received; mothers’ knowledge and use of Oral Rehydration Salts (ORS); and the
level of child nutrition assessed by measuring the height and weight of children.

The present chapter presents information collected on antenatal and delivery care,
immunization coverage, prevalence of acute respiratory infection, fever and diarrhoea and their
treatment, and mothers’ knowledge and use of ORS. Chapter 10 deals with infant feeding and
child nutrition.

Although information was obtained for each child born since January 1988, the
information presented in this chapter pertains to children born during the four years preceding
the survey. Ifa woman had more than one live birth during the four years preceding the survey,
the information was collected for up to three live births, and all of these births are taken into
account in the analysis.

9.1 Maternal Care Indicators
Antenatal Care

Antenatal care refers to pregnancy-related health care provided by a doctor or a health
worker in a medical facility or at home. The Safe Motherhood Initiative proclaims that all
pregnant women must receive basic but professional antenatal care (Harrison, 1990). Antenaial
care can contribute significantly to the reduction of maternal morbidity and mortality because
it includes advice on correct diet and the provision of iron and folic acid tablets to pregnant
women. Improved nutritional status, coupled with antenatal care, can help reduce the incidence
of low birth weight babies and thus reduce perinatal, neonatal and infant mortality.

A pregnant woman can receive antenatal care either by visiting a doctor or other health
professional in a medical facility, or by receiving a home visit from a health worker, or both.
In the NFHS, each woman who had a live birth during the four years before the survey was
initially asked whether any health worker visited her at home to provide an antenatal check-up
when she was pregnant and, if so, during which month of pregnancy the first visit was made and
how many such visits were made in all. Next she was asked whether she had gone for an
antenatal check-up outside the home and whom she saw for the check-up. If she saw more than
one person, information was collected on all persons seen. She was asked during which month
of pregnancy she first went for an antenatal check-up and how many such visits she made.

Table 9.1 and Figure 9.1 show the percent distribution of live births in the last four years
by the source of antenatal care received during pregnancy. Although the interviewer was
instructed to record all responses if more than one source of antenatal care outside the hoine was
mentioned for the same pregnancy, for the purpose of this tabulation only the provider with the
highest qualification is considered. Table 9.1 shows that except for 17 percent of births, all
mothers who had a birth during the last four years received antenatal care. Mothers of about
three-fifths of children born in that period received antenatal care from allopathic doctors and
eight percent obtained antenatal care from other health professionals such as nurses, midwives
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Table 9.1 Antenatal care

Percent distribution of live births during the four years preceding the survey by source of antenatal
care (ANC) during pregnancy, according to selected background characteristics, Maharashtra, 1992-93

Antenatal care provider
(outside home)’

ANC only
at home Traditional
from Other birth Number
Background health health attendant, Total of
characteristic worker Doctor professional other? No ANC Missing percent births
Mother’s age at birth
< 20 13.4 55.2 12.0 0.4 18.7 0.3 100.0 686
20-34 12.7 64.2 6.7 0.4 16.0 -- 100.0 1373
35+ (18.2) (47.7) 2.3) (-=) (31.8) (--) 100.0 44
Birth order
1 8.5 70.6 9.0 0.5 1.3 0.2 100.0 635
2-3 13.0 60.3 8.5 0.4 17.6 0.1 100.0 983
4-5 17.9 51.9 8.0 0.6 21.7 -- 100.0 351
6 21.6 44.0 4.5 -~ 29.9 -- 100.0 134
Residence
Urban 1.0 85.7 2.8 0.7 9.8 -- 100.0 816
Rural 20.7 45.3 11.8 0.2 21.8 0.2 100.0 1287
Education
Illiterate 18.2 44.5 9.9 0.6° 26.6 0.2 100.0 1056
Literate, < middle complete 13.0 67.0 8.0 .- 11.8 - 100.0 558
Middle school complete 5.2 03.8 5.7 1.0 4.3 -- 100.0 210
High school and above 0.4 93.5 4.3 -- 1.8 -- 100.0 279
Religion
Hindu 14.6 57.3 9.4 0.5 18.1 0.1 100.0 1525
Muslim 6.4 68.5 5.9 0.3 18.9 -- 100.0 375
Buddhist 12.1 73.8 6.0 -- 8.1 -- 100.0 149
Other 18.5 75.9 1.9 - 3.7 -- 100.0 54
Caste/tribe
Scheduled caste 10.3 53.1 11.0 1.4 22.8 1.4 100.0 145
Scheduled tribe 29.6 30.9 13.5 -- 26.1 -- 100.0 230
Other 1.1 65.6 7.4 0.4 15.5 -- 100.0 1728
Total® 13.0 61.0 8.3 C.4 17.2 0.1 100.0 2103

Note: ANC refers to pregnancy-related health care provided by a doctor or a health worker in a medical
facility or at home.

() Based on 25-49 cases

-~ Less than 0.05 percent

'Includes women who received ANC outside the home, whether or not they also received ANC at home from
a health worker. [f more than one source of ANC was mentioned, only the provider with the highest
qualifications is considered.

’Includes hakim and "Don’t know"

girths in the period 1-47 months prior to the survey

and practitioners of other systems of medicine like Ayurvedic or Homoeopathic. For 13 percent

of the births, mothers did not go outside the home to seek antenatal care but received it at home

from the health worker who is supposed to make regular home visits. Antznatal care from
traditional birth attendants and others outside of the home was received by mothers of less than
half a percent of births. In this tabulation, those who receive care both at home and outside the
home are classified as "outside the home".
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Figure 9.1
Sources of Antenatal Care (ANC)
During Pregnancy
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The differentials in the percentage of mothers receiving antenatal care by their
background characteristics are also presented in Table 9.1. The percentage not receiving any
antenatal care is lowest in the age group 20-34. It is slightly higher for younger mothers below
age 20 and twice as high for the small number of births to mothers over age 34. There is a
negative relationship between birth order and overall utilization of antenatal care services. For
nearly three-fourths of the first-order births, mothers obtained antenatal care from doctors, while
mothers went to doctors for antenatal care for only half of fourth or fifth-order births.

The urban-rural difference in the utilization of antenatal care services is more substantial.
In urban areas mothers did not receive any antenatal care for only 1 in 10 births during the last
four years, while the corresponding proportion of births in rural areas is 1 in 5. Mothers of a
large majority (86 percent) of births in urban areas went to doctors for antenatal care while in
rural areas mothers of only 45 percent of births did so. Since health workers in rural areas are
supposed to make regular visits as a part of their duty, mothers of one-fifth of the births in rural
areas received antenatal care only at home, while in urban areas, this percentage was much less
(1 percent). Thus urban women are more likely to receive antenatal care from a doctor, whereas
rural women are more likely to receive antenatal care from a health worker or a health
professional who is not a doctor.

The proportion of births whose mothers received antenatal care from an allopathic doctor
steadily increases with education, from 45 percent for illiterate mothers to 94 percent for
mothers who have at least completed high school. The proportion of births whose mothers
received only home visits from a health worker during pregnancy decreases with education.
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Interesting religious differentials in the utilization of antenatal care services are observed. While
the percentage of births whose mothers did not receive antenatal care does not differ much
between Hindus and Muslims, Hindu mothers are less likely to have visited a doctor for
antenatal care than Muslim mothers. This could perhaps be due to the higher proportion of
Muslim women residing in urban areas (64 percent) where pregnant women are more likely to
seek antenatal care from doctors. The percentage of births for whom mothers received antenatal
care exclusively from health workers’ home visits is the lowest for Muslims (6 percent).
Utilization of antenatal care services is better among Buddhists and other religious groups than
among Hindus or Muslims. Scheduled caste and scheduled tribe mothers are less likely to have
utilized antenatal care services than other mothers.

Number and Timing of Antenatal Care Visits

The number of antenatal care visits and the timing of the first antenatal check-up are
important for the health of the mother and the outcome of the pregnancy. Ideally, for normal
pregnancies, antenatal care visits after confirmation of pregnancy should be scheduled at
intervals of four weeks throughout the first seven months, then every two weeks until the last
month and weekly thereafter (MacDonald and Pritchard, 1980). However, it is often difficult
for working women from lower socioeconomic groups to visit an antenatal clinic that often,
because they may face a loss of wages. Under these circumstances, a minimum of four antenatal
visits is recommended, one each during the third, sixth, eighth and ninth months of the
pregnancy (Park and Park, 1989).

Table 9.2 and Figure 9.2 show the percent distribution of live births in the last four years
by number and timing of antenatal care visits. For births during the four years preceding the
survey to mothers who received antenatal care, the median frequency of antenatal care visits of
any type is 4 (3.4 for home visits and 3.9 for visits outside the home). Urban and rural areas
do not differ much in the median number of home visits, but the median number of visits outside
the home is lower in rural areas (3.5) than in urban areas (4.6), resulting in a difference of one
visit in the median number of visits of any type. The comparative nearness of antenatal care
services and the ease of getting transport in urban areas could be important factors for the higher
number of outside visits in urban areas. No home visits were made by health workers to
mothers of 77 percent of births; only 36 percent of births in rural areas and 4 percent of births
in urban areas received antenatal care through home visits.

It is advised by obstetricians that antenatal care should begin at the latest by six weeks
after the last menstrual period. However, the studies undertaken to measure the impact of the
initial visit for antenatal check-up have shown that even when the antenatal care was initiated
as late as the third semester, there was a substantial reduction in perinatal mortality
(Ramachandran, 1992). For only 27 percent of births during the four years prior to the survey,
the mothers received antenatal care in the first trimester itself, and this percentage is higher in
urban areas (34) than in rural areas (23 percent). The largest percentage of first antenatal care
visits (37 percent) in urban areas were as late as the third trimester, and for 36 percent of births
in rural areas, the first antenatal care visit was in the second trimester. The median gestational
age for the first antenatal care visit of any type (for those who received antenatal care) in
Maharashtra is 5.3 months. It is 5.6 months in urban areas and 5.2 months in rural areas. The
median gestational age for visits outside the home in urban areas is higher (5.7 months) than that
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Jable 9.2 Number of antenatal care visits and stage of pregnancy

Percent distribution of live births during the four years preceding the survey
by number of antenatal care (ANC) visits, and by the stage of pregnancy at the

time of the first visit, according to residence, Maharashtra, 1992-93

ANC visits/

months pregnant Home visits Outside visits Any type
URBAN
Number of ANC visits
None 96.1 10.8 9.8
1 visit 0.6 4.9 4.8
2-3 visits 2.0 32.4 32.2
4 or w@ore visits 1.3 51.8 53.1
Don’t know/missing -- 0.1 0.1
Total percent 100.0 100.0 100.0
Median number of visits
(for those with ANC) 3.5 4.6 4.7
Months pregnant at the time of
the first ANC visit
No antenatal care 96.1 10.8 %.8
First trimester 1.2 33.2 33.9
Second trimester 2.2 18.6 19.2
Third trimester 0.5 37.3 36.9
Don’t know/missing .- 0.1 0.1
Total percent 100.0 100.0 100.0
Median months pregnant at
first visit (for those with ANC) 4.7 5.7 5.6
Nuter of live births' 816 816 816
RURAL
Number of ANC visits
None 64.2 42.5 21.8
1 visit 4.2 7.1 7.6
2-3 visits 20.4 30.5 37.2
4 or more visits 10.8 19.7 32.7
Don’t know/missing 0.4 0.3 0.6
Total percent 100.0 100.0 100.0
_edian number of visits
(for those with ANC) 3.4 3.5 3.7
Months pregnant at the time of
the first ANC visit
No antenatal care 64.2 42.5 21.8
First trimester 9.8 16.5 23.3
Second trimester 18.8 24.6 35.8
Third trimester 6.9 16.2 18.6
Don’t know/missing 0.3 0.2 0.5
Total percent 100.0 100.0 100.0
Median months pregnant at
first visit (for those with ANC) 5.1 5.4 5.2
Number of live births' 1287 1287 1287
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Table 9.2 Mumber of antenatal care visits and stage of pregnancy (Contd.)

Percent distribution of live births during the four years preceding the survey
by number of antenatal care (ANC) visits, and by the stage of pregnancy at the
time of the first visit, according to residence, Maharashtra, 1992-93

ANC visits/

months pregnant Home visits Outside visits Any type
TOTAL

Number of ANC visits
None 76.6 30.2 17.2
1 visit 2.8 6.2 6.5
2-3 visits 13.3 31.2 35.3
4 or more visits 7.1 32.1 40.6
Don’t know/missing 0.2 0.2 0.4
Total percent 100.0 100.0 100.0
Median number of visits
(for those with ANC) 3.4 3.9 4.0

Months pregnant at the time of

the first ANC visit
No antenatal care 76.6 30.2 17.2
First trimester 6.5 23.0 27.4
Second trimester 12.4 22.3 29.4
Third trimester 4.4 24.4 25.7
Don’t know/missing 0.2 0.2 0.3
Total percent 100.0 100.0 100.0
Median months pregnant at
first visit (for those with ANC) 5.0 5.5 5.3

Number of live births' 2103 2103 2103

-~ Less than 0.05 percent
'Births in the period 1-47 months prior to the survey

for home visits (4.7 months). No such difference is observed in rural areas.
Tetanus Toxoid Vaccination

In India, an important cause of death among neonates is neonatal tetanus, which is caused
by infection of the newborn (usually at the umbilical stump) by tetanus organisms. Neonatal
tetanus is most common when the delivery takes place in an unhygienic environment and
unsterilized instruments are used for cutting the umbilical cord. Tetanus typically develops
during the first or second week of life and is fatal in 70 to 90 percent of cases (Foster, 1984).
Where expert medical help is not available, as is common in many rural areas, the fatality rate
i3 close to 100 percent. However, neonatal tetanus is a preventable disease. Two doses of
tetanus toxoid vaccine given one month apart during early pregnancy are nearly 100 percent
effective in preventing tetanus among newborns and mothers. Immune protection is transferred
to the baby through the placenta when the mother is immunized.

In India, the tetanus toxoid immunization programme for expectant mothers was initiated
in 1975-76 and was integrated with the Expanded Programme on Immunization (EPI) in 1978
(Ministry of Health and Family Welfare, 1991). In order to step up the pace of implementation
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Figure 9.2
Number and Timing of Antenatal Visits
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of the immunization programme, the Government of India started a special programme called
the Universal Immunization Programme (UIP) in 1985-86. In 1986 the UIP was recognized as
one of the seven Technology Missions. An important objective of the UIP was to protect all
pregnant women against tetanus by 1990. According to the National Immunization Schedule,
a pregnant woman should receive two doses of tetanus toxoid injection, the first when she is 16
weeks pregnant and the second when she is 20 weeks pregnant. One booster is recommended
if the two doses were received more than three years ago.

Each mother who had a live birth during the past four years was asked whether she was
given an injection in the arm to prevent her and her baby from getting tetanus and, if so, how
many times. The distribution of births by the number of tetanus toxoid injections given to
mothers, by selected background characteristics, is shown in Table 9.3. Overall, 71 percent of
births were to mothers who received two or more doses of tetanus toxoid vaccine, and 10
percent of births were to mothers who received one dose. The percentage of births whose
mothers received both doses is higher in urban areas (80 percent) than in rural areas (65
percent). The percentage of children whose mothers did not receive a single dose of tetanus
toxoid injection is almost twice as high in rural areas as in urban areas.

For births during the last four years, tetanus toxoid coverage is lower for older mothers
(note that the sample size is relatively smaller), mothers pregnant with higher-order births, and
scheduled caste and scheduled tribe mothers. Coverage differentials by education of the mother
are substantial: the proportion of births whose mothers received two or more doses of tetanus
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Yable 9.3 Tetanus toxoid vaccination
Percent distribution of live births during the last four years preceding the survey
by number of tetanus toxoid injections and whether the respondent was given
iron/folic tablets during pregnancy, according to selected background
characteristics, Maharashtra, 1992-93
Number of tetanus toxoid injections Percent
given
Two bon’t iron/  Number
Background One doses  know/ Total folic of
characteristic None dose or more missing percent tablets births
Mother’s age at birth
< 20 20.7 11.8 67.5 -- 100.0 70.8 686
20-34 16.8 9.4 73.3 0.5 100.0 71.1 1373
35+ (36.4) (9.1)(54.5) (--) 100.0  (52.3) 44
Birth order
1 13.7 8.8 77.3 0.2 100.0 75.4 635
2 16.4 9.5 73.6 0.5 100.0 72.7 568
3 20.7 10.8 68.0 0.5 100.0 69.9 415
4 25.7 10.0 63.9 0.4 100.0 64.3 241
5 17.3 18.2 64.5 -- 100.0 67.3 110
6+ 31.3 11.2 57.5 -- 100.0 55.2 134
Residence
Urban 12.3 7.1 79.8 0.9 100.0 72.2 816
Rural 22.5 12.1 65.4 .- 100.0 69.6 1287
Education
Iltliterate 28.9 12.6 58.3 0.2 100.0 60.9 1056
Lit., < middle complete 12.2 9.9 77.4 0.5 100.0 76.7 558
Middle school complete 4.8 7.1 87.6 0.5 100.0 82.9 210
High school and above 2.2 3.9 93,5 0.4 100.0 86.0 279
Religion
Hindu 19.3 10.4 70.1 0.3 100.0 71.0 1525
Muslim 20.0 10.9 68.5 0.5 100.0 64.3 375
Buddhist 9.4 9.4 81.2 .- 100.0 80.5 149
Other 1.1 1.9 85.2 1.9 100.0 77.8 54
Caste/tribe
Scheduled caste 26.2 9.0 64.8 -- 100.0 64.8 145
Scheduled tribe 27.0 14.3 58.7 .- 100.0 62.6 230
Other 16.7 9.7 73.1 0.4 100.0 72.2 1728
Total' 18.5 10.2 71.0 0.3 100.0 70.6 2103
() Based on 25-49 cases
-- Less than 0.05 percent
'Births in the period 1-47 months prior to the survey

toxoid vaccine increases from 58 percent for illiterate mothers to 94 percent for mothers with
at least a high school education. The coverage rate is not very different between Hindus and
Muslims, but the coverage in these religious groups is lower than for Buddhists and others.

Iron and Folic Acid Tablets
Proper maternal nutrition is important for the healthy intrauterine giowth of a baby and
can affect the birth weight of the baby. Various studies in different parts of India have indicated

that the proportion of births that had a low birth weight (less than 2500 grams) ranged from 15
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percent in Trivandrum to 46 percent in Baroda (Nutrition Foundation of India, 1993). Overall,
about one-third of babies in India are low birth weight, suggesting a nutritional deficiency among
many expectant mothers. Improvement in the mother’s nutritional status, coupled with proper
health care during pregnancy, can substantially increase birth weight (Ramachandran, 1992).
To this end, provision of iron and folic acid tablets to pregnant women as prophylaxis against
nutritional anaemia forms an integral part of MCH activities in the Indian Family Welfare
Programme (Ministry of Health and Family Welfare, 1991). It is recommended that a woman
take 100 tablets of iron and folic acid during a pregnancy, and health workers are instructed
accordingly.

In the NFHS, information was collected on whether the mother had received iron and
folic acid tablets during each pregnancy resulting in a live birth during the last four years. This
information is presented in Table 9.3. Overall, 71 percent of the births vsere to mothers who
received iron and folic acid tablets. (This proportion is the same as the proportion of births
whose mothers received o or more doses of tetanus toxoid injection.) The pattern of
differentials in the receipt of iron and folic acid tablets is almost the same as the pattern
observed for tetanus toxoid vaccination.

Place of Delivery and Assistance During Delivery

Another important thrust in the maternal and child health services is the encouragement
of institutional deliveries under the supervision of trained health professionals. In spite of all
the antenatal care, the risk for the mother and child is likely to be high if the delivery is not
conducted in hygienic conditions and assisted by a traincd health professional. In order to
ascertain the situation in Maharashtra in this regard, respondents were asked, for each birth
during the four years before the survey, where they gave birth and who assisted at the delivery.

Only 44 percent of deliveries occurred in health facilities -- 23 percent in public
institutions (such as government-operated district, taluk, town or municipal hospitals and Primary
Health Centres) and 21 percent in private medical institutions (Table 9.4 and Figure 9.3). The
practice, prevalent in Maharashtra, of daughters going to their parents’ home for the first one
or two deliveries is reflected in the fact that more than one-third of the total home deliveries
(and 20 percent of all births) take place in the parents’ home.

In rural areas, nearly three-fourths of deliveries take place at home which is almost three
times higher than the corresponding percentage in urban areas. According to the statistics
collected by the National Sample Survey (National Sample Survey Organization, 1991) nearly
15 percent of births in rural areas and 68 percent of births in urban areas of Maharashtra are
institutional births, out of which 52-56 percent take place in private hospitals. According to the
Sample Registration System (SRS), 34 percent of all births in Maharashtra in 1991 are
institutional births with 76 percent in urban areas and 21 percent in rural areas (Office of the
Registrar General, India, 1993a). The proportion of births occurring in health facilities is higher
for mothers age 20-34 years, mothers having their first child and mothers with at least a high
school education. A higher percentage of births to Muslim mothers (49 percent) are delivered
in health facilities, compared to births to Hindu mothers (41 percent), the reason perhaps being
that the majority of the Muslims in the sample live in urban areas. The percentage of
institutional deliveries is higher among Buddhist mothers (58 percent), than either Hindus or
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Table 9.4 Place of delivery
Percent distribution of live births during the four years preceding the survey by place of
delivery, according to selected background characteristics, Maharashtra, 1992-93
Place of delivery
Health facility/ Home
Institution _— Don’t Number
Background Own Parents’ know/ Total of live
characteristic Public Private home home Other missing percent births'
Mother’s age at birth
< 20 20.0 16.9 34.0 28.6 0.3 0.3 100.0 686
20-34 24.3 23.2 35.6 16.0 0.4 0.5 100.0 1373
35+ €15.9) (25.0) (54.5) (2.3) (2.%) (--) 100.0 44
Birth order
1 25.5 29.6 20.8 23.6 0.5 .- 100.0 635
2-3 23.5 20.0 35.7 20.1 0.1 0.5 100.0 983
4-5 19.4 13.4 49.0 16.2 0.9 1.1 100.0 351
6+ 11.9 10.4 67.9 8.2 1.5 - 100.0 134
Residence
Urban 35.7 37.6 17.4 8.8 0.4 0.1 100.0 816
Rural 14.5 10.8 46.9 26.7 0.5 0.6 100.0 1287
Education
Illiterate 18.1 6.4 48.4 25.6 0.8 0.8 100.0 1056
Lit.,< middle complete 26.9 23.8 31.0 18.1 -- 0.2 100.0 558
Middle school complete 32.4 35.2 19.0 12.9 0.5 -- 100.0 210
High school and above 24.4 61.3 7.9 6.5 -- -- 100.0 279
Religion
Hindu 19.9 20.9 36.7 21.6 0.4 0.6 100.0 1525
Muslim 27.2 21.9 37.1 13.3 0.5 - 100.0 375
Buddhist 44.3 13.4 23.5 18.1 0.7 -- 100.0 149
Other 1.1 48.1 26,1  16.7 - .- 100.0 54
Caste/tribe
Scheduled caste 25.5 16.6 34.5 20.7 0.7 2.1 100.0 145
Scheduied tribe 10.0 6.1 60.0 22.2 1.3 0.4 100.0 230
Other 24.1 23.6 32.3  19.4 0.3 0.3 100.0 1728
Antenatal care visits
None 5.3 4.7 61.2 25.2 1.1 2.5 100.0 361
1-3 visits 24.7 12.2 39.2 23.7 c.2 -- 100.0 879
4+ visits 28.1 37.7 20.4 13,5 0.4 -- 100.0 854
Total' 22.7 21.2 35.5 19.8 0.4 0.4 100.0 2103
() Based on 25-49 cases
== Less than 0.05 percent
'‘Births in the period 1-47 months prior to the survey. Total includes 9 births for which the
information about antenatal care visits is unknown, which are not shown separately.

Muslims. Only 16 percent of births to scheduled tribe mothers are delivered in institutions,
compared to 42 percent among scheduled castes and 48 percent among others. Home deliveries
are most prevalent (86 percent) for births to mothers who did not receive antenatal care.

In Maharashtra, delivery in medical institutions (44 percent) was less common than

receiving antenatal care (83 percent). Only 51 percent of births to women who had received
antenatal care took place in a health facility. The percentage of institutional deliveries was
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Figure 9.3
Place of Delivery and
Assistance During Delivery
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higher among those who had 4 or more antenatal care visits (66 percent) than among those who
had 1-3 antenatal care visits (37 percent). This could be due to the availability of services
for both antenatal care and delivery and/or to complications during pregnancy which may lead
women to seeck more antenatal care. It is also possible that the increase in the number of visits
could have established a rapport between the provider of services and the user of services, which
led users to seek an institutional delivery.

Table 9.5 and Figure 9.3 provide information on assistance during delivery by selected
background characteristics. As in the case cf antenatal care, the interviewer was instructed to
record all responses if more than one person was reported to have assisted during the delivery.
However, in Table 9.5, only the most highly qualified attendant is considered if there is more
than one attendant.

In all, only one-third of the births that occurred during the four years preceding the
survey were assisted by a doctor, one-fifth by a nurse/midwife and another one-fifth by a
traditional birth attendant. The remaining one-fourth of the births were assisted by relatives and
others. Most institutional deliveries were attended by a doctor. The majority of the deliveries
at home (own home or parents’ home) were attended by only relatives and other untrained
persons. Between 12 and 17 percent of deliveries at home (own home or parents’ home) were
attended by a nurse/midwife, and between 29 and 40 percent of the deliveries at home were
attended by a traditional birth attendant.
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Jable 9.5 Assistance during delivery

Percent distribution of live births during the four years preceding the survey by type of assistance
during delivery, according to selected background characteristics, Maharashtra, 1992-93

Attendant assisting during delivery'

Traditional Don’t Number

Background Nurse/ birth Relative/ know/ Total of live
characteristic Doctor midwife attendant other None missing percent births?
Mother’s age at birth

< 20 30.2 15.5 22.2 31.9 0.3 -- 100.0 686

20-34 35.3 22.0 19.4 22.4 0.7 0.2 100.0 1373

35+ (36.4) (6.8) (22.7) (31.8) (2.3) (--) 100.0 44
Birth order

1 45.7 18.0 16.9 19.2 0.3 -- 100.0 635

2-3 31.0 22.0 21.4 24.9 0.5 0.2 100.0 983

4-5 23.9 19.7 19.9 35.3 0.9 0.3 100.0 351

6+ 20.9 9.0 30.6 37.3 2.2 -- 100.0 134
Residence

Urban 53.4 24 .4 12.6 9.1 0.5 .- 100.0 816

Rural 21.1 16.5 25.3 36.3 0.7 0.2 100.0 1287
Mother’s education

Illiterate 17.7 16.4 25.3 39.4 0.9 0.3 100.0 1056

Lit., < middle complete 38.2 22.9 20.1 18 . 0.4 -- 100.0 558

Middle school complete 49.0 28.6 14.3 8.1 -- -- 100.0 210

High school and above 73.1 17.9 6.8 1.8 0.4 .- 100.0 279
Religion

Hindu 32.2 18.6 19.4 28.9 0.7 0.2 100.0 1525

Muslim 34.9 20.3 27.2 17.1 0.5 .- 100.0 375

Buddhist 34.9 30.2 13.4 20.8 0.7 -- 100.0 149

Other 61.1 1.1 18.5 9.3 -- - 100.0 54
Caste/tribe

Scheduled caste 33.8 12.4 13.8 37.9 -- 2.1 100.0 145

Scheduled tribe 1.3 13.9 39.6 34.8 0.4 -- 100.0 230

Other 36.6 20.9 18.3 23.5 0.7 - 100.0 1728
Antenatal care

None 8.6 8.0 28.0 52.4 2.2 0.8 100.0 361

1-3 visits 27.1 19.3 23.0 30.3 0.3 .- 100.0 879

4+ visits 51.2 24.5 14.6 9.5 0.2 - 100.0 854
Place of delivery

Public health facility 58.7 39.0 1.5 0.8 -- -- 100.0 477

Private health facility 84.3 15.0 -- 0.4 0.2 -- 100.0 446

Own home 2.8 1.7 39.8 45.0 0.7 -- 100.0 746

Parents’ home 7.0 16.8 29.3 46.2 0.7 -- 100.0 416
Total? 33.6 19.5 20.4 25.7 0.6 0.1 100.0 2103

() Based on 25-49 cases

-- Less than 0.05 percent

'If the respondent mentioned more than one attendant, only the most qualified attendant is considered in
this tabulation.

Births in the period 1-47 months prior to the survey. Total includes 9 births with missing information

on antenatal care, 9 births with ‘other’ place of delivery, and 9 births with missing information on place

of delivery, which are not shown separately.
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to mothers above age 20 and lower-order births (¢-der 3 or less) are more likely to have
received doctor’s assistance during delivery. A little more than one-third of deliveries to
Muslim and Buddhist mothers (35 percent each) are attended by doctors. Deliveries attended
by relatives and others are higher among births to Hindu and Buddhist mothers compared to
either Muslims or other religious groups. The percentage of births attended by a doctor is the
lowest among scheduled tribes (11 percent). The table also shows that more frequent antenatal
care visits are associated with a higher percentage of births being attended by doctors.

Delivery Characteristics

The percent distribution of live births during the last four years according to
complications during delivery, prematurity, birth weight and mother’s estimate of the baby’s size
at birth are presented in Table 9.6. As reported by mothers, 85 percent of the deliveries had
no complications. A long period of labour (7 percent) and Caesarian section (3 percent) are the
most common complications reported. Births delivered by Caesarian section are more common
in urban areas than in rural areas.

Only 4 percent of births are reported as premature. Urban and rural areas do not differ
much in the reported occurrence of premature births.

A majority (59 percent) of babies were not weighed at birth. Usually almost all babies
born in an institution are weighed at birth because a facility for weighing is available in the
institutions. Precisely for this reason babies born at home are almost never weighed at birth.
As a large majority of urban deliveries takes place in institutions, the percentage of children
weighed at birth is quite high in urban areas (70 percent) compared with rural areas (23 percent).
However, even for the babies who were weighed, many mothers did not remember the birth
weight. Thus information on birth weight is available for only 63 percent of births in urban
areas and 17 percent of births in rural areas. The resulting sample of birth weights is therefore
subject to a potentially large selection bias. Among births for whom data on birth weight is
reported, a little less than one-third weighed less than 2.5 kilograms. This percentage is similar
in both urban and rural areas.

Since most babies in India are not weighed at the time of birth, a simple question on the
size of the baby at birth (small, average or large) was asked in the NFHS. Three-fourths (78
percent in urban areas and 75 percent in rural areas) of live births in Maharashtra are reported
to be average or large in size. Twenty-three percent of births are reported as small, and many
of these births were undoubtedly of low birth weight.

Table 9.7 provides information on delivery characteristics by antenatal care, previous
birth interval and mother’s age at childbirth. Contrary to expectation, more complications are
reported for births to mothers who had four or more antenatal care visits than for those with no
visits. This suggests that there is a tendency among pregnant women who have complications
to obtain antenatal care more often. Complications are reported more often for first births and
for births with a previous birth interval of four or more years. Delivery complications do not
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Yable 9.6 Delivery characteristics
Percent distribution of live births during the four years
preceding the survey by whether the delivery had complications,
whether premature, and by birth weight and the mother’s estimate
of the baby’s size at birth, according to residence, Maharashtra,
1992-93
Delivery characteristic Urban Rural Total
Cozplications at delivery'
No complications 81.7 86.5 84.6
Caesarian section 6.3 1.6 3.4
Use of forceps 1.5 0.8 1.0
Zxcessive bleeding 1.2 2.6 2.0
Long period of labour 6.4 6.8 6.7
Delayed delivery of placenta 1.2 1.4 1.3
Other 2.9 1.5 2.0
Premature birth
Yes 3.1 3.7 3.5
No 96.7 95.6 96.0
Don't know/missing 0.2 0.7 0.5
Total percent 100.0 100.0 100.0
Birth weight
Less than 2.5 kg 20.8 5.1 1.2
2.5 kg or more 42.3 11.8 23.6
Don’t know/missing 7.4 5.7 6.4
Not weighed 29.5 77.3 58.8
Total percent 100.0 100.0 100.0
Size at birth
Large 12.4 13.8 13.2
Average 65.8 61.1 63.0
Smal l 21.2 24.3 23.1
Don’t know/missing 0.6 0.8 0.7
Total percent 100.0 100.0 100.0
Number of births? 816 1287 2103
'Percentages may sum to more than 100.0 because multiple
compl ications could be recorded.
Births in the period 1-47 months prior to the survey.

vary much according to the age of the mother at childbirth. The percentage of premature births
is also slightly higher for births to mothers who had four or more antenatal visits, for first births
and closely spaced births (with a previous birth interval of less than 2 years), and births to
mothers age less than 20 at childbirth. The percentage of children who were weighed at birth
is higher for children whose mothers received antenatal care, first-born children, children
following a previous birth interval of more than 4 years, and children whose mothers were age
20-34 at the time of childbirth. The percentage of births reported as small is higher for first
births, closely spaced births, births to mothers who did not receive antenatal care and births to
mothers who were below age 20 at the time of childbirth.
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Jable 9.7 Delivery characteristics by background characteristics

Percent distribution of live births during the four yéars preceding the survey by whether the delivery
had complications, whether premature, and by birth weight and the mother’s estimate of the baby’s size
at birth according to antenatal care, birth interval, and mother’s age, Maharashtra, 1992-93

Age of mother

Antenatal care Previous birth interval at birth
Delivery 1-3 4+ Under 2-3 4+ First
characteristic None visits visits 2 years years years birth <20 20-34 35+
Complications at delivery'
No complications 90.0 84.8 82.1 86.4 87.8 82.2 80.3 84.3 84.9 (84.1)
Caesarian section 0.3 2.3 6.0 1.2 1.9 6.4 5.8 2.9 3.8 (--)
Use of forceps 0.3 0.5 2.0 0.5 0.4 0.5 2.5 1.6 0.8 C--)
Excessive bleeding 1.4 2.5 1.9 1.9 2.3 2.3 1.7 1.7 2.1 (4.5)
Long period of labour 5.5 8.0 5.9 7.9 5.2 7.8 7.4 7.6 6.0 (11.4)
Delayed delivery
of placenta 0.8 1.7 1.2 1.9 1.1 0.9 1.4 1.6 1.2 (--)
Other 0.8 2.2 2.5 2.1 1.9 1.4 2.4 1.6 2.3 (--)
Premature birth
Yes 3.0 3.1 4.1 5.7 2.1 0.9 4.7 4.8 2.8 (2.3
No 94.5 96.8 95.8 93.8 97.0 99.1 95.1 94.9 96.5 (97.7)
Don’t know/missing 2.5 0.1 0.1 0.5 1.0 - 0.2 0.3 0.7 (--)
Total percent 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Birth weight
Less than 2.5 kg 2.8 8.8 17.4 9.0 8.5 12.3 15.8 9.3 12.2 (9.1
2.5 kg or more 3.0 16.5 39.8 20.7 19.4 31.1 28.5 16.0 27.5 (22.7)
Don’t know/missing L2 5.9 7.8 4.0 7.4 5.0 7.1 7.6 5.8 (6.8)
Not weighed 90.0 68.8 34.9 66.2 64.8 51.6 48.6 67.1 54.6 (61.4)
Total percent 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Size at birth
Large 9.1 13.2 15.1 13.3 12.5 17.4 12.7 12.0 14.2 (2.3)
Average 61.2 61.8 64.8 61.7 65.3 64.8 60.2 59.3 64.5 (70.5)
Small 26.9 24.6 20.0 24.0 21.2 17.8 26.8 28.0 20.5 (27.3)
Don’t know/missing 2.8 0.5 0.1 1.0 1.1 -- 0.3 0.7 0.7 (--)
Total percent 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of births? 361 879 854 420 826 219 638 686 1373 44

() Based on 25-49 cases

-- Less than 0.05 percent

'Percentages may sum to more than 100.0 because multiple complications could be recorded.

Births in the period 1-47 months prior to the survey. Nine births with missing information on
antenatal care are not shown separately.

9.2 Child Care Indicators

Immunization of Children

The immunization of children against six serious but preventable diseases (tuberculosis,

diphtheria, pertussis, tetanus, polio, and measles) has been a cornezstone of the child health care
system in India. As part of the National Health Policy, the National Immunization Programme
is being implemented in India on a priority basis (Gupta and Murli, 1989). The Expanded
Programme on Immunization (EPI) was started by the Government of India in 1978 with the
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objective of reducing morbidity, mortality and disabilities from these six diseases by making free
vaccination services easily available to all eligible children. Immunization against polio was
introduced in 1979-80, and tetanus toxoid icr school children was added in 1980-81. BCG was
brought under the EPI in 1981-82. The latest addition to the Programme has been vaccination
against measies, in 1985-86 (Ministry of Health and Family Welfare, 1991).

In order to provide an impetus to the immunization scheme, the Government of India
started a special programme called the Universal Immunization Programme (UIP) in 1985-86.
The UIP was designated as one of seven Technology Missions with the following objectives
(Ministry of Health and Family Welfare, 1991): (1) to cover at least 85 percent of all infants by
1990 against six vaccine-preventable diseases, and (2) to achieve self-sufficiency in vaccine
production and the manufacture of cold chain equipment. The standard immunization schedule
developed for the immunization programme for children contains the age at which each vaccine
is administered, the number of doses to be given and the route of vaccination (intramuscular,
oral or subcutaneous). Vaccinations received by infants and children are usually recorded on
a vaccination card which is given to the mother of the child.

In the NFHS, each mother was asked whether she had a vaccination card for each child
born since 1 January 1988. If a card was available, the interviewer was required to copy
carefully the dates when the child received vaccinations against each disease. If the mother
could not produce the vaccination card, she was asked whether the child had received any
vaccinations. If any vaccination had been received, the mother was then asked whether the child
had received a vaccination against tuberculosis (BCG); diphtheria, whooping cough (pertussis)
and tetanus (DPT); polio; and measles. For DPT and polio, information was obtained on the
number of injections or oral doses given.

Table 9.8 presents the percentage of children age 12-23 months who received each
vaccine at any time before the interview and the percentage who received each vaccine before
12 months of age, by source of information (i.e., vaccination card or mother’s report). The
below-12 months age group was chosen for analysis because international ;uidelines specify that
children should be fully immunized by the time they complete their first year of life. The
denominator for any given row in the table is the number of children age 12-23 months. The
numerator of each entry in the row labelled "Vaccination card" is the number of children who
received the specific vaccination or dose any time prior to the survey, as indicated in the
vaccination card seen by the interviewer. The numerator for this row also includes those cases
where a card was shown but (1) there was an indication on the card that the vaccination was
given but the actual date was either missing or inconsistent or (2) there was no record of receipt
of the vaccinatiuon on the card, but the mother reported that the vaccination was given. The
numerator for each entry in the row labelled "Mother’s report” is the number of children whose
mothers did not show a card to the interviewer but reported that the child had received the
vaccination. The numerator for each entry in the row iabelled "Either source" is the sum of the
numerators in the preceding two rows for the vaccination under consideration. The numerator
for each entry in the fourth row, "Vaccinated by 12 months of age," is the sum of two
quantities: (1) children vaccinated during the first year of life (0-11 months) as indicated on the
vaccination ca-d (including cases where there was no date on the card or the specific vaccine
was not recorded on the card) and (2) children vaccinated by 12 months of age according to the
mother’s report. Because the date of immunization was not asked of the mother if she could not
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Table 9.8 Vaccinations by seurce of information
Among children age 12-23 months, the percentage who have received each vaccine at any time before the
interview and before 12 months of age, according to whether the information is from the vaccination card or
from the mother, Maharashtra, 1992-93
Percentage vaccinated among children age 12-23 months
DPT Polio
Source of Number of
information BCG Polio 0 1 2 3 1 2 3  Measles All' None children
URBAN
Vaccinated at any time
before interview
Vaccination card 97.1 2.9 98.6 97.1 92.8 98.6 95.7 89.9 78.3 69.6 -- 69
Hother’s report 80.2 9.1 81.8 76.9 75.2 81.076.9 73.6 61.2 57.0 14.0 121
Either source 86.3 6.8 87.9 84.2 81.6 87.483.7 79.5 67.4 61.6 8.9 190
Vaccinated by
12 moihs of age’ 84.5 6.8 87.9 84.2 78.5 87.483.7 77.9 56.4 51.0 8.9 190
RURAL
Vaccinated at any time
before interview
Vaccination card 95.4 == 100.0 95.4 93.9 99.295.4 93.9 79.4 77.9 -- 131
Mother’s report 81.5 9.0 85.2 81.0 77.2 86.880.4 75.1 66.7 5S7.1 11.1 189
Either source 87.2 5.3 91.2 86.9 84.1 91.9 86.6 82.8 71.9 65.6 6.6 320
Vaccinated by
12 months of age’ 84.7 5.3 89.8 85.4 81.0 90.485.1 79.8 59.3 53.9 8.0 320
TOTAL
Vaccinated at any time
before interview
Vsccination card 96.0 1.0 99.5 96.0 93.5 99.0 95.5 92.5 79.0 75.0 -- 200
Hother’s report 81.0 9.0 83.9 79.4 76,5 84.579.0 74.5 64.5 57.1 12.3 310
Either source 86.9 5.9 90.0 85.9 83.1 90.2 85.5 81.6 70.2 64.1 7.5 510
Vaccinated by
12 months of age’ 84.6 5.9 89.0 84.9 80.1 89.2 84.5 79.1 58.2 52.8 8.4 510
-~ Less than 0.05 percent
'children who are fully vaccinated, j.e. those who have received BCG, measles and three doses of DPT and
polio vaccine (excluding Polio 0).
’For children whose information was based on the mother’s report, the proportion of vaccinations given during
the first year of life was assumed to be the same as for children with a written record of vaccination.

show the card, the proportion of vaccinations given during the first year of life among children
whose information is based on the mother’s report is assumed to be the same as the proportion
of vaccinations given during the first year of life among children with a written record of
vaccination,

Among the 510 children in the age group 12-23 months, vaccination cards were seen by
the interviewer for only 39 percent of the children. And interestingly, this percentage was
higher in rural areas (41 percent) than in urban areas (36 percent). As expected, levels of
immunization coverage are much higher for children whose vaccination cards were seen by the
interviewer than for children who either did not have a card or whose card was not seen.

15R



Based on the information obtained from the card or reported by the mother, 64 percent
of children age 12-23 months are fully vaccinated! and only 8 percent have not received any
vaccinations. The coverage for particular vaccinations is fairly high. The highest coverage is
for BCG (87 percent) and the first dose of DPT and polio (90 percent each). Around 83 percent
of children have received three doses of DPT and polio vaccine, and 70 percent have been
vaccinated against measles. The DPT and polio coverage rates are about the same because both
vaccines are normally administered together. Not all children who begin with the DPT and polio
series go ou to complete it. The dropout of children between the first and third doses of DPT
and polio is 8 and 10 percent, respectively.

Interestingly enough, the analysis of vaccine-specific data indicates higher coverage for
each type of vaccine in rural areas than in urban areas, although the differences are not large.
The proportion of children fully immunized is 62 percent in urban areas and 66 percent in rural
areas.

According to the immunization schedule, all primary vaccinations including measles
should be completed by the time the child is 12 months old. Table 9.8 shows that most
vaccinations, except measles, are given within the first year of life. The percentage of children
who received BCG and the third dose of DPT and polio by 12 months of age is lower by only
1-3 percentage points from the percentage who received these vaccines at any time before the
survey. However, the difference in the case of measles was 12 percentage points.

Table 9.9 and Figure 9.4 present vaccination coverage rates among children age 12-23
months by selected background characteristics. The proportion of children for whom the mother
showed a vaccination card is higher for first-order births, children of literate mothers, and
children in rural areas; for other background characteristics shown in the table, this percentage
does not vary much.

There are some notable differentials in vaccination coverage. With the exception of the
measles vaccine, vaccine coverage does not differ greatly by the sex of the child. The sex
differences that do exist are generally more favourable to female children. The proportion of
children fully immunized is higher for first-order births than for subsequent births. As discussed
earlier, the proportion of children who are fully vaccinated is higher in rural areas (66 percent)
than in urban areas (62 percent), and a similar difference exists for each of the individual
vaccines. The proportion who received all vaccinations increases with the education of the
mother, ranging from 56 percent for children of illiterate mothers to 81 percent for children of
mothers with at least a high school education. The proportion of children fully vaccinated is
higher among Hindus (67 percent) than among Muslims (46 percent). Children of scheduled
caste and scheduled tribe mothers are less likely to be fully vaccinated than children of non-
SC/ST mothers.

"They have received BCG, measles, and three doses of DPT and polio (excluding polio 0). Polio 0 has been
introduced only recently and because it is a vaccination given at the time of birth, mothers may not remember
whether the first dose of the polio vaccine was given just after birth or later. Therefore, the coverage of polio 0
reported in the NFHS may be subject to response errcs.
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Table 9.9 Vaccinations by background characteristics
Among children 12-23 months, the percentage who had received each vaccine by the time of the survey (according
to the vaccination card or the mother) and the percentage with a vaccination card which was shown to the
interviewer, by selected background characteristics, Maharashtra, 1992-93
Percentage vaccinated Percentage
showing  Number
DPT Polio vaccina- of
Background polio tion chil-
characteristic BCG O 1 2 3 1 2 3 Measles All' None card dren
Sex
Male 85.9 6.3 89.8 85.5 82.4 89.8 87.9 80.8 66.7 1.2 7.1 39.6 255
Female 87.8 5.5 90,2 86.3 83.9 90.6 G85.1 82.4 73.7 67.1 7.6 38.8 255
Birth order
1 92.7 6.1 95.2 92.1 87.9 95.2 90.3 86.1 81.2 72.7 3.0 45.5 165
2-3 89.2 7.4 93.1 88.7 B7.4 93.5 89.6 86.1 72.7 67.5 5.2 37.7 231
4-5 78.2 2.3 80.5 78.2 75.% 79.3 77.0 73.6 54.0 50.6 16.1 32.2 87
6+ (59.3) (3.7)(63.0)(48.1)(40.7)(66.7)(48.1)(40.7)(33.3)(25.9)(25.9) (37.0) 27
Residence
Urban 86.3 6.8 87.9 84.2 81.6 87.4 83.7 79.5 67.4 61.6 8.9 36.3 190
Rural 87.2 5.3 91.2 86.9 84.1 91.9 86.6 82.8 71.9 65.6 6.6 40.9 320
Mother’s education
Illiterate 82.9 4.1 85.2 80.9 78.0 87.8 81.3 76.8 60.6 55.7 10.2 34.6 246
Lit.,<middle complete 87.8 4.1 90.5 87.8 83.7 89.8 87.8 83.7 70.7 65.3 6.8 44.2 147
Middle complete 92.5 11.3 96.2 92.5 90.6 94.3 88.7 B84.9 88,7 79.2 3.8 43.4 53
High school and above 95.3 12.5 98.4 95.3 95.3 96.9 93.8 92.2 90.6 B81.3 1.6 42.2 64
Religion
Hindu 89.2 5.5 92,4 88.7 86.9 92.9 87.7 84.3 73.0 66.7 5.0 39.4 381
Muslim 72.6 6.0 76.2 79.2 64.3 76.2 72.6 65.5 51.2 46.4 20.2 26.2 84
Buddhist €90.,0)¢10.0)(93.3)(90.0)(86.7)(90.0)(90.0)(86.7)(83.3)(76.7) (6.7) (63.3) 30
Caste/tribe
Scheduled caste (78.8) (6.1)(90.9)(87.9)¢81.8)(93.9)(B7.9)(84.8)(69.7)(60.6) (6.1) (39.4) 33
Scheduled tribe 80.6 1.6 87.1 80.6 79.0 88.7 79.0 79.0 62.9 59.7 8.1 40.3 62
Other 88.4 6.5 90.4 B86.5 83.9 90.1 86.3 81.7 71.3 65.1 7.5 39.0 415
Total 86.9 5.9 90.0 85.9 83.1 90.2 85.5 81.6 70.2 6&4.1 7.5 39.2 510
Note: Total includes 15 children belonging to other religions, who are not shown separately.
( ) Based on 25-49 cases
'Children who are fully vaccinated, i.e., those who have received BCG, measles and three doses of DPT and
polio vaccine (exctuding potio 0).

Table 9.10 shows, for children age 1-3 years, the percentage with vaccination cards
shown to the interviewer and the percentage receiving various vaccinations during the first year
of life, by current age of child and place of residence. The table illustrates changes in
vaccination coverage over time. The method of estimating vaccination coverage by 12 months
of age is the same as that used in Table 9.8. Among children without a vaccination card, the
proportion vaccinated during the first year of life is estimated separately for children in each age
group. The row labelled "No vaccinations” indicates the percentage of children who were not
fully vaccinated by 12 months of age.

The proportion of children whose vaccination status was determined by seeing a

vaccination card declines with the age of the child. This may reflect not only an upward trend
in the use of vaccination cards, but also an upward trend in overall vaccination coverage. In
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Figure 9.4
Percentage of Children 12-23 Months
Who Have Received All Vaccinations
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addition, vaccination cards in many cases may have been lost or discarded, especially for older
children with completed immunizations. The highest level of vaccination coverage against all
diseases is observed for children age 12-23 months; coverage then declines progressively with
age up to 36-47 months. This general pattern is observed in both urban and rural areas, except
that in urban areas coverage is the highest for children age 24-35 months.

Child Morbidity and Treatment Patterns

This section considers the prevalence and treatment of some of the common childhood
diseases, including acute respiratory tract infection (ARI), fever and diarrhoea. Mothers of
children born during the four years preceding the survey were asked a series of questions about
the prevalence of cough, fever and diarrhoea during the last two weeks and the type of treatment
given to the child. Table 9.11 shows the percentage of children with cough accompanied by
rapid breathing (i.e., acute respiratory infection), fever and diarrhoea during the two weeks prior
to the survey, as well as the percentage with diarrhoea in the 24 hours before the survey, by
selected background characteristics. Acute respiratory tract infection, primarily pneumonia, is
a common cause of illness and death in infancy and childhood. Early diagnoses and treatment
with antibiotics can prevent a large propertion of these ARI/pneumonia deaths. Fever is a major
‘manifestation of malaria, although it also accompanies various other illnesses.

161



Yable 9.10 Vaccinations in the first year of life by current age

Among children one to three years of age, the percentage with a vaccination
card which was shown to the interviewer and the percentage who had received
each vaccine during the first year of life, according to the current age of
the child ard residence, Maharashtra, 1992-93

Current age of child in months

Vaccination
status 12-23 24-35 36-47 Totat
URBAN
Vaccination card
shoun to interviewer 36.3 28.9 19.2 27.7
Percent vaccinated at
0-11 months'
BCG 84.5 80.3 85.0 83.4
pPolio 0 6.8 15.6 10.1 7.0
DPY
1 87.9 88.5 77.2 84.2
2 84.2 84.8 74.8 80.9
3 78.5 81.8 70.7 76.7
pPolio
1 87.4 87.8 80.8 85.1
2 83.7 83.9 77.4 81.4
3 7.9 79.7 72.5 76.5
Measles 56.4 59.3 52.8 56.0
All vaccinations® 51.0 57.0 43.7 50.2
No va-zinations 8.9 1.1 14.5 11.6
Number of children 190 180 214 584
RURAL
Vaccination card
shown to interviewer 40.9 27.4 20.9 29.9
Percent vaccinated at
0-11 months'
BCG 84.7 3.7 73.2 7.3
Polio 0 5.3 5.0 8.4 2.8
oPT
1 89.8 78.6 72.6 80.5
2 85.4 75.3 69.0 76.7
3 81.0 72.9 63.9 7.7
Polio
1 90.4 80.6 3.7 81.7
2 85.1 76.5 68.9 76.9
3 79.8 71.4 62.6 7.3
Measles 59.3 51.1 47.9 52.8
All vaccinations? 53.9 44.9 41.6 46.9
No vaccinations 8.0 19.8 21.9 16.4
Number of children 320 299 n 930
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lable 9.10 Vaccinations in the first year of life by current age (Contd.)

Among children one to three years of age, the percentage with a vaccination
card which was shown to the interviewer and the percentage who had received
each vaccine during the first year of li1f2, according to the current age of
the child and residence, Maharashtra, 1992-93

Current age of child in months

Vaccination
status 12-23 24-35 36-47 Total
TOTAL
Vaccination card
shoun to interviewer 39.2 28.0 20,2 29.1
Percent vaccinated at
0-11 months'
BCG 84.6 76.3 77.2 79.4
Polio O 5.9 9.0 9.1 8.0
DPT
1 89.0 82.3 74.2 81.8
2 84.9 78.8 70.9 78.1
3 80.1 76.2 66.1 74.0
Polio
1 89.2 83.4 76.3 82.9
2 84.5 79.3 7.7 78.4
3 79.1 74.5 66.0 73.1
Measles 58.2 54.1 49.5 53.9
All vaccinations’ 52.8 49.2 42.1 47.9
No vaccinations 8.4 16.5 19.1 14.7
Number of children 510 479 525 1514

-- Less than 0.05 percent

'Information was obtained either from the vaccination card or from the
mother if there was no written record. For children whose information was
based on the mother’s report, the proportion of vaccinations given during the
first year of life was assumed to be the same as for children with a written
record of vaccinations.

thildren who have received BCG, measles and three doses of DPT and pelio
vaccines (excluding polio 0).

During the two weeks before the survey, fever was more prevalent (22 percent) than
cough with fast breathing (6 percent). The prevalence of fever was particularly high among
children age 6-23 months (27 percent) and these children are also more vulnerable to cough (7
percent). The prevalence of fever as well as cough was almost the same among male and female
children. While the prevalence of fever does not vary much according to the order of birth,
cough was more prevalent among higher-order births (6+) than among lower-order births. The
prevalence of fever was more or less the same in urban and rural areas, but cough accompanied
by fast breathing was more prevalent in rural than in urban areas. Both fever and cough were
more prevalent among children of illiterate mothers. The prevalence of fever or cough does not

vary much according to either the religion or caste/tribe of the mother.
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Table 9.11 Prevalence of acute respiratory fnfection, fever and diarrhoea

Among all children under four years of age, the percentage who were ill with a cough accompanfed by
fast breathing, fever and diarrhoea during the two weeks before the survey, and the percentage with
diarrhoea in the 24 hours before the survey, according to selected background characteristics,
Maharashtra, 1992-93

Percentage of children suffering in
previous two weeks from:

Cough
accom-
panied Diarrhoea' Any diarrhoea
Background by fast B in previous Number of
characteristic breathing Fever Any Bloody 24 hours? children
child’s age
< 6 months 3.5 15.1 13.1 -- 10.4 259
6 -11 months 6.9 27.3 20.4 0.5 12.0 216
12-23 months 7.1 27.5 12.5 1.2 5.1 510
24-35 months 5.2 19.4 4.8 1.7 2.1 479
36-47 months 6.1 19.0 5.1 1.0 2.5 525
Sex
Hale 5.7 22.6 10.8 1.3 5.8 1010
Female 6.0 20.7 8.5 0.7 4.4 979
Birth order
1 4.7 21.3 9.5 1.0 4.9 597
2-3 6.2 21.5 9.5 1.2 5.6 933
4-5 6.1 23.0 1.5 0.9 5.5 330
6+ 8.5 20.9 6.2 -- 2.3 129
Residence
Urban 3.5 20.8 8.8 0.6 5.0 782
Rural 7.5 22.2 10.2 1.2 5.2 1207
Mother’s education
Illiterate 6.6 23.6 11.2 1.3 6.1 979
Lit., < middle complete 6.3 21.8 9.0 0.9 4.4 542
Middle school complete 4.5 15.5 9.0 0.5 5.5 200
High schecol and above 3.4 19.0 5.6 0.4 2.6 268
Religion
Hindu 6.2 21.3 9.6 1.0 5.2 1434
Muslim 4.9 23.1 8.5 0.8 3.6 364
Buddhist 5.8 23.2 14.5 2.2 9.4 138
Other 3.8 17.0 7.5 .- 3.8 53
Caste/tribe
Scheduled caste 4.7 19.5 14.1 1.6 9.4 128
Scheduled tribe 7.4 23.0 11.5 1.8 4.6 217
Other 5.8 21.7 9.1 0.9 4.9 1644
Source of drinking water
Piped water U u 9.3 1.1 5.0 1307
Ground water U u 10.9 0.5 5.2 192
Well water u u 10.5 0.7 6.1 428
Surface water u u 7.0 1.8 -- 57
Total 5.9 21.7 9.7 1.0 5.1 1989

Note: Figures are for children born in the period 1-47 months prior to the survey. Total includes
5 children by "Other" source of drinking water in case of diarrhoea, who are not shown separately.
U: Not available

-- Less than 0.05 percent

‘'Includes diarrhoea in the past 24 hours

?Includes diarrhoea with blood
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Table 9.11 provides two types of prevalence estimates for diarrhoea including (1) a
period prevalence measure, namely the percentage of children under age four whose mothers
reported that they had diarrhoea in the two-week period before the interview and (2) a point
prevalence measure, namely the percentage of children under 4 years whose mothers reported
that they had diarrhoea in the 24-hour period before the interview. Both of these measures are
affected by the reliability of the mother’s recall of when the diarrhoeal episode occurred. In
addition, the NFHS questions allow estimation of the proportion of children under four years
who had bloody diarrhoea, a symptom of dysentery, during the two weeks preceding the survey.

Five percent of children under age four are reported to have had diarrhoea during the 24
hours preceding the survey. During the two weeks before the survey, the corresponding
proportion is 10 percent, including 1 percent for diarrhoea with blood. Children less than two
years old are miost susceptible to diarrhoea; among children less than two, prevalence is highest
among children age 6-11 months. It should be noted, however, that there are seasonal variations
in the incidence of diarrhoea, so that the percentages shown in Table 9.11 cannot be assumed
to reflect the situation throughout the year. Male children, children of birth order 4-5, children
of illiterate mothers, children of Buddhist mothers and scheduled caste and scheduled tribe
children are more likely to have suffered with diarrhoea in the previous 24 hours as well as
during the previous two weeks. The prevalence of diarrhoea is slightly higher among children
in households using ground or well water for drinking.

Treatment of ARI

Table 9.12 presents information on the type of treatment received by children suffering
from cough accompanied by fast breathing, that is, acute respiratory infection (ARI). Seventy-
three percent of the children who suffered from ARI symptoms during the two weeks preceding
the survey were taken to a health facility for treatment or were treated privately by a doctor or
other health professional. Eighteen percent of children with ARI did not receive any treatment.
Thirty-six percent were given an antibiotic pill or syrup, 26 percent were given an injection and
21 percent were treated with cough syrup. A home remedy was used in 5 percent of the cases.
Among children who had a cough accompanied by fast breathing during the last two weeks,
children less than two years of age, male children, first-orde: births, children in urban areas and
children of literate mothers were more likely to have been taken to a health facility or provider
for trcatment.

Treatment of Fever

Table 9.13 shows the type of treatment given to children suffering from fever during the
two weeks preceding the survey, by selected background characteristics. Three-fourths of the
children with fever were taken to a health facility or a health professional for treatment. Eight

srcent were ireated with antimalarial medicine, 30 percent received an antibiotic pill/syrup, 27
percent were given an injection, 2 percent were treated with a home remedy and about one-half
received some other kind of treatment. Higher proportions of male children, children age 6-11
months, first-order births, urban children, children born to literate mothers and children born
to Muslim and non-SC/ST mothers were taken to a health facility for treatment.
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Table 9.12 Treatment of acute respiratory infection
Among all children under four years of age who had cough accompanied by fast breathing during the two
weeks before the survey, the percentage taken to a health facility or provider and percentage given
treatment, according to selected background characteristics, Maharashtra, 1992-93
Among children with cough and fast breathing
Percentage treated with
Percentage
taken to Home
a health Antibiotic remedy/ Number
Background facility or pill or Cough herbal of
characteristic provider' sSyrup Injection syrup medicine Other None children
Child’s age
< 24 months 80.0 40.0 30.0 20.0 6.7 41.7 1.7 60
24+ months 64.9 31.6 21.1 22.8 3.5 36.8 24.6 57
Sex
Male 84.5 39.7 27.6 264.1 1.7 44,8 12.1 58
Female 61.0 32.2 23.7 18.6 8.5 33.9 23.7 59
Birth order
1 (78.6) (42.9) (25.0) (32.1) (7.1) (35.7) (14.3) 28
2+ 70.8 33.7 25.8 18.0 4.5 40.4 191 89
Residence
Urban (74.1) (37.0) (22.2) (18.5) (--) (44.4) (18.5) 27
Rural 72.2 35.6 26.7 22.2 6.7 37.8 17.8 90
Mother’s education
1lliterate 67.7 30.8 29.2 15.4 7.7 61,5 21.5 65
Literate 78.8 42.3 21.2 28.8 1.9 36.5 13.5 52
Total 72.6 35.9 25.6 21.4 5.1 39.3  17.9 17
( ) Based on 25-49 cases
-- Less than 0.05 percent
'Includes government/municipal hospital, private hospital/clinic, Primary Health Centre, sub-centre,
doctor, or other health professional.

Treatment of Diarrhoea

Diarrhoea is a major killer of children, especially children under five years of age.
Deaths from acute diarrhoea are most often due to dehydration resulting from loss of water and
electrolytes (Black, 1984). However, nearly all dehydration-related deaths can be prevented by
prompt administration of rehydration solutions. Because deaths from diarrhoea are a significant
proportion of all deaths to children, the government has launched the Oral Renydration Therapy
Programme as one of its priority activities for child survival. A major purpose of this
programme is to increase awareness among women and in the community about the causes and
treatment of diarrhoea. Mothers are instructed in how to use Oral Rehydration Salt (ORS)
packets, which are made widely available. The programme also promotes use of a home-made
solution of sugar, salt and water, which is known as Recommended Home Solution (RHS). This
instruction is provided mostly through the electronic and print media and in adult literacy
classes. Documentaries on diarrhoea among children and the usz of GRS and preparation of
RHS are regularly shown in cinema theatres. Spot announcements are also shown on television,
and All India Radio frequently airs messages on ORS and RHS. In order to gauge the extent
of knowledge and use of oral rehydration, the NFHS asked mothers of children born during the
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Table 9.13 Treatment of fever

Among all children under four years of age suffering from fever during the two weeks before the survey, the
percentage taken to a health facility or provider and type of treatment given, according to selected
background characteristics, Maharashtra, 1992-93

Among children with fever

Percentage treated with

Percentage
taken to Home
a health Antibiotic remedy/ Number
Background facility or Anti- pill or herbal of
characteristic provider' melarial syrup Injection medicine 9ther None children
Child’s age
< 6 months (71.8) 7.7) (28.2) (25.6) (5.1) (466.2) (23.1) 39
6-11 months a3 1 5.1 35.6 22.0 1.7 54.2 10.2 59
12-23 months 77.1 10.7 30.0 28.6 1.4 52.1 1741 140
24-35 months 74.2 6.5 25.8 34.4 -- 48.4  20.4 93
36+ months 71.0 7.0 32.0 22.0 3.0 47.0  21.0 100
Sex
Male 78.1 9.2 29.8 26.8 1.3 53.1  16.7 228
Female 72.4 6.4 30.5 27.6 2.5 46.3 20.2 203
Birth order
1 84.3 7.9 30.7 25.2 2.4 55.9 12.6 127
2-3 73.6 6.0 30.3 28.9 1.5 51.2 17.4 201
4-5 73.7 13.2 31.6 26.3 -- 43.4 23,7 76
6+ (51.9) (7.4) (22.2) (25.9) (7.4) (29.6) (37.0) 27
Residence
Urban 82.8 6.7 27.6 20.9 1.8 60.1 10.4 163
Rural 70.9 8.6 31.7 31.0 1.9 43.7 231 268
Mother’s education
Itliterate 70.6 6.1 25.5 30.3 2.2 47.6 24.2 231
Lit., < middle complete 75.4 10.2 34.7 23.7 1.7 50.0 13.6 118
Middle school complete (90.3) (6.5) 41.9) (35.5) (--) (51.6) (6.5) 3
High school and above 88.2 11.8 33.3 15.7 2.0 58.8 9.8 51
Religion
Hindu 74.5 8.5 27.8 29.1 2.6 48.6 19.3 306
Muslim 79.8 9.5 33.3 26.2 -- 52.4 16,7 84
Buddhist (75.0) (-=) (40.6) €18.8) (-=) (56.3) (15.6) 32
Caste/tribe
Scheduled caste (60.0) (8.0) (20.0) (16.0) (4.0) (44.0) (72.0) 25
Scheduled tribe 68.0 4.0 30.0 22.0 2.0 38.0 20.0 50
Other 77.5 8.4 30.9 28.7 1.7 52.0 17.1 356
Total 75.4 7.9 30.2 27.1 1.9 49.9 18.3 431

Note: Total includes 9 children belonging to other religions, who are not shown separately.

( ) Based on 25-49 cases

=~ Less than 0.05 percent

'Includes government/municipal hospital, private hospital/clinic, Primary Health Centre, sub-centre, doctor,
or other health professional.
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last four years a series of questions regarding knowledge and use of ORS and RHS.

Table 9.14 shows percentages of mothers who know about and have ever used either
WHO or commercial ORS packets. ORS is known to 47 percent of mothers of births that
occurred during the last four years. Knowledge is relatively low among teenage mothers,
illiterate mothers, Hindus, scheduled caste and scheduled tribe mothers and mothers not
regularly exposed to the radio or television or cinema. Urban and rural areas do not differ much
in the knowledge of ORS packets. The proportion of mothers who ever used ORS packets is
also low (31 percent). The pattern of ever use of ORS by various background characteristics
is similar to that observed for knowledge of ORS packets.

Table 9.14 Knowledge and ever use of ORS packets
Percentage of mothers with births during the four years preceding the survey
who know about and have ever used ORS packets, according to selected
background characteristics, Maharashtra, 1992-93
Know Have ever Number
Background about ORS used ORS of
characteristic packets packets mothers
Mother’s age
15-19 37.4 24.4 235
20-24 47.1 30.8 660
25-29 50.5 32.6 436
30-34 50.9 36.5 167
35+ 43.4 31.6 76
Residence
Urban 48,2 30.4 616
Rural 45.8 31.3 965
Mother’s education
1lliterate 41.1 28.0 776
Lit., < middle complete 7.1 32.2 425
Middle school conplete 50.3 27.1 155
High school and above 63.1 41.3 225
Religion
Hindu 45.0 29.5 1160
Muslim 51.3 36.4 261
Buddhist 53.0 32.2 115
Other (48.9) (33.3) 45
Caste/tribe
Scheduled caste 40,2 27.5 102
Scheduled tribe 36.1 26.6 169
Other 48.6 31.8 1310
Mother’s exwosure to media
Exposed to media 51.0 32.9 945
Watches television weekly 5.9 33.9 672
Listens to radio weekly 49.5 32.1 778
Visits cinema/theatre monthly 56.9 35.9 240
Not exposed to any of the media 40.4 28.0 636
Total 46.7 30.9 1581
Note: Total includes 4 mothers age 13-14, who are not shown separately.
() Based on 25-49 cases
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Table 9.15 provides information on whether medical care was sought for diarrhoea!
episodes. Among children who suffered from diarrhoea during the two weeks preceding the
survey, 61 percent were taken to a health facility or a health professional for treatment. A little
more than one-fifth (22 percent) of children were not treated at all. Children under one year
of age, male children, first-order births, rural children, and children of illiterate mothers were
less likely to be taken to a health facility or provider for treatment of diarrhoea. Only 18
percent were treated with ORS packets, and 34 percent received a Recommended Home
Solution. In order to reduce dehydration from diarrhoea, mothers are instructed to increase the
supply of fluids to children with diarrhoea. However, 55 percent of children rece‘ved neither
ORS treatment nor increased fluids. Only 5 percent of children received an increased supply
of fluids, such as plain water, lemon and sugar water, milk, juice, soup, coconut water, tea,
barley water, or breast milk.

Table 9.15 Treatment of diarrhoea

Among children under four years who had diarrhoea in the past two weeks, the percentage taken for treatment
to a health facility or provider, the percentage who recejved increased fluids and oral rehydration therapy
(ORT), either an oral rehydration solution made from a packet (ORS) or a recommended home solution (RHS),
the percentage who received neither ORT nor increased fluids, and the percentage given other treatments,
according to selected background characteristics, Maharashtra, 1992-93

Oral Rehydration Number
Percent of
taken to Not given thil-
a health ORS, RHS dren
facility RHS Either In- or in- Home with
Background or pro- ORS at ORS or creased creased Anti- Injec- remedy, diar-
characteristic vider' packets home RHS fluids fluids biotics tion other None rhoea
Child’s age
< 6 months (46.1) (11.8) (17.6) (23.5) (--) (76.5) (14.7) (11.8) (44.1) (38.2) 34
6 -11 months (50.0) (15.9) (38.6) (43.2) (6.8) (50.0) (15.9) (9.1) (36.4) (29.5) 44
12-23 months 73.4 21.9 34.4 46.9 3.1 51.6 28.1 28.1 53.1 12.5 64
24+ months 66.0 20.0 40.0 46.0 10.0 50.0 20.0 22.0 50.0 18.0 50
Sex
Male 59.6 19.3 31.2 41.3 2.8 56.9 21.1 16.5 45.0 23.9 109
Female 62.7 16.9 37.3 42.2 8.4 53.0 20.5 22.9 48.2 20.5 83
Birth order
1 52.6 14.0 22.8 29.8 7.0 64.9 19.3 14.0 40.4 28.1 57
2-3 64.0 22.5 42.7 51.7 5.6 46.1 20,2 23.6 50.6 19.1 89
4+ (65.2) (15.2) (30.4) (37.0) (2.1) (60.8) (23.9) (17.4) (45.7) (21.7) 46
Residence
Urban 66.7 i3.0 37.7 43.5 5.8 55.1 18.8 10.1 56.5 17.4 69
Rural 57.7 21.1 31.7 40.7 4.9 55.3 22.0 24.4 40.7 25.2 123
Mother’s education
Illiterate 53.6 15.5 29.1 34.5 6.4 60.9 19.1 18.2 41.8 30.9 110
Literate (70.7) (22.0) (40.3) (51.2) (3.6) (47.6) (23.2) (20.7) (52.4) (11.0) 82
Total 60.9 18.2 33.9 41.7 5.2 55.2 20.8 19.3 46.4 22.4 192

Note: Figures are for children born in the period 1-47 months prior to the survey. Total includes 20 Buddhist
children and 4 children belonging to other religions, who are not shown separately.

() Based on 25-49 cases

-- Less than G.05 percert

'Includes government/municipal hospital, private hospital/clinic, Primary Health Centre, sub-centre, doctor,
or other health professional
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Although fluid therapy alone may be useful in preventing deaths from acute dehydration,
treatment with antibiotics may also be useful for reducing the duration and volume of
diarrhoea. Overall, 21 percent of children with diarrhoea were given antibiotics, 19 percent
received injections and 46 percent were treated with a home remedy. Oral rehydration therapy
(ORS or RHS) was not used extensively by any population subgroup, and such treatment was
even less common for children below six months of age, children of first-birth order, children
of illiterate mothers and children residing in rural areas.

In Table 9.15, the information on the treatment of diarrhoea is not provided by religion
and caste/tribe because there are less than 25 cases for categories such as Muslims, Buddhists,
and scheduled castes and scheduled tribes. Similarly, due to the small number of cases in some
categories of mother’s education, information is provided for only illiterate and literate.

When a child has diarrhoea, it is inappropriate to reduce the child’s frequency of
breastfeeding or the total intake of breast milk or other fluids. In the NFHS, mothers of
children who suffered from diarrhoea were asked about changes in feeding practices during
diarrhoea. Table 9.16 provides informaticn on feeding practices during diarrhoea for children
of different ages. For a majority of children, the frequency of breastfeeding remained the same
(85 percent) or increased (1 percent) during the diarrhoea. The frequency of breastfeeding
remained the same or was increased more in the case of children under age one. Breastfeeding

Table 9.16 Feeding practices during diarrhoea

Percent distribution of children under four years who had diarrhoea
in the past two weeks, according to feeding practices during
diarrhoea and age, Maharashtra, 1992-93

Age of the child

Feeding practices
during diarrhoea <1 year' 1-3 years Total?

Breastfeeding frequency’

Same as usual 89.3 81.8 85.3
Increased 2.7 -- 1.2
Reduced 6.7 12.5 9.8
Stopped 1.3 2.3 1.8
Don’t know/missing -- 3.4 1.8
Total percent 100.0 100.0 100.0
Number of children 5 88 163
Amount of fluids given
Same as usual 84.6 65.8 3.4
More 2.6 6.1 4.7
Less 12.8 27.2 21.4
Don’t know -- 0.9 0.5
Total percent 100.0 100.0 100.0
Number of children
with diarrhoea 78 114 192

-- Less than 0.05 percent

‘children born in the period 1-11 months prior to the survey
Ithildren born in the period 1-47 months prior to the survey
.’Applies only to children who are still being breastfed




was either reduced or stopped for 8 percent of children under age one and for 15 percent of
children age 1-3 years. The amount of other fluids given to children was increased for only 5
percent. Slightly more than one-fifth of children with diarrhoea were given less fluids than they
received before the diarrhoea began.
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CHAPTER 10

INFANT FEEDING AND CHILD NUTRITION

Infant feeding practices affect both the mother and her child. They influence the child’s
nutritional status, which in turn has an effect on the risk of dying. In particular, breastfeeding
has been shown to reduce the risk of morbidity and mortality and improve the nutritional status
of children. Breastfeeding also has a direct bearing on the mother’s period of postpartum
infertility and hence on the length of birth intervals and overall fertility levels. These effects
depend on both the duration and the intensity of breastfeeding, as well as the age at which the
child receives supplemental liquids and foods.

International recommendations for the feeding of infants and young children are contained
in the Innocenti Declaration on the Protection, Promotion and Support of Breastfeeding (1990)
and the report of the WHO Working Group on Infant Feeding (World Health Organization,
1991). Itis recommended that infants receive only breast milk up to 4-6 months of age. Aside
from breast milk, no other foods or liquids are needed during this period. At age 4-6 months,
adequate and appropriate complementary foods should be added to the infant’s diet in order to
provide sufficient nutrients for optimal growth. It is recommended that breastfeeding should
continue, along with the complementary foods, up through the child’s second birthday or
beyond. It is further recommended that a feeding bottle should not be used at any age. In
addition, the recommendations of the Baby Friendly Hospitals Initiative, launched by WHO,
include early initiation of breastfeeding.

Several indicators of breastfeeding practices have been suggested by WHO. These
include the ever breastfed rate, the exclusive breastfeeding rate, the timely complementary
feeding rate, the continued breastfeeding rates, and the bottle feeding rate. The exclusive
breasifeeding rate is based on current status information for infants whose current age is under
four months; it is defined as the proportion of these infants who receive only breast milk. The
timely complementary feeding rate is thz proportion of infants in the 6-9 month age group who
receive both breast milk and solid or semi-solid food. Ideally information on the quality and
quantity of the complementary foods should also be available; however, this type of information
is beyond the scope of broad surveys. The continued breastfeeding rate through one year of age
is rixflected in the proportion of children 12-15 months of age who are being breastfed, and the
preportion of infants who are still breastfed in the 20-23 month age group constitutes the
continued breastfeeding rate up through two years of age. The bortle feeding rate is reflected
in the proportion of infants who were fed using a bottle with a nipple. The age group under one
year is often chosen to examine bottle feeding. These indicators will be highlighted in the
presentation of the data on breastfeeding and other feeding practices in Maharasiitra.

The NFHS obtained fairly detailed information on infant feeding and child nutrition.
Data on breastfeeding and supplementation were obtained from a series of questions in Section
4 of the Woman’s Questionnaire, which inquired about births occurring since January 1988.
These questions were asked for up to three births during this period. Information on child
nutrition was obtained by measuring the weight and height of these children, using devices
designed and manufactured especially for this purpose. The nutritional status of a child was
judged by comparing the child’s weight and height with an international reference growth curve.
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The anthropometric measurements were obtained following the guidelines in the United
Nations Manual "How to Weigh and Measure Children" (United Nations, 1986). The children’s
weight was measured to the nearest 100 grams-using a hanging spring weighing machine, and
their height or length was measured to the nearest 0.1 centimetres using an adjustable measuring
board. Training of the measurers followed the recommendations in the UN Manual.

10.1 Breastfeeding and Supplementation

Traditionally, in India, breast milk has been the main source of nutrition for infants and
young children. Breast milk not only provides the child with important nutrients but also
protects the child against certain infections. Table 10.1 shows that breastfeeding is nearly
universal in Maharashtra, with 97 percent of all children born in the 4 years preceding the
survey having been breastfed. The percent breastfed does not vary much by selected background
characteristics, ranging from 93 (for scheduled caste children) to 100 percent (for children of
‘other’ religions).

The early initiation of breastfeeding is important since it benefits both the mother and the
nfant. As soon as the infant starts suckling at the breast, the hormone oxytocin is released,
resulting in uterine contractions which reduce the risk of postpartum haemorrhage and facilitate
expulsion of the placenta. Colostrum and breast mil% are sufficient for newborn infants; it is
not necessary to feed them anything else. In fact, when the neonate is given anything other than
the breast milk, contaminants may cause infection, leading to diarrhoea. It is also recommended
that the first breast milk should not be squeezed from the breast, but should be given to the
child, because it contains colostrum, which provides natural immunity to the child.

Table 10.1 also shows how soon after birth breastfeeding was initiated, for children who
were ever breastfed. This information was collected for a total of 1,590 children who are the
most recent birth of each woman who had a birth in the four years before the survey. Although
almost all children are breastfed, the early initiation of breastfeeding is not common. Only 7
percent of last-born children began breastfeeding within one hour of birth and only 18 percent
began breastfeeding during the first 24 hours of their life. Moreover, a substantial majority (77
percent) of women (data not shown in the table) do squeeze the first milk from the breast before
they begin breastfeeding their children. This suggests that the knowledge of the benefits
associated with the early initiation of breastfeeding, and feeding babies the first milk, has not
reached most women in Maharashtra, indicating a need for the launching of an educational
campaign cn the subject.

There is little difference in the timing of initiation of breastfeeding by sex of the child.
However, there are substantial differences by other background characteristics. For example,
Buddhists are twice as likely to initiate breastfeeding within one day of birth and three times as
likely to initiate it within one hour of birth as Hindus and Muslims. Urban women are twice
as likely to initiate breastfeeding within an hour of birth and one and a half times more likely
to start breastfeeding within a day of birth as rural women. Similarly, women who had at least
a high school education are twice as likely to initiate breastfeeding witiiin an hour of birth and
to star! breastfeeding within a day of birth as illiterate women.
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Jable 10.1 [Initiation of breastfeeding

Percintage of all children who were ever breastfed and the percentage of last-born children who
started breastfeeding within one hour and one day of birth, among children born during the four years
prceding the survey, according to selected background characteristics, Maharashtra, 1992-93

Among all children: Among last-born children:
Percent started Percent started
Percentage Number breastfeeding breastfeeding Number

Background ever of within 1 hour within 1 day of
characteristic breastfed children of birth of birth’ children
Sex of child

Male 96.2 1085 6.9 18.7 823

Female 97.3 1042 7.8 17.6 767
Residence

Urban 97.1 829 10.2 23.0 618

Rural 96.5 1298 5.6 15.1 972
Mother’s education

Iliterate 95.4 1067 5.1 13.3 780

Lit., < middle complete 98.2 565 8.4 17.5 428

Middle school complete 98.6 212 9.7 26.5 155

High school and above 97.5 282 11.5 30.4 227
Religion

Hindu ro.4 1540 6.9 16.7 1165

Muslim 97.4 382 5.3 16.7 263

Buddhist 98.0 150 16.4 32.8 116

Other 100.0 55 (8.7) (26.1) 46
Caste/tribe

Scheduled caste 92.5 147 4.9 11.7 103

Scheduled tribe 95.7 231 4.7 16.5 170

Other 97.3 1749 7.9 18.9 1317
Assistance at delivery

Health professional 97.3 1134 9.6 23.9 861

Traditional birth attendant 97.0 431 6.0 16.0 319

other or none 96.1 559 3.7 7.8 408
Place of delivery

Public health facility 97.1 485 11.5 27.0 348

Private health facitity 96.9: 453 8.8 22.6 363

Own home 96.9 750 6.0 12.9 551

Parents’ houe 97.9 420 3.8 12.3 317
Total 96.8 2127 7.4 18.2 1590

Note: Table is based on all children born in the four years preceding the survey, whether living or
dead at the time of interview. The total among all children includes 10 children with other? place
of delivery and 3 children with missing information on assistance at delivery; and the total among
the {ast-born includes 9 children with ‘other’ place of delivery and 2 children with missing
information on place of delivery, who are not shown separately.

() Based on 25-49 cases

'Includes children who started breastfeeding within one hour of birth

or illiterate women. Generally, non-scheduled caste/scheduled tribe women, women who were
assisted by a health professional at delivery, and women who delivered at a health facility are
much iore likely to initiate early breastfeeding than other women.
differences in the initiation of breastfeeding by background characteristics, the postponement of
breastfecding in all groups shows that feeding practices for newborn infants are not beneficial.
Breastfeeding was initiated, as recommended, within the first hour for only 1 in 14 babies.
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Gverall, four out of five infants did not start breastfeeding even in the first 24 hours of life.

Mothers were also asked if the ~hildren who are currently being breastfed had been given
any other liquids or solid foods at any time the previous day or night. These results are shown
in Table 10.2 and Figure 10.1. Children who received nothing but breast milk in the previous
24 hours are defined as being exclusively breastfed, while full breastfeeding refers to both those
who were given only breast milk and those who received breast milk and plain water only. In
Maharashtra, exclusive breastfeeding is not common for children over 7 months of age. On the
average, only 37 percent of infants under four months of age are exclusively breastfed and 70
percent are fully breastfed. The percentage of babies being exclusively breastfed drops off
rapidly after the first few months of life, to less than 5 percent at age 8-9 months and older ages.
Supplements other than plain water are given in addition to breast milk to 25 percent of children
age 0-1 month, 31 percent of those age 2-3 months, and more than three-quarters of those age
8-9 months. Although supplements are given to more than 80 percent of children by age 12-13
months, breastfeeding typically continues for long durations. Even after two years of life (that
is, age 24-25 months), more than 44 percent of children are still being breastfed, while one

Table 10.2 Breastfeeding status by child’s age
Percent distribution of living children by breastfeeding status, according to child’s
age in months, Maharashtra, 1992-93
Percentage among all living children
Breastfeeding and

Number
Age Not Exclusively Plain DK of
in breast- breast- water Supple- supple- Total living
months feeding feeding only ments ments percent children
0-1 1.4 46.6 27.4  24.7 -- 100.0 73
2-3 1.0 30.5 37.1 31.4 -- 100.0 105
4 -5 2.9 26.7 35.2 35.2 -- 100.0 105
6 -7 1.2 12.3 37.0 49.4 -- 100.0 81
8-9 5.6 4.2 12.7 77.5 -- 100.0 "
10-11 7.8 3.1 9.4 T79.7 -- 100.0 64
12-13 10.8 -- 5.4 83.8 -- 100.0 74
14-15 17.6 2.0 4.9 75.5 -- 100.0 102
16-17 10.9 0.9 0.9 87.3 -- 100.0 110
18-19 23.8 -- -- 75.2 1.0 100.0 105
20-21 32.8 -- 1.6 65.6 -- 100.0 61
22-23 43.1 1.7 1.7 53.4 -- 100.0 58
24-25 56.5 -- - 42.4 1.2 100.0 85
26-27 56.7 - -~ 42.3 1.0 100.0 97
28-29 68.0 -- -- 32,0 -- 100.0 97
30-31 64.5 -- -- 35.5 -- 100.0 76
32-33 81.8 -- -- 18.2 -- 100.0 66
34-35 63.8 -- --  36.2 -- 100.0 58
36-37 81.0 -- -- 16.7 2.4 100.0 B4
38-39 82.7 -- -- 173 -- 100.0 98
40-41 81.8 -- -- 17.2 1.0 100.0 99
42-43 93.3 -- ' -- 6.7 -- 100.0 90
44-45 91.1 -- -- 8.9 -- 100.0 79
46-47 89.3 -- -- 9.3 1.3 100.0 75
Note: Breastfeeding status refers to last 24 hours. Children classified as
"Breastfeeding and plain water only" receive no supplements.
DK: Don’t know
-- Less than 0.05 percent
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Figure 10.1
Distribution of Children by Breast-
feeding (BF) Status According to Age

Percent

0 6 12 18 24 30 36 42
Age in Months

M Exclusive BF BBF+Water Only DBF+Supp|ements Nnot BF

Note: BF + Supplements includes
BF + DK (Don't know) Supplements
NFHS, Maharashtra, 1992-93

in five children are being breastfed even after three years of life.

Table 10.3 and Figure 10.2 show in greater detail the types of fuod supplementation
received by currently breastfeeding last-born children under four years of age during the 24
hours before the interview. The numbers of children in each age group are shown in the far
right column,

The percentage receiving infant formula in Maharashtra is small, appearing to increase
in the first year of life, with no significant pattern thereafter. Supplementation of breast milk
by other milk rises steadily with age through age 18-19 months, after which it remains fairly
constant through age 22-23 months, before declining slightly. Due to the small number of cases
after age 19 months, no clear pattern is discerned. Other liquids, such as juice or tea,
supplement milk, rising rapidly from an average of 22 percent for those age below 6 months,
to a level of over 94 percent by age two. The pattern of supplementation by solid or mishy
foods is somewhat similar, rising from about 19 percent for those age 6-7 months, to 74 percent
by age 12-13 months, and less rapidly thereafter. Only 26 percent of infants in the age group
6-9 months reccived both breast milk and solid foods as recommended by the WHO.

The use of a bottle with a nipple to feed children is of interest to both demographers and
health persornel. Beitle feeding has a direct effect on the mother’s exposure to the risk of
pregnancy since the period of amenorrhoea is shortened when mothers feed their children from
bottles with nipples. In addition, since it is difficult to sterilize the nipple properly, the use of
bottles with niples exposes children to an increased risk of developing diarrhoea and other
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Table 10.3 Type of supplementation by child’s age

Percentage of last-born breastfeeding children receiving food
supplementation by type and percentage using a bottle with a nipple,
according to child’s age in months, Maharashtra, 1992-93

Percentage of breastfeeding children who are:

Receiving supplement
Using Number of

Age Solid/ bottle breast-
in Infant Other Other mushy with a feeding
months formula mi Lk liquid food nipple children
0-1 -- 2.8 23.6 - 1.4 72
2-3 1.9 16.3 22.1 1.0 8.7 104

4 -5 6.9 24.5 20.6 2.9 8.8 102
6 -7 8.8 32.5 35.0 13.8 13.7 80
8-9 6.0 58.2 53.7 34.3 10.4 67
10-11 10.2 52.5 69.5 55.9 16.9 59
12-13 3.0 57.6 72.7 74.2 10.6 66
14-15 4.8 61.9 75.0 73.8 8.3 84
16-17 6.1 61.2 83.7 83.7 2.0 98
18-19 5.1 7.7 92.4 88. 2.5 79
20-21 (7.3) (73.2) (95.1) (85.4) (2.4) 41
22-23 6.1) (75.8) (87.9) (B4.8) (3.0) 33
24-25 (5.6) (69.4) (94.4) (88.9) (8.3) 36
26-27 (2.4) (73.2) (97.6) (100.0) (2.4) 41
28-29 (3.2) (51.6) (90.3) (100.0) (--) 3
30-31 - (66.7) (92.6) (96.3) ) 27
32-35 (9.1 (57.6) (96.9) (90.9) --) 33
36-39 (--) (64.5) (96.8) (100.0) (--) 3
40+ - 62.1) (97.3) (100.0) --) 37

Note: Breastfeeding status refers to the last 24 hours. Percents by type
of supplement among breastfeeding children may sum to more than 100.0
since children may nave received more than one type of supplement.

() Based on 25-49 cases

-- Less than 0.05 percent

diseases. Table 10.3 shows that bottle feeding is relatively rare in Maharashtra, increasing f
just over 1 percent in the first month after birth to a high of 17 percent for children age 1
months, after which it declines slowly to less than one percent for children above 27 mon!

Table 10.4 presents data on the duration and frequency of breastfeeding by var
background characteristics of mothers. The overall median length of breastfeeding is just ui
two years. However, supplementation begins very early, with the median length of exclu
breastfeeding being less than one month and the median length of full breastfeeding beir
months. The mean length of breastfeeding is somewhat longer than the median length, deno
that some children are breastfed for very long periods of time. Estimates of both the means
medians are based on the current proportions of children breastfeeding in each age group ra
than on the mother’s recall because current status information is usually morc accurate.
alternative measure of the duration of breastfeeding is the prevalence-incidence mean, whic
calculated as the "prevalence" of breastfeeding divided by its "incidence". In this ¢
prevalence is defined as the number of children whose mothers were breastfeeding at the |



Figure 10.2
Percentage of Children Given Milk,
Other Liquid, or Solid/Mushy Food

the Day Before the Interview
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Milk refers to fresh milk and tinned/powdered milk
NFHS, Maharashtra, 1992-93

period errors). For each measure of breastfeeding, the prevalence-incidence means are very
close to the means calculated in the conventional manner.

Children of urban and more educated women have slightly shorter durations of
breastfeeding than other children. On the other hand, children of Buddhist mothers, mothers
who are not exposed to any media, and whose birth was not attended by a health professional
or trained birth attendant had slightly longer durations of breastfeeding. There is no variation
in the duration of breastfeeding by the sex of the child. It is not clear why nen-working mothers
breastfed their children for a much shorter period than mothers who were employed by someone
else outside the home.

In addition to the length of breastfeeding, the frequency wiil: which moihers breastfeed
can affect the duration of postpartum amenorrhoea. The health and nutritional status of the child
may also be influenced by the frequency of breastteeding. More than 90 percent of children
under six months of age were breastfed six or more times on the day before the intervicw,
indicating the high intensity of breastfeeding in Maharashtra.

10.2 Nutritiona! Status of Children
One of the major contributions of the National Family Health Survey to the study of child
health is the anthropometric data collected for children under four years of age. Both weight

and height measurements were obtained for each child. Children under two years old were
measured lying down on an adjustable measuring board, while those age two and above were
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Table 10.4 Median duration and frequency of breastfeeding by background characteristics

Median durations of any, exclusive and full breastfeeding among children under four ycars and the
percentage of children under six months of age who were breastfed six or more times in the 24 hours
preceding the interview, according to selected background characteristics, Maharashtra, 1992-93

Median duration (months)' Children under 6 months
Any Exclusive Full Number Breastfed Number
Background breast- breast- breast- of 6+ times in of
characteristic feeding feeding feeding® children last 24 hours children
Sex of child
Male 22.7 0.6 4.1 1085 87.5 152
female 23.2 0.7 6.2 1042 93.1 131
Residence
Urban 22.0 0.7 4.3 829 91.8 110
Rural 24.8 0.7 6.2 1298 89.0 173
Hother’s education
Illiterate 26.1 1.4 6.5 1067 92.8 125
Literate, < middle complete 22.8 0.7 5.0 566 84.0 81
Middle school complete 21.1 0.5 3.6 212 (93.9) 33
High school and above 19.4 0.5 2.8 282 (90.9) 44
Religion
Hindu 22.6 0.7 4.9 1540 89.0 200
Muslim 22.0 0.7 6.7 382 88.0 50
Buddhist 25.2 0.6 6.7 150 (100.0) 25
Other 23.1 0.8 4.5 55 * 8
Wother’s work status
Not working 21.4 0.6 4.6 1224 88.4 189
Working in family farm/business 32.6 1.2 5.2 397 (90.5) 42
Employed by someone else 27.5 3.0 7.2 449 (95.6) 45
Self-employed 23.5 0.8 0.8 57 * 7
Mother’s exposure to media
Exposed to media 21.7 0.7 4.8 1260 91.0 178
Watches television weekly 21.0 0.6 3.8 836 90.9 132
Listens to radio weekly 22.2 0.7 5.0 1033 90.7 151
Visits cinema/theatre monthly 21.8 0.8 3.9 323 (93.6) 47
Not exposed to media 25.7 0.6 6.5 867 88.6 105
Assistance at delivery
Health professional 21.9 0.6 4.0 1134 89.4 161
Traditional birth attendant 23.8 0.6 6.1 431 88.2 51
Other or none 25.2 2.4 7.9 559 93.0 n
Total 23.0 0.7 5.5 2127 90.1 283
Mcan for all children' 25.5 3.0 6.2 2127 NA NA
P/1 for all children’ 25.2 2.5 5.9 2127 NA NA

Note: For children under 4 years, total includes 3 children with missing information on assistance at
delivery, who are not shown separately.

NA: Not applicable

() Based on 25-49 cases

* Percentage not shown; based on fewer than 25 cases

'Median and mean based on current status

’Either exclusively breastfed or received breastmilk and plain water only

*prevalence-incidence mean
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measured in a standing position. The data on weight and height were used to calculate three
summary indices of nutritional status, which affect children’s susceptibility to disease and their
chances of survival. The following indices were calculated for children under age four:

O weight-for-age
O height-for-age
O weight-for-height

The nutritional status of children calculated according to these measures is compared with
the nutritional status of an international reference population that has been recommended by the
World Health Organization (Dibley et al., 1987a, 1987b). The use of this reference population
is based on the empirical finding that weli-nourished children in all population groups for which
data exist follow very similar growth patterns (Martore!l and Habicht, 1986). A recent scientific
report from the Nutrition Foundation of India (Agarwal et al., 1991) has concluded that the
WHO standard is applicable to Indian children in general.

The three nutritional status indices are expressed in standard deviation units (z-scores)
from the median for the international reference population. Children who fall more than two
standard deviations below the reference median are considered to be undernourished, while those
who fall more than three standard deviations below the reference median are deemed to be
severely undernourished.

Each of the indices provides somewhat different information about nutritional status. The
height-for-age index measures linear growth retardation among children. Children who are more
than two standard deviations below the median of the reference population in terms of height-for-
age are considered short for their age or stunted. The percentage in this category indicates the
prevalence of chronic undernutrition which often leads to chronic or recurrent diarrhoea.
Stunting is typically associated with inadequate food intake resulting from poor feeding practices
or from the lack of sufficient food, as well as the existence of adverse environmental conditions
for an extended period of time. Height-for-age, therefore, is a measure of the long-term effects
of undernutrition.

The weight-for-height index measures body mass in relation to body length. Children
who are more than two standard deviations below the median of the reference population in
terms of their weight-for-height are considered to be too thin or wasted. The percentage in this
category indicates the prevalence of acute undernutrition. This condition is associated with the
failure to receive adequate nutrition in the period immediately before the survey and may be the
result of seasonal variations in food supply or recent episodes of illness (especially diarrhoea).

Weight-for-age is a composite measure which takes into account both chronic and acute
undernutrition. Children who are more than two standard deviations below the reference median
on this index are considered underweight.

The validity of these indices is determined by many factors, including the coverage of
the population of children and accurate anthropometric measurements. About 15 percent of
living children under age four were not weighed and measured, usually because the child was
not at home or because the mother refused to allow the measurements to be taken. In addition,
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Table 10.5 MNutritional status by demographic characteristics
Among children under four years of age, the percentage classified as undernourished according to three
anthropometric indices of nutritional status, by demographic characteristics, Maharashtra, 1992-93
Weight-for-age Height-for-age Weight-for-height
Percentage Percentage Percei..tage Percentage Percentage Percentage Number
Demographic below below below below below below of
cheracteristic -3 SD -2 sp' -3 s -2 sp' -3 s -2 sp' children
cthild’s age
< 6 months 1.5 8.5 2.5 5.5 2.5 14.6 199
6 -11 months 10.9 34.9 5.1 18.3 3.4 18.3 175
12:-23 months  26.2 63.0 19.6 45.6 7.6 35.5 397
24-35 months 27.1 64.1 30.3 58.2 3.5 17.2 373
36-47 months 21.4 61.5 33.7 67.9 2.3 11.2 392
Sex
Male 18.5 51.3 21.1 45.0 4.2 20.3 778
Female 22.0 54.0 22.8 47.1 4.0 20.1 758
Birth order
1 15.4 50.5 19.9 43.3 4.1 18.0 467
2-3 22.0 51.9 20.9 45.0 4.0 20.5 726
4-5 22.3 57.8 28.3 51.8 3.6 21.5 251
6+ 25.0 54.3 22.8 52.2 6.5 25.0 92
Previous birth
interval
First birth 15.6 50.5 20.0 43.3 4.1 17.9 469
< 24 months 24.3 56.8 26.4 53.2 4.6 19.6 280
24-47 months  21.9 53.9 22.7 47.0 3.5 21.6 625
48+ months 20.4 46.3 16.7 37.7 5.6 22.2 162
Total 20.2 52.6 21.9 46.0 4.1 20.2 1536
Note: Figures are for children born 1-47 months prior to the survey. Each of the indices is expressed
in standard deviation units (SD) from the median of the International Reference Population. The
percentages of children who are more than three and more than two standard deviation units below the
median of the International Reference Population (-3SD and -2SD) are shown according to selected
characteristics.
'also includes the children who are below -3 standard deviations from the International Reference
Population median

two of the three indices (height-for-age and weight-for-age) are sensitive to misreporting of
children’s ages, including heaping on preferred digits. The weight-for-height index is the only
one which does not depend on accurate age reporting.

Table 10.5 shows the nutritional status of children by selected demographic
characteristics. Both chronic and acute undernutrition are very high in Maharashtra. More than
half of all children are underweight and about half are stunted. The proportion of children who
are severely undernourished is also notable (about 20 percent). One in five children in
Maharashtra also faces one of the most serious nutritional problems, wasting.

Undernutrition varies substantially by the child’s age, being lowest in the first six months
of life, when most babies are being fully breastfed. The percentage of children who are
underweight reaches a plateau of over 60 percent at age one year (Figure 10.3). However, the
prevalence of stunting continues to grow, reaching a peak of about 68 percent among children
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Figure 10.3
Percentage of Children Under Age Four
Who Are Underweight by Age
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NFHS, Maharashtra, 1992-93

who are three years old. The prevalence of wasting, on the other hand, reaches a maximum for
children in the age group 12-23 months and then declines thereafter.

Female children are slightly more likely to be undernourished than male children,
although the differences are marginal. Children of birth-order 4-5 are more likely to be
undernourished and stunted, while children of birth-order 6 and above are most likely to be
wasted. As expected, the nutritional status of children is also affected by the length of the
previous birth interval. Children having a birth interval of less than 24 months are most likely
to be undernourished or stunted.

Table 10.6 shows nutritional status by selected background characteristics.
Undernutrition is consistently higher in rural areas than in urban areas. Children whose mothers
are Buddhists or who belong to scheduled castes or scheduled tribes are also more
undernourished than other children, but these differences are not so striking. However, it is
important to note that undernutrition is relatively high among all subgroups.

In contrast to the muted differences shown for other background characteristics, the
variability by educational level is more striking. As expected, mcther's education is inversely
related to the level of undernourishment. Children of illiterate and less educated mothers are
more likely to be undernourished. In fact, the percentage of children undernourished, in terms
of all three measures of nutritional status, is . bout twice as high among children of illiterate
mothers as among children of mothers who have at least a high school education. But even

183



Jable 10.6 Nutritional status by background characteristics

Among children under four years of age, the percentage classified as undernourished according to three
anthropometric indices of nutritional status, by selected background characteristics, Maharashtra, 1992-93

Weight-for-age Height-for-age Weight-for-height
Percentage Percentage Percentage Percentage Percentage Percentage Number

Background below below below below below below of
characteristic -3 D -2 ' -3 sb -2 sp' -3 0 -2 sp' children
Residence

Urban 14.6 45.5 15.7 39.1 3.8 18.3 624
Rural 24.1 57.5 26.2 50.8 4.3 21.5 912
¥other’s education

Illiterate 26.5 62.4 29.2 55.0 4.7 22.9 729
Lit., <middle complete 16.6 49.9 19.3 42.5 3.2 20.0 435
Middle school complete 17.1 44.7 15.3 38.2 5.3 21.2 170
High school and above 8.4 29.7 6.9 27.7 3.0 9.9 202
Religion

Hindu 20.5 53.6 22.1 45.8 4.1 20.8 1129
Muslim 19.8 51.0 19.5 44,7 5.8 18.7 257
Buddhist 23.6 53.6 . 30.0 57.3 1.8 22.7 110
Other (5.0) (32.5) (10.0) (30.0) (--) (5.0) 40
Caste/tribe

Scheduled caste 25.8 56.7 26.8 53.6 6.2 28.9 97
Scheduled tribe 28.3 63.0 28.9 54.3 2.3 26.0 173
Other 18.7 50.9 20.6 44.3 4.2 18.7 1266
Total 20.2 52.6 21.9 46.0 4.1 20.2 1536

Note: Figures are for children born 1-47 months prior to the survey. Each of the indices is expressed in
standard deviation units (SD) from the median of the International Reference Population. The percentages
of children who are more than three and more than two standard deviation units below the median of the
International Reference Population (-3SD and -25D) are shown according to selected characteristics.
'Also includes the children who are below -3 standard deviations from the International Reference

Population median

among children of the most highly educated mothers, undernourishment is common, with almost
a third of them being either underweight or stunted.
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Figure 10.4
Undernutrition Among Children
Under Four Years of Age
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CHAPTER 11

VILLAGE PROFILE

The level of educational attainment, the extent of use of family planning methods and
maternal and child health services and utilization of other health services depends on the
availability of such services as well as on the demand for them. The NFHS has tried to assess
the availability of or supply of educational, health and family planning services in rural areas
with the use of a Village Questionnaire. One questionnaire was filled in for each of the 84
s=lected villages in Maharashtra. This chapter describes some important features of the sample
villages representing rural Maharashtra.

Information was obtained regarding the quality of roads that connect the village to other
places, the distance of the village from the nearest railway station and bus stand, the nearest
town, and block and tehsil headquarters. Data were also collected on the availability and
distance to various types of educational institutes and programmes, as well as health facilities
and health personnel. The existence of important support services and facilities in the villages
such as banks, cooperative societies, post offices, markets and shops, social clubs such as
youth’s or women’s clubs and various schemes for rural development and poverty alleviation
started by the government, was determined because they contribute to the quality of life in the
village and can also serve as an indicator of the degree of development.

The supervisor of each interviewing team was responsible for identifying key informants
in the village who were knowledgeable about village facilities and infrastructure. The village
headman (Sarpanch) was usually contacted by the supervisor to obtain general information about
the village and names of other persons who could provide more specific information. For
example a teacher or headmaster might be asked about existing schools and other educational
services; a doctor or health practitioner could be contacted to obtain information on health
facilities; the village land record keeper (Parwari) could provide information on heavy equipment
and other capital goods such as number of tractors or thresliers used for farming; and the village
extension worker (Gram sevak) could be contacted to collect information about availability of
electricity, irrigation and other production facilities. On the basis of the information on various
items, the supervisor of the team filled in the Village Questionnaire during the fieldwork in each
village.

The villages were selected using probability proportional to size. This introduces a bias
because bigger villages have a greater chance of being selected than smaller villages. Village
weights are therefore used to adjust for this bias, and the tables are appropriately wcighted. If
fi is the selection probability of the i* village in the h™ stratum', then the village weights are
calculated as follows:

W o L
" L

! The villages in the state were ordered according to a specified stratification scheme prior to selection.
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These weights are then normalized so that the weighted number of villages is equal to
the unweighted number of villages. The normalized village weights are calculated as follows:

W, = W, X -

Lw,
M

where A is the total number of villages selected in the state.
11.1 Distance from the Nearest Town and Transportation Facility

Table 11.1 presents the distribution of sample villages according to the distance from the
neacest town, railway station and bus stand. Only 7 percent of the villages are within 5 km of
the nearest town, 18 percent are between 5- km of the nearest town and three-fourths are more
than 10 km away. The median distance to the nearest town is 16 km. Regarding the distance
from the nearest railway station, 12 percent are within 5 km of the nearest railway station, 11
percent are 5-9 km away, 61 percent are more than 10 km away and 17 percent have missing
information. About three-fourths of the villages are within 5 km of the nearest bus stand. This
indicates a fairly good network of road transportation in Maharashtra. Only 12 percent of the
villages are more than 10 km away from the nearest bus stand, and the median distance from
the nearest bus stand is only 2.5 km.

Table 11.1 Distance from nearest town and transportation
facility

Percent distribution of villages according to distance
from the nearest town, railway station and bus stand,
Maharashtra, 1992-93

Nearest Railway Bus
Distance town station stand
<5 km 6.6 11.6 74.6
5-9 km 18.4 10.5 13.4
10+ km 75.1 61.4 12.0
Don’t know/missing .- 16.5 --
Total percent 100.0 100.0 100.0
Median distance 16.4 25.2 2.5

== Less than 0.05 percent

11.2  Availability of Educational Facilities

Table 11.2 shows that practically every village in Maharashtra has a primary school
located within the village. Eighty-one peicent of villages have a middle school either within the
village or within 5 km of the village. The median distance from a middle school is only 1. km.
About 57 percent of the villages have a secondary school either within the village or within 5
km of the village, the median distance from a secondary school is 3.9 km. The majority of the
villages (71 percent) have a higher secondary school more than 5 km away, with a median
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Table 11.2 Distance from nearest educational facility

Percent distribution of villages according to distance from nearest educational
facility, Maharashtra, 1992-93

Educational facility

Higher
Primary Middle Secondary secondary
Distance school school school school College
Within village 99.5 42.5 19.2 4.5 1.7
<5 km 0.5 38.5 38.1 24.2 10.3
5-9 km -- 8.8 24.9 27.8 20.8
10+ km -- 10.2 17.9 43.4 66.2
Don’t know/missing - -- .- -- 1.0
Total percent 100.0 100.0 100.0 100.0 100.0
Median distance 0.0 1.9 3.9 7.9 15.2

-- Less than 0.05 percent

distance of 7.9 km. As expected, colleges are located quite far from the villages, at a median
distance of 15 km. Eighty-seven percent of the villages are more than 5 km from the nearest
college. Thus, on the whole, the educational facilities for primary education are universal and
those for middle school are nearly universal in the rural areas of Maharashtra.

11.3 Availability of Health Facilities

The availability of health facilities either within or close to a village is critical to the
health and well-being of village mothers and their children. Table 11.3 shows the distance of
villages from the nearest health facility as well as the percentage of ever-married women in rural
areas who have access to health facilities. Slightly more than one-third of the villages in
Maharashtra have some type of health facility located within the village, and for another 35
percent of villages the health facility is within a distance of 5 km. For 30 percent of the villages
the health facility is more than 5 km away. The median distance from any health facility is 2.8
km. The most common health facility in the village is a dispensary/clinic (29 percent) followed
by either a Primary Health Centre or sub-centre (24 percent). Nearly 56 percent of the villages
have a sub-centre located within the village or within 5 km. The median distance to a sub-centre
is 4.4 km, while the median distance to a Primary Health Centre is 7.3 km. As expected, the
median distance of villages from the nearest hospital is 12 km with 59 percent of all villages
more than 10 km away.

The percent distribution of ever-married women according to the nearest health facility
indicates the access to health services which affects the utilization of health services in villages.
The majority of ever-married women (64 percent) have access to some health facility, the most
common facility being either a Primary Health Centre or sub-centre followed by a dispensary
clinic. For nearly 18 percent of ever-married women the health facility is within 5 km. A large
majority of women have to travel a distance of more than 10 km to reach the nearest hospital.
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Jable 11.3 Distance from ncarest health facility
Percent distribution of villages and ever-married women age 13-49, according to distance
from nearest health facility, Maharashtra, 1992-93
Health facility

Primary Either Any

Health Sub- PHC or Dispensary/ health
Distance Centre centre sub-centre Hospital clinic facility

VILLAGES
Within village 8.8 20.8 24.0 2.9 28.6 34.8
<5 km 19.4 34.7 37.1 8.6 25.7 34.9
5-9 km 40.6 29.3 29.3 28.1 23.5 26.0
10+ km 31.0 9.8 9.7 58.6 20.3 4.3
Don’t know/missing 0.2 5.4 - 1.8 1.9 --
Total percent 100.0 100.0 100.0 100.0 100.0 100.0
Median distance 7.3 4.4 4.2 12.0 3.8 2.8
EVER-MARRIED WOMEN

Within village 15.5 45.5 52.3 7.0 50.3 63.7
<5 km 18.6 20.5 22.4 9.6 17.7 17.6
5-9 km 33.3 18.9 18.2 24.1 1.2 15.2
10+ km 30.8 7.2 7.2 54.6 18.4 3.5
Don’t know/missing 1.8 7.9 -- 4.7 2.5 --
Total percent 100.0 100.0 100.0 100.0 100.0 100.0
Median distance 7.1 1.0 0.0 1.5 0.0 0.0
== Lless than 0.05 percent

11.4 Availability of Other Facilitics and Services

Health personnel are also important for the provision of health services to the women and
children in the villages in Maharashtra. Table 11.4 shows the availability of health personnel
in the village. About 79 percent of the villages have a health guide, 65 percent have a trained
birth attendant and 66 percent have Anganwadi workers. Only 6 percent of the villages have
the service of a mobile health unit. Table 11.4 also provides information on availability of
various other facilities and services in the villages in Maharashtra. Fifty-eight percent of the
villages have Adult Education classes and only 18 percent have Jana Shikshana Nilayam (an
institutionalized form of a post-literacy programme). Rural electrification is almost completed
in Maharashtra with 96 percent of the villages having electricity. Regarding the government
rural development programmes, more than half of the villages are covered by the Integrated
Rural Development Programme (IRDP), 22 percent by the National Rural Employment
Programme (NREP), and 15 percent by Training the Youth for Self-employment (TRYSEM).

More than half of the villages have women’s clubs (Mahila Mandal) and 32 percent have
youth clubs. Two in 3 villages have fair price shops and 44 percent have market/shorz. One
in 5 villages has a bank and 47 percent have credit cooperative societies. Thirty-five percent
of the villages have a post office.
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Table 11.4 Availability of facilities and services

Percentage of villages having selected facilities and services,
Maharashtra, 1992-93

Facility/Services Percentage

Anganwadi
Adult education classes
Jana Shikshana Nilayam

- O
hel ~Noowv
. s

~

Village health guide
Trained birth attendant
Mobile health unit

cor NDoe

Electricity

Bank

Credit co-operative society
Post office

Market/shop

Fair price shop

Mahila Mandal

Youth club

WU WSO 2
WO onowum wn

Integrated Rural Development Programme (IRDP)
National Rural Employment Programme (NREP)
Training the Youth for Self-employment (TRYSEM)

== N
SN -
.
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CHAPTER 12

KNOWLEDGE OF AIDS

Acquired Immune Deficiency Syndrome, or AIDS as it is more commonly known, was
first recognized in 1981. Several million individuals throughout the world are now infected with
the human immunodeficiency virus (HIV), which causes AIDS. A large proportion (30-50
percent) of these infected individuals are expected to die within 5-10 years of acquiring the
infection (World Health Organization, 1992). Because of the high case fatality rate and the lack
of a curative treatment or vaccine, the HIV/AIDS pandemic is one of the most serious health
problems in the world.

Within a few years after the original description of the AIDS syndrome, its cause and
basic immunological abnormalities were identified, and the mode of transmission of the causative
virus was documented. The HIV virus may remain in a state of latency for some time without
causing clinical disease. It is thought that once an individual has become infected with this
virus, he or she remains infected for life. The clinical manifestations of AIDS result primarily
from critical injury to the immune system. Soon after becoming infected with HIV, some people
have an acute self-limiting illness, indistinguishable from many other mild viral illnesses. After
the healthy carrier state, which may last as long as 10 years (and perhaps even longer in some
cases), most infected people develop a long-term clinical illness, which is full-blown AIDS.

Epidemiological studies have demonstrated that the major routes of HIV transmission are
sexual intercourse, intravenous injections (e.g., transfusions of HIV-contaminated blood or
injections using HIV-contaminated needles) and transmission from infected mothers to unborn
foetuses through the placenta. The available evidence indicates that the HIV cannot be
transmitted through food, water, vectors, or casual contact.

Control programmes have been initiated in many countries, including India, which has
initiated an AIDS prevention programme. According to an estimate of the Ministry of Health
and Family Welfare, approximately 600,000 persons were HIV positive in India in 1992. The
number of HIV positive cases among those screened (who tend to be from high-risk groups) has
shown an increase from 2.5 per 1,000 population in 1986 to 11.2 per 1,000 population in 1992
(Ministry of Health and Family Welfare, 1993).

The NFHS in Maharashtra included a series of questions on knowledge of AIDS. These
were included as state-specific questions in addition to the core questions used in all Indian
states. The added questions enable measurement of the extent of knowledge about AIDS among
different popula.ion sub-groups, thus generating information that will be useful for planning and
implementing AIDS prevention programmes. Ever-married women age 13-49 were first asked
if they had ever heard of an illness called AIDS. Respondents indicating knowledge of AIDS
were asked further questions about the source of their knowledge, their knowledge of the
mechanisms of AIDS transmission, whether they thought it was possible to prevent AIDS
transmission and, if so, their perception of the precautions a person can take to avoid AIDS.
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12.1 Knowledge of AIDS

As seen from Table i2.1, knowledge of AIDS is very limited in Maharashtra. Of the
4,106 eligible women, only 19 percent (764 women) have ever heard of AIDS. Young women,
those below age 25, are less likely to have heard of AIDS than women age 25 and older. As
expected, women living in urban areas are much (five times) more likely to have heard of AIDS

TJable 12.1_ Knowledge of AIDS

The percentage of ever-married women age 13-49 who have heard about AIDS and among women who have heard about AIDS,
percentage who think AIDS can be transmitted through different modes, according to selected background
characteristics, Maharashtra, 1992-93

Among those who have heard about AIDS,
percent’ who think AIDS can be transmitted through:

Percent
who Tctal Komo Hetero- Needles/ Trans-
heard number Sexual sexual sexual blades/ Mother fusion of Number
Backaround about of inter- inter- inter- skin to infected Other of
ckarecteristics AlDS women course course course punctures child blood ways  women
Age
< 25 13.8 1302 80.0 5.6 3.9 17.2 10.6 7.8 2.2 180
25-34 21.6 1405 85.5 4.6 3.0 16.8 7.9 18.4 0.7 304
34+ 20.0 1399 82.1 5.7 3.2 18.9 5.0 19.6 1.1 280
Residence
Urban 35.3 1699 85.3 5.7 2.2 19.0 7.2 19.0 0.8 599
Rural 6.9 2407 74.5 3.6 7.3 12.7 8.5 6.7 2.4 165
Education
Itliterate 1.8 2060 64.9 2.7 2.7 10.8 8.1 -- -- 37
Lit., < middle complete 14.6 1113 77.9 3.1 2.5 16.0 3.7 10.4 1.8 163
Middle school complete 33.3 327 80.7 3.7 3.7 15.6 9.2 11.9 1.8 109
High school and above 75.1 606 86.8 6.6 3.5 19.3 8.4 20.9 0.9 455
Religion
Hindu 17.7 3138 83.2 5.0 3.1 17.8 6.7 16.6 1.1 555
Muslim 17.4 517 82.2 3.3 5.6 16.7 7.8 1.1 1.1 90
Buddhist 16.4 304 78.0 6.0 4.0 18.0 8.0 18.0 -- 50
Other 46.9 147 85.5 8.7 1.4 17.4 13.0 20.3 2.9 69
Caste/tribe
Scheduled caste 9.1 263 w w w * * * * 24
Scheduled tribe 5.1 390 " * * * * * " 20
Other 20.9 3453 83.6 4.9 3.2 17.8 7.6 16.7 1.1 720
Exposure to mass media
Exposed to any media 28.4 2580 83.9 5.4 3.4 18.1 7.5 16.9 1.0 734
Watches television
weekly 29.5 2148 85.6 5.2 3.5 19.2 8.0 17.8 0.8 634
Listens to radio
weekly 36.7 1904 84.4 5.7 3.4 18.6 7.4 17.6 1.0 699
Goes to cinema
monthly 38.5 610 89.8 8.1 3.0 19.6 10.6 14.5 0.4 235
Not exposed to any
media 2.0 1526 (60.0) (--) (--) 6.7) 6.7y  (3.3) 6.7) 30
Total 18.6 4106 83.0 5.2 3.3 17.7 7.5 16.4 1.2 764

( ) Based on 25-49 cases

* Percentage not shown; based on fewer than 25 cases

-- Less than 0.05 percent

‘Percentages may sum to more than 100.0 since multiple responses were allowed.
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than rural women. Education is positively related to the extent of knowledge about AIDS, with
more than three-quarters of women who have at least a high school education having heard of
AIDS, in contrast to less than 2 percent of illiterate women. There does not appear to be much
difference in the knowledge of AIDS among Hindu, Muslim and Buddhist women, although a
highor percentage of women who belong to other religious groups have heard of AIDS.
Scheduled caste and scheduled tribe women are less likely to have heard of AIDS than other
women. The knowledge of AIDS is closely related to women’s exposure to the mass media,
with knowledge bzing highest among women who go to the cinema at least once a month. Only
2 percent of women who are not exposed to any form of media have heard of AIDS.

In the NFHS, women who had heard about AIDS were asked an open-ended question on
how AIDS is transmitted. Interviewers were instructed to record all modes of transmission
mentioned by the respondent.

Table 12.1 also shows women’s knowledge about transmission of AIDS. Epidemiological
studies have derionstrated that AIDS is most likely to be transmitted through sexual intercourse,
from a mother to ner foetus, and intravenously. Generally, women who had heard of AIDS also
seem highly knowledgeable about its transmission. Most women (83 percent) who had heard
of AIDS thought that AIDS is transmitted through sexual intercourse. A sizeable percentage also
thought that AIDS is transmitted through needles/blades/skin puncture (18 percent), blood
transfusion (16 percent), and from a mother to her child (8 percent). Women's knowledge of
transmission, by background variables, closely resembles the pattern observed for women who
had heard of AIDS.

12.2 Source of Knowledge about AIDS

As part of the AIDS prevention programme, the government has actively sought to
inform the public about AIDS, and how to prevent its spread, through the mass media. Table
12.2 demonstrates the success of the government’s dissemination programme on AIDS. The
largest single source of information cited on AIDS was television (87 percent), followed by
newspapers (36 percent), radio (28 percent), and magazines (14 percent). Almost 7 percent of
respondents who had heard of AIDS had heard from friends and relatives. With the exception
of women not exposed to any media, differentials by background characteristics are not as strong
when an electronic media (radio or television) is cited as the source of knowledge on AIDS. On
the other hand, more obvious differences emerge when the print media is considered as a source.
Older women, women from urban areas and those who are more educated were more likely to
cite newspapers and magazines as their source of information on AIDS, in contrast to younger,
rural and less educated women who were more likely to cite friends/relatives as their source of
knowledge on AIDS.

12.3 Misconceptions about AIDS

Respondents who had heard about AIDS were also asked about some common
misconceptions about its spread, such as, if they thought they could get AIDS from a variety of
everyday social situations such as shaking hands with someone who has AIDS, or sharing
clothing or eating utensils with someone who has AIDS. These situations are believed to pose
an extremely low risk in the transmission of A'DS. Women were also asked if they thought
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Table_12.2 Source of knowledge about AIDS

Among women who have heard about AIDS, the percentage who had knowledge of AIDS from different sources,
according to selected background characteristics, Maharashtra, 1992-93

Among those who have heard about AIDS,
percentage' who received information from:

Background Tele- News Maga- Friends/ Other Number
characteristics Radio vision papers zines relatives sources of women
Age
<25 30.6 83.9 29.4 13.3 8.9 0.6 180
25-34 27.0 86.8 36.8 14.1 5.3 1.0 304
34+ 26.8 88.6 40.0 15.0 7.5 0.4 280
Residence
Urban 24.9 89.5 37.2 15.2 6.5 0.8 599
Rural 38.2 77.0 32.7 10.9 8.5 -- 165
Education
Illiterate 21.6 70.3 2.7 -- 16.2 -- 37
Literate, < middle complete 22.7 85.9 22.1 7.4 12.3 -- 163
Middle school complete 22.0 80.7 28.4 5.5 6.4 -- 109
Righ school and above 31.4 89.9 45.9 20,0 4.4 1.1 455
Religion
Kindu 29.4 86.8 38.9 15.0 4.9 0.9 555
Muslim 22.2 85.6 20.0 13.3 13.3 -- 90
Buddhist 18.0 86.0 30.0 4.0 14.0 -- 50
Other 29.0 88.4 40.6 17.4 10.1 -- 69
Exposure to mass media
Exposed to any media 28.5 88.8 36.8 14.9 5.7 0.7 734
Watches television weekly 31.7 89.7 37.7 15.3 4.7 0.6 634
Listens to radio weekly 27.3 91.3 37.3 15.0 5.4 0.6 699
Goes to cinema monthly 33.2 89.4 40.0 18.7 5.1 1.7 235
Not exposed to any media €10.0) (36.7) (23.3) (-=) (36.7) (--) 30
Total 27.7 86.8 36.3 14.3 6.9 0.7 764

( ) Based on 25-49 cases
-~ Less than 0.05 percent
'Percentages may sum to more than 100.0 since multiple responses were allowed.

it was possible for a healthy-looking person to be carrying the HIV or for a woman who has
AIDS to give birth to a child who has the AIDS virus. Finally, women were asked if they
thought that AIDS was curable or if an AIDS vaccine existed.

While only 9 percent of women who had heard of AIDS thought that it can be contracted
through shaking the hands of someone with AIDS, 26 percent of women thought that it is
possible to get AIDS from kissing someone who has the disease (Table 12.3). About one in five
women thought that AIDS can be contracted through wearing the clothes of someone with
AIDS, sharing eating utensils with someone who has AIDS and stepping on the urine/stool of
a person with AIDS. About one in seven women also thought that AIDS can be spread by
hugging someone with AIDS and from mosquito/fly/bedbug bites. Although misconceptions
existed among all women, it was generally more common among younger (age below 25), rural
and illiterate women and women not exposed to the mass media. However, the degree of
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Table 12.3 Misconceptions about AIDS

Among women who have heard about AIDS, the percentage who have misconceptions about different ways of getting AIDS,
according to selected background characteristics, Maharashtra, 1992-93

Percent' who think it is possible to get AIDS from:
Percent who

Shaking Hug- Kiss- Wearing Sharing Stepping think:
hands ging ing clothes eating on urine/ Mos-
with some- some- of some- utensils stools of quito, An
someone one one one with some- person fly, AIDS AIDS Number
Background with with wWith wWith one with who has bedbug is vaccine of
characteristic AIDS AIDS  AIDS AIDS AIDS AIDS bite curable exists women
Age
< 25 1.7 1.7 23.9 17.2 20.0 15.6 15.0 27.8 13.9 180
25-34 8.6 14.8 28.3 17.4 19.1 17.1 11.8 21.7 12.2 304
34+ 8.9 16.4 24.3 23.2 24.6 20.7 13.6 26.3 9.3 280
Residence
Urban 7.5 13.2 24.4 18.0 19.0 16.2 1.5 26.7 11.2 599
Rural 16.4 20.0 30.9 24.8 29.7 24.8 19.4 21.8 12.7 165
Education
Illiterate 16.2 21.6 246.3 16.2 16.2 21.6 13.5 5.4 5.4 37
Lit., < middle complete 12.9 14.1 26.5 22.1 22.1 19.0 13.5 27.0 16.0 163
Middle school complete 15.6 23.9 29.4 28.4 31.2 23.9 16.5 25.7 13.8 109
High school and above 6.2 12.1 25.5 16.7 19 16.0 12.3 24.2 9.9 455
Religion
Hindu 11.0 16.4 26.3 20.4 22.7 18.6 12.3 23.8 11.0 555
Muslim 6.7 14.4 27.8 16.7 15.6 12.2 13.3 23.3 15.6 90
Buddhist 8.0 8.0 16.0 20.0 18.0 22.0 20.0 34.0 12.0 50
Other 1.4 5.8 26.1 15.9 20.3 i8.8 15.9 20.3 10.1 69
Caste/tribe
Scheduled caste 16.7 16.7 20.8 20.8 25.0 29.2 16.7 45.8 20.8 24
Scheduled tribe 5.9 5.0 10.0 5.0 5.0 5.0 5.0 35.0 20.0 20
Other 9.3 14.9 26.4 19.9 21.7 18.1 13.3 23.1 11.0 720
Exposure to mass media
Exposed to any media 8.9 14.9 25.9 19.3 21.3 17.8 12.5 24.5 1.7 734
Listens to radio
weekly 8.4 13.7 24.9 18.3 20,2 17.0 12.4 25.0 12.0 699
Watches television
weekly 8.4 146.7 25.4 18.6 21.0 17.0 1.7 24.1 11.2 634
Goes to cinema
monthly 9.8 16.2 26.8 17.4 17.9 16.2 11.5 27.7 15.7 235
Not exposed to any
media (23.3) (10.0) (23.3) (23.3) (23.3) (23.3) (30.0) (13.3) (6.7) 30
Total 9.4 14.7 25.8 19.5 21.3 18.1 13.2 24.1 11.5 764

( ) Based on 25-49 cases
'Percentages may sum to more than 100.0 since multiple responses were allowed.

misconceptions does not vary much by type of media exposure.

About three out of four women who had heard about AIDS believed that it was possible
for a healthy looking person to be infected with the HIV and for a mother who had AIDS to give
birth to a child with the AIDS virus (data not shown). Almost one in four women also thought
that AIDS is curable, while one in nine thought that an AIDS vaccine exists. In contrast to
earlier patterns, urban and literate women thought that AIDS is curable, while only a small
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percentage of illiterate women thought that AIDS is curable or that an AIDS vaccine exists.
12.4 Knowledge of AIDS Prevention

More than half of all women who had heard of AIDS believed that the disease can be
avoided by practising safe sex, which includes having sex with just one person, or using a
condom (Table 12.4). Another 32 percent specifically stated that using condoms during
intercourse would prevent the spread of AIDS. About one in six women believed that checking
blood prior to transfusion aiid sterilizing needles/syringes for injection would prevent AIDS
transmission. Knowledge about AIDS transmission is higher among literate and educated women
and those who have had some exposure to the mass media.

It is quite obvious from the above analyses that much more needs to be done in
Maharashtra to increase awareness about the existence of AIDS and its transmission,

Table 12.4  Knowledge about avoidance of AIDS

Among women who have heard about AIDS, the percentage who believe AIDS can be avoided by various means,
according to selected background characteristics, Maharashtra, 1992-93

Percent' who believe AIDS can be avoided by:

Using Prac- Checking Sterilizing Avoiding
condoms tising blood prior needles/ pregnancy Number
Background during safe to trans- syringes for when infected of
characteristic intercourse sex fusion injection with AIDS women
Age
<25 35.0 54.4 14.4 16.1 4.4 180
25-34 32.2 59.2 17.4 16.1 4.6 304
34+ 30.0 56.4 20.7 15.4 1.4 280
Residence
Urban 3.4 60.3 19.9 15.5 3.2 599
Rural 35.8 45.5 10.9 17.0 4,2 165
Education
Illiterate 21.6 43,2 8.1 5.4 -- 37
Literate, < middle complete 30.1 51.5 11.0 15.3 2.5 163
Middle school complete 32.1 54.1 14.7 14.7 2.8 109
High school and above 33.6 60.9 22.0 17.1 4.2 455
Religion
Hindu 32.3 57.7 17.3 16.8 3.6 555
Muslim 30.0 57.8 12.2 14.4 2.2 90
Buddhist 26.0 54.0 22.0 14.0 4.0 50
Other 37.7 53.6 27.5 11.6 2.9 69
Exposure to mass media
Exposed to any media 32.6 57.8 18.1 16.3 3.5 734
Listens to radio weekly 32.9 58.4 18.9 17.0 3.6 699
Watches television weekly 33.4 58.7 19.6 17.7 4.1 634
Goes to cinema monthly 34.0 62.1 16.2 19.6 5.1 235
Not exposed to any media (20.0) (40.0) (13.3) (3.3) - 30
Total 32.1 57.1 17.9 15.8 3.4 764

( ) Based on 25-49 cases
-~ Less than 0.05 percent
'Percentages may sum to more than 100.0 since multiple responses were allowed.

198




REFERENCES

Agarwal, K. N., D. K. Agarwal, D. G. Benakappa, S. M. Gupta, P. C. Khandyja, S. P.
Khatua, K. Ramachandran, P. M. Udani, and C. Gopalan. 1991. Growrh Performance of
Affluent Indian Children (Under-fives): Growth Standard for Indian Children. New Delhi:
Nutrition Foundation of India.

Bhate, Vaijayanti. 1991. Current Evaluation of Family Planning and MCH Programme, Rural
Nanded District 1989. Population Reasearch Centre, Gokhale Institute of Politics and
Economics, Pune (Mimeographed).

Bittles, Alan H., A.T. Eaton and L.B. Jorde. 1992. Consanguinity and fertility: A global
perspective. American Journal of Physical Anthropology 87 (Supplement 14):50.

Black R.E. 1984. Diarrhoeal Diseases and Child Mortality. In W. Henry Mosley and Lincoln
C. Chen (eds.), Child Survival: Strategies for Research. Population and Development Review,
Supplement to Volume 10.

Central Bureau of Health Intelligence. 1991. Health Information of India - 1991. New Delhi:
CBHI, Directorate General of Health Services, Ministry of Health and Family Welfare.

Central Bureau of Health Intelligence. 1992. Health Information of India - 1991. New Delhi:
CBHI. Directorate General of Health Services, Ministry of Health and Family Welfare.

Centre for Monitoring Indian Economy. 1991. Basic Statistics Relating to the Indian Economy,
Vol. 2: States. Bombay: Centre for Monitoring Indian Economy.

Dhond, M.V. 1993. R.D. Karve: Pioneer of India’s Birth Control Movement. In Gowrikar,
Vasant (Ed.), The Inevitable Billion Plus. Pune: Vicharadhara Publications.

Dibley, M. 1., J. B. Goldsby, N. W. Staehling, and F. L. Trowbridge (1987a). Development
of normalized curves for the international growth reference: Historical and technical
considerations. American Journal of Clinical Nutrition 46(5):736-748.

Dibley, M. J., N. W. Staehling, P. Neiburg, and F. L. Trowbridge (1987b). Interpretation of
z-score anthropometric indicators derived from the international growth reference. American
Journal of Clinical Nutrition 46(5):749-762.

Directorate of Census Operations, Maharashtra. 1988. Census Atlas, 1981, Part XII, Series 12,
Maharashtra. New Delhi: Government of India.

Foster, Stanley. 1984. Immunizable and Respiratory Diseases and Child Mortality. In W. Henry
Mosley and Lincoln C. Chen (eds.), Child Survival: Strategies for Research. Population and
Development Review, Supplement to Volume 10.

Gadgil, Gangadhar. 1977. Maharastrian Charater. In A.K. Bhagwat (ed.), Maharashtra Profile.
Kolhapur, Vishnu Sakharam Khandekar Felicitation Volume, V.S. Khandekar Amrut Mahotsav

199



Satkar Samiti.

Ghosh, Shanti. 1987, The female child in India: A struggle for survival. Bulletin of the Nutrition
Foundation of India, Vol. 8, No. 4.

Government of Maharashtra. 1993. Coverage Evaluation Survey 1992-93. State Welfare Bureau,
Pune.

Govindasamy, P., M. K. Stewart, S. O. Rutstein, J. T. Boerma, and A. E. Sommerfelt. 1993.
High-risk Births and Maternity Care. DHS Comparative Studies No. 8. Columbia, Maryland:
Macro International.

Gupta, I.P., and Indira Murli. 1989. National Review of Immunization Programme in India.
New Delhi: National Institute of Health and Family Welfare.

Hajnal, John. 1953. Age at marriage and proportions marrying. Population Studies 8(2):111-
136.

Harrison, Kelsey A. 1990. The political challenge of maternal mortality in the Third;World.
Maternal Mortality and Morbidity - A Call to Women for Action. Special Issue, May 28, 1990.

Hobcraft, J., J. McDonald and S. Rutstein. 1983. Child-spacing effects on infant and early child
mortality. Population Index 49(4):585-618.

Innocenti Declaration on the Protection, Promotion and Support of Breastfeeding. 1990. Adopted
by the WHO/UNICEF policymakers’ meeting on "Breastfeeding in the 1990s: A Global
Initiative", 30 July - 1 August, Innocenti, Florence, Italy.

Kanitkar, Tara. 1979. Development of maternal and child health services in India. In K.
Srinivasan, P.C. Saxena and Tara Kanitkar (eds.), Child in India. Bombay: Himalaya Publishing
House.

Karve, Iravati. 1968. Maharashtra - Land and People. Maharashtra State Gazetteer, Directorate
of Government Printing, Stationery and Publications.

Khlat, Miriam and Muin Khoury. 1991, Inbreeding and diseases: Demographic, genetic, and
epidemiologic perspectives. Epidemiologic Reviews 13:28-41.

MacDonald, Paul C. and Jack A. Pritchard. 1980. Williams Obstetrics. Sixteenth Edition. New
York: Appleton-Century-Crofts.

Martorell, R., and J.P. Habicht. 1986. Growth in Early Childhood in Developing Countries.

Human Growth: A Comprehensive Treatise, ed. by Frank Falkner and J.M. Tanner, Vol. 3, pp.
241-262. New York: Plenum Press.

200



Ministry of Health and Family Welfare (MOHFW). 1989. Family Welfare Programme in India,
Year Book, 1987-88. New Delhi: Department of Family Welfare, MOHFW,

Ministry of Health and Family Welfare (MOHFW). 1991. Family Welfare Programme in India,
Year Book, 1989-90. New Delhi: Department of Family- Welfare, MOHFW.

Ministry of Health and Family Welfare (MOHFW). 1992. Family Welfare Programme in India,
Year Book, 1990-91. New Dclhi: Department of Family Welfare, MOHFW.

Ministry of Health and Family Welfare (MOHFW). 1993. Country Scenario, AIDS. New Delhi,
National AIDS Control Organization.

Murlidhar, Vemuri. 1988. Childlessness in Larger States of India, in Dynamics of Population
and Family Welfare, in K. Srinivasan and S. Mukerji (eds.) : 436-447.

National Sample Survey Organization. 1991. Child and Maternal Care, NSS 42* Round (1986-
87, Sarvekshana, Vol. X1V, No. 4, Issue No. 47, April-June 1991,

Nutrition Foundation of India. 1993. NFI Bulletin, Vol. 14, No. 4.

Office of the Registrar General. 1982. Sample Registration System 1970-75, B 3. New Delhi:
Office of the Registrar General, Ministry of Home Affairs.

Office of the Registrar General. 1985. Sample Registration System 1981, B 1. New Delhi: Office
of the Registrar General, Ministry of Home Affairs.

Office of the Registrar General. 1992. Sample Registration System 1989. New Delhi: Office of
the Registrar General, Ministry of Home Affairs.

Office of the Registrar General, India. 1993a. Sample Registration System: Fertility and
Mortality Indicators 1991. New Delhi: Office of the Registrar General, India, Ministry of Home
Affairs.

Office of the Registrar General, India. 1993b. Sample Registration Bulletin, Vol. XXVII, No.
1, July. New Delhi: Office of the Registrar General, India, Ministry of Home Affairs.

Office of the Registrar General, India. 1993c. Sample Registration Bulletin - 1990, New Delhi:
Registrar General, India, Ministry of Home Affairs.

Office of the Registrar General. 1994. Sample Registration Bulletin, Vol. XXVIJI, No. 1,
January. New Delhi. Office of the Registrar General, India, Ministry of Home Affairs.

Office of the Registrar General and Census Commissioner. 1974. Census of India, 1971, Series-

1, India, Part 1I-A(ii), Union Primary Census Abstract. New Delhi: Office of the Registrar
General and Census Commissioner.

201



Office of the Registrar General and Census Commissioner. 1976. Census of India, 1971, Series-
1, India, Part 11-C(ii), Social Cultural Tables. New Delhi: Office of the Registrar General and
Census Commissioner.

Office of the Registrar General and Census Commissioner, India. 1983. Census of India 1981,
Series-1, Part VII-B, The Physically Handicapped: Report and Tables. New Delhi: Office of the
Registrar General, India.

Office of the Registrar General and Census Commissioner. 1984a. Census of India, 1981,
Series-1, India, Paper-2 of 1984, General Population and Population of Scheduled Castes and
Scheduled Tribes. New Delhi: Office of the Registrar General.

Office of the Registrar General and Census Commissioner. 1984b. Census of India, 1981, Series
1, India, Paper 5 of 1984, Age Tables Based on 5 Percent Sample Data. New Delhi: Office of
the Registrar General and Census Commissioncr.

Office of the Registrar General and Census Commissioner. 1987. Census of India, 1981, Series-
1, India, Part IV-A(ii), Social Cultural Tables. New Delhi: Office of the Registrar General and
Census Commissioner.

Office of the Registrar General and Census Commissioner. 1992. Census of India, 1991, Series-
1, India, Paper-2 of 1592, Final Population Totals, Brief Analysis of Primary Census Abstract.
New Delhi: Office of the Registrar General and Census Commissioner.

Operations Research Group. 1990. Family Planning Practices in India: Third All India Survey.
Baroda: Operations Research Group.

Park, J.E., and K. Park. 1989. Textbook of Preventive and Social Medicine. Twelfth Edition.
Jabalpur: M/S Banarsidas Bhanot Publishers.

Premi, Mahendra K. 1991. India's Population: Heading Towards a Billion - An Analysis of
1991 Census Provisional Results. New Delhi: B.R.Publishing Corporation.

Preston, Samuel H. 1990. Mortality in India. Pp. 81-86 in International Union for the Scientific
Study of Population, International Population Conference, New Delhi, 1989, Vol. 4. Liege:
TUSSP.

Ramachandran, Prema. 1992. Need of Organization of Antenatal and Intrapurtum in India,
Demography India, 21(2):1979-193.

Rao, P.S.S. and S.G. Inbaraj. 1977. Inbreeding in Tamil Nadu, South India. Sociz! Biology
24:281.

Rao, P.S.S., S.G. Inbaraj and G. Jesudian. 1972. Rural-Urban differentials in consanguinity.
Journal of Medical Genetics 9:174-8.

202



Rutstein, Shea Oscar. 1984. Infant and Child Mortality: Levels, Trends, and Demographic
Differentials. Revised edition. WFS Comparative Studies No. 43. Voorburg, Netherlands:
International Statistical Institute.

Rutstein, Shea Oscar and Bicego, George T. 1990. Assessment of the Quality of Data Used to
Ascertain Eligibility and Age in the Demographic and Health Surveys. In An Assessment of
DHS-I Data Quality, 3-37, DHS Methodological Reports No.1. Columbia, Maryland: Institute
for Resource Development/Macro Systems Inc.

Shryock, Henry S., and Jacob S. Siegel. 1980. The Methods and Materials of Demograp:y,
Volume 1 (fourth edition, revised). Washington, D.C.: U.S. Bureau of the Census.

Srikantan, K.S. and V. Bhate. 1989. National Fertility and Mortality Survey in Mcharashtra
1980, Gokhale Institute Studies No. 70, Gokhale Institute of Politics and Economics, Pune.

United Nations. 1955. Methods of Appraisal of Quality of Basic Data for Population Estimates.
New York: United Nations.

United Nations. 1986. How to Weigh and Measure Children: Assessing the Nutritional Status
of Young Children in Household Surveys. Department of Technical Co-operation for
Development and Statistical Office, United Nations. New York: United Nations.

World Health Organization. 1991. Indicators for Assessing Breast-feeding Practices: Report of
an Informal Meeting, 11-12 June, Geneva. Geneva: World Health Organization.

World Health Organization. 1992, AIDS in Africa: A Manual for Physicians. Geneva: World
Health Organization.

203°



APPENDIX A

ESTIMATES OF SAMPLING ERRORS

The estimates from a sample survey are affect=-d by two types of errors: (1) nonsampling
errors and (2) sampling errors. Nonsampling errors are the result of errors committed in
implementing data collection and data processing, such as failure to locate and interview the
correct household, misunderstanding of the questions on the part of either the interviewer or the
respondent, and data entry errors. Although numerous efforts were made during the
implementation of the NFHS to minimize nonsampling errors, they are impossible to avoid and
difficult to evaluate statistically.

Sampling errors, on the other hand, can be evaluated statistically. The sample of women
selected in the NFHS is only one of many samples that could have been selected from the same
population, using the same design and expected sample size. Each of these samples would yield
results that differ somewhat from the results of the actual sample selected. The sampling error
is a measure of the variability among all possible samples. Although the degree of variability
is not known exactly, it can be estimated from the survey results.

The sampling error is usually measured by the standard error for a particular statistic (for
example, a mean or percentage), which is the square root of the variance. The standard error
can be used to calculate confidence intervals within which the true value for the population can
reasonably be assumed to fall. For example, for any given statistic calculated from a sample
survey, the value of that statistic will fall within a range, calculated as the value of the statistic
plus or minus two times the standard error of that statistic, in 95 percent of all possible samples
of identical size and design.

If the sample of women had been selected as a simple random sample, it would have been
possible, for many statistics, to use straightforward formulas for calculating sampling errors.
However, the NFHS sample is the result of a two-stage stratified sample design, anc it is
therefore necessary to use more complex formulas. The computer software used to calculate
sampling errors for the NFHS is the ISSA Sampling Error Module (ISSAS). This module uses
the linear Taylor series approximation method for variance estimation, known as the CLUSTERS
model, for survey estimates of means, proportions and ratios. The JACKKNIFE repeated
replication method is uscd for variance estimation for more complex statistics such as fertility
and mortality rates.

The ISSAS package treats any percentage or average as a ratio estimate, r = y/x, where
y represents the sample value for variable y, and x represents the number of cases in the group
or subgroup under consideration. The variance or r is computer! using the formula given below,
with the standard error being the square root of the variance:

m, 2

m, 2 %

, Ly ——
mh—l i=l m,

H
var(r) = ‘1_—212
x* b

in which
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Ty = Iu " TXy
Zk = yk - rxh
where
h represents the stratum which varies from 1 to H,

m, s the total number of PSUs selected in the h® stratum,

yu is the sum of the values of variable y in PSU i in the h stratum,

X is the sum of number of cases in PSU i in the h® stratum, and

f is the overall sampling fraction, which is so small that ISSAS ignores it.

In addition to the standard error, ISSAS computes the design effect (DEFT) for each
estimate, which is defined as the ratio of the standard error using the given sample design to the
standard error that would result if a simple random sample had been used. A DEFT value of
1.0 indicates that the sample design is as efficient as a simple random sample, while a value
greater than 1.0 indicates the increase in the sampling error due to the use of a more complex
and less statistically efficient design. ISSAS also computes the relative error and confidence
limits for the estimates.

Sampling errors for the NFHS are calculated for selécted variables considered to be of
primary interest. The results are presented in this appendix for the state as a whole and for
urban and rural areas separately. For each variable, the type of statistic (mean, proportion, ratio
or rate) and the base population are given in Table A.1. Table A.2 presents the value of the
statistic (R), its standard error (SE), the number of cases (N), the standard error assuming a
simple random sample (SER), the design effect (DEFT), the relative standard error (SE/R), and
the 95 percent confidence limits (R+2SE), for each variable.
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Table A.1 List of selected variables for sampling errors, Maharashtra, 1992-93

VARIABLE

Sex ratio

Illiterate

Different sources of drinking water
Illiterate

With secondary education or higher
Currently married

Children ever born

Children surviving

Know at least one contraceptive method
Know source for any modern method
Have ever used any method
Currently using any method
Currently using any modern method
Currently using pills

Currently using Copper T/[UD
Currently using injections

Currently using condoms

Currently using female sterilization
Currently using male sterilization
Currently using periodic abstinence
Using public source for modern method
Do not want any more children
Want to delay birth at least 2 years
Ideal number of children

Ideal number of sons

Ideal number of daughters

Received no antenatal care

Received tetanus toxoid (2 doses)
Received medical assistance at delivery
Had diarrhoea in the last 24 hours
Had diarrhoea in the last 2 weeks
Treated with ORS packets

Consulted inedical personnel for diarrhoea

Showing vaccination card

Received BCG vaccination
Received DPT vaccination (3 doses)
Received polio vaccination (3 doses)
Received measles vaccination

Fully vaccinated

Fertility rates

Mortality rates

ESTIMATE

Ratio
Proportion
Proportion
Proportion
Proportion
Proportion
Mean
Mean
Proportion
Proportion
Proportion
Proportion
Proportion
Proportion
Proportion
Proportion
Proportion
Proportion
Proportion
Proportion
Proportion
Proportion
Proportion
Mean
Mean
Mean
Proportion
Proportion
Proportion
Proportion
Proportion
Proportion
Proportion
Proportion
Proportion
Proportion
Proportion
Proportion
Proportion
Rate

Rate
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BASE POPULATION

Household de facto population
Household de facto population age 6 and older -
Households

Ever-married women 13-49
Ever-married women 13-49
Ever-married women 1349
Ever-married women 13-49
Ever-married women 13-49
Currently married women 13-49
Currently married women 13-49
Currently married women 13-49
Currently married women 13-49
Currently married women 1349
Currently married women 13-49
Currently married women 13-49
Currently married women 13-49
Currently married women 13-49
Currently married women 13-49
Currently married women 13-49
Currently married women 13-49
Current users of modern methods
Currently married women 13-49
Currently married women 13-49
Ever-married women 13-49
Ever-married women 13-49
Ever-married women 13-49
Births in the last 4 years

Births in the last 4 years

Births in the last 4 years
Children under 4 years old
Children under 4 years old
Children under 4 with diarrhoea in last 2 weeks
Children under 4 with diarrhoea in last 2 weeks
Children 12-23 months
Children 12-23 months
Children 12-23 months
Children 12-23 months
Children 12-23 months
Children 12-23 months

All women, population

Births, population



Jable A.2 Sampling errors, Maharashtra, 1992-93

Standard

Standard Number error assum- Design Relative Confidence limits
Variable/ Value error of cases ing SRS effect error
Residence (R) (<) (N) (SER) (DEFT)  (SE/R) R-2SE R+2SE
SEX RAT10 (Household de facto population)
Urban 944 19.9 4783 15.476 1.284 0.021 903.8 983.4
Rural oM 15.0 6301 13.769 1.091 0.015 961.7 1021.8
Total : 970 12.0 11084 10.289 1.170 0.012 946.9 995.0
ILLITERATE (Household de facto population, age 6 and over)
Urban 0.190 0.016 8038 0.006 2.699 0.087 3.157 0.223
Rural 0.421 0.012 10594 0.007 1.875 0.029 0.396 0.445
Total 0.321 0.010 18632 0.005 2,085 0.032 0.301 0.342
PIPED WATER AS SOURCE OF DRINKING WATER (Households)
Urban 0.913 0.024 1754 0.007 3.585 0.026 0.865 0.962
Rural 0.526 0.041 2309 0.010 3.977 0.079 0.443 0.608
Total 0.693 0.026 4063 0.007 3.57 0.037 0.641 0.745
PUMPED WATER AS SOURCE OF DRINKING WATER (Households)
Urban 0.029 0.007 1754 0.004 1.861 0.254 0.0914 0.044
Rural 0.140 0.022 2309 0.007 3.041 0.157 0.096 0.184
Total 0.092 0.013 4063 0.005 2.844 0.140 0.066 0.118
WELL WATER AS SOURCE OF DRINKING WATER (Households)
Urban 0.048 0.017 1754 0.005 3.3 0.355 0.014 0.082
Rural 0.298 0.035 2309 0.010 3.701 0.118 0.228 0.368
Total 0.190 0.021 4063 0.006 3.480 0.113 0.147 0.233
SURFACE WATER AS SOURCE OF DRINKING WATER (Households)
Urban 0.009 0.009 1754 0.002 3.764 0.937 0.000 0.026
Rural 0.033 0.010 2309 0.004 2.760 0.311 0.012 0.053
Total 0.023 0.007 4063 0.002 2.949 0.304 0.009 0.036
OTHER SOURCE OF DRINKING WATER (Households)
Urban 0.001 0.001 1754 0.001 0.989 0.989 0.C00 0.002
Rural 0.003 0.003 2309 0.001 2.280 0.861 0.000 0.008
Total 0.002 0.002 4063 0.001 2.166 0.765 0.000 0.005
ILLITERATE (Ever-married women age 13-49)
Urban 0.318 0.030 1699 0.011 © 2.656 0.094 0.258 0.3/8
Rural 0.631 0.019 2407 0.010 1.939 0.030 0.593 0.669
Total 0.502 0.016 4106 0.008 2.089 0.032 0.469 0,534
WITH SECONDARY EDUCATION OR MORE (Ever-married women age 13-49
Urban 0.277 0.035 1699 0.011 3.186 0.125 0.208 0.346
Rural 0.056 0.008 2407 0.005 1.725 0.144 0.040 0.072
Total 0.148 0.015 4106 0.006 2.713 0.102 0.118 0.178
CURRENTLY MARRIED (Ever-married women age 13-49)
Urban 0.926 0.008 1699 0.006 1.250 0.009 0.911 0.942
Rural 0.932 0.006 2407 0.005 1.253 0.007 0.919 0.945
Total 0.930 0.005 4106 0.004 1.252 0.005 0.920 0.940
MEAN NUMBER OF CHILDREM EVER BORN (Ever-married women age 13-49)
Urban 2.758 0.069 1699 0.047 1.478 0.025 2.619 2.896
Rural 3.015 0.049 2407 0.042 1.177 0.016 2.917 3.112
Total 2.908 0.040 4106 0.031 1.276 0.014 2.828 2.988
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Table A.2 Sampling errors, Maharashtra, 1992-93 (Contd.)

Standard

Standard  Number error assum- Design Relative Confidence limits
Variable/ Value error of cases ing SRS effect error
Residence (R) (SE) (N) (SER) (DEFT) (SE/R) R-2SE R+2SE
MEAN NUMBER OF CHILDREN SURVIVING (Ever-married women age 13-49)
Urban 2.500 0.057 1699 0.041 1.372 0.023 2.387 2.614
Rural 2.620 0.040 2407 0.035 1.125 0.015 2.541 2.699
Total 2.570 0.033 4106 0.027 1.216 0.013 2.505 2.636
KNOW AT LEAST ONE CONTRACEPTIVE METHOD (Currently married women age 13-49)
Urban 0.991 0.002 1574 0.002 0.860 0.002 0.987 0.995
Rural 0.969 0.005 2244 0.004 1.338 0.005 0.960 0.979
Total 0.978 0.003 3818 0.002 1.258 0.003 0.972 0.984
KNOW SOURCE FOR ANY MODERN METHOD (Currently married women age 13-49)
Urban 0.975 0.004 1574 0.004 1.059 0.004 0.967 0.984
Rural 0.943 0.007 2244 0.005 1.443 0.007 0.929 0.957
Total 0.956 0.005 3818 0.003 1.365 0.005 0.947 0.965
HAVE EVER USED ANY METHOD (Currently married women age 13-49)
Urban 0.595 0.016 1574 0.012 1.292 0.027 0.563 0.627
Rural 0.572 0.016 2244 0.010 1.529 0.028 0.540 0.604
Total 0.581 0.011 3818 0.008 1.433 0.020 0.559 0.604
CURRENTLY USING ARY METHOD (Currently married women age 13-49)
Urban 0.529 0.015 1574 0.013 1.231 0.029 0.498 0.560
Rural 0.543 0.017 2244 0.011 1.592 0.031 0.510 0.577
Total 0.537 0.012 3818 0.008 1.459 0.022 0.514 0.561
CURRENTLY USING ANY MODERN METHOD (Currently married women age 13-49)
Urban 0.508 0.014 1574 0.013 1.114 0.028 0.480 0.536
Rural 0.538 0.016 2244 0.011 1.557 0.030 0.505 0.571
Total 0.525 0.011 3818 0.008 1.402 0.022 0.503 0.548
CURRENTLY USING PILLS (Currently married women age 13-49)
Urban 0.023 0.004 1574 0.004 1.190 0.196 0.014 0.032
Rural 0.007 0.002 2244 0.002 1.115 0.278 0.003 0.011
votal 0.014 0.002 3818 0.002 1.148 0.158 0.009 0.018
CURRENTLY USING COPPER T/IUD (Currently married women age 13-49)
Urban 0.046 0.005 1574 0.005 1.035 0.119 0.035 0.057
Rural 0.011 0.003 2244 0.002 1.181 0.240 0.006 0.016
Total 0.025 0.003 3818 0.003 1.067 0.108 0.020 0.031
CURRENTLY USING CONDOM (Currentiy married women age 13-49)
Urban 0.044 0.007 1574 0.005 1.309 0.153 0.031 0.058
Rural 0.012 0.002 2244 0.002 1.011 0.197 0.007 0.016
Total 0.025 0.003 3818 0.003 1.268 0.128 0.019 0,032
CURRENTLY USING FEMALE STERILIZATION (Currently married women age 13-49)
Urban 0.367 0.013 1574 0.012 1.075 0.036 0.340 0.393
Rural 0.423 0.017 2244 0.010 1.646 0.041 0.389 0.458
Total 0.400 0.012 3818 0.008 1.466 0.029 0.377 0.423
CURRENTLY USING MALE STERILIZATION (Currently married women age 13-49)
Urban 0.028 0.005 1574 0.004 1.096 0.163 0.019 0.037
Rural 0.085 0.010 2244 0.006 1.660 0.115 0.066 0.105
Tota! 0.062 0.006 3818 0.004 1.555 0.098 0.049 0.074
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Table A.2 3ampling errors, Maharashtra, 1992-93 (Contd.)

Standard
Standard  Number error assun- Design Relative Confidence limits

Variable/ Value error of cases ing SRS effect error

Residence (R) (SE) (N) (SER) (DEFT) (SE/R) R-2SE R+2SE

CURRENTLY USING PERIODIC ABSTINENCE (Currently married women age 13-49)

Urban 0.020 0.004 1574 0.004 1.071 0.190 0.012 0.027

Rural 0.004 0.001 2244 0.001 1.040 0.328 0.002 0.007

Total 0.011 0.002 3818 0.002 1.050 0.163 0.007 0.014
. USING PUBLIC SOURCE FOR CONTRACEPTIVE METHOD (Current users of modern methods)

Urban 0.552 0.025 799 0.018 1.419 0.045 0.502 0.602

Rural 0.878 0.018 1207 0.009 1.912 0.020 0.842 0.914

Total 0.748 0.015 2006 0.010 1.570 0.020 0.718 0.779

DO NOT WANT ANY MORE CHILDREN (Currently married women age 13-49)

Urban 0.280 0.017 1574 0.011 1.471 0.060 0.246 0.313

Rural 0.151 0.011 2244 0.008 1.418 0.071 0.129 0.172

Total 0.204 0.010 3818 0.007 1.495 0.048 0.184 0.223

WANT TO DELAY AT LEAST TWO YEARS (Currently married women age 13-49)

Urban 0.139 0.010 1574 0.009 1.107 0.070 0.119 0.158

Rural 0.132 0.008 2244 0.007 1.157 0.063 0.115 0.148

Total 0.135 0.006 3818 0.006 1.135 0.047 0.122 0.147

IDEAL NUMBER OF CHILDREN (Ever-married women age 13-49)

Urban 2.382 0.062 1648 0.025 2.462 0.026 2.258 2.506

Rural 2.662 0.027 2296 0.018 1.454 0.010 2.608 2.715

Total 2.545 0.029 3944 0.015 1.912 0.011 2.487 2.603

IDEAL NUMBER OF SONS (Ever-married women age 13-49)

Urban 1.089 0.042 1645 0.020 2.039 0.038 1.005 1.172

Rural 1.490 0.022 2292 0.015 1.452 0.015 1.446 1.533

Total 1.322 0.021 3937 0.013 1.633 0.016 1.281 1.363

IDEAL NUMBER OF DAUGHTERS (Ever-married women age 13-49)

Urban 0.843 0.026 1645 0.017 1.547 0.031 0.791 0.895

Rural 0.995 0.020 2292 0.013 1.568 0.020 0.956 1.035
.| Total 0.932 0.015 3937 0.010 1.492 0.016 0.901 0.962

RECEIVED NO ANTENATAL CARE (Births in last 4 years)

Urban 0.097 0.014 816 0.012 1.232 0.148 0.068 0.125

Rural 0.212 0.019 1287 0.013 1.430 0.091 0.174 0.251

Total 0.167 0.013 2103 0.010 1.391 0.079 0.141 0.194

RECEIVED TETANUS TOXOID (2 Doses)(Births in last 4 years)

Urban 0.869 0.019 816 0.014 1.352 0.021 0.832 0.906

Rural 0.775 0.020 1287 0.014 1.482 0.026 0.735 0.816

Total 0.812 0.014 2103 0.010 1.444 0.018 0.783 0.840

RECEIVED MEDICAL ASSISTANCE AT DELIVERY (Births in last 4 years)

Urban 0.779 0.021 816 0.017 1.260 0.027 0.737 0.822

Rural 0.375 0.022 1287 0.016 1.385 0.058 0.332 0.419

Total 0.532 0.017 2103 0.013 1.338 0.032 0.498 0.566

HAD DIARRHOEA IN THE LAST 24 HOURS (Children under 4 years)

Urban 0.050 0.008 782 0.008 1.016 0.162 0.034 0.066

Rural 0.052 0.006 1207 0.007 0.964 0.123 0.039 0.065

Total 0.051 0.005 1989 0.005 0.983 0.098 0.041 0.061
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Table A.2 Sampling errors, Maharashtra, 1992-93 (Contd.)

Standard '

Standard  Number error assum- Design Relative Confidence limits
Variable/ Value error of cases ing SRS effect error
Residence (R) (SE) (N) (SER) (DEFT)  (SE/R) R-2SE R+2SE
HAD DIARRHOEA IN THE LAST 2 WEEKS (Children under 4 years of age)
Urban 0.088 0.008 782 0.010 0.815 0.095 0.072 0.105
Rural 0.102 0.009 1207 0.009 1.040 0.092 0.083 0.121
Total 0.097 0.007 1989 0.007 0.966 0.068 0.083 0.110
TREATED WITH ORS (Children with diarrhoea in the last 2 weeks)
Urban 0.130 0.041 69 0.041 1.010 0.315 0.048 0.213
Rural 0.211 0.045 123 0.039 1.167 0.213 0.121 0.301
Total 0.182 0.033 192 0.029 1.137 0.181 0.116 0.248
CONSULTED MEDICAL PERSONNEL FOR DIARRHOEA (Children with diarrhoea in the last 2 weeks)
Urban 0.667 0.056 69 0.057 0.985 0.085 0.554 0.779
Rural 0.577 0.051 123 0.047 1.083 0.088 0.476 0.679
Total 0.609 0.038 192 0.037 1.031 0.062 0.534 0.685
HAVING VACCINATION CARD (Children age 12-23 months)
Urban 0.363 0.040 190 0.035 1.158 0.111 0.282 0.444
Rural 0.409 0.029 320 0.028 1.060 0.072 0.351 0.468
Total 0.392 0.024 510 0.022 1.096 0.061 0.345 0.440
RECEIVED BCG VACCINATION (Children age 12-23 months)
Urban 0.863 0.027 190 0.025 1.079 0.031 0.809 0.917
Rural 0.872 0.024 320 0.019 1.279 0.027 0.824 0.920
Total 0.869 0.018 510 0.015 1.207 0.021 0.833 0.905
RECEIVED DPT VACCINATION (3 DOSES) (Children age 12-23 months)
Urban 0.816 0.028 190 0.028 0.978 0.034 0.761 0.87M
Rural 0.841 0.026 320 0.020 1.281 0.031 0.788 0.893
Total 0.831 0.019 510 0.017 1.175 0.023 0.792 0.870
RECEIVED POLIO VACCINATION (3 DOSES) (Children age 12-23 months)
Urban 0.795 0.029 190 0.029 0.996 0.037 0.736 0.853
Rural 0.828 0.025 320 0.021 1.203 0.031 0.777 0.879
Total 0.816 0.019 510 0.017 1.130 0.024 0.777 0.855
RECEIVED MEASLES VACCINATION (Children age 12-23 months)
Urban 0.674 0.036 190 0.034 1.072 0.054 0.601 0.747
Rural 0.719 0.032 320 0.025 1.284 0.045 0.654 0.783
Total 0.702 0.025 510 0.020 1.213 0.035 0.653 0.751
FULLY VACCINATED (Children age 12-23 months)
Urban 0.616 0.037 190 0.035 1.038 0.060 0.543 0.689
Rural 0.656 0.037 320 0.027 1.405 0.057 0.582 0.731
Total 0.641 0.027 510 0.021 1.280 0.042 0.587 0.696
KNOW ABOUT AIDS (Ever-married women age 13-49)
Urban 0.353 0.034 1699 0.012 2.933 0.096 0.285 0.421
Rural 0.069 0.010 2406 0.005 1.890 0.142 0.049 0.088
Total 0.186 0.015 4105 0.006 2.499 0.082 0.156 0.216
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Jable A.2 Sampling errors,

Maharashtra, 1992-93 (Contd.)

Standard Relative Confidence limits
Value error error

Variable/Residence (R) (SE) (SE/R) R~2SE R+2SE
TOTAL FERTILITY RATE (Women age 15-49)
Urban 2.537 0.110 0.043 2.317 2.756
Rural 3.120 0.098 0.032 2.932 3.317
Total 2.858 0.073 0.026 2.71 3.004
TOTAL FERTILITY RATE (Women age 15-44)
Urban 2.537 0.110 0.043 2.317 2.756
Rurat 3.120 0.098 0.032 2.932 3.317
Total 2.858 0.073 0.026 2.7 3.004
AGE-SPECIFIC FERTILITY RATE (Age group 15-19)
Urban 0.088 0.007 0.080 0.074 0.102
Rural 0.183 0.007 0.037 0.169 0.196
Total 0.141 0.005 0.035 0.131 0.151
AGE-SPECIFIC FERTILITY RATE (Age group 20-24)
Urban 0.196 0.010 0.053 0.175 0.217
Rural 0.252 0.012 0.046 0.228 0.275
Total 0.227 0.008 0.035 0.211 0.242
AGE-SPECIFIC FERTILITY RATE (Age group 25-29)
Urban 0.151 0.012 0.078 0.128 0.175
Rural 0.118 0.009 0.076 0.100 0.136
Total 0.132 0.008 0.057 0.117 ¢ 0.148
AGE-SPECIFIC FERTILITY RATE (Age group 30-34)
Urban 0.054 0.008 0.153 0.037 0.070
Rural 0.052 0.008 0.147 0.037 0.067
Total 0.053 0.006 0.105 0.042 0.064
AGE-SPECIFIC FERTILITY RATE (Age group 35-39)
Urban 0.014 0.004 0.296 0.006 0.023
Rural 0.010 0.004 0.360 0.003 0.017
Total 0.012 0.003 0.228 0.007 0.018
AGE-SPECIFIC FERTILITY RATE (Age group 40-44)
Urban 0.003 0.002 0.704 0.000 0.008
Rural 0.009 0.004 0.398 0.002 0.016
Total 0.006 0.002 0.345 0.002 0.011
NEONATAL MORTALITY (5-year period preceding survey)
Urban 23.749 4,982 0.210 13.786 34.712
Rural 44,145 5.953 0.135 32.238 56.051
Total 36.443 4.141 0.114 28.161 44,726
INFANT MORTALITY ,q, (5-year period preceding survey)
Urban 33.335 5.882 0.176 21.572 45,099
Rural 60.812 6.918 0.114 46.975 74.648
Total 50.455 4.911 0.097 40,634 60.276
CHILD MORTALITY ,q, (5-year period preceding survey)
Urban 19.771 5.433 0.275 8.906 30.637
Rural 21.587 3.341 0.155 14.905 28.270
Total 20.893 2.888 0.138 15.117 26.668
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Table A.2 Sampling errors, Maharashtra, 1992-93 (Contd.)

Standard Relative Confidence limits
Value error error
variable/Residence (R) (SE) (SE/R) R-2SE R+2SE

UNDER-FIVE MORTALITY ¢q, (5-year period preceding survey)

Urban 52.448 8.401 0.160 35.646 69.250
Rural 81.107 7.366 0.091 66.375 95.839
Total 70.305 5.619 0.080 59.068 81.543

CRUDE BIRTH RATE (Based on Household Questionnaire)

Urban 23.190 1.386 0.060 20.419 25.962
Rural 25.979 0.887 0.034 24.205 27.753
Total 24.801 0.784 0.032 23.233 26.368

CRUDE DEATH RATE (Based on Household Questionnaire)
Urban 7.038 0.691 0,098 5.656 8.421

Rural 7.965 0.615 0.077 6.734 9.196
Total 7.573 0.459 0.061 6.656 8.491

CRUDE RATE OF NATURAL INCREASE (Based on Household Questionnaire)

Urban 16.152 1.421 0.088 13.309 18.994
Rural 18.014 1.028 0.057 15.958 20.071
Total 17.227 0.844 0.049 15.540 18.915

CRUDE BIRTH RATE (Based on birth history)

Urban 24.354 1.021 0.042 22.312 26.395
Rural 28.437 0.958 0.034 26.521 30.354
Total 26.719 0.705 0.026 25.308 28.129
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APPENDIX B

DATA QUALITY TABLES

The purpose of this appendix is to provide the data user with an initial view of the
general quality of the NFHS data. Whereas Appendix A is concerned with sampling errors and
their effects on the survey results, the tables in this appendix refer to possible nonsampling
errors: for example, digit preference; rounding or heaping on certain ages or dates; omission of
events occurring further in the past; deliberate distortion of information by some interviewers
in an attempt to lighten their work loads; noncooperation of the respondent in providing
information or refusal to have children measured and weighed. A description of the likely
magnitude of such nonsampling errors is provided in the following paragraphs.

The distribution of the de facto household population by single years of age is presented
in Table B.1 (see also Figure 3.1). In many (but not all) cases, the respondent was the head of
the household. In cases where an eligible woman was later interviewed with the Woman’s
Questionnaire, her own reported age from the Woman’s Questionnaire was substituted for the
age in the household listing if there was a difference, because it was assumed that she would be
better able than the household respondent to report her own age.

It is well documented that ages are poorly reported in most parts of India. Ages are of
little relevance to much of the rural population in particular, and no amount of probing will
ensure that ages are properly recorded. In interviewer training for the NFHS, a great deal of
emphasis was placed on obtaining as accurate information as possible on ages and dates of
events. Nevertheless, it is clear that age reporting in the NFHS shares the same problems
inherent in all Indian censuses and surveys. Heaping on ages ending in 0 and 5 is severe,
particularly in the older age groups, and the typical pattern of heaping on ages 8, 10 and 12 is
also evident. However, the NFHS age data are evidently of considerably better quality than age
data from other sources. This can be seen, for example, by comparing the degree of age
heaping in the NFHS with the 1981 Census, which is the most recent census that has already
published data by single year of age (see Chapter 3, Section 3.1). Age reporting for females
appears to be particularly good during the childbearing years, when interviewed women reported
their own ages. Another measure of the quality of the NFHS age data is the negligible number
of persons whose ages were recorded as not known or missing. In Maharashtra, age was
missing for only 5 persons out of a total of 21,840 persons listed on the household schedules.

Table B.2 examines the possibility that some eligible women (that is, ever-married
women age 13-49) were not properly identified in the NFHS. In some surveys, interviewers
may try to reduce their work load by pushing women out of the eligible age range or recording
ever-married women as never-married so that they will not have to be interviewed. If such
practices were being followed to a noticeable extent, Table B.2 would normally show (1) a
shortage of ever-married women in the 45-49 age group and an excess in the 50-54 age group
or (2) an unusually low proportion of ever-married women by age. Neither of these patterns is
evident in the NFHS data. It can therefore be concluded that there was no concerted effort to
misidentify eligible women in the NFHS in Maharashtra.
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Table B.1 Household age distribution
Single year age distribution of the de facio household population by sex, Maharashtra, 1992 93
Hale Female Male Female
Age Number Percent Number Percent Age Number Percent Number Percent
<1 265 2.4 253 2.4 38 119 1.1 145 1.3
01 272 2.5 258 2.4 39 49 0.4 106 1.0
02 245 2.2 266 2.5 40 316 2.9 131 1.2
03 297 2.7 267 2.5 41 49 0.4 101 0.9
04 267 2.4 229 2.1 42 123 1.1 101 0.9
05 289 2.6 299 2.8 43 50 0.5 61 0.6
06 309 2.8 268 2.5 44 41 0.4 78 0.7
07 264 2.4 272 2.5 45 284 2.6 120 1.1
08 293 2.6 263 2.4 46 42 0.4 59 0.5
09 231 2.1 247 2.3 47 48 0.4 65 0.6
10 313 2.8 313 2.9 48 68 0.6 67 0.6
" 235 2.1 216 2.0 49 32 0.3 60 0.6
12 322 2.9 277 2.6 S0 210 1.9 90 0.8
13 195 1.8 196 1.8 51 32 0.3 72 0.7
14 250 2.3 228 2.1 52 84 0.8 84 0.8
15 223 2.0 195 1.8 53 27 0.2 82 0.8
16 215 1.9 244 2.3 54 35 0.3 39 0.4
17 173 1.6 212 2.0 55 186 1.7 190 1.8
18 265 2.4 258 2.4 56 39 0.4 79 0.7
19 144 1.3 202 1.9 57 30 0.3 42 0.4
20 282 2.5 297 2.8 58 56 0.5 52 0.5
21 176 1.6 213 2.0 59 21 0.2 20 0.2
22 250 2.3 229 2.1 60 204 1.8 230 2.1
23 159 1.4 176 1.6 61 13 0.1 23 0.2
24 162 1.5 218 2.0 62 41 0.4 61 0.6
25 333 3.0 223 2.1 63 14 0.1 24 0.2
26 153 1.4 175 1.6 64 16 0.1 12 0.1
27 137 1.2 179 1.7 65 196 1.8 165 1.5
28 178 1.6 168 1.6 66 10 0.1 26 0.2
29 86 0.8 126 1.2 67 8 0.1 20 0.2
30 342 3.1 152 1.4 68 22 0.2 20 0.2
N 60 0.5 115 1.1 69 13 0.1 9 0.1
32 207 1.9 145 1.3 70+ 333 3.0 275 2.6
33 67 0.6 135 1.3 Don’t
34 4] 0.7 135 1.3 Know/
35 372 3.4 167 1.6 missing 3 -- 2 0.0
36 88 0.8 129 1.2
37 76 0.7 100 0.9 Total 11084 100.0 10756 100.0
Note: The de facto population includes residents and nonresidents who slept in the household the night
before the interview.
-- Less than 0.05 percent

One traditional measure of the quality of data is the extent to which information is
missing on key variables. Although completeness of responses does not necessarily indicate that
the results are accurate, the existence of missing information for a large number of cases would
suggest that the data collection was not carried out with sufficient care. In the NFHS in
Maharashtra, the extent of missing information is very low on all of the measures shown except
for the measurement of the height and weight of young children (Table B.3). The data are
exceptionally complete for month and year of birth, age at death, age at first union, woman’s
education, child’s size at birth and prevalence of diarrhoea in the two weeks preceding the
NFHS. Data on height and weight are available for more than 80 percent of children, which
is also acceptable since in any survey many children cannot be measured because they are not
at home or they are ill at the time of the survey. In some cases when the child was at home,
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Table B.2 Age distribution of eligible and interviewed women

Percent distribution of the de facto household population of women age 10-54
and of interviewed women age 13-49, and percentage of eligible women who
were interviewed, Maharashtra, 1992-93

Ever-

All married Interviewed women Percent
Age women women Number Percent interviewed
10 - 12 806 7 NA NA NA
13 - 14 424 28 27 0.7 96.4
15 - 19 1M 421 400 9.7 95.0
20 - 24 1133 927 874 21.3 94.3
25 - 29 871 826 764 18.6 92.5
30 - 34 682 670 642 15.6 95.8
25 - 39 647 640 610 14.9 95.3
40 - 44 472 469 442 10.8 94.2
45 - 49 n 369 347 8.5 94.0
50 - 54 367 365 NA NA NA
13 - 49 5711 4350 4106 100.0 9.4

Note: The de facio population includes all residents and nonresidents who slept in
the household the night before the interview.
NA: Not applicable

either the child refused to be weighed or the mother refused to allow the child to be weighed
because of cultural beliefs, and no amount of persuasion could change her mind.

Another measure of data quality is the completeness and accuracy of information on
births. Table B.4 examines the distribution of births by calendar year to identify any unusual
patterns which may indicaté that births have been omitted or that the ages of children have been
displaced. Overall, 97 percent of living children listed in the birth history had complete birth
dates recorded as did 90 percent of children who had died. Thus, the completeness of data on
birth dates is exceptionally good. Although the annual number of births does fluctuate
somewhat, real annual fluctuations are to be expected, and there is no evidance of the wholesale
omission of births or displacement of birth dates which would substantiallv affect the fertility
rate estimates for recent years.

It should be noted that many surveys that include both demographic information and
health information for children below a specified age have been subject to a substantial amount
of age displacement. In particular, there is often a tendency for interviewers to "age" children
out of the eligible period for asking health questions. This problem was well known before the
NFHS began; therefore, interviewer training stressed this issue to try to avoid any biases due
to age displacement. In Maharashtra, the cutoff date for asking the health questions was 1
January 1988. An examination of Table B.4 indicates that there is little or no age displacement
across this boundary for living children. There does, however, appear to be some likely
omission of dead children since 1987, although much of the decline in the number of deaths to
children born after 1987 may be real. The proportion of dead children who died will naturally
decrease with each successive calendar year because the more recent births have been subject
to the risk of mortality for a shorter period of time.
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Percentage of observations missing I1ntformation Tor seiecteq UenOgrapnic ana neaiin
questions, Maharashtra, 1992-93
Percentage Number
missing of

Subject Reference group information cases
Birth date Births in last 15 years

Month only 3.20 7786
Month and year 0.04 7786
Age at death Deaths to births in last 15 years 0.00 626
Age at 1st union Ever-married women 0.12 4106
Woman’s education Ever-married women 0.00 4106
Child’s size at ALl births in last 0-47 months 0.24 2127
birth

Anthropometry' Living children age 0-47 months

Height 18.68 2013
Weight ] 18.28 2013
Height or weight 19.27 2013
Diarrhoea in last Living children age 0-47 months 0.45 2013
2 weeks

'child not measured

Table B.5 presents information on the reporting of age at death in days. Results from
1e table suggest that early infant deaths have not been severely underreported in Maharashtra,
ecause the ratios of deaths under seven days to all neonatal deaths are quite high (a ratio of less
1an 25 percent is often used as a guideline to indicate underreporting of early neonatal deaths).
he ratio decreases with the increase in the time period prior to the survey. The ratios for the
eriod 0-4, 5-9 and 10-14 years before the survey are 76, 72 and 68 respectively. Although
1ere was nc severe underreporting in Maharashtra, there was some misreporting of age at death
ue to a preference for reporting the age at death at 3, 7, 12 and 15 days (see Table B.5).

Table B.6 shows the ratios for infant deaths that occurred during the neonatal period.
hese ratios are also quite high, suggesting that there is no major omission of early deaths.
Aoreover, there is a slight increase over time from 61 to 74 percent. One problem that is
therent in most retrospective surveys is heaping of the age at death on certain digits, e.g., 6,
2 and 18 months. Misreporting of age at death will bias estimates of the age pattern of
1ortality if the net result of misreporting is the transference of deaths between age segments for
shich the rates are calculated; for example, an overestimate of child mortality relative to infant
rortality may result if children dying during the first year of life are reported as having died
t age one or older. Thus, heaping at 12 months can bias the mortality estimates because a
ertain fraction of these deaths, which are reported to have occurred after infancy (that is, at
ges 12-23 months), may have actually occurred during infancy (that is, at ages 0-11 months).
n this case, heaping would bias the infant mortality rate downward and child mortality upward.

Examination of the distribution of deaths under age two years during the 15 years before
he survey by month of death (Table B.6) indicates that the calculated infant mortality rates for
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Table B.4 Births by calendar year
Distribution of births by calendar year for living (L), dead (D), and all (T) children, according to
reporting completeness, sex ratio at birth, and ratio of births by calendar year, Maharashtra, 1992-93
Percent with
complete Sex ratio Calendar
Number of births birth date’ at birth? year ratio®
Calendar _— _—_—
year L D T L D T L D T L D T
1993 21 0 21 100.0 NC 100.0 750 NC 750 NA NA NA
1992 505 30 535 100.0 100.0 100.0 920 364 877 NA NA NA
1991 511 23 534 99.4 95.7 99.3 988 643 9N 104 82 103
1990 479 26 505 98.5 96.2 98.4 1047 1000 1044 93 84 92
1989 519 39 558 98.7 97.4 98.6 944 1167 958 113 130 114
1988 438 34 472 98.4 91.2 97.9 85 790 851 81 76 81
1987 561 51 612 96.1 88.2 95.4 1004 759 981 115 146 117
1986 538 36 574 95.7 86.1 95.1 875 800 870 105 73 102
1985 464 47 51 96.3 3.6 96.1 1090 1044 1086 90 13 92
1984 494 47 541 95.7 87.2 95.0 015 958 918 108 107 108
1983 449 41 490 95.8 92.7 95.5 1023 640 984 88 87 88
1982 532 47 579 97.0 91.5 96.5 1054 1136 1060 237 229 236
1987-91 2508 173 7681 98.2 93.1 97.8 969 860 961 NA NA NA
1982-86 2477 218 2695 96.1 90.4 95.7 985 912 979 NA NA NA
1977-81 1993 264 2257 96.9 88.6 95.9 931 872 924 NA NA NA
1972-76 1622 307 1929 96.1 91,2 95.3 950 955 951 NA NA NA
1971 or
earlier 1428 395 1323 94.8 86.6 93.0 889 985 909 NA NA NA
All 10554 1387 11941 96.8 89.7 95.9 948 911 944 NA NA NA
NA: Not applicable
NC: Not calculated because there were no deaths to children born in 1993
'Both year and month of birth given
?(B,/B,,)x1000, where B, and B,, are the numbers of female and male births, respectively
128B,/(B,.,*B,,,)1x100, where B, is the number of births in calendar year x

the population of Maharashtra as a whole are not likely to be understated by more than 1-2
percent because of age misreporting. There is surprisingly little heaping on particular months
of death, and, because of strong emphasis during training, there were no cases where the age
of death was reported as "one year", making any adjustment of infant and child mortality rates
unnecessary.

This brief check on internal consistency of the Maharashtra NFHS childhood mortality
data suggests that there is no serious underreporting of deaths during the time periods for which
mortality rates are estimated. However, some proportion of the decline in the number of deaths
after 1987 is undoubtedly due to omission or misreporting. Although there is some evidence of
heaping in age at death at certain ages, the bias in infant and child mortality rates arising from
this heaping is negligible.
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Table B.5 Reporting of age at death in days

Distribution of reported deaths under 1 month of age by age at death in days
and the percentage of nconatal deaths reported to occur at ages 0-6 days, for
five-year periods of birth preceding the survey, Msharashtra, 1992-93

Years preceding survey

Age ot
death (days) 0-4 5-9 10-14 0-14
<1 19 16 16 51
1 20 29 24 3
2 9 9 9 27
3 1" 7 9 27
4 2 8 2 12
5 4 [ 6 16
(.1 3 3 3 9
7 5 5 5 15
8 4 3 3 10
9 2 1 0 3
10 0 2 & 6
1 1 2 2 5
12 2 2 6 10
13 0 1 0 1
14 2 1 0 3
15 4 6 7 17
16 0 1 1 2
18 1 2 0 3
20 0 1 1 2
21 1 1 0 2
24 0 1 1 2
26 0 0 1 1
28 0 0 1 1
29 0 1 0 1
0-29 90 108 101 299
Percent early neonatal' 76 72 68 72

'0-6 days/0-30 days
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Table B.6 Reporting of age at death in months

Distribution of reported deaths under two yeors of age by age at death in
months and the percentage of infant deaths reported to occur at age under one
month, for five-year periods of birth preceding the survey, Maharashtra,

1992-93

Age at Years preceding survey

death

(months) 0-4 5-9 10-14 0-14
<1 90 108 101 299
01 10 17 18 45
02 6 9 8 23
03 3 9 7 19
04 3 1 4 8
05 0 3 A 7
06 3 8 5 16
07 1 2 4 7
08 1 1 3 5
09 3 2 5 10
10 2 4 5 1
1" 0 3 1 4
12 10 12 17 39
13 0 0 1 1
14 1 0 2 3
15 1 3 0 4
16 0 0 1 1
18 1 2 8 11
19 0 1 0 1
23 1 0 0 1
0-11 122 167 165 454
Percent neonatal’ 74 65 61 66

'Under 1 month / under 1 year

221




APPENDIX C

MAHARASHTRA NATIONAL FAMILY HEALTH SURVEY STAFF

Population Research Centre,
Gokhale Institute of Politics and Economics, Pune

Dr. K. Balasubramanian
(In-charge)

Research Officers Team Supervisors

Dr. (Mrs.) S. Mulay Mr. A.M. Pisal

Ms. Anjali Radkar Mr. S.L. Ambike

Mrs. S. Bhave Mr. B.K. Raskar
Mr. S.R. Waghulkar

Intermediate Supervisor Mr. P.N. Potdar
Mr. S.D. Wasnik

Mr. V.N. Thombare Ms. Sangita Patil

Centre for Management of Development Programmes, Hyderabad

Dr. G. Narayana
(Director and Chief Coordinator, NFHS)

Coordinators

Mr. Ravindranath P. Mr. Sukumar R.
Ms. Lakshmi Atluri Mr. Raman Kumar P.D.V.

QOffice Editors

Ms. Madhavi Reddy
Ms. Madhavi C.

Data Entry Operators

Ms. Vijaya C. Ms. Madhavi G.
Mr. Rajkumar P. Mr. Vijay Kumar

Investigators

Ms. Anita Ms. Anjali T.
Ms. Sunanda Ms. Kamala

Ms. Gopika Ms. Kshama

Ms. Ujwala Ms. Maya

223



Ms. Madhuri Kale
Ms. Manisha Shinde
Ms. Aruna Thaduwadkar
Ms. Manjusha Beske
Ms. Sujata Kamble
Ms. Surekha Jadhav
Ms. Suvarna Kulkarni
Ms. Vidya B.

Ms. Anjali Ambekar
Ms. Smitha

Ms. Bhagyashree

Ms. Savita Chaitanya
Ms. Sandhya Sathe
Ms. Seema P.

Mr. Jadhav S.L.
Mr. Kulkarni V.N.
Mr. Pawar S.J.
Mr. Khade A.D.
Mr. Badve M.S.
Mr. Doiphode P.P.
Mr. Yeole D.R.
Mr. Tambe U.M.
Mr. Shaikh Y.M.
Mr. More R.Y.

Field Editors

Houselisters

Ms. Aruna

Ms. Anita Gaikwad
Ms. Savita Gaikwad
Ms. Rohini Shelar
Ms. Saroj B.

Ms. Sandhya B.
Ms. Manisha Prabhu
Ms. Meenakshi

Ms. Ms. Vandana
Ms. Sandhya Rani
Ms. Usha Gokhale

Ms. Shubhangi Barate
Ms. Tanaya
Ms. Pratibha

Mr. Medhe Sunil Lakshman
Mr. Shirture Sopan Waman
Mr. Jagtap Hanumant Maruti
Mr. Rajit Ram Verma

Mr. Saijay Tukaram Kotwal
Mr. Devidas Bhoji Kotwal
Mr. Kotwal Balu Vasant

Mr. Rathod Mahadeo Dharma
MTr. Srinivas Rao A.

Mr. Subramaniyam K.V.

International Institute for Population Sciences, Bombay

Prof. K. Srinivasan
Dr. K.B. Pathak
(Project Directors)

Dr. B.M. Ramesh

Dr. K.M. Sathyanarayana

224

Prof, (Mrs.) Tara Kanitkar
Prof. T.K. Roy
(Project Coordinators)

Senior Research Officers

Dr. B.P. Thiagarajan



Research Officers

Mr. Prakash H. Fulpagare Mr. V.S. Sridhar

Dr. T.D. Jose Dr. B.S. Singh

Dr. Dhirendra Kumar Mr. V. Jayachandran
Mr. Suhas J. Narkhede Mr. Lysander Menezes
Mr. Damodar Sahu Ms. Y. Vaidehi

Dr. T.S. Syamala Mr. R. Karikalan

Administrative Staff

At TIPS, Bombay At MOHFW, New Delhi

Mr. Vijay G. Patkar (Office Assistant) Mr. B.R. Dohare

Mr. Wilson M. George (Senior Accountant) (Project Associate)
Mr. R.S. Hegde (Senior Accountant)

Ms. Pushpa T. Sathe (Lower Division Clerk) Mr. M.R. Sharma
Ms. Vidya Palav (Lower Division Clerk) (Private Secretary)

Mr. Vivek D. Patil (Peon)
Mr. G.R. Kadam (Library Assistant)
Mr. Kanu Premji Chavda (Sweeper)

Consultants
Dr. Fred Arnold Mr. David Cantor
Ms. Thanh Le Ms. Sandra Rowland
Dr. Vijay K. Verma Ms. Jeanne Cushing
Dr. Edilberto Loaiza Dr. Pavalavalli Govindasamy

Dr. Robert Retherford

Steering Committee for the Project to Strengthen the Survey Research Capabilities of
the Population Research Centres in India

Secretary Registrar General, India
Department of Family Welfare Ministry of Home Affairs
Ministry of Health and Family Welfare
(Committee Chairperson) One Representative
of Population Research
Joint Secretary Centre, by rotation
Department of Family Welfare
Ministry of Health and Family Welfare One Representative of
Consulting Organization,
by rotation

225



Joint Secretary

Financial Advisor

Department of Family Welfare
Ministry of Health and Family Welfare

Director (Marketing/Evaluation)
Department of Family Welfare
Ministry of Health and Family Welfare

Advisor (Health)
Planning Commission

Representative of United
States Agency for International
Development, New Delhi

Director, International Institute for
Population Sciences and Director
General, National Council of
Population Research (Member-
Secretary)

Administrative and Financial Management Committee for the Project to Strengthen the
Survey Research Capabilities of the Population Research Centres in India

Joint Secretary

Financial Advisor

Department of Family Welfare
Ministry of Health and Family Welfare
(Committee Chairperson)

Director (Marketing/Evaluation)
Department of Family Welfare
Ministry of Health and Family Welfare

Representative of United
States Agency for International
Development, New Delhi

Representative of East-West
Center, Honolulu, USA

Director
International Institute for
Population Sciences, Bombay

Joint Director (Evaluation)
Department of Family Welfare,
Ministry of Health and Family
Welfare

Technical Advisory Committee for National Family Health Survey

Director

International Institute for
Population Sciences, Bombay
(Chairperson)

Director (Marketing/Evaluation)
Department of Family Welfare
Ministry of Health and Family Welfare

One representative from each

Consulting Organization
(6 members)

226

Chief of the Population Research
Centre, Waltair

Representative of the United
States Agency for International
Development, New Delhi

Representative of the East-
West Center, Honolulu, USA

Prof, Tara Kanitkar and
Dr. T.K. Roy, IIPS
(Convenors)



Chief of the Population Research

Centre, Dharwad Prof. M.K. Premi
President, Indian Association foi
Chief of the Population Research the Study of Population

Centre, Delhi

Dr. P.P. Talwar

Professor and Head

Department of Statistics and Demography
Natioral Institute of Health and Family Welfare
New Delhi

227



LIST OF CONTRIBUTORS
Dr. K. Balasubramanian, In-charge, Population Research Centre, Gokhale Institute of Politics
and Economics, Pune 411 004

Dr. (Mrs.) Sanjeevanee Mulay, Lecturer, Population Research Centre, Gokhale Institute of
-Politics and Economics, Pune 411 004

Dr. (Mrs.) Sumati Kulkarni, Professor, Department of Development Studies, International
Institute for Population Sciences, Deonar, Bombay 400 088

Prof. (Mrs.) Tara Kanitkar, Head, Department of Development Studies, International Institute
for Population Sciences, Deonar, Bombay 400 088

Dr. Pavalavalli Govindasamy, Demographic Specialist, Macro International, 11785, Beltsville
Drive, Calverton, Maryland, 20705, United States of America

Dr. Robert D. Retherford, Senior Fellow, Program on Population, The East-West Center, 1777
East-West Road, Honolulu, Hawaii 96848, United States of America

228



APPENDIX D

SURVEY INSTRUMENTS

229



NATIONAL FAMILY HEALTH SURVEY
(MCH AND FAMILY PLANNING)
HOUSEHOLD QUESTIONNAIRE

INDIA 1992-1993

CONFIDENTIAL
For Research
Purposes Only

IDENTIFICATION

NAME OF STATE

PSU NUHBER........I..'...I....'......I..O....l.......'..'

NAME OF DISTRICT

NAME OF TEHSIL/TALUK

URBAN/RURAL (urban=1, rural=2)...c.ceeceeeseccccccensoses

NAME OF TOWN AND TOWN BLOCK OR VILLAGE

LARGE CITY/SMALL CITY/TOWN/RURAL AREA....eeceesosscsccees
(large city=1, small city=2, town=3, rural area=4)
HOUSEHOLD NUMBER. ¢ ¢ et ecutenoavnonoccossssonanscocaconesss

NAME OF HOUSEHOLD HEAD

ADDRESS OF HOUSEHOLD

INTERVIEWER VISITS

1 2 3 FINAL VISIT
DATE DAY
MONTH
YEAR

INTERVIEWER'S NAME NAME
RESULT* RESULT
NEXT VISIT: DATE TOTAL NUMBER

TIME OF VISITS
*RESULT CODES: TOTAL 1IN
1 COMPLETED HOUSEHOLD
2 HOUSEHOLD PRESENT BUT NO COMPETENT RESP. AT HOME
3 HOUSEHOLD ABSENT TOTAL
4 POSTPONED ELIGIBLE
5 REFUSED WOMEN
6 DWELLING VACANT OR ADDRESS NOT A DWELLING
7 DWELLING DESTROYED LINE No.
8 DWELLING NOT FOUND OF RESP.
9 OTHER TO HOUSE-

(SPECIFY) HOLD SCHEDULE
SPOT~ FIELD OFFICE
CHECKED BY EDITED BY EDITED BY KEYED BY KEYED BY

NAME
DATE

K31




RECORD THE TIME.

USUAL RESIDENTS AND

RELATIONSHIP

RESIDENCE

SEX

HOUR.eveveonanens teesacanas

HOUSEHOLD SCHEDULE

MINUTES........ cevae

AGE

IF AGED 6 YEARS OR OLD

LINE
§ NO. | VISITORS TO HEAD OF
HOUSEHOLD* MARITAL EDUCATION
STATUS**
IF ATTEND
Please give me the
names of the persons
who usually live in
your household and What is the Poes Did Is FHou old what Can Has |What is
guests of the house- Frelationship (NAME) [J(NAME) J(NAME) is is the (NAME) |(NAME) |the high-
hold who stayed here Jof (NAME) tolusuallyjstay le (NAME)? ] current read ever |est grade
last night, starting |the head live here or marital and been (NAME)
With the head of the Jof the here? [Jlast female status write? to complet-
household. household? Inight? ? of (NAME)? school? |ed?¥**
(2) N ' (}) (4) . (5) ”(6) (7) (8) ] S22 (10) | (1) 7(12)“
YES NO IYES NO | M F JIN YEARS|JCM S W D NM] YES NO |YES NO GRADE
01 1 2 1 2 1 2 12345 1 2 1 2
02 1 2 1 2 1 2 12345 1 2 1 2
03 1 2 1 2 1 2 12345 1 2 1 2
04 1 2 1 2 1 2 12345 1 2 1 2
05 1 2 1 2 1 2 12345 1 2 1 2
06 1 2 1 2 1 2 12345 1 2 1 2
07 1 2 1 2 1 2 12345 1 2 1 2
08 '1 2 1 2 1 2 12345 1 2 1 2




Now I would like some information about the people
who usually live in your household or who are staying
with you now.

AFTER COMPLETING COLUMNS 1-14 FOR ALL LISTED PERSONS, ASK:

OCCUPATION

ED SCHOOL

1F AGED
LESS
THAN

15 YEARS

Is
(NANE)
still in
school?

(13)

YES NO

what kind of

work does (NAME) B
do most of the §
time?

(14)

1 2

Does anyone listed suffer from:

il Blindness? Tuberculosis? |Leprosy?
RECORD FOR RECORD FOR RECORD
M EACH PERSOM |EACH PERSON FOR
EACH
PERSON

B YES YES NO | YES MO YES NO
H PART COMP
N 1AL LETE
81 2 3| 1 2 T2

Any physical
impairment of
limbs?

RECORD FOR
EACH PERSON

(18)

VES YES YES NO
[#an LEGs BO
DS TH

1 2 3 4

Did anyone
listed suffer
from malaria
any time
during the
last THREE

]

o A d Bl Bl g B
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HOUSEHOLD SCHEDULE (CONTINUED) _ _ .
lo] & ] @ ) L& 1 ] @ 1 (9 _10) | (D | (12

YES NO JYES NO [ M F JIN YEARSICM S W D NHE YES NO |YES NO GRADE
09 1 2 1 2 1 2 12345 1 2 1 2
10 1 2 1 2 1 2 12345 1 2 12
n 1 2 1 2 1 2 12345 1 2 1 2
12 1 2 1 2 1 2 12345 1 2 1 2
13 1 2 1 2 1 2 12345 1 2 1 2
14 12 1 2 1 2 12345 1 2 1 2
15 1 2 1 2 1 2 12345 1 2 1 2
~ 16 1 2 1 2 1 2 12345 1 2 1 2
17 1 2 1 2 1 2 12345 1 2 1 2
18 1 2 1 2 1 2 12345 1 2 1 2

| TICK HERE IF CONTINUATION SHEET USED [:]

1) Are there any other persons such as small
children or infants that we have not listed?

21 Just to make sure that 1 have a complete listing: 2) In addition, are there any other people who may
not be members of your family, such as domestic
servants, lodgers or friends who usually live here?

3) Do you have any guests or temporary visitors stay-
ing here, or enyone else who stayed here last night

* CODES FOR Q.4
RELATIONSHIP TO HEAD OF HOUSEHOLD:

01= HEAD 05= GRANDCHILD 09= BROTHER OR SISTER-IN-LAW
02= WIFE OR HUSBAND 05= PARENT 10= OTHER RELATIVE
03= SON OR DAUGHTER 07= PARENT-IN-LAW 11= ADOPTED/FOSTER CHILD
04= SON OR DAUGHTER-IN-LAW 08= BROTHER OR SISTER 12= NOT RELATED
98= DK
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f YES YES NO LES YES YES NO
[l PART COMP JHAN LEGS BO
g IAL LETE DS TH

1 2 3 1 2 3 4

61 5{ Bl | B Bl Bl Bl

TOTAL NUMBER OF ELIGIBLE WOMEN

9% 14 $O1 85 e

ENTER EACH
YES CL——; IN TABLE NO D

ENTER EACH
ves (1 1w TasLe o I
ENTER EACH
ves L1, v tasie o I

***CODES FOR Q.12

** CODES FOR Q.9

MARITAL STATUS: GRADE:
1= CURRENTLY MARRIED 00=LESS THAN 1
2= SEPARATED YEAR COMPLETED
3= WIDOWED 98=DX
4= DIVORCED

5= NEVER MARRIED
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SKIP

NO. QUESTIONS AND FILTERS CODING CATEGORIES I T0
PIPED WATER
22 PIPED INTO
RESIDENCE/YARD/PLOT......... 11— 24
PUBLIC TAP..cceeiaenas ceemasas 12
GROUND WATER
HANDPUMP IN YARD/PLOT....c0use 21— 24
What is the main source of water your household uses PUBLIC HANDPUMP.......ovvvaass 22
for bathing and washing?
WELL WATER
WELL IN RESIDENCE/YARD/PLOT...23——»24
PUBLIC WELL...... seesessssanse 24
SURFACE WATER
SPRING...covveetnnncnnancnnnnns 3
RIVER/STREAM. .covevnenacans .ee32
POND/LAKE..c...... seasessnsses 33
DAM. it itietveennnnasans 34
RAINWATER. .. .cvvveennsesannanans 41
TANKER TPUCK.eeuvtncacnoacnennes 51
OTHER 81
(SPECIFY)
23
How long doe: it take to go there, get water, MINUTES..ccouvvinncennnn
and come back in one trip?
|
24 YES . ueeneeanosnaasnnssssssnannas 1—26
Does your household get drinking water NO.ieevesanoseansnsnsesescasocses 2
from this same source?
PIPED WATER
25 PIPED INTO
RESIDENCE/YARD/PLOT......... 1"
PUBLIC TAP.c..vevvcecsnccanans 12
what is the main source of drinking water GROUND WATER
for members of your household? HANDPUMP IN YARD/PLOT......... 21
PUBLIC HANDPUMP....cccevennnas 22
WELL WATER
WELL IN RESIDENCE/YARD/PLOT...23
PUBLIC WELL..ccoenusanans A
SURFACE WATER
SPRING..vevecasesavansnnennsns n
RIVER/STREAM. ..cveivrecnvannse 32
POND/LAKE....cveenvenncnnnnns .33
DAM. i veeereeennannoransssanene 34
RAINWATER .. eoteectancenssonccane 41
TANKER TRUCK...veevnenncan ——-1
BOTTLED WATER....vccrecncanaanas 61
OTHER 81
(SPECIFY)
FLUSH TOILET
26 OWN FLUSH TOILET......... NP |
SHARED FLUSH TOILET.....c0ann .12
PUBLIC FLUSH TOILET....vcenvuns 13
What kind of toilet facility does your household have? PIT TOILET/LATRINE
OWN PIT TOILET/LATRINE........ 21
SHARED PIT TOILET/LATRINE..... 22
PUBLIC PIT TOILET/LATRINE..... 23
NO FACILITY/BUSH/FIELD......v... 31
OTHER 41
(SPECIFY)
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SKIP

NO. QUESTIONS AND FILTERS CODING CATEGORIES TO
ELECTRICITY........ csesensacenes 1
27 KEROSERE ..+ vceveveessranconannosl
GAS...ccn0s seveccsecsesassecnnns 3
wWhat is the main source of lighting for your household? (1) Y /3
OTHER 5
(SPECIFY)
28 ROOMS........ tesesneeneeens
How many rooms are there in your household?
29 YES:tesiosasnasesanscansnsasnassd
Do you have a separate room which is used as a kitchen? NO..... Ceetessencsasanscnsensnnns 2
WOOD..ccoeeococaassosannseansoas 01
30 COW DUNG CAKES..senceesnanas ...02
COAL/COKE/LIGRITE..ccucscsansns 03
CHARCOAL. .. cvevinrencaccncanses 04
KEROSENE. ... c.coevnersessnnennne 05
What type of fuel does your household mainly use ELECTRICITY.vvveernneananonnnns 06
for cooking? LIQUID PETROLEUM GAS......ccvse 07
BIO-GAS.......... reesecssnans ..08
OTHER 09

TYPE OF HOUSE.

RECORD OBSERVATION.

(SPECIFY)

-------------------------

HIRDU.ceneeanens cesans creressas 01

32 SIKHeoeveavenoennnansensacanans 02

BUDDHIST/NEO BUDDHIST...vueeess 03
CHRISTIAN....... sevene vesesnsan 04
What is the religion of the head of the household? 7 05
JEMISH. v eenvvreevnsennssaansss06
MUSLIM...cccvevencasacnncncnnns 07
ZOROASTRIAN. . ceveencoennensss 08
NO RELIGION....coveecennancanse 09
OTHER 10
(SPECIFY)

33 YES..... revasans tetesessnnns venel
Does the head of the household belong to a NO..vvaunn Cerssssssienscneans vees2—»35
scheduled tribe?

34

TRIBE —s36
What is the name of the tribe? (NAME)
35
CASTE
To which caste does the head of the household belong? (NAME)
HO CASTE........ cescesrssranna 996
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SKIP

RO, QUESTIONS AND FILTERS CODING CATEGORIES T0
36 YES. . cetianeovnnsenssascnsnsnanal
Does this household own any sgricultural land? Y 1 4
37 ACRES...oeivcisianananas
NORE.. ooeseessaaresnananeess 000
What is the size of non-irrigated land
under cultivation, in acres? LESS THAN ONE....ccccvvnvesss 996
18 ACRES..cvevencecanancnns I
HONE.....ieoeveunnnnnnannasss 000
what is the size of irrigated land
under cultivation, in acres? LESS THAN ONE....ccvvnreeeees.996
39 YES.vieeeenesnenrnsnncnncasnnnasl
Does this household own any livestock? L Y T 4
BULLOCK. cevseverecceannsansnenaash
40 COM.nvieenssorosccancnennsnasnasB
BUFFALO...ciecesvecrncnncannanssl
What type of livestock do you own? GOAT..cveeerencncarancnsssneasssssD
SHEEP. . cevveesvesaresenasnnenasE
RECORD ALL MENTIONED. CAMEL . ocvveveveesncccnsnnansanasfF
OTHER G
(SPECIFY)
41 IN THE HOUSE.....ovcevenennensasd
Where do you usually keep the animals at night? OUTSIDE THE HOUSE......cvveveane?
42 YES NO

Does the household own any of the following?
A sewing machine?

A clock or watch?

A sofa set?

A fan?

A radio or transistor?
A refrigerator?

A television?

A VCR or VCP?

A bicycle?

A motorcycle or sccoter?
A car?

A bullock cart?

A thresher?

A tractor?

A water pump?

SEWING MACHINE.............1 2
CLOCK/MATCH. .. vevvannnnaned 2
SOFA SET....covievnnnnnnnased 2
FAN .o inrerinnteeransannsssl 2
RADIO/TRANSISTOR...........1 2
REFRIGERATOR. ..evvvcnenansal 2
TELEVISION.................1 2
[0 74 o | e
-1 {1 N A | 2
MOTORCYCLE/SCOOTER.........1 2
CAR...... sesseseevnassonenel 2
BULLOCK CART..............nd 2
THRESHER. ....cocvinennnassl 2
TRACTOR. . cvvvnecerennnnnaas] 2

WATER PUMP......cvvveeneesd 2
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43
Now 1 would like to ask you about the births that have
taken place to any wmember of your household or visitor
during the last two years.
Did any usual resident of this household give birth to 2 |
a child since (Pongal/Makar Sankranti/January) 1990 in
this (city/town/village) or outside? 1 Sy 4 3
44
How many births took place? TOTAL BIRTHS..... ceenmscans ...[:]
45
YES..... cesnee ceeenaee cesaae |
Did any visitor to this household give birth to & child NOevennnoverneonnnnanaans veanas 2—47
since (Pongal/Makar Sankranti/January) 19907
46

How many births took place?

CHECK 44 AND 46:

ONE OR MORE NO BIRTHS
BIRTHS [f]
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RECORD NAMES OF BIRTHS S$INCE JANUARY 1990 IN 48. RECORD TWINS AND TRIPLETS ON SEPARATE LINES.
48 49 50 S1 52 53 54 55 56
IF DEAD:
In what month
and year was How old was he/she
(NAME) born? when he/she died?
PROBE: IF ™1 YEAR",
PROBE :
How old was
What name was § Was the the mother Is Is (NAME)
given to the mother a RECORD at the time (NAME) what is his7her still
baby bofn usual LINE of birth a boy birthday? alive? How many months
(first/next)? | resident NUMJER OF of (NAME)? RECORD or a OR: old was (NAME)?
of the MOTHER IN SINGLE OR | girl?
househotd THE RECORD AGE MULTIPLE ECORD DAYS IF LESS
or 8 HOUSEHOLD IN COMPLETED{ BIRTH In what season THAN OKE MONTH
visitor? SCHEDULE. YEARS. STATUS. was he/she born?
LINE
2] ESIDENT..1 NUM- [:I:] AGE OF SINGLE..1 ] BOY...1 | MONTH.. YES...1 ] DAYS....1
BER MOTHER (GO TO
IVISITOR...2 MULT....2 | GIRL..2 | YEAR... NEXT MONTHS. .2
(NAME) MOTHER [:I:] BIRTH)
DIED.....95
NO....2
LEFT HH..96
LINE
E] ESIDENT..1 NUM- D] AGE OF SINGLE..1 | BOY...1 | MONTH.. YES...1 | DAYS....1
BER MOTHER (GO TO
IVISITOR,..2 MULT....2 | GIRL..2 | YEAR... NEXT MONTHS. .2
(NAME) MOTHER [:I:] BIRTH)
DIED.....95
NO....2
LEFT HH..96
LINE
E] ESIDENT. .1 NUM- [:I:] AGE OF SINGLE..1 | BOY...1 | MONTH.. YES...1 ] DAYS....1
BER MOTHER (GO TO
IVISITOR...2 WULT....2 | GIRL..2 | YEAR... NEXT MONTHS. .2
(NAME) MOTHER [:I:] BIRTH)
DIED.....95
NO....2
LEFT HH..96
LINE
Oi] ESIDENT. .1 RUM- D] AGE OF SINGLE..1 | BOY...1 | MONTH.. YES...1 | DAYS....1
BER MOTHER (GO 1O
VISITOR...2 MULT....2 ] GIRL..2 ; YEAR... NEXT MONTHS. .2
(NAME) MOTHER [:I:] BIRTH)
DIED.....95
NO....2
LEFT HH..96
LINE
(E] rESIDENT.J NUM- [:I:] AGE 7 ¢ SINGLE..1 | BOY...1 | MONTH.. YES...1 | DAYS....1
BER MOTHER (GO TO
VISITOR...2 MULT....2 ] GIRL..2 | YEAR... NEXT MONTHS. .2
(NAME) HOTHER [:I:] BIRTH)
DIED.....95
NO....2
LEFT HH..96
LINE
ﬂ ESIDENT..T | NUM- [:I:] AGE OF SINGLE..1 | BOY...1 | MONTH.. YES...1 | DAYS....1
BER HOTHER (GO TO
IVISITOR...2 WULT....2 | GIRL..2 | YEAR... NEXT MONTHS. .2
(NAME) MOTHER [:I:] BIRTH)
DIED.....95
NO....2
LEFT HH..96
COMPARE SUM OF &4 AND 46 WITH NUMBER OF BIRTHS IN 48 AND MARK:
NUMBERS ARE NUMBERS ARE
SAME {3 DIFFERENT m » PROBE AND RECONCILE
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NO. QUESTIONS AND FILTERS CODING CATEGORIES TO
58
Now I would like to ask you about the deaths of any
member of your houcehold or visitor during the last
two years.
Did any usual resident of this household die since . |
(Pongal/Makar Sankranti/January) 1990 in this
(city/town/village) or outside? o A N ]
59
How many persons died? TOTAL DEATHS...............D
60
YES.eesaanan. cesesassan vesseenaal
Did any visitor to this household die NOieeeennnnann resresnrseasnnanesed—62
since (Pongal/Makar Sankranti/January) 19907
61

How many deaths took place?

CHECK 59 AND 61:

NO DEATHS 1

TOTAL DEATHS......... ceseee D

OHE OR MORE
DEATHS [F
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RECORD NAMES OF DEATHS SINCE JANUARY 1990 IN 63.

63 64 65 66 67 68 69 70 71 s 73
CHECK 65
AND 66: Was (NAME) | Did (NAME) Did (NAKE) die Was the death of What were the
What Was (NAME) { Was (NAME) | How old was he/she | In what month pregnant die during within two months (NAME) due to a major symptoms
(was/were) a usual a male or when he/she died? and year did DECEASED when she childbirth? | after the end of a | complication of observed before
the neme(s) resident a female? (NAME) die? WAS FEMALE died? pregnancy or the pregnancy or the death of
of the of the RECORD DAYS IF LESS AGED 13-49 childbirth? chitdbirth? (NAME)?
person(s) household THAN ONE MONTH, AT THE TIME
who died? or a MONTHS 1F LESS TMN GF DEATH
visitor? TWO YEARS, OR YEARS
ﬂl RESIDENT..1 MALE..... 1 DAYS....1 MONTH. . YES...... 1 YES...... 1 YES...... 1 YES.eeeerranns .1 ) | 3- PR
(GO TO 72)<] (GO TO NEXTJ (GO TO NEXTJ ED
VISITOR...2 FEMALE...2 MONTHS. .2 YEAR... DEATH) DEATH)
(NAME) NO....... 2 NO....... 2 NO....... 2 NO..ceveerocnnnn 2y{ NO....... cenenae 2 SYMPTOMS
YEARS...3 J J
(GO TC 73) (GO To 73)
EI RESIDENT. .1 MALE..... 1 DAYS....1 MONTH. . YES...... 1 YES...... 1 YES...... 1 YES.evverenenonn 1 YES.eeeeoenacane 1
(GO TO 72)<] {GO TO NEXTJ (GO0 TO NEXTJ D]
VISITOR...2 FEMALE...2 MONTHS. .2 YEAR... DEATH) DEATH)
(NAME) NO....... 2 NO....... 2 NO....... 2 NO..veeennconann 2 NO..erecenennene 2 SYMPTOMS
YEARS...3 J J o
(Go T0 73) (GO To 73)
EI RESIDENT. .1 MALE..... 1 DAYS....1 MONTH. . YES...... 1 YES...... 1 YES...ew™ 1 YES..cierncennns 1 YES..cveeeneenann 1
(GO 1O 72)<] (GO TO NEXTJ (G0 TO NEXTJ !:D
VISITOR...2 FEMALE...2 MONTHS..2 YEAR... DEATH) DEATH)
(NAME) NO....... 2 NO....... 2 NO....... 2 NO..covveeecnnnn 21 NO eseieennnanne 2 SYMPTOMS
YEARS...3 J J
(GO TO 73) (GO To 73)

COMPARE SUM OF 59 AND 61 WITH NUMBER OF DEATHS IN 63 AND MARK:

NUMBERS ARE NUMBERS ARE 1
SAME DIFFERENT

+ PROBE AND RECONCILE
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NATIONAL FAMILY HEALTH SURVEY
(MCH AND FAMILY PLANNING)
WOMAN’S QUESTIONNAIRE

INDIA 1992-1993

CONFIDENTIAL
For Research
Purposes Only

IDENTIFICATION

NAME OF STATE

PSU NUMBER. ¢ v ettteeeesnsonssnsacocscnonoeancssonaanoenns

NAME OF DISTRICT

NAME OF TEHSIL/TALUK

URBAN/RURAL (Urban=1, Fural=2).....c.eceecscececoensensss

NAME OF TOWN AND TOWN BLOCK OR VILLAGE

LARGE CITY/SMALL CITY/TOWN/RURAL AREA. .. eeeceerescncenons
(large city=1, small city=2, town=3, rural area=4)
HOUSEHOLD NUMBER: ¢ o v eeveencroesosscosoacssocansosesocssss

NAME AND LINE NUMBER OF WOMAN

ADDRESS OF HOUSEHOLD

INTERVIEWER VISITS

1 2 3 FINAL VISIY
DATE DAY
MONTH
YEAR
INTERVIEWER’S NAME NAME
RESULT»> RESULT
NEXT ViuiT: DATE TOTAL NUMBER
TIME OF VISITS
*RESULT CODES:
1 COMPLETED 3 POSTPONED S PARTLY COMPLETED
2 NOT AT HOME 4 REFUSED 6 OTHER (SPECIFY)

LANGUAGE OF QUESTIONNAIRE**. .. uueeeeeenoennseensonsnnnnns
LANGUAGE OF INTERVIEW ¥, i\, ictiiinooacennnnonssonsonensens

NATIVE LANGUAGE OF RESPONDENT** . ... .evevenneeesosonnoennsnn

TRANSLATOR USED....vceevcvvvsscseeeees YES...1 NO...2
**LANGUAGE CODES:
01 Assamese 05 Hindi 09 Marathi 13 Sindhi
02 Bengali 06 Kannada 10 Oriya 14 Tamil
03 English 07 Kashmiri 11 Punjabi 15 Telugu
04 Gujarati 08 Malayalam 12 sanskrit 16 Urdu
17 Other (SPECIFY) 18 Konkani
SPOT- FIELD OFFICE
CHECKED BY EDITED BY EDITED BY KEYED BY KEYED BY
NAME
DATE
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SECTION 1. RESPONDENT’S BACKGROUND

__QUESTIONS AND FILTERS

RECORD THE TIME.

SKIP
CODING CATEGORIES

HOUR..itcenneevennnnncanes

MINUTES...ciceecacncncnnnns

102
CITY/TOMN..oeeeusecesncennanuanal
First 1 would like to ask some questions about you and VILLAGE.sveseeveccaceansssacansnsd
your household. For most of the time until you were 12
years old, did you live in a city or in a village?
103
YEARS.cvcvceenne cesesssvses
How long have you been living continuously in (NAME OF ALWAYS. cietiiennnnrnsnnsnnaeas?S
CURRENT PLACE OF RESIDENCE)? VISITOR........................96:::1>105
104
CITY/TOMN. cccenanann cececscsassel
Just before you moved here, did you live in a city VILLAGE . iecvueranaanas cersveacenel
or in a village?
105 MONTH. ceesenencsanssnsnnnss
DK MONTH. e eviecarcennenncnaess .98
In what month and year were you born? YEAR.cvueusoscesassannnnnns
DK YEAR...cevecvonsnncescncesa 98
106
How old were you at your last birthday? AGE IN COMPLETED YEARS.....
COMPARE AND CORRECT 105 AND/OR 106 IF INCONSISTENT.
107 CURRENTLY MARRIED...ceevecvavanan 1
SEPARATED. ccveenne cercsscscsnannal
WIDOWED...... cseesssssansan R |>111
What is your current marital status? DIVORCED..veceenccoensaasvrasananns
NEVER MARRIED....v0vceeveencancas S——+END
108
LIVING WITH HIM....ccvvrrennaes s 1—111

Are you 1iving with your husband now or is he staying
elsewhere?

STAYING ELSEWHERE......c0vevesss2




NO. QUESTIONS AND FILTERS CODING CATEGORIES T0
109
YESeeoranane trresenann ceerecssas 11— 11
During the last four weeks, did you stay with ND.iveeesnonesnonsancscascenannnel
your husband at any time?
110
MONTHS .. evccerrncensananssl
For how long have you and your husband not been YEARS . ccveceeronnnasnnassl
living together?
RECORD MONTHS OR YEARS.
m
Now | would like to ask you some questions on your ONCE...vvvuns csnnsssnnssscsssnass l—115
marriage.
Have you been married only once or more than once? MORE THAN ONCE...cccevvecnceeesel
112
AGE IN COMPLETED YEARS.....
How old were you at the time of your first marriage?
113
AGE IN COMPLETED YEARS.....
How old were you when you started living with your GAUNA HAD NOT TAKEN PLACE...... 96
first husband?
14
AGE IN COMPLETED YEARS.....
How old were you when your first marriage dissolved?
115
AGE IN COMPLETED YEARS.....
How old were you at the time of your
[current) marriage?
116

How old were you when you started {iving with
your ([current] husband?

AGE IN COMPLETED YEARS.....

GAUNA HAS NOT TAKEN PLACE.....96 ——END
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SKIP

NO. QUESTIONS AND FILTERS CODING CATEGORIES T0
17
Before you got married, was your [current] husband 0 S -k 4
related to you in any way?
FIRST COUSIN ON FATHER’S SIDE...1
118 FIRST COUSIN ON MOTHER’S SIDE...2
SECOND COUSIN...cceaceassannassasd
UNCLE.esnvennesonensanancsonnsashh
What type of relationship was it? OTHER BLOOD RELATIVE..........0d5
BROTHER-IN~LAW...ccccuevranceassd
OTHER NON-BLOOD RELATIVE........7
119
AGE IN YEARS...............D]
What is the minimum legal age at marriage for a
girl in India? DKeveroovaonsonanen tesesesananse 98
120
AGE IN YEARS..cviereeocnanaa D]
wWhat is the minimum legal age at marriage for a
boy in India? DKecoeoeoasasoscoccnascassasnss?B
1”21 | 3 |
Have you ever attended school? NO.vvereeaesrocanasncasssancasesd—2126
122

What is the highest grade you completed?

CHECK 122:

GRADE 6-12

GRADE 0-5

GRADE 13+

|
124 | 732 |
|->126
Can you read and write? NOuvvveresonncnccssnoansnna censsl
I
DEGREE NOT COMPLETED....ev.....01
125 NON-TECHNICAL DEGREE

What is the highest degree you have obtained?

BACHELOR’S DEGREE...vesoness 02
MASTER’S DEGREE......0s0vee.03
PheDiveeecssereneensoncensesaBb

TECHNICAL DEGREE
BACHELOR’S DEGREE..... veeeass05
MASTER'S DEGREE......o.......08

TECHNICAL DIPLOMA/CERTIFICAYE

NOT EQUIVALENT TO DEGREE......07

NON-TECHNICAL DIPLOMA/CERTIF.

NOT EQUIVALENT 7O DEGREE......08

OTHER DEGREE_____ 09

(SPECIFY)
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SKIP

NO. QUESTIONS AND FILTERS CODING CATEGORIES T0
126
Do you usually listen to a radio at least once a week? NO.ooeeoaoenonnoaascarnnsnnannend
127
23 |
Do you usually watch television at least once a week? NO.ioonuosessooansesarsnanansneeel
128

130

Do you usually go to a Cinema Hall or Theatre to see a
movie at lenst once a month?

CHECK Q.5 IN THE HOUSEHOLD SCHEDULE:

THE WOMAN INTERVIEWED IS NOT A
USUAL RESIDENT

How long have you been visiting in this house?

{37 |

KO.ouoreeiennenonennanencanes cese

THE WOMAN INTERVIEWED IS A USUAL -RESIDENT

113 £ T |

MONTHS ¢ e vevnneepennnnanas2

YEARS . cevuvrinnnenseneess3

131

How much longer do you intend to stay here?

DAYS.euvnereranenrnrnensd l_

HONTHS..evvnnnnrnecnannnd | ]

YEARS .. iuvnacesennceseassd

DKevorninneneesncesecnnannsss 998

132

What is the main reason for your visiting this
household?

VISITING FOR DELIVERY PURPOSE..1
VISITING FOR OTHER PURPOSE.....2

133

Now 1 would Llike to ask about the place in which
you usually live.

Do you usually live in a city, in a town, or in
a village?
IF CITY:

In which city do you live?

————————— e

LARGE CITY (1 NILLION +)........1
SHALL CITY..oueescriecrannnnassald
L P |
VILLAGE.¢eovvereiencnncncennsaash
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SKIP

NO. QUESTIONS AND FILTERS CODING CATEGORIES T0
134 ANDHRA PRADESH...cctvencenesessa0l
ARUNACHAL PRADESH...ccu.. sesases 02
In which state do you usually live? .
HARYANA....... veassaes PR 1 4
HIMACHAL PRADESH..ccovesaees vees08
JAMMU & KASHMIR...oe0seses eeenes09
KARNATAKA, . cceese coresssas veeses10
KERALA.vsoscocens e k|
MADHYA PRADESH....... sssases vesel2
MAHARASHTRA. . coeeeses R k.1
MANIPUR. ccoavcannsns A 1
MEGHALAYA. .. ooaencnnscsscscnes .15
MIZORAM,...... vavesaresscecanens 16
NAGALAND.,.vevenes sesessess veeeaad?
ORISSA...... serssene sessensssess18
PUNJAB,eoeoeennse sacene serasesse .19
RAJASHTAR. ccoecvensnn sesesees vese20
SIKKIM, cveveveces sessensns consana 21
TAMIL RADU....... veead
TRIPURA. s cecevenen veeeesll
UTTAR PRADESH.....c0se teessessne 24
WEST BENGAL....coven sesees seeene 25
ANDMAN & NICOBAR ISLANDS........ 26
CHANDIGARH....... R 1 4
DADRA & NAGAR HAVELl.....cc0vs..28
DAMAN & DIU..cccsesenccsoncsccen 29
DELHl .e.ieeeececccconsccscnens vee30
LAKSHADWEEP. ... PR § |
PONDICHERRY ¢ cvacacesoocacescns .32
OUTSIDE INDIA.,ccoveaee resene .es33
PIPED WATER
135 PIPED INTO
RESIDENCE/YARD/PLOT...... e 11— 137
PUBLIC TAP.vicvernroseonsassesl?
GROUND WATER
HANDPUMP IN YARD/PLOT...ccues. 21— 137
PUBLTC HANDPUMP..vvevoansssae. 22
WELL WATER
WELL IN RESIDENCE/YARD/PLOT...23—137
PUBLIC VELL.vcevnnsassnncanen 2l
Now I would Like to ask sbout the household in which SURFACE WATER
you usually live. SPRINGevsveasscnnsecssaansasseldl
RIVER/STREAM: s eencenvroassssesd2
what is the main source of water your household uses POND/LAKE .o vvnccanss vessennses3l
for bathing and washing? DAM,.coseanns sesecssssssansssedh
RAINWATER. . covoescases [P 3|
TANKER TRUCK..eovassenusasenesssdl
OTHER 81
(SPECIFY)
136
How long does it take to go there, get water, MINUTES.................D:I]
and come back in one trip?
137

Does your household get drinking water

from this same source?

YESisisasrnosnesunssncsassasssesl-—e139

T T4
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NO.

138

QUESTIONS AND FILTERS

What {s the main source of drinking water
for members of your household?

CODING CATEGORIES

PIPED WATER
PIPED INTO
RESIDENCE/YARD/PLOT......... 11
PUBLIC TAP...cievennnccranneaad2

GROUND WATER
HANDPUMP IN YARD/PLOT.........21
PUBLIC HANDPUMP.......c0vveaas22

WELL WATER
WELL IN RESIDENCE/YARD/PLOT...23
PUBLIC WELL.....ceuvinrnenneso2b

SURFACE WATER
SPRING.cevvevrenennennnnans 3
RIVER/STREAM. .. vvversennsneed32
POND/LAKE...covureenrannsnress33
DAM....c....e vestssrtesseraanee 34

RAINWATER.....c.cvvunn - Y

TANKER TRUCK.....ovseieecncnnnan 51

BOTTLED WATER.....ccuvennnnranss .61

OTHER 81
(SPECIFY)

SKIP

139

what kind of toilet facility does your household have?

FLUSH TOILET
OWN FLUSH TOILET.......00ve...1
SHARED FLUSH TOILET..esvuvaess12
PUBLIC FLUSH TOILET....c00ve.e13

PIT TOILET/LATRINE
OWN PIT TOILET/LATRINE........21
SHARED PIT TOILET/LATRINE.....22
PUBLIC PIT TOILET/LATRINE.....23
NO FACILITY/BUSH/FIELD...... ceed3
OTHER 41
(SPECIFY)

140

What is the main source of lighting for your household?

ELECTRICITY........ - |

KEROSENE....ccieevrrnnnansanaasad

GAS.......... .

L0 Y

OTHER 5
(SPECIFY)

14

How many rooms are there in your household?

ROOMS...... tresesecsrvnnnse

142

Do you have a separate room which is used as a kitchen?

YES.iiviierenennannnssesansoasal

NOtoiiieaniinennnosrnnssonnrannsl

143

What type of fuel does your household mainly use

for cooking?

L0 P 1 |
COW DUNG CAKES....verevrnress..02
COAL/COKE/LIGNITE.ccvevennnsas 03
CHARCOAL..cvvvveeernnnnnnnnaaes0b
KEROSENE. .. cveennvrnnecncsaansa05
ELECTRICITY.vvvriieccnnnennnseaa06
LIQUID PETROLEUM GAS...........07
BIO-GAS....covvvenorennnnnnaa ..08
OTHER 09
(SPECIFY)
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SKIP

NO. QUESTIONS AND FILTERS CODING CATEGORIES T0
144
what materials have been used for the construction of PUCCA.covvracocsancassonsannans 1
roof, walls and floor of the house where you usually KACHHA. ..o oveveasacoanncsnosraces 2
live? SEMI-PUCCA..ccccvevannnee ceesesd
ROOF
WALLS
FLOOR
HINDU....veoenens R 1 |
145 SIKHeeoenasaoanosnansses R 1 4
BUDDHIST/NEO BUDDHIST...... vess03
CHRISTIAN.ccvcvevcccscsannans . .04
what is the religion of the head of the household? JAIN . ceeverecrncsassnsncnvansaddd
JEWISH...... seessanse ceveaans ..06
MUSLIM. coovvercccencoannccnnnea07
ZOROASTRIAN..... esscnssanns ves.08
NO RELIGION.......... veesesss ..09
OTHER 10
(SPECIFY)
146 YES...... . PP |
Does the head of the household belong to a o cessaas ee2— 148
scheduled tribe?
147
TRIBE — 14§
What is the name of the tribe? (NAME)
148
CASTE
To which caste does the head of the household belong? (NAME)
NO CASTE.ccovecncccsocncnans ..996
149 YES.sveooooenaasss veesscsscssneal
Does your household own any agricultural land? NOeeeeevoraaanne resacnenns ......2—I»15J
150 ACRES...vccveveasanss ces
NONE.evooonccesossassannnaaass-000
What is the size of pon-irrigated land
under cultivation, in acres? LESS THAN ONE.oveveacncnsanss 996
151 ACRES.c0cvs.. cserennsnne
NONE.oeoveerococnsanncsnsasass000
What is the size of irrigated land
under cultivation, in acres? LESS THAN ONE..cvveecnsneeese 996
8
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>KIP

NO. QUESTIONS AND FILTERS CODING CATEGORIES TO
152 YES..eivenns tesenesssscsacssansa 1
Does your household own any livestock? NO....... ressssena cecssecnnns .o 2—+155
|
BULLOCK..eevennnn essevcssssanses A
153 COM.eveennncrascaacnennnanns N :
BUFFALO..... sesescscesaanns vessel
What type of livestock do you own? GOAT....... Ceesessescearssasanas D
SHEEP...veveenacaacrcncconnees ..E
RECORD ALL MENTIONED. CAMEL..... ceasccsscnsans ceenanas F
OTHER G
(SPECIFY)
154 IN THE HOUSE..... cevesennans P |
Where do you usually keep the animals at night? OUTSIDE THE HOUSE....cevenvueen .2
155 Does the household own any of the following? YES NO
A sewing machine? SEWING MACHINE...... R 2
A clock or watch? CLOCK/WATCH..... seesssnaans 1 2
A sofa set? SOFA SET........ PR | 2
A fan? FAN....... sescenssennssenan 1 2
A radio or transistor? RADIO/TRANSISTOR.....c.c... 1 2
A refrigerator? REFRIGERATOR...cccveaens .| 2
A television? TELEVISION. civievereeeenes oal 2
A VCR or VCP? VCR/VCP....... csersssssanne 1 2
A bicycle? BICYCLE..cvovanene [P | 2
A motorcycle or scooter? MOTORCYCLE/SCOOTER.....c..s1 2
A car? CAR..evevecnnannnans ceasanel 2
A tractor? TRACTOR....... tesesssscanna 1 2
A thresher? THRESHER.......... cessnanas 1 2
A bullock cart? BULLOCK CART..ccovveceanees 1 2
A water pump? WATER PUMP..... cecsseassnnn 1 2
156
How many people are there in your household? NUMBER OF PERSONS.....cec...
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SECTION 2. REPRCOUCTION

SKiP
NO. QUESTIONS AND FILTERS CODING CATEGORIES T0
201 YES.eoeruassannarossssssnsecnanel
NO.ioieroaransonossnsoasansncnasns 22— 206
Now I would like to ask about all the births you have
had during your life. Have you ever given birth?
202 YES.vevaesnsavcnasenscsanssasannel
NO..... tertssssersarssrasssnnanna 2—» 204
Do you have any sons or daughters to whom you have
given birth who are now living with you?
203 SONS AT HOME.....ovvevanans
DAUGHTERS AT HOME......c...
How mary sons live with you?
And how many daughters tive with you?
1F NONE, RECORD ‘00!.
204 YES.veeeeeraonanassssesncnnsnsns A
o ceeraans 2——»206

Do you have any sons or daughters to whom you have
given birth who are alive but do not live with you?

205 SONS ELSEWHERE.....ccuceenn

DAUGHTERS ELSEWHERE........

How mary sons are alive but do not live with you?
And how many daughters are alive but do not tive with
you?

IF NONE, RECORD ‘00°‘.

206 -3 |

NOevrerananeronesononsacsonnneas2—>208

Have you ever given birth to a boy or a girt who wae
born alive but later died? IF NO, PROBE: Any
baby who cried or showed any sign of life but

only survived a few hours or days?

207 S0YS DEAD..coocvesvnnacanns

GIRLS DEAD...veeesranccnnns

In all, how many boys have died?
And how many girls have died?

IF NONE, RECORD 00/,
— SRR I R S S N TSR AN ")

SUM ANSWERS TO 203, 205, AND 207, AND ENTER TOTAL.

IF NONE RECORD ‘00’.

10
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SKIP

NO. QUESTIONS AND FILTERS CODING CATEGORIES T0
209 CHECK 208:
Just to muke sure that 1 have this right: you have had
i) TOTAL births during your life. 1Is that
correct?
PROBE AND
YES NO CORRECT 201-208
AS NECESSARY
v
210 3 |
NO.oosvnecnveosavsnsassnanaaes. s 2—212
Have you ever had a stillbirth?
211
NUMBER OF STILLBIRTHS........ D
How many stillbirths have you had?
212 YES.uesanssasacencecasoncanaannsl
Have you ever had an abortion? NOueieeonsonarsasannasnssannsessd—>214
PROBE FOR SPONTAN:OUS AND INDUCED ABORTIONS.
213

How meny abortions have you had?

PROBE FOR NUMBER OF SPONTANEOQUS AND INDUCED ABORTIONS.
1F_NONE, RECORD ‘01,

CHECK 208:

SPONTANEQUS ABORTIONS..cccvees

THDUCED ABORTIONS...cccevaaaas

ONE OR MORE N0 sirTHs (1
BIRTHS

253

"



L - -~

215

Now I would like to talk to you about all the births in your lifetime, whether currently alive or not, starting
with the first one you had.

RECORD NAMES OF ALL THE BIRTHS IN 216.
219

What name was
given to your
(first, next)

217

RECORD
SINGLE
OR
MULTIPLE
BIRTH
STATUS.

218

Is
(NAME )

a boy or
a girl?

In what month
and year wa3s
(NAME) born?

PROBE :

wWhat is his/her
birthday?
OR:

In what season

uas he/she born7‘

220

Is (NAKE)
still
slive?

e21
IF ALIVE:

How old was
(NAME) at
his/her last
birthday?

RECORD AGE
IN COMPLETED
YEARS.

RECORD TWINS AND TRIPLETS ON SEPARATE LINES.

222
IF ALIVE:

Is (NAME)
living
with you?

YEARS, OR YEARS.

223
1F DEAD:

How old was he/she
when he/she died?

IF "1 YEAR“, PROBE:

How many months
old was (NAME)?

RECORD DAYS IF LESS
THAN 1 MONTH, MONTHS
IF LESS THAN TWO

ﬂJ SIKG...1 | BOY...1 MONTH. . YES...1 AGE IN YES.....1 DAYS....1
YEARS
MULT...2 ] GIRL..2 YEAR... NO....2 uo......zh MONTHS..2
o | 11 v
v (GO TO NEXT | YEARS...3
223 BIRTH)
EJ SING...1 | BOY...1 MONTH. . YES...1 AGE IN YES.....1 DAYS....1
YEARS
MULT...2 ] GIRL..2 YEAR... NO....2 uo......zh MONTHS. .2
(NAME) ED v
v (GO TO NEXT | YEARS...3
223 BIRTH)
EJ SING...1 ] BOY...1 MONTH. . YES...1 AGE IN YES.....1 DAYS....1
YEARS
MULT...2 | GIRL..2 YEAR. .. NO....2 uo......zh MONTHS. .2
(NAME) | ED v
v (GO TO NEXT | YEARS...3
223 BIRTH)
ﬂ SING...1 | BOY...1 MONTH. . YES...1 AGE IN YES.....1 DAYS....1
YEARS
MULT...2 ] GIRL..2 YEAR... NO....2 uo......zh MONTHS. .2
e | 1] v
v (GO TO MEXT | YEARS...3
23 BIRTH)
EJ SING...1 ] BOY...1 MONTH. . YES...1 AGE IN YES.....1 DAYS....1
YEARS
MULT...2 [ GIRL..2 YEAR. .. NO....2 uo......zh MONTHS. .2
NANE) D:] v
v (GO TO NEXT | YEARS...3
223 BIRTH)
EJ SING...1 | BOY...1 MONTH. . YES...1 AGE IN YES.....1 DAYS....1
YEARS
MULT...2 | GIRL..2 YEAR... H0....2 No......zh MONTHS. .2
(NAME ) [:][:] v
v (GO TO NEXT | YEARS...3
223 BIRTH)
0_7J SING...1 ] BOY...1 MONTH. . YES...1 AGE IN YES.....1 DAYS,...1
YEARS
MULT...2 | GIRL..2 YEAR... NO....2 uo......zh MONTHS. .2
(NAME) | D] v

v (GO TO MEXT | YEARS...3
223 BIRTH)
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e IR,
216 217 218 219 220 221 222 223
IF ALIVE: 1F ALIVE: IF DEAD:
In what month How old was he/she
and year was when he/she died?
(NAME) born?
PRO3E: IF "1 YEAR", PROBE:
What name was 1s Is (NAME) | How old was | 1s (NAME)
given to your (NAME) still (NAME) at living
next baby? a boy or alive? his/her last] with you?
RECORD a girl? What is his/her birthday? How many months
SINGLE birthday? old was (NAME)?
OR OR:
MULTIPLE RECORD AGE RECORD DAYS IF LESS
BIRTH IN COMPLETED THAN 1 MONTH, MONTHS
STATUS. In what seascn YEARS . 1F LESS THAN TWO
was he/she horn? YEARS, OR YEARS.
ﬂ SING...1 | BOY...1 HONTH. . YES...1 AGE IN YES.....1 DAYS....1
YEARS
MULT...2 ] GIRL..2 YEAR. .. NC....2 NO......Z}-I MONTHS, .2
(NANE) ED v
v (GO TO NEXT} YEARS...3
223 BIRTH)
0_9J SING...1 ] BOY...1 HONTH. . YES...1 AGE IN YES.....1 DAYS....1
YEARS
MULT...2 | GIRL..2 YEAR... NO....2 NO......Z}-I MONTHS. .2
(NAME) ED v
v (GO TO NEXT | YEARS...3
223 BIRTH)
EJJ SING...1 ] BOY...1 MOMTH. . YES...1 AGE IN YES.....1 DAYS....1
YEARS
WLT...2 ] GIRL..2 YEAR... NO....2 NO......Z}-I MOUTHS. .2
| O[S
v (GO TO NEXT ] YEARS...3
223 BIRTH)
EJ SING...1 ] BOY...1 HONTH. . YES...1 AGE IN YES.....1 DAYS....1
YEARS
MULT,..2 | GIRL..2 YEAR... NO....2 NO......Z}-I MONTHS. .2
s 1 |
v (GO TO NEXT| YEARS...3
223 BIRTH) g
1_2J SING...1 | BoY...1 MONTH. . YES...1 AGE IN YES.....1 UAYS, .. .1
YEARS
NULT...2 | GIRL..2 YEAR... NO....2 NO......Z}-l HONTHS., .2
(NAME) D] v
v (GO TO NEXT] YEARS...3
223 BIRTH)

NUMBERS ARE
DIFFERENT

v
CHECK: FOR EACH BIRTH: YEAR OF BIRTH IS RECORDED.

FOR EACH LIVING CHILD: CURRENT AGE IS RECORDED,
FOR EACH DEAD CHILD: AGE AT DEATH IS RECORDED.
FOR AGE AT DEATH 12 MONTHS: PROBE TO DETERMINE EXACT NUMBER OF MONTHS.
FOR EACH CALENDAR BIRTH INTERVAL & OR &+ YEARS: EXPLANATION IS GIVEN.

CHECK 219 AND ENTER TH
IF NONE, RECORD ‘0’.

-

255

COMPARE 208 WITH NUMBER OF BIRTHS IN HISTORY ABOVE AND MARK:

E NUMBER OF BIRTHS SINCE JANUARY 1988,

[:L. (PROBE AND RECONCILE)
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QUESTIONS AND FILTERS

CHECK 107:

WIDOWED 1

CODING CATEGORIES

CURRENTLY DIVORCED
MARRIED SEPARATED
227 YES.eercenssnossosnosansacannnssl
No..............................2
Are you pregnant now?
UNSURE..........................8—- 23
228 MONTHS..eceesnsacscnnnancns
How many months pregnant are you?
|
229 THEN. . ovreeveasannscescannnssnasl
LATER.eesvcsseasananconsnanconenl .»
NOT AT ALL....... secesccssane
At the time you became pregnant, did you want to become
pregnant then, did you want to waft until later,
or did you not want to become pregnant at ali/
230 YES vevvnncocunnrsscassnansssnnsel I
NO IN MENOPAUSE..ccveveecsnoacsesl
Are you currently menstruating? NO IN AMENORRHOEA....ccousccvaessd 1232
NEVER MENSTRUATED...ccvcrossanessdh —»301
231
when did your last menstrual period start? MONTH. s eccevcceonnnncansns
YEAR.ccvsenccesacccnsannsns
232

How old were you when you experienced your first
monthly period?

AGE IN YEARS....cc... csarae

(S A Y S Y

256
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EfJ

delay or zvoid a pregnancy.

EACH METHOD.

cT

ONTRACEPT

Now | would like to talk about family plenning - the various ways or methods that a couple can use to

Which ways or methods have you heard about?

CIRCLE CODE 1 IN 302 FOR EACH METHOD MENTIONED SPOMTANEOUSLY.
THEN PROCEED DOWN THE COLUMN, READING THE NAME AND DESCRIPTION OF EACH METHOD NOT MENTIONED SPONTANEOUSLY.
CIRCLE CODE 2 IF METHOD IS RECOGNIZED, AND CODE 3 IF NOT RECOGNIZED.
THEN, FOR EACH METHOD WITH CODE 1 OR 2 CIRCLED IN 302, ASK 303-304 BEFORE PROCEEDING TO THE MEXT METHOD.

302
Have you ever heard
of (METHOD)?

READ DESCRIPTION OF

YES/SPONTANEOUS.....0neaesass

303

Have you ever
used (METHOD)?

304

Do you know where a person
could go to get (METHOD)?

YES.eoeeveeesnesnel | YES.ieeeeeentocrconccnonnnsl
YES/PROBEN .. eeveeesnananns .2
pill  Women can take a pill NOiiviveaneannnnne [ NOuoienneanessnoasnnannessd
every day. D .
v
YES/SPONTANEOUS . .voeunaenesad
YES.ieeeeannnneneel | YESuiuuuuoaneranancoonnsenaal
YES/PROBED.vuueseeersoanssensl
Ltoop or Copper T Women can have NOiouvoeeroseneeas? | NOieueeaonaanoanasnsensnnnal
a loop or coil placed inside NO..ooeimnrenensancnnnnnnane
them by a doctor or a nurse. 3]
v
YES/SPONTANEOUS .. evcveeeeessl
| (3 7S B I £ T |
Infections Women can have an YES/PROBED...csvsoeesarncees
injection given by a doctor or HOieeevunonnanosee2 | NDieavuvraeonreaanonncneeael
nurse which stops them from NOiioenvoeanasoennnnnacenans
becoming pregnant for several
months.
v
YES/SPONTANEOUS. s evaeesanasal
YESitveoeeeennaeael | YES.iiuiteeeososonancncnansal
YES/PROBED..ecovavscenasaces
Condom or Nirodh M2n can NOiiveevesnnnneene | NDiveunronnansecccacnnnneeel

use a rubber sheath during
sexual intercourse.

NO..........................31

Female sterilization Women

can have an operation to avoid
having any more children.

YES/SPONTANEOUS....couvveasesl

YES/PROBED..vverserasvennsanel

NO iioeseteeorenennnnasanans

Have you ever had an

operation to avoid

having any more
children?

) - 7R |

ND.civieronannanne?

YES:eeeeeearasenncenancnaeal

L
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Male sterilization Men can

302
Have you ever heard
of (METHOD)?

READ DESCRIPTION OF
EACH METHOD.

YES/SPONTANEOUS..evvvcacenssl

YES/PROBED.cocvveceenonnnnes

303

Have you ever
used (METHOD)?

Has your husbesr:!
ever had an opera-
tion to avoid having
any more children?

304

Do you know where a person
could go to get (METHOD)?

YES...eeeecnonoscocsconnnaal

NO..... cesesee cesesunscanas 2

have an operation to avoid YES..eeeroonsncens 1
having any more children. NOieveooronraaanaal
YES/SPONTANEOUS......... vesel
YES..iiveresannnedl
YES/PROBED.eeesssavasascrnael
NO.viovrenseonces .2 | Do you know where a person
NO.vevoonoeaonan cerssnnnne oo can obtain advice on how to
Rhythm or Periodic abstinence practice periodic abstinence?
Couples can avoid having sexual
intercourse on certain days of YES.cuuans ceasscenns P |
the month when the woman is
more likely to become pregnant. NOivveuoanennas cersssecnes .2
v
YES/SPONTANEOUS..0vevsesress]
YES........ ceneasal
YES/PROBED...... tenersesennsd
Hithdrawal Men can be careful NOieerennnnen 4
and pull out before climax. o .
v
Have you heard of any other YES/SPONTANEOUS .esesssnasssel
ways or methods that women
or men can us2 to avoid NOiveoronanas R
pregnancy?
1 YES:iessossoncenes 1
(SPECIFY) NO..ceovvecnnconns 2
2 YES:ieseonnennnnn A
(SPECIFY) HOieronvennncene el
3 YES..scaaoceeaanns 1
(SPECIFY) NO..... csesamecens 2

CHECK 303:

(NEVER USED)

NOT A SINGLE "“YES“

(EVER USED)

258

AT LEAST ONE "“YES"

D—» SKIP TO 308

16


http:aa~I..........tl

259

NO. QUESTIONS AND FILTERS CODING CATEGORIES 70
306 YESeeeeernnn. eevereereereens ]
NO.voeenoeonannnne censcessssane [:]-—’364
Have you ever used anything or tried in any way to
delay or avoid getting preg-ant?
307
that have you used or done?
CORRECT 303-305 (AND 302 IF NECESSARY).
308
NUMBER OF CHILDREN.....s...
Now | would like to ask you about the time when you
first did something or used a method
to avoid getting pregnant.
How many living children did you have at that time,
if any?
IF NONE, RECORD f00’.
309 CHECK 107:
CURRENTLY WIDOWED ‘—, .
MARRIED DIVORCED »352 B
SEPARATED :
ah, v B e . . - .
| 310 | checx 227:
NOT PREGNANT PREGNANT D -
OR UNSURE F »345 :
v
n CHECK 303:
NEITHER HE OR SHE :
STERILIZED STERILIZED ° :
Fl ] +3134)
v . . -
312 YES.iieeerenenaanan secesssenanne 1
L cecsssrrannas 2—»342
Are you or your husband currently doing something or
using any method to delay or avoid getting pregnant?
17



SKip

NO. QUESTIONS AND FILTERS CODING CATEGORIES T0
313 2 1 .01
LOOP/COPPER Tuviverannnsaansss.02—321
INJECTION..ccvevusonnnes veennsa03—>328
CONDOM/NIRODH. e ceecennee ceeness06—330
which method are you using? FEMALE STERILIZATION...........05
MALE STERILIZATION...ccovcceee .0 332
RHYTHM/PERIODIC ABSTINENCE.....07
313A] CIRCLE 705’ FOR FEMALE STERILIZATICN. WITHDRAWAL .. v eveceonsesoscasss 08 341
CIRCLE 706’ FOR MALE STERILIZATION. OTHER 0
(SPECIFY)
34
MONTHS ceevcecassonscacacasne
For how many months have you been using 8 YEARS OR LONGER..ceceesssese.96
the pill continuously?
IF LESS THAN 1 MON7H, RECORD ‘00,
315
YES.vececeansssavasssssaserassnsl
At the time you first started using the pill, did you NOiiieoananencnaonconesossoncnsel
consult & doctor or a nurse ?
316
| 13 |
Once you started using the pill, did a health worker NO.veseensosnsaonncsssannennnsosd
come to visit you for a follow-up related to your
use of the pill?
37 YES:eeveoseaaussnsaaccsssscnnacsl
Once you started using the pill, did you go to consult NODeeesossoacacnsnscnnananssasanel
a medical or health person about your experience with
the use of the pill?
YES..ceeoeasscnsassassanaasonsosl
318
NOeuveeoosoonsansncnsssnssnnessed—>320
Have you had any problems with the use
of the pill?
CRAMPS. cccvvarnnasnccsosnnnnnsssh
319 WEIGHT GAIN..veceececaceancanssssB

What problems have you had?

RECORD ALL PROBLEMS MENTIONED.

DIZZINESS.teevoencrsccansnsansadl
BODY ACHE.....
SPOTTING/BLEEDING..c.cveeeavensnsE
WHITE DISCHARGE....ccvasnnseneasf
BREAST TENDERNESS...cccscevuuess
NAUSEA/VOMITING..veeneccacecenssH
CANCER . cevreeoernovseacsssnnanesl
ALLERGY.....cvevoasansnsnsanaaasd
HEADACHE..vouveeenavscsssenaesaaK
OTHER L
(SPECIFY)

P 1

260
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SKIP

MO, QUESTIONS AND FILTERS CODING CATEGORIES TO
PUBLIC SECTOR
320 GOVT./MUNICIPAL HOSPITAL......11—
PRIMARY HEALTH CENTRE.........12
SUB-CENTRE....c0vveesancaneasa13
FAMILY PLANMNING CLINIC........%
MOBILE CLINIC............ vensald
Where did you obtain the pills the last time? GOVERNMENT PARAMEDIC..........16
PRIVATE MEDICAL SECTOR
PRIVATE HOSPITAL OR CLINIC....21 352
PHARMACY/DRUGSTORE . c s e cvesaesel
PRIVATE DOCTOR....ccaeosecsuses23
(NAME OF HOSPITAL IF CODE 11 OR 21) MOBILE CLINIC...cevvevenvanens 24
FIELD WORKER...covsaveanean & ]
OTHER PRIVATE SECTOR
SHOP..vvennveaenscessssonsaeanadl
FRIENDS/RELATIVES....cccunnen. 32
OTHER 41—
(SPECIFY)
321 GOVERNMENT DOCTOR....c0v0eecanan 1
GOVERNMENT PARAMEDIC.......... .l
PRIVATE DOCTOR..cvuvscencceceneeed
who inserted the (LOOP/COPPER T)? PRIVATE NURSE....cccncanens creselt
PUBLIC SECTOR
322 GOVT./MUNICIPAL HOSPITAL......11
PRIMARY HEALTH CENTRE......... 12
SUB-CENTRE...ccoescenvancasasald
FAMILY PLANNING CLINIC........14
Where did you obtain the (LOOP/COPPER T)? MOBILE CLINIC...... (R
GOVERNMENT PARAMEDIC..........16
PRIVAIE MEDICAL SECTOR
PRIVATE HOSPITAL OR CLINIC....21
PRIVATE DOCTOR....ccevvcnnnes .22
(NAME OF HOSPITAL IF CODE 11 OR 21) MOBILE CLINIC....cccvvnnevnea.23
OTHER 31
(SPECIFY)
323
MONTHS .. eucereesasansnnnnee
For how many months have you been using 8 YSARS OR LONGER..sveeseeeesssPb
the (LOOP/COPPER T) continuocusly?
IF LESS THAN 1 MONTH, RECORD '00’.
324
YES:eeesrensonncacsnsnscnnncansel
14
Since the (LOOP/COPPER T) was inserted, did any health
worker visit you for follow-up related to use of the
(LOOP/COPPER T)?
325
YESeeeionevannnsnssasnsoassnnasal
After the (LOOP/COPPER T) was finserted, did you go to NOi:eovoaoenasasnnesnncnsonareasd
consult a medical or health person about your
experience with the use of the (LOOP/COPPER T)?
19
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SKIP

NO. QUESTIONS AND FILTERS CODING CATEGORIES T0
326
YES:essesvacassansosasossossnsanl
Have you had any problems with the use NO......... cesnascasaes vevesesssd—»352
of the (LOOP/COFPER T)?
|
327 CRAMPS..veseesecnncecsacssasenns A—
BACKACHE .o ecvevens cerscenens RPN -
IRREGULAR PERIODS........ ssesens c
what problems have you had? EXCESSIVE BLEEDING........ vesesdD %352
WEAKNESS/INABILITY TO WORK...... E
RECORD ALL PROBLEMS MENTIONED EXPULSION........ cessessus sesssef
OTHER G—
(SPECIFY) |
328
HONTHS..veevevonsoenans sene
For how many months have you been using 8 YEARS OR LONGER....... ceanene 96
injections continuously?
IF LESS THAN 1 MONTH, RECORD '00’.
PUBLIC SECTOR
329 GOVT./MUNICIPAL HOSPITAL...... 11—
PRIMARY HEALTH CENTRE......... 12
SUB-CENTRE....oeueveneanne vesald
FAMILY PLANNING CLINIC........ 14
MOBILE CLINIC....ccvvn.s R
Where did you obtain the injection the last time? GOVERNMENT PARAMEDIC....c0vse. 16 1352
PRIVATE MEDICAL SECTOR
PRIVATE HOSPITAL OR CLINIC....21
PRIVATE DOCTOR..cvevvvevaausee 22
(NAME OF HOSPITAL IF CODE 11 OR 21) MOBILE CLINIC....vvceeencnee ..23
OTHER 31—
(SPECIFY)
330
MONTHS.covneucencnass cevean
For how many months have you been using 8 YEARS OR LONGER....... venssaaP6
(condoms/Nirodhs) continuously?
IF LESS THAN 1 MONTH, RECORD ’00°‘.
PUBLIC SECTOR
331 GOVT./MUNICIPAL HOSPITAL......11—
PRIMARY HEALTH CENTRE........ .12
SUB~CENTRE...cevuscecencacnans 13
FAMILY PLANNING CLa1dIC....s...14
Where did you obtain the (condoms/Nirodhs) MOBILE CLINIC........ cesasenns 15
the last time? GOVERNMENT PARAMEDIC....... ..o 16
PRIVATE MEDICAL SECTOR
PRIVATE HOSPITAL OR CLINIC....21
PHARMACY /DRUGSTORE . v e v v eovenee 22 9352
PRIVATE DOCTOR......... sessene 23
(NAME OF HOSPITAL IF CODE 11 OR 21) MOBILE CLINIC.....ccvvevecennss 24
FIELD WORKER. . .cvoevonsonsacan 25
OTHER PRIVATE SECTOR
SHOP...ioveereneosansnscnnnnsns 31
HUSBAND .. .cvvvevecennnenannes 32
FRIENDS/RELATIVES....cevveene .33
OTHER 41
(SPECIFY)
1] QU Chetecesessasnsrrsens . 98—
20
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NO. QUESTIONS AND FILTERS CODING CATEGORIES T0
7] |
332 MONTH........ [ censen .e
|->334
YEAR eoeeeseiaccnnnacnnenns
In what month and year was the sterilization
operation performed? DK..uws veessennsane reeresesa.9998
333 MONTHS AGO...cvvevrnnenn. 1
YEARS AGOu:vvevananacann .2
How long ago were (you/your husband) sterilized?
PUBLIC SECTOR
334 GOVT./MUNICIPAL HOSPITAL...... 1"
PRIMARY HEALTH CENTRE......... 12
FAMILY PLANNING CLINIC........ 14
Where did (you/your husband) obtain the sterilization? MOBILE CLINIC..ccvvvcenanennnn 15
CAMP........... terecesanana .e.16
PRIVATE MEDICAL SECTOR
PRIVATE HOSPITAL OR CLINIC....21
PRIVATE DOCTOR.+evvcseceeneena22
(NAME OF HOSPITAL IF CODE 11 OR 21) MOBILE CLINIC....ccvneeenn.. ..23
OTHER 31
(SPTCIFY)
335
EXCELLENT....ciiiinenannnnns veenl
VERY GOOD..vevenannannncannnneee 2
ALLRIGHT . ceviiinennnnnn. ceesasned
NOT SO GOOD...vvneenn treceransen 4
VERY BAD.uveeinnennanonacconnnnan 5
How would you rate the care (you/he) received DKevevrrnannnnnnnceee Ceeennn R .
during or immediately after the operation:
excellent, very good, allright, not so good, or
very bad?
336
YES . eieeieeenenanceanans R |
Since the sterilization, has any health worker NO........... crecnrnesencsane vl
come to visit (you/your husband) for follow-up I>338
related to the sterilization? DKecvvrnnonenannnnnns cesesennas . |
337
EXCELLENT .. civiineecnnanns vesaal
VERY GOOD.veversoneannnn ceesaes .2
ALLRIGHT ceivnennrnnnnenenn R |
NOT SO Go0D....... [ [ 4
VERY BAD............. cecenrassaadd
How would you rate the follow-up care services DKeeornnrreinennnnnes vavesesnans 8
for the sterilization: excellent, very good,
allright, not so good, or very bad?
338
YES..eeieanntns Cecsecssasasarns .1
NO..... tevecsennsaas ceneansans .2
After the sterilization, did (you/your husband)
9o to consult a medical or health person about DKeveverunnnnn ceeees P -
the sterilization?
21
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SKIP

NO. QUESTIONS AND FILTERS CODING CATEGORIES T0
339
YES...... cessnaassases seeenasens 1
(Have you/Has your husband) had any problems as a NO.ceeiaanncaans teesesssrensasesd—+352
result of the sterilization (operation)?
i
340 FEVER. tevccronnnnncesss P
PAIN/BACKACHE. . vcvvnceanns P - |
SEPSIS.cccvneccns sessansesne P o
What problems (have you/has he) had? WEAKNESS/INABILITY TO WORK......D (352
FAILURE/GOT PREGNANT......... .
LOSS OF SEXUAL POWER...... vesasdf
RECORD ALL PROBLEMS MENTIONED OTHER G—
(SPECIFY) |
341
MONTHS.cveeeseeccancuancans
|->350
For how many months have you been using 8 YEARS OR LONGER..cceuavsassass®
(CURRENT METHOD) continuously?
1F LESS THAN 1 MONTH, RECORD '00‘.
METHOD FAILED/GOT PREGNANT.....01 |
342 LACK OF SEXUAL SATISFACTIOA....02—

CREATED MENSTRUAL PROBLEM......03
CREATED HEALTH PROBLEM.........04

INCONVENIENT TO USE..... erseees 05
Wwhat is the main reason you stopped using HARD TO GET METHOD.....cceeoees 06
family planning? PUT ON WEIGHT...cvveancnonscnns 07 (o345
DID NOT LIKE THE METHOD........ 08
WANTED TO HAVE A CHILD....... ..09
WANTED TO REPLACE DEAD CHILD...10
LACK OF PRIVACY FOR USE...... .. 11
OTHER 12—
(SPECIFY)
22
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NO.

343

QUESTIONS AND FILTERS

What was the outcome of that pregnancy?

CHECK 107:

SKIP

CODING CATEGORIES T0
INDUCED ABORTION..... ceeressanns 1
SPONTANEOUS ABORTION........... .2
STILLBIRTH..... tresertecasesenns 3
LIVE BIRTH. ceiiineiriinniiiennas 4

CURRENTLY WIDOWED r—1
MARRIED DIVORCED
SEPARATED |
345 YES.eeeroenesonssnensssennncennn 1——347
o ceesen 2 |
1 8—»352
Do you intend to use a mathod to delay or avoid
pregnancy at any time in the future?
346 WANTS CHILDREN....ocovemnenennn 01—
WANTS & SON...vuvvvenrnnneenans 02
WANTS A DAUGHTER.....vevvennnen 19
LACK OF KNOWLEDGE.....ccvseusen 03
AFRAID OF STERILIZATION........ 04
What is the main reason you do not intend to use CAN’T WORK AFTER STERILIZATION.OS
a method? COST TOO MUCH. .. vievreennnnnnan 06
WOFRRY ABOUT SIDE EFFECTS....... 07
HARD TO GET METHODS......ueevee 08
AGAINST RELIGION........ weacnas 09 1»350
OPPOSED TO FAMILY PLANNING..... 10
HUSBAND OPPOSED......ccvceeeen. 1
OTHER PEOPLE OPPOSED.......c... 12
DIFFICULT TO GET PREGNANT...... 13
HEALTH DOES NOT PERMIT......... 14
MENOPAUSAL/HAD HYSTERECTOMY....15
INCONVENIENT .. .iivnnnnencnnns 16
DON’T LIKE EXISTING METHODS....17
OTHER 1
(SPECIFY)
347
YES . ueiieietinnnnncannrocencens 1
NOuioreeoreieienenanansanesnenns 2
Do you intend to use a method DKervreeonanecennoancennnaes .8
Within the next 12 months?
348 PILL.seveienencnnnnnenns [ 01
LOOP/COPPER T.uviveeeeeencnonna 02
INJECTION. s cvivinecnnnnnencanne 03
CONDOM/NIRODH. . e vvuuee [ 04
FEMALE STERILIZATION........... 05
MALE STERILIZATION....c.cvnuvee 06
When you use a method, which method would you RHYTHM/PERIODIC ABSTINENCE..,..O7
prefer to use? WITHDRAWAL .o vvannncnacncnneenns 08
OTHER 09 350
(SPECIFY)
UNSURE. e v erinnerienncacennn -
23
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http:STERILIZATION.05

SKIP

NO. QUESTIONS AND FILTERS CODING CATEGORIES T0
PUBLIC SECTOR
349 GOVT./MUNICIPAL HCSPITAL..... J1—
PRIMARY HEALTH CENTRE......... 12
SUB-CENTRE..veeuenens reesse .. 13
FAMILY PLANNING CLINIC........ 14
MOBILE CLINIC....covuen caveen .15
GOVERNMENT PARAMEDIC...cc.vse. 16
whare can you get (METHOD MENTIONED IN 348)? PRIVATE MEDICAL SECTOR
PRIVATE HOSPITAL OR CLINIC....21
PHARMACY /DRUGSTORE . . e v ceecuees 22
PRIVATE DOCTOR....... seasane ..23 352
MOBILE CLINIC....ceencivanans 24
FIELD WORKER..c.covevevsens .ee25
(NAME OF HOSPITAL IF CODE 11 OR 21) OTHER PRIVATE SECTOR
SHOP.eveeeasasscccesannsnnnses 3"
FRIENDS/RELATIVES...c.eoennene 32
OTHER 41
(SPECIFY)
DK..... cesersrasaean vessssssneas 98—
350 YES.:coooeeersoncassonsacanncnnan 1
o veessd—»352
Do you know of a place where you can obtain
a method of family planning?
PUBLIC SECTOR
351 GOVT./MUNICIPAL HOSPITAL...... 11
PRIMARY HEALTH CENTRE....c.... 12
SUB-CENTRE..c.cvviennesacannns 13
FAMILY PLANNINC CLINIC........ 14
Where is that? MOBILE CLINIC...cvsceanenvenns 15
GOVERNMENT PARAMEDIC.......... 16
PRIVATE MEDICAL SECTOR
PRIVATF HOSPITAL Uk CLINIC....21
PHARMACY /DRUGSTORE. .. ccnvevnen 22
PRIVATE DOCTOR. .. scceecncnses 23
MOBILE CLINIC...... Cerecescens 24
FIELD WORKER ..« . eosensanacsns 25
OTHER PRIVATE SECTOR
SHOP .t ieevrvesnaraceccnanasans 3
(MAME OF HOSPITAL IF CODE 11 OR 21) FRIENDS/RELATIVES..cceveneccas 32
. OTHER 41
(SPECIFY)
352
YES NO
RADIO...... P | 2
TELEVISION.coeveeocnns . 2
In the last month, have you heard a message
about family planning on:
the radio?
television?
353
ACCEPTABLE. ... veeececacnnacnnsen 1
NOT ACCEPTABLE..... tesensmeasane 2
Is it acceptable or not acceptable to you for family DKuviovenonsasonnneannsnneannes ..8
planning information to be provided on the radio or
television?
24
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402

_§ EIRTHS SINCE JAN. 1988

CHECK 225:

ONE OR MORE

\4
ENTER THE LINE NUMBER, NAME,

ASK THE QUESTIONS ABOUT ALL OF THESE BIRTHS.

SECTION 4A.

PREGNANCY AND BREASTFEEDING

NO BIRTHS
SlNCE JAN

1958

[:]——v (SKIP TO 501)

AND SUPVIVAL STATUS OF CACH BIRTH SINCE JANUARY 1988 IN THE TABLE.
BEGIN WITH THE LAST BIRTH.

(IF THERE ARE MGRE THAN 3 BIRTHS, RECORD ONLY THE LAST 3 BIRTHS).

Now I would like to ask you some more questions about the health of all your children born in the past four years.
»(He Hlll talk about one Chlld at a»tlme )_

LINE MUMBER
FROM Q. 216

LAST BIKTH NEXT-TO-LAST BIRTH SECOND-FROM-LAST BIRTH
FROM Q. 216 NAME NAME NAME
AND @. 220 ALIVE [-_,-] DEAD Q ALIVE Q DEAD [-_,-] ALIVE Q DEAD Q
S R S TR | v HEENITTTTTe | CEEKEE |, S |, EDMSEREE |, R
403
THEN. .o eieveenennnnnenan THEN. i ceeieesncencnncnnas 1 THEN. . vveevenne P |
(SKlP T0 405)4—————J (SKIP TO 1.05)«—————--I (SKIP 0 405)
LATER.cseevecsncvsnnnane £ ] LATER i ieveveeennsacacnas 2 | LATER.ciiurieencensennnes 2
NO MORE........ sesesans .e NO MORE..ccesennsancsaans 31| NO MORE...... tesnstresseed
(SKIP TO 405) (SKIP TO 1.05)4———-—J (SKIP TO 405)4————J
At the time you became
pregnant with (NAME), did
you want to become
pregnant then, did you
want to wait until later
or did you want no (more)
children at all?
404
MONTHS....cevunnaad MONTHS. . eovuennnss 1 MONTHS..ceocancnes 1
YEARS..icevveennnn 2 YEARS..coveevannne 2 YEARS...coveoere .2
How much longer would you
like to have waited? DKevrreennnns teeensenas 998 | DKevevrnneneonenonnnnns 998 | DKovveronrnennanncannen 998
405
YES:ieeeanaeaansassccanael | YESiuiierosienanasancans .1 YESeoovoeenosnecencncane .1
NO.uernoeevennonconenneasly| NDevesrevenoanennenannn v29] NOuivrrnnennmnoconnnannas .2
When you were pregnant with {SKIP TO 408) (SKIP TO 1.08)4——————:I (SKlP T0 408)4—————J
(NAME), did any health worker
visit you at home for an
antenatal check-up?
406
MONTHS. . vvenecncnnas MONTHS. . teevencences MONTHS...ceeeenannes

How many months pregnant were
you when a health worker first
visited you?
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LAST BIRTH
NAME

NEXT-TO-LAST BIRTH
NAME

SECOND-FROM-LAST BIRTH

NAME

407
NO. OF VlSlTS.......[::[:] NO. OF VISITS....... NO. OF VISITS.......
How many times did she visit
you?
408
YES.eeueeronoannesnnncased | YESecesanae.veneonaoeaneel | YESiivivaveeerronreenensed
L -2 T B * TPy~ O [ 1o DR
When you were pregnant with (SKIP YO 612)4——————] (SKIP TO 412)4——————J (SKIP TO 412)«—————J
(NAME), did you go for an
antenatal check-up?
409 HEALTH PROFESSIONAL HEALTH PROFESSIONAL HEALTH PROFESSIOKAL
DOCTOR..ccvesanacaansassA DOCTOR. ceevreccccsnsasash DOCTOR....cccoeeecossesesh
AYURVEDIC DOCTOR/VAID...DB AYURVEDIC DOCTOR/VAID...B AYURVEDIC DOCTOR/VAID...B
HOMEOPATH. ... ..eevasassaC HOMEOPATH.......scveeeseC HOMEOPATH. . ecacnceasesssC
NURSE/MIDWIFE...cuven.s.D NURSE/MIDWIFE...vveeess D NURSE/MIDWIFE....c0c0use.D
OTHER HEALTH PROFSSNL...E OTHEK HEALTH PROFSSHL...E OTHER HEALTH PROFSSNL...E
Whom did you see?
Anyone else? OTHER PERSON OTHER PERSON OTHER PERSON
TRAINED (TRADITIONAL) TRAINED (TRADITIONAL) TRAINED (TRADITIONAL)
RECORD ALL PERSONS SEEN. BIRTH ATTENDANT........F RIRTH ATTENDANT........F BIRTH ATTENDANT........F
TRADITIONAL BIRTH TRADITIONAL BIRTH TRADITIONAL BIRTH
ATTENDANT ... cveeuneeassG ATTENDANT.......veuee-.G ATTENDANT...... [N
HAKIM. e .ivvieennnnenan. H HAKIM. . .eviinneieeese i HAKIM...cccevvenneae.. .l
OTHER 1 |OTHER 1 |OTHER I
(SPECIFY) (SPECIFY) (SPECIFY)
410
MONTHS..vovevenonass MONTHS....ccvveenenn. MONTHS..veveevnnanes
How many months pregnant were
you when you first went for
an antenatal check-up?
41
NO. OF TIMES........ NO. OF TIMES........ NO. OF TIMES........
How many times did you go for I I
an anienatal check-up? (SKIP TO 413) (SKIP TO 413) (SKIP 10 413)
412 LACK OF KNOWLEDGE OF LACK OF KNOWLEDGE OF LACK OF KNOWLEDGE OF

What is the main reason you
did not go for an antenatal
check-up?

SERVICES...... ........01
NOT NECESSARY...........02
NOT CUSTOMARY...........03
FINANCIAL COST..........04
INCONVENIENT............05
POOR QUALITY SERVICE....06
HEALTH STAFF VISIT

AT HOME.........c......07
NO TIME TO GO...........08
NOT PERMITTED TO GO.....09

OTHER 10
(SPECIFY)

SERVICES....... R ]
NOT NECESSARY...........02
NOT CUSTOMARY...........03
FINANCIAL COST..........04
INCONVENIENT....... .ee..05
POOR QUALITY SERVICE....06
HEALTH STAFF VISIT

AT HOME......cvveeee.a07
NO TIME TO GO...........08
NOT PERMITTED TO GO.....09

OTHER 10
(SPECIFY)

SERVICES....cvvveneaes,01
NOT NECESSARY...........02
NOT CUSTOMARY...........03
FINANCIAL COST..........04
INCONVENIENT....... veaea05
POOR QUALITY SERVICE....06
HEALTH STAFF VISIT

AT HOME.......cecenrss 07
NO TIME TO GO.....vv....08
NOT PERMITTED TO GO.....09

OTHER

(SPECIFY)

10
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LAST BIRTH NEXT-TO-LAST BIRTH SECOND-FROM-LAST BIRTH
NAME NAME NAME
s -]
413
YESeeeanosenvscosacsannasel | YESiueeoaaoaseceesaaneeeel | YESiuieiioerineanannnnas .1
NOuvesoossonasnnsnnasncesl | MOueavasocaasoncesovncsesl | NOuieuioaurveonnonaornanneaal
Were you given any
iron folic tablets
during this pregnancy?
414
YES:ceeosueavaonscannsnssl YESeeiecaannans eossesvssal YES..... cesecascsescvasneel
NO.cooeannovcanans tacessne 2
(SKIP TO 416)
When you were pregnant DKeeeseeonsacascncnconnns
with (NAME), weie you given
an injection in the arm to
prevent you and the baby from
getting tetanus, that is,
convulsions?
415
TIMES . cvveecencnaaas ...[::] TIMES..................[::] TIMES.cecececcnnnas ....[:]
During this pregnancy DKevereoenoncoocoanns eeeed | DKevevenneononeen veeevessed | DKevioveernnanannsnannnad8
how many times did you get
this injection?
416 HOME HOME HOME
YOUR HOME....vccnesnans " YOUR HOME....ceveuecasall YOUR HOME....vcnenaeaaall
PARENTS’ HOME.......... 12 PARENTS! HOME....ecees.12 PARENTS’ HOME......v.s. .12
OTHER HOME....... R K OTHER HOME...eveveasnen 13 OTHER HOME....cseveeaea13

Where did you give
birth to (NAME)?

PUBLIC SECTOR
GVT./MUNICIPL HOSPITL..21
PRIMARY HEALTH CENTRE..Z22
SUB-CENTRE....  cocceses 23

PRIVATE SECTOR
PRIVATE HOSPITAL/
CLINIC/MATERNITY HOME..31
OTHER 41
(SPECIFY)

PUBLIC SECTOR
GVT./MUNICIPL HOSPITL..21
PRIMARY HEALTH CENTRE..22
SUB-CENTRE....ccceeunee 23

PRIVATE SECTOR
PRIVATE HOSPITAL/
CLINIC/MATERNITY HOME..31
OTHER 41
(SPECIFY)

PUBLIC SECTOR
GVT./MUNICIPL HOSPITL..21
PRIMARY HEALTH CENTRE..22
SUB-CENTRE........ &

PRIVATE SECTOR
PRIVATE HOSPITAL/
CLINIC/MATERNITY HOME..31
OTHER “
(SPECIFY)
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LAST BIRTH NEXT-TO-LAST BIRTH SECOND-FROM-LAST BIRTH
NAME NAME HAME
T |
a7 HEALY# PROFESSIONAL HEALTH PROFESSIONAL HEALTH PROFESSIONAL
DOCTOR..cveecscncrnsnsesA DOCTOR..veoeocncacsoncscA DOCTOR..ccvevennnas PP )
AYURVEDIC DOCTOR/VAID...B AYURVEDIC DOCTOR/VAID...B AYURVEDIC DOCTOR/VAID...B
NURSE/MIDWIFE.eceueassaaC NURSE/MIDWIFE........ PP o NURSE/MIDWIFE...... veessl
ANM/LHV. cceeecnncansceasD ANM/LHV. . evenne. essonesal ANM/LHV........ cesssana D
OTHER PERSON OTHER PERSON OTHER PERSON
Who assisted with the TRAINED (TRADITIONAL) TRAINED (TRADITIONAL) TRAINED (TRADITIONAL)
delivery of (NAME)? BIRTH ATTENDANT........E BIRTH ATTENDANT........E BIRTH ATTENDANT........E
TRADITIONAL BIRTH TRADITIONAL BIRTH TRADITIONAL BIRTH
Anyone else? ATTENDANT . seevvvecnseesF ATTENDANT ... vievaanenaaf ATTENDANT .. cevveneen .
RELATIVE/FRIEND.........G RELATIVE/FRIEND........ .G RELATIVE/FRIEND......... G
PROBE FOR THE TYPE OF OTHER H 1OTHER H {OTHER H
PERSON AND RECORD ALL (SPECIFY) (SPECIFY) (SPECIFY)
PERSONS ASSISTING. NO OME..ovvveevennnnnenaaal |HO ONE..eevuneenn.. eseaces] JNO ONE...... ereesnes ceneasl
418 ON TIME.....c.... ecssnnas 1 ON TIME....cvervencencans 1 ON TIME....... Veesnsaan .1
PREMATURELY..c00ene. eeesel | PREMATURELY....ccneunennn 2 | PREMATURELY......... I
Was (NAME) born on time
or prematurely? DKeiveoeeenneannnanee eevseB | DKevivevevenanenenn eeeees8 | DKivvnnnn.. sasesananssase8
419
YES..... sessceas F— YES.eeoieeuosraeraccennas 1 YES..... [P R |
NO....... cesvasesspescscsly| NO..... [P esetsseae .29| NO..... ceresnans cosrenenel
Were there any complications (SKIP TO 421 )4—] (SKIP TO 421) (SKIP TO 421)4—]
in the delivery of (NAME)?
420
CAESARIAN SECTION........ A | CAESARIAN SECTION........ A | CAESARIAN SECTION........A
USE OF FORCEPS...svvueensB | USE OF FORCEPS..evsuenean B | USE OF FORCEPS....c0v0e..8
What were the complications? EXCESSIVE BLEEDING.......C | EXCESSIVE BLEEDING....... C | EXCESSIVE BLEEDING.......C
LONG PERIOD OF LABOR..... D LONG PERIOD OF LABOR..... D LONC PERIOD OF LABOR.....D
DELAYED DELIVERY OF DELAYED DELIVERY OF DELAYED DELIVERY OF
PLACENTA....covcevennnen .E PLACENTA. ....ivvveennenn E PLACENTA..cccicnrennnenn E
OTHER F | OTHER F | OTHER F
RECORD ALL MENTIONED. (SPECIFY) (SPECIFY) (SPECIFY)
421
When (NAME) was born, LARGE. cev  vaenesvancnsan .1 LARGE........ [ el LARGE....... [P |
was he/she: AVERAGE...... PR eeesl | AVERAGE. . evevvacencenonss? | AVERAGE .. er.vevnnnacas veel
large, average or smatl? SHALL ..vveececnn ceennans 3| SMALL.......... centeres ee3 | SMALL.cnveennvanrnne PR |
DKiveoosnsaanscscanan .8 | DK..... [ sesccessssB | DKevevoeanvannne R -
422
YES . treenanerannsn cevesel 2 T | YES.coeeeeen .
Wes (NAME) weighed at birth? NOiceooianvnoosnnnsceannseay]| NOLeeveunnnn... seevesaeesl)| NOivveuunnnn cesencrassaeel
(SKIP 10 424y ] (SKIP T0 425) e ) (SKIP 70 425) ]
28

270



How much did (NAME) weigh?

LAST BIRTH

GRAMS.......1

POUNDS OUNCES

POUNDS....2

DKivveorrrenonnnnaes 99998

NEXT-TO-LAST BIRTH

NAME
GRAMS.......1

POUNDS OUNCES
POUNDS....2

SECOND-FROM-LAST
NAME

GRAMS..... .1

POUNDS OUNCES
POUNDS....2
DKeevvrvnnnnn veenea. 99998

424 YES vovvevonvnaces cesneaal
(SKIP TO 426)<—J
NO.voveusnnenososcnnnnseel
Has your period returned (SKIP TO 427)e—
since the birth of (NAME)?
425
YES cevenvenne resevenena .1 YES teverennnn reseisnae |
Did your period return bLetween {0 - L L T 2
the birth of (MAME) and your (SKIP TO 429 )<—~l (SKIP TO 429 )4——.’
next pregnancy?
426
MONTHS. .ccveveenns .e MONTHS..eveeeernanns MONTHS . ecvvevennnans
1], P, sevcnceesee@B | DKivieorarenononconnaces 98 | OKevvrvvrnnnnnnnns sseses98

| 27

428

For how many months after
the birth ~f (NAME) did
you not have a period?

CHECI. 227:

RESPONDENT PREGNANT?

PREGMANT

R

UNSURE [,-'
v

(SKIP_T0 429)

NOT
PREGNANT

YES. i cieennane sesssasn .l
NOuvevronnnnns testreanane 2
Have you resumed sexual (SKIP YO 430)0——]
relations since the birth
of (NAME)? il
429
MONTHS. ccvavevenanne MONTHS. . cevanannaess MONTHS . eveecnnoennns
DKivirininorevnnnneessed®8 [ DKivvivnennnanroneeneeea8 | DK.uwwss vesssasenacenss P8
For how many months after
the birth of (NAME) did
you not have sexual
relations?
29
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LAST RIRTH NEXT-TO-LAST BIRTH SECOND-FROM-LAST BIRTH
NAME NAME NAME
430
YES.eesevsnseennn YES.ceeneoosnannnen YES.uearocoasasancaasssssl
(SKIP YO 432) (SKIP TO 440) (SKIP YO LLO)c—]
NO.voeeenoonoceannennsssosl | MOeeuveanracsoansonosnnes | NOiiieueonerennnsanannasd
Did you ever
breastfeed (NAME)?
431 MOTHER TLL/WEAK..veves..019] MOTHER ILL/WEAK.........017] MOTHER ILL/WEK.........01;
CHILD ILL/WEAK..........02]| CHILD ILL/WEAK.. . .02|| CHILD ILL/MEAK.. . .02
CHILD DIED...... CHILp DIED..............03]|| CHILD DIED......cve.0...03
NIPPLE/BREAST PROBLEM...04|| NIPPLE/BREAST PROBLEM...04|| NI1PPLE/BREAST PROBLEM...04
INSUFFICIENT MILK INSUFFICIENT MILK.......05 INSUFFICIENT MILK.......05
why did you not MOTHER WORKING...:ss....06|| MOTHER WORKING..........06]| HOTHER WORKING...... .06
breastfeed (NAME)? CHILD REFUSED....eove...07|| CHILD REFUSED....oc0v.s.07|| CHILD REFUSED....co0....07
OTHER, 08| OTHER 08{| OTHER 084
(SPECIFYY (SPECIFY) (SPECLFY)
(SKIP TO 442)« (SKIP TO 442)¢— (SKIP TO 442)e——
432
IMMEDIATELY.......000
HOURS..........1 [D
How long after birth did
you first put (NAME) to
the breast? DAYS..........2 D:’
IF LESS THAN 1 HOUR,
RECORD ‘00’ HOURS.
IF LESS THAN 24 HOURS,
RECORD HOURS.
OTHERWISE, RECORD DAYS.
433
YES.veesoseseovensnsosasal
Did you squeeze out the milk
from the breast before you NO.ovesonnoasasanasssnessl
first put (NAME) to the breast?

CHECK 220:

DEAD
CHILD ALIVE?

(SKIP TO 440)

435 YES.ieverennrssassoonsassl
NO......................-.E]
Are you still breastfeeding (SKIP TO 440)e——
(NAME)?
436
NUMBER OF
NIGHTTIME D
How many times did you FEEDINGS ..evvecees
breastfeed last night
between sunset and sunrise?
IF ANSWER IS NOT NUMERIC,
PROBE FOR APPROXIMATE ANSWER.
437
NUMBER OF
DAYTIME D
How many times did you FEEDINGS ..ceveenss

breastfeed yesterday
during the daylight hours?

IF ANSWER IS NOT NUMERIC,
PROBE FOR APPROXIMATE ANSWER.
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LAST BIRTH KEXT-TO-LAST BIRTH SECOND - FROM-LAST BIRTH
NAME NAME RAME
LASG T S ——— - . - - y ; : I

At any time yesterday or last
night, was (NAME) given any of
the following?:

YES NO
Plain water? PLAIN WATER..........1 2
Sugar/honey SUGAR/HONEY MATER....1 2

water?
Juice? JUICE i ovnennennnesasd 2
Tea? TEA..eiverenennenneesd 2
Baby formula? BABY FORMULA.........1 2
Fresh milk? FRESH MILK.....0v0ue.l 2
Tinned/pow- TINNED/POWDERED MILK.1 2
dered milk?
Other liguids? OTHER LIQUIDS........1 2
Any solid or SOLID/MUSHY FOOD.....1 2
mushy food?
om PEEETS 3 S [
N 439 | CHECK 438: “YES* TO

FOOD OR LIQUID GIVEN ONE OR “NO" TO ALL B i
YESTERDAY? MORE [? :

v .

v (SKIP TO 4-.3)

(SK1P 10 &hh)

440
HONTMS..............ED

MONTHS .. .cavoennnnes

=

STILL BREASTFEEDING.....95
(SKIP TO 442)

For how many months did UNTIL DIED............ .9 UNTIL DIED..... creeraeed® UNTIL DIED...c.vvvennssa®
you breastfeed (NAME)? (SKiP TO “3)#——6] (SKIP TO 4‘3)0———ﬁ (SKIP TO 1.43)-—3]
441 MOTHER ILL/MEAK.........01 | HOTHER ILL/WEAK.........01 | MOTHER ILL/WEAK.........01
CHILD ILL/WEAK..........02 | CHILD ILL/WEAK........ «.02 [ CHILD ILL/WEAK..........02
CHILD DIED..............03 | CHILD DIED...... reseeeas 03 | CHILD DIED.vsereneecnnns 03
NIPPLE/BREAST PROBLEM...04 | NIPPLE/BREAST PROBLEM...04 | NIPPLE/BREAST PROBLEM...06
why did you stop INSUFFICIENT MILK.......05 | INSUFFICIENT MILK....... 05 | INSUFFICIENT MILK....... 05
breastfeeding (NAME)? MOTHER WORKING..........06 | MOTHER WORKING..........06 | MOTHER WORKING..........06
CHILD REFUSED...........07 | CHILD KEFUZED...... +es«.07 | CHILD REFUSED...........07
WEANING AGE.............08 | WEANING AGE...... tseess.08 | WEANING AGE.............08
BECAME PREUNANT.........09 | BECAME PREGNANT......... 09 | BECAME PREGNANT.........09
STARTED USING STARTED USING STARTED USING
CONTRACEPTION....00....10 CONTRACEPTION..........10 CONTRACEPTION.,........10

OTHER 11 | OTHER 11 | OTHER "
(SPECIFY) (SPECIFY) ) (SPECIFY)

CHECK 220:

ALIVE OEAD ALIVE DEAD ALIVE DEAD
CHILD ALIVE? LT—] LT—] LT—]

v v v
(SKIP TO 444) (SKIP TO 444) (SKIP TO 444)
A AR | v

3
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P P e S

LAST BIRTH NEXT-TO-LAST BIRTH SECOND-FROM-LAST BIRTH
NAME NAME NAME
e B e e A m e o
443
YES..... [P eeneal YES.ccaeaoes cessssanane .. 1 YES...ecvnen cesesssanesas 1
NO.oovvurvvonancanons P2 I [ PRSP tesnassnnns veeel1| NOuuieinrreraciocnnacase 2
Was (NAME) ever given water or (SKIP TO 447) (SKIP TO 447)4————] (SKIP TO 447)¢———j
anything else to drink or eat
(other than breastmilk)?
444

How many months old was (NAME)
when you started giving the
following on a regular basis?

Plain water? AGE IN MONTHS...... AGE IN MONTHS...... AGE IN MONTHS......

NOT GIVEN...ovevcees eesP6 | NOT GIVEN...coevunse veedP6 | NOT GIVEN. veeunne ceensdPb
Formula or milk other AGE IN MONTHS..... . AGE IN MOMTHS...... AGE IN MONTHS......
than breastmilk? )

NOT GIVEN......c.n™ coeseeP6 | NOT GIVEN. oveueaane eessP6 | NOT GIVEN..evvevacnnsane 96
Other liquids? AGE IN MONTHS...... AGE IN MONTHS...... AGE IN MONTHS......

NOT GIVEN....... teeceeesP6 | NOT GIVEN...covenens eesP6 | NOT GIVEN..ecvenunss eees96
Any solid or mushy food? AGE IN MONTHS...... AGE IN MONTHS...... AGE IN MONTHS..... .

NOT GIVEN....... vesassan 96 | NOT GIVEN....... esasses 96 | NOT GIVEN...voeeeveansen 96
IF LESS THAN 1 MONTH,

RECORD ’00’. (SKIP TO 447) (SKIP TO 447)

CHECK 220:

ALIVE DEAD
CHILD ALIVE? E]

v .
(SKIP TO 46)

446
YES. . iiieerannacennecaans 1
NO..oouianoonanssnans veeesl
DKevevovenen N 8

Did (NAME) drink anything .
from a bottle with a nipple
yesterday or last night?

GO BACK TO 403 FOR NEXT BIRTH; OR, IF NO MORE BIRTHS, GO TO FIRST COLUMN OF 448.

32
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SECTION 48.

IMMUNIZATION AND HEALTH

448

449

ENTER THE LINE NUMBER AND NAME OF EACH BIRTH SINCE JANUARY 1988 IN THE TABLE.

BIRTHS. BEGIN WITH THE LAST BIRTH. (IF THERE ARE MORE THAN 3 BIRTHS, RECORD ONLY THE LAST 3 BIRTHS).
LINE NUMBER
FROM Q. 216

FROM Q. 216

AND Q. 220

Do you have a card where
(NAME'S) vaccinations
are written down?

IF YES: May | see it, please?

LAST BIRTH
NAME

ALIVE [;]

YES, NOT SEEN......
(SKIP TO 453)

NO CARD.......... .

DEAD [;] l ALIVE [;]

YES, SEEN......... creees .1
(SKIP TO 451)1——————J

NEXT TO-LAST BIRTH

DEAD [;]

YES, SEEN...:uveveuensnn. 1
(SKIP 10 451) e ]
YES, NOT SEEN......... a2
(SKIP T0 453)e— ]

NO CARD......... teseseses 3

ASK THE QUESTIONS ABOUT ALL OF THESE

ALIVE m
v e |,

SECOND-FROM-LAST BIRTH

NAME

DEAD [E]—

YES, SEEN.........ceeeunn 1
(SKIP TO 451)«——————J
YES, NOT SEEN........... .2
(SKIP TO 453)4———————J

NO CARD..vvevevencnaas .03

450

Did you ever have a vaccination
card for (NAME)?

YES.eoiivereennnsnnes .
(SKIP T0 453)4-——]
NO...ovvennnnn . 2

451

(1) COPY VACCINATION DATES FOR
EACH VACCINE FROM THE CARD.

(2) WRITE ‘44' IN ‘DAY’ COLUMN
IF CARD SHOWS THAT A
VACCINATION WAS GIVEN,
BUT KO DATE RECORDED.

BCG

POLIO O

DPT 1

DPT 2

DPT 3

POLIO 1

POLIO 2

POLIO 3

MEASLES

DAY MO

YR

BCG

PO

D1

D2

D3

P1

P2

P3

MEA

DAY MO YR

BCG

PO

D1

D2

D3

P1

P2

P3

MEA

DAY MO YR

BCG

PO

D1

D2

D3

P1

P2

P3

MEA
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LAST BIRTH NEXT-TO-LAST BIRTH SECOND - FROM-LAST BIRTH
NAHE NAME NAME
452
YES:eeeavensnonenossnsne Wl YES.eeeenee cresesssesanna 1 YES.eiieeesonaaccocccanas 1
(PROBE FOR VACCINATIOMS (PROBE FOR VACClNATlONS (PROBE FOR VACCINATIONS
AND WRITE 766! N THE AND WRITE '66' IN THE AND WRITE ‘66’ IN THE
Has (NAME) received any vacci- CORRESPONDING DAY CORRESPONDING DAY CORRESPONDING DAY
nations that are not recorded COLUHN IN 451) COLUMN [N 451) COLUMN IN 451)
on this card? (SKIP TO BSSj (SKIP TO 455¢_———_-| (SKIP TO 455—:]
L NO.ovveerveseoossssonsanes NO.'ivenerennaosascnacnes
RECORD ‘YES’ ONLY IF RESPONDENT| DK.ivecvveoncnesnanssncnes g} DKevevasssoosanssnannnnan ?J DKeveveveooanaanncnasnnnes fJ
MENTIONS BCG, DPT 1-3, POLIO (SKIP TO 455) (SKIP TO 455) (SKIP TO 455)
0-3 AND/OR MEASLES VACCINE(S).
453
YES.eseesosnassons Ceveees 1 YES.oereenn vececansanna .ol
NO.oveeounonnoccceanannanas 2 O .2
{SKIP TO 455) (SKIP TO 455)
Did (NAME) ever receive any DKiveervosnsnnanasnnasens (1] cecessenns .
vaccinations to prevent him/her
from getting diseases?
454
Please tell me if (NAME)
(has) received any of the
following vaccinations:
A BCG vaccination against YESicieaoennes ceesosnensel | YES.ceeerenannannasnnsoesl | YESereioerranonannees |
tuberculosis, that is, an NO.iceueosnononerane eesens 2 | NO.euvanen tesesssasansens 2 | NOieivinanans e cossssse 2
injection in the left (1] P - T T . o8 | DKoottt ceevessssnncans .8
shoulder that caused a scar?
A vaccination against YES.veaeanae ceevesenasess 1 ] YESeeeioeososnsees recaans 1] YES.eeeens cesassecnas veeal
diphtheria, whooping cough NO.iiueenonnescsannanaans 2 | NO . isveneenaerenannes ...2 | NO....... teesetecssecans .2
and tetanus given as an (1] ciereenen ..8 | DK..... essesssens vesveesB | DKivenens teeescactsanasans 8

injection?

IF YES:

How many times?

Polio vaccine, that is,
drops in the mouth?

IF YES:

How many times?

YES.eoeenne ceernseneenssl
NOuvoevoeonsssos cereseeasl
DKeveennoanoasssscansaass8

NUMBER OF TIHES........[::

YES.eeiseeesroenarnoe —_—
NO..ovveneenrennenncennne 2
DK..... veeens P .

YES.cornsosacrcennsenns .1
NO........ ceessesssacns .2
DKevesvaonsoonnnne ceaves .8

IF YES:

JUST AFTER BIRTH.........1 JUST AFTER BIRTH......... 1 JUST AFTER BIRTH,........ 1
then was the first polio LATER. ceevcenvnssnnanse sesl | LATER.cvrucevennnescesssel | LATER.ceieiisceeranananne 2
vaccine given -- just after DKeveevnooonnanes erevanes8 I DKivecevrnnonnnns veasneee8 | DKivirenrrreoenennnonnenn 8
birth or later?

YES.oeiivaans censeresases 1 YES.ceeineeononcannann weol YES. e oeeneaenns ceseessens 1

0 P eeeveel I NOuiurreovenononesennsans 2 | NO........ sesenesssenanes 2
An injection against measles?] DK..... Y . T T . tereesesas B | DKeverrnrreronnnnnncnsons 8
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%

LAST BIRTH

NEXT-TO-LAST BIRTH

NAME NAME NAME

SECOND-FROM-LAST BIRTH

455
YES.eiveennenn cersane vesel | YES.iiiinnen.n cesesans veol YES:veeeonnreas sersenes ool
]2 PR voessoessonsneesl | NDieoeunaoeoenenoanncannn 2 | NObvverviennn. sesesssense 2
Was a dose of vitamin A ligquid | DK..... [ S . T T 1 8 | DKevevnunn . (.
ever given to (NAME) to protect
himsher from night blindness?
456
Did (NAME) ever have: YES NO YES NO YES NO

459

Whooping cough?
Measles?

Polio?
Diphtheria?

Chicken pox?

Rickets?

CHECK 220:

CHILD ALIVE?

Has (NAME) been ill with a
fever at sny time in the last
2 weeks?

WHOOPING COUGH....'1

2
MEASLES........... 1 2
2
2

poLlo............ .1
DIPHTHERIA....... .1
CHICKEN POX....... 1 2
RICKETS........ ees 1

ALIVE m DEAD
v

(SKIP TO 459)

WHOOPING COUGH.... 1 2

MEASLES........... 1 2
poLIO...... chenune 1 2
DIPHTHERIA........ 1 2
CHICKEN POX..... .12
RICKETS........... 1 2

ALIVE m DEAD
v

(SKIP TO 459)

W, SRR |,

WHOOPING COUGH.... 1 2

MEASLES........... 1 2
POLIO.....cvan...s 1 2
DIPHTHERIA........ 1 2
CHICKEN POX....... 1 2

RICKETS...ovvvaens 1 2

ALIVE Q
v

(SKIP TO 459)

DEAD

GO BACK TO 449 FOR NEXT BIRTH; OR, IF NO MORE BIRTHS, SKIP TO 489.

YES..iiereernninanns eenend
NC......... Ceeeeen ceevans 2
DK.vererennnnenns seneas ..8

YES. i iiiennnrenanan .1
L0 N veol
DK.rrerreeinneeenaraceins 8

YES. o iiiiineiiinaetenen 1
0 2
1 8

460
YES.eeivenenn. eessecnsans 1
NO........ cesesens
Has (NAME) been ill with a (SKIP T0 464)
cough at any time in the last DKevvereeeruansonnnancnas
2 weeks?
461
YES..... tenassscasenenras 1 YES.uerooeonenesnsnrannsn 1 YES.eveuann erseesesssssan 1
NO..oveonns ceeans crenes ..2 | NO...... eenene ereeee eee P NDivreninnnnannnn seesaana 2
Has (NAME) been ill with a DK... T . T I . tesennse L 1 8
cough in the last 24 hours?
35
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e S

LAST BIRTH NEXT-TO-LAST BIRTH SECOND-FROM-~LAST BIRTH
NAME NAME NAME

00t S S T
462

For how many days (has the

cough lasted/did the cough DAYS..ioevsesnaennas DAYS................[ DAYS..eeeosonncsnnss

last)?

IF LESS THAN 1 DAY, RECORD ‘00’
463

rapid breaths?

When (NAME) was ill with a
cough, did he/she breathe
faster than usual with short,

CHECK 459 AND 460:

FEVER OR COUGH?

Did you seek advice or
treatment for the fever/cough?

YES..ieernoensoscnannoaasd

NOieieoenorennensenonsessd

1] PPN -

“YES" IN EITHER
459 OR 460

I

YES. . eavenenresevenaoneaal

NO.iivereerenoressansannsl
(SKIP TO 467)4——]

OTHER
[£1>(SK1P

10 469)

YES.cveeeaeennnreonnenenal

NO.ioovunonnnnneeennaanal

1P -

“YES" [N EITHER
459 OR 460

I

YES.ieeeuosoneosnsonancnsl

o
(SKIP TO 467)4——————-—J

OTHER
ooy

TO 469)

"YES" IN EITHER

YES.eoveereocnasnennennsal
NO.iivvereseaansnaacnennsl

1] QR -

459 OR 460
Q OTHER
i E‘(sm |
| 10 469) §
v - 5. . st

NOuiiiveeresnaennnnnneaasl
(SKIP TO 467)4———————J

466

where did you seek advice
or treatment?

Anywhere else?

RECORD ALL MENTIONED.

PUBLIC SECTOR
GVT/MUNICIPAL HOSPITAL..A
PRIMARY HEALTH CENTRE...B
SUB-CENTRE.......c......C
MOBILE CLINIC...........D
VILLAGE HEALTH GUIDE....E
GOVERNMENT PARAMEDIC....F

PRIVATE MEDICAL SECTOR
PVT. HOSPITAL/CLINIC....G
PHARMACY /DRUGSTORE......H
PRIVATE DOCTOR...
MOBILE CLINIC.......... -
COMMUNITY HEALTH WORKER.K

veeenanl

OTHER PRIVATE SECTOR

SHOP......... O
TRADITIONAL
PRACTITIONER...........M
OTHER N
(SPECIFY)

PUBLIC SECTOR
GVT/MUNICIPAL HOSPITAL..A
PRIMARY HEALTH CENTRE...B
SUB-CENTRE......... PP
MOBILE CLINIC...........D
VILLAGE HEALTH GUIDE....E
GOVERNMENT PARAMEDIC....F

PRIVATE MEDICAL SECTOR
PVT. HOSPITAL/CLINIC....G
PHARMACY/DRUGSTORE......H
PRIVATE DOCTOR........0.l
MOBILE CLINIC...........d
COMMUNITY HEALTH WORKER.K

OTHER PRIVATE SECTOR

TRADITIONAL
PRACTITIONER...........H
OTHER N
(SPECIFY)

PUBLIC SECTOR
GVT/MUNICIPAL HOSPITAL..A
PRIMARY HEALTH CENTRE...B
SUB-CENTRE......ecc0....C
MOBILE CLINIC...........D
VILLAGE HEALTH GUIDE....E
GOVERNMENT PARAMEDIC....F

PRIVATE MEDICAL SECTOR
PVT. HOSPITAL/CLINIC....G
PHARMACY/DRUGSTORE . .....H
PRIVATE DOCTOR..........]
MOBILE CLINIC...........J
COMMUNITY HEALTH WORKER.K

OTHER PRIVATE SECTOR
SHOP....cvvvnereanaananasl
TRADITIONAL

PRACTITIONER......... ..M

OTHER N

(SPECIFY)

467

Was anything given to treat
the fever/cough?

YES.iiiiiieranneennnnnasal
0 Y
(SKIP TO 469)

DKevevooenoncennsnnnsansne

YES.ioeesenneeoaaronnansal
o -2

(SKIP TO 469)

DKevereonoonconcnsoncnnas

YES.eoieerennennncocasanal
o

(SKIP TO 469)

DKiverearonsaonroannanaas
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h

LAST BIRTH

NEXT-TO-LAST BIRTH

NAME NAME NAME

SECOND - FROM-LAST BIRTH

468 INJECTION.....ovuuncneneeA | INJECTION.covvnoonannnans A | INJECTION.....vnvuuennn . A
ANTIBIOTIC ANTIBIOTIC ANTIBIOTIC
(PILL OR SYRUP).........B (PILL OR SYRUP)......... B (PILL OR SYRUP).vevvesen B
ANTIMALARIAL ANTIMALARIAL ANTIMALARIAL
(PILL OR SYRUP)...eceu..C (PILL OR SYRUP).........C (PILL OR SYRUP)...oveunn c
What was given to treat COUGH SYRUP..vsvvveeaucesD | COUGH SYRUP. . ooveennunns D | COUGH SYRUP....conveeea. .D
the fever/cough? OTHER PILL OR SYRUP......E | OTHER PILL OR SYRUP...... E | OTHER PILL OR SYRUP......E
UNKNOWN PILL OR SYRUP....F | UNKNOWN PILL OR SYRUP....F | UNKNOWN PILL OR SYRUP....f
Anything else? HOME REMEDY/ HOME REMEDY/ HOME REMEDY/
HERBAL MEDICINE.........G HERBAL MEDICINE......... G HERBAL MEDICINME......... G
RECORD ALL MENTIONED. OTHER H | OTHER H | OTHER H
(SPECIFY) (SPECIFY) (SPECIFY)
469 i
3 L I £ =T YES. .t itierecnencnssrenns 1
(SUPTOAH)«————J GHPT04H)+————J GHPTOAH)«————‘
Has (NAME) had diarrhoea NO......cvtes cenencserearsd | NOuevueone secsssescscssas NO...vveannn ressus secens 2
in the last two weeks? DK virieeronenonnananneesB | DKevevooornconensonnnnnas 8 DK...... ceeeas serestsanne 8

GO BACK TO 449 FOR NEXT BIRTH;

OR, IF NO MORE BIRTHS, SKIP TO 489.

Has (NAME) had diarrhoea 1] S eeeB | DKivvrenrnnrennnennnen B | DKevvvriiiennnenrennaas .8
in the last 24 hours?
472
For how many days (has the
diarrhoea lasted/did DAYS........ tsesaeane (17,8 N DAYS...viiicenaceeas
the diarrhoea last)?
IF LESS THAN 1 DAY, RECORD ’‘00‘
473
YES..... teeecasasssnne | YES.iereennne. tescaadnans 1 YES ieieenvnennns sesensns ael
NO..ovauann ¢« esesscasse ees | ND ettt iiieiiineennanss 2 ND.eiirirennerannoanene .2
Was there any blood in 1] cecaecan B | DKivveeovenennnenneananes 8 | DKievrenuno Cesesansnsnes .8

the stools?

CHECK 430/435:
LAST CHILD STILL
BREASTFEEDING?

475 | During (NAME)’s diarrhoea, YES eieieinenonnean vesanal
did you change the frequency
of breastfeeding? NO.......... Ceseesecaanas
(SKIP TO 477)4—-———]
476

Did you increase the number of
breastfeeds or reduce them,

or did you stop completely?

STOPPED COHPLETELY.......3

(sKIP 10 477)

(SKIP TO 477)
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LAST BIRTH

NEXT-TO-LAST BIRTH

NAME NAME NAME

SECOND-FROM~LAST BIRTH

477
SAME..ccceetcanan eensseeel | SAME...uvcciierennsennnaal SAME......... ceseresseenal
(Aside from breastmilk) MORE....cevenvonnnoneacacl | MORE.eorerrsnsncannnanaas 2 | MORE..cvuu.. eeereneannsne 2
Was he/she given the same LESS..veececeansacasaneasd | LESSivecercececnccncnnceen 3 | LESSiieceerenscenconancae 3
amount of fluids to drink DKeeecrroecesassnsnoneeeaB | DKevevesvoseveecennanenas B | DKeveovenosannnecnnnnnns .8
as before the diarrhoea,
or more, or less?
478
YES.ericeeanoorcnnaan PP | YES..eeeeeaserecsenannens 1 YES. . eiaeareneevannnes . |
NO...ovveaanns secesncsvesl)] NDiuireneenneencroccnneee 29f NDicveeveesoeacannnnaceas 2
Did you seek advice or (SKIP TO 480)4——————J (SKIP TO 480)4———————] (SKIP TQ 480)4—-————J
treatment for the diarrhoea?
479 PUBLIC SECTOR PUBLIC SECTOR PUBLIC SECTOR
GVT/MUNICIPAL HOSPITAL..A GVT/MUNICIPAL HOSPITAL..A GVT/MUNICIPAL HOSPITAL..A
PRIMARY HEALTH CENTRE...B PRIMARY HEALTH CENTRE...B PRIMARY HEALTH (.ZNTRE...B
SUB-CENTRE...vvtvevnnanes [ SUB-CENTRE...ccccancacns C SUB-CENTRE....ceeenvenss c
MOBILE CLINIC...ocvenune D MOBILE CLINIC...cveauuns D MOBILE CLINIC....cvee...D
VILLAGE HEALTH GUIDE....E VILLAGE HEALTH GUIDE....E VILLAGE HEALTH GUIDE....E
GOVERNMENT PARAMEDIC....F GOVERNMENT PARAMEDIC....F GOVERNMENT PARAMEDIC....F
Where did you seek advice
or treatment? PRIVATE MEDICAL SECTOR PRIVATE MEDICAL SECTOR PRIVATE MEDICAL SECTOR
F¥T. HOSPITAL/CLINIC....G PVT. HOSPITAL/CLINIC....G PVT. HOSPITAL/CLINIC....G
PHARMACY/DRUGSTORE...... H PHARMACY/DRUGSTORE. ..... H PHARMACY/DRUGSTORE...... H
Anywhere else? PRIVATE DOCTOR.....cvu-e 1 PRIVATE DOCTOR...cccuune 1 PRIVATE DOCTOR.cvvvevcae 1
MOBILE CLINIC........ veod MOBILE CLINIC.....cuvues J MOBILE CLINIC......... vad
COMMUNITY HEALTH WORKER.K COMMUNITY HEALTH WORKER.K COMMUNITY HEALTH WORKER.K
OTHER PRIVATE SECTOR OTHER PRIVATE SECTOR OTHER PRIVATE SECTOR
SHOP...otvecenuanencanns L SHOP...cnveevevnnnnnnans L SHOP..vovencannnnna evonal
RECORD ALL MENTIONED. TRADITIONAL TRADITIONAL TRADITIONAL
PRACTITIONER..vvvenans. M PRACTITIONER. . .vcua....M PRACTITIONER..cccvvuues M
OTHER N |OTHER N JOTHER N
(SPECIFY) (SPECIFY) (SPECIFY)
480
YES.eieneeennannn vesavenel
NO.oeoneeoressanaonnannnnn 2
Was anything given to treat (SKIP TO 482)«—
the diarrhoea? DKicerana secsasessnnas ves
481 ORS FLUID FROM PACKET....A | ORS FLUID FROM PACKET....A | ORS FLUID FROM PACKET....A

RECOMMENDED HOME FLUID...B

RECOMMENDED HOME FLUID...B

RECOMMENDED HOME FLUID...B

ANTIBIOTIC ANTIBIOTIC ANTIBIOTIC
(PILL OR SYRUP)......... c (PILL OR SYRUP)......... c (PILL OR SYRUP)......... c
OTHER PILL OR OTHER PILL OR OTHER PILL OR
SYRUP..cvevaeannnae veesdd SYRUP.veverreennsenn vl SYRUP...cvnernen PR
What was given to treat INJECTION...... teereecans E | INJECTION........... seeeeE | INJECTION...cveeerannens. E
the diarrhoea? (1.V.) INTRAVENOUS.......F | (I.V.) INTRAVENOUS....... F | (1.V.) INTRAVENOUS...... .F
} HOME REMEDIES/ HOME REMEDIES/ HOME KEMEDIES/
Anything else? HERBAL MEDICINES..... e oG HERBAL MEDICIMES........ G HERBAL MEDICINES........ G
OTHER H | OTHER H | OTHER H
RECORD ALL MENTIONLD. (SPECIFY) (SPECIFY) (SPECIFY)
38
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LAST BIRTH NEXT-TO-LAST BIRTH SECOND-FROM-LAST BIRTH
NAME NAME NAME

CHECK 481: YES, NO, YES, NO, YES, NO,
ORS FLUID  ORS FLUID ORS FLUID  ORS FLUID ORS FLUID  ORS FLUID
ORS FLUID FROM MENTIONED ~ NOT MENTIORED| MENTIONED NOT MENTIONED| MENTIONED  NOT MENTIONEDE

PACKET MENTIONED?
; v ;

(SKIP TO 484) (SKIP TO 484) (SKIP TO 484)

YES.eeveoenenas veeemnna .ol
NO....... cesesvnavrsnnnss sl
(SKIP TO 485)e—
Was (NAME) given fluid made DK..... rerases sesecansass
from an ORS packet when
he/she had the diarrhoea? ]
484

DAYS..ienenann cesase DAYS........ DAYS....cuvu canecan
For how many days was
(NAME) given the ORS fluid? DK....vven evenssensasens 98 | DKivevuenann tesrecsannes 98 | DKevvurenwn tastecssarcas 98

1F LESS THAN 1 DAY, RZCORD ‘00’

485 Y CHECK 481: YES, NO, YES, NO, YES, NO,

HOME FLUID HOME FLUID HOME FLUID HOME FLUID HOME FLUID HOME FLUID
RECOMMENDED HOME MENTIONED  NOT MENTIONED MENTIONED  NOT MENTIONED MENTIONED  NOT MENTIONEDY

FLUID MENTIONED? L‘__]
v

v v
(SKIP TO 487) (SKIP TO 487) [f (SKIP TO 487)
AmreE—— |, v T TESTNAEC T |,

486 |
YES.ieienann tenesan sescnas 1 YES.eeannn cresnns .
NO.iiveeeannnneneccnnenes NO..ovrnvnnnennnee
Was (NAME) given a recommended (SXIP TO 488) (SKIP TO 488)
home fluid made from (1] . DKeveorerrnonarannnnnennee
sugar, salt and water when
he/she had the diarrhoea?
487

DAYS..iiveeeecnnaess DAYS.eeveneernncnnns DAYS...e0vnesn teeeae

For how many days was (NAME)
given the fluid made from [+] QR vessnnna ceeeease®8 | DKivervnorennannaanaceasn 98 | DKicevrivanooonnanne veeaa98
sugar, salt and water?

IF LESS THAN 1 DAY,
RECORD /00’.

GO BACK TO 449 FOR NEXT BIRTH; OR, IF NO MORE BIRTHS, GO TO 489.
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SKIP
QUESTIONS AND FILTERS CODING CATEGORIES

CHECK 481 AND 483 (ALL COLUMNS):

RS FLUID
|

FROM PACKET
GIVEN TO ORS FLUID FROM PACKET
ANY CHILD NOT GIVEN TO ANY CHILD
OR
481 AND 483 NOT ASKED ?

YES..ovasasescasscasanssssonsaes k92
Have you ever heard of a special product called MOeuvoscrannssnsaannsscnsconansel
ORS you cen get for the treatment of diarrhoea?

91
Have you ever seen s packet like one of these before? YES..ceavececansvrasaccssonensanel
SHOM BOTH THE W.H.O. AND A COMMERCIAL PACKET. HOieeoveracocsoossnnnsnsasanasssd——0b96
492
* Have you ever prepared s solution with one of these YES.oeeeoenssaonnsnssecsaasnnsasl
peckets to treat diarrhoea for yourself or someone else?
. NOuveeeesonossasnssensnsansonss s @—0k95
SHOM BOTH THE Y.H.0. AND A COMMERCIAL PACKET.
493A
The last time you prepared the ORS, did you use the freejd FREE WHO PACKET vcveeessonnnansassl
W.H.0. packet(SHOW THE ¥.H.0. PACKET) or an alternative
commercial packet (SHOW THE COMMERCIAL PACKET)? ALTERNATIVE COMMERCIAL PACKET....2
493

WHOLE PACKET AT ONCE.......ev...t

The last time you prepared the ORS, did you prepare the PART OF PACKET.ecvvuneccsasanesad
whole packet at once or only part of the packet?
DKeveeeosasessacsoasasacnnsesesaB——sb95

494
200 ML. GLASSES........-..1 l::lj

N2 LITER.ceevrcecroassacessss901
1 LITERuesorncensasasnssesss 902
T IN2 LITERS.ciccveeranceness 903
2 LITERS.ceveoancssancsasesas 904
How much water did you use to prepare FOLLOWED PACKAGE INSTRUCTIONS.905
ORS the last time you made {t? OTHER, 906
(SPECIFY)
DKevervannnnsnsascsoansnsnensss 998

495 PUBLIC SECTOR

GVT/MUNICIPAL HOSPITAL........A
PRIMARY HEALTH CENTRE.........B
SUB-CENTRE....ceoesveaveensassl
MOBILE CLINIC..cccecnencensssdD
VILLAGE HEALTH GUIDE..........E
GOVERNMENT PARAMEDIC ........F

Where can you get the ORS packet? PRIVATE MEDICAL SECTOR
PVT. HOSPITAL/CLINIC..........G
PHARMACY /DRUGSTORE . v cveesaes -l

PROBE: Anywhere elsc? PRIVATE DOCTOR.veceacccossnnsal
MOBILE CLINIC...vcvsrencncnssed
RECORD ALL PLACES MENTIONED. COMMUNITY HEALTH WORKER.......K

OTHER PRIVATE SECTOR
SHOP..veeeenccocescsnsnansanesl

TRADITIONAL
PRACTITIONER. .cvvcencancncesM
OTHER N
(SPECIFY)

40
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SKIP

QUESTIONS AND FILTERS CODING CATEGORIES

CHECK 481 AND 486 (ALL COLUMNS):
HOME-MADE FLUID
HOME -MADE NOT GIVEN TO ANY CHILD ]
FLUID GIVEN OR +501
TO ANY CHILD 481 AND 4B6 NOT ASKED I
v
497 PUBLIC SECTOR
GVT/MUNICIPAL HOSPITAL.......11
PRIMARY HEALTH CENTRE........12
SUB-CENTRE....ccveecncennnne .13
MOBILE CLINIC.......... AP [
VILLAGE HEALTH GUIDE.........15
GOVERNMENT PARAMEDIC ........ 16
Where did you learn to prepare the recommended PRIVATE MEDICAL SECTOR
home fluid mede from sugar, salt and water PVT. HOSPITAL/CLINIC......... 21
given to (NAME) when he/she had diarrhoea? PHARMACY /DRUGSTORE . . v vvvvea..22
PRIVATE DOCTOR...ccevovscnnse 23
MOBILE CLINIC....c.v.ne.ns -1
COMMUNITY HEALTH WORKER......25
OTHER PRIVATE SECTOR
SHOP. .cevveneesns B )
TRADITIONAL
PRACTITIONER...ccvveacecessa32
MASS MEDIA
TELEVISION..... cesesscsasaaes 41
RADIO.ceuvsosssnscnncnnnnsss 2
PRINTED MATERIAL.:cvcevacsssodd
OTHER 51
(SPECIFY)
3]
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503

CHECK 227:

SECTION 5.

FERTILITY PREFERENCES

QUESTIONS AND FILTERS

CHECK 107:
CURRENTLY MARRIED WIDOWED
DIVORCED
SEPARATED

1

CODING CATEGORIES

SKIP

CHECK 313:

NEITHER
STERILIZED

HE OR SHE
STERILIZED

O

ROT PREGNANT OR UNSURE 5:] PREGNANT [F]
¢ ¢ HAVE A (ANOTHER) CHILD..........1
NO MORE/NONE..... sesecesancns cos
SAYS SHE CAN’T GET PREGNANT.....3
UP TO GOD.vevuvrencnnnnnnan seees 510
UNDECIDED OR DK..ouevveeees csone
Now I have some questions Now | have some questions
about the future. about the future.
Would you like to have After the child you are
(a/snother) child or expecting, would you like
would you prefer not to to have another child or
have any (more) children? would you prefer not to
have any more children?
504 -1 R |
GIRL.c.ooerunnnn ssecensosane 4
Would you prefer your next child to be a boy or a girl DOESN’T MATTER.......... cesensse 3
or doesn’t it mattur? UP TO GOD.vevervnvenonnsnaas N 4
505 CHECK 227:
MONTHS . ccvvrnernnnanas .
NOT PREGNANT OR UNSURE PREGNANT
q:] [;:] YEARS....... senesennane .2
r [ 510
v v SOON/NOW. .0 cvavennnann ceenenss 994
SAYS SHE CAN’T GET PREGNANT...995
OTHER 996
(SPECIFY)
DKeveesnnaan creesenens cesensas998
How long would you like How long would you Like to
to wait from now before wait after the birth of
the birth of (a/another) the child you are expe:ting
child? before the birth of another
child?
42
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SKIP

QUESTIONS AND FlLTLRS CODING CATEGORIES
CHECK 220 AND 227:
HAS LIVING
CHILD(REN) YES
OR
PREGNANT?
507 CHECK 227:
NOT PREGNANT OR UNSURE [F] PREGNANT [;]
T I
v v
AGE OF CHILD
YEARS. . .ceveerareseasncncan
510
DKivervoannnrassnssssscnseasssa®
How old would you like How old would you like the
your youngest child to child you are expecting
be when your next child to be when your next child
is born? is born?
508
YES.eiueossnssanansnsscnncncncne 1
Do you regret that (you/your husband) had the operation ND. . seiiiinieiiiniensenccsnannsns 2——514
not to have any (more) children? |
RESPONDENT WANTS ANOTHER CHILD..1
509 WANTS TO REPLACE CHILD WHO DIED.Z2
HUSBAND WANTS ANOTHE!. CHILD..... 3 514
Why do you regret it? SIDE EFFECTS.ccvcissnocascnnnans 4
OTHER 5
(SPECIFY) |
510 APPROVES.evaesvasccacscecaranans 1
DISAPPROVES..ccovereoecaccannens 2
DKevenerereanaesnenesosannes veed8
Do you think that your husband approves or disapr.oves
of couples using a method to avoid a pregnancy?
5N
NEVER..ceeovoevcannnsranonenccasl
ONCE OR TWICE...ccvvvernnccnsassld
How often have you talked to your husband about MORE OFTEN..cvvacaseccranssocees 3
family planning in the past year?
512
YES..oeveroenceacnaccacancssanse 1
Have you and your husband ever discussed NO.icevresonoconnnssanscns veevesl
the number of children you would like to have?
43
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SK1IP

NO. QUESTIONS AND FILTERS CODING CATEGORIES T0
513 SAME NUMBER......... cecesrsansas 1
MORE CHILDREN.....cvnvese 4
FEWER CHILDREN...... cacrsesansns 3
1] G tressesssresnacanas .es8
Do you think your husband wants the same
number of children that you want, or does he want more
or fewer than you want?
514 DAYS...cevennns |
MONTHS. .vceecennneasonaas 2
How long should a couple wait before starting sexual YEARS........ reresctenanas 3
intercourse after the birth of a baby?
UP TO COUPLE....cvvecavanans ..995
OTHER 996
(SPECIFY)
515
APPROVE. . vevvesencenasnas R |
In general, do you approve or disapprove of couples DISAPPROVE..... sesresrecsasannan 2
using a method to avoid getting pregnant?
516 CHECK 220:
HAS LIVING CHILD(REN) [}:] NO LIVING CHlLDREN[;:]
r r NUMBER.....evuuunns
v v
OTHER ANSWER 96—518
(SPECIFY)
1f you could go back to the If you could choose
time you did not have any exactly the number of
children and could choose children to have in
exactly the number of children your whole life, how
to have in your whole life, many would that be?
how many would that be?
RECORD SINGLE NUMBER OR OTHER ANSWER.
517 BOYS GIRLS EITHER
NUMBER...
How many of these children would you like to be
boys and how many would you like to be girls? OTHER 999996
(SPECIFY)
518 MONTHS......covvivnnaena.d
YEARS . 0vcvevennsnnacacseld
In your opinion, what is the ideal interval between
the birth of one child and the birth of the next child? OTHER 996
(SPECIFY)
44
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SECT T P! STIONS: AIDS

SKIp
NC. QUESTIONS AND FILTERS CODING CATEGORIES T0
519
Now I have a fex questions about a very important topic. | £ 3 |
Have you heard of an iliness calied AIDS?
ND..oereececnroronsnsnnnnenanes s 2—p601
F Y
520
NEWS PAPERS.....ovctacansanansasl
MAGAZINES..ccvrenesoasancnccenssd
SLOGANS/PAMPHLETS/POSTERS.......E
from which sources of informetion or perscns have you HEALTH WORKERS...vesuencesnaenasf
heard about AIDS? SCHOOL TEACHERS......ecseeeevessl
COMMUNITY MEETINGS....ccccncees.H
RECORD ALL MENTIONED FRIENDS/RELATIVES..ocvecnreenessl
OTHER J
(SPECIFY)
521 SEXUAL INTERCOURSE.....0e0eeee..A
HOMOSEXUAL INTERCOURSE..........B
HETEROSEXUAL INTERCOURSE........C
NEEDLES/BLADES/SKIN PUNCTURE....D
How is AIDS transmitted? ] MOTHER TO CHILD.................E
TRANSFUSION OF INFECTED BLOOD...F
RECORD ALL MENTIOWED OTHER G
(SPECIIY)
DOH'T KNOM.o.oeenanonannonnaness
522
Do you think that you cen get AIDS from: YES NO
shaking hands with someone who has AIDS? HAND SHAKING......c00nevas.l 2
hugging somecne who has AIDS? V1] | S | 2
kissing someone who has AIDS? KISSING...oievviscvarenensst 2
wearing the clothes of someone who has AIDS? SHARING CLOTHES....00vvnuaal 2
sharing eating utensils with someone who has AIDS? SHARING EATING UTENSILS....1 2
stepping on the urine or stool of someone with AIDS? STEPPING OM URINE/STOOL....1 2
mosquito, flea or bedbug bites? MOSQUITO/FLEA/BEDBUG BITES.1 2
23
YES.ceeeeeoosononn tnnenceancnvonsl
L R 4
Is it possible- for a healthy looking person to be 1 . .
infected with the AIDS virus?
524
YES . cieeeeoenneesoncevanonscnnnnel
Do you think AIDS is e curable disease?
1 .
525
| 13— |
In your knowledge, is there any vaccine to prevent AIDS? | NO...eveueererereerennrencsneenns2
N .

&4A
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SKIP

NO. QUESTIONS AND FILTERS CODING CATEGORIES T0
526 USING CONDOMS DURING EACH
SEXUAL INTERCOURSE.....cccocses A
SAFE SEX..coceaesens crecennaensan B
CHECKING BLOOD PRIOR TO
TRANSFUSION. cveveevsocsnasnosasl
STERILIZING NEEDLES AND
SYRINGES FOR INJECTION......... ]
How do you think one can avoid AlDS? AVOIDING PREGNANCY WHEN
HAVING AIDS VIRUS.....ccceveanee E
RECORD ALL MENTIONED OTHER F
(SPECIFY)
DKevceseconscnnnns cenenas vee A ¢
527
YES.iiervecnenns Weseveasesns venesl
NO.eeeosooasnsesosancansnrannane .2
Is it possible for a woman who has the AIDS virus to give
birth to a child with the AIDS virus? DKeveucroosnannssooasasasanscsessB
528
PROVIDE MEDICAL TREATMENT........ A
HELP RELATIVES PROVIDE CARE..... .B
ISOLATE/QUARANTINE/JAIL...ccvv..C
NOT TO BE INVOLVED....ccccvuun .esD
What do you suggest the government should do for the OTHER E
people who are suffering from AIDS? (SPECIFY)
[1] . [ servsenne —
RECORD ALL MEMTIONED
448
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SECTJON 6. HUSBAND’S BACKGROUND AND WOMAN’S WORK

SK1P

_QUESTIONS AND FILTERS CODING CATEGORIES

CHECK 107:

CURRENTLY MARRIED WIDOWED
DIVORCED

[;] SEPARATED 1 +603 §

v '

ASK QUESTIONS ABOUT CURRENT OR MOST RECENT HUSBAND.

602
AGE IN COMPLETED YEARS.....
How old was your husband on his last birthday?
603 | 3 |
Did your (last) husband ever attend school? NO...... teeeneceeas cesenen veenes 2——» 606
604
GRADE..ivvevenceneene seeens .
What is the highest grade he completed?

CHECK 604:
GRADE 6-12 Cl
GRACE 0-5
GRADE 13+ _ r—1
l—>608
(Can/Could) he read and write? NO..rrriinrnecennnnne. reesanenel
|
DEGREE NOT COMPLETED...... PN 1) |
607 NON-TECHNICAL DEGREE
BACHELOR’S DEGREE....... veesa02
MASTER’S DEGREE....cvesvees..03
What is the highest degree he obtained? Ph.D...... tesseceeee eseen .o 04

TECHNICAL DEGREE
BACHELOR’S DEGREE............05
MASTER’S DEGREE......... ceesl 06
TECHNICAL DIPLOMA/CERTIFICATE
NOT EQUIVALENT TO DEGREE..... .07
NON-TECHNICAL DIPLOMA/CERTIF.
NOT EQUIVALENT TO DEGREE...... 08
OTHER DEGREE 09
(SPECIFY)
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NO.

610

QUESTIONS AND FILTERS

what kind of work does (did) your
(last) husband mainly do?

CHECK 608:

WORKS (WORKED) DOES (DID) 3

CODING CATEGORIES

SKIP
10

IN AGRICULTURE NOT WORK
IN AGRICULTURE

(Does/did) your husband work mainly on his
own land or family land, or (does/did) he rent land,
or (does/did) he work on someone else’s land?

HIS/FAMILY LAND..... teseesrenensl
RENTED LAND..cocvecccnas ceereeesl
SOMEONE ELSE’S [17.1] O P

611

Aside from your own housework, are you currently
working?

YES.eeerearscansancsasannasnsees l—2613

o T -

612

As you know, some women take up jobs for which they
are paid in cash or kind. Others sell things, have a
small business or work on the family farm or in the
family business.

Are you currently doing any of these things or any
other work?

YES:eessaeaarseaarsoscaccnsanacesl

NO.veecevssenssassnsnesensonsess2—s620

613

what is your occupation, that is,
what kind of work do you do?

614

In your current work, do you Wwork on the family farm/
business, are you employed by someone else, or are you
self-employed?

FAMILY FARM/BUSINESS......ccess0l
EMPLOYED BY SOMEONE ELSE........2
SELF~EMPLOYED. .ceeerreroncnncaaed
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SKIP

NO. QUESTIONS AND FILTERS CODING CATEGORIES T0
615
YES e eeeavonnosnananan cseasses A |
Do you earn cash for this work? NOiuvvevosanne sececacsresanns eedl

PROBE: Do you make money for working?

616 HOME....ccvevreencnnsnannaaas ee1

Do you do this work at home or zway from home? AWAY...... cesnenne ceerieccasecnne 2

CHECK 219/220/222:

HAS CHILD BORN SINCE
JAN. 1988 AND LIVING
AT HOME?

618
USUALLY..cciennrecnanaane creeene 1——»620
SOMETIMES.eevrrncscesncanccaennel
NEVER...ccovernvncnnns reeseerased
White you are working, do you usually
have (NAME OF YOUNGEST CHILD AT HOME) with you,
sometimes have him/her with you, or
never have him/her with you?
619 HUSBAND . .cceveensonrscncacaaas01
OLDER CHILDC(REN)....ccvveeen. ..02
OTHER RELATIVES....ce00v.e eeees03
NEIGHBORS..ecveaee cetecane veeas0b
FRIENDS......... cecesensssraas .05
Who usually takes care of SERVANTS/HIRED HELP............06
(NAME OF YOUNGEST CHILD AT HOME) CHILD IS IN SCHOOL............. 07
while you are working? INSTITUTIONAL CHILDCARE..... ...08

RECORD THE TIME HOUR. . ivieaannanenns cansee

MINUTES..

PRESENCE OF OTHERS DURING MOST
OF THE INTERVIEW TIME.

MOTHER-IN-LAW.......... —
OTHER MALES.....ce0vuenenn .1
OTHER FEMALES
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INTERVIEWER’S OBSERVATIONS

(To be filled in after completing interview)

Comments About Respondent:

Comments on Specific Questions:

Any Other Comments:

SUPERVISOR’S OBSERVATIONS

Name of Supervisor:

EDITOR’S OBSERVATIONS

Date:
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NATIONAL FAMILY HEALTH SURVEY CONFIDENTIAL
(MCH AND FAMILY PLANNING) For Research
VILLAGE SHCHEDULE Purpose only
INDIA 1992-1993
IDENTIFICATION

NAME OF STATE

PSU NUMBER: ¢ 10t eteveeesssrscsooncnnnansossssnsanneenss

NAME OF DISTRICT

NAME OF TEHSIL/TALUK

NAME OF THE VILLAGE

TOTAL POPULATION OF THE VILLAGE
ACCORDING TO THE 1981 CENSUS.:evereeeesnsacsoocnneess

1. Current population of the village:

2. Area of the village (in Hactares):

3. Total number of households in the village:

4. Total arable land in the village (in Hectares):
(1) Irrigated land..cceeeeeees..l

(2) Non-irrigated land..........2

5. Main sources of irrigation in the village: RAIN WATER......... ceeenn A
TANK/POND4eveveneeeaneassB
STREAM/RIVER. . c.vtuvvee.. C
CANAL........ sescessessssD
WELL..eoeoeonnn teccseccas E
TUBE WELL........ seccecene F
OTHERS G
(SPECIFY)

6. Distance from the nearest town (in kilometers):

7. Distance from the Block Headquarters (in kilometers):

8. Distance from the Tehsil Headquarters (in kilometers):

9. Distance from the nearest railway station (in kilometers):

10. Distance from the nearest bus stand (in kilometers):

11. Whether the village is connected by all-weather road: YES...........1 ]
(SKIP TO 13) <

NO.......cu . e 2
12. Distance from the nearest pucca road (in kilometers):
13. Main sources of drinking water in the village: PIPED WATER...... eessesA
OPEN WELL....cceue.. ...B

TUBE WELL/BORE WELL....C

RIVER/SPRING/POND/LAKE.D

OTHERS E
(SPECIFY)
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14. Is the village electrified? YES.coeosoonnons P |

NO..coeeeeeoonnnaneosnel

15. Educational facilities in the village:

P P S

Facilities Whether available in the village Distance from the
nearest facility
| available (in Kms

YES .ceeeeesnoosonsssnsesssonsssl ]
(GO TO NEXT FACILITY) «
Primary School

NO..iiteseeaeesonnassooasscassnnsd

YES.cecesooosessssscnssoscscacsl ]
(GO TO NEXT FACILITY) <«

Middle School

NO.vevossocaonoeaonsanoosossssosd

YES. . eoeeenotosnansonsce ceecenn 1
1]

Secondary School

YES..etionvecaineetieneinesnnl g
(GO TO NEXT FACILITY) <

Higher Secondary
School NO..:teseseeesossoscossssassned

YES.ceeeseccsoscsosnsansasseanssel ]
(GO TO NEXT FACILITY) <«

College

NOu:oeeeeosoosoasosaonasecsneel

YES.ceeeoeoeveososssassnssssssssl ]

(GO TO NEXT FACILITY) «
Adult Education
Classes NO:eeoeoasooooosasosasosssssessd

YES..eeionnnerioneeineieiesinl
(GO TO NEXT FACILITY) <

Anganawadi —1

NO.coesevaoasooanaansssnossess?

YES.ceeeeraceranenne I |

Jana Sikshana
Nilayam NO:eoeoeoaanns cessnseccnssesecd
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16. Health Facllities:

... . - ' ]

Facilities Whether available in the village Distance from the
nearest facility
avajilable (in Kms

YES.eceeeoecocossavrosccsscnneal ]

(GO TO NEXT FACILITY) <«
Primary Health
Centre NO(oesesoacoscosccosnsscssnscsel

YES:iieeaecesecassacnsscssnsncasl ]
(GO TO NEXT FACILITY) «
Sub-Centre

NO..ooeeeeanenococscosscnnsensl

YESeceoeooeoassessosesccscnsasl ]
(GO TO0 NEXT FACILITY) «
Government Hospital

No..ll..I..I..'.'.....I'.'....z

YES.eeoessooerssossnsassssesssel ]
(GO TO NEXT FACILITY) <«

Hospital by NGO

NO'.ieseoonsooousoscsesscsosesel

YES.coeesesevasossasescsccscsel ]
(GO TO NEXT FACILITY) <«

Private Hospital

NO..cveeeeetenacencncoacnseasnsal

YES.oeeeoeeseososoecsassoansnssl ]
(GO TO NEXT FACILITY) <«

Dispensary/Clinic

{0 .

YES:teeeeavsocroecnssansonsssssal ]
(GO TO NEXT FACILITY) «

Village Health
Guide [0 O P4

YES :eeeesoeeeoneesossvncocsnnsel ]
(GO TO NEXT FACILITY) <«

Trained 3irth
Attendent NO:eeeseotesoaosssscssncsoccscnoceld

YES.eeeeeesoeeesoososersssnscnnsl ]
(GO TO NEXT FACILITY) <«

Family Planning/
Health by NGO NO:.veovoonosoososerscsoscncael

YES.:eeeeveeesesoseascscacncsel

Mobile Health Unit/
Visit NO:coeeeosensnasenonsssnsocesel
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17. Total number of Television sets in the Village:

18. The type of drainage facility in the village: UNDERGROUND DRAINAGE....1l
OPEN DRAINAGE....:cces:a2

No..........-.-........-3

19.

20.

21.

22.

23.

24.

25.

26.

Total number of tractors in the village:

Total number of thrashers in the village:

Total number of Goiar gas plants in the village:

Total number of cars in the village:

Total number of vans/matadors in the village:

Total number of trucks in the village:

Total number of motor cycles/scooters in the village:

Other facilities:

Whether available in the village

Facilities

BAnK..eeeeeennonosanesesrenarsnnsonensssl 2
Credit cooperative society.......vcee.eel 2
Agricultural cooperative society........l 2
Fishermen'’s cooperative society.........1l 2
Milk cooperative society...ccoeeeecaseecl 2
Post Office.....cccivvenecrcenccncnnsnansl 2
Market / Shop.....ccetisreecsnnseannssasl 2
Fair price Bhop...cccicvessssssencoceeeel 2
Cinema house/Tent.....ceecvesseoscecossal 2
Pharmacy / Medical Bhop.csessesesecceceel 2
Mahila Mandal......cctctieeveesasasnsssal 2
Youth club.ceeeeereenereneeenssnsscnnasal 2
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27. Did the village experience any natural calamity YESieeeoeeeeesnesl
during last two years? (SKIP TO 29)

No.l......lotoiolz

28. What was the nature of the calamity?
FLOOD::ssesococcenansssasesh
DROUGHT e e e ceseseessasccssasB
CYCLONE::sseeeseocesescasssC
EARTH QUAKE....vccceeseeaaaD

ANY OTHER E
(SPECIFY)

29. Major epidemics and diseases in the village during the last one year:

1.

2.

3.

4.

30. Mass media / other educational activities for Health and Family
Welfare carried out during the last one year in the village:

1. Number of film shows held:

2. Number of exhibitions held:

3. Number of drama / song performances held:

4. Number of group meetings held:

5. Number of times family welfare/health worker visited the
Jvillage in a month:

31. Any Family welfare / health posters distributed? YES...ce0eeeeel

NO.eeoevoeoaee2

32. Any Leader’s Orientation Training Camp held? YES:iteoeeeanaol

NO.uvuuvreaaaaa2
(SKIP TO 34)

33. Number of local leaders trained at the camp:
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34. Rural Development Programmes :

Programme Whether there are any benificiaries Total numb-
in the village: er of beni-
ficiaries
Integrated Rural YES. . ceeeeeececsoccccosocnnassl
Development

Programme (IRDP)

NOceveooooososossocscsnssnsanel ]
(GO TO NEXT PROGRAMME) «

National Rural YES.ticteeeasscecansconsnscosnasal
Employment Programme
(NREP)

NOesseoooosesoossssssscscosesel ]
(GO TO NEXT PROGRAMME) «

Training Rural Youth YES.eeeeeeesooecscsssnosseassasl
for Self Employment
(TRYSEM)

NO:ceeeeenoooenecnnsne ceseenons 2 ]
(GO TO NEXT PROGRAMME) -«

Employment Guarantee YES. ietevesesosccccosssscccsel
Scheme

NO...ooeeens cesesscsssessacseeeld

35. Major sources of information for Sarpanch.......cc.... A
filling in the Village Schedule: Patwari......ccces....B
(RECORD ALL THE SOURCES) Gram Sevak.....ee0...C

School Teacher.......D

Health personnel..... E

Others F
(Specify)

36. Any other relevant comments:

298



