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PREFACE 

The research literature on fertility is available in 

abundance across the worlde Even in India a large number studies 
on various aspects of fertility, family welfare and family planning 

have been made and as such a huge volume of literature is available 

in the area in this country as well. 

However, no significant systematic study was conducted in 

Jammu and Kashmir on the problems related to fertility. Hence a 

need to make such a study in this state was felt. Therefore, 

Dre R. Tiwari, Reader in the Department of Mathematics, University 

of Jammu,ksigned a project on 

Utilization of Maternal and Child Health care and 

Family Planning Services in Rural Areas of Jammu District 

(1986-87 )’’« 

This research progect was approved by the U.CGeC. which 

provided the funds required for the succcssful completion of the 

study. This study is the first of its kind made in Jammu and 

Kashmir State. | 

The author of the present report was closely associated 

with study made by Dr. R. Tiwari and during the conduct of the study 

the author had very fruitful discussions with pr. Tiwari whose 

insights motivated the present investigator to study the fertility 

parameters in Rural areas of the district, Jammu. Although te 

investigator wished to study the preblem at the level of the state 

as a whole , but the constraints of time and financial resources 



forced him to confine his study to Jammu district only. Tr primary 

data for the study was very kindly provided by Dr. Re Tiwari out of 

the body of data collected for the project referred to above. 

the report of the study is presented in six chapters and 

each chapter is further divided into sections dealing with different 

aspects of the fertility parameters considered. Chapter I gives a 

description of the work done in the subsequent chapters.Descriptions 

about the survey and the district are also presented in this chapter. 

The attitude, to the knowledge of family planning methods of an 

individual and MCH services available aré enquired into in the 

context of the demographic and socio-cultural characteristics of an 

individual as well as socio-cultural characteristics of the community 

to which the person belongs. 

Chapter 2 presents the description of the characteristics 

of the households and the individuals who were eligible for the 

use of F.P.and MCH services. 

A description of the model for the first live birth 

interval is the subject matter of chapter 3. In this model 

fenundability is taken to be time dependent on the early part of 

cohabitation, thus indirectly incorporating biological as wellas 

behavioural factors. It also takes account of pregnancy wastages. 

The model is a specimen of the model proposed in the Bhattacharya et at" 

(1989). The model is applied to birth for which the data was collected 

in the survey. 

In chapter 4 a probability model is taken into account. 



This model describes the length of interlive-birth 

interval. The model is a special casey of the model proposed in 

Bhattacharya et al (1989). The model is applied to the real data 

taken fromthe survey, Utilization of Maternal and Child Health 

Care and Family Planning Services in Rural Areas of Jammu district 

(1986-87) . | 

Chapter 5 analyzes the information regarding th family 

planning practices such as methods known without probe or with 

probe, source of knowledge, who provides the service, method, plans 
for use in future, and the intention of wives to use different family planning methods are analysed. 

Chapter 6 discusses the various aspects of maternity 

and child health care services in Jammu district. The data based on 

the females who gave birth to children during the last three years 
fromthe date of survey, the information about the females who 

registered for antenatal check up during the pregnancy period, 

place of delivery, complication in post-natal period and immunization 

chapter. 

In the end/a select bibliography on the subject is 

presented. 



CHAPTER I 

INTRODUCTION 

The importance of family welfare programme in our 

socio-economic developmental plans if: well recognised and needs 

no emphasis. The mest crucial problem facing the nation today is 

the galloping population which has been increasing by about 

%5 million every year. The population of the country which was 

only 34.2 crores in 1947 grew to 68.5 crores in 1981. At the 

current rate of growth India’s population will be one billion by 

the turn of the century. India presently has 15 percent of the 

world’s total population and only 2.4 percent of the global land 

area o 

Already, India is twice as densely populated as China. 
It will be the most populous country on earth in the next four 

decades. The rapid growth of population neutralizes the 

developmental efforts that thwarts all efforts to bring about 

improvement in the quality of life. 

The National Family Planning Programme started in 1951. 

Though the country made great strides in family planning but it 

was not successful in achieving its targets. One of the impertant 

health ef mothers and children. This is also essential to accelerate 
the speed of family planning programme. Better MCH care creates a 

sense of security in the minds of parents that children will survive 

and lead a healthy life: which inturn will contribute greatly to the 

accepbance of the small family norm as a way of life. 
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infrastructure has been developed during the last 4 decades, 

to render the family planning, maternal and child care and other 

primary health care services, especially to the rural people at 

their doorstep. However, it is realised that the available 

infrastructure facilities are not properly Utilized which is 

evident from the differential utilization patterns and target 

achievement as observed in studies conducted from time to time 

in different parts ef the country as well as from the official 

figures. In order to examine the different dimensions of 
utilization of family planning and maternal and child health 

care services in rural areas a study entitled Utilization of 

Family Planning and MCH services in Jammu district (rural )’’ was 

conducted by the Department of Mathematics, University of Jammu, 

during 1986-87 under the financial assistance from University 

Grants Commission. 

In addition to the intormation en knowledge, attitude 

and utilization of family planning and MCH services, data on 

interval between marriage and first birth and between successive 

births were also collected for estimation of fertility parameters. 

The objectives of the present study are: 

(1) to propose probability models te explain and 

analyse data on birth intervals, 

and practice of family planning and to find out 

the socio-cultural factors that influence them, 



(1441) to find out the extent of knowledge and 

utilization of maternal and child health services 

and perception of users and about the government—

provided MCH services. 

Te thesis consists of six chapters. Chapter 1 gives a 

description of the work done in the subsequént chapters, 
Deseriptions about the survey and the district Jammu are also 

presented in this chapter. The attitude, the knowledge,and family 

planning methods end MCH services of an individual are observed 

depending on the demographic and socioecultural characteristics 

of individuals as well as socio-cultural characteristics of the 

community in which the individual lives. 

Chapter 2 presents the description of the characteristics 

of the households and the individuals who were eligible for the use 

ef family planning and MCH services. 

Chapter 3 descrives a model for the time of first live 

birth interval which takes fecundability to be time dependent 

during early part of cohabitation, it thus indirectly incorporates 

biological as well as behavioural factors. It also takes account 

of pregnancy wastages. The model is a specimen of the model 

proposed in Bhattacharya et al (1989). The model is applied to 

describe the data at the time of first birth collected in the 

survey. Prevalence of taboos of varying severity on commencement and 

frequency of coitus during pest partum (Pp) period is common in 



almost all the societies,especially in rural areas where prolonged 

breast feeding is the norm. Most often the practice of abstinence 
during the post partum period is directly and explicitly linked 

to breast-feeding (leridon 1977, Corsini 1979, 197 ). The rationale 

for such a custom is probably that if the resumption of sexual 

intercourse or lack of precaution to avoid pregnancy during 

intercourse causes a new conception, that has a detrimental 

effect on the mother’s he&é&ath and milk preduction and in turn on 

the infant’s health. Apart from this, congnisance of the fact that 

child birth is debilitating to mothers bea there is a need for some 
period ef recuperation which is another important consideration 

(Ohadike 1979, 285). These were probably the reasons for the 
development of the custom of sending the women to their parents 

mainly for the first and occasionally for the subsequent deliveries, 

and staying there till the child attains a certain age (united 

Nations 1982, 97). Thus,a model taking into account the sexual 

behaviour of the couple after child birth, may be suitable for 

analysing the birth interval d ata of traditional societies. 

In chapter 4 a probability model to describe the length 

of interlive birth interval has been proposed. the model is a 

special case of the model proposed in Bhattacharya, et al (199). 

jhe model is applied to the real data taken from the survey, 

“utilization of Maternal and Child Health Care end Family Planning 



In chapter 5, the infermation regarding the family 

Planning practices,such as methods known without probe or with 

probe, source of knowledge, who provides the service, methods 

used, methods in current use, reasons for changing to next method, 

plans for use in future and the intention of wives to use 

different family planning methods are analysed . 

Chapter 6 deals with the various aspects of maternity 

and child health care services (MCH) in Jammu @istrict. the data 
based on the females who gave birth to children during the last 

three years from the date of survey, the information about the 

females who registered for antenental check up and received 

tetanus-Toxoid and tablets of iron and folic acid during the 

pregnancy period, place of delivery, complication in post-natal 

period and immunization facilities available for newly born 

babies are discussed in this chapter. 

During the last three and half decades saveral stochastic 

models relating to fertility have been suggested and utilized to 

investigate the possible consequences of changes in thelinput 

of the process and to study the pattern of human reproduction. 

A critical review of the work upto 1972 is given in Sheps and 

Menken (1973). A review with more emphasis on the recent work 

is given in Leridon. (1977) and Mode (1985). In these models, two 

categories of inter-related variables are usually studied= the 
distribution of the radom length of intervals between events, 



6 

such as births, conceptions, etc. and the number of events 

occurring in a specified period. 

A variety of mathematical models based on interval 

data have been proposed. The early work on these models appears 

to have been started by Henry (1953) who utilized the concept 

ef fecundability as described by Gini {1924). the distributions 

of time of first birth interval between two consecutive births and 

related functions were initially derived py Henry (1953) under 

the assumptions of no foetal wastage, constant fecundability and 

constant duration of non-susceptible period associated with a 

live birth. An extension of the above model included foetal 

losses and non-susceptible periods associated with pregnancy 

varying with the outcome ef pregnancy (Henry, 1957). Later 

Henry (1961 a, 1961 0»), Henripin (1954), Vincent (1961), Tietze 

(1959), Potter (1960) formulated models in detail and reported 
several results. Using the concept of Henry, Potter and Parker 

(1964) presented a model for the time of first conception 

assuming constant fecundability for a woman and a beta 

distribution for fecundability among women, first two moment s 

of conception-months were useé to estimate the parameters, 

Jain (1969) used potter-Parker model to estimate the mean 
fecundability in a sample of Taiwanese women. Majumdar and Sheps 
(1970) gave a procedure to obtain the maximum likelihood (m 1) 

estimates of the parameters of the model of Potter and Parker e 

Suchindran (1972) derived moment estimators, maximum likelihood 



estimators and minimum Chi-Square estimators for four different 

situations <- consored samples, truneated samples, grouped data and 

completed samples. Sheps (1964) also proposed a model for time of 

first birth conception with similar assumptions to that of 

Potter and Parker (1964), but instead of beta distribution she 

used an unspecified density function for fecundability. 

Singh (1964) independently of Potter and Parker 

suggested an analogus model for time of first conception treating 

time to be continuous. He assumed that conditional instantaneous 

that the risk parameter. varies among women according to a galima 

density. He obtained the best asymptotically normal estimates of 

the parameters. Singh and Bhaduri (1972) derived the moment and 

the maximum likelihood estimators of the parameters of the model. 

Suchindran and Lachenbruch (1974) gave a procedure to obtain the 

maximum likelihood estimators of the parameters of the model 

suggested by George (1967). 

Te common assumption in the models discussed above is 

that all the females are in non-pregnant fecundable state at the time 

of marriage. In some situation, all the females may not be exposed 

to the risk after marriage. For example, the custom of early 

marriage, especially in some rural perts of India, is still 

prevalent. In such cases some females may be in the state of 

adolescent sterility at the time of marriage due to non-occurrence 

of menarche or higher incidence of inewklatory cycles. Further, 



some of these females do not get a chance @f cohabitation due 

to temporary separation caused by custom of ffequent visits of 

females to their parents in the beginning of the married life. 

For such situations Chakraborty (1976), Pathak and Prassad (1977), 

Nair (1983 a, 1983 b), Mishra (1983) and Srivastava (1983) have 

proposed probability models for the time of first birth assuming 
that some females may not be exposed to the risk of conception 

just after marriage due to one or more reasons stated above. 

Sheps and Pérrin (1964) and Sheps (1967) derived some 

useful results from interslive birth intervals considering the 
reproduction precess as a Markov Renewal process. Srinivasan (1966a ) 

extended the model of Ferrin and Sheps (1964) which accounts for 

foetal losses between two successive live births and heterogeneity 

of . fecundability. George (1967) , George and Pillai (1969), 
George and Mathai (1975), D’Souza (1973, 1974) and others have 

formulated models for interclive birth intervals under different 

sets of assumptions and illustrated their application to real data. 

Sheps and Menken (1972) and Menken and Sheps (1972) have studied 
the distribution of birth intervals under different definitions 

of the sampling frame in a birth cohort of women and in a cross-< 

section of stable population. their study was motivated by the 

fact that observed distribution of the lengths ef intervals 

between the successive births are considerably affected by the 

choice of sampling frame, the composition of the population 

sampled and the effects ef competing risks such as death, marriage 



and marital dissolution. p’Souza (1974) tried to explain the 

variability in birth interval lengths by means of a multiple 

regression on sich carriers as age of the mother at marriage, 

duration of marriage and survival status of the previous child, 

éte. Braun (1977, 1978) extended D-Souza’s work to explain the 

histreéal birth interval pattern. More recently Braun and Hoem 

of waiting time among live births taking various parametric 
forms of the risk function. 

An open birth interval for a specific parity is defined 

as the time elapsed since the birth to a fixed point in time. 
Srinivasan (1966 b) introduced tne idea of open birth interval. 

Since then the interest in the interval seems to be increasing 

in the measurement of short-run changes in fertility (see 

Srinivasan 1966 a, 1968, tavtaen 1969, venkatacharya, 1969 a, 
1969 b, Pathak, 1971). 

Henry (1961 a) introduced the concept of straddling 

and interior birth intervals which are defined as the closed 

birth interval that straddles the survey data, T and a closed 

interval beginning and ending between T baa Tt +T (where T 

is predetermined). The work related to this interval is given 

in Sehgal (1971, 1973), Sheps and Menken (1972), Menken and 

Sheps (1972), Poole (1971 A systematic investigation of these 
types of interval may provide useful results. 

sien nals iam cate aas a 
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1.2 Brief History of Family Planning Programme: 
Although the development of intensified family, pregramme 

in India is of a recent origin, the movement to control birth 

was advocated in 1925, long before the country became free. 

Prof. Roghunath Dhond Karve opend a birth control clinic in Bombay 

en June 11, 1930, the Mysore Government issued orders to open 

the first birth control clinic in the world in 1932. the Senate 

ef Madras University, the Government of Madras and All India 
Women’s Conference in Lucknow session supported birth control. 

In 1935 , the planning committee of the Indian National Congress 

of which Sh. JeL. Nehru was the Chairman expressed concern over 

growing Wopulation. In a report,which the committee submitted 

to the congress, it recommended that in the interest of social 
Economy, family happiness and national economy, family planning 

and - limiting the number of children is essential and state 

should adopt a policy to encourage these. 

On December 1, 1935 the society for the study and 

promotion of family Hygiene was formed. In 1939, Birth Control 

World Wide, opened clinic in U.P. and M.-P. In 1940, sh. P.N-Sapru 
suecessfuly moved a resolution in the Council of State for 

establishment of birth clinics. By 1940, the Society for the Study 

and Promotion of Family Hygiene became the Family Planning Society, 

the Health survey and Development Committee appointed in 1945 

by Government of India recommended provisions of birth control 

services. 



a In 1949, the Family Planning Association was formed under 

the Presidentgship of Shrimati Dhanvantri Rama Rao . An important 

landmark in this interesting history was the first All India 

Conference on Family Planning organised by Family Planning 

Association of India in 1951 in Bombay. 

Realising that the rapidly growing population posed a 

major challenge which greatly hindered the progress, the 

Government of India adopted family planning as an official 

programme in 1952. It was among the few governments in the world 

to adopt family planning as a national policy, as an integral 

part of the planning for social and economic development . 

Under the first five year plan (1951-55), the programme 

was moderate and more or less exploratory in nature. among the 

aims of the first plan was reduction of birth rate to a level 
which the national ecenomy could sustain and allocation of 6.5 

million rupees was made. The Family Planning Research and 

Programme Committee was appointed in 1953 which included 

distinguished doctors of medicine and public health experts, 

demographers and social scientists of the country. The committee 

made important recommendations on the scope of family planning, 

lecation of centres, staff and accomodation, training and field 

studies and research. 

Thus in the early days ot the programme,the methods 

recommended were the rhythm, diaphargm and Jelly and later the 
tablets. These were provided through family planning clinics, the 



number of which rose from 50 in 1951 to 165 in 1956. 

The Second Five Year plan (1956-61) was fairly a big 

step forward. At this stage the planning commission recommended 

the strengthening of the central organization for family planning. 

A central family planning Board was formed, It. Col. B.-L. Raina 
was appointed as Director of family planning. the programme had 

now four clearly identifieble components viz. education, service, 

training and research. 

By the end of second five year plan, there were 4135 

clinics, Research became more meaningful and extensive. Medical 

Research, communication, action research, demographic research 

were made extensive. International agencies specially the Population 

Council and the Ford Foundation gave valuable support to research 

activities. In most states facilities for sterilization and 

other family planning services were introduced. Distribution 

all over country. By the end of the plan more than 150, 000 
sterilization operations had been performed. 

the committee for the 3rd Five Year plan (1961-66 ) 

10 years. O, the basis of performance in the field and findings 
from research studies, the Director recommended two major shifts 

in the emphases of the programme. One of these was to make it a 

community centre Programme rather than clinic centre programme 
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and the second was to involve to a greater extent the man in 

the process. The revised programme was named as ‘Extended Family 

Planning Programme» 

In 1965 the ICMR cleared the IUCD for mass use after _ 

extensive trial in the preceding two years. Also, Government of 

India appointed a Family Planning Programme, planning and 
evaluation Committee the same year. During third plan period 

research was making study progress at 22 centres,7 demographic 

centres, 7 communication action research centres ami 8 centres 

conducting studies on bio-medical aspectse 

At the end of 3rd plan, there were 2676 rural family 
welfare planning centres, 7081 rural subcenctres and 1361 urban 

family welfare planning centres, providing supply services and 
advice on family planning all over the country. The number of 

Aun 

sterilization operatéons had gone up considerably, 1.37 million 

operations wereperformed as compared to 0.15 million in the 
earlier plan period. 

(1969-74) and three years preceding it which were not covered by 

any of the five year plan. A Department ot Family Planning was 

established in april 1966 within the Ministry of Health and Family 

Planning. An abstract symbol, the inveyted red triangle was 

adopted to carry the message of family planning to every home. Trere 

was greater emphasis on integration of health, family plenning and 

Ministry and child health. Research and training attained a new 

dimension in Bio-medical research. In the field of human 



reproduction, research to improve contraceptive technology 

involving the use of conventional methods, steroids, IUCD and 

sterilization, research to determine inter-relationship between 

demographic, social and economic fields were undertaken. Trere 

was no area left untouched. Mess Vasectomy Comps were organised 

throughout the country in 1971 and onwards to mobilise the family 

planning programme in every nook and corner of the country. 

The fifth plan (1974-79) was construed as a landcomark 

inthe growth of family planning programme. It hes,on the one 

hand found greater integration with the general health, nutrition 
and maternity and child health schemes and, on the other hand 

with the total process of socio-economic changes which India is 

going through, (particularly since the launching of National 

Population Policy in April 1974 as a vital part of National 

Development Programme). On the eve of the fifth plan, five central 

training institutions and 43 regional family planning training 

centres were functioning and were perparing 10,000 medical and 

15,000 paramedidal personnel required to implement the plan 

vigorously. there were 4326 rural family wel fare Planning centres, 
22826 rural subcentres and 1797 urban family welfare planning 

centres in operation. There were some setbacks in 1973 but from 

1974 onwards the programme started picking up and since then there 

has been no looking back. 

In 1975-76 performance is the field of sterilization 

almost doubled from 1.35 million in 1974 to 2.63 million. In 
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April, 1976,Dr. Karan Singh the then Union Health Minister, 

outlined a nattonal population policy for the next 25 years or 

sco. A 12 point pregramme was presented by the Health Minister 

which included raising the minimum marriage age for girls from 15 

to 18 years anc trom 18 to 21 years for boys. Compulsory 
te 

sterilization was left,the states. 

The Janta Government modified the preceding central 

Government’s policy on the family planning by emphasizing that 

there wéll be no complusion of any kind in enforcing a population 

control policy. The policy announced on April 28, 1977 ruled out 

compulsion in family planning for all time to come. 

The notable change in the government policy was that —

there was to be no legislation for compulsory sterilization | 

either at the central level or by the states. The government, 

however will continue to impress upon the people the desirabilityd 
checking the population growth rate in the interest of the family 

and the nation. Secondly, it would be left to each family as to 

which method it would like to adopt to achieve the aim. Thirdly, 

monetary compensation and incentives will be provided and 

sterilization facilities will be available to all those who 

voluntarily seek them, also the department of family planning 

was renamed as Department of Family and Social wefare. 

with the Central Government’s implementation of the 

various programmes to check the growth of population, the states 
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also followed suit. Apart from the central government’s own 

programmes, they supported the programmes sponsored,the states by providing financial assistance as well as technical advcicce. Even 

the voluntary agencies received support from the centre as well 

as the states to help implement the Family Welfare Programmes. 

1.3 A Note on the Present Survey: 
A survey entitled utilization of Maternal and Child 

Health Care and Family Planning Services in Rural Areas of Jammu 

District was conducted in 1986-87 under the auspices of 

Department of Mathematics, University of Jammu, Jammu. One of the 
objectives of the survey was to collect reliable data on 

knowledge of the availability of the Health ami Family Welfare 

services, especially provided by the government, attitude towards 

and the extent of use of these services among the rural people 
living in three categories of villages, namely, villages where 

PHC’s are located, villages where subcentres are located and 

villages where neither a PHC nor a subcentre is located. 

In Jammu district, there were 12 PHC’s in 1986. cut of 

12, four Primary Health Centres were selected by the method of 

Simple Radom Sgmpling without replacement (SRSWOR). Then from 

each selected PHC’s two subcentres were selected by the method of 
SRSWOR . the survey included all the four villages where the 

selected PHC’s were located and 8 villages where the selected 

subcentres were located. Further 16 villages where neither PHC 
nor subcentrwe was located were selected by selecting 2 villages 



from the villages covered under each subcentre after excluding 

the subcentre villages by metnod of SRSWOR. 

Since the main objective of the study was to collect 

information about utilization of family planning and MCH services, 

the households having one or more married female belew 50 years 

of age were included in the sample. 

In order to comparé the utilization of health care Family 

planning facilities in the three categories of villages more or 

less equal number of households having at least one married female 

below 50 years were selected from each cetegory. Thus about 200 

households were selected from category I villages, 100 households 

from each category II villages and 50 from each category III 

villages. 

A household in a house was defined as a group of 

persons who normally stayed together and were taking food from a 

common kitchen. Married daughters and their children were 

treated as visitors. The information on household characteristics 

such as religion, caste, sources of income, total monthly income, 

characteristics of the members of the household such as relation 

to the head of the household, age, sex, marital status, education 

and occupation were obtained from each selected household in the 

sample. 

A couple was defined eligible if bocth the partners 

were alive on the date of investigation and the female was less 

than fifty years of age. From each eligible couple present in the 



sample households, information relating to (i) order and age at 
marriage (ii) the interval between marriage and first birth and 

between consecutive births, sex and survival status of each 

type of services provided by these centres (iv) Attitude towards 

services provided’by these centres and their utilization wo,-_ 

collected. For the two most recent births that occurred to 

eligible females in preceeding three years details of antenatal 

and post natal care, place of delivery, type of birth attendent, 

utilization of services of PHC/subcentre during antenatal, 

delivery and postcnatal periods and the reasons of non utilization 

of these services (if the services were not utilized)etc. were 

obtained . 

The Interview Pr ocess: 
The data were collected py personal interview method. 

The investigators engaged in the survey were the research fellows | 

appointed under the research project and other research scholars 

of the Statistics Department working in the field of demography. 

Me author in the capacity of a teacher fellow under 

U.G.C’s Faculty Improvement Programme, was involved in planning, 

conduct of survey, compilation and analysis of data. 

All the investigators took active part in the discussions 

for the preparation of gnumber of questionaries used in the survey. 

However, the investigators were given formal training for filling 
inthe schedules. The in estigators used to go to the villages as 
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a team. Initially the group leader used to prepare the list of 

households, by contacting responsible and influential persons 

of the village. In the meancwhile the other investigators used 

to explain the purpose of the survey to the peoplé. This was 

helpful in getting their cooperation.After the preparation of the 

list of households, the investigators collected the desired 

intormation on tne nousenolds. Tnis process was adopted 

restrospectively at the time of the survey. When the respondents 

became familiar with the investigators, it was easier to collect 

information during the other rounds of prospective survey. 

A Proffleof Jammu District: 
Jammu distridt derives its name from its headquarter, 

the city of Jammu. Historians are unanimous in the view that 

the city was orginally found by Raja Jamboo Lochan who lived 

in the fourteenth century B.C, It is said that one day he 

happened to witness a tiger and a goat drinking water from one and 

the same pond. So he decided to built a city so that the strong 

and weakjtolerance (Nargis 1967). Eventually, the city came to be 
known as Jamboo after his own name. with the passage of time and 

due to its frequent use, the name got slightly distorted and the 

city came to be known as *yammu’as it is called now. 

This district is bounded in the North and North-East by 

the tehsils of Reasi and Udhampur district, in the Fast and 

partly by Tehsil Bhasoli of Kathua district, in South and South- 



<Q 

West by Gurdaspur district of Punjab and . districts of Sutkot & Rawalpindi (Pakistan) and in North-West by Tehsil Nowshehra of district 

Poonch and parts of Tehsil Bimber now under the occupation of 

Pakistan. 

The area or the district according to 191 census is 

3097 sq kms (2969.5 sq kms rural and 12%.5 sq kms urban)e The 

district has 5 tehsils = Samba, Ranbirsingh Pura, Jammu, Akhnoor 

and Bishnah. The largest in area is Akhnoor (969.5 km“) and 
the smallest ig Bishnah (138.3 kn ). Jammu tehsil has an area of 
968.4 km*, Samba has 841.4 km* end Ranbirsigh Pura has 264.3 km. 

Population and its Density: 
The population of the district at the time of the 1981 

census was 9.4 lacks (4.9 lakh males and 4.5 lakhs females ). The 
district occupies first position in Jammu and Kashmir state with 

regard to population size. The density of population in the district 

is 305 persons per square km. which is higher than the state 
average of 59 persons per sq. km. The population of urpan and 

rural areas in 1981 were 2,79, 644 and 6,63,751 respectively. In 
rural and urban areas of the district the density of population per 

sqe km. is about 224 and 2194 respectively. 

—_ = =e ee 



Table 1.1 Tehsilwise distribution of population and 

ners nec menensnmrnce nutri ss ittmastamtiauaariareutnsipasegerin esata timamanet ene ip vietintaler galt ee ee 

_ Population (in lakhs) 

Tehsils Number of Total Ma Le Female Density 
village per sqe kM e 

i en ee 

le. Samba 317 1-59 0082 0.77 189 

2. Ranbirsingh ™ 

3. Jammu 342 4.30 2626 2604 aha 

4&. Akhnoor 226 1.47 0.76 0.71 151 

5. Bishnah 92 0.68 0.35 0.33 494 

Total 
(district) 1192 9.43 4.92 4.51 305 
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Sex Ratio: 
The variation in sex-ratio has not been uniform since 

1921. The number of females per 1000 males in 1921 was 840, in 1931 
it was 829, in 1941 it was 850, in 1951 it was 570, in 1961 it 

was 886, 1971 it was 920 and in 1981lit>was 9183 ‘The sex ratio was 

lowest (570) in 1951 and highest (920) in 1971. Sex ratio of 

district Jamm in 191 was higher than any other district of the 

state. Urban sex ratio ts only 887 and rural sex ratio.is 931. 

The reason for the higher rural sex ratio is the fact that 

labour trom rural areas migrate to cities for work leaving their 

families behind in their villages. 

Table 1.2 Sex Ratio of the District, 1901-—1981. 
SS SS SSE Sy SSS SS SSCS Se Pay SS pS hr So es SSS nn SS eRIRSESRNESE 

_Sex ratio 
Year _ Rural —___sUrban 

1901 883 626 
191i is 614 846 

1921 623 641 
1931 866 822 

1941 893 647 
1951 905 741 
1961 915 801 

1971 940 865 
isl 931 887 



Population Growth: 
Although the growth of the district population has been 

consistently positive since 1921 there have been oscillations in 

the growth rate during 1901-1981. Durring 1901-11 growth rate of ~v 
population was negative (-4.24 percent ). The growth rate was highest 

during 1961-71 (40.52 percent ). During the lest decade 1971-81 it 
fell to (29.93 percent). In the decade 1961-71, the district 

experienced the higher growth rate than that of the earlier 

decades. The growth rate of the populstion of the district during 

1901 to 1961 classified as 1901 to 1911 (-4.24 percent ), 1911-21 
2.25 percent), 1921-31 (10.96 percent ), 1931-41 (15-03), 1941-51 (0022 
(10.23 percent), 1951-51 (9.28 percent), 1961-71 (40.52 percent ) ; 

and 1971-81 (29.93 percent ). 
The two districts of Jammu and Kathua in the whole state of 

Jammu and Kashmir experienced a negative growth rate of its 

population in 1901-1911. Even between these two districts, the rate 
of negative growth was mach sharper (-4.24 percent ) in Jammu than 

Kathua (-1.56 percent). The main cause for negative growth in 
1901-11 in he district was that plague remained active during 
this decade. Trere was a heavy loss of life specially in tehsils: 

Aihnoor, Renbirsinghpura and Jammu. Malaria also occurred in 

affected the growth rate of population as a large number of people 

joined army and got killed in action and also as on their return, 

most of them were absorbed permamently in the British army. 
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The reasons for all time high growth rate of population 

during 1961-71 are not far to seek. Firstly, during this decade a war between India and Pakistan (1965) took place, as a result of w!: 

which a large number people migrated fromthe border areas of the 

region to this district. Again, towards the end of 1970 hysteria 

preceding the 1971 war also caused this type of migration.Secondly, 

this decede was the decade of vigorous economic development of the 

district creating a lot of employment ovenues which resulted in 

migration from other districts to district Jammu. 

_ During 1971-81 the rate of growth of economic activity 

remained stagnant and thereby reducing employment opportunities 

as such preventing migration from other districts. During this 

period family planning programmes were vigorously persued by the 
state, these together caused the growth rate of population to fall 

from 40.52 percent in 1961-71 to 29.93 percent in 1971-81. In 

this district only 29.64 percent of the population lives in urban 

aréas'. Tne decadal percentage variation in its population during he 
decade 1971-81 was 46.15 percent whereas for the rural area it 

was only 24.4@ percent . Average population per inhabited village 

was 895 in 1981 as against 686 in 1971. 

Me distribution of the rural population in the district 

among villages of different population sizes is given in Table Lede = ee - a ee pe bs vt Be 

| 



Table?1.3 villages by their size and population (1981 census) _ 

Range of Number of Percentage of 
population villages villages in each 

less than 500 604 57 231 

500 = 1999 395 37 «29 

2000- 4999 52 4.93 

5000 ami awove 7) ON Oe ee ee 

Satan NS Re NAR hy Ne Sn Ek LA ee ee epee: STEEN me nate ne 

sey en A TSE A EE SSI CT ET SEL a CE TE IE LES ELLE EEE A OE 

Population of more than half (57,31 percent ) of the 
villages is less than 500. The percentage of medium sized villages 

with population between 500 and 1999 is 37.29 percent and 

thet of the large sized villages having population of 2000 and 

above 4.93 percent. AS much as 71.45 percent of the rural 

population lives in medium sized villages (201-1999) and only 

0.47 percent and 23.15 percent respectively in large (500 and 

above above) small sized villaves (less than 201). There are 

only five ¥illages in the district having a population exceeding 

50006 

Age Structure: 
the population of the district is young as 40 percent 

of the population is below age 15-6 The percentage of old people, 
aged 60 and above, isa little over 6 percent. Thus over one half 

(54 percent ) of the population is aged between 15 and 60. 
Distribution of the population of the district by age cohorts 

is given in Table 1.4. 



Table: 1.4 Age-distribution of population by sex and nl Mela 

Age group 

O- 14 

15 = 19 

20 = 24 

25 =~ 29 

30 = 34 

35 = 39 

4o = 44 

45 = 49 

50 = 54 

55 = 59 

60 and ab 
above 

63, 956 gotal 943,395 491972 451423 663751 355285 28,:671 

— area ENE OA LT TT a NEARS m=_ ar 

a coe mea ee 

* 2 os tai und- 4:5 acta ee 

378, 454 195,983 182, 671 268,150 93,751 134, 409 

111, 445 57, 649 53,796 78,622 40,697 37,925 

84,772 44,316 39, 956 54,993 28,836 26, 157 

68,773 35,193 33,580 A472 22,346 22,026 
51, 443 25, 858 25, 587 33,153 16,071 17,@82 4 

48,883 24,660 24,223 31,962 15,7% 16,164 
31,953 2,006 19,947 27,857. 14,103 = 13,754 
38, 907 20,203 18,704 26,865 13,675 13,190 
33,833 18,512 15,321 24,448 13,200 11,248 
20, 676 11,849 8,827 14,870 8,509 6,361 48,234 26,651 21,583 aS ge 



Marital Status: | 

According to the 1981 census, the percentages of never= 

Marriaged, married and widowed including diverced and separated 

persons wére 57.2, 38.5 and 4.3 respectively.The corresponding 

percentages for the rural areas were 57.6, 37.9 and 4.5. Data on 

marital status py age, sex and by type of residence in given 

Table 1.5. 

—--- -widewed to ever married in Jammu(Rural) ~ 
pee A A A EE TE TY ET EG 

Ever-m,rried per 1000 Widowed to ever married 
“per 1000 ~ "i 

O- 14 1.70 W276 132665 29.56 

15 = 19 30.40 410.63 10.52 7.14 
20 = 24 272 44 810.07 13.24 11.19 

25 - 29 747 18 986.23 12.57 19.29 
30 = 34 941.388 996.13 16.31 38 692 

35 = 39 969.30 998 .39 24.60 69.28 
4o - 44 970.99 998 .54 39.21 126.85 
45 - 49 978 .35 999.24 50.45 184.39 
50 = 54 978.18 999.28 74.81 307.94 

55 - 59 979.78 999.77 102.79 363.33 
60 and 
gbove......- 975270... 9.14... 240.23... 815.87. ‘

ate ilob maha tacns 

‘Ever “married 

per thousand 



The proportion of ever married in each age group is 

higher among females than males. The considerable proportions 

of married persons below the age of 15 indicates the prevalence 

of child marriage in the district. Roughly 2 per thousand males 

and 4 per thousand females are married before they attain the age 

of 15. 

proportion among males. This is because a number of young girls 

in this group die during child birth as they are not physiologically 

strong enough to bear children. In the case of all other age 

groups the proportion of widowed among females is higher than the 

corresponding proportion among males. There are several reasons 

for this situation. First, on an average the age at marriage is 

earlier than the wives. Secondly,a large number widowed /divorced 

and separated males remarry and as such are returned among 

ever-married and not widowed/divorced while among females an 
insignificant number prefer to remarry after their husband’s death 

and are therefore returned as widowed/divorced. 

Occupation: 
of the total population, 39.43 percent are workers 

population is 43.96. Among the workers 17.13 percent work as 
cultivators and agricultural labourers. Female participation is 
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significant as their percentage among workers is 32.06. Few 

of the females (1 percent) work as cultivators or agricultural 

labrurers. 

Te distribution of workers and their occupation by sex 

in the district and in rural areas according to 1981 census is 

given in Table 1.6. 

Table : 1.6 Percentage of workers and occupation by sex in 

Fetal. .. Rural... 

eames ct gn te ES SP LP SS TL CS SERIO 

1. Total Main workers 26.66 48.48 2.86 26.324 48.85 0.22 

(a) Cultivators 11.20 20-90 0263 15.30 28.75 0.84 

(b) Agricultural i | labourers 1-46 2.60 #£O-21 183 3-28 © 0626 

(c) Household 
Industrial. 
workers 
manufactur= 

ing process- 
ing 
servicing 
and repair | ’ . 
workers etc . 0-41 0.8 0.11 0.51 0.88 O-ll 

da) Other ( ) workers 13.59 64.30 1e9l 8.69 15.92 0.92 

e Marginal : 

Total Se a 

nnn nnn ernr 
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Household: 
‘

material used for house-walls in villages and burnt bricks in 

towns. Thatch with mid constitute the most important roofing 

well but in townsconcrete is the most frequently used roofing 
material. Tiles ou the next important roofing material used in 

the towns. 

me average size of a household both in the rural and in 
the urban areas is about 5.7. Households occupying two rooms 

respectively account for alhout 19 percent and 15 percent 

respectively of the total houses. 
a6 

Jee average density per room is,persons in rural 

and 1.38 inthe urban areas. Of the total nouses in tne rural 
areas of state offly 77-6 peréent are used for residential 

purposes while in the rural areas of the district Jammu only 
69.41 percent of the houses are residential compared to 30.59 

percent of those of the urban areas of the district. 

Literacy: 
me percentage of literacy in the district was found 

to be 42.9 in 1981 as against the state average of 26.7. Jammu 

is advanced in literacy. The district ranks 1 in literacy in the 

state. Literacy percentage among males in 1981 was found to be 



5206 and among females 32-2, It was tound in the 191 census, 

that among the literates 11 percent had no schooling, 11.4 

percent had studied upto primary or Junior Basic Standard, 15.6 

percent had studied upto High School Standard and only 4.7 had 

studied upto Higher Secondary and above including technical and 

non=technical diploma or certificate levels. The percentage 

of literacy in the rural population was found to be 35-7 percent. 

only 24.1 percent. 

and 7¢6 percent Sikhs. The percentage of the chibistians and Jains 
was insignificant. Among Hindus and Sikhs 73.5 percent each live 

in the rural areas of the district and among the Muslims over 

82 percent are rural residents. 

scheduleé castes constitute 28.36 percent of the total 

population of the district. Persons belonging to scheduled castes 

live mainly in villages. They form 34.06 percent of the rural and 

14.83 percent of the urban population. their total number in 191 

was a little below 2.7 lakhs, 1.4 lakhs males and 1.3 lakhs females. 

There were no scheduled tribes in Jammu and Kashmir state.However, 

while this thesis was in preparation the Gevernment of India declared the community of GujJjars and Bekarwals as Scheduled Tribe. 
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But as the data presented in this report was collected much 

before this declaration, this community has not been treated 

as Scheduled Tribe. 



CHAPTER 2”

CHARACTERISTICS OF HOUSEHOLDS AND ELIGIBLE COUPLES 

INTRODUCTION 
Group relations provide an understanding of the social, 

cultural and demographic characteristics of the people, the most 

important human group that can be of concern in a population 

study is a household, ieé. a group of persons, closely knit 

together, cooperating in economic and social activities and 

though differentiated occupationally pool their earnings. They 

have strong feelings of mutual opligation during crisis and 

identify their personal interests with those of the household. | 

ethnic, social and economic characteristics of the household. 

Thus the characteristics of the individual as well as that of 

the household in which he lives influence both the fertility 

behaviour as well as the attitude, knowledge and utilization 

of FP and MCH services. 

This chapter presents a description of the characteristics 

of the surveyed households and the eligible couples enumerated 

in the sample households in three types of villages. 

am ener im 

Col Population ‘and ‘the. ‘Sample: 
The survey was conducted.in 28 villages, classified in 

three categories, as: Category I = villages having a PHC, category 
II - villages having a subcentre, and category III =- villages 

the survey, 4 were in category Ty 

the category III. 



From these 28 villages a total of 2063 households 

having at least one eligible couple each were selected for 

the survey. The total number of the eligible couples so selected 

was 2337. The village-category-wise distribution of these 

couples is given in Table 2.1. 

Table 2.l: Distribution of Sample Households and Eligible 
usu —.€ouples according to Category.of Villages.......... 

Category No.of No. of No.of No.of 
of villages villages sample Eligible couple per 
oe SUPveyed —.. households... couples .. households ... 

I: Villages 
having a - 
PHC 4 663 799 1e2 

II: Villages 
having only 
a subcentre 8 702 775 lel 

TII: Villages 
having 
neither a 
PHC nor a 

_. gubcentre .. 16... 6B OB ROD 
| cr : 

L ae | 

2.2 Religion and Caste Composition of the Households Surveyed: 
The households included in this survey were predominantly 

those of Hindus and a small proportion belonged to other religious 

communities (Muslims, Sikhs, Christians, etc). The Hindu households 

comprised of many Jatis’ (Castes) in the yarne’ system. Since 

many of these castes were not found in significant numbers and the 

number of castes was too large for comparison, castes were grouped 

on the basis of homogeneity in the pattern of living as well as 

their relative social status. Other religions formed different 



groups. Thus, the households were classified into the following 

four groups on the basis of religion/caste: 

l. Hindu upper caste : Brahman, Rajput, Khatri, Jat, 

Bhaniya, etc. 

2e Hindu Middle caste : Nai, Sonar, Lohar, Kumhar, Lobana, etce 

3. Hindu scheduled caste: Barwala, Basith, Ramdesia, Batwal, 

Chura, Dhyar, Doom, Gardi Jol aha, Megh 

Ratal, S,ryara and Watal. 

4 Other Religions : Muslims, Sikhs, Christians, Jains, 

and Buddhists. 

97.6 percent of the households and 96 percent of 

eligible couples were Hindus and the rest belonged to other 

religions. 

The percentage of Hindu upper caste households was 

42.8 with 42 percent of the eligible couples. The percentage 

of Hindu Middle caste households was 2202 with 23.5 percent of the 

eligible couples. The rest of the households and the eligible 

couples therein (among the Hindus) were scheduled castes. 

fable 2.2 gives the distribution of households and the 

eligible couples by category of villages and Religion/caste - Thés 
table shows bhat the percentage of upper caste Hindus was relatively 

low in category I villages as compared to category TI and category 

TIT where their percentage was about 45. Middle caste Hindus were 

mostly concentrated in category I villages and the proportion 

ef Hindu scheduled castes was highest (41 percent) in category III 

villages and lowest (22 percent) in category I villages. 
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205 Nature of Families: 

The survey included only those households which had at 

least one eligible couple. Thus, the households were classified 

into two categeries: Households having wife (aged below 50 years) 

and husband without children or with unmarried children were 
termed as nuclear. The rest were classified as joint. 

96 percent of the households were found to be nuclear. 

Of all the eligible couples 82.5 percent were in nuclear 

households. 

belonging to each category of villages by type of households is 

given in Table 2.3. More than 90 percent ot the households 

in each category of villages were nuclear. 75 percent of the 

eligible seupies in category x villages and a little more than 
85 percent of the couples in categories II and III villages 

belonged to nuclear households. 

one can notice from a perusal of Tab le 225 that the - 
number of joint families was very small »=s compared to the 

number of nuclear families because of several reasons. Firstly, 

collar and skilled employment. Secondaly the growth of population 

and mechanization of agriculture has rendered youth unemployed 

in the rural economy. The impact of western culture on India 
also discourages joint family system. thirdly, the land reforms 

in our state (Jammu and Kashmir) also became a factor in this 

regard beeause in order to retain the surplus land within the 
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family, the landlords distributed it among their sons and let ‘

them manage their affairs separately. Although such joint 

families actually have not broken but they appear to be so. 

2.4 Education of Households: 
Of all the households 36 percent were such wherein 

no member had education beyond middle standard, 42 percent were 
such wherein some member(s) had studied upto High School, but none 

beyond and only 21 percent were such wherein some members had 
an education of an intermediate or higher standard. 

the distribution of the households belonging te each 

given in table 2.4. 

Table 2.4 : Distribution of households belonging to each category 

Jigh school 272 311 292 

Intermedistes . 
and above 239 112 82 

(36.0) (16.0) (11.8 ) 

Ne Ae by 4 0 5 
oo (Oc6). Oe) .. (0.0). ee 



The percentageof households with less than high school 

education increases and the percentage of households with above 

high school level education decreases as we proceed from category I 

villages to category III villages. The percentage was found almost 

the same (41 percent) in all types of village at the high school 

level of education. 

2.5 Income of the Eligible Couples: 
The monthly per capita income of one third of the 

households was below Rse 150, for about 40 percent between 

Rs. 150 - 300 and 25 percent had a per capita income of Rs» 300 or 
apove.e Of all the eligible couples 33.3 percent 

had a per cepita income below Rse 150, 31 percent between 

Rs. 150 - 300 and 36 percent had per capita income or Rse 300 or 

above e 

Te distribution of households and eligible couples 

belonging to each category of villages by per capita monthly 

income is given in table 2.5. 

In category I villages the largest proportion (43.6 percent ) 
of the households had a percapita income between Rse 150 = 300. 

However, among the elig&ble couples over 30 percent belonged to 
this per capita income group in all the three categories of 

villages. 



| T+ it = - = T T ¥°N 

O22 9gzs8 622 €92 o¢2 9Z2 GS2 682 00€ = OGT 082 004 462 692 BL2 962 | Oz 64T OGL AO Ted 



bo 

| a BP nae Lm Caecpe nm ns gn nk 
206 The Age” Structure of Eligible Couples: 

Of all the currently married women, belonging to the 

reproductive ages, in the sample, about 18 percent were aged 

below 25 years and about 42 and 40 percent belonged to each of 

the age groups 25 —- 34 years and 35 = 49 years respectively. The 

percentages of women belonging to the three bread age groups, viz 

below 25 years, 25 - 34 years and 35 = 49 years for all categories 

of villages was more or less the same. 

The distribution of eligible females according to age, 

separately foreach category of villages is given in Table 2.6(a). 

wife cee 
(in ) Number Perc- Number FPerc= Number Perc-> Number Perc=- 

TSere entage entag — ent=- entage 
wae enn nm i ng gg en 

ecencp eee ne TE SS RMS SE O PIT TaD T a RE _ 

Below 25 142 17 8 138 17.8 147 19.3 oT 18.3 
25 - 34 360 45.0 340 43.9 302 39.6 lo@ 42.8 

Total a 799.2 10000.- 775 —..--100+0 763.100.6237 _.100-0- 

Among the male partners of eligiple couples only 3.5 
percent were aged below 25 years and about 12 percent aged 50 years 

and above. The rest(85 percent) were between 25 =< 49 years. The 

distribution of males was found to be similar in all the three 

categories ‘of villages. 

"1 Age on the date of survey. 
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The distribution of male partners of eligiple couples 
“a ; 

according to age separately for eachyVillages is given in Table 2.6(b). 

2.6 (b): Distribution of male partners of eligible females 
according to age at survey separately for each category 
of villages. 

— SS 
eo 

husband ers : 

(in years) Number Perc- Number Pere Number Percen- 
Pau _. entage emt. AO. — es 

ee BE. ois Eas 

Below 25 22 207 26 «386 354 4,65 83 

25 «= 34 318 39.8 292 37-5 285 3764 895 

35 - 49 364 45.6 356 46.0 345 452 — 1065 
50 and above. 95... 11.9. ..101.., 15.0... B.....1268. ........ 294. 

a meron sectors ert tA A A CE AOL I TCE A = SLE TED 

Total. 2-799 10060 -2.-775100..0 - .763...-L0060-. +s = 23372 
ID = 

About 50 percent of the female partners and 75 percent 

of male partners of eligible couples were literate. The percentage 

of female partners with educational level of primary or below, 

middle standar, high school, and intermediate and above, was 14.7; 

12.9, 15.5 and 6.0 respectively. the corresponding percentages of 

male partners were 79, 16.0, 34.5 and 15.4. 

Among both he male and female partners percent literate 

as well as the level of education of literates was highest in 

eategory I villages and was lowest in category TII villages. This 

is because PHC villages had more opportunities, as two of these 



_ category. 

Education . a 

husband pean eee . 

mbage .... _ntage .. . tage... 

Tlliterate 117 14.5 217 28.0 278 36-5 612 

- Primary and | 
Below | 52 503 73 965 71 9.3 186 

Middle 93 11.5 146 18 .8 136 17.8 375 

High school 319 4oeo 261 33.6 223 2962 803 

termediate 
ahd above.....228...... .28.5.......7B....-.- 10.1... 55... 02 —.--.--_ Ja... 

ern rey ie EGER LI ET I IT SE, ITT LT LE TY LE SE I LI LE LI ELE — . 

Total... 799... -..-100«0...775....-.--1000.0... ..763. ...100.0.... ..-2337._. 
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The distribution of male and female partners of eligible 

couples according to level of education separately for each village 

category is detailed in Table 2.7 (a) ami (2.7 (b) respectively. 

2.7 (a) Distribution of male partners of eligible females 

semneliptigtn AA ANSE dn A 

Education —
ef wife 

__ntage ntage __..._ tage : 
Tlliterate 236 29.6 G41 56.09 490 64.3 1167 

Primary and 

Middle 121 15.1 99 12.8 81 10.5 
High school 218 27 03 99 12.8 69 9-0 

t diate Los 

eee TO RB 
Ta 799 100.0 775 10000 763 100.00 
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2.8 Education by ake of Eligible Couples: 
About 26 percent of male partners and 50 percent of 

female partners of eligible couples were illeterate. The percentage 

illeteracy increases with increase of age in both the cases. 

In all the age groups, among the male partners, the 

largest population had an education of high school level with 

42.5 percent in the age group 25 = 34 years, 35 percent din the 

case of below 25 years group and 31.8 percent in the case of 

35 - 49 years group. 

The same is true of the female partners, but among them 

the proportion of high school educated persons was found to be 

less than that of their male counterpart in each.age group, the 

respective proportions being 22.3 percent in 25 = 34 years age 

group, 20-40 percent in below 25 years group and 8.2 percent in 

35 - 49 years groupe 

So far as higher qualifications (intermediate and above ) 
are goncerned, the male partners had a higher percentage than 

femalesin the age groups 25 - 34 years and 35 - 49 years. Howecver 
th: percentcage in the age group pelow 25 years was more or less 

the same in both male and female partners. 

Te distribution of male and female partners among 

eligible couples according to the age and education is given in 

Table 2.8 (a) and 2.8 (b) respectively. 



Table 2.8 (a) : Distribution of male partners of eligible females it ” accérding to ate and education — a 
~ ‘Ba@acational level ~ as 

Age of Illiterate Primary Middle High Inter- Total 
husband and ' school mediate ! 
(in years) be Low and 

ae: ( EA ha 

Number of males ~~ 

Below 25 9 » 25 29 8 83 
(10.8 ) (14.4) (30.2) (396) (9-5) (100.0) 

25 = 34 126 63 152 380 174 895 
(14.1) (720) (17-0) (42.5) (19.4 (100.0) 

35 =~ 49 315 81 165 539 164 1065 
(2907) (7.5) (15.5) (31-8) (15-4) (100.0) 

50 and above 164 30 35 55 15 294 
me epee on nee Yon mn TOBY CET AD TF (18.5) (504) ~-(200.0) ~~ 
Table 28 (b) Distribution of eligible females according to age a 4 and education nO eT 

~ miucational level 

ej er Age of Tlléterate Primary Middle High Inter— Total 
wife and school mediate 

(in years)... ---- abe low ne rs -and..... a above fetta. 

Below 25 139 — 79 79 87 —«A 427 
(32.6) (18.5) (18.5) (204) (10.1) : 

25 - 34 420 - 144 143 224 71 1002 
(42.0 (14.4) (14.2) (2203) (7-1) (100.0) 

35 - 49 608 ia JQ aaa Gren BB 

Tdal : 1167 Bal 301 386 (139 2337 5000). 402) (129)... B05) 09- ~~ (1002.0}-. 

i 



2.9 Residential Status of the Husband by the Type of Village: 
The residential status of the husband in the surveyed 

households is classified into two types - l and 2 

1 : The husband is a permanent member of the household, 

lives there, and present or absent at the time of 

investigation. 

2 : The husband is a permanent member of the household 

who comes after a few days, a few months, or after a 

long interval of time and present or absent at the 

time of investigation. 

Among all the eligible couples 80 percent came under 

the husbands residential status 1 and slightly more or less the 

same (80 percent ) was found in each category of villages. The 
rest(20 percent) belonged to residgntial type 2 and the proportion 

was more or less the same in all the three categories of villages. 

The distribution of eligible couples according to 

residential status of husband is given in Table 2.9. 

Table 2.9: Distribution of Eligible Couples according to 
La GTA ONELAL StAtUs OF MBDA gO 

ee 

! Ass a 
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“3 age age age | 
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2.10 Number of children Alive by the Age of Wife: 
The distribution of female partners of eligible couples 

py age and numper of surviving children (at the time of survey), 

Table 2.16,shows that the proportion of women with no surviving 

children decreases with the increase in age. Thus,while 28.6 percent 

of women under 25 years had no surviving children, the 

proportion of women above 35 years of age having no surviving 

children was only 0.4 percent. This distribution also shows that 

number of surviving children increases with the increasing age 

and that the proportions of women having 5 or more surviving 

children increases with increase in age. Thus only 0.2 percent 

women under 25 years had 5 or more surviving children, the 

corresponding proportion was 36.0 percent améng women above 35 

years of age. As the distribution shows the largest proportion 

(36.3 percent) of women above 35 years age had 5 or more children, 
it can be concluded that women in general do not seem to be using 

methods of birth control although the knowledge of various methais 

of birth control is widespread. the most probable reasons seem 

to be the fear of non survival of children considering the 

faéilities available for child health care in the rural areas, 
the other reason could be the idea that the larger the number 

of children, the/largeynumber of persons available for work in 
the fields and consequently greater income. Lack of facilities 

of modern and more healthy means of entertainment in rural 

for the poor rural population. 

| | 



‘ Number of children alive #8 ital ce EE LETON Qilve 

a he ype ee nyt enseenrteneneesoeenesteeyenenenrner 
< 25 121 185 8§ 27 5 1 423 3 

) (28.6) (43.8) (19.8) ( 6.4) (1.2) ( 6.2) (100) 

25-34 £47 150 303 298 137 64 999 0 
| (407) (15-1) 30.3) 29.8) 13.7) (6.4) (100) 

35 and 
above & 22 85 218 246 327 902 6 

M004) (204) (909) (24239 (27.3) (36.3) (100) 
iin enema 
Total 172 357 472 543 388 392 2324. 9 

ATA) (1504) (2005) 23504) (1666) (1669) (100) 
ST TT TS ES a aS US SSS SS SSS SS SS I SS SSF fe ISS sp eeepc see 



CHAPTER 3 

A DISTRIBUTION FOR FIRST BIRTH AND ITS APPLICATION 

INTRODUCTION 

Interval from marriage to the first birth, to a female, 

in a population provides a good data for the study of fecundability. 

A variety of mathematical models to explain the nature of this 
interval have been proposed and are applied to real data to 

estimate unknown parameters (see, Sheps and Menken, 1973, 

Lleridon, 1977, Mode, 1985). It is usually assumed in most widely 

used models that all the females are fecundable at marriage, 

fecundability is constant for a female till the occurrence of 

first live birth conception and fecundability may very among 

women. However, those models often do not describe satisfactorily 

the data, (Singh, 1964, Singh and Singh, 1983, Bhattacharya, et al, 

1989). Recently, Bhattacharya et al, (1986, 1989) have reviewed 

the modification in the existing models proposed by varios authors 
to tackle such situations. 

This chapter presents a model for the time of first 

live birth which takes fecundability to be time dependent during 

@arly part of marital life.It also takes into account foetal 

wastages preceding the first live birth conception, hence the 

model becomes more flexible and may be applied to data in 
societies where sexual relation starts at an early age. Thus 

model may be considered as a special case of the model proposed in 

Bhattaéharya et. al, (1989). 



3.1 The Models 

let us consider a cohort of women @f the same age at 

marriage, same duration of married life say, exactly T years, 

and heve given at least one live birth. A probability distribution 

ef the time between marriage and first live birth for such women 

is obtained under the following assumptions: 
(i) The conditional instantaneous, risk of first 

conception during early pert of cohabitation is a function of 

time elapsed since marriage and gradually reaches a normal level 

say, m, « The conditional probability thet the first conception 

to a female occurs during the interval (t, t + at) is 

mit) at +Oat (mit) > © fer t> 0) 

0 otherwise (3.1.1) 

Me assumed pattern of m(t) reflects the sociocultural 

practices associated with early part of conjugal life, which 

govern the timing end frequency of intercourse. 

(ii) A conception ends in either a live birth or a 

foetal loss. let @ be the probability that a conception results —

(441) The length of non-susceptible period comprising 
the duration of pregnancy and post perturm anmenorrhoes associated 
with a foetal loss is anu exponentially distributed radom variable 

with mean l/c, ¢>0. 

(iv) Given that the first pregnancy hes resulted in 

a foetal loss, the instantaneous risk ef conception thereafter 

is constant with a normal value m, and remains the same untill 
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the eccurrence of first live birth conception. 

The interval between marriage end first Live birth, say 

T,e given that she hes 'n’ foetal westegesbefore the first live 
birth, is the sum of the following components: | | 

(a) Xo + Xy + Xp + ese + Rn? the totel curation of 
Stey inthe fecundable state between marriage and the first live 

birth; where x, * the time elepsed between rarriege and first 

concertion and x j t the time spent in the fecundable state 

following j-th foetal less till the next conception, Jj > 1. 

(bo) ¥y + Yo + e+e + Y° where ¥4 is the duretion of 
hon~susceptible period sssociated with the j-th foetal loss. 

(e/ gf the period of pregnancy associated with the first 

live birth . Thus 
n 

t/a oX + ££ (x +Y + & eee (3 1.2) 
o ©” te1 a**¢ | , 

Under the essumptions (1) end (11), the distribution 

of (x,) is | 
| t 

where Xe , xy Xp eee xy ¥y *¥o ese Tn are satistically 
indecendent due te assusptions (1), (414) and (iv )» Moreover, 

for each f > l, X 4 end V5 are exponentially distributed with 
perameters m, and ¢ respectively. 

let us Cenote the Laplace trensformetion ef the 

distribution of Xe by Pots )» Following the procedure described 

in Suahindren and Lechenbruch (1974) in the derivetion of Laplace 

trensform of the time of first live birth, it can be shown 

wee ee ee 



that tne Iaplace transform — of the unconditional distribution 

function of 6 is 
m 

which can be re-written as 

45> + Ap (yas) Jexp (sg ) eee (3.1.5) é(s) = F(s)[A, +A, ( 
where 

V, and Vo are the additive inverses of the rcots of the 
2 

equation s +(m +c )s+mc(1-0) =O and Vi and V, are 
non-negative and distinct. The inverse of ¢(s), the complete 

distribution function of t. is 

K(t) = Lex m(x )dx )],t>g oe (30167) 
and 

Vv 4(t-y) t 

Since the distribution is truncated at the Tf year, the 

truncated population is governed by the probability law 
2 

sohahy(t)- 

We specify the assumption (i) as follows: 

(1) m(t) is a polynomial of degree r in t for 0< t < Ty 



and is of the form 

r r 

mt) = Xa,t ene: (Sale vey 
Jj=0 

and for t > Ty 

~ 3 

=0 

ieee between time points (0,T, ) the instantaneous risk of 

conception depends on distance between the start of cohabitation 

ana of +t and thereafter becomes constant and the expressions (34207 ) and (§2178)) reduce to 

tg. 

t yrs 

where 

a=g r ; oe | ls £ m(x )dx = = a5 (ang) » &<as E+Ty 
° J=90 (j+1) 

r qs-cget b 

J=o 

302 Estimation: 

A procedure to obtain maximum likehood estimates (MLE ) 
of the parameter in the distribution($2229 when m(t) is of | 

the form given in($21310)and(3.1i1l)and for r= 1, for known 

values of T) @ and c is outlined below for the grouped datae 
) ' 

In this case, distribution involves two parameters q . and q 



let range of first live birth interval be partitioned 

into k intervals with the end points of interval being 

C4 J = O, 1,2, «ck, t, = O, t, = T and ty > ge let Ps 
denote the expected proportion of women with their times of 

Rt) pw Ret) = RES) wad: a 

In a sample of N women Ny»NoeeeyM, women are 

observed to deliver the first child du@ing intervals i,2,...,k 

respectively and ° n; = Me It can be seen that the equations 
i=1 

kn;CP; | 

do not provide the explicit expressions of MLE. Hence MLE 

of the parameters may be computed by scoring method 

Using the scoring method (see Roa, 1952 ), the MLE 

of the parameters of K"(t ) are solution to 

tse = Ss 

where 

I= {Ig,} set = 1,2 

jel & de, 

where O71 =i t, and @>5 = 41 
f | : 

S@ = ($0, » $@> )» on (81+ Sp ) 



kn = 

a P5) » (8 = 1,2) 

K(t,) — K(t3) = w(t) 
PL gay) Py = aay j = 2,353,000 K 

For i= QO, 1 

j= 2,35,0005 K « 

From the expressions given in the previous section, it 

can be seen that, A, and Aj are functions of Vv, and Vos 

Vy and V5 respectively are functions of Mo m, and Sr-F (x Jax 
respectively are functions of q, and 4° Thus the differentiation 
of K(t), wert. | do and qy for different values of t can 

be obtained as under: 

~ 2 a e 
ja0 NI, . 

where 

> teg “3 t-g 

and for je=1,2 

SS -v.(t-2) \" t y~g . 

¥ Bb 



fm o7e(1-26)} > , _1 jel 
=q- Vs = s[1+(-1) 

and 

om enlace 

_ j~1 . cé(1l=6 )(m ent) 0. 

fhe inverse of the matrix I is the variance coevariance 

matrix of the estimatorse 

A method of obtaining the pilot values of the unknown 

parameters which are required for scoring is given below. 

When m(t) is constant, the maiel involves only one 

parameter q,° Te pilot value of q, can be obtained by 
equating X - the mean length of first birth interval of those 

giving birth in (0,T), to its theoretical expression, where 
B. 

[1-2 Bye J ] 

where 

a7 hy j= 1,2 

This equation may be solved by Newton-Raphson iteration procedure. 

Women of age below 15 years at the time of marriage are excluded 

fromthe analysis being few in number. 

when m(t) is a polynomial of degree one, there are 

two parameters viz. dg and a, The MLE of 4, obtained by 



a t x 

taking m(t) to be constant and zero can be taken as the pilot 

values of q, and a, respectively. 

303 Application: 
For illustration of the model we use data fromthe survey 

described below. The data were compiled fromthe survey entitled, 

“Wtilization of Maternal and. Child Health Care and Family 

Planning Services in Rural Areas of Jammu District’’ conducted 

by the Depertment of Mathematics, Jammu University, Jammu in the 

year 1986-87. The survey included all the households numbering 

2062 of 28 villages which were selected from rural areas of Jammu. 

The details of the survey are given in chapter 1 . Besides other 

(both husband and wife alive and wife below 50 years on the 

reference date, of survey)were obtained. Table 3,1 provides 

age.at—marriage_wise distribution of women separately by length 
of interval between marriage and the first live birth. Data 

presented in the Table 3.1 to 3.3 refer to couples who did not 

practice any family planning method, both husban@ and wife 

were normal residents of the village, female partner was 

marrked only once, those whose date of marriage preceeds the 
reference date by atleast seven years, at least one child was born 

during the seven years of marriage and the age at marriage was 

15 years or more. Assuming value of TT, 45 5.00 years, the 
probability of foetal loss, as 0.15 and the mean duration of 

non-susceptible period associated with a foetal loss, as 050 

XN 

ee Sy ee De ll ee a) 



years, the distribution (3.1.9) taking risk of first conception 

to be constant and linear in t during the early part of 

cohabitation and constant thereafter is fitted to data presented 

in Table 3.1 to 3.3. The distribution seems more suitable with 

linear form of risk function than the distribution with constant 

form of risk function. Age-at-marriage.wise expected distributions 

of women according to time of tirst birth and estimates of 

parameters when m(t) is a constant and is linear in t are 
presented tin Tables 3.1 to 3.3. Variances of the estimates and 

correlation coefficients between estimators are also obtained. 

A 

Here 4d, and ay can be interpreted as the risk of 
first pregnancy just at the time of first exposure to stable 

sexual relationship i.e. marriage, and rate of increase in risk 

of first pregnancy during the period from start of marriage till 

further time T,- From the Tables 3.1 to 3.3 it can be seen that 

at marriage 15-15 years and 20 years and above and having marriage 

durations between 7 = 14 years. The value of do is little 
higher for females with age at marriage between 17 - 19 years than 

those having age at marriage 16 years and below or 20 years and 

having marriage duration 15 years or more as compared to those 

having marriage duration between 7 -14 years. This may be because 

higher incidence of reporting longer intervals between marriage 

and first birth probably the time of birth of the eldest child 



was reported as the time of first birth and children who were 

for females having ages at marriage 15 = 16 years is negative 

whereas it is positive for females with age at marriage 17 years 

and above. Peasons are obvious as most of the females enter 

cohabitation at mature ages and social factors hinder sexual 

relations also become weakér: at these ages. Desire to conceive 

marriage 17 years and above. 

Here it is assumed that hazard of first pregnancy 

begins to increase and attains a plateau after time Ty° In 

fact thet Ty for a single woman may depend on age at marriage 

and also may vary among women of same age at marriage. 
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CHAPTER 4 
A DISTRIBUTION FOR BIRTH INTERVALS AND ITS APPLICATIONS 

INTRODUCTION 

The study of fertility has been increasingly approached 

decades. Various techniques for such analysis have been proposed 

(Mode 1985). Derivetion and application of prebability distribution 

relating to closed birth intervals [$ one of them. 

The closed birth intervals are useful in studying the 

pattern of reproduction and estimation of certain parameters 

underlying the repreductive process of those women who continue 

to reproduce. 

Under natural fertility conditions, usually a closed 

birth interval is decomposed into components; post-betum 
amenorrhea, menstruating interval, time added by foetal wastages 

and gestation period and the distribution of the sum of these 
components is derived using the theory of Semi-Markov processes 
with stationary transition densities. These distributions and 

their extensions, especially those accommodating variation in 

certain parameters among women, are extensively used to analyse and 

interpret real data, to estimate some unknown parameters of 

reproduction and to study the effects of use of family planning 

method on birth spacing. 

An excellent survey and critical review of recent work 

can be found in Mole (1985). Braun (1977, 1978 ) extended 



D’-Souza’s (1973, 1974) work and developed models for interclive 

birth intervals capturing some salient features of data for 

describing the whole reproduction process. Braun and Hoem (1979). 

Hickman and Singer (1%2) preposed models incorporating co-variate 

information. 

Some taboos on frequency of coitus after a child birth 

are prevalent in varying degree in different societies which 

affect the birth spacing through intermediate variables. 

Abstinence from coitus is a culturally patterned norm scrupulously 

observed for various weasons by most people in rural parts of 

India and in other traditional societies in different parts of 

the world (Mahadevan, 1979, Santow, 1978 ). 

In this chapter, a probability model describing the 

length of interval between successive live births is proposed. 

It is a special case of the model preposed in Bhattacharya et al 
(168 a: 57). The model is used to describe the observed 

distributions of closed birth intervals compiled from data 

collected inthe survey entitled “Utilization ef Maternal and Child 

Health Care ana Family Planning Services in Rural Areas ef Jammu 
District’’. A procedure to obtain maximum likelihood estimator 

of parameters involved in the model is also given. 

4.1 The Model: 
Tet us consider a cbhort of married women of partties 

(441) and above, aged a+T years, with ith birth at age. 
a:a+T <A where A isthe age of natural sterlity (i=1,2...). 

A probability distribution X(T), the length of interval between 



ith and (i+1)th birth for such women is obtained with the 

following assumptions: 

4.2 Assumptions: 

(i) The fecund females belong to two distinct groups 

with respect to duration of post-partum amenorrhoea (PPA), one 
with low value, say ty,» and the other with high value, say tos 

the proportions of females éf low and high values of PPA are 

ay and a5 respectively, such that a, ta = l. 

(1i)C. be the period of post-partum abstinence 

following occurrence of a birth. Thus, the duration of 

non=susceptible period associated with a birth to a woman of 

(iii) Coition resumes. after the period of abstinence. 

Its frequency at time t, depends on the duration of post= 

abstinence period and t, till a conception occurs or a normal level 

is attained, whichever is earlier. 

Given that a woman did not conceive till time t 

following the oirth, the conditional provability that the female 

has a coitus durint interval (t, t+5t) is 

m (t)$t + 0($t) for t> Z 
(st) 

where we tent St +0 - 
let m. = lim m (t) 

2° t - 

The coitions are mutually independent and p, the 

probability that a coition to a fecund female of parity i, which 



was attained at an age ‘a’, results in a conception is constant. 

Thus, after time t of the ith live birth, the conditional 

instantaneous risk of conception to a female of group i is 

/ 

pm (t) for t > zy 

m(t) = 

0 otherwise . 

Define m_ = lim m(t ) © 
Por le 

(iv) A conception ends either in a live birth or in 

a foetal loss. Let @ be the probability that a conception 

results ina foetal loss, O< @<l. 

(v) The length of non=susceptible period comprising the 

a duration of pregnancy and post-partum amenorrhoea associated 

with a foetal loss is an exponentially distributed radom variable 
with mean l/c, c> OO. 

(vi) Given that the pregnancy immediately following 

a live birth has resulted in a foetal loss the instantaneous 

risk of conception thereafter is constant with a normal value m, 
and remains the same until the occurrence of the live birth 

conception. 

| 4,3 Derivation: 

The length of the interval between ith and (i+1) th 

. live births for a woman who delivered the ith child at age Sayre, 

could be decomposed as 

n eos (haha) 

= a SSS SS Se a 



Se 

given that there had been exactly n intervening foetal 

wastages, where 

~~, aS defined in assumption (ii). 

xX 5 : The duration of stay in fecund state till conception 

following termination of the non-susceptible period of ith live 

Y5 : the duration of non suséeptibility associated with 
the jth foetal loss. 

g : the period of pregnancy associated with the (i+1)th 

live birth. | 

The probability that a female of parity i belonging to 

(th group ‘a = 1,2) will. conceive during the interval (0,t] is 
t 

l-exp{-/ m(x dx} for t> zy 
z 

F,(t/2z,) = . 

Thus the distribution of the time of occurrenéce of 

conception following the ith birth is 

R(t) = PLC +x, <t]- 
Therefore, 

0 ‘ for t < Zy ' 

t t 

ay [1-exp{f m(x )dx} ]+az[1-exp{-/ m(x )dx} ] 
| Pt 20 

for t > 22 oo (40103) 

Under the assumptions of the model (X,)s 
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X42%5» eos, Yy9Yooeee are statistically independent. Moreover 

for each j> 1 and X 5 and Y5 are exponentially distributed 
with parameters M, and c. It is easy to see that the Laplace 

transform: of the unconditional distribution function of 

length of the (j+1l)th order completed interval T is 

m, | 

which can be written as 

Vv 

where & (s) is the Laplace transform — of F(t). 

mce(l-e) . ™, ¢ @(1-e) 
A. = (1-6), 4, = ee Ap = 

V,(V> - Vz) Vo (Vj - Vo) 

Where Vy and V> are the additive inverses of the roots 

non-negative and distinct. 

The inverse of ds) - the completed distribution 
function of Tf is 

2 ah, 

jzo J Jj 

where 

0 t < g 
K,(t ) r (4.1.7 ) 

| F(t-g ) t>e 

dy for t > g » (j=1,2 ) eoe (4.1.8 ) 

_ = = _ SSS a 



Thus 

teu, 

ad 

: K (t) [(1 Beh , 

where h’ = (+g, and for i = 1,2, 
7 

h, = t, +8 u, = max (hy,h ) 
oe 

and when h, ghey 

ly ite : i sonia 

é 

iB SA ee 

for tH +7, 
re. 

and when hy >h + Ty 
t= 2 at 

=O i 

thus the distribution of x(T) is 

K’(t) = P[x(T) <t]= ie :g<tcrT «i», tie els 

4,4 Estimation: 
‘A procedure to obtain maximum likelihood estimates (MLE) 

ef the parameters in the distribution (4.1.11) when m(t) is of 



is | ad 

the form given in (4.2.1) and (4.2.2) and for r= 2 for known 

values of tT, Tye G Cy» Qa t, and ty is outlined below | 

for grouped date. In thie cese distribution involves three 
perameters Qo? Fy and Qos 

let range of interlive birth intervals be partitioned 

into k intervals with the end points of intervals being 

t 4 j Op Ly By cree ky t wm Os *, * fT and t, > hye Let 4 cente 
the expected proportion of women felling in the jth taterval 

» ad» 2,3, vee K 

Inthe sarpe of n women yoy oye ++ enh, women ere 
6 observed to deliver the first child during the intervele 1,2).,.55k 

respectively ond 

ik m 
=f, = mh * geal i 

Tt cen be seen thet the equations 

ka P 
pe # © €3 = 01,2) 

do not provide the explicit exrressions of MLS. Hence “LS of the 

peremeters mey be computed by scoring method. A wethod of obteining 

the pilot v«elues of the unknown parameters which are required for | 

seoring is given below. 

when m({t) is cohstent the model invelwes enly one 

peremeters q+ The pilot value of q 9 ean be obtained by equeting ¥, being the meen of the length of the interval between ith end (i+1)th birth of remeles giving (i1+1)}th in (0,7) to 



9 

its theoretical expression #(X(T)) respectively, where 

mS) Bs 

K(T) 
Cg 2 es. 

R(X(T)) = -- 

= >F ay [ue + + ] 
© 

where, 

A “0 j= 1,2 
B. = A = +» 
J a IgV 

and 3 

Vy and Vo are defined in Derivation. 

This equation may be solved by the Newton—Raphson 

interation procedure. 

When m(t) is a polynomial of degree one there are two 

parameters viz. 4,94, + The MLE of 4, obtained by taking m(t) 
to be constant and zero rer q, can ve taken as pilot value of 

q. and qa respectively. Similarly the MLE of Io and qa 
© 

abtained and zero may serve as the pilot value of qo,q, and > 
1 

respectively, when m(t) is quadratic. 

4.5 applications: 
In this section an attempt is made to provide an 

illustration of the model with the birth interval data compiled 

from the survey entitied (ytilization of Maternal and Child Health 

Care and Family Planning Services in Rural Areas of Jammu District’’
which was conducted in 1986-87 by Department of Mathematics, 
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University of Jammu, Jammu. In accordande with objectives of the 

survey, a sample of 28 villages was taken from the Jammu District. 

The survey included all the nouseholds, numoering 2063 of these 

villages. 

A couple was defined eligible if both the partners were 

alive and the wife was less than 50 years old on the reference date. 

Data relating to age at consummation of marriage, interval between 

consummation of marriage and first birth and between consecutive 

births, age of female at different orders of births, use of family 

planning methods, etc, were collected from each eligible female 

in the surveyed households. In the present study only those eligible 

couples are considered who did not adopt any terminal method of 

family planning and both husband and wife were normal residents 

ef the village. 

In the present survey data were collected on a sample of 

eligible women with ages spanning the child bearing year, resulting 

in information on maternity histories for different birth cohorts. 

Analysis of data has shown that the period age patterns of child 

pearing for different birth cohorts differ relatively little. Thus , 
assuming changes in traditional fertility values and behaviour 

pattern over time are not appreciable, interval data for women 

of different age limits attaining same parity at same age are 

combined. 

; im the analysis of interval between ith and (¢+1)th births 

(i «= 1,2,0-.), eligible women of parity (i#1) and above, whose date 



Ti months later. Since the present survey was conducted in rural areas 

of birth of ith child precedes the reference date by at least seven 

included. Table 4.1 tp 4.7 present the distribution of such 

order 2 to 5 and age of women at the start of interval. 

The analysis of amenorrhea data fromthe rural regions of 

India and Bangladesh, where leng breast feeding was the practice of 

most of women, reveals the bimodal nature of its distribution function 

with a mode within a few months after birth and another mode many 

it is assumed that PPA takes two values ty and ts with 

In the area under study breast feeding in customary and 

some tabeos on time of commencement and frequency ef coitus after 

child pirth are also prevalent. However, the data on this are not 

available. Thus the following simplifying assumptions are made; 

(a) The duration of post-partum abstinence is the same for all 

women and it is of length zv , (b) Ccoital frequency, L(t )» is a 

polynomialoof degree r in t fer Z <t cT+ Th and is of 
the form 

and 

| ! | | 
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Tous for a female with duration of PPA ty the conditional 
instantaneous risk of conception is 

0 for t < max (t55T) 
Yr 

J=9 
r t; 7 WAX Ctr t+h) 

/ 

where q5 + P4j3 J = O, 1,2,-00, © eee (4.6763) 

Assuming t, to be 0.25 year , t, to be one year, 

probability of a foetal loss, @, equal to 0.15, the mean duration 

of non-susceptibility, proportion of the women with smaller value 

of PPA (az) to beo.45, associated with foetal loss equal to 
0.50 year , @ equal to 0.25 and T equal to two years, the 
maximum Likelihood estimates of the parameters involved in m(t) 

has been obtained by using the model to data presented in Tables 

(4.1 tv 4.7), taking m(t) separately to be constant, linear and 

quadratic in t as considered in equation (4.2.3). 

Constant and linear form of hazard rate of conception. 

Te distribution worked well with quadratic form of risk function as 

compared to the expected distribution of women according to length 

of birth intervals and estimates of parameters for quadratic 

form of the risk function are presented in Table (4.1 to 4.7). 

The variance of estimators and correlation coefficient between 

estimators for different orders are also given in Tables (4.1 to 

4,7). 



Coital frequency m (+), during the interval (zv,r+ T, ) 

reasonable to think thet m'(t) increases steadily during the 

obtained for most of the data sets, indicates that m ‘(t) decreases 
during the interval (2, T-a,/245 ) and increases thereafter more 
rapidly till TG +T)- Howewer the width of the interval 

(em -q,/245 ) is small and found to range between 0 and 4 
months for different data sets. Also the rate of decrease in 

preconceived pattern of m‘(t) may perhaps be the simplifying 

assumptions made about the various components. Recently, the 

emphasis laid on the studies on determinants of fertility by 

international agencies giving more importance to socio-cultural 

determinants is likely to produce more quantitative information 

on these determinants, which would enable the studying of the role 

of the behavioural and cultural factors in regulating birth 

intervals and the study of the impact of changes in these factors 

on fertility. 

The ¢dhstriibution with suitable modification can be 

applied to birth interval data collected under different sg¢mpling 

frames. Parity and age of women at previous parity apart, the period 

of abstinence, time beyond abstinence during which coital frequency 

increases may depend, among other things, on the sex and survival of 



the previous child. The other factors and risk of conception 

may vary among women also. Further, many other forms other 

than polynomial may be more feasible and appropriate. Readers 

interested in extensions of the model incorporating some of the 

above mentioned factors may consult Bhattacharya et al., (1988 b :91), 

Mode (1985), Heckman and Singer (1962 : 567). 

Reg 



Table 4.1: Distribution of married females according to length 13 
of interval between first and 2nd births provided they 
have exposure of at least seven years after first birth _ 

Interval 

(in years} 

Q-1.25 

1.25-1.2.75 

1e75-2 50 

2 050-3285 

326-4200 

4.00-4.75 

4755050 

5 50-5.25 

6025-760 
eee een 
Total cone CS OS 

ee 

Chi-square | oe Ge ee 
OSS 

ee 

Estimates 
0.638 

ay 
do “

v(a,) 0.0024 

wa, ) * 
V(do ) _ 
cor (4,23) = 
cor(4 4, ) - 
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Table 4.2 : Distribution of married females according’ to length of 
interval between first and 2nd births provided they have 
exposure of at least seven years after first birth ~~ 

Nother's age at first birth is between 20 —24 years Interval , | oo , ; | age ote 
(in years) SS reemey. 

Observed Expected when m(t) is 
| Constant Linear “Quadratic 

O - 1.25 — &O 37 02 38.6 4005 

1.25-1.75 48 58 «1 58 09 50.6 
1675 - £.50 140 12567 12532-— 134.8 
2250 - 3425 71 7965 77 ef 74,4 

3.25 - 4.00 hg 51.3 50.5 49.5 
4,00 ~ 4475 35 3563 5502 5309 

4675 = 5050 © 26 21.6 21.9 2202 
5250 = 6625 Lo 14.1 14.5 14.5 

Total 430 RSE ape 
| oN De ee 

Chi-Square Tee 6.93 ee 
A.~€- 5 = 7 . : . poet Ngse ons A 6 z 

Io - - 
v(q ) 0.0025 0.0040 

V(ap) * . 
cor(a ,q, ) * “Oat 

oO. ME, 

cor (4,5 G2) - . 
Cor (4,540) = a 

ee 



Table 4,3 : Distribution of married females according to length of interval between first and 2nd births pevided they have exposure of at least seven years after first birth. 

- ~ Mothers age at first birth is between 25 = 49 
Interval -, aie oe Soa 

O- 1.25 13 T? ye: 9.3 12.3 
1.25-1.75 12 18.6 16.8 L464 
1675—= 2250 39 5908 41.3 37 09 

2050 35625 29 PBGel 279 2607 
3.25—4.00 Li 15.0 16.3 2009 
4.200— 4675 17 Dek 945 43 ek 

4e75=— 5250 7 509 503 4.7 

5.50- 6.25 oO 3.7 Sel Sed: 
6625= 7200 0 20d 1.7 iMacs 

Total a ga 131 131 131 
Chi-square ieee 15.15 10.12 

def. 6 Se ee 

Estimates 
ef Ya do 0-792 

Gy 
do = 

’ 5 v(a,) 0-009 
v(az) - 
V(a5 ) “

- om -0.3357 cor (4,54, ) 
cor(d +4, ) 7 _Cor (Gg 9~ hg donne enn een 

EAR 8 CALLAN LS SAS 



Table 4.4 : Distribution of married females according to length of 

interval between second and 3rd births provided they have 
exposure of at least seven year after second birth. 

Mother’s age at second birth is below 25 years a 

Interval | 

Constant -—~ Linear Quadratic = =~ 
er ee —— ee 

O- 1.25 49 38 8 3520 5963 
1.25 = 1075 4g 6129 3907 52el 

1.75 = 2250 147 13500 135.8 142 gn 
2050 = 3025 89 89.4 9369 88 05 
5025 = 4.00 55 59.9 61.9 6329 

4.00 = 4675 47 Lyde4 4065 43.5 
4075 = 5250 36 27 e2 2626 | . 2669 

5.50 = 625 15 18 64 1765 16.8 
6625 ‘ae 7-00 se - Ls 42-64 Bs a J nash itabion cit -tLiss en wll ceeerer onan ‘L055 i 5 fe doris, we Ena 

De ceneepereenrne a 

— Oe 

ee 88a Eee 
Estimates | 

dy 02657 0.596 0.956 
q = 0.056 —0- 355 

- —-Oec «© 

Cor (do» qo) “ t ‘

Cor (4y, 92) ee 
RR 

ec A 



Te le 4.5 : Distribution of married femalesaaccording to length of 
interval between 2nd and 3rd births providéd they have 
exposure of at least seven years after 2nd birth. 

Mother’s age at 2nd birth isbetween 25 = 49 years 
Interval : Frequenc 

Constant - ~~~ -Lamear—~ : Quadratic 
O— 1.25 18 21.4 16.4 20.3 

1.25 = 1-75 26 3305 3002 2604 

1.675 = 2250 79 726 74.9 7207 

2050 = 3.25 45 462 550 49.7 

53225 = 4.00 32 30-0 3267 370 

4.00 = 4675 32 19.6 19.6 Zeal 
4.75 = 5.50 ‘Ll 12 8 11.8 116 

5.50 = 5425 6 Bok Tel 5.9 

Chi-square —-—- <--> a 5 gl Q—ee ee 8 LD BY re Fe 56-- = 
TO MOS ARE RESETS 

Estimates 

9 = 0-170 -0.481 
- - «180 

v(a,) 0.0045 0.0120 0.0509 | 
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Table 4.5 : Distribution of married females according to length of 

im erval between third and 4th births provided they have 
exposure of at least seven yeers after third birth. 

Mother’8 age at third birth is below 25 years 
interval 
(in years ) 

1625 - 1.75 20 23.6 24,7 21.4 

1675 = 2550 . $1.6 51.1 50-0 

&.00 + 4.75 25 L501 15.0 13.1 

4.75 = 5.50 [3 1o.1 10.4 10.9 

6.25 ~ 1200 3 4.6 5.0 309 

Chinsquare | 14.06 43.66 7.8 
[ee CO SAN ORE NEE NALD AAEM ELI LEENA NE AEN : sn 
G4%e 6 6 & 

Setimates 
q . 0.653 0.741 1.449 
G - ~0.068 “1.011 
Go - “ 0.271 

via.) 0.0057 0.0189 0+ 1045 
via, ) - 0.0103 0» LETS 
Vay ) a - 0.b140 

© 

Cor(d.»42 ) - = . 0.8659 
. O97 37 ; cor (4,5 @) | ~ “

jos le ae ee 
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Table 4.7 : Distribution of married females according to length of 

interval between third and 4th births provided they have 
exposure of at least seven years after third birth. 1h sri Rasp hdllsecilcsh SRAM a 

Interval . Frequency . 
(in years ) SS en ae oa EE Serer SA AS SS SL LY SESE 

.. Constant........... Linear... ._.... Quadratic .. 

O- 1.25 a 21-0 20.4 21-0 

1.25 — 1.75 26 339 5505 2903 

1675 = 2.50 86 74.7 74.9 81.2 

2250 = 3225 49 50-5 51-3 49.2 

3.25 ~ 4.00 27 34.5 55-0 3307 

4.00 = 4.75 29 233 23509 238 
4.75 = 5.50 17 16. 4 16.3 16.5 
550 = 6.25 14 11.3 liel 11.4 a 

695 S750 oe ee 729 

a ek soa sa Sn eR eee 

dof ee ee eee 

© 

qy = 
Go 
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Table 4.8 : Distribution of married females according to lengths 
of interval between fourth and 5th births provided they 
have exposure of at least seven years after fourhh birth —

Mother’s age at fourth birth is 25 years and above 

Interval oo. fequency 
(in years ) CSREES REDE gS i ROSSMAN AE CRITE ORY SASS 

Observed Expected when* m(t) is” ae 

eee seene ee AR STS SN PS Ee See SET SSL: RAGIRE | MERSRRTONES ~ | CRERTESRSAESS 

1.75 -_ 2250 67 59.0 62.4 64.5 
2.50 ™ 3025 45 36.8 45.3 43.1 

3025 = 4.60 25 23504 2603 27 e7 
4.00 =; 4,75 13 14.9 14.7 1567 
4.75 = 5.50 15 9.6 8.3 8.2 

Estimates 

Yo 
ax =, 0.276 

do Ld owe 

v(a,) 0.0059 0.0141 

cor(4,29,) . —O- 
cor (2,945 ) : - - 

—Cor(4ysda) - ‘a 
eer cer ee PS TT LS TT 
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CHAPTER 5 

KNOWLEDGE AND PRACTICE OF FAMILY PLANNING METHODS 
Cae SERIES 

INTRODUCTION 

Since the inception of the national family planning 

programme of the government of India around 1952, various schemes 
adopted, time 

had been/modified and changed from,to time for better efficacy 

of the programme. For example, the targe t oriented programme 

proved to be a failure inthe sense that the targets set for the 

different states of India had never been achieved within the stipulated 

time period. In fact, the targets were used to be set for all India 
and then allocatted tothe states onthe basis of mere population 

sizes without paying attention to people’s perceptions about small 

family norms, their sex preferences and socio-economic developnent, 

etc. (Pathak and Prasad, 1977). Eventually government of India 

perceived family planning as an integral part of a comprehensive 

policy covering education, health, maternity and child care, family 
welfare, women’s rights and nutrition, ete. Since the ultimate 

objective is to reduce fertility to a specified level within a 

given period of time, millions of couples in the reproductive age 

groups will have to accept some kind of family planning methods, 

though according to their own choice » Hence it is a Prima=facie 
aspect of research to know = who are the acceptors of different 

methods, who are non-acceptors, the reasons for non-acceptance and 
many such other items. From a statistical point of view, it is an 
important subject matter to study the knowledge of various family 



planning methods , their sources of information, place of 

aWailability of services etc. as well as practices and non-practices 

of the methods by the couples of various socio -economic and 
demographic groups usually belonging to different states, districts 

or even blocks and villages of India. It should be very useful for 

policy markers to know the actual situation of family planning 

implementation, at a later stage, to be made at par with the 

different socio-economic and demographic lemdls of the population in 

different geographical areas. A mall attempt was made on a district 

level data to cope with the present nature of analysis on family 
planning. Since there were no such significant studies made in the 
district of Jammu so far, this district was selected for the present 

study to find out the people’s knowledge and practices of family 

planning methods and other related aspects among various socio- —

economic, demographic groups of population in the rural areas of the 

district. The primary data for the present analysis were based on 

a study , “utilization of maternal and child health care and family 

in 1986-87 under the auspices of Department of M,thematics, Universi ty 
thas ; iy of Jammu, Jammu. Details of,survey were given chapter I, unite 1e3-6 

The information regarding knowledge and practice of family 

planning methods was collected from currently married women below 

50 years of age. the information as to their knowledge about 

different family planning method, their sources of information, 



practice of different methods, attitude towards and willingness 

to practice family pdanning methods in future were gathered. 

Del Knowledge of Family Planning Methods: 
As in other spheres, knowledge is power , the public is 

knowledge about contraceptive methods-what they are, how they work, 
and where one goes to obtain the service (CLEADE and CFSE , 1972). 
In order to investigate the knowledge concerning family planning the 

interviewer asked the respondents to name any methods of delaying 

er preventing pregnency that they knew about. If a method was not 

spontaneously mentioned by the respondent, the interviewer read its 

name and. asked if the women had ever heard of it.Combining the two 

answers, spontaneous and proposed, resulted in levels of contraceptive 
knowledge of the respondents inthe study areae 

Table 5.1 depicts the percentage distribution of females 

knowing different family planning methods in three categories of 

villages. Almost all in each category of villages knew about 

terminal methods, =- Vasectomy and Tubecbomy , knowledge of IuD, 

condom and oral pills was higher in category I village (lUD-52 

percent, condom = 80 percent and Oralpills = 62 percent) . The 

other two categories of villages showed almost similar but much lower 

figures, knowledge regarding natural methods such as, Rhythm, with- 

drawal and Abstinence was lower in category I villages as commred to 
the figures shown by each selected category II village and category 

III village. 
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The most plausible explanation forithe females being better 

informed inthe category 1 villages about IUD, condom and oral pill 

is that the category I villages, in general are situated neara city, 

déveloped in terms of communications, education of people and many 

other things including more contacts with the health workers, visits 

to private clinics and government hospitals, etc. Respondents from 

remote villages, on the other hand, were less informed about 

scientific methods possibly because of lesser number of visits by 

the Health wrkers to their houses, backwardness and superstitions 

in their mind, thoughts and beleifes, etc. However, they were found 

knowledgeable more about natural methods which perhaps culminated from 

the traditional knowledge and beleifs of elderly persons who might 

have practised them in old times and advised them to follow the same. 

PEEL LD LE SRE REE NS GEE REECE Se CAE OSSD 

Contraceptive Methods: 
Tis section deals withm expleratory analysis into possible 

relationships between selected social and demographic variables and 

knowledge about contraceptive methods excluding terminal methods 

which they knew mostly (almost cent percent). Tables 5.2 0 5.4 

give the percentage distribution of females ,ccording to their various 

age groups and the knowledge of the family planning methods including 

TuD (Table 5.2), condom (Table 5.3) and oral pill (Table 5.4). These 

tables clearly show an age-selective knowledge of family planning 

methods. As for example, the middle and the most effective gge group 

25-34 years in respectef family planning aspect contains the 



higher percentage ($7.8 percent) about the knewledre of Ti than 

other remaining ege groups, (fable 5.2), in category I villages. 

one category TT! villeges (35.4 percent). fromthe figures ia ~~ 

Table 5.3 one finds thet condos wes mostly populer and known te females of allthe ege groups except the eldest fereles of ege group 

(35 end ebove years) incategory Illvilleges (48.7 percent ). 

Notwithstanding the wider extent of knowledge of this metho¢ among 

the females of ell the age groups, the vest vulnerable age group 
25-35 years showed the highest percentage figure in estegory I 

villeges (@35.3 percent) on the contrary, the youngest ferales 

(less then 25 years) poavessed the highest figures in reepect of 

selected category (Tf vill-ges (7205 percent ) and estegory TT 
villoges (69.4 percent ). 

Mmowledge sbout oral pill was found among females of all 
the are grouns with an average pattern i.e. neither very high, 
nor very low (Table 5.4) . Among them extegery I villeges showed 

the higher perecention rate of 64.2 percent fa the sge group 25~34 

years. The estegory It villeges possessed the highest figure of 
62.3 percent in less then 25 yeare of age. Whble the eetegory IIIT 

group less then 35 yeurs. Although fermles of different age groups 

possessed knowledge regarding Iu", condom andvoral pill, it was 

observed that females of seme age groups in category IT villeges 

| 
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The explanation for this differential knowledge could be 

varied. As for example, the excess of knowledge in the age group 

25~34 years in category I villages might possibly be due to actual 

practice of some spacing methods by some of the couples inthe area 

where health workers can visit the families more frequently, to 

motivate them in delaying freqnency when they already possessed a 

child. This kind of motivational approach might possibly be absent 

in remote villages. As a result, the category II and III villages 

possessed less number of females using any spacing methods in the 

same age group. And the young females of age less than 25 years 

by dint of their agility, curiosity and more education became: 

more knowledgeable about those methods which perhaps they did 

practise so far. 

Education, an important socio-economic variable, was found 
associated with the knowledge of family planning methods in the 

area under study. The three tables given above showed that higher 

the education of each spouse the higher was the percentage of 

knowledge of family planning methods including IUD, condom and oral 
pill. It was further found that a sizeable proportion of females 
(64 percent) in category I villages were knowledgeable about condom 

when they were illiterate . In all other cases of IUD and oral pill 

either in category I villages or category TY and III villages, 

the illiterate females were usually less knowledgeable about those 

methods (Tables 5.2, 5-3 and 54). Ancother encouraging point that 
emerged from table 4.3 was that when females from category I villages 

were educated upto high school and above, they mostly knew about 

condom (93 percent) . But this was not found in my other caseSe 
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The juxtaposition of figures for knowledge in the different methods 

for similar levels of education of each of the spouses gave an 

indication of the effects of husband’s education on the knowledge 

of his spouse, when in particular, the level of education of each 

of the spouses started declining tothe level of illiteracy. Fov 

-.. @xample, the figures for knowledge about IunN for illiterate wives 

and illiterate husbands were 35.2 and 21.4 percent respectively in 

category I villages. Afterwards, as the standards of education 

increased, independently for each of them, the percentages for 

knowledge also increased as in normal cases. But the gap between the 

figures tended to a minimum which might show that wives were qite 

knowledgeable about the methods by virtue of their own education. any 
further enhancement of knowledge of them could not be possible by 

the influence of education of their spouses when they were themselves 

highly educated. Since in our society, husband's education in general 

knowledge of females when it was known that husband was illiterate, 

could almost be impossible to increase further by the education of 

wife who would always be illiterate. The reason behind higher figure 

of 3562 ee of illiterate wife was the standard of 

education of husband, in this ease could either be illiterate or 
higher. And the excess of knowledge of illiterate females might 

possibly be due to the influence of some of their educated spouses. 

Similar observations were obtained in all other cases whether in 

category I villages or category II villages or category III villages. 

The data were further classified into two broader categories 



of occupation of wife - household work and engagement in some 

kind of services. Some distinct associations of knowledge of family 

planning with those types of occupations were presented inthe said 

three tables. In general, in 911 cases, service holders were more 
knowledgeable as compared to housewives with some sampling 

fluctuations due towhich a reverse result was found probably in case 

of condom. 

Knowledge about Rhythm was more prominent among younger 

females particularly in category II and III villages. Females in 
category I villages were found reluctant about this method and 

almost uniform distributions (percent) were found in the various age 

occupation onthe knowledge were found to have a similar pattern 

as obtained in case of IUD condom and oral pill (see Table 5.5) 

ene 

As regards the sources of information about the knowledge 

of family planning methods Table 5.6 it could be divided into three 

sections.Section I, represents the analysis regarding Vasectomy 

and Tubectomy. Next section is based on IUD, oral pill and condom, 

Finally Rythm, withdrawal and abstinence are analysed in the last 

section. 

The information about the knowledge of Vasectomy and 

Tubectomy came to about one third from doctors among all other 

sourcees given in the lists Next, females came to know about these 

methods from friends/relatives/househodds with almost about the same 



proportion as in case of doctors. Health workers were also found 

to contribute to some extent (around 2.3 percent ) towards the enhancement of knowledge about the terminal methods. A few have (> ert 

learnt about these methods from mass media like TV/Radio (around 13 

percent ), 

Doctors were foufid again contributing mos tly (32 pércent ) 
aS a source of the knowledge of IUD. Knowledge about oral pill and 

condom,on the otherhand, mostly came from ffiends/relatives/ 

households (around 50 percent). The second largest source of 

information was TVf~Radio in respect of oral pill and condom. Around 

one fourth of the females knew about IUD from TV/Radio. Around 15 

percent knew about oral pill and condom from doctorse Health workers 

communicated the knowledge about IUD, condom and oral pill within 

the domain of females around 7 to 10 percent. Knowledge regarding 

Rhythm, withdrawal and abstinence was mostly concentrated around 

a Single source of information like friends/relatives/households 

(around 89 to 91 percent. 

5.4 Place of availability of Methods/services: 
This section deals with an analysis of the data on the 

knowledge about the places of availability of methods/services. 

To know about the place of services is as important as to know 

about the method itself. 

Table 5.7 showed that higher proportion of females 

(48 percent ) were of the opinion that Vasectomy could be done at 

PuC/subcentive. Around 34 percent reported that this operation could 



private clinics. Similar observations were found in respect of 

Tubeetomy. More females (about 62 percent) reported about PHC/ 

subcentre where Tubectomy could be done. Hospital was the major 

source for IUD insertion as reported by 50 percent of females. This 

insertion could also be done at PHC subcentre as observed by around 

39 percent [around 10 percent reported private clinics as the Place for IUD insertéons] But 5 percent of women did not knew even 

the place where IUD could be inserted. Most of the females (54 

percent ) were of the opinion that condomand oral pill were obtained 
from shpps. Some of them reported that condomcould be available 

from PHC/subcentre (23 percent) and hospital (17 percent). They 

had similar perception about the place of availability of oral pill 

(Pucdsubcentre = 14 percent, hospital = 12 percent ). A few reported 

that condom could be available from private clinics (5 percent ). 

Other sources were very &nsignificant for oral pill and condom. 

565 Current Practice of Family Planning Methods: 
In this unit, attempt is made to analyse the extent to 

which the knowledge of different family planning methods has been 

used in terms of percentage of current ly practising the different 
methods. Table 5.8 represents the percentage distribution of 

acceptors of family planning methods in three categories of villages. 

In . Table 5.8, the percentage distribution of users of different 

methods of contraception have been computed in three categories 

of villeges and presented pe low: 



Percentage distribution of users of different contraceptive methods 
a 

Category of Vasectomy Tubectomy IUD Condom Oral Total 
villages | .. pill .. aeceptors 

I 13 45 11 27 2 318 

II 13 78 1 7 - 310 

FET sania: ner Laine stat oben Saale te a 

These percentages show that in the category TI villages 45 percent 

villages 78 percent accepted Tubectomy and only 13 peréent 

Vasectomy. Lastly, category III villages showed qa similar picture 

(Tubectomy = 65 percent, Vasectomy » 17 percent). From the above 
figures, it is clear that Tubectomy was more popular among females of 

allthe village categories, whereas Vasectomy was not so popular 

owing to some specific reasons. People usually thought that after 

vasectomy operation a person could not do his normal job.oOne 

‘interesting feature of acceptance of conventional contraceptive 

such as condom, oral pill and IUD insertion is obviouse When these 

three methods constituted around 40 percent in @ategory I villages, 

category II and category TIT villages possessed commratively 

smaller figures around 8 percent for the former and 18 percent for 

the latter. It simply shows that motivation towards birth spacing 

was not so effective particularly in category II and IIT villagés. 

In fact, health workers probably used to moti¥ate more for terminal 

methods so as to bring more cases tothe camps. They perhaps did not 



visit the households regularly and remained much reluctant about 

the birth spacing methods which was important particularly for 

young couplese As a result of which larger proportions were using 
terminal methods whereas smaller sections practised conventional 

contraceptionse. Although some researchers observed that sterilization, 

because of its popularity and long continuation, has built up suffic- 

ient users world wide to give protection against pregnancy to more 

couples than other methods (Ross et al. 1988), In India more 

emphasis should be given to increase the C.C. users among young 

couples, in particular. 

Having discussed the use of contraceptions among eligible 

females of three different village categories, it is eventually 

legilimate to know whether the family planning programme is 

reaching to the kind of people it should reachiis the programme 

attracting young persons? What is the family size of the couples 

at the time of adoption? Is the programme equallypopular among 

all religious groups @ po the less priviledged sections of society 
come forward to accept family planning? Answers to these questions 

have obvious implication for the achievement of the programme 

(Rao, 1976). More or less similar investigations are quite 

possible in this sections by incorporating different socio-economic 

and demographic ciaracteristics of the acceptors. 

The extent of acceptance of family planning methods among 

different caste groups was found to be different (Tble 5.8). Among 
the three broad caste groups of Hindu couples, Middle caste group | 

constituted 48.3 percent of current users, upper caste and sched led 



caste couples 41.4 and 36.1 percent respectively. Although 44.3 

percent of current users were found among other religious groups 

but the number of couples in this group was only 95. The similar 

figures for upper caste, middle caste and scheduled Caste groups were 

respectively 979 , 548 and 710. Among the scheduled caste group, 
couples adopted mostly terminal methods (22 percent ) when over-all 
users inthis group was 36 percent. But anong upper caste and 

middle gcaste groups currently using some methods figuring 41.4 

percent and 48.3 percent respectively, adopted terminal methods 

figuring only 23 percent and 27 percent respectively. These two 

groups used temporary methods and IUD insertions together 

constituting roughly 7 percent and 15 percent respectively. The 

figures for scheduled caste group was only about 5 percente Nothing 

could be said about other religious groups as the figure for total 

users was very low. Theycontributed as high as 35 percent and 7 

percent respectively to terminal and temporary methods. The use of 

natural methods was confined mainly to upper caste group (10.4 

percent ) and arouml 7 percent and 8 percent respe ctively to middle 
caste end scheduled caste groups. From the analysis so far made in 

respect of caste/religious groups , it was pointed out that use of 

temporary methods was not so popular among couples perticularly 

belonging to scheduled caste group. The extent to which the remaining 

groups used these methods was also not very encouraging. Hence more 

and more motivation was necessary among them for spacing methods. 

For this,more health workers should be engaged in order to fulfil 
the need. 



So far as per capita income is concerned it was found that the 

users of some kind of methods among couples were much higher 

(around 46 percent ) among families with lower per capita income, 
below rupees 300. Around 30 percent of the acceptors had per capita 

income of Rupees 300 and above . Among different per capita income 
groups, the highest acceptance of permanent methods (around 32 

percent ) was found among families with income less than Rs. 150. 
A fewof them adopted temporary methods (around 5 percent ). Around 
27 percent accepted permanent methods in the per capita income 

group of Rse 150 to 299 out of a total of acceptors of 46 percent. 

Among them about 9 percent accepted temporary methods. Couples from 

highest per capita income of Rs. 300 and above returned about 12 

percent and 8 percent respectively of permanent and temporary 

among couples from higher per capita income group as in contrast | 

to other groups [see Table 5.8 ]. 

5-6 Hducation and Practice of Methods: 
Considering the educational background of either husband 

or wife the percentage distribution of acceptors of any kind of 

family planning method did not show any significant variation 

among couples with different educational background (Table 5.9). 

The figures varied from 37.5 percent to 46.0 percent and from 34.9 

percent to 47e2 percent respectively for education of wife and 

foreeducation of husband. The low figure of 34.9 percent among 

females whose husband’s education being primary at below might not 

be so valid as in other cases since the number of couples in this 



100 

Sample sizes. The only significant changes which were observed among 

couples with different educational background were the use of 

temporary and permanent methods, barring natural methods where the 

figures did not vary much. In both he cases of education of either wife 

or husband, the illiterate glways adopted permanent methods (around 

31 percent ) ignoring temporary methods (aroynd 2.5 percent). The 

figures, therefore, showed higher the educational standard, the higher 

was the use of temporary methods (ground 21 percent in intermediate 

and above group) and lower was the use of permanent methods (around 

8 percent). From the above analysis it can be said that illiterate 

relied more on permanent methods than the temporary ones which t hey 

perhaps did not know how to use, etc. or could not maintain the 

regularity of the use of those methods. Greater motivation required 

particularly for illiterate and less educated couples in order to 

popularize the methods which only could be done by the health and 

other related workers. 

Occupation of husband did not show any significant changes 

of the number of acceptors of any kind of methods (Table 5.9). The 

figures varied from a minimum of around 36 percent to a maximum of 

48 percent. The sample couplesfor the last figure showed a minimum 

of 235 wherecas maximum sample figure of 959 was seen in (Table 5.9). 

Cultivators(around 29 percent) and labourers’(around 26 percent ) 
families were found to rely more on permanent methods than on 

temporary ones, (around 2 and 1 percent respectively for own 
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agriculture and labourer). The use of IUD , condom ané oral pill 

altogether constituted around 16 percent, 11 percent and 8 percent 

among females whose husband’s occupations were respectively business, 

government/ semi-gowernment services and others. In three cases the 

figures were around 22 percent, 22 percent and 27 percent respectively 

for permanent methods. 

Motivation towards spacing methods needed to be more 

concentrated on agriculture and labourer families. 

Age is important in the measurement of contra-ceptions 
demographic impact because it serves as the prime determinant of 

and a proxy for births averted. It is well known that female fertility 

characteristically increases from zero at age of menarche to a 

maximum sometime in the early or mid-twenties, then declines 

progressively with increasing age to virtually zero by age 50(Coale 

and Trussel, 1974). Thus, after the age of peak fecundity, biology 

déctates that the older the contraceptive user, the lower is her 

potential fertility , and the fewer the births she will avert, even if 
she is presumed intially to be fecund. As such from the age at 

acceptance of females, ene could judge how effective is the programme 

of family limitation. As the general opinion dictates, most Imdian 

females from their lower age at Cohabitation experience the entire 

child-bearing period right from he very young age to the end, this 

kind of analysis is very worthwhile. Instead of age at acceptance , 

present ages of the acceptors, who have currently been pactising any 
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kind of family planning methods have been analysed which might 

give an idea about comulative effect (Table 5.10). Tr analysis 

shows that among three broader age erowns, less than 25, 25-34 
and 35=49 years, the last one possessed maximum number (55-6) of 

acceptors. The earliest one contained 17.8 percent and 25-34 years 

had 38.9 percent acceptors. The highest number found in 35-49 years 

might indicate the highest contribution of acceptors of terminal 

methods (41 percent) as compared to 19 percent in 25-34 years and 

3e3 percent in less than 25 years of age. The figures moreover showed that Tubectomy was preferred to Vasectomy in all age categories. 

The use of IUD, condom and oval pill was always preferred more 
either in 25-34 years or in less than 25 years than the oldest age 

group 35-49 years possibly because of more thrust on child spacing 

in earlier ages. Whereas the figures for users of natural methods 

including Rhythm, withdrawal and abstinence might possibly indicate 

that they belong to traditional families as they use these methods 
both for delaying and preventing pregnencies, rather than any other 

kind of scientific methods. 

The distribution of acceptors according to number of 

surviving children they have, might indicate a gloomy picture of 

how the programme could be ¢ little usefulness, when 62.4 percent 

acceptors have 5 and more number of children, only 25.8 percent of 

acceptors were with 1 to 2 surviving children. Tre only bright point 

was that the total number of sample couples who have 5 or more 
wh) br Chita Yeon WLP 26¢e Ips 

children was 383 as compared to 829 couples,with 3 to & surviving 

children. A sizeable contribution might be found among acceptors 



who have 3 to 4 surviving children. Although maximum number of sample 

couples (930) was in this group, but among them 53.8 percent 

accepted some family planning methods . If the replacement le vel 

required only 2 children the previous analysis might indicate that 

the rural population of Jammu remained much over replacement level 

which is responsible for much higher population growth. The figures 

for IUD, condom and oral pill showed that as the acceptors have fewer 

number of children, the use of these methods was more than among 

couples with larger number of children. This might indicate a possible 

shifting of temporary methods to permanent ones as and when te couples 

got larger wember of surviving children. But interestingly, it was 

found that such tendencies were not found among the couples who once 
accepted natural methods. That is when they accepted these methods 

with fewer number of children they accepted them also for larger 

number of children. 

* 

5.8 Sex-Preference and Acceptance: 
In this unit. an attempt has been made to see how couples 

preferred sens to daughters. Table 5e1l focuses on the distribution 

of acceptors of different methods with different number of mate and 

female children, independently, they possessed. From the table it can 

be seen that they did not adopt any terminal methods at all when 

they possessed no male children, put possessed one, two or three and 

more female children. But they were found to usessome kind of 

temporary methods. For instance, about 15 percent used condom when 

they possessed one female child, 7-5 percent when they had two female 
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children, while about 6 percent used IUD when they had two female 

children and another 6 percent used this method when they possessed 

3 or more female children. The pattern was found entirely different 

when couples possessed male children. It was seen that nearly 50 
percent of the couples who had 3 to 8 male children accepted terminal 

methods. Around 37 percent aceepted these methods when t hey pos sessed 

two male children. About 15 percent accepted terminal methods even 
when they possessed only one male child. The abeve analysis shows 

a strong son preference of couplesoof rural Jammue 

Methods: rem 

An important aspect of research is to know how couples 

accepted family planning methods, fromwhere the methods and/or 

services were received and how good are the methods they adopted. In 

the first instance, resort was made to know how the different methods 

were accepted iee. who were the mdtivators. Interestingly, it was 

found fromthe figures in Tble 5.12 that respondents (eligible 

females) themselves or their spouses played most significant part 

in motivating themselves or their spouses for the acceptance of 

all the methods excepting TuD where friends played that role. 

Neverthless, self/spouse contributed very highly (around 39 percent ), 
almost close to friends (around 41 percent). It was further 

observed that doctor played the next important role in motivating —

the couples for the a eptance of terminal methods (vesectomy = 3604 
percent, Tubectomy = 33.1 percent). The third source for motivating 



couples to accept terminal methods was the Family planning field 

workers (Vasectomy = 9 percent, Tubectomy 20.2 percent). A few of them 

were motivated by friends. 

Dector also remained as a third source in motivating couples 

to accept IUD (11.4 percent). Around 5 percent also were motivated 
by family planning field workers . In using the condom doctors 

were glso found to play active role to some extent (9 percent ) as 
motivators. Family planning workers motivated around 5 percent of 

the casese 

Family planning workers ranked third in respect of 

motivation towards the use of oral pills (15 percent) © Doctor 

also played some role in motivating couples to accept oral pill 
(10 percent ). 

Table 5.13 shows that almost all the couples had umergone 

sterlization operation from Health/family welfare/centre as a 
source of services available to them. A few obtained these services 

from other sources (Vasectomy = 8.2 percent, Tubectomy = 6 percent). 

Out of a total t44 sample cases of IUD insertion around 9% percent 

of them got this done at the Health/Family Welfare/centre. Couples 

were found to receive condom mostly from other sources (90 percent ). 

fround 10 percent also received them from Hoealth/Family Welfare/ 

centre . Out of a total of 20 casés of oral pill users, three fourths 

of them received the material from other sources. One fourth of the 

couples also obtained the same material from Health/Family welfare/ 

Centre. 



Finally, the opinion of the respondents about the methais 
they adopted was presented in Table 5.14. The data shows that almost 

all the methods were considered good by the respondents. A few 

acceptors rated condom (9.4 percent) and IuD (around 7 percent ) 

poor as methods of family planning. A few rated other 

methods such as Vasectomy, and Tubectomy and oral pill as poor but 

the proportion was insignificant. 

5-10 Reasons for Non-acceptance of Family Planning Methods: 
In the last section, it was found that the couples currently 

IUD, condom etc. mostly had a favourable opinion about those methods, 

Present section is devoted to find out the nonusers of family planning 

methods at the time of the survey and the reasons they had for not 

using these methods currently. The distribution of these nonusers 

according to the different dm aracteristics is presented in Table 5.15. 

It is found from this table thatthe maximum number of nonusers 

belonged either to category ITI villages or to category III villages 

The reason for lesser number of non-users from category I villages 

was primarily the greater motivation ffom the PHc staff to the 

eligible couples in these arease Ingmeral, the reason for non- 

acceptance by he couples fror the three categories of villages 
indicated that the couples from category II villages (61 percent) 

and category III villages (55 percent) was that they felt a strong 

need for having children. The couples from category I villages also 

showed the same reason for non-acceptance but the percentage was 



lower (47 percent). About 3 percent couples. from category III 
villages did not adopt because of superstition. Around 9 percent of 

the respondents from the villages other than category II or category 

One could find fromthe Table 5.15 that the responients 

from cagegory I villages ranked (46 percent) first in termsof 

maturation as mentioned in the table compared to category IT 

villages (31 percent) and category III villages (33 percent ). 
Maturation included various queries in the schedule’. at the time 

of survey - such that those who had used any method exclusively in 

the past, those who could not use any method because of their ill 

health and over-age, etc. It was quite understandable that the 
Maximum nunbercouples from category I villages were not using ay 
methods currently because of their higher ages. Majority of them 

must have practised earlier and because of ill-health, a few of them 

could not practise currently. On the other hand, in the remote 

villages (category II and IIT villages), majority of the couples 

might not be practising any method because of their ill health.a | 

few of them might have practised earlier but do not do so currently 

because of higher ages. 

In considering different caste/religious groups, other 

religious group possessed maximum percentages (74 percent) as having 

a desire for children as the reason for not using my method upper 

caste, other caste and scheduled caste Hindu females showed more or 

less same figures in this category within 50 to 50 percent of caseS. 

The influence of suyerstition about family planning was found among 
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upper caste and scheduled caste to the same extent. Other caste Hindus 

and other religious groups had a few cases of ignorance about family 

planning methodse Similar observations were found anong couples with 

higher percapita income of husband. Among couples with percapita 

income of less than Rs 150/< got maximum (2 percent) cases due to the 

superstition mdjother two groups got the same (0.7 percent), because 

of superstition. The maximum cases (74 percent) were found for need 

of child among the couples with percapita income of Rs. 306/- and 
aboves 

Table 5.16 gives the distribution of the nonusers according 

to their sociocultural characteristics. Considering the educational 
standards of husband and wife, it was observed that among illiterate 

the non-acceptance of family planning methods due to superstitution, 

was higher as compared to higher educated couples. Among highly educated 
couples, it was found that only because of nonfulfilment of their 

desire for required number of children they did not use any family 

planning methods. 

- the analysis of Table 5.17 clearly shows that the maxinum 
number (around 71 percent ) of couples of younger ages did not adpt 

any family planning methéds because of the desire for children. In 
the case of older females the figures for desire for children (as 

“the reason for non-gcceptance ) was much lower about (32 percent) 
as compared to other age groups. The older females aged 35 or more 
indicated that the maximum proportion (12 percent) did not use 

family planning methods because of ignorance > 

at ana a ca m eee io 



It was also found that the couples with only female 

children showed lesser number of non-acceptors of family planning 

because of their desire for more children. On the other hand, the 

corresponding proportion was much higher when they possessed at 

least one or more male children. It obviously shows strong sex bias 

in favour of male child. Moreover, when couples had larger number 

of surviving children, the number of couples with reason for non- 

acceptance due to desired number of children was low 

5ell Plan for Furure use of Family Planning Methods Among nonusers: 
Among the couples from the three categories of villages it was 

found (Table 5.18) that category I villages and category III villages 

showed almost 81 percent of non-users having plans for future use of 

family planning methods. On the other hand, non-users from category 

II villages,28 percent reported that they planned to practise family 

planning method after one birth. Around 69 percent coupleé did 

not have any plansfor future use of family planningmethods. In | 
terms of caste and religion, the scheduled castes showed highest | 

figures (79e8 percent) for no future planning. On the other hand, 

upper caste Hindus and other religious groups showed higher 
percentage figures for future use particularly after one birth which 

it was found that as per capita income increased the percentage of 

non-users of family planning methods in future also increased. Amd 

25 percent of the couples with minimum per capita income had plans 

for future use after one birth. 

while considering the educational standards of husband and 
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wife (Table 5.19), it was*found that in both the cases that as 

the standard of education decreased the figures for no plan for 

future family planning decreased. Conversely, it showed that they ~~ 

standard of education increased. 

Table 5.20 reveals that 24 percent of the couples inthe 

age group 25-34 years did not have any plan for future use of family 

planning method after one birth. 4m interesting result was obtained 

when the total number of births/serviving children of the couples 

were considered . They got more or less same percentages for future 

non-use of family planning methods. Moreover, they planned for future 

use after one birth when they already possessed 5 or more children. 

The proportion of couples who plan to use family planning 

methods after two births is smaller than that of those who plan 

to use such methods after only one birth. Same is the case with those 

who have been late in producing children. 

5.12 Opinion of non-users Regarding Visits of Health Workers. 
Analysis is made in this section, to know about the visits 

of health workers to non-acceptors of family planning methods for ~~ =: 

giving information about these methods. It is seen from Table 5.21 that 

couples from category II and category III villages reported that 

they were informed by health workers about family planning methods 

in considerable proportions (48 and 43 pereents respectively )e On Mm 

other hands proportion of respondents from category I villages was 

lower {14 percent ). 86 percent of them reported that they were not 
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guided by any health worker. Regarding visits as observed in case of 

different caste/religious groups no significant differences were 

found . The percentages ranking 60 to 69 percent of respondents 

reported that they were informed by the health workerse 

When percepita income of the family was. considered, it was 

found that couples with minimum income in large proportions (69 

percent ) reported that they were not informed by health workers. The 

corresponding figures for highest income group was 59 percent. When 

education of husband and wife were considered (Table 5.22), it was 

found that the proportion of highly educated couples reporting that 

they were not informed by health workers was larger than those among 

the illiterate, or:in other words, illiterate reported that they were 

visited by the health workers. 

Table 5e23 gives detailed information about the females 

with surviving ehildren in regard to the visits of health workers. 

Ge e “.~ that health 

workers did not inform them, was higher (72 percent) compared to older 

couples doing so. There was no difference among such figures for 

couples with different number of total births. . Om the other hand, 

there was difference in figures when surviving children to non-users 

were considered. As the number of children increased the proportion 

of those reporting that health workers did not visit then decreased 

froma high of 72 percent to a low of 57 percent.However the pattern 

did not show a uniform trend. 



5013 Preference for future use of family planning methods by 
various characteristics: 

When the nonuser reppondents were asked which of the 

methods they would prefer to accept in future, it was found from 

over all figures (Table 5.24, Table 5.25, md Table 5.26) that in 

all cases, they would mostly prefer tubect omy. 

The reasons for the most preferable family planning methods 

as mentioned above could be given as follows: 

1. People liked mostly terminal methods without bothering 

about conventional contra-captives which generally required 

the waste materials to be disposed of after use. In some 

other cases, couples ought to maintain regularity, which 

they did not like. 

2,, in terminal methods, Vasectomy was not recommended because 

they got some prior conception that vhy sical workers, in 
particular labour class, cultivators etc. would be unable 

to their job properly or with full strength after the 
operation. It seems that females from all socio-economic, 

socio=cultural and demographic situations had similar 

ideas as mentioned above. 



Table 5.1 Percent of couples having knowledge of various 

Family. Planning Methods 
CEES Ee eS es ee 

Methods Category of villages ne econ ca 
- IT Lit 

Percent having knowledge of the methadis .._ 

Vasectomy 98 69 100-0 98 06 
Tubect omy 9705 — 9967 979 

TUD 520 37 02 30ce7 

Condom 8004 6364 57 « 6 

Oral Pills 62 4 52.06 46 2 
Rhythm 27 o7 6343 | 49.2 

withdrawal 209 4302 37 «7 

WesBinénge eT | eee 

Total no. of 

eligible couples 
from whom 790 | 774 762 
information 
Was aVailable (ee viniese mth mgeci es onto ean nega gt on teat ute tun meet tinsel 

Noe of couples 
from whom 
information 9 1 1 
are not | 

avallabie..._=..._... NN Be .. "e_ 
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CHAPTER 6 

ON UTILIZATION OF MATERNITY AND CHILD HEALTH 
SERVICES IN RURAL JAMMU 

INTRODUCTION 
. 

India is moving ahead to reach the goal of Health for 

All by 2000 AcDe through Primary Health Care, having had adopted the Alma Ata Declavation in 1978 (WHO 1978). However, the ideology 

of Primary Health Care is not new to India. 4s early as 1952,Health 

care services were organised as a component of community development 

programme based on concept of comprohensive health care for the 

improvement of socio-economic status of people and improving their 

quality of life. It emphasised the provision of basic health care 

with the main focus on preventive, promotive nd curative health | 

care to all. Since thirtyceight years of its inception, szhe concrete 

and contents of health care have undergone a significant change 
and the health services have greatly expanded in terms of coverage, 

manpower, types of services and financial outlays (| Kawitkar 1979). 

In India, women of child bearing ages constitute around 

22 percent and children under five years are around 15 percent of 

the total population. Mortality has been reduced less than half, 

indidence rate of major communicable diseases has been drastically 

brought down, the life expectancy has increased by more than one and 
half times. But inspite of all these developments in health,the 

maternal mortality rate, prenatal mortality rate, infant mortality 

rate and child mortality rate are unacceptably high. therefore, 
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the task of achieving the goal of health for sll by 2000 A.D. 

for Indis is not an easy one and the 9th joint conference of the 

central council of health and central family planning council at 

New Delhi in 1983 rightly recommended: 

"the Family Welfare Programmes including Maternal and 

Child Health and Ppimary. Health Care on which the future well-being 
of the country and the people are dependent should be accorded top 

most priority among all programmes’’ (MOHFW 1983), 

In this context the National Health Policy Decument, 1983, 

identified some specific goals in health indicators to be achieved 

by the year 2000 A.D. such as infant mortality rate below 60 per 

thousand live births,a prenantal mortality rate around 30 per 

thousand live births, a mortality rate of 10 for every thousand 

pyYéeschool children ise. between ages one and four years and a 

mortality rate below 2 per thousand deliveries (MOHFW 1984). 

in India due to causes related to pregnancy and child birth 

(Majumdar 1988). High rate of maternal mortality and morbidity are 

due to, (i) medical causes such as malnutrition , anaemia, maternal 

infection, toxaemias of pregnancy, haemorrhage, sepsis, vaswtar 

accidents and (ii) social causes such as young maternal age at 

child birth, small interpregnancy intervals, large family size, 

and unskilled assistance at labour. 
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Every year in India, about 95 million children are 

expected to die (Majumdar 1988). Low birth weight, prematurity, 

resp ) tract infection, maternal malnutrition, maternal 

anaemia, lack of antenatal care, lack of immunization, deliveries 

attended by untrained persons, are some of the causes of infant and 

childhend mortality. 

Several studies in India confirmed that the people, in 

general, do not see the need for antenatal care during pregnancy and 

prefer to deliver at home with a dai (untrained mid-wife) as an 

attendant (Ahluwalia 1963, Ghosh 1968, Charles 1971, Mathews 1979 
and Bhatnagar et al. 1988). In a suth Indian village, about 22 

percent had it due to lack of antenatal care while another 10 ye recent 

had it because of some problems dring pregnancy (Matthews 1979). In 

urban slums of Delhi about 21 percent registered for antenatal care 

while 16 percent reported receipt of iron and folic acide tablets 

and about l2 percent reported to have had tetanus toxoid during 

antenatal care (Bhatnagar ‘et al. 198). 

Matthews £1979) reported around 70 percent heme deliveries 

in a south Indian village in early 1970 and the deliveries were 

mainly attended by untrained dais. Bhatnagar et al (198) also 

reported that about 72 percent deliveries took place at home in. 
urban slums of Delhi and 76 percent of these home deliveries were 

attended to by untrained dais. Sample registration system of India 

also provide statistics of home deliveries and attended at those 
z | 
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deliveries e.g. in 1986, about 80 percent deliveries in India 

were conducted at home and 61 percent of the total deliveries were 

attended to by untrained persons. | _. Similarly, in rural 

areas of Jammu md Kashmir about 95 percent were domiciliary 

deliveries and 79 percent deliveries took Place umer the assistance of 

of untrained dais, 

The diet is severely restricted during and after delivery 

to the mother and the cehifld which leads to severe malmutrition and 

anaemia to the mother (Matthews 1979). 

Knowledge regarding immuniz,tion was practically nil and 

the people have imaginary fearsabout immunization and in case of 

illness , people prefer traditional treatment as observed by 

Matthews (1979) in a south Indiam village, Bhatnagar et al (1988) 

also reported poor status of immunization by kind of immunization in 

urban slums of Delhi. In these areas about 652 percent children 

registered for BCG, 28 percent for polio while aout 19 percent 

for DPT injection with 3 doses. 

Therefore, there is a need to assess the status of 

utilisation of maternity and child health wertices in India, especially 

in rural areas. With this in mind, an attempt is made, in this chapters 
define. the current utilization of maternity and child health services 

in rural areas of Jammu after about a decade of Alma Ata Declaration. 

This study will be unique inthe sense that no other reference is 

available from this area. 

| A question was asked to the respondents regarding their 
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known places for maternity and child health services and their 

response is depicted in table 6.1. Over all 84 percent respondents 

reported Primary Health Centre as a place for MCH services followed 

by district hospital (70 percent ), subcentre (35 percent ), government 

dispensary (31 percent) and private clinic (5 percent ). However, 

respondents differed in terms of knowledge regarding places for MCH 
service by type of village they live in. Respomients in the PHC 

villages beshave a little differently from the respondents either 

from the subcentre villages or from other villages in terms of 

place for availability of MCH services. Approximate ly 88 percent 
respondents from PHC villages reported primary health centre for 

MCH services in comparison with 82 percent either from subcentre 

villages or from other villages. This more respondents from PHC 

villages referred primary health centre as the place for MH 

services than those from subcentre villages (Z = 3.30 > 2.58 at 

P= 0-01) and other villeges Z = 324 > 2.55 at P=0 Ol). 

Respondents in the PHC villages were more aware of availability 

of MCH services at the primary health centre beceuse they are more 

exposed fo the activities of a PHC as it is situation in their own 
village. 

Approximately 5 percent respondents from PH villages 

reported subcentre as a place for MCH services as against 49 percent 

from subcentre villages and 51 percent from other villages. Therefore, 
in comparison with either to subcentre villages (Z = 19.59 > 2.58 

at P = 0.01) or to other villages (Z = 20.25 > 2.58 at P = 0.01) 

respondents in PHt villages were less aware of MCH services at the 

subcentree No significant difference (Z = 0.74 < 1.96 at P = 0.05) 



in their response. 

Government dispensary as a place for availability of MCH 

services as reported by approximately 36 percent respondents from 

PHC villages, 28 percent from subcentre villages and 30 percent 

from other villages. Comparatively more respondents from PHC 

villages were aware of MCH services at the government dispensary 
aS against respondents either from subcentre villages (Z = 3.65>2.58 

at P= 0.01) or from other villages (Z = 2.59 > 2.59 at P= 0.01) 

whereas statistically no significant difference (Z = 1.04 < 1.96 

at P = 0.05) is found between respondents of subcentre villages and 

other villages in reporting government dispensary as a place for 

MCH services. 

District hospital for MCH services was stated by more than 

7Opercent respondents;73 percent from PHC villages, 64 percent from 

subcentre Villages and 74 percent from other villages. More 

respondents from PHC villages were aware of district hospital as a 

place for MCH services in comparison with subcentre villages 

(Z = 14.27 > 2.58 at P = 0.01) and other villages (7=10.54 > 2.58 

at P= 0.01). Similrly more respondents from other villages were 

aware of MCH services at the district hospital in comparison with 

subcentre villages (Z = 4.09 > 2.58 at P= 0.01). 
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Private clinic for MCH services was mentioned by <little 
Over 5 percent respondents either from PHC villages or from | 

subcentre villages whereas little less than 4 percent reported it 
from other villages. No statistically significant difference was 

found in reporting private clinic for wey services either by 

respondents from PHC villages andssubcentre villages (Z = 1.77 <1.96 

at P= 0.05) or by respondents from pH villages and other villages 

(Z = 1.33 < 1.96 at P= 0-05) or by respondents from subcentre 

villages and other villages (Z = 1.50 < 1.96 at P= 0.05). 

Child Health Centres: : 

Respondents who had knowledge of places for MCH services 

were asked about type of services provided at such places. Little 
over 75 percent respondents reported medical care followed by 

facilities for preventive measures (such as control of epidemics 

and immunization services), (75 percent) family planning (68 percent), 
and maternal as well as child health (such as antenatal, intra-natal 

and post-natal) (& percent) Apart from these, a few respondents 

referred to prevention of malaria, improvement in health and 

sanitation. It appears from Table 6.2 that there are differences 

in knowledge regarding type of services provided at MCH centres 

by type of residence of the respondents. 

Availability of medical care at MCH centre was reported 

by approximately 78 percent respondents from PHT villages, 72 percent 

from subcentre villages, and 77 percent from other villages. This 

knowledge regarding availability ef medical care at MCH centre 

differs significently between respondents from PHC villages and 
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Subcentre villages (Z = 2.59 > 2058 at B = 0.01) and subcentre 

villages and other villages (Z = 2.43 } 1.96 at P= 0.05) but no 

such significant difference is observed between PHC villages and 

other villages (Z = 0.14 < 1.96 at P= 0.05). 

Preventive Measures at MCH centre was mentioned by 84 

percent from PHC villages, 75 percent ffom subcentre villages and 

65 percent from other villages. Knowledge regarding availaibilty of 

preventive measures varies directly with the location of the primary 

health centre. More respondents from PHC villages had knowledge of 
preventive measures at MCH centre in comparison with respondents 

either from subcentre villages (Z = 4.29 ¥ 2.58 at p= 0.01) or 

villages (Z = 3.82 > 2.58 at P = 0.01). Type of residence (such 

aS nearer to PHC or away from PHE) plays a positive role in terms 

of knowledge for providing preventive measires at MCH centre. 

About 8 in every 10 respondents from PHC villages had 

reported knowledge of maternal and child health care at the 

government health care centre in comparison with about 5 from the 

subcentre villages and 5 from other villages. Hence, knowledge 

regarding availability of maternal and child health care varies 

inversely with the type of residence (PHC villages to obher 

villages) since the observations are statistically highly significant 

for each pair of villages such as PHC and subcentre (Z = 6.9 > 2.58 

at P = 0.01), subcentre and other (Z = 3.66 > 2.58 at P = 0.01) and 



PHC and other (Z = 10.53 > 2.58 at P = 0.01) villages. 

Regarding the availability of family planning advice and 

services, only 26 percent from PHC villages had knowledge in 

comparison with about 29 percent from subcentre villages and 68 

percent from other villages and thege observations by villages are 
statistically highly significant because of high Z-values for each 

pair of villages the respondents live in i.e. between PHC and 

subcentre villages (Z = 13.24 > 2.58 at P = 0.01), subcentre and 

other villages (Z = 3.70 > 2.58 at P = 0.01), andPPHC and other 

villages (Z = 16.61 > 2.58 at P = 0.01).Thus the residence is 

newuw. the location of health centre , the lesser is the knowledge 

regarding availability of family planning advice and services from 

the governmental health centre. 

6.3 Knowledge Regarding Services Provided by Health Workers from 
the Health Centre at the doof step: 

Health workers from the health centres are supposed to 

visit homes for advice and gtfidance for heqlth as well as maternal 

and child health Care.In order to assess this, respondents were 

by the health workers from the health centre and the responses are 
reflected in Table 6.3. Approximately 48 percent of the respondents 

had knowledge that health workers from the health centre are 
supposed to provide services at the village but this knowledge 

differes significantly among respondents by type of residence 



149 

only 22 percent from PHC villages were aware of services 

provided by health workers at villages as against 54 percent from 

subcentre villages or 60 percent from other villages. As the 
health centre is situated at the villages respondents from PHC 

villages probably visit the health centre more often and 

therefore health workers may pay little attention to visit homes 

in PHC villages. So knowledge regarding heglth workers providing 

services at the doorstep is low among respondents in PHC villages. 

6e4 Knowledge Regarding Type of Health Workers Providing 
Services at the door step: eS IEE 

Respondents who were aware of health workers from the 

health eentre visiting home to provide services were asked about 

the type (i.e. designation/rank) of such workers and their 

responses are presented in Table 6.4. 

About half of the eligible respondents reported lady 

health visitor (LHV) providing services at the villages from the 
health centre followed by auxiliary murse—cum-midwife ( ANM ) (46 

male family welfare workers (7 percent) and immunization workers 

(2 percent}. Apart from these less than ene tercent respondents 
mentioned sanitary inspectors and extension educators. 

About 34 percent respondents fromthe subcentre villages 

mentioned physicians/doctors visiting villages from health centre 

to provide services followed by 31 percent from PHC villages and 

30 percent from other villages. No statistically significant 



differences were observed in terms of knowledge regarding 

physician/doctor visiting home to provide services by residence 

of the respondents because of very low Z-values in all three mwirsof 

observations i.e. , PHC villages and subcentre villages 

(Z = 0.68 < 1.96 at P= 0.05), PHC villages and other villages 

(Z = 1675 < 1.96 at P = 0.05) and subcentre villages and o& her 
villages (Z = 1.13 < 1.95 at P = 0.05). 

The rank of auxiliary nurse-cum_midewife was reported 

py 40 percent respondents from PHC villages , 43 percent from 

subcentre villages and 51 percent from other villages. More 

respondents from other villages had knowledge regarding services 

provided by auxiliary nurse-cum_midewife (ANM) at the door step 
than that of respoments either from PHC villages (Z = 2.51 > 1.9% 

at P = 0-05) or from subcentre villages (Z = 2.53 > 1.96 

at P= 0.05) but no such difference is observed between respondents 
of PHC villages and subcentre villages (Z = 0.72 < 1.96 at Ps 0.05 )- 

Lady health visitors (LV) visits to home for advice and 
guidance was mported approximately by 53 percent from PHC villages, 

55 percent from subcentre villages and 44 percent from other 

villages. No significant difference in reporting LHV providing 

services at the door step is observed between respondents of PHC 

villages and subcentre villages (Z = 0-31 £1.95 at P = 0.05) but 
significant differences are observed betweem PHC villages and 

other villagds (z = 2.10 > 1.96 at P = 0.05) and between subcentre 

villages other villages (Z = 3.35 > 2.58 at P= 0.01). 



Malaria worker working in the village was mentioned by 17 percent 

from PHC villages, 7,0 percent from subcentre villages and 27.0 percent 

from other villages. Thus knowledge about maliaria worker working 

in the village is significantly higher among respondents in other 

villages in comparison with respondents either from PH villages 

(Z = 3.20 > 2.58 at P = 0.01) or from subcentre villages 

(Z = 3.32 > 2.58 at P = 0-01) but no significant difference is 

observed between rsponsentds of PHC villages and subcentre 

villages (Z = 096 < 1.96 at P = 0-05). 

For every 100 respondents only 14 percent from PHC 

villages reported male family welfare workers (MFWW) working at 

the village in comparftson with only 8 from subcentre villages and 

3 from other villages. Respondents differ significantly in terms 
of reporting MFWW working in the villages by type of residence 

such as between PHC villages and subcentre villages (z = 2.17 > 1.96 

at P = 0.05), between PHC villages and other villages (Z = 4.85 > 2.58 

at P = 0-01), and between sibcentre villages and other villages 

Apart, from he above» workers , name of immunization intel 
workaérs , extension educators and sanitary inspectors were mentioned ~ F 

py a few respondents either from subcentre villages or from other 

villages but by none from PHC villages. 

Thus status of knowledge regarding the rank of health 

in PHC villages. 



6.5 Status of Registration for Antenatal Care: 

Antenatal care means care for pregnant women thus 

improving the foetal and maternal outcome of each pregnancy. In 

this part, therefore, an assessment will be made regarding the 

status of antenatal care inthe survey area. 

Respondents having had atleast one live birth during the 

last three years prior to survey reference date were asked about 

their status of registration for antenatal care during pregnancy. 

Table 6.5, reveals that 72 percent respondents (i.e. those having 
given births during the last three years prior to sur¥ey date) 

registered for antenatal care while ok percent did not register for 

such care and no information was awailable from 4 percent respondents 
because of their non response to antenatal care items. 

= 

For every 10 respondents (eligible for antenatal care), 

eight registered for antenatal care from PHC villages, 7 from 

subcentre villages and 6 from other villages. Thus the respondents 

differ significantly by type of residence and by registration 

The respondents who were eligible for antenatal care were 

further examined for their registration status for antenatal 

eare by various demographic and socio-economic characteristics 
excluding respondents whose status of registration for antenatal 

care was unknown. 

It appears from table 6.6 that three respondents 

registered for antenatal care for every four eligible respondents 

during pregnancy. Around 76 percent of eligible respondents below 
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age 35 years registered for ANC in comparison with only 64 percent 

at age 35 years and abovee It appears from the table that 

respondents in the middle age group were more likely to register 

for antenatal care than espondents of the younger age group. This 
may be due to more autonomy enjoyed within the household by respon= 

dents in middle aged cohort than he younger aged cohort. ‘the 

status of registration for antenatal care by age of the respondents 

Live birth orders of the respondents were inversely 

related with registration status for antenatal care 

(x* = 54.54 > 9.21 at P = 0.01). About 81 percent respondents 
registered for antenatal care among those having 1 to 2 live birth 

order in comparison with 73 percent having 3 to 4& live birth order 

and 56 percent having live birth order 5 or more. Registration 

for antenatal care appeared to pe popular among the respondent 

with early live birth order. 

Other religions group were more likely to register for 

antenatal care than Hindus (Z = 2.54 > 1.96 at P= 0.05) but it 
make anylegitimate conclusion because of small 

sample size of other religious group. Among Hindus apnoxirately 

86 percent from other castes registered for ANC followéd by 76 

low among scheduled castes in comparison with other castes as well 

s other religion group. There appears to be 4 si 



Education of the respondents played a positive role in 

Approximately 57 percent illiterate respondents registered for 

antenantal care while 81 percent with education upto primary level 

and 37 percent with education at least upto high school registered 

“for ANC. 

Registration of respondents for antenatal care varies 

13.33 at P = 0.01). Approximately 51 percent respondents with 

illiterate spouse registered. for ANC and the tempo of registration 
increases gradually with increase in education of the spouse. About 
61 percent respondents registered for antenatal care with literate 

spouse but education upto primary level. 74 percent having spouse 

with education above primary but below middle and 93 percent having 

spouse wi th education ahdéve high school level registered for ANC 

About 62 percent respondents registered for antenatal care 

with percapita income of the family upto Rs. 149/- in comparison 

with 79 percent with per capita income of the family between Rs.150/- 

and Rs. 299/= and 86 percent with percapita family income above 

299/=- Registration for antenatal care increases with increase in 

Location of health centre played a positive role in 

respondents from PHC villages registered for antenatal care (86 
percent ) in comparison with °73 percent from subcentre villages and 



63 percent from other villages. 

Services Received: 

Respondents who have registered for antenatal care were asked 

about the type of health institution where registered for antenatal 

care and the type of serwices received during antenatal period, such 

aS tetanus toxoid (TT) and prophyloxis (tablets of iron ad folic 

acia ). ! 

Table 6.7, reveals that 20 percent respondents registered 

at hospitals for antenatal care but the bulk of the respondents, 

approximately 72 percent , registered at the primary health centre 

for suchicare. Apart fromthese a little over 4 percent registered 

at private clinics/nursing homes, another 3 percent or so at the 

subcentre for antenatal care. Most of the respondents (80 percent ) 
from subcentre villagesrregistered at primary health centre followed 

by respondents*from PHC villages (73 percent) and other villages 
(62 percent) This respondents from PHC villages are more likely to 

register at primary health centre in comparison with respondents 
either from subcentre villages (Z = 2.17 > 1.96 at P = 0.05) or 

from other villages (Z = 9.51 > 2.58 at P = 0.01). Similarly more 

respondents from subcentre villages prefer to register at primary 

health centre than the respondents from other villages (Z = 8.00 > 

2.58 at P = 0.01) for antenatal care. About 26 percent from other 

percent from FHC villages and 11 percent from subcentre villages. 



There was no difference in terms of hospital as place of 

registration for antenatal care among respondents from PHC 

villages and other villages (Z = 0«6%8 > 1.96 at P = 0-05). But 

there were some significant differences in terms of selection of 

hospital as a place for registration for entenatal care between 
respondents of PHC villages and subcentre villages (z= 4.42 > 

villages (Z = 4.97 > 2.58 at P= 0.01). A few persons from subcentre 

villages registered at the subcentre for antenatal care while a 
negligible number of respondents either from PHC villages or from 

Surprisingly, more respondents from other villages 

registered at private clinics/other places for antenatal care 

followed by PHC villages and subcentre villages even though the 

number registered at such centre were negligible. 

Almost all respondents registered for antenatal care 
reported to have received tetanus toxiod (TT) fromthe same health 

centre where they wgistered for antenatal care. However, a little 

smaller number of respondents reported to have received prophylaxis 
(i.e. tablets of iron and folic acid) in comparison with tetanus 

toxiod (1T). 

Enquiries were made from those respondents who were 

al care, but were not registered for such eligible for antenat 

care, regarding their receiving advice at home for antenatal care 

oN 7 - -_—n be ee = a 
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(ANC) from lady health visitor (LHV) and auxiliary nurse~cum= 

midwife (ANM) from the nearest health centres The extent of home 

visit by health workers for antenatal advice and guidance to those 

not registered for antenatal care is depicted in Table 68. Only 

7 percent respondents reported that female health workers (ANM/LHV) 

from the health centres visited their homes during their antenatal 
period for advice. Approximately 10 percent from other villages, 

5 percent from subcentre villages and about 4 percent from PHC 

villages were reported to receive antenatal advice at home by female 

health workers (ANM/LHV) - No significant difference was observed 

by residence of the respoments and by home visit of female health 

P = 0.30). Inthe survey area, it appears that there is hardly any 

home visit by female health workers for antenatal care. But it is 

also necessary to note that probably some of the respondents might 

have been registered at the health institutions after receiving 

advise at home by the female health workers.and they were excluded 

here. This may have an impact for the low estimates of home visits 

by female health workers for antenatal advice and care. 

Intra-natal care is important for the survival of mother 

and the child. In India, most of the deliveries take place at home 

and one fifth of these deliveries were attended to by trained 

persons. . Utilization of untrained persons at delivery 

and prevailing unhygienic and non-sterile conditions at home may be 
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responsible férmlarge number of babies and mothers infected with 

several disease germs which lead to high infant and maternal 

mortality. Non-availability of trained health personnel and poverty 

are to some extent responsible for the high incidence of home deliveries apart from some social and ritual taboos. Majumdar 1989). 

Therefore, an attempt is made here to understend the preva lence 

of intra-natal care by examining: (1) type of place where the 

babies are delivered, (2) type of attendents who helped in 

delivering the child, and (3) reasons behind home deliveries. 

Type of place for Deliveries: 
The type of place of delivery by various demographic 

and socio-economic characteristics of respondents is given in 

Table 6.9.6 In this sample, about 85 percent respondents delivered at 

home, about 5 percent either at PHC or at subcentre and about 10 

percent at the government hospital. 

Even though for every four deliveries three deliveries 

home varies directly with age of the respondents. Only 9 percent 

respondents with age below 25 years delivered at Pt/subcentre 
while only 3 percent respondents with age 25 years or above didso. 

About 12 percent respondents between age 25 and 34 years delivered 

below age 25 years and 3 percent at ages 35 and above. Thus delivery 

at government hospital follows an inverted J-shaped curve by age of 

the respondents. Overall it appears that respondents differ 
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significantly by age and by places at delivery (x = 28.80 > 13.28 

at P= 0.01), 

Live birth order is inversely associated with deliveries 

at home and similar relationship is also observed with delivertes 

at government hospital. About 9 in every 10 deliveries occured 

at home to respondents with live birth order three or more in 
wt 

comparison with 8 to respond, having live birth order up to two 
children. Thus place of delivery differs significantly by live birth 

: | 

respondents delivered more either at home or at Puc/subcentre in 

at P= 0.05 )e 

Deliveries either at home or at PHC/subcentre varies 

inversely with caste but no such pattern is observed with deliveries 

at government hospital. Thus the places where the babies are ¢ 
| 2 : 

delivered differ significantly by caste (x = 44.70 > 13.28 at P=0Oe0l). 

Inspite of bulk deliveries, that have occured at home, 
education plays a positive role in selecting the place for delivery. 

Home deliveries vary almost inversely with education of the 

respondents whereas deliveries at government hospital vary directly 

with educstion. Thus education of the respondents plays a positive 

role in selecting the medically safe place for delivery 

Similar relationship is observed by education of spouse of 

ee ce ee eee oe nl 
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the respondents and by places where the respondents delivered the 

Per capita income of the family is negatively associated 
with home deliveries where as deliveries at PHc/subcentre or at 

government hospital are positively associated with percapita 

family income. Thus places for child birth differ significantly 

by percapita family income of the respondents (x¢ = 88.6 > 13.28 
at P= 0.01). | 

For every tewenty deliveries 18 deliveries took place at 

home from those who live in subcentre villages, 17 from those who 

live in other villages and 16 from those who live in PH villages. 

No significant difference is found from those who delivered only at 

Puc/subcentre by type of residence the respondents live in. 

Approximately 14 percent respondents from PHC villages delivered 

at government hospital followed by 9 percent from other villages 

and 6 percent from subcentre villages. Over all it appears that 

respondents differ significantly by type of residence in selecting 

Ty ype of Attendents _Assistin _at Deliveries: | 
Type of person attending home deliveries by demographic 

and socio-economic characteristics of the respondents are depécited 

in Table 6.10. Most of the deliveries at home were attended to by 

untrained persons such as untrained dai 55 percent and members of the 

household, friends and relatives { 7 percent). About 38 percent home 
deliveries were attended to by trained persons such as trained dai 
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(13 percent), ANM{ 12 percent), LHV{ ak percent} and doctor/physians, (2 percent). 

Home deliveries attended to by untrained persons were 

more among respondents with age 35 years and above than those with 

age below 35 years. There appears to be a changing trend among 

younger respondents to take assistance from trained persons at 

More home deliveries were attended to by untrained persons 
to respondents having birth order 5 or more in compargson with their 

counterparts with birth order less than 5. Respondents differ 

significantly by live birth order and by type of persons attending 

Trained persons attended home deliveries more to 

respondents belonging to other religious groups in comparison with 

Hindus and vice versa. But no statistically significant difference 

is found beyond 10 percent level by religion ad by type of persons 

Amon§ Hindus trained persons attended more deliveries 

to other castes followed by upper castes and scheduled castes. I+ is 

true that type of persons attending home deliveries differ 

An inverse relationship is observed between education of 

the respondents and untrained persons attending home deliveries . 

Home deliveries attended by trained persons increases with increase 

RS SSS aaa a a 
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in education. Respondents differ significantly by edication in terms 

at P= OsOl )e 

Comparatively, untrained persons attend deliveries more 4 
respondents whose spousesare literate but education may be upto 

primary level than those whose spouseshave no education. Apart from 

this, education of spouse plays a negative role with untrained 

persons as attendent at home deliveries . Respondents differ 

significantly by education of their spouse in selecting type of 

person as an attendent for deliveries conducted at home 

No significant difference is found by type of attendents 

15.99 at P= 0.01). 

More respondents from other villages called untrained 

persons for assistance at deliveries conducted at home in comparison 

with those living in subcentre villages followed by those living in 

PHC villages. More respondents from PHC villages were assisted by 

trained persons intheir deliveries at home followed by respondents 

from subcentre villages and other villages. Even though the extent 

is small but still it is interesting to note that doctor/physician 

assisted more in delivery at home to respondents from other villages 
then the respondents either from PHC villages or from subcentre 

villages. Respondents in this sample area do differ significantly in 

terms of selecting birth attendent at home deliveries by type of 



163 

2 x 

residence (X16 = 385954, 23.21 at P= 0-01). 

Reasons behind home deliveries: 
Respondents who delivered at home were asked their reason 

behimd home deliveries and the responses were depicted in Table 6.11. 

Approximately 85 percent respondents who delivered at home did not 

find any problem behind home deliveries where as distance of hospital/ 

Institution from home was reported by about 14 percent respondents 
and only one percent indicated availability of trained persons for 

home deliveries. 

No consistent relation was observed by reasons behind home 
nt, 

deliveries and by age of the respondents. Respond, who delivered 
at home did not differ significantly by age and by reasons behind 

About 21 percent respondents with birth order five or 

more mentioned distance (i.e., governmental institution for delivery 

is for away from hom@ in comparison with 13 percent respondents 

with birth order four or less. About 86 percent respondents with birth 
order upto four did not ford see any problem associated with home 

deliveries and about 78ppercent respondents with birth order 5 or 

more felt the same way. Respondents by live birth order differ 

at P = 0eCl). 

Hindus do not foresee any problem for delivering child at 

more than any other religious group. Distance ( place of government 

institution for delivery is far away from home ) was mentioned by 



about 15 percent respondents belonging to Hindu religion closely 

percent from other religious group stated availability of trained 

persons at home for home delivery where as only one percent hindu 

respondents reported the same. It appears that there is a significant 

difference between hindus and other religions in reason behing home 

Approximately 18 percent upper caste hindus and 17 percent 

scheduled caste hindus delivered at home because of distance of 

government institutions.from home where as only 4 percent did so 

amon other caste hindus. About 96 percent respondents from other 
caste hindus did not foresee any problem associated with home 

deliveries as against a little over 81 percent either from upper caste 

hindus or from scheduled caste hindus. Respondents differ significan- 

tly in reasons behind home deliveries by caste among hindus 

Reason, like do not foresee any problem with home delivery, 
is positively associated with education of the respondents. Distance 

of government institution from home as a factor for home delivery is 

inversely associated with education of the respondent. Overall, it 

seems that the respondents differ significantly for reasons behind 

Hducation of spouse follows the similar pattern in reasons 

behind home deliveries as education of the respondents did. 

Respondents differed significantly by education of their spouse and 
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No clear cut relationship is noticed between percapita 

family income and reasons behind home delivery. However, it appears 

that respondents did differ significantly by reasons behind heme 

at P= 0.05). 

Among those who delivered the child at home, 99 percent 

from Pic villeges did not foresee any problem associated with home 

delivery in comparison with about 84 percent from subcentre villages 

and 69 percent from other villages. More than 30 percent respondents 

from other villages stated distance as a reason behind home deliveries 

compared to about 24 percent from subcentre villeges and 1 percent 

from PHC villages. Respondents in this sample do differ significantly 

Children especially infants are more susceptible to 

diseases such as tetanus , diptheria, whooping cough, Polio, 

tuberculosis etc. But thppugh immunization, mortality and morbidity 

of infants and children due to above diseases can be prevented. 

The scheme of immunization of infants and precschool 

children against whooping cough, diptheria and tetanus were included 

in the Fourth five Year Plan of India, 1969-74 (GOI, 1968 ). However, 

the progress in the field of immunization was sfow because of many 

problems associated with implementation of immunization programme. 
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In this section an attempt is made to assess the current 

status of immunization among children who were born in the last 

three years prior to survey reference date. Prevalent pattern of 
immunization of children is shown in Table 6.12. The respondents who 

reported having had births during the last three years prior to 

survey reference date were asked about immunization status of that 

child. Approximately 85 percent respondents reported that their 

childwis immunized with B.C.G. and Polio vaccines and 87 percent 

reported that their child tas immunized with DPT injections. 

Prevalence rate of immunization was highest to the children 

of the respondents between age 25 and 34 years. But no consistent 

relation was observed by age of the respondents and by various type 

of immunization to their children. However, respondents differed 

significantly by age and by various type of immunization to their 
2 

children (x, = 23.54 > 13.28 at P = 0.01). 

Immunization of children by various kinds of immunization 

varies inversely with live birth order. Approximately 3 of the every 

four children at live birth order 5 or more were immunized either by 
B-CeG. or polio or DPT but about 9 of the every ten children were 

immunized at live birth order 4 or less. Thus the prevalence of 

immunization by kind of immunizations to the children differed 

Hiadu children were kikely to be immunized more in 

P = 0.01). 
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Among hindus, children of other caste hindus were more 

likely be immunized by various kinds of immunizations in comperison 

with upper caste hindus. Lowest immunization rate was found among 

children of scheduled castes. the prevalence of immunization by 

kind of immunizations of children varies significantly by caste 
2 4 

mong Mindus (X, = 20.14 > 13.28 at P= 0.01). 
In general, there is a positive association between 

prevalence of immunization to the children and by education of the 

respondents. Respoments differ significantly by education and by 

Children of labourers (i.e. agriculture and other). 

participated inthe immunization programme less frequently than 

the children of fathers in other trades. It appears that: the 

prevalent rate of immunization of children varies directly with the occupational status of the spouse of the respondents.thildren, 
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the prevalence of kind of immunization of the children and is 

Respondents whose spousesnormally @. in the village 

(ieee. work within village boundary) were less likely to 

immunize their children than those whose spouses worked normally 

outside the village. Respondents differ in terms 6f immunization 

of their children by kind of immunization and by type of 
2 

residential status of spouse (X5 = 10.16 > 9.21 at P= 0.01). 

Respondents from PHC villages were more likely to 

immunize their children by various kinds of immunization than 

those from the subcentive villages. Similarly respondents of 

subcentre villages were more likely to accept various types of 

immunization to their children than those from other villages. 

Respondents differ significantly in terms of prevalence of various 

at P = 0c01)-. 

age Specific Prevalence Rate of Immunization of Children Aged 
(o - 3) years: 7 | | 

An explanation will be attempted here to assess the 

current coverage of immunization of children who are below three 

rate of various kinds of immunization by age of children (in months ) 

is provided in Table 5.13. 

The prevalence rate for DPT is highest followed by BCG 

and Polio. The prevalence rates for various kinds of immunization 

(ieee » BCG, Polio and DPT) were highest among those who live in 



PHC villages followed by those in subcentre villages and other 

villages. Accessibility of PHC/subcentre incPeases the prevalence 

rates of immunization. It appears that prevalence rates by various 

kind of immunization of children were more, in general, to those 

who are below one year of age in comparison to those who are at age . 

cne or aboves Therefore it seems that prevalence rate of immunization 

by various kinds =~ increases with age. 

6.10 Conclusions: 
Se TOE AR se 

Respondents from PHC villages, probably, think that the 

it as number oR@ government health infrastrueture . On the other 

hand , they pay little attention to the subcentre because most of 

them may not be aware of the existence of such health > 

infrastructure at that level. Thus most known government institutions 

in health care in order of popularity among PHC respondents are 

district hospital, primary health centre, government dispensary 

and «= “ew sbo°>. subcentre and there are significant differences 

Primary health centre is the most known governmental institution 

for health care followed by district hospital , subcentre and 

government dispansery , among respondents from subcentre villages 

and other villages. 

Respondents were mainly aware of availability of curative 

services: in case of illness and preventive services: at: the 

government health institution. Comparatively, respondents were less 
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aware of services and advice of maternity dare and family planning 
| 

provided by the government health institutions. This: suggests 

that there is a great need to educate people regarding: the kind of 

services available at each type of government health infrastructure 

from grass. roots level to district hospital level. 

Knowledge regarding health workers: providing medical advice 

and services at the village level: by visiting homes is very poor 

especially at PHC villages. Less number of people at PHC villages 

were aware of services provided by health workers at the village 

because it is likely that residents from PHC villages visit 

primary health centre more frequently in case of need and they may 
place little confidence in health workers other than the dectors/ 

physicians. As 
a 

Respondents were more aware of ANM/LHV visiting homes 

for advice and guidance than male health workers such as family 
welfare workers, malaria workers etc. In g@neral, there is little 

interaction between female in the household with male from outside 

and this might have an influence in understanding home visit by 

male health workers.: 

The preyalence rate of registration for antenatal care 
is very high and those registered for mtenatal care also reported 

to have received tatanus toxfod (TT) and prophylaxis during 

antenatal period. However, there’ is a small gap between 

registrationfor antenatal:care and the receipt of prophylaxis 

during antenatal period and research is needed to find out reasons 

behind this gape 



The paradox of this study is that inspite of high level 
of registration forantenatal care, most of the deliveries were 

domiciliar and were assisted by untrained persons. This is not 

undgqué in India and other studies confirm this observation 

(Ahluwalia 19%3, Ghosh 1968, Charles 1971, Mathews 1979, 

associated with home deliveries in’ India (Majumdar 1988). For this 

reason most of the respondents do not foresee any problems with 

home deliveries. More @etailed and elaborate investigations are. 
needed .to find out the reasons behind home deliveries including 

the role of culture, prejudice and rumour. 

Prevalence rates for various kinds of immunizations to 

children aged (0 - 3 ) years are only a few points behind the full 

score. This shows a very effective implementation of universal 

programme of immunisation (UPOT) 

Education and percapita income play a positive role in 

terms of knowledge, type of services available and the extent of 

utilization of maternity and child health services. On the other 

hand, age religion/caste, do not provide any definite conclusion 

in terms of knowledge, availability of type of services and the 

extent of utilisation of such services. 

level of knowledge and utilisation of maternity and child 

bealth services may increase by keeping the live birth arder stable 

at a very low level ise. upto two children. 



172 | 

Location of health centre also plays a positive role in 

terms of knowledge, awareness and utilisation of maternity and 
child health services. 

| 

By improving the educational status, percapita income 
and keeping the live birth order stable at low level, it may be 

possible to increase the extent of knowledge,availability and 
utilisation of maternity and child care services and to do away with 

supersticc tions and prejudices assectated with maternity and child 
birth. 

Poverty and nonavailability of trained persons in India 

are to some egtent responsible for high incidence of domiciliar 
deliveries as well as high attendance at deliveries by untrained 

persons and domiciliar deliveries very directly with infant mortality | 
as well as percents of female deaths due to: maternal causes 

(Majumdar 1989) . Therefore, this study suggests that factors 

associated with home deliveries are to be investigated into first 

and proper action,such as a strong programme on information, education 

and communication is to be launched to remove prejudice, ignorance 

and myth associated with home deliveries. This will help to reduce 

infant and maternal mortality further by some points. 

‘There is also a need to study the situation that prevails 

in varicus governmental health centres and ywhether that has any 

influence on the reluctance to deliver the child at these places. 
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Table 6.1 Percentage distribution of respondents>by reported 

places for maternity and child health services and by 

type of residence 

(Multiple responses ) . 

Respondent lives in. .... 
Reported place for Cm tw tc bea citlaeninentpnsieesnceat rate ei ee aE 
MCH Services PHC villages Subcentre Other Total 

teal eee . 4» Willages ._...villages....=° 5. 

Primary health centre 88 22 82.3 8204 84.1 

Subcentre oe 5-0 48.9 508 34.5. 

Government dispensary 3603 2707 3Q.l (ise 

District hospital 93.4 64.0 Tia7 Te 

Private clinics 52 Soh BBB 

Reported number of * 
respondents . 796 773 760 2329 

(Non-reported number " 

A SSS NT 
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Table 6.2 Percentage distribution of respondents by knowledge 

regarding type of services available at the health . 

| centre and by residence. (Mulh'ple SebpONnSES) 
cr cee re ede ene ne 

Type of services at Type of residence . ee. 
the health centre eerie ee 

PHC villages Subcentre Other Total 
Sena ie nati Llages.... villa ges..-:s2eswewes 

encanta ree 

Preventive measures 
control of epidemics/ 
mmunisation services ) 83.8 75.0 6661 75-0 

Maternal and child health . 

iil care 7509 59-3 50-0 61.9 
(Antenatal, intra-natal 

and postnatal ) 

Malaria ~~ 0.3 0.3 0.4 0.3 

Health and sanitation — Ol Oo4 O-l O62 

Reported number of ee 

respondents _ 7830 772 760 2312 
(Non-reported number of : 
respondents). ....0.0.0.... (16)... AL) ot 
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Table 6.3 Percentage distribution of respondents by knowledge of 

health workers from health centres providing service 

_ at the door step by type of residence . ...=—s—s—_—asdaclizs—si“(‘(é‘e 

LL aS SS AE AS SEEN SSE 

Type of residence . Health workkré / Brea ie op wa nk vieeey Seen 

providing services P 
at the door step .. Millages . villages . ee 

| 

Yes 21.7 63.8 60el 48 .2 

LT AT SS te santana sys 

-100-0 ..-. .-.100.0.....-.100.0 ..._100.9..... 
ST A TE TS A SE TE ARP CNY yt eens 

Reported number of | oe 
respondents 794 774 761 2329 

(Non=reported: number | 
of respoments)..... (5)... (1). Ape?) ~ nissan 

—_—_—_—_—_——



i 

Status of 
in | 

I RR er Lard mer marene ne pense heh es -villages _ . villages 1 ue et ea 

Registered 82.9 7009 | 60,3 726 0 

Not registered 13.4 2508 34.9 24.1 4 

Mo Resmouse Ba 323 _ 48 3.9 
em in Noe lee eh a seas Ma aeons <9 ON wees acne 

Rete eR EREE OSS Nasi Ate cant “ee Woy “Stas Summn aSse AD guE Se ee 

Number of eligible : 

respondents... . DB ATT BT ~ LA76 
ey nS eyes 

LE SLE A LS At RARE TEE aA 



178 Table 6.6 Peréentage distribution of eligible respondents eligible for antenatal care by “demographic and socio-economic characteristics and by registration status for antenatal 

care c | | < . se Vole cite ay sree. thes | shoe esien as 7 : Registered for antenatal care ail Pe en Suerte Reported Noh- reported number of respondents enn All eligible respondents-74.9 
Demographic and socio 
economic 

15 = 24 
25 =~ 34 

35 = 49 
Live birth arder: 

Education: 
Tlliterate 
Primary or below 
Upto middle but above 
primary 
Upto high school but 
above middle 

High schoo] and: above 
Educationoof sponse 
Tlliterate 
Primary or below 
Upto middle but 
above primary 
Upto high school but 
above middle 

High school and 
above > 

86.4 

953 

51.0 
60.8 

74.2 

82.7 

95 «2 

No 2561 

15.5 

49.0 
39.2 

25.8 

17.3 

“608”

Total 100.0 

100-06 
100.0 
100-0 

100.0 
100.0 
100-0 

100-0 
100-0 
100-0 
100-0 
100-0 

100.0 
100.0 

100-0 

100.0 
100.0 

100.6 
100.0 

100.0 

100.0 

10066 

number 
of 

-. Fespon=.... 

1418 58 

360 12 
853 31 
205 15 

717 23 
518 23 

183 12 

1362 55 
538 25 
345 Ll 
479 19 

56 3 

593 26 
210 Ll 

226 ll 
297 8 
92 2 

298 13 
1Lo2 4 

225 10 

556 23 



Demographic and =~ 
Registered for mtenatal care 

socio-economic Yes No Total Reported Non= characteristics number of reported 
respond= number of 

. . ents..... .respondents 

Peréapita family income: 
Less than Ree ; 150 61.5 38 5) 100-0 478 26 

Rs e 300 ahd above 85.8 14.2 100-0 
wpe of villges.._ 

respon ents ve in: 
PHC villages 86-1 1329 100.06 
Subcentre villages 73«3 ~2607 100.0 
Other villages. ........... 6323... .3607.......100-0.. 
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Table 667 Percentage distribution of respondents eligible for 

antenatal care by type of residence and by 

place of registration for ANS by type of services 

availed ana by place of surviving such services __. 
a DN ea 

Type of residence | 
Sub ject —_—_—_—_—_—_———

PHC villages Subcentre Other All 
— ““willages” villages villages 

eT. eee 
Number of eligible 
respondents &46 338 278 1062 
fetal yas . 100-0 100.0 100.0 100.0 
. for AN ; 

Primary health centre 729 79.6 61.9 7201 
Subcentre | 0.4 8.43 2el 54 
Hospital 23501 10-9 26.3 20el 
Private clinics and other 3.6 12 G07 44 

BeTetanus toxoid: . 

i) Received during 
pregnancy 98 07 99.47 100.0 99.3 

ii) Place receiving T.7. | 
Primary Health centre 72.6 7966 6169. 7240 
Sub céntre ; 0,5 8.3 2el 34 
Hospital 22 e2 10.6 2603 19.6 
Private clinics and 
other places 304 ~ 1.2 907 43 

C. Prophylaxis: 
i) Received during 

Pregnancy 95.5 
ii) Place for receiving 

prophylaxis: 
Primary health centre 71.3 
Sub centre _ ; 0.2 
Hospital 206 
Private clinics and 

...0other places... i hoooin ovens 

wa nner 



table 6.8 Percentage distribution of non registered eligi ble 
respondents for antenatal care by home visit of female 

health workers from health centres and by residence .. 

ee ee ete AE AE EE IL LL LE LL LL LL CE 

PHC villages _ 3.6 96.4 100-0 56 

Subcentre villages Sag 94.8 100-0 96 

Other villages 9.8 90.2 100.0 122 
| fn nee te ROEM ee yo tc OD ee ed 

All ‘willages ...._....0.2.,4--6469......93e1 5100.0 —~ 4-5-4 Ma ne yale aa ae ee 
ere ereepearey mn eR EO OT EE OEE EA LE LE SS TE OSE TE ELE ELE LL LEE EEL ALLEL AC ne 
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Table 6.9 Percentage distribution of respondents by demographic 

and socio-economic characteristics and by place of 

delivery 

Place of delivery | 
Demographic and eet: 
socio-economic 7 : 3 

ed Home Primary Government Total Number of... 
characteristics health hospital respondents 

eantre 2 ee oo .. ted... reported - 

All respondents 85-4 4.7 909 100.0 1409 
Age group: (m jo) | 

15 = 24 82.0 846 964 100.0 361 
25 = 34 85el1 503 1126 100.0 845 
35 = 49 931 3.4 Ze4 9909 203 

Live birth order: 

or more 94.0 2.8 365 1oo.4 181 

Religion/caste 
Hindu (™™ s/c) 85.7 4.8 965 100.0 1353 
Upper 81.4 8.0 10,6 100-0 539 
Other 82.0 3.8 14.2 100.0 338 
Scheduled caste 9323 2.0 4.8 100.| 476 
Other religion 78.6 1.8 19.6 100-0 56 

Education: s 

Tlliterate 94.5 1.5 4.0 100.1 589 
Literate: but upto | 

prodmary 86.2 5.2 8.5 100.0 210 
Above primary but / 
upto middle 84.4 326 12.0 100.0 225 
Above middle but 

upto high school 76.5 8.5 15.0 100.0 294 
Intermedi ate | 

and above 56. O 14 @ 3 24 +7 1O0- O 91 

Illiterate 96.0 1e3 2 o7 100.0 295 
Literate but upto 
primary 91.2 Le 0 78 LOO. 0 1Lo2 
Above primary but 
upto middle 88 4 2e7 9.0 LOO. ]. 224 
Above middle but . 
below Inter mediate’84. 4 4.5 ll.l 100.0 551 
Intermediate ana 

above .__. ~~ 6906 ..12.67 . 177. 10000... 237... kB 
Le A re nearer er nepnagnes 

Contd... © 



Se ee es =: = ee ee ae = esate ale 

socio-@conomic Home Primary Government Total Number of... 

ie = Reported Not 
reported 

centre we ee 
cer an NS SR a AO SSI SS AA CI ET TS SC TTY TC TE EE TI Ae SS ST TT EE a a IN SS LET LE LT a 

Percapita family 
income | | 
Less than Rse 150 95.5 1e5 520 100-1 476 28 
Rse 150-299 938 507 12-5 100-0 600 23 
RSe 300 and 

more 738 llel 15.0 99.9 333 16 

Type of _. 
sidents $s: 

PHC villages 81.5 4.5 14.0 100.0 513 25 
Subcentre _ F | 

villages B9e3 4.6 6el 100.0 458 19 

Other villages 86.1 5-0 9.0 100.1 438 23 
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Table 6.12 Prevalence rate per thousand children (0-3 )years of age 

by various kind of immunization and by demographic 
65 3 and socio-econome characteristics of the respondents _ 
Demographic and Preyalence rate per 1000, children age 
socio-economic (0-3) years for Number 

charactepisties BCG Polio DPT of 
Yesp- 

: ondent 

All respondents _ 850 852 867 1476 
Age group(years) : | 

15 = 24 821 818 852 372 
25 = 34 874 874 884 884 

aa ay 7% 821 826 220 

1 2 884 874 895 740 
3=4 835 854 859 541 
5nor more 759 759 779 195 

Religion/caste: 
Hindu 853 853 869 1417 
Non seheduled caste 

Upper caste 892 879 896 563 
Other caste 922 889 901 356 

Scheduled caste 757 795 813 498 

Other miatee 769 820 838 59 

Literate upto primary 856 868 874 221 
Above primary but 
upto middle 910 917 950 257 

Above middle but 
below intermediate 962 917 931 305 

Intermediate and above 955... ..952.. Ql i Oy 
semen I CLL LOC LOC A PAA NASER atte asssnasaeemesinentr cet 

Contd. as 



Prevalence rate per 1000 children Demographic and age (0-3) years for 
socio-economic Number of 
characteristics = = wea _ Polio DPT . _..... respondent. 

Education of spouse: 
Illiterate 658° 664 687 
Literate but upto 
primary 806 846 879 
Above primary but 
upto middle 837 848 852 
Above middle but 

below intermediate 910 goé 914 
Intermediate and above 966 942 970 

Occupation of spouse: 

labourer (Agriculture 
and other ) 657 674 692 

Agriculture worker(own) 700 728 756 
Other workers private 
services, construction, 
family trade, students, 
etce 873 855 867 
Business 805 8735 891 

Govt. /semi-governmental services 921 919 936 

Percapita famil nily income: = _. 
Less than Rs.150 766 776 795 
Rs e150 = 299 879 891 899 
RS 300 and above 907 881 906 

Place of work of spouse: 
(with reference to 
residence ) ~~ 
Work within the village 

the resident . 830 840 853 
Work elsewhere than the 

place of residente 914 894 917 
e of residence: 

FHC villages. — 912 910 918 
Subcentre villages 890 901 910 
Other villages. ....... 733... .. 73L. BBL 
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CONFIDENTIAL 

: ee Utilization of Maternal and Child Health Care and Family Planning Services in 

| | ages Rural Areas of Jammu Province (1986-87) 
- PepPHC::.. SUD-CONELC, . ceveccevocescedvneeens WALIAQE, ines ces cesere ver vor ces ee S.No. ee Type of village, ses. es Lorie ee oe a 

Distance from City....se.cccerceeveesesovessecesceeeees DUStance from PHC,,........ccceesseveeees _.....Distance from Sub-centre.....5......... 64. | 2. 

é a Br Namierat Mead: Of HOUSCHOLON a. ctlccac ss sibrecet ida urkedawsesi.dteeyevacvans iesavag> Religion... Avlovavecsenetee sore ernnmeres 

4, Name of respondent............cccceeser ene ee baat ese be ve, ative viietastelseeteseeese, Description of respondent ........-.4<te29-tee~ canara. sera chy ceness 

a Household Structure : 
Fone pee een nts nm mings ins sea ilu PERS aero ae ene eee 

Monthiy . i i iden- Name Relation-{] Sex | Date of Birth Age Correct age | Educa- Marital {Resid ! 

Month | Year Status 

a) oe | - _ —— —— a ee ed — = - = - =—j Oe Ft ee 

: —_ — ae —_———— = —— —— = _ a, See geecenell pe aeeastl caeeined a — poe = — — —

—- awe — _ -— — — —_—— —- ——. _ Se, —

} ———— — — —_— — —~ et ee et - _ —_— ee — ~~ 

| 

ee | - ——om co i ~ <A ec A LT nt | CT i mec —— - « ae ( ‘omaha Dhaos SS = ane 

Sg 

—_—— ino eee —« —_—- ____"_=—_——- eo — — — —_——. a Domeanes 
| | 3 

6. Household Facilities : byes: 

S. No. New/Old Type of Type of No. of |No. of rooms] Ownership | eeveeeerreveverevrevcersercere senses aie sh acelove piel efersiers/2) enevstore/<ts otras ste eee 
of houses house use rooms for residen- 

(xi) Cane Crusher.../........ (xii) Radio/Tape recorder 

ped poe, -F : . rene 7 es (xiii) "PEM, on meas Peeters sew ee . (xiv) | Scho ee 
pa BE te ———| | —- —— (xv) Others......cscescserssesseseeeee 

‘A amen a ee 

gS. tradesandecommerce & Naturé of ‘busitiess. .....c..cesasscevensuss oven once ese cpu ssy ang nonsee vay eapvcvesnenseneenusaees ee 

Pre AVELaCe CANY SALCTBLONE ERS, ....ccecesoneney eas cnesnecwenesserseotied tyuaeeg pha cegbitgee'ey45as Fai asad taco le wgeies 09 ye Uae dN elrnen Os Tae men ce eibeee Deg eae 
10. Use of milk/vegetables in your household : regularly/when produced/during ceremony/never. 

11. From where do you get milk/vegetables ? Your own product/purchase/both. 

12. Typ= of clothes generally used by the members of the Household : Superfine/fine/average/coarse. 

13> What meditional clothes you US In Winter? ......c.cccsccnesescrcnssnnerseoeeosssxenses sessed bedooanersbbnucsibecesenssevneds senetdnce cece, Be vies wax eed 

14. Do your family members use foot-wear ? Yes/No 
if yes, type of fot-wear used : 

(i) Company made ; Shoes/Chappals/Sleepers (i) Hand made : Shoes/Chappals/Sleepers a f 
Do they use daily/frequontly/only in ceremonies or other social functions. 

SOOO ee Cee Ore eee 

+e ete eee 
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| Marriage Record : +. | i 

ki 3 4 oe | 6s ae 

arriage usband at . urn Q el 

us- arri- Age eat ‘

: 

f 

6 

Sex Survival Type of Time of Birth Birth ‘Age o. Child 
status of Birth eee interval in present /deai! 

child Month Year months 
oe 

Month 

ee ee eee emcee (ee ome om 

—

| For Recent Births which occured within Last Three Years ; Last child 

NAME | 

| 16. Whether the female was registered for antencntal checkup... aoe a oe i 
7 -—————- | - — FF 
| . 

4 ' 17. If No, go to 18 ae ee 

If yes, (a) Where did she go for registration ? .., bee wet onl sia 26 : —
Ts '|_--_-_-_] -_ 

(b) Did she have tetanustoxoid ? ... bee on sam ces bes ie Ue ee 
De ee ee 

— - — J 

(c) Did she receive tablets of ‘ron and Folic acid? ....., ves ves ™ 2S 
Ae ig 4 

Go to 19 , ee 
> } eg 

eS Se )—— ae 
18. Whether any health worker ANM/LHY visited your home during pregnancy ? eo 

: a a= = ee —
(a) If yes, did she/he advised for utilization of the health ser.ices ? .., ves a i. a. ae 

(b) If No, reasons for not registering ts 
19. Where the child was delivered 2 . ae Ee a es 

20. Who delivered ? a mr c- a a = a ak eer 

Zl. If the child delivered at home why ? 

22. Did she has ary complications in post-natal period ? 
/ } 

23. If yes, who helped her? , eee ee eee eae | 

“Ist year | 2nd year 

Nee eee ren ereee 

CO Hs eee oy 
Pheer ey 

EERE MENNE C WiG0 010.8 W060 Wire one coe cee vee pre V eR ee wOeEy ROOD © 



95.. Place of Immunization ... se on r ose 
26. Do you know the government snstitutions where maternal and child health services 

oe ooo eoe (i i) ooe eee ooe : ose : 

27. What services are available there ? 

are available ? 

Gee eee te niet ae Gi) ya oe 
(i) “0%: oot eee eee eee eee eee 

eee eee see wee eee 

29. If yes, who are those workers... so te a 

30. Have any of the workers from these service uni 

31. If yes, who visited ... = ve bes _ i. a oni eee a 0 oa ees = ot ue es 

33. Did you ever avail of the services of Gove nment Institutions ? Yes/No . ity i 

o use them? ... oa as bs 35. What problems did you have when you wished t 

36, Family Planning Practices : 

Known aviv thous a= 10" a ete 
Without prube | With Probe 

(i) Male Sterilizatioa 

(ii) Tubectomy 

| (iii) IUD 

(iv) Condom > 
ruse = WEEE Rem ace es Gene we Gem eeotace Bas pera SeRee Sa NE SNS 

(vi) Other female suen 

—— —

ecmases qenees Garett, GEERT SabaE, NY ane SSE 
——- 

(ix) Abstain 

(x) Others (specify) 

37. Haye yout or your wile ever used ony incthod ? 
If No, Go to 39 

(b) After which live birth... ie wi so ee 

" (c) Duration of use... ... ae See ws ae ie we ate ee 

(d) Who motivated... ... 7 fay we a we ats oie 

eae eee 

(f) Flow for you are satisfied wit that method ? * 

2 
. . eee eee eee “ene “ one eee 

(g) How regularly was the method used 

(h) Source of supply 

‘ i) Reasons for changing to next method... 

. 

eee aoe ooe eee ee 

» 39. Why have you not used any methodso far 2... «we | N . e r L J 
40. Did any family planning health worker ever contact you for giving you information on family planning 2... 1. see eee eee om 

eee eee oce 
ane eee eee 

\ 
aes . eee 

~ ci . 42. If you or your wile intend to use 
aN 

what method you will like to use oe nes 
id wife or by a doctor or some other way to 

end the pregnancy that they do not want and haye an abortion, Do you approve this ? 
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