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DURATION OF BREAST-FEEDING IN NORTH-EASTERN INDIA:
ESTIMATES OF SURVIVAL FUNCTION
FROM TWO NATIONAL FAMILY HEALTH SURVEYS

T .K. Chakrabarty* and K.A. Singh*

ABSTRACT

Life table technique has been extensively used to analyze time to event
demographic data. The technique is essentially based on the concept of exposure
to the risk of the event under consideration, happening in specified durations.
The present article considers the life table estimation of the survival distribution
for the duration of 'breast-feeding in six north-eastern states of India. Data used
in the study come from the two National Family and Health Surveys? The
results show that there has been a better survival experience in the recent years
and the median duration of breast-feeding has increased in these states,
demonstrating a success of the government policies on child health care delivery
system and comprehensive campaign programmes on beneficial effects of
breast-feeding.
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The health and family planning policy makers have increasingly recognized
the multiple beneficial effects of breast-feeding. Several studies on the potential
benefits of breast-feeding show that breast-feeding improves the nutritional status of
infants and reduces morbidity and mortality, particularly in the first year of life.
Demographic anadysis further demonstrates that the duration and intensity of
breast-feeding have significant effects on duration of post-partum amenorrhoea, birth
intervals and fertility. In societies, with limited or no access to modern
contraceptives, birth intervals are principaly determined by the duration of
breast-feeding. Recent studies suggest that duration of breast-feeding is declining in
many parts of the developing world as a result of urbanization, employment of
mothers outside home and adequate supply of infant milk formulae. Studiesin India
have also shown adecline in breast-feeding trends, especially in the urban aress.
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OBJECTIVE

The purpose of the present paper is to provide the estimates of the survival
distribution and median duration of breast-feeding in the six north-eastern states of
India, namely; Arunachal Pradesh, Manipur, Meghalaya, Mizoram, Nagaland and
Tripura. Data for this particular study have been used from two large-scale National
Family and Health Surveys (NFHS-1 and NFHS-2). Two different methods of
estimation, namely; the Kaplan-Meier (KM) and the Nelson-Aalen (NA), have been
used to compare the estimates. The importance of this research lies in the fact that
thisisthe .first study of its kind in the north-eastern region of India that examines the
pattern in the duration of breast-feeding and a change, if any, in the practice followed
by mothers, during the last decade in the north-eastern states.

REVIEW OF LITERATURE

Thefirst National Family and Health Survey (NFHS-1) was conducted in the
six small northeastern states during February-June 1993, The survey collected
information on a representative sample of 6,266 ever-married women aged 13-49.
Whereas, the second survey (NFHS-2) conducted during May 1999 - June 2000,
gathered information on 6,467 ever-married women aged 15-49. Information on
breast-feeding was collected for the children who born during the four years
preceding NFHS-1 and three years preceding NFHS-2. For any given women, a
maximum of two births was included in the analysis. Information from a total of
2,479 and 2,421 women in NFHS-1 and NFHS-2 respectively was collected on
breast-feeding duration of their last born and last to last-born child, It was observed
that 472 and 1,701 women from NFHS-1 and NFHS-2 respectively were either still
breast-feeding at the date of interview or had breast-fed their children until they died.
Therest of the women stopped their breast-feeding to the last-born or last to last-born
child.

More often, the researchers have chosen the retrospectively reported data
from the last closed interval or from the current open interval because these data
could be analyzed using familiar techniques. However, the retrospectively reported
data on breast-feeding duration in the last closed interval or current open interval
show concentration of points at multiples of six or twelve months, which may
constitute biased data set. Such multiple answers are mainly due to errors in mother's
recall. But, the current status of data on breast-feeding duration in the current open
interval does not show such concentration at multiples of six months.
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On the other hand, women reporting at the last closed interval represent at least
partidly, a self-selected group of breast-feeders for a short duration and thus, add
selection bias to the existing reporting bias. Furthermore, data for the last closed
interval, under-represent women with a longer than average birth interval, because
these women have had less chance of having had their second birth. Data for the
current open interval do not suffer from such limitations. That is why data have been
analyzed by using the modern survival analytic tools that incorporate both the current
status and retrospective data of breast-feeding duration.

METHODOLOGY

A survival function defined over time ‘t’ 'is, by definition,- the probability,
that a person survives at least to time t. In. the present context, it "represents the
probability that a woman has breast-fed her child at least to time t. More formally, let
a positive random variable T denote the duration of breast-feeding with distribution
function F(t) and density f(t). The survival function S(t) is

S(t) = I-FO)-=P[T>{].......... (3.1)

and the hazard rate or hazard function A(t) is

MO=F() / SO) ......... (3.2)

The hazard rate has the interpretation A(t)= Prob {awoman weans in the next
small unit of time, A t, given that she has breast-fed to time t} . The cumulative

hazard A(t) is defined as

A®)=] At)dt = - 1ogS(t) ... 3.3).

The duration of breast-feeding for the present study is ascertained from the
women who have given at least one birth in the reference period. While determining
the duration for the most recent birth before the survey the authors had complete as
well as censored observations in the survey. The information on breast-feeding
duration is complete only for women who have dready weaned at the time of
interview while it was censored for those who breast-fed until death of the child or
are continuing breast-feeding their last child at the time of interview. In the latter
case, the researchers further moved back to see if the women had given more than
one birth to get the complete duration of breast-feeding from the next to last born
child. If the women had not given more than one birth and were still continuing their
breast-feeding, the investigators treat the duration between the
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date of birth of the last child and the date of the survey as the censored duration of
breast-feeding:

The authors have used Kaplan-Meier (KM) and Nelson-Aaden (NA)
estimators for the survival function.

§ o (1) = [T 240 e 34)

L <l r(t,)

S () =e with A(t)= Z .......... (3.5)

PR

wherer and d are the number at risk and the number of weaned respectively.
We have also computed the estimates of sample median and 95 per cent confidence
limitsfor al the estimates.

Smooth Estimates

Retrospectively reported data on duration of breast-feeding often exhibit
concentration of points a multiples of six -or twelve months. As a result, the
estimated survival curve shows jumps at these points. Appropriate statistical
methods are necessarily called for obtaining the smooth estimates of the curve. A
non-parametric regression smoother, popularly known as 'loess' (localy weighted )
linear regression smoother) has been used here to obtain the smooth estimates: The
loess' smoothing is implemented in the S-Plus software system that uses tri-cube
weight function

(1-U*)®, for O<u<1....... (4.1)

W(u)= 0, otherwise

to weight the observations in a neighbourhood of a focal point. The
smoothing parameter, span, denoted by s, has been so selected that minimizes the
estimated cross validation function

n ~

CV(s)= lZ(yi ~f (xi))z ................. (4.2)

n g
where f*'¢ (xj) is a version of f*¢ (xj) computed by leaving out the ft data

point. Omitting the i" observation makes the fitted value f*'s (xj) independent of
observed y;. It can be shown that

111



CV(s)= %Z {XL(")} .............. (4.3)

i=t l—S

where si is the it diagonal element of the nxn smoother matrix S.

FINDINGS

The survival function estimates for NFHS-1 and NFHS-2 data are provided in
Table 1 and Table 2 respectively and the corresponding; graphs are shown in Figure
1. Theright skewness of the distribution is evident from the plots. The plot in Figure
1(a) descends sharply between 12 and 24 months and then tails off gradually,
reaching its minimum value of zero at 53: months. The intermediate steep descent
shows that for many subjects in NFHS-1 breast-feeding was terminated between 12
and 24 months; For instance, in NFHS-1, for about;34per cent of subjects®
breast-feeding was terminated within 12 months and 74 per cent of the subjects were
weaned within 24 months. The relatively long right tail is aresult of the few subjects
who had long breast-feeding experience. Whereas, the results for NFHS-2 and the
corresponding plot in Figure 1(b) depicts a difference, in that the curve is less steeper
here and does not go to zero. It is because of the-fact that the largest observation was
a censored value. In this case, for only about 17 per cent of the subjects
breast-feeding was terminated within 12 months and more than 50 per cent of the
subjects were continuing breast-feeding even after 24 months. A longer
breast-feeding experience from the recent survey is evident from the plot in fig-1 (c)
that the estimated survival curves for NFHS-2 lying completely above that of
NFHS-1. A comparison of Kaplan-Meier and- Nelson-Aalen estimates, is made in the
plot Figure 1(d). The plot suggests that there .are differences in the estimates for
large values of t and that the Nelson-Aaen estimator of the survival function is
always greater than or equal to the Kaplan-Meier estimator.

Smooth estimates and the corresponding plots in Figure 2 are obtained by
running the S-Plus function 'loess’ with span s=.3 and s=.2 respectively for NFHS-1
and NFHS-2 respectively. These values are arrived at by minimizing the cross
validation function (4.3). A detailed S-Plus code aso requires the related function
of aloess object for getting point-wise 95 per cent confidence interval.
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TABLE 1

SURVIVAL PROBABILITY ESTIMATES FROM NFHS-1

Time Kaplan-Meler _Nelson-Adien
Esimales (5% C1)_| Srooh Estnales @5% C1) | _Eshmates 95%C1) [ Smoot Esimates (95% C.
0| 100{0%,100] | 098 (097,1.00) 100 (099 100 |10 (0%, 100)
1 1096{09,008) | 096(097,1.00) 0% (0%, 0%9) [0% (0%, 100)
2 | 087(09,087 | 097(0%6,098) 097 (0%, 097) [0 (0%, 0%)
3| 0%(0%,087) | 096(05,097) 0% (0%, 097 |0% _ (09, 087)
4 1095(094,09%) | 095(093,0%) 095 (004, 0%) | 0M _ (093 08)
5 | 084(093,085) | 093(092,094) 0M (0%, 095 |0% (098], 08
5 1092(091,08) | 092(0.80,09) 092 (081, 093 |0%__ (089, 091)
7 1081(080,082) | 00(0.8,031): 051 (090, 092 (088 (08, 089
8§ [088(087,080) | 067{086.088) 088 (087, 090) |08 (084, 085)
9 [085(083,08) | 0.84(0.83,0.85) 085 (083, 08) |08 _ (081, 083
10| 082(0.80,083) | 0.80(0.78,081) 082 (080, 083 079 (077, 080)
11 [079(078,081) | 0.5(0.74,0.76) 079 (078, 081|075 (074, 076)
17 | 066(065,068) | 0.70{069,0.71) 068 (066, 0700 _(071___(o70, 072
13 1063(062,086) | 065 (064,066} 065 (083, 087) |06 _ (065, 088) -
14 1059(057,061) [ 060{059,081) 060 (08, 063 [062 _ (061, 063)
15| 055(053,057) | 0.56(055,057) 057 (055 059) |08 (057, 059)
1§ | 052(050,054) | 052(051,053) 053 (051, 055 | 054 (053, 056)
177 1 050{048,052 | 049(047,0.50) 05t (043, 053|051 (050, 052
18 [ 043(041,045) | 045 (044,047) 045 (042, 047)__ 1048 (047, 049)
19 | 042(040,044) | 043(042,044) 043 (041, 045, 045 (08, 04f)
0 1039(037,042) | 040(0.39,042) 041 (0%, 043 |04 (041, 043
21 1033(037,041) | 038(0.37,039) 040 (038, 047 |03 (03, 04))
2 | 037035040 | 0.35(0.34,0.3) 039 (037, 041) |03 (0%, 03
23 1036(035,0%) | 032(031,034) 0% (03, 040) |03 (033, 03)
2| 025(024,028) | 0.29(028,031) 028 (06, 031) 1032 (0%, 03
% | 024(073,0%) | 027(0.25,028) 07 (0% 029 028 (028 030
% | 0B021,024 | 0240205 05 (0%, 02 . |0y (0% 08
7 1 0204,08) | 02(021,023) 004 (02, 0%) 025 (024 0%)
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28 ]0.20(0.19,0.22) 0.20(0.19,0.21)[0.23 (0.21, 0.25) ]0.23 (0.22, 0.24)
29 0.19(0.17,0.21) 0.19 (0.1B, 0.20}[0.21 (0.19, 0.23) |0.21 (0.20, 0.22)
30 |0.16(0.15,0.18) 0.17(0.16,0.19)[0.T8 (0.16, 0.20) |0.20 (0.18, 0.21)
31 |0.16(0.14,0.18) 0.16(0.15,0.17)[0.18 (0.16, 0.20) |0.18 (0.17, 0.19)
32 |0.15(0.13,0.17) 0.15(0.14,0.16)[0.17 (0.15, 0.19) |0.17 (0.16, 0.18)
33 |0.14(0.13,0.16) 0.14(0.13, 0.15)[0.16 (0.14, 0.18) |0.16 (0.14, 0.17)
34 |0.13(0.11,0.14) 0.13(0.11,0.14}[0.15 (0-13, 0.16) |0.14 (0-13, 0.15)
35 |0.12(0.11,0.14) 0.11(0.10,0.13)[0.14 (0.12, 0.15) |0.13 (0.12, 0.14)
36 |0.09(0.08,0.11) 0.10(0.09.0.11)[0.11 (009, 0.13) |0.12 (0.11, 0.13)
37 |0.09 (0.07, 0.10} 0.09 (0.08,0.10)[0.10 (009, 0.12) |0.11 (0.10, 0.12)
38 |0.00(0.07,0.09) 0.08(0.07,0.09)[0.09 (0.08, 0.11} |0.10 (0.09, 0.11)
39 |0.07(0.06,0.08) 0.07(0.06,0.08)[0.08 (0.07, 0.10) |0.09 (0.08, 0.10)
40 |0.06 (0.05,0.08) 0.06(0.05,0.08)[0.08 (0.06, 0.09) |0.08 (0.07, 0.09)
41 |0.06(0.05,0.07) 0.06(0.04,0.07)[0.07 (0.05, 0.08) |0.07 (0.06, 0.08)
42 |0.05(0.04,0.06) 0.05 (0.04.0.06)|0.06 (0.05, 0.07) |0.06 (0.05, 0.07)
43 |0.04(0.03,0.05) 0.04(0.03,0.05)[0.05 (0.04, 0.07) |0.05 (0.04, 0.06)
44 0.03(0.02,0.04) 0.04(0.02,0.05)[0.04 (0.03, 0.06) |0.05 (0.03, 0.06)
45 |0.03 (0.02,0.04) 0.03(0.02,0.04)[0.04 (0.03, 0.05) |0.04 (0.03, 0.05)
46 |0.02(0.01,0.03) 0.02(0.01.0.04)[0.03 (0.02. 0.04) |0.03 (0.02. 0.04)
47 |0.02(0.01,0.03) 0.02(0.01,0.03)[0.02 (0.02, 0.04) |0.03 (0.02, 0.04)
48 |0.01(0.01,0.02) 0.01 (0.00,0.03)[0.02 (0.01, 0.03) |0.02 (0.01, 0.03)
49 |0.01(0.01.0.02) 0.01(0.00,0.02}[0.01 (0.01, 0.03) |0.02 (0.01, 0.03)
50 |0.01(0.00,0.01) 0.01 (0.00,0.02)[0.01 (0.00, 0.02) |0.01 (0-00, 0.03)
51 |0.00 (0.00,0.01) 10.00(0.01.0.02)[0.01 (0.00, 0.02) |0.01 (0.01, 0.02)
52 0.00(0.00,0.01) 0.00(0.01,0.02)[0.01 (0.00, 0.02) |0.00 (0.02, 0.02}
53 |0.00 (NA, NA) 0.00(0.02,0.02)[0-00 (0.00, 1.00) |0.00 (0.02, 0.02)
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TABLE 2

SURVIVAL PROBALITY ESTIMATES FROM NFHS-2

Time| Kaplan-Meier Nelsorv-Aaten
Estimates (95% C.I.) |Smooth estimates (95% Cl.) |Estimates (95% C.I.) | Smooth estimates (95% C.1.)

0 1.00(1.00,1.00) 1.00 (0.98,1.00) 1.00 (1.00, 1.00) 1.00 (0.98, 100)
1 0.99(0.99,1.00) 0.99(0.97,1.00) 0.99 (0.99, 1.00) 0.99 (0.98, 1.00)
2 0.98(0.98,0.99) 0.99 (0.97,1.00) 0.98 (0.98, 0.99) 0.99 (0.97, 1.00)
3 0.98(0.97,0.99) 0.98(0.97,0.99) 0.98 (0.97, 0.99) 0.96 (0.97, 0.99)
4- |0.98 (0.97,0.98)  |0.98(0.96,0.99) 0.98 (0-97, 0.98) 0.98 (0.96, 0.99)
5 0.97 (0.97,0.98) 0.97 (0.96,0.98) 0.97 (0.97, 0.98) 0.97 (0.96, 0.98)
6 0.97(0.96,0.97} 0.96 (0.95,0.98) 0.97 (0.96, 0.98) 0.96 (0.95, 0.98)
7. 10.96 (0.95, 0.97) - 0.96 (0.94,0.97) 0.96 (0.95,. 0.97) 0.96 (0.95, 0.97)
8 0.95(0.94,0.96) 0.95 (0.93,0.96) 0.95 (094, 0.96) 0.95 (0.93, 0.96)
9 0.94 (0.93,0.95) 0.93 (0.92,0.94) 0.94 (093, 0.95) 0.93 (0.92, 0.94)
10 |0.92(0.91,0.94) 0.91 (0.89,0.92) 0.92 (0.91, 0.94) 0.91 (0.90, 0.92)
11  |0.92(0.90,-0.93) 0.88 (0.87,0.89) 0.92 (0:90, 0.93) 0.88 (0.87, 0.89)
12 |0.83(0.81,0.85) 0.85(0.84, 086) 0.83 (0.82 0.85) 0.85 (0.84, 0.86)
13 |0.81(0.79.0.83) 0.82 (0.81,0.83) 0.82 0.80 0.83) -0.82 (0.81. 0.83)
14 |- 0.77 (0.75,0.79) 0.78 (0,77,0.80) 0.78 (0.76, 0.80) -0.79 (0.78, 0.80)
15 |0.75(0.73,0.77)- 0.75 (0.74,0.77) 0.76 (0.74, 0.78) 0.76 (0.75, 0.77)
16 |0.73(0.71,0.75) 0.72(0.71,0.74) 0.73 (0.71, 0.76) 0.73 (0.72, 0.74)
17 |0.72(0.70,0.74) 0.69 (0.68,0.71) 0.72 (0.70, 0.75) 0.70 (0.69, 0.71)
18 |0.64(0.62,0.67) 0.67 (0.66.0.66J 0.65 (0.63, 0.67) 0.68 (0.66, 0.69)
19 |0.63(0.61,0.66) 0.65 (0.63,0.66) 0.64 (0.62, 0.66) 0.65 (0.64, 0.67)
20 [0.61(0.59,0.64) 0.63 (0.61,0.64) 0.62 (0.60, 0.65) 0.63 (0.62, 0.65)
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21 ]0.61(058.0.63) |0.61(0.59.0.62) 0.62 (0.59, 0.64) |0.62 (0-60, 0.63)
22 |0.60(0.58.0.63) |0.58(0.57,0.60) 0.61 (059, 0.64) |059 (058, 0.61)
23 |0.60(058,0.63) |0.56(0.55,0.58) 0.61 (0.58, 0.64). |058 (0.56, 0.59)
24 |051(0.48,054) |0.54(0.53,0.56) 052 (050, 0.56) 055 (0.54, 0.57)
25. |0.50(0.47,053) |0.52(0.51,0.53) 052 (049, 055 053 (052, 0.55)
26 |0.49(0.46,052) |0.50 (0.49,0.52) 050 (0.47, 054) 052 (051, 0.53)
27 |0.49(0.46,052) |0.49(0.48,0.51) 050 (0.47, 053) |051 (0.49, 052)
28 |0.48(0.46.052) |0.48(0.47,0.50) 050 (0.47, 053) |050 (0.49, 0.51)
29 |0.48(0.45051)  |0.48(0.47,0.49) 050 (0.47. 053) |0.49 (0.48, 0.50)
30 |0.47(0.44,050) |0.48 (0.46,0.49) 0.48 (045, 052) 049 (048, 0.50)
31 |0.47 (0.44,050) |0.47 (0.46,0.49) 0.48 (045, 052) 049 (0.47, 0.50)
32 |0.47(0.44,050) |0.47 (0.46,0.48) 0.48 (045, 052) |0.48 (0.47, 0.50)
33 |0.47(0.44,050) |0.47 (0.46,0.48) 0.48 (045, 052) |0.48 (0.47, 0.50)
34 |0.47(0.44,050) |0.47(0.45,0.49) 04 (045 052) |0.48 (0.46, 0.50)
35 |0.47(0.44,050) |0.47 (0.44,0.49) 0.48 (0.45, 052) |0.48 (0.46, 0.50)
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FIGURE 1

{b) Kaplan-Meier Estimate of Survival Curve
along with 95% Confidence Band for NFHS-2

(a) Kaplan-Meier Estimate of Survival Curve
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(a} Kaplan-Maler and Smooth Estimates
of Survival Curve for NFHS-2
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Table 3 provides estimated median duration of breastfeeding, smooth
estimates of median duration along with their 95 per cent confidence interval (C.1.);
While median duration is estimated to be 18 months for NFHS-1 (Kaplan-Meier), it
is 26 months for NFHS-2, further justifying the longer breast-feeding experience in
the recent survey. Neither the smooth estimates nor the Nelson-Aaen estimates of
median duration look very different from their counterparts.

TABLE3
ESTIMATES OF MEDIAN DURATION AND 95 PER CENT C.I.
K-M Estimate N-A Estimate
Estimates |[Smooth Estimates |Estimates Smooth
(95% C.l.) |(95% C.I) (95% C.1.) Estimates
(95% C.1)
NFHS-1 |18(17-18) |17(17-17) 18(17-18) 18(18-18)
(n=2479)
NFHS-2 (26 (24, 30) |27 (26- 28) 27.5(25- NA) (28 (27-32)
(n=2421)
CONCLUSION

The duration of breastfeeding has been an important topic in demographic
research. It is demonstrated that breastfeeding has significant consequences on
post-partum amenorrhoea and birth interval on one hand and mortality and morbidity
on the other. The traditional Indian society observes socio-cultural and traditional
patterns of prolonged breast-feeding in which breastfeeding is seen not only as away
of delaying the next birth but also as a cheap source of nutrition for the survival of
the child. In rurd areas of India, women continue to breast-feed their children
exclusively for eight months and in some cases up to twelve months. A study
reported that the life table estimate of median duration of breast-feeding of Assam
survey is 18 months.

The National Family Health Survey reports provide the estimates of median
duration of breast-feeding based on current status method. Since the retrospectively
reported data are not used by this method, reporting bias from mother's recall is being
eliminated from the estimates. The selectivity bias however, cannot be completely
ruled out. The life table method, which efficiently integrates the current status and
retrospective data to estimate the survival probabilities, has been used in this paper. A
comparison of the values show that the current status method always tends to provide
an overestimate of the median
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duration. From the recent survey.-it is evident that the results-are otherwise quite
consistent in alonger duration of breast-feeding.

The additional feature of this articleisits ability to correct the estimates from
the heaping bias.at points multiples of six or twelve months; by obtaining the smooth
estimates. The smooth estimates so obtained can also be provided with their
corresponding confidence intervals. This study suggests that the vigorous campaign
on promoting full breast-feeding through newspapers, television, radio and other
mass media during the last decade has by and large boosted this practice of
breast-feeding for a prolonged period in north-eastern states of India.
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SON PREFERENCE IN THBSQUIUERN STATED OF INDIA:
AN ANALYSIS

S. Sulaja*
ABSTRACT

This paper has analysed the link between gender preference and
contraceptive acceptance by women in four southern states of India namely;
Andhra Pradesh, Karnataka, Kerala and Tamil Nadu. Aaccording to the
NFHS-1I data, it has been observed thai the number of sons in the family is the
sole deciding factor in the acceptance of contraception by women in the states of
Karnatafa, Kerala, Tamil Nadu and Andhra Pradesh. The findings further
reveal that (i) the average number of sons was more than daughters in all the
states under study; (i) son preference was comparatively low in Kerala as
compared to Andhra Pradesh; (iii) the rate of sterilisation increases with an
increase in the number of children in the family and (iv) the chance of accepting
permanent methods of contraception was more when the family had more
number of sons or at least one son.

Keywords. Gender-preference, Son, Sex Ratio, Fertility and Contraception.

Son preference has been dominant in the Indian society since ages. Several
studies have documented this phenomenon mainly in the northern and central states.

Indian culture advocates son preference. In the early times economic security
of the family rested on the-male children. Even today the cultura and traditional
practices have a greater impact on the Indian society. Some researchers have the
opinion that sex ratio in the society where proportion of female population has been
lesser than the male population explains male dominance inlhe Indian culture. In all
the censuses during the previous century and even today sex ratio in India has aways
been unfavourable to females. The first millennium census of India (2001) shows a
four-point increase in the sex ratio

*Lecturer, Department of Demography, University of Keraa, Kariavattom, Keraa
E. mail: sulgja_s@yahoo.co.in
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(933 females per 1000 males) over the 1991 (929 women per 1000 men) figure.
Though the overall sex ratio has increased in India including the Southern States.
it is still .unfavorable to women in Andhra Pradesh, Karnataka and Tamil Nadu,
Interestingly, in Kerala, since the formation of'the state, there has been a
consistent increase in the proportion of females in the state's population which is
quite contrary to the all India pattern.

Some studies argue that the high number of male youths is a maor
factor for the male-majority population; Between 1991 and 2001, among the
demographically improved southern states, sex ratio of the child population (0-6
years age group) has fallen from 982 to 961 in Andhra Pradesh, 960 to 949 in
Karnataka and 948 to 939 in Tamil Nadu. In contrast, it has risen from 958 to 963
in Kerala, Sex-selective abortion or female infanticide might be the reasons for
such a dip in child sex ratio. So, an attempt has been made in this paper to
analyze whether son preference exists in the southern states of India experiencing
afertility decline.

METHODOLOGY

National Family Health Survey-ll (NFHS11)/1998-99 data are used for the
study. The NFHS-II provides national and state level data relating to fertility, family
planning, infant and child mortality, and materna and child health. Every married
women-in the age group of 1549 years were the respondents in the survey.
Respondents with at least one living child and using any type of 1 contraceptive
method were included in the study. Thus, the present sample comprised 3,243 women
in Andhra Pradesh; 3,587 women in Karnataka;, 2,356 women in Kerala and 3,798
women in Tamil Nadu instead of the original sample figures of 3,695; 4,015; 2,675
and 4,245 women in these states respectively.

Gender composition of the families and the type of contraception-accepted by them
are taken as the factors responsible for son preference. The Index of Gender
Preference is applied to measure the extent of influence, of gender composition on
contraceptive acceptance.

FINDINGS

The NFHS-II results show a preference for sons over daughters in all the
southern states at varying degrees (Table 1). The findings such as the meanideal
number of sons and daughters wanted in the families, the percentage of families
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preferring more sons than daughters or more daughters than sons, percentage of
families desiring at least one son and one daughter showed that they valued sons
more than the daughters. The percentage of families preferring more number of sons
varied from 9.6 in Tamil Nadu to 19.8 in Andhra Pradesh. But, the number of
families preferring more daughters than sons was very low in al the states, the
highest being in Kerala (5.2%). At least one daughter was preferred by a majority of
the respondents. Even the average percentage of families wanting at least a daughter
was dightly lesser than the families wanting at least a son. The rate of contraceptive
acceptance in the four Southern states of India was found to be high in amost al the
segments of population. The rate of .acceptance of contraception was 65 per cent or
more in Kerala; Andhra Pradesh and Karnataka while in Tamil Nadu, it was lesser
than 60 per cent (Table 2). Kerala has the highest number of contraceptive users
(69.65%) followed by Andhra Pradesh (67.68%) and Karnataka (64.90%). The
contraceptive users were further grouped into, irreversible (sterilized) and users of
non-terminal (temporary) methods. Couples found to have gone for sterilization if
they achieved their desired family size or when their family size became large. Here",
the .acceptors of sterilization were found to be more in Andhra Pradesh. It was
observed that non-terminal methods were preferred either for limiting the family size
or for prolonging the next conception. It was further observed that even the number
of temporary contraceptive users through out the Southern states was low. The
highest number of couples in Kerada (11.97%) adopted no termind
(temporary)-methods of contraception while it was very less in Andhra Pradesh
(2.86%). The figures of high acceptance of non-terminal methods of contraception by
the couples indicate preference for a big size rather than son. The inference, here, is
that son preference is comparatively low in Kerala as compared to Andhra Pradesh.

TABLE1
NUMBER OF SONS OR DAUGHTERS WANTED BY WOMEN
States Mean ideal number of Want more (%) Want at |east one(%)
Sons Daughters | Sons Daughters | Son Daughter
Andhra 1.0 0.8 19.8 2.7 76.0 71.3
Pradesh
Karnataka | 0.9 0.8 13.0 1.9 70.0 67.5
Kerala 1.0 0.8 14.6 5.2 72.6 70.7
Tamil 0.8 0.7 9.6 19 66.3 63.9
Nadu

(Source: National Family Health Survey (NFHS-I1), 1998-99)
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TABLE

2

PERCENTYAGE OF DISTRIBUTION OF WOMEN USING PERMANENT AND
TEMPORARY METHODS OF CONTRACEPTION AT THE TIME OF SURVEY

Type of States

Contraception | Andhra Karnataka Kerala Tamil Nadu
Sterilisation 64.82 58.41 57.68 51.40
Temporary 2.86 6.49 11.97 6.57
Nothing 32.32 35.10 30.35 42.03

Parity-wise acceptance rate (table 3)' has shown that the rate of sterilisation
increases with an increase in the number of children in the family. The highest
percentage of sterilised women was found in the third; parity in al the states which
establishes a correlation between the' family size and, use of contraception by the

women.

TABLE 3

PERCENTAGE OF DISTRIBUTION OF WOMEN BY THEIR NUMBER OF

LIVING CHILDREN AND TYPE OF CONTRACEPTION USED

States Type of | Number of Living
Contraception 1 2 3 4
Andhra Sterilisation 10.8 72.1 84.8 74.3
Pradesh Temporary 55 3.0 13 2.4
Nothing 83.7 24.9 13.9 23.3
Karnataka | Sterilisation 8.5 60.4 80.1 71.0
Temporary 155 8.6 2.0 19
Nothing 76.0 31.0 17.9 27.1
Keraa Sterilisation | 4.8 66.6 77.3 67.5
Temporary 29.6 13.2 4.4 7.0
Nothing 65.6 20.2 18.3 25.5
Tamil Nadu | Sterilisation | 9.0 60.1 71.1 64.2
Temporary 11.6 7.3 4.6 19
Nothing 79.4 32.6 24.3 33.9

Some previous studies show a positive relation between son preference and
contraceptive use in al the.Southern states. Thus, the guiding rule of acceptance of
sterilisation by the women is when the desired number of sons is achieved; and/or
they opt for non-termihal (temporary) methods, if the desired number of sons is not
achieved, then the number of daughtersincreases,
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Table 4 shows the average number of sons and daughters among the sample
women and-the method of contraception used by them. In all the dates, it
was observed that the average number of sons was more than daughters. The
non-users were not an exception as well. Comparing to the temporary-method of
contraceptive users, the average number of sons was more with the sterilised
couples.

Though the above inferences prove the existence of son preference, it does
not give a clear evidence that son preference is the solemotivating factor for
sterilisation. Gender composition could also be areason for sterilization.

Asthe average size of the families of the sample women in these states are more than
two, the degree of son size preference is exemplified among women with two or
more children. The results of Table 5 indicate that more number of sonsin the family
is the reason behind the acceptance of sterilisation by the couples.

Among thelamities with two-children in Andhra Pradesh, it was found that
75.7 per-cent.of the couples opted-for sterilisation when the two children are sons
in comparison to, only 54.9 per cent of the couples who opted for sterilisation when
both of them are girls. This gap is very sharp in Karnataka (713 % and 36.1 %)
while it was not so in the case of Kerala (67.7% and 62.9 %). A combihation of
both sexes is equally acceptable to families with two sons. It means that couples
did not decide to stop with two daughters and-they would like the option to be left
open for having ason (Table 5).

In the caseof couples with three children, if al are boys, the acceptance rate
of sterilisation was high. But, compared to the two.children families with two
daughters, here the acceptance rate was more. Size preference becomes strong at
higher parities though son preference exists. The other two combinations of three
children families two sons and one daughter and one son and two daughters the
preferred one is the former.

Amongst the women, with four or more children, it was observed that the
acceptance rate of sterilisation was more when there were more daughters than sons
in al the states except Kerala. This once again confirms the family size preference at
higher parities.
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TABLE 4

EXISTING NUMBER OF SONS AND DAUGHTERS IN PERCENTAGE

AND THE METHOD OF.CONTRACEPTION USED BY WOMEN

Type of Andhra Pradesh Kamataka Kerala Tamit Nadu

Contraception | Son | Daughter | Son ! Daiighter- [ Son Daughter | Son Daughter

Sterilisation 220 |17 24 1189 196 | 1.61 202 (174

Temporary 2.01 1.55 - 152 1.1.35 146 1160 1145 [149

Non-users 1.96: | 159" 200 1151 175 | 145 {174 (154

TABLE 5 o ‘
CONTRACEPTIVE ACCEPTANCE ACCORDING TO COMPOSITION OF FAMILY
. OF SAMPLE WOMEN iN THE FOUR SOUTHERN STATES .

Composition of Family Andhra Pradesh Kamataka Kerala Tamil Nadu-
One Child STR. {NMT | T STR | NMT | T STR_[NMT IT STR | NMT [T
1 Son {no Daughter) 100 (4.2 142 77 [154 [231 [32 301 1333 {101 1129 |-230
1 D {no Son}) 1.7 {66 183 194 156 | 250 [67 289 1356 |78 10.2 | 18.0
2 Children . o
2 sons 757 |27 784 (713 |53 |766 [676 |133 |809 697 {55 [752 .
1 Son + 1Daughter 761 3.0 791 | 624 |94 718 |675 [131 [806 {613 |67 68.0
2 Daughters 549 139 ‘588 1361 (113 | 474 (629 134 |763 [427 | 118 [545
3 Children
3 sons 81.5 |31 846 852 |18 870. [ 789 |57 846 | 75,77 |51 80.8
250ns +1 Daughter | 911 [ 1.0 921 858 [21 1879 |791 |37 828 | 737 |43 78.0
1Son+2Daughters | 841 |03 844 | 774 AT 791 1791 |38 829 j725 |27 75.2
3 Daughters , | 57.8 |31 609 [634 |29 563 (647 |68 1715|514 1129 |643
4+ Children S T T _ .
More Sons 732 120 ‘752 1704 |21 725 (676 (586 732 1636. [20 |656
More Daughters 774 136 B08 {722 [19 741 1619 1143 [762 ({6562 |16 66.8

(STR- Stefilisation, NTM- Non-terminal Methods, T- Total)
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The relative strength of son preference for fertility can be measured by using
the Index of Gender Preference (IGP). The effect of size preference on Contraceptive
acceptance and Index of Gender Preference (IGP) are presented in Table-6. The
positive value of the difference of the index of size preference indicates that the
number of sons in the family is the influencing factor for the acceptance of
contraception.

TABLE 6

IMPACT OF SEX OF THE CHILD ON CONTRACEPTIVE ACCEPTANCE AND
INDEX OF GENDER PREFERENCE

States Index of Size Preference Index of
Gender
Preference
Sterilisation Non-termina All
M ethods Types

ISP.F | ISP.M | Diff. | ISP.F | ISP.M | Diff. | ISP.F | ISP.M | Diff.

AP. 16729 |7378 |-649|300 |239 |061 |70.29|76.17 |-5.88

KAR. | 68.50 | 58.83 | 9.67 | 479 |590 |-111]73.29|6473 |856

KER. | 64.79 | 6250 | 2.29 |11.36 | 11.37 | -0.01 | 76.15 | 73.87 | 2.28

T.N. /6200|5289 | 911 |555 |715 |-1.60]|67.55]|60.04 | 751

(A.P.- Andhra Pradesh; KAR.- Karnataka; KER.- Kerala; T.N.- Tamil Nadu
ISP.F- Index of Size Preference ignoring Daughters; 1SP.M- Index of Size Preference ingoring Sons)

It was found that the number of sonsin the family is the sole deciding factor
for the acceptance of contraception in Karnataka, Kerala and Tamil Nadu. In
Karnataka, it was observed .that 73.29 per cent of the couples accepted contraception
for whom the number of daughters in the family was not an influencing factor. When
the number of additional sons was a deciding factor, the percentage of contraceptive
acceptance got reduced to 64.73 per cent. The IGP value states that 8.56 per cent of
more couples would have accepted contraception had the number of sons in their
families been the sole deciding" factor. In other words, if there had been no son
preference at all, 8.56 per cent of more couples who had more daughters would have
accepted contraception, irrespective of the number of sons they had. Similarly, in
Kerala and Tamil Nadu, IGP values of 2.28 and 7.51 explain the influence of the
number of sonsin the family for the acceptance of contraception. The negative value
of IGP for Andhra Pradesh shows that any type of contraception was accepted only
when the number of daughters was more. Here, it explains that the hope for a son
increases the size of the family with more number of daughters.
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In the three states of Karnataka, Keralaand Tamil Nadu, it was observed that
the number of sons in the family was the sole deciding factor for the acceptance of
sterilisation. The negative value of IGP for the users of non-terminal methods shows
that mothers with more daughters were reluctant to accept sterilisation but opt. for
temporary methods, thus, keeping the option open for having a son. Here also,
Andhra Pradesh was an exception.

All these evidences clearly substantiate the existence of son preference in all
the southern states of India with varying degrees. The presence of son preference is
more in Karnataka and Tamil Nadu but in Kerala, even though son preference exists,
it isnot that much crucial.

CONCLUSION

The results ofHhe present study indicates that as the average size of the
family declines, the preference for sons decreases. That is why in al the south Indian
states, the intensity of son preference is comparatively low. Among these states, the
chances of accepting permanent methods of contraception are more when the family
has more sons or at least a son. If al the children are boys, couples are found to be
satisfied with the family size, but not if ail, the children are girls. But, if the family
size is more than three, they are ready to accept sterilisation even without sons. Thus,
this study confirms that, son preference ill exists in all; these southern states at
varying degrees; and concerned, authorities, and personnel should take appropriate
measures to make the family planning programmes a success where there is no
difference between a son and a daughter.
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AWARENESSAND PREVAL ENCE OF REPRODUCTIVE TRACT
INFECTIONSIN NORTH-EAST DISTRICTSOF INDIA

M. Hemanta Meitei*, Latashori K** and Ksh. Gopal ***

ABSTRACT

Reproductive tract infection is a generic term used to cover three types of
infections viz. sexually transmitted disease (and infection), endogenous vaginal
infections and infections related to reproductive tract. The current study
revealed that (i) the awareness level among both males and females regarding
RTI isrelatively low in majority of the districts in northeastern part of India; (ii)
electronic media and newspapers were the main sources of information
regarding RTIs for both males and females in the districts of Arunachal
Pradesh. Assam and Skkim; (Hi) sexual intercourse was reported to be the
main mode of transmission of RTIs by more number of males than females in
most of the digtricts; (iv) a higher proportion of male respondents from Cachar,
Jorhat and Nalbari in Assam, Imphal and Senapati in Manipur, and Jaintia
Hills and West Khasi in Meghalaya, Makokchung and Wokha in Nagaland and
East Sang in Arunachal Pradesh reported lack of personal hygiene as one of
the means of RTIs transmission; and (v) a wide gap between knowledge and
prevalence of RTI in both males and females was observed which was higher
among females.

Keywords: RTI, Awareness, Prevalence, Transmission and Curability.

Reproductive health is one of the fundamental human rights. "Reproductive
health is a state of complete physical, mental, and social well being and not merely
the absence of diseases or infirmities, in all matters relating to the reproductive
system and its process," defined by UN*. The agenda gives a specia focus on 'safe
sex' and ‘freedom to choose and access to family planning services for safe
motherhood. It also lays emphasis on sexual health which should improve the
personal relationship to ensure an individual free from reproductive tract infections
(RTIs) and sexually transmitted diseases (STDs). Thus, reproductive health has to be
looked with a holistic view.

* Lecturer, Dept. of Statistics and Demography, NIHFW, New Delhi, E. mail: hemeitei @yahoo.com.
**Gender and NGO Coordinator, NERCRMS, Shillong, Meghalaya.

***Research Coordinator, (North Eastern Region), Blackstone Market Facts, Mumbai.
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Reproductive tract infection is a generic term used to cover three types of
infections viz. sexually transmitted disease (and infection), endogenous vagina)
infections, and infections related to reproductive, tract. RTIs are caused by a variety
of bacterial, vira, parasitic and funga micro-organisms which have mgor
consequences such as infertility, ectopic pregnancy, chronic pelvic pain, genita
neoplasia and enhanced transmission of the human immunodeficiency virus®. RTI has
also been associated with pre-maturity and low birth weight. The strong relationship
between RTIs and HIV/AIDS is highlighted in some studies. The prevalence of RTls
not only gives pain and disorder in the reproductive system but also it contributes to
infertility, ectopic pregnancy, recurrent infection and chronic pain. These often lead
to marital discord and socia ostracism, especially in developing countries”.

Besides the basic reproductive health problems, thereis an additional
problem of HIV/AIDS which is closely related to RTIs. Therefore, it becomes
imperative to put a massive effort to identify the prevalence of RTIs in the
population. However, despite its great implications, RTI is an area hardly talked
about and often tried to internalise because of the stigma attached to sexually
transmitted infections (STIs) while some of the infections are asymptomatic. But if
proper treatment is not sought timely, they become chronic and may cause severe
problem later particularly to women who are more prone to these infections. The
emergence of HIV/AIDS also necessitates the concern about sexually transmitted
diseases which had so far been remained neglected.

In India, the magnitude of prevalence of reproductive tract infection is 92
per cent among women in a tribal population of Maharashtra but only 7.8 per cent
of them sought medical care for these problems. Studies have shown that RTIs
are important reasons for the poor acceptance and low continuation rates of
contraceptive methods such as the IUD. Bhatia and Cleland found a higher
incidence of gynaecological symptoms among women who had undergone a
tubectomy than the other women.

The correct knowledge and awareness of the problem among the masses is
more important than tackling the problem. When majority of the community people
have one or the other problem of RTIs, there may be possibility to perceive the
prevalence of RTI to be normal. This will make the health-seeking attitude of' people
very much delayed. Moreover, sexually transmitted infections and reproductive tract
infections are the diseases which are associated with some sort of socio-cultural
stigmas. Thisis more in case of females. Thus, people,
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Particularly the females have constraints and hesitations in expressing their problems
and needs for seeking treatment. All RTIs are preventable and most of them are
curable. Because of ignorance, socio-cultural inhibitions and stigmas, treatment is
hardly sought until the problem becomes severe. This makes the process of treatment
lengthier and costlier. This calls for a focussed campaign for the utilisation of the
existing health care system particularly for screening and treating RTIs. Therefore,
this study was undertaken to examine the overal situation of how far people are
aware of the existing infections relating to reproductive system and process using the
data from District-level Household Survey (RHS) under Reproductive Child Hedlth,
Phase-l (1998-99).

Setting

The seven north-eastern states include Arunacha Pradesh, Assam, Manipur,
Meghalaya, Mizoram, Nagaland and Tripura; but of late, Sikkim is also proposed to
be included in the North-Eastern. Council (NEC). The people of this region are
mostly Mongoloid by ethnic and different from, the people of the mainland. Each
ethnic- group has different traditions and cultures which characterise the way of their
respective lives. The growth rate of population is higher in al the states than the
national level. However,- the level of literacy is above the national average in all the
states. Mizoram is having the second highest level of literacy; next to Kerala. Except
Assam, in Manipur and some parts of Tripura, Christianity is the main religion.
Being small in size and away from the mainland of India, the pace of development in
thisregion isvery slow.

FINDINGS AND DISCUSSION
Knowledge of RTIs

Table 1 presents the level of awareness of males and females about RTI in different
districts of north-eastern States of India. The knowledge of both males and females
about RTI was observed to be relatively poor. The level of knowledge of females
about RTI was 3.8 per cent in Arunachal Pradesh and 37.5 per cent in Manipur
compared to the al India average of 45.4 per cent. However, females had better
knowledge about; RTI than males in nine out of 34 districts. The nine districts are
Sibsagar and Sonitpur in Assam; Ukhrul, Senapati, Imphal and Bishnupur in
Manipur; Jaintia Hillsin Meghaaya; and Phek and Makokchung in Nagaland. The
knowledge of females about RTI was reported to be the highest (82.4%) in
Makokchung district of Nagaland, whereas it was the lowest (0.1%) in West Khashi
district of Meghalaya followed by Changlang (0.5%) and Tirap (0.7%)
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districts of Arunacha Pradesh. The highest level of awareness of males about RTI
was observed to be 62.5 per cent in Golaghat of Assam followed by Makokchung,
Dibrugarh and Cachar while it was very poor in Sibsagar (0.2%), West Khasi (0.3%)

and Changlang (0.7%).

TABLE 1
KNOWLEDGE OF MALES AND FEMALES ABOUT RTI IN NORTH-EASTERN STATES OF INDIA
State/Mistrict RTI Total Number -
Male Female Male Female
India” 37.2 45.4 7245 4463
Arunachal Pradesh® 52 38 - -
Lower Subansiri a7 19 752 1000
Tirap 1.5 07 519 1006
Changlang 0.7 05 634 1010
Lohit a7 15 759 1001
Dibang 48 26 655 ‘932
East Siang 56 29 794: 1001
West Kameng 35 1.2 477 994
Assam™ 36.0 296 - -
Barpeta 26.4 14.2 310 1098
Cachar 51.8 33.1 407 909
Dhemaji 52 26 189 958
Dibrugarh 531 235 32 1053
Golaghat 625 303 16 1017
Jorhat 149 55 295 1062
Karbi Anglong 299 70 377 924
Marigaon 23 45 298 1083
Nalbari 27.0 18 222 1003
Sibsagar 0.2 86 745 933
Sonitpur 1.2 45 309 1036
Tinsukia 8.1 0.4 750 1067
Manipurts 13.0 375 - -
Chandel 33 28 606 809-
Ukhrut 1.3 72 689 938
Senapati 78 17.7 570 799
Imphal 17.8 56.6 567 796
Bishnupur 53 416 433 773
Meghalaya' 7.9 4.8 - -
"East Garo 13.0 1.8 351 996
-Jaintia Hills 21 29 423 1069
West Khasi 03 0.1 547 1001
Mizoram : 5.6 54 - -
Chhimtuipur 19 1.3 633 1059
'Nagaland” 242 294 - -
Makekchung 59.2 824 348 909
Phek 14.1 411 907 1004
Wokha, 40.8 255 568 809
Sikkim'® _ 8.2 638 - <
East Sikkim 11.5 46 589 1012
South Sikkim 31 13 775 1091
Tripura® 71 7.9 - -
South Tripura 44 .30 655 947
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Sour ces of Knowledgeregarding RTIs

Electronic media (e-media), newspaper, doctor, health worker and S
friends/relatives were the main sources of knowledge regarding RTIs as per the f
RCH survey. Table 2 further reveals that electronic-media and newspapers were the
main sources of information regarding RTIs for both the male and female
respondents in the districts of Arunacha Pradesh, Assam, and Sikkim. Doctors were
also reported to be an important source of knowledge in Manipur and Arunachal
Pradesh. Friends and relatives constitute a popular source in the districts of Manipur,
Meghalaya, Nagaland and Tripura. Health worker is the.least quoted one as a source
of information in almost all the districts in the region.

Knowledge about Modes of Transmission of RTIs

Sexual intercourse was reported to be the main mode of transmission of RTIs
by more number of males than females in most of the districts of northeastern States
of India (Table 3). However, the females had better knowledge about it in
Changlangin Arunachal Pradesh, Dhemgji and Dibrugarh in Assam, Jaintia Hills in
Meghalaya and Chhimtuipur in Mizoram. Table 3 further reveals that surprisingly
amost al the respondents (100%) in Sibsagar district of Assam had no knowledge
about, the transmission of RTIs followed by 80.4 per cent in Phek district of
Nagaland and more than 50 per cent each in West Kameng of Arunachal Pradesh and
Ukhrul district of Manipur.

Besides sexual intercourse,-lack of personal hygiene was also reported as one
of the important means of RTIs transmission. A higher proportion of male
respondents from Cachar, Jorhat and Nabari in Assam, Impha and.Senapati'in
Manipur, and Jaintia Hills and West Khas in Meghalaya, Makokchung and Wokha
in Nagaland and East Siang in Arunachal Pradesh reported lack of personal hygiene
as one of the means of RTIs transmission (Table-3). Lack of personal hygiene as an
important mode of transmission was also reported by females in Jorhat (89.8%) and
Sonitpur (82.9%) in Assam, Jaintia Hills (65.6%) in Meghalaya, East Sikkim (57.4%)
in Sikkim and Makokchung (55.4%) in Nagaland.

Knowledge of Curability of RTI

A wide variation with regard to the knowledge of both males and females
about the curability of RTIs was observed among the districts (Table 4). Knowledge
of curability of RTI among males and females was relatively high in majority of the
districts of Assam, Meghalaya, Nagaland and Sikkim as compared
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to the rest of the districts. Dibrugarh (82.3%), Jorhar(81.8%) and West Kameng
(59.9%) were the districts where a higher proportion of males knew the curability of
RTIs whereas a higher proportion of females knew the curability of RTIs in the
districts of Imphal (88.2%), South Sikkim (86.6%), Jorhat (83%) and Makokchung
(80.9%). A sizeable proportion of respondents particularly in al "the districts of
Arunachal Pradesh'reported as RTI is not curable.

TABLE 2
PERCENTAGE DISTRIBUTION OF RESPONDENTSBY SOURCES OF
KNOWLEDGE REGARDING RTI IN THE NORTH-EASTERN STATES OF
INDIA

State/District E-media News paper Doctor Health Worker Friends/relatives

Males Females Maes Femaes Maes Femaes Males Females Males  Females

Arunachal Pradesh

Lower Subansiri 60.7 631 46.4 47.3 10.7 263 142 5.2 25.0 26.3
Tirap 75.0 1000 250 42.8 375 714 375 285 125 42.8
Changlang 40.0 100.0 40.0 100.0 20.0 200 200 0.0 20.0 40.0
Lohit 7.7 733 444 66.6 27.7 333 111 133 50.0 133
Dibang 46.8 480 156 16.0 125 280 0.0 8.0 375 36,0
East Siang 7.7 793 46.6 17.2 20.0 6.9 4.4 6,9 42.2 20,6
West Kameng 435.2 750 235 41.6 29.4 83 176 0.0 52.9 33.3
Assam

Barpeta 26.8 185 25.6 16.6 4.8 25 1.2 0.6 74.3 85.2
Cachar 16.5 86 123 4.6 6.1 19 52 29 75.8 78.7
Dhemgji 70.0 60.00 50.0 56.0 0.0 40 00 8.0 20.0 28.0
Dibrugarh 94.1 959 529 524 5.8 24 0.0 0.4 0.0 4.0
Golaghat 90.0 .99.6 40,0 83.5 .0.0 19 00 0.6 80.0 229
Jorhat 63.6 67.8 56.8 67.8 25.0 152 638 6.7 18,1 135
Karbi Anglong 33.6 '35.3 46,9 26.1 18,5 7.6 35 15 424 13.8
Marigaon 57.1 69.3 285 489 0.0 00 00 20.4 0.0 65.3
Nalbari 20.0 263 283 26.3 10.0 263 16.6 0.0 41.6 78.9
Sibsagar 50.0 92.5 100.0 51.8 0.0 24 0.0 1.2 0.0 46.9
Sonitpur 75.0 76.6 25.0 53.1 0.0 21 00 10.6 75.0 51.0
Tinsukia 57.3 60.0. 60.6 40.0 6.5 0.0 7 0.0 32.7 60.0
Manipur

Chandeii 55.0 478 30.0 21.7 25.0 347 150 0.6 45,0 26.0
Ukhrul .66.6 147 555 10.2 33.3 205 111 14 0.0 79.4
Senapati 355 154 133 2.8 311 26.7 2.2 2.8 55.5 61.2
Imphal 32.6" 243 217 5.1 23.7 19.0 2.9 0.6 55.4 84.7
Bishnupur 60.8 270 26.0 24 13.0 111 00 21 434 80.4
M eghalaya

East Garo A47.8 38.1 8.7 1.6 8.7 12.7 21 3.3 54.3 66.9
JaintiaHills 0.0 40.6 0.0 31 44.4 56.4 0.0 0.0 44.4 375
WestKhasi 50.0 0.0 50.0 0.0 50.0 0,0 0.0 0.0 50.0 100.0
Mizoram

Chhimtuipur 16.6 285 16.6 357 16.6 357 333 14.2 50.0 42.8
Nagaland’

Makokchung 43.2 219 412 8.1 21.8 88 106 3.0 84.4 814
Phek 30.4 493 125 10.6 5.4 31 39 24 94.5 97.0
Wokha 495 379" 500 34.9 15.5 7.7 8.6 8.6 87.0 81.0
Sikkim

East Sikkim 720 446 191 27.6 32.3 148 132 12.7 29.4 425
South Sikkim 79.1 733 375 60.0 375 46.6 20.8 333 20.8 6.6
Tripura

South Tripura 55.1 10.3 48.2 0.0 13.7 6.9 10.3 3.4 27.5 72.4
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Relatively a higher proportion of males in the districts of Lower Subansuri,
Karbi Anglong, Sibsagar, Bishnupur, Chandel, Senapati, Wokha, and South Tripura
report_ed that they did not have any idea about the curability of RTIs. At the
samelime, more number of females in the districts of Tirap, West Kameng, Karbi
Anglong, Sibsagar, Tinsukia, Ukhrul, West Khasi, Chhimtuipur, Phek, Wokha, and

S;)uth Tripura mentioned that they did not have any knowledge about the curability
of RTls.

TABLE 3
PERCENTAGE DISTRIBUTION OF RESPONDENTS BY-THEIR KNOWLEDGE
ABOUT MODE OF TRANSMISSION OF RTI IN NORTH-EASTERN STATES OF INDIA

Sexual intercourse Lack of hygiene Others Do nol know’
State/Districl Males Females  Males Females Males Females Males ~Females
Arunachal Pradesh™ . _
Lower Subansiri 464 421 2845 421 00 52 428 368 [
Tirap 875 714 25.0 428 00 714 125 428
Changlang 80.0 100.0 200 200 200 200 20.0 0.0
Lohit” 750 666 83 333 27 68 250 266
Dibang ] 437 40.0 93 200 9.3 16.0 437 52.0
East Siang 822 68.9° 51.1 275 8.8 34 8.8 344
West Kameng 411 333 1.7 83 N7 0.0 529 66.6
Assam™ .
Barpeta 64.6 50.6 39.0 18.5 0.0 0.0 29.2 477
Cachar 455 9.9 592 335 23 13 nr 62.1
Dhemaii 60.0 76.0 10.0 48.0 0.0 00 40.0 16.0
Dibrugarh 82.3 87.9 58 237 0.0 1.2 176 1.2
Golaghat 80.0 559 200 416 100 5.2 30.0 433
Jorhat 831 915 954 8s8 00 1.6 6.0 6.7
Karbi Anglong 628 523 26 46 0.0 0.0 371 - 474
Marigaon 714 51.0 14.2 449 0.0 0.0 235 408
Nalbari 450 . 263 616 26.3 33 0.0 350 736
Sibsagar 0.0 777 0.0 49 0o 00 1000 20.9
Sonitpur 75.0 65.9. 750 829 0.0 0.0 250 12.7
Tinsukia. 68.8 200 344 00 00 0.0 285 80.0
Manipur'
Chiandel 55.5 478, 250 478 100 43 35.0 130
Ukhrul 444, 88 22 132 0.0 29 555 794
Serapati 46.8 323 40.0 338 0.0 0.7 377 50.7
Imphal 18.8 75 405 74 158 18.8 376 478 |
Bishnupur 56.5 142 173 28.8 43 34 304 599 |.
Meghalaya™ " . T
East Garo 60.8 508 219 432 00 0.0 47 254
Jaintia Hills 333 50.0 55.5 65.6 0.0 0.0 333 3.2
Wesl Khasi. 50.0 00 50.0 0.0 0.0 00 0.0 100.0
Mizoram
Chhimiuipur 50.0 785 166 214 00 71 416 214
Nagaland™ ) .
Makokchung 76.2 458 ‘55.8 554 00 04 189 8.2
Phek 18.7 56.9 23 16.9 00 0.2 80.4 42.1
.| Wokha 745 624 512 379 0.0 0.0 172 331
Sikkim"
East Sikkim 61.7 51.0 16.1 574 14 0.0 26.4 255 |
South Sikkim 833 868 20.8 40.0 0.0 6.6 166 66 |
Tripura" . -
South Tripura 275 10.3 10.3 34 0.0 00 655 86.2
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TABLE 4
PERCENTAGE DISTRIBUTIONS RESPONDENTS BY THEIR
KNOWLEDGE ABOUT CURABILITY OF RTI.IN NORTH-EASTERN STATES OF INDIA

Curable Not curable Do not know
State/District Males Females Males Femades Maes Females
Arunachal Pradesh
Lower Subansiri 35.7 26.3 214 52.6 42.8 21.0
Tirap 50.0 0.0 25.0 57.1 25.0 42.8
Chang lang 40.0 60.0 40.0 40.0 20.0 0.0
Lohit 36.1 66.6 41.6 20.0. 22.2 -13.3
Dibang 50.0 48.0 25.0 16.0 25.0 .36.0'
EastSiang 37.7 37.9 40.0 379 22.2 24.1
West Kameng 52.9 8.3 235 0.0 235 91.6
Assam
Barpeta 79.2 711 3.6 7.6 17.0 211
Cachar 68.7 65.4 104 8.3 20.8 26.2
Dhemgji 70.0 56.0 0.0 12.0 30.0 32.0
Dibrugarh 82.3 475 0.0 42.3 17.6 10.0
Golaghat 40.0 33.0 30.0 52.7 30.0 14.2
Jorhat 81.8 83.0 6.8 5.0 11.3 11.8
Karbi Anglong 54.8 36.9 6.1 4.6 38.9 58.4
Marigaon 57.1 46.9 14.2 36.7 28.5 16.3
Nalbari 73.3 63.1 3.3 0.0 23.3 36.8
Sibsagar 0.0 22.2 50.0 30.8 50.0 46.9
Sonitpur 75.0 57.4 25.0 40.4 0.0 21
Tinsukia 70.4 20.0 49 0.0 24.5 80.0
M anipur
Chandel 35.0 56.5 20.0 21.7 45,0 21.7
Ukhrul 44.4 47.0 22.2 13.2 33.3 39.7
Senapti 44.4 59.1 155 9.8 40.0 30.9
Imphal 73.2 88.2 0.9 15 25.7 10.2
Bishnupur 26.0 63.0 17.3 105 56.5 26.4
M eghalaya
East Garo 65.2 74.5 10.8 14.4 239 11.0
Jaintia Hills 77.7 75.0 11.1 6.2 11.1 18.7
West Khasi -100.0 0.0 0.0 0.0 0.0 100.0
Mizoram
Chhimtuipur A41.6 14.2 25.0 14.2 33.3 714
Nagaland
Makokchung 74.7 80.9 9.7 9.4 155 9.6
Phek .68.7 52.3 22.6 13.3 8.5 34.3
Wokha 35.7 284 24.1 29.3 40.0 42.2
Sikkim
East Sikkim "66.1 65.9 16.1 6.3 17.6 27.6
South Sikkim 62.5 86.6 20.8 6.6 16.6 6.6
Tripura
South Tripura 41.3 41.3 10.3 13.7 48.2 44.8
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Prevalence of RTls

The extent of gap between the level of knowledge (awareness) and
prevalence of RJI in the districts of north-eastern States of Indiais presented in Table
6. A wide gap between knowledge and prevalence of RTI in both males and females
has been observed. The magnitude of gap is higher among the females than the
males. Even among males, in 22 districts the prevalence rate of RTI was higher than
the level of knowledge and the prevalence rate was higher than their level of
knowledge among females in 24 digtricts. Though the number of districts does not
differ much between males and females in terms of gap between knowledge and
prevalence of RTI, the magnitude of gap is much higher among the females than
males. Mention may be made of districts like South Tripura, Chhimtuipur, Dhemaji
and Changlang for females while in the districts of Chandel and Marigaon, the
relative gap was much higher for the males.

Figures presented in Table 5 reveal that at least one problem of RTI was
more common among women as compared to men in almost all the districts of
north-eastern States of India. However, a few districts namely; Tirap in Arunachal
Pradesh; Dibrugarh and Nabari in Assam, East Garo and West Khas in
Meghalaya./and Makokchung and Wokhain Nagaland where at |east one problem of
RTI was more common among men as compared to women.

CONCLUSION

Males and females had a higher level of awareness of RTI only in 11 and 9
districts respectively out of the total of 34 districts in the north-eastern States of
India. This gives a strong policy implication that more awareness programmes should
be taken up to propagate the messages on RTIs and its associated risks in the region.
Health seeking behavior by women needs to be improved by making the services
easily availableto them at alower cost.

It would also be better if the RTI and family welfare services are combined
for the benefit of women in the region which would help them in the long run. To
achieve this; in addition to the existing health care facilities, additional specialised
centres may be opened up in the districts to provide quality care. Therefore, both
government and non-government organisations should work together to make people
to come out for seeking health for themselvesto avoid these kinds of problems.
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TABLE S5
PERCENTAGE DISTRIBUTION OF RESPONDENTS HAVING RTI PROB
IN THE NORTH-EASTERN STATES OF

INDIA
Having at least one problem of RTI
State/District Male Female
India 12.3 29.7
Arunachal 13.3 20.6
Pradesh
Lower 19.1 27.8
Subansiri
Tirap 5.7 2.8
Changlang 12.6 30.1
Lohit 14.1 191
Dibang 5.8 23.0
East Siang 13.3 14.6
WestKameng 7.3 17.1
Assam 15.1 28.5
Barpeta 3.8 10.9
Cachar 125 49.6
Dhemaji 7.9 31.7
Dibrugarh 28.1 154
Golaghat - 41
Jorliat 159 29.0
Karbi Anglong 12.2 14.7
Marigaon 234 24.3
Nabari 7.6 225
Sibsagar 16.1 7.0
Sonitpur 11.0 225
TinsukVa 2.6 28.3
Manipur' -12.7 23.6
Chandel 28.0 28.3
liurul 17.7 25.0
Senapati 124 215
Imphal 111 23.1
Bishnupur 194 33.2
Meghalaya 85 26.6
EastGaro 11.0 7.0
Jaintia Hills 3.3 -6.4
WestK hasi 15.7 -1.1
Mizoram 10.2 36.4
Crihi'mtuipur 16.9 39.8
Nagaland 14.3 16.5
Makokchung 235 188
Phek 159 28.6
Wokha 14.6 55
Sikkim 8.7 11.3
East Sikkim 9.5 12.2
South Sikkim 4.7 120
Tripura 151 39.8
South Tripura 18.7 49.9
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TABLE 6
PERCENTAGE DISTRIBUTION OF GAP BETWEEN KNOWLEDGE AND
PREVALENVCE RATE OF RTI IN NORTH-EASTERN STATES OF INDIA

State/District Gap between knowledge and prevalence rate
of RTI
Males Females
Arunachal Pradesh
Lower Subansiri -15.9 -25.9
Tirap 4.2 2.1
Changlang -11.9 -29.6
Lohit -9.4 -17.6
Dibang -1.0 -20.4
East Siang -7.7 -11.7
West Kameng -38 -15.9
Assam
Barpeta 22.6 3.3
Cachar 39.3 -16.5
Dhemaji -2.7 -29.1
Dibnjgarh 25.0 8.1
Golaghat 62.5 26.2
Jorhat -1.0 -235
Karbi Anglong 17.7 -1.7
Marigaon -21.1 -19.8.
Nalbari 194 -20.7
Sibsagar 15.9 1.6
Sonitpur -9.8 -18.0
Tinsukia 55 -27.3
Manipur
Chandel -24.7 -25.5
Ukhrul -16.4 -17.8
Senapati 4.6 -3.8
Imphal 6.7 335
Bishnupur -14.1 8.4
Meghalaya
East Garo 20 4.8
Jaintia Hills 1.2 -35
West Khasi -15.4 -1.0
Mizoram
Cnfoimluipur -15.0 -38.5
Nagaland
Makokchung. 35.7 63.6
Phek 18 125
Wokha 26.2 20
Sikkim
East Sikkim 20 -7.6
South Sikkim -1.6 -10.7
Tripura
South Tripura -14.3 46.9
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ATHTIC: oTed AN HhHOT (SMREIRNS) @ ST AiF bR
@ HAHHON AT A AT INT TAT (FAT HHH), 3f<ioid A
HHHOT TAT oI AR HAHHOI Bl FHeaR fHam S & | IdH reaa
gRT I8 Ual gefl 7 & (1) 9Rd & IcTR—gdl ¥R & [Tl 7 Uoi=+
AR AT & N H GRu] oIl AlRerail QI H SITHHRI 6l R 984
%H g 741 2 | (1) 31mer ueen, g qer Rifded & Rt # solagife
ST T FHFER U= GHUT TAT AfeeTistl &Il & Ty uoi= qriia
HHAT & qR H G SUST BRI BT 9= Gra o, (1) rferaprer
RTell § SITTR Yaul Ud AfRersil §RT A9 Hgard ®I Usi=- A
AT BT X AEA A7 7471 A, (IV) J6% SwRaTdRll &7 3ffdd
IUTT 3194, ¥l H PBIBR, SIREIC Tl AN, AR H HAIT,
HETeR H ST UBTS! JoIT Uf¥erd WY, ARTICIvSH HIhIgI TofT arRar
FITH] DI AT AT, S GST1 AN HBHUT bl BT Teb UHE BRI
o7 | T (V) g9l Ud Afeerell |Hl § gor dnfia Hhavr & R §
S T 9T H 9gd TRl Uil T o, il Aferali H e
oAqT |
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SATISFACTION OF PATIENTS ATTENDANTS
IN THE PAEDIATRIC WARD OF |.G. MEDICAL COLLEGE, SHIMLA

S. Sharma*

ABSTRACT

This survey on the satisfaction of patients attendants was carried out
during May-June 2003. Feedback was obtained from the attendants of the
inpatients using a 22-item interview schedule. In all, 100 attendants of the
inpatients were interviewed excluding the child attendant Overall level of
attendants' satisfaction was found to be 67.16 per cent. Jtem-wise score showed
that the least mean score for the attitude of sweepers was 6.92 and the highest
sco/e was 1.78 for the visitorspolicy. It was seen that while 66.66 per cent of the
attendants belonging to the business community were fully satisfied with the
opportunity to talk to the doctors, the same percentage of farmers expressed
dissatisfaction with regard, to the'information on the illness of their respective
patients. The findings of the survey can help.the policy makers of the hospital in
further improving the patient satisfaction level in the hospital.

K ey words: Composite score, Satisfaction, Quality of patient care, and Attendants.

Hospitals are meant to deliver quality health care services to the entire
community irrespective of age, sex, caste, creed or colour. Different types of medical
and para-medical personnel ranging from highly skilled to unskilled contribute
towards patient care. While availing of health care services during their stay in the
hospital, the patients and their attendants frame the image of a hospita whether it is
good or bad.

Patient satisfaction is an. important indicator to measure the quality of health
care services being provided to the patients by the hospitd. In Shimja, Himachal
Pradesh, both government and private hospitals are providing health care services but
I.G. Medical College and Hospital is the State's pioneer ingtitute that caters to a
maximum number of referred cases and the local population of Shimla.

*Assistant Professor, Department of Community Medicine, IG Medical College, Shimla,
Himachal Pradesh. E.mailfdrsavita shaf ma@yahoo.com.
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OBJECTIVE

This study was- undertaken during the month of May-June 2003 in the
Paediatric Ward of 1.G.M.C., Shimla, to measure the level of satisfaction of the
patients' attendants with the hospital services and to correate it with ther
characteristics.

METHODOLOGY

100 attendants of the inpatients who stayed in the hospital for four days or
more in the paediatric Ward of 1.G. Medica College and Hospital were selected as
the sample respondents of the study. An interview schedule consisting of 22 items
was developed to measure the level of satisfaction of the attendants who formed the
core part of the survey. Twenty items were grouped into five main categories such as
(i) Access, availability convenience; (ii) Communication; (iii) General satisfaction;
(iv) Inter-personal aspects; and'(v) Technical quality.

Response- to each item was .obtained with the help of a 3point rating scale-
0, 1 and 2. O wasfor totally dissatisfied, 1 for mildly/partialy satisfied and 2 for fully
satisfied. Thus, a respondent could score a maximum of 44 and a minimum of '0".
Opinion from the attendants was sought in local language regarding the hospita
services. In order to avoid any interference in attendant's response to items in the
guestionnaire, information regarding socio-demographic data like education,
occupation, nature of residence (urban/rural) was also taken into consideration.

FINDINGS

The paediatric ward is situated on the fourth floor of the new building
complex. In total, there are 60 beds of which 13 beds each are in the diarrhoea,
general and ICU section, 10 beds each in cardiology and nursery and one bed is jn.the
isolation room.

Since paediatric ward, was considered for the study, the child patients
admitted in the ward could not be interviewed but their attendants were interviewed.
Out of the total of 100 attendants, 44 were males and 56 were females. Only 8 per
cent of the respondents were illiterate and the others were literate. It was found that
63.63 per cent of males and 39.29 per cent of femal e attendants had a qualification of
matriculation and above (Table 1).
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TABLE 1
DISTRIBUTION OF PATIENTS ATTENDANTS ACCORDING TO THEIR

SEX AND LITERACY STATUS
Sr. No. Literacy | Males % Females % Total %
1 llliterate 4 9.10 4 7.14 8 8
2 Primary 5 11.36 21 37.5 26 26
3 Middle 7 15.91 9 16.1 16 6
4 Matric 8 18.18 10 17.86 18 18
5 Higher 20 45.45 12 21.43 32 32
Total 44 100 56 100 100 100

The item-wise distribution of responses shows that the attitude of sweepers
(mean score 0.92) was the highest level of dissatisfaction among the attendants. Only
20 attendants were observed to be fully satisfied with the attitude of the sweepers.
Most of the respondents were found to be highly satisfied With regard to the visitor's
policy (mean score of 1.78). Not a single attendant reported that he/she was fully
satisfied with the overall hospital services (Table 2).

The overdl level of satisfaction was 67.16 per cent (Table 3): The average
composite satisfaction score was 29.55 against a maximum possible score of 44. The
respondents highest level of satisfaction was with the technical quality (71.75%)
whereas communication of the medical and para-medical personnel with the patients
and their attendants was found to be the low level of satisfaction (58%).

54.54 per cent of the urban people were satisfied with the opportunity to talk
to the doctors as compared to 14.28 per cent of rural people. llliterates were neither
satisfied with the opportunity to talk to doctors nor with the information regarding the
illness of patients. People belonging to the business community had the highest level
of satisfaction with regard to the opportunity to talk to the doctors and getting
information regarding the illness of patients (Table 4). Table 5 shows that 16
attendants reported that they-were fully satisfied with the opportunity to talk to the
doctors and 20 were fully satisfied with the information regarding the iliness of their
patients while only 12 attendants were satisfied with both. The association was found
to be statisticaly significant. Out of 44 respondents who were dissatisfied/partialy
satisfied with the attitude of sweepers, 32 patients were also dissatisfied/partialy
satisfied with the cleanliness of toilets. Association between ‘influence and kind of
medical treatment was not found to be statistically significant. Out of 32 attendants
dissatisfied with the promptness of response given by the nurses, 26 were also
dissatisfied with the nurses behaviour.
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TABLE 2
ITEM-WISE DISTRIBUTION OF RESPONSES GIVEN BY PATIENT'S

ATTENDANTS
Items 0 1 2 Mean [Rank
SCOre  |score  |score  [score
1. Access, availability and convenience
i) Location of the hospital 12 54- 34 1.22 12
ii) Admission to the hospital 5 20 70 160 |4
iii) 1st. Experience in the ward 2 46 52 1.50 5
iv) Influence of 'pull’ on medical care .8 48 44 1.36 9
II. Communication
i) Opportunity to talk to doctors 4 64 32 1.28 10
ii) Use of medicd terms and their|0 84 16 1.16 14
explanation
iv) Explaining reasons for conducting|4 88 8 1.04 16
medical tests
IIl. General satisfaction
i) View about visitors' policy 2 18 80 1.78 1
ii) Cleanliness of toilets 24 40 36 1.12 15
i) Linen 12. 48 40 128 |10
iv) Food 4 54 42 138 |8
iv) Quietness in hospital 3 69 28 1.25 11
vi) General cleanlinessin wards 12 56 32 1.20 13
IV. Inter per sonal aspects
i) Privacy 8 44 48 140 |7
ii) Doctors' behaviour 0 36 64 1.64 3
iii) Nurses' behaviour 8 44 48 1.40 8
iv) Promptness of response by nurses 8 56- 36 128 '[10
v) Attitude of sweepers 20 68 12 0.92 17
V. Technical quality
i) Information reqarding illness 2 58 40 1.38 8
ii) Views about kind of medical treatment |0 32 68 1.68 2
iii) Diagnosis made by doctors 8 36 56 1.48 6
iv) Patience shown by doctors 12 56 32 1.20 13
TABLE 3
SATISFACTION SCORE OF PATIENTS ATTENDANTS

Service component No. of Maximum Actual Level of

items possible score score satisfaction
Composite score 22 44 29.55 67.16
Access- 4 8 5.68 71.00
availability-Convenience
Communication 3 6 3.48 58.00
General satisfaction 6 12 8.01 66.75
Interpersonal aspects 5 10 6.64 66.40
Technical quality 4 8 574 71.75
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TABLE 4
CORRELATION OF ATTENDANTS RESIDENCE, OCCUPATION AND
EDUCATION WITH THEIR SATISFACTION REGARDING OPPORTUNITY
TOTALK TODOCTORS AND INFO |RMATION REGARDING ILLNESS

Type No. attendants |No. of fully satisfied patients
of
responded Opportunity |Information/
to
talk to doctors |regarding illness
n % n %
Residence
i) Rura 56 8 14.28 |24 42.85
ii) Urban 44 24 |5454 |16 36.36
Occupation
i) Labourer 16 0 0 0 0
ii) Agriculturist {24 4 16.66 |16 66.66
iii) Service 40 20 |'50 12 30
iv) Housewife (8 0 0 4 50
v) Business 12 8 66.66 |8 66.66
vi) Others 0 0 0 0 0
Education
i) lliterate 8 0 0 0 0
ii) Primary 26 0 0 4 15.38
iii) Middle 16 0 0 4 25
iv) Matric 18 2 11.11 |12 66.66
v) Higher 32 14 (4375 |20 62.50
TABLES5
CORRELATIONS BETWEEN DIFFERENT ITEMS.
[tems Score: Level of
‘0 +1 2 Significance
Information regarding illness,  Opportunities to talk to doctors
'0+1 26 4 *2=12,01
2 8 12 p<. 001
Cleanliness Attitudeo Sweepers
'0+1 32 0 X?=12.12
2 12 6 p<. 001
Kind of medical treatment " Influence of pull
'0+1 10 6 X% = .40
'2' 18 16 P> 05
'Nurses' behaviour Promptness of response by nurses
‘0+1 26 0 X?=30.47
'2' 6 18 P<. 001
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The study reveals that most of the patients attendants were satisfied with the
services rendered by the 'hospital General opinion of patients attendants about the
image of the hospital was graded as good by 44 per cent. 28 per cent of the
respondents viewed the-services of the hospital as of excellent standard and 24 per
cent termed it average.

DISCUSSION

In the present study, out of the maximum possible composite score of 44, the
general composite score was found to be 29.55 which indicates 67.16 per cent of
satisfaction level. Wide variations are found in patients' satisfaction level in different
studies carried out in different parts of the country. The results of the present study
are to some extent similar to a patient satisfaction survey conducted by Mahapatra et
al; wherein the over all level of satisfaction was about 65 per cent in contrast to a
similar study in a teaching hospital of Delhi where satisfaction level of patients was
84.79.

In the current research, attendants of the patients in large numbers were
found to be quite satisfied with the kind of medical treatment they were getting,
though the information-given to them about the illness of their respective patients
was less. This could be due to the fact that telling patients or their attendants about
the illness is till not given importance. There were six questions under the category
'‘General Satisfaction'. Views about visitor's policy stood at the highest (mean score
1.78) as compared to cleanliness of toilets, wards and linen, etc. It means that
majority of patients' attendants did not feel the need of too many visitors in the
hospital. Under this category, cleanliness of toilet was at the lowest mean score
(1.12). The findings of the present study also reveal that 32 per cent of the attendants
were fully satisfied with general cleanliness in wards and 40 per cent with linen as
compared to only 85 per cent and 66 per cent respectively in a Corporate Hospital in
New Delhi.

Mgjority of the respondents (64%) were satisfied with the doctors behaviour
in comparison to only 48 per cent with the nurses behaviour. Similar findings were
also observed in a study where 63.3 per cent and 45.5 per cent of the patients found
the services of doctors and nurses as excellent. Regarding opportunity to talk to the
doctors, 32 per cent of the respondents were fully satisfied while 4 per cent very
much dissatisfied. Association between opportunity to talk to the doctors and
information regarding the illness of the patient was highly significant and the
findings are comparable to a similar study. Mgjority of the
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attendants were partially satisfied with the medical terms used by the doctors (84%)
and reasons for conducting medical tests and their explanation (88%). It has been
observed that 40 per cent of the attendants were fully satisfied with information
regarding illness in contrast to 94.97 per cent patients who were very much
dissatisfied in another study.

The study findings revea that only a few attendants of the patients were
dissatisfied with the location of the hospital, admission to the hospital and first
experience in the ward and effect of influence of pull on medical care. Statisticaly,
significant association was; found between items like opportunity to talk to the
doctors and information regarding the illness of the patient, attitude of sweepers and
cleanliness of toilets and promptness of response given by nurses and their behaviour.
Whereas association was found to be insignificant with regard to influence of pull
and kind of medica treatment. General opinion of patients about the image of the
hospital was good and most of the patients were seemed to be satisfied with various
services.

Patient satisfaction surveys done in hospitals from time to time can further
improve the quality and. quantity of health care services which in turn raise the
standard and image of the concerned hospitals and the hospital administrators can
judge themselves by evaluating their merits and flaws. Such surveys can sensitize
the hospital staff and administrators to take steps to improve the patient care so
that the patient admitted to the concerned hedth care facility gets the optimal
quality health care services.
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DETERMINANTSOF UTILIZATION OF ANTE-NATAL CARE
SERVICESAMONGST ATTENDEES
INAPUBLIC SECTORHOSPITAL IN DELHI
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ABSTRACT

The cross-sectional study was conducted in an ante-natal OPD of
a public sector hospital in Delhi to study the socio-demographic determinants
of women utilizing ante-natal services and their knowledge regarding
ante-natal care. In all, 500 women attending the ante-natal OPD were
interviewed. Majority of the women (420) were in the age group of 20-29
years, 395 (79%) of them were literate and 218 (43.6%) were primigravidas.
Of the 241 women who had previous deliveries, 150 (62.24%) had delivered at
a hospital, 213 (42.6%) and 273 (54.6%) had received one dose and two doses
of tetanus toxoid respectively. Out of the total 500 of respondents, 263 (52.6%)
were taking iron and folic acid tablets and 237 (47.4%) were not taking it at
ail. 93.4 per cent of the women opined that the ante-natal care was essential
while '1.6 per cent said that it was not essential and 3 per cent did not know
whether it was necessary. In response to a question on the main reason for
choosing a hospital for availing of ante-natal services, 33.4 per cent of the
women stated that it was a large hospital, so they can have good care.

Keywor ds: Ante-natal care, Socio-demographic determinant pregnancy, Iron tablets
and Awareness.

Pregnancy is a physiological process but it predisposes women to severa
health hazards. Thus, routine checks are highly desirable to avert the potentially
serious complications that' may occur during pregnancy: The recommended context
of antenatal care has three" main categories; (i) Assessment including history taking,
physical examination and laboratory tests to identify problemsor risk factors; (ii)
Health promotion- advice on nutrition, planning birth, information on danger and (iii)
Care provision- |FA tablets, Tetanusimmunisation, record keeping, €etc.

*Assistant Professor, **Sr-Resident, ***Professor; Departments Community Medicing;
Vardhaman Mahavir Medical College and Safdarjung Hospital, New Delhi-110029.

154



OBJECTIVES

The basic objectives of this study were to - (i) identify the socio-demographic
determinants of women seeking ante-natal care; and (ii) find out the reasons for
seeking health care by them in a public sector health facility.

MATERIALSAND METHOD

The cross-sectional clinic-based study was conducted during December
2003-February 2004 in an ante-natal OPD of a public sector hospital in Delhi. 500
women availing of the services of the ante-natal’ OPD of the hospital were
interviewed as the sample respondents. The .first ten-women attending the antenatal
OPD were included as the sample subjects on daily basis for a period of 50 days. A
pre-tested questionnaire was used to obtain information on their socio-demographic
variables. Information was aso collected on their knowledge of antenatal care and
health seeking behaviour concerning pregnancy. Data, thus, collected were analyzed
by using EXCEL software. A value of less than 0.05 was considered statistically
significant.

FINDINGS
Socio-demogr aphic Profile

The study results found that majority of the women (84%) was in the age
group of'20-29 years. 34 (6!8%) of them were in the under-19 age group". It'was
seen that 395 (79%) of the women were literate while 105 (21%) wereilliterate. Out
of the total respondents, only 5.6 per cent was employed while the rest 94.4 percent
was housewives. It was seen that 441 (88.2%) were Hindus by religion; 49 (9.8%)
were Muslims; 4 (0.8%) were Christians and 6 (1.2%) were Sikhs (Table 1). Based
on the MC Gupta per-capita scale, the findings showed that 28.8 per cent of the
women belonged to the upper class, 39.2 per cent to the upper-middle class; 28.8 per
cent to the lower middle; 1.8 per cent to the upper lower and 1.4 per cent belonged to
the lower class.

Primigravidas constituted 43.6 per cent women whereas multi-gravidas
constituted 56.4 per cent. Out of the 282 women in multi-gravidas, 41 women had
history of previous abortion. Nearly half of the women (45.2%) had one or two living
children, and only 1:4 per cent had three or more living children. Of the.241 women
who had previous deliveries, 62.24 per cent had delivered in a hospita
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while 37.76 per cent had delivered in home. Statistically, a significant association
was found between the place of delivery and literacy status of the women (p<0.05).

Health Seeking Behaviour

Regigtration: The study observed that 200 women had registered themselves at a
health care facility in the first trimester; 261 (52.2 %) in the second trimester while
39 (7.8%) women had registered in their third trimester. Of those who had registered
in the first trimester, 88 per cent were literate and thisis significant at < 0.001.

Distance: It was observed that 25 per cent of the total women resided within 5 km
radius of the health care centre while the remaining 75 per cent of the total subjects
resided beyond -5 km distance from the hospital. For the 291 women respondents,
hospital was thefirst level of contact. Out of the rest 209 women, 102 (52.15%) were
referred from- various hospitals, 62 (29.6%) from private practitioners, 21 .(10%)
from maternal and child health centers,. 14 (6.6%) from dispensaries and 10 (4.7%)
from registered medical practitioners.

Immunisation and Consumption of Iron Tablets: With regard to their current
pregnancy, 2.8 per cent of the respondents had not received even a single dose of
tetanus toxoid while 42.6 per cent had received one dose and 54.6 per cent had
received two doses of tetanus, toxoid. Further, it was found that.263 respondents
were taking iron and folic acid tablets and 237 respondents were not taking iron at
al. Further it was seen that a total of 70.8 per cent of the respondents had been
prescribed jFA tablets by their respective doctors during their previous visits. From
amongst.the women prescribed to take IFA tablets, 69.49 percent were taking iron
tablets and 30.51 per cent were not taking IFA tablets at all. The reason for not
consuming the iron tablets given by a majority of the women (45.4%) was that they
forgot to take the tablets. 25 percent of them, said that they had constipation, 17.6 per
cent sample respondents did not like the taste and 12 per cent women said that since
pregnancy was a natural process, -iron was not needed. The consumption of iron
showed a dtatistically significant association with the .literacy status of the, women
(p<0.01) (Table 1).
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TABLE 1

SOCIMEMOGRAPHIC DETERMINANTS FOR SEEKING HEALTH CARE AMONG ANC ATTENDERS

Registration of pregnancy N=600 Tetanus toxoid N=500 Iron folic acid Place of previous
*N=50Q 'delivery (N=241)
First Second Third 0 1 2 Nil Taken Home |Hospita
trimester -trimester trimester
200 261 39 4 213 273 237 263 91 150
(40) (52.2) (7.8 (2.8 (42.6) (54-6) (47.4) (52.6) (37.76) (62.24)
M aternal age
<19 (N=34) 14(7) 17(7) 3(8) 1(7) 19(9) 14(5) 21 (9 13(5) 2(2) 1(1)
20-29 (n=420) 164(82) 223 (85) 33(84) 13(93) 171(80) 236(86) |199(84) [221(84) |78 (86) 123(82)
> 30 (n=46) 22(11) 21 (8) 3(8) 0 23 (11 -23(9) 17(7) 29(11) 11(12) 26(17)
M ater nal education
llliterate (n=105)  [24(12) 64(25) 17(44) 2(14) 50 (24) 53 (19) 63 (27) 42(16) 32*.(35) [34(23)
Literate (n=395) . 176(88) 197 (75) 22(56) 12(86) 163(76) 220(81) |174(73) 221(84) |59 (65) 116(77)
M aternal occupation
Housewife (472)  [183(91,5) 252(97) 37 (95 10(71) 203 (95) |259(95) 227(96) |245(93) [87(95) 139 (93)
Employed (28) 17(8.5) 9(3) 2(5) 4(29) 10(5) 14(5) 10(4) 18(7) 4(5) 11(7)
No of living children
N=233 79 (33.9) 132 (56.7) 22 (9.4) 6(3) 112(48) 115(49) 107 (46) [126(54) [87(37) 146(63)
1 (n=163) 64(81) 86(65) 13(59) 6(100) 71(63) 86 (75) 81 (76) 82 (65) 60 (69) 103(70)
2 (n=63) 15(19) 40 (30) 8(36) 0 38(34) 25(22) 3(21) 40(32) -24(28) 39(27)
>3(n=7) 0 6(5) 1(5) 0 3(3) 4(3) 3(3) 4(3) 3(3) 4(3)
Type of family
Nuclear (n=228) 86 (43) 117(45) 25 (64) 8(57) 103(48) 117(43) 125(53) [103(39) [50(55) 77(51)
Joint (n=272) 114(57) 144(55) 14 (36) 6(43) 110(52) 156(57) 112(47) 160(61) |41 (45) 73(49)

Chi-sguare is statistically significant at p < 0.05

Figures in parentheses indicate percentage.
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Knowledge on Ante-natal Care

Responding to question whether ante-natal care was essential and about the
components of ante-natal care, 467 women responded in the affirmative while 8
viewed that ANC was not necessary. The findings show that 109 subjects did not
know what ante-natal care was. The results further show that while 15.2 per cent of
the total respondent women had come to the hospital for availing of information,
advice from the doctor on precautions to be taken 7.8 per cent told that they visited
the hospital to know about ‘care during pregnancy (Table 2).

TABLE 2
KNOWLEDGE ON COMPONENTSOF ANTE-NATAL CARE
AMONGST ANC ATTENDERS
Sl. no. |Knowledge about components of antenatal care |[Number (%)
1 Examination by doctor 206 (41.2)
2 Information, advice and precautions 76(15.2)
3 Taking medicines 80(16.0)
4 Taking injections 69(13.8)
5 Problem solving 48 (9.6)
6 Care during pregnancy 39(7.8)
7 Undergoing laboratory tests 11 (2.2)
8 Relief from pain 7(1.4)
9 For good health of baby 6(1.2)
10 Don't know 109(21.8)

Reasonsfor Visiting Hospital

Replying to a question on the reasons for seeking ante-natal care at atertiary
level hospital, 33.4 per cent of woman said that it was a large hospital and better
ante-natal care would-be provided: 17.8 per cent of the respondents informed that
they had come due .to peer group influencewhile 14.2 percent stated that they had
come for routine check-up. Interestingly, only one woman said that she had come to
the hospital so that she could'again avail of the services of the hospital in case of an
emergency concerning the pregnancy and eight women replied that they did not
know why they had come to the hospital (Table 3).
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TABLE 3
REASONS GIVEN BY ANC ATTENDERS FOR VISITING A HOSPITAL

S. No. Reasons for visiting a hospital Number (%)
1 Better care because it is a large hospital 167 (33.4)
2 Peer group influence 89 (17.8)
3 Referred by other doctors 59(11.8)
4 Routine check-up 71.(14.2)
5 For delivery in a big hospital 51(10.2)
6 Close proximity to place of residence 46(9.2)
7 Had sought services previously 43 (8.6)
8 Free services 42(8.4)
9 Know someone from the staff 16(3.2)
10 Problem solving and relief from pain 14 (2.8)
11 Can come in case of an emergency 1(0.2)
12 Don't know 8(1.6)
DISCUSSION

In the study, it was found that a majority of the women, 84 per cent, werein
the age group of 20-29 years and 6.8 per cent had teenage pregnancies. This is a
matter of serious concern. Though the average age at marriage has advanced to 18.3
years and the legal age at marriage is 18 years but there were teenage pregnancies.
This reflects that.we must have programmes in place to address the adolescent issues.
The young girls and their parents should be provided with adequate knowledge about
the affects of early pregnancy.

The study further found that-395 of the women were literate while 105 were
illiterate. Accordingto the 2001 census, the literacy rate for femalesin Dehi stands
at 75 per cent against the national average for females at 54.16 per cent. Sinceit is
largely.an urban tertiary hospita in Delhi, the literacy rate of the women is
comparable with the State statistics.

Of the 241 women who had previous ddliveries, 62.24 per cent of them had
delivered in hospitals While 37.76 per cent had home deliveries. This shows a
significant association between the literacy status of women and their literacy level
(p<0.05). Inastudy on status of reproductive health among women in rural Meerut,
it has been observed that 92 per cent of the women had home deliveries. This
difference could be due to the fact that the study was conducted in a rura setting
whereas the present study was conducted in atertiary care hospital in Delhi.
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From the 500 women respondents, only 40 per cent was found to have
registered themselves during their first trimester of pregnancy whereas the
reproductive and child health programme stresses on early registration of all antenatal
cases. An early intervention can lead to safe pregnancy and safe childbirth. The
findings of a previous study in south India shows that 56 per cent of the women had
registration in their first trimester while another study reveals that 12.4 per cent of
women had got themselves registered during their first trimester. The study by
Matthews et a was conducted in South India with a better-literacy rate explains the
higher percentage of registrations in comparison to the findings of the study by
Chopra et al which was undertaken in rura Meerut where literacy level among
women-could be comparatively lower.

In the present research, 75 per cent of the ANC women attendees were those
who resided beyond a distance of 5 km from the hospital and 25 per cent resided
within 5 km radius of the hospital. Sincelhis is a large hospital, it caters to a large
public and acts as areferral centre for neighbouring States as well.

One of the findings of the study showing that for 58.2 per cent of women, the
hospital was the first level of contact which reflects the poor infrastructure of health
careservices in the country. -Women coming from far off areas came for routine
check-ups which could easily be done at the health-care .centres close to their homes.
The load-of routine patients could be reduced to a greater extent by which the
tertiary.hospital could.cater to high-risk cases and providebetter health care services.

In the present study, 263 women were taking iron and folic acid (IFA) tablets
and 237 of the respondents were not consuming iron tablets at all. It was found that
only 70.8 per cent of the respondents had been prescribed IFA tablets by their
respective doctors during their previous visits.  From amongst the total ANC women
attendees who were prescribed toxonsume IFA tablets during their previous visits,
69.49 per cent of them reported that they were taking the iron Itablets as prescribed
by the doctors. Matthews et al has reported that 85 percent of his subjects consumed
iron. Whereas Sinha et al in their study on evaluation of MCH services in West
Bengal, reported that only a smalksection of mothers (12.7% to 23.7%) consumed
100 or more IFA tablets during pregnancy. In the istudy by Chopra et d, it has been
observed that only 31.4 per cent of women in their study had consumed iron
prophylaxis. It is a matter of concern that though two-third of pregnant women
in-trie developing countries are anaemic and the findings of the current study on the
number of women not taking iron supplements
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is not satisfactory. This needs an introspection by the headth programmers and
counselling services must be there for the pregnant women in our health promotional
activities. Pregnant women must be clearly explained about the benefits of iron
supplements and they could, be encouraged to consume iron to avoid anaemig;
Alternate preperations of iron can also be madeavailable in the form of syrup for
increased compliance.

Knowledge of Ante-natal Care

Ante-natal visits play a critical role in preparing a woman and her family for
proper child birth. ANC service providers a platform to establish a confidence
between the pregnant woman and the health care providers and the health care
providers inform the pregnant woman about proper mother and child care.

In the present study, a large number (21.8%) of women stated that they did
know nothing about it. This, finding emphasizes on the fact that widespread
awareness on ante-natal care should be enhanced and the women should be well
informed about all the components of ante-natal care and their benefits.

In the present study, 33:4 women pointed that they came for better care as it
was a large hospital, 17.8 per cent said that they came due to peer group influence,
14.2 per cent came for routine check-ups and only 2.8 per cent responded that they
had come to the hospital for some pregnancy-related problems. Whereas, Matthews
et a has reported that 93 per cent of the women in his study came for routine
check-ups and personal problem care, whereas 63 per cent came only for routine
care.

According to WHO, 75 per cent of maternal deaths are avoidable. Though
major complications can strike, unpredictably, planning for delivery is as important
as pregnancy. When asked in detail, why the subjects visited a hospital, one-third
(33.4%) of them responded that they came to the hospita as they thought care would
be better as it is alarge hospital. Only 10.2 per cent expressed that they had come-to
the hospital only for registration of pregnancy and .with the help of the registration
card, they could come to the hospital for delivery. This paradoxin whichhealth careis
important for childbirth but not during pregnancy is embodied in a mgority of
women's primary reason for seeking antenatal care in the hospital.
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CONCLUSION

The present study has brought to light some important aspects of health care
seeking behaviour of women during pregnancy. It has established that
education/literacy has significantly a positive impact on the behaviour of the ANC
women attendees. A crucia 6.8 per cent of the ANC attendees were teenagers which
emphasi zes the need for improving health awareness among the masses to follow the
right age at marriage and motherhood. This can aso be a part of the school curncula
that can educate the adolescents who are the potential mothers and fathers. Certain
programmes must have to be undertaken to address the issues concerning adol escents
to prevent such instances of under-age marriage, teenage-pregnancy, etc. in future.
Though the health care facility under study is not truly a referral hospital and caters
to alarge population, better services could be provided if it only caters to the most
needy in terms of health risks. This surely indicates that health care infrastructure
facilities should be developed in primary headth care facilities so that a least
ante-natal care can be provided close to the homes of the. people. Steps must: be
initiated so that more women could be encouraged.to register during their first
trimester. The study findings also suggests for proper counselling'to the targeted
women to prevent anaemia by improving the consumption of iron and folic acid
tablets and better self-care for a safe delivery.

Lk

JAIYd HATRAT BT STANT TR & IR H AN & AT TH—STI D]
fReriRep! qer yaqqd gRerdt Faedl I 9 & IR H Aeud« B & fory facel
& U GG~ &5 RIS & Uh YFdYd diexaT IR0 fO9RT H i R
eI Herrferd fhar a7 o | yHg—gd i< IR f9RT H |Fa] U R &
T S 916l |t 500 ARSI BT AEARDR [HAT TAT AT | T A feHIeT
AiZTST (420) 20—29 Y & MY H off, ITH 395 (79%) AfRATY &R off qer
218 AT (43.6%) WA WRIAT off | 591 241 AIZSATSI BT UG BT TAT o,
I 150(62.24%) ARATSI BT U IRUAT H HRIAT AT AT | 213(42.6%)
273 (54.6%) AR BT TS STHRAZS Y HH: b qAT & SIoT o TS oY |
H 500 ITRGTAT3N H H 263 (52.6%) AZAR] IMRRA Td Hifeld YRS @l Mot
BT AN BR 2T oY ToT 237 (47.4%) 5 fdodel ol of <&r o7 | 93.4 Ufrerd
Afgelrell gR1 I8 faaR e fbar 1 & yaa—gd aRel e o, safe
1.6 UfaRra Al & AR I8 fdeqat ffard 21 off qerm 3 ufcrerd Afgeiy
TE B S ol I HAR SMaedd & AT el | UHa—qd U=l |ard ure
PR B olU SIATA BT I B Gl &I BRI & IR H g8 Y U YA

P IR H 33.4 UfAerd AR gRT I8 Scoi fhar a1 {6 va 91 3Rudra
B B dolg I 399 S8 IRl Wt Ut 81 gl © |
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