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These reviews suggest that, social norms and practices can be altered through socially
acceptable and culturally contextualized messages using mass media, mid media and
interpersonal interaction between the frontline health workers and the families and
communities at large.

This publication of Shaping Demand and Practices to Improve Family Health Outcomes:
Findings from a Quantitative Survey, provides the framework of the behaviour change
communication strategy developed on the basis of review of the existing literature and a
BMGF funded analysis of a detailed formative study carried out by the Population Council in
Bihar. This study presents the latest large scale authentic data pertaining to key RMNCHN
indicators in Bihar. The study findings could be used in planning and developing program
strategies. The pathways communication models suggested in the book can be used to fill in
gaps in disseminating knowledge. design communication messages and plan behaviour change
communication management . | hope both researchers and program managers will find equally
useful for them.
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Overview of the Study

M.E. Khan and Kumudha Aruldas

Introduction

The present report provides findings of a large study which was undertaken to generate
comprehensive information on the select eight target behaviors which have direct bearing on the
family health in rural Bihar. The eight selected target behaviors include:

Target behavior 1: Increasing the proportion of deliveries that occur in a facility and
mothers who have access to basic emergency obstetric care (EmOC).

Target behavior 2: Increasing the proportion of safe deliveries at home (including a
skilled birth attendant, clean delivery, birth preparedness and a care-secking plan in case
of complications and/or emergency).

Target behavior 3: Increasing the uptake of preventive postnatal care services for
newborns and mothers (including clean cord care, immediate breastfeeding and early
follow-up of the mother and child).

Target behavior 4: Increasing the practice of skin-to-skin care (STSC)/Kangaroo Mother
Care (KMC) for newborns.

Target behavior 5: Increasing the practice of early and exclusive breastfeeding of infants
during the first six months of life.

Target behavior 6: Increasing the proportion of children (6-23 months) who receive
appropriate complementary feeding (solid or semi-solid food).

Target behavior 7: Increasing the uptake of postpartum family planning methods,
including the Lactational Amenorrhea Method (LAM), to adequately space births.
Target behavior 8: Increasing the rate of compliance for recommended schedules of
child immunization.

The specific objectives of the study were to:

Assess the present status of each of the behavior targets,
Identify the key barriers and facilitating factors to the adoption of these health behaviors,
Suggest how the findings could be utilized for developing a BCC comprehensive strategy.
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This study was funded by Bill & Melinda Gates Foundation (BMGF) and is part of generating
information on various aspects which could be used for developing a comprehensive
communication strategy. Apart from the family health behaviors listed above, other aspects which
have also been studied include: Reach of mass media in rural Bihar, interest of media houses in
(radio, TV, press) partnering to implement communication strategy, role of information
communication technology (ICT); reach of mobile phones in rural areas and how presently it is
being used by the health workers and what role mobile technology could play in implementing
BCC strategy. An attempt was also made to see what various development partners are doing in
Bihar and how their efforts could complement the proposed communication strategy. Finally
future demand for maternal and child health care services was projected to assess whether the
existing system can meet the demand of services increased because of a comprehensive BCC
strategy and various health care imitative undertaken by Government of Bihar (e.g, JSY). Findings
of these studies have been given elsewhere (Khan et al., 2012).

Theoretical Framework

The present report gives findings of last part of the total study based on a formative study
conducted by interviewing a large number of stakeholders like women, their husbands, mothers-
in-law and frontline workers like ASHAs, AWWSs and ANMs. The present study is almost a replica
of the study undertaken in rural Uttar Pradesh (UP) and the findings are given elsewhere (Khan et
al., 2012). The theory of change, Pathways Communication Model, developed under UP study
was found to be a useful tool for collecting a comprehensive dataset was also used in Bihar and is
given in Appendix 1.

Methodology and Sample Size

To gather comprehensive information on behavioral targets and to develop a BCC strategy/plan,
in 2010-11, a formative study was conducted by the Population Council in rural Bihar.

The formative study was conducted in two phases. In the first phase, 317 in-depth interviews
were conducted with family members, health care providers and panchayat members. Qualitative
study was conducted in 24 villages: eight villages each from three selected districts located in three
different regions. (Khan et al., 2012) In second phase, a large household survey was conducted
covering 2,941 households, 2,937 currently married women age 15-34 years who had delivered a
child in three years preceding the survey, 723 husbands, 712 mothers-in-law, 212 accredited social
health activists (ASHAS), 243 anganwadi workers (AWWSs), 137 auxiliary nurse midwives (ANMs),
and staff at 90 government health facilities (primary health centers [PHCs] and community health
centers [CHCs]) from 150 villages in nine districts spread across the nine administrative division
of Bihar.

Apart from this formative study, an independent survey was done during August-September
2010 to assess the reach of mobile phones (ownership and accessibility), whether mobile phones
could be used in the health sector especially for disseminating health related information rural Bihar.
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Household and Community Level Survey

The objectives of the household and community level study were to assess (a) women and
community members’ level of correct knowledge and practice of the eight target behaviors, (b)
impact of the JSY on increasing institutional deliveries and postnatal care among mothers and
newborns, (c) barriers and facilitating factors in adopting desired targeted behaviors, including
availing the JSY incentive for institutional deliveries, (d) exposure to mass media, and (e) best
media mix for alighing messages to reach targeted audiences.

Qualitative Study

The objectives of the qualitative survey were to generate data and understand the decision-making
processes and family dynamics controlling or facilitating adoption of behaviors. Moreover, the
aim was to get answers to ‘why’ certain traditions and practices are followed and to get full stories
of case studies. The qualitative enquiry provides an understanding of the (a) multiple factors that
shape certain behaviors/practices — e.g. the practice of confinement of the mother/newborn
during the postpartum period; bathing the newborn, and giving prelacteal feeds; (b) existing rituals
and traditions; their perceived benefits, significance and impact on target behaviors; (c) reasons for
the non-acceptance or non-practice of desired behaviors and the family’s role in reinforcing
traditional practices; (d) key influencers and decision-makers within the family and the immediate
environment; (€) benefits and challenges of the JSY scheme and the impact of JSY on community
behaviors; (f) why the majority of women leave the health facility soon after delivery; (g) networking
among different frontline workers and their functioning; (h) health care providers’ perceptions of
the benefits of traditional practices; (i) various factors that lead to ‘positive deviants’ and the
sustainability of the process, the role of social capital and self-help groups in the adoption of
target behaviors; (j) quality of services provided at health facilities, particularly preventive care
services and the provision of information; and (h) accessibility and current use of mobile phones
especially in health related issues and its potential role in disseminating health related messages.

Survey Instruments

Questionnaires

For the quantitative data collection, 9 sets of questionnaires were developed: a Household
questionnaire, Women’s questionnaire, Husband’s questionnaire, Mother-in-law’s questionnaire,
Village questionnaire, ASHA’s questionnaire, AWW’s questionnaire, ANM’s questionnaire and
questionnaire for Facility Survey. All the questionnaires were bilingual; with questions in English
and Hindi. Beside experience of conducting similar survey in UP, the overall content and format
of the questionnaires were developed through a series of meetings and reviewed by experts in the
related fields. The data thus generated is quite matching with UP study.
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Interview Guidelines

For the qualitative phase, two sets of guidelines were prepared for key informant interviews
and case studies. The guidelines were prepared in consultation with experts in qualitative research.

Sample Design and Sample Size

A multi-stage, stratified, probability proportional to size (PPS), systematic sampling procedure
was followed for the present study. In the first stage, all the 37 districts of Bihar were ranked and
stratified in 9 strata based on certain socio-economic and developmental parameters. Nine districts
from each of the nine administrative divisions of Bihar were selected keeping their geographical
distribution in mind. As caste and female education have been found to be a critical element in
adopting target behaviors, for the purpose of sampling, these two variables were incorporated in
the sampling procedure to ensure that all educational and caste groups are propetly represented in
the sample. In the second stage, villages in each of the selected districts were stratified in two strata
on the basis of percent SC/ST population. A cut off of 25 percent was chosen considering the
petcentage of SC/ST population in rural Bihat. Villages in each stratum were then arranged in
alternate orders of female literacy. A total of 150 villages were selected through the PPS sampling
procedure. In the last stage, 20 households were selected following systematic random sampling
procedure from each of the 150 selected villages. The 2001 census list of districts and villages
served as the sampling frame. The study districts are shown in the following figure:

Figure 1.1: Study districts

* Quantitative study
w

Qualitative study

Source: Adapted from mapsofindia.com.
Note: Map not to scale and does not depict authentic international boundaries.
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Before selecting a household, a complete household listing exercise was carried out in the selected
villages. For house listing in large villages, the following procedure has been adopted. In case of
PSUs with 250 or less households, all the households were mapped. For PSUs with 251-600
households, the PSU was divided into 2 segments and 1 segment was selected randomly. PSUs
with more than 600 households were divided into 4 segments (radial) and 2 segments were selected
randomly. The boundaries of each study village were drawn to broadly identify the households.

From each household, one currently married woman aged 15-34 years has been selected for
interview. In case the household has more than one eligible married woman, the KISH table was
used to select one woman from that household for the survey.

Sample Size

The sample size for the quantitative survey was estimated using the standard sample size calculation
formula considering at least three ANC as the indicator for calculating sample size, with 95 percent
confidence level, 80 percent power and design effect as 2. Apart from the household survey and
one eligible woman from the selected households, one-third of husbands and mothers-in-law
each were decided to be interviewed. The sample size of the study is shown in the following table.

Table 1.1: Sample size for quantitative and qualitative study, rural Bihar.

Number interviewed

Category of respondents Quantitative study Qualitative study
Households 2,941 NA
Women 2,937 100®
Husbands 723 50*
Mothers-in-law 712 473
Staff at PHCs/CHCs 920 NA
ANMs 137 NA
ASHAs 212 36
AWWSs 243 41
Panchayat members NA 20
Dais NA 23
Total 7,995 317

Source: Population Council, formative study, 2011.

Note: MIL=mother-in-law; ANM=auxiliary nurse-midwife; ASHA=accredited social health activist;
AWW=anganwadi worker; PHC=primary health center; CHC=community health center.

NA= not asked.

@includes 47 home deliveries, 53 institutional deliveries; * includes 20 home deliveries, 30 institutional
deliveries; ¢ includes 18 home deliveries, 29 institutional deliveries.
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Recruitment, Training and Fieldwork

While a survey agency was hired for the quantitative data collection, the qualitative data collection
was done by in house by a team of trained research assistant lead by six experienced Population
Council professionals. The training of the qualitative data collection was done by the Council
professionals and a consultant Bert Pelto, a very experienced medical anthropologist who was also
part of the study team.

Training of interviewers for quantitative survey was conducted jointly by the staff of the Population
Council and senior level staff of the agency. The duration of quantitative training was of 15 days
and the qualitative training was for 7 days. The following steps were taken to ensure quality of
data collection:

e  Review of all questionnaires by selected experts

. Pre-testing before finalization of questionnaires for relevance of questions, translation
and flow

. 100 percent of the filled-in questionnaires was manually checked and 10 percent was
back-checked before the field team left the village

e Two staff member from Population Council was with each team to monitor the progress

and quality of data collection

Data Analysis

The data entry package was developed in CSPro 4.0 software and reviewed thoroughly by
Population Council. The raw data were validated and cleaned to remove possible inconsistencies.
Final data cleaning and recoding of the data into a standard structure was done at Population Council.

Data from multiple sources and respondents helps in understanding the context and in the
triangulation of the data. The quantitative data analysis was carried out in SPSS package. Univariate,
bivariate and multivariate analysis was done to depict the findings and different statistical tests
were applied to validate different hypotheses. Atlas-ti package was used for qualitative data analysis.

Institutional Delivery

Chapter 2 presents how Janani Suraksha Yojana (JSY) has overcome some of the barriers to
institutional delivery. It also provides some insight why despite the incentive money for delivery at
institution some families still deliver at home. The paper also identifies some of the facilitating
factors to institutional delivery, and suggests programmatic and behavior change communication
(BCC) initiatives that could accelerate institutional delivery and increase access to emergency obstetric
care (EmOC) to all women in need of the services.

The paper shows that JSY has accelerated adoption of institutional delivery in rural Bihar; the
percentage increased three folds between 2005-06 and 2010-11. Currently 54 percent of the



Overview of the Study | 7

women prefer institutional delivery and gradually it is increasing. Analysis of the average out-of-
pocket expenses for a normal delivery at any public facility was estimated around Rs. 1,536 which
is slightly more than Rs. 1,400 paid to women under the JSY. The median expense however
indicates that in 50 percent of the cases out of pocket expenses were only Rs.1,200 which is Rs.200
less than the JSY incentive money. This clearly has benefited a lot of poor people who because of
lack of resources to pay for the expenses of institutional delivery earlier preferred delivery at
home. Many of these disadvantaged groups are now availing institutional deliveries and related
other services. This is well supported by the fact that since the introduction of ]SY, the relative
disparity by religion, caste and class has reduced significantly with respect to utilization of various
services and adopting selected healthy behaviors. In other words, the equity issue, which was one
of the central goals of ]SY, is being achieved.

A point of concern as the paper points out is however, lack of readiness of the facilities to
provide quality services. According to the findings of facility survey taken as part of the present
study shows that only 5 of the 90 public health facilities covered, had all basic emergency obstetric
care (BEmOC) services and none were in position to provide comprehensive emergency obstetric
care (CEmOC) services. The increasing workload of institutional delivery due to JSY is making
the situation further demanding. The situation has aggravated by the government policy that JSY
incentive money to woman will be offered only if she delivers at any public health facility. This has
led to a drastic shift of women from private hospitals to public clinics; the ratio of public —
private delivery has changed from 14:86 in 2005-06 to 79:21 in 2010-11. All these indicate that
while institutional deliveries are increasing, unless a simultaneous improvement in infrastructure
facilities and trained human resources takes place, current public facilities will not be able to provide
quality services to many families and emergency obstetric care will not be available to women in
critical condition.

In the second part, the paper tries to identify barriers which despite of the availability of JSY
incentive money for institutional delivery, hold four out of 10 families to continue with the old
practice of home delivery. Atindividual and family level, the key barriers identified include: widely
held perception that if pregnancy is normal no need to go to an institution for delivery (44
percent), perceived high cost of institutional delivery and non-availability of transport especially at
night. The experience of previous practices on place of delivery also has strong bearing on the
continuation of the practice. For example, if the previous delivery was at home and without any
complications, it reinforces their decision next time to deliver at home. Just in contrast, if the
previous delivery was in institution, eight out of 10 families continue to go to institution for next
delivery. Further, in rural Bihar, as in most of the Northern India, most of the women lack
decision-making power and place of delivery is mostly decided by husbands and mothers-in-law
pointing to the fact that family should be the focus for motivational change of their present
behavior. Lack of social capital in form of loan facility to meet immediate delivery expenses or
absence of other family member’s or neighbor’s support to the family during the period women
is in hospital also contribute to the continued practice of home delivery. This is reflected by a
woman’s statement:
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When you deliver at home women from neighbor and [dagrin] women who cut cord to come and help
us. If there is any difficulty, everyone cooperate and come forward to help, unlike being in a hospital
where there are only nurses who most of the time, lock themselves up inside their own room.

(SC, illiterate) (Aruldas et al., 2012, p. 80)

Poor perceptions about public facilities and lack of privacy in labor room, and in some cases
perceived bad behavior of ANM/nurse were also cited as discouraging factors for not going to
public facility for delivery. For example, one woman said:

Athome, delivery happens behind a [putrda| curtain; in hospital anyone can see woman during delivery....
sometimes nurses call a male doctor to check women. So, I do not like to go to a hospital. (High caste,

illiterate) (Aruldas et al., 2012, p. 80)

An analysis of the health system and functioning of ASHA revealed several limitations which also
contribute to limited success of JSY program. For example, analysis shows that delivery preparedness
measured in terms of saving money, deciding in advance about institution where they could
deliver the child or rush in case of emergency and arrangement of vehicle to shift women while in
labor pain, and three or more ANC are critically important determinants of institutional delivery.
ASHAs generally fail to educate women and their family members about these important aspects.
The situation becomes worse because of social and caste differences between ASHA and families
she is supposed to visit. ASHAs do not contact almost half of the families for health promotional
activities in their villages. Most of these neglected families are the most disadvantaged population
groups who belong to scheduled caste, living in isolated hamlets of the village, or minorities living
in clusters. Lack of basic health infrastructure in public health facilities influence postpartum care
of women and new born also. Almost half of the women leave clinics within 6 hours after
delivery and most within 12 hours.

Multivariate analysis shows that apart from three or more ANC and delivery preparedness, other
important factors that influence institutional delivery include: education (women with secondary
or higher education, OR=1.62, p<.01), parity (first parity, OR=2.06, p<.01), religion (Hindu
OR=1.84, p<.01) and standard of living (belonging to relatively better off families, OR=1.61,
p<.01). The study also revealed that husband’s involvement in maternal care, contact with ASHA
and belief among women and family members that delivery in a health facility is safer for both
mother and child are other motivating factors for institutional deliveries.

Drawing programmatic implications from the findings, the paper recommend for increasing
coverage of families by ASHA and ensuring through supportive supervision by ANM that the
disadvantaged groups like scheduled cast and minority families are not neglected in the educational
and motivational campaign. As three or more ANC and delivery preparedness appear to be the
gateways to change many healthy behaviors including institutional delivery, special effort should be
made to promote at least three ANC. The window of opportunities provided during the three
ANC visits should be effectively used by ANM to counsel and reinforce messages about delivery
preparedness, institutional delivery, and postpartum cares for women and new born such as
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examination within three days of delivery, early initiation of breast milk, thermal care and clean
cord care, and postpartum contraception. As the study clearly demonstrated that involvement of
husband during ANC and husband-wife communication on pregnancy care and future reproductive
plan makes big difference in increasing institutional deliveries and adoption of subsequent health
behaviors, BCC strategy need to be developed on how to promote husband’s involvement during
ANC. Present study shows that ASHA, because of some cultural barrier, avoid approaching
women’s husbands who are important for most family decision including family health behaviors.
Similarly, women who had delivered their last child at home constitute an important segment of
audience for focused counseling. Alternative modes of communication channels based on local
context need to be experimented to reach these segments of audiences.

Increasing Postnatal Care of Mothers and Newborns

The extent to which mother and new born are currently receiving post natal care, a crucial service
which could make significant difference in maternal and neo-natal mortality and morbidity is
addressed in chapter three. It also identifies barriers and factors facilitating the adoption of
healthy postnatal and newborn care practices and the various programmatic and BCC initiatives
that could accelerate the adoption of healthy postnatal care practices.

The findings from this study show that only around 26 percent of the mothers and newborn
received any checkup in the first seven days of the postnatal period. This percentage has remained
unchanged since the DLHS-3 conducted in 2007-08 when the same figure (26 percent) was reported
to have received postpartum care within seven days after delivery. This should be a matter of
concern for the program managers as according to National Rural Health Mission (NRHM),
women and new born should receive past partum check up on the 1%, 3", and 7" day after
delivery. However, it has remained far from desired level. In 2011 when the present study was
conducted as high as 74 percent mother and newborns had not received even one past partum
checkup after delivery. Further, during the last four years it has not shown any improvement.

According to the present study the main barriers to postnatal check -up were perception of the
family that if the mother and new- born are healthy then there is no need of check-up
(69 percent), perceived high cost including the cost of transportation (18 percent), strengthened by
the perceived lack of necessity for a routine postnatal check-up (21 percent). A typical response by
women is:

My delivery was normal and there was no problem with me or my baby. So I did not have any checkup

anytime after delivery. (SC, illiterate)

Immediate discharge (often within 6 hours) from the facility after delivery primarily due to lack
of infrastructure at the facility, concern for family members/children left behind at home and
higher/double payment for the transportation, if stayed at facility for 24 hours. The paper gives
number of quotes reflecting the reasons for early discharge. The following quote reflects their
general feeling.
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The ANM told us that both the mother and baby are fine and hence we could go home.... anyway we
cannot stay there for 24 hours even if we want since there are no facilities for any food for the woman
or bystanders. There is also no hot water available at the hospital.... (OBC, illiterate) (Aruldas et al.,

2012, p. 94)

The study also indicates that in general at the time discharge either no advice for the postpartum
checkup is given or they are simply advised that they should get checked up within a week or “comze
back if you face any problem”, reinforcing the perception that postpartum checkup is required only if
some problem occurs. The advice given generally does not mention importance of routine postnatal
check-up (PNC). The study shows that only 18 percent of those who had at least one antenatal
check-up (ANC) and 26 percent of those who had institutional delivery were informed about
importance of routine PNC for the health of mother and child. Lack of knowledge of danger
signs (both among women and ASHA) is other barriers which delays treatment if problem occurs.
Cultural practices such as post natal confinement of mother and newborn for six days was also
mentioned by several providers as a significant barrier to routine postnatal check-up within seven
days of delivery.

Findings from logistic regression analysis shows that young couples (15-25 year old) with nine or
more years of schooling (OR=1.63, p<.01) and women and family members who received specific
advice on the importance of postnatal checkup (OR=4.83, p<.01) were found to have increased
likelihood of having received routine PNC. Similarly, those who delivered at a health facility and
those who stayed at the facility for 24 hours or more were also found to have a greater likelihood
(OR=1.91, p<.01) of receiving routine PNC within seven days of delivery. These findings on
facilitating factors could be strategically used in segmentation of audiences which need more
attention in counseling and strengthening content of postpartum advice to women and family
members. With increasing proportion of women delivering at the institution, attempt should be
made to hold them for at least 24 hours at the facility. In absence of necessary infrastructure, we
do not expect it will happen in immediate future but we must ensure that before discharging the
women (which mostly happens between four to eight hours after delivery) a thorough postnatal
checkup of women and new born is done and detailed advice to women and her family members
for postpartum checkup and its importance is given. Further, ASHA should be provided simple
but standardized check-list which she could use during postpartum visit and an instruction that if
any of the key danger sign is observed then mother/child should be referred to appropriate
health facility immediately.

Cord care: In case of cord care, the study shows that most women and providers believed that
something needs to be applied on cord stump to prevent infection and hasten the healing of cord
stump. A typical response by women and family members on follow-up cord care is:

T applied warm mustard oil....nothing will happen even if I do not apply anything. But generally we all

apply something on the cord stump.... (OBC, illiterate)

Only 10 percent of women in this study did not apply anything on the cord stump. Gentian violet,
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which is an antiseptic liquid, was the commonly applied (75 percent) substance on the cord stump.
Moreover, provider’s response on advice on care of cord stump showed that 84 percent of 137
ANMs and 33 percent of 212 ASHAs reportedly advised not to apply anything on the cord
stump, while 21 and 50 percent of ANMs and ASHAS respectively advised the women specifically
to apply gentian violet as seen in the following quote by a woman.

After cutting the cord, the nurse herself applied the blue medicine on the cord stump....she advised us

also to apply the blue medicine daily to prevent any infection.... (High caste, educated up to class 7)

It is found that women belonging to households with high standard of living index (SLI) were
significantly more likely (OR=1.54, p<.05) not to apply anything or apply gentian violet on the
cord stump compared to those from households with low SLI. Similarly, women who delivered
at public facilities (OR=1.53, p<.01) or private facilities (OR=2.17, p<.01) were more likely to
apply gentian violet or not apply anything on the cord stump compared to those delivered at
home. Given the fact that gentian violet is an antiseptic solution and being practiced by most of
the families in Bihar and also being prescribed by providers (Doctors, ANM, ASHA), the paper
argues that any attempt to change this practice and advising not to apply anything will be difficult
and may create confusion. Hence the paper recommends that instead of rejecting gentian violet in
favor of not applying anything, advice should be given either to apply gentian violet or do nothing;
Attempt should also be made to educate how to apply gentian violet in a hygienic manner.

Thermal care: The study, as part of new born care, also investigated thermal care practices.
Findings shows that while women, family members and providers are aware of the importance
of keeping the new born warm and practice various methods, they all lack understanding of the
link between delayed bathing and keeping the newborn warm. For example, only 38 percent of
the total women(N=2,937), 50 percent of those who delivered at the institution and 24 percent
of those who delivered at home, delayed the first bath for more than 24 hours after birth. Further,
only nine percent of the total women interviewed (N=2,937) and 11 percent of mothers-in-law
(N=712) have heard of skin-to skin care (STSC) as a method to keep the newborn warm.
Nevertheless, as mentioned eatrlier, all women and providers agreed that newborn needs to be
kept warm and about 83 percent of women were practicing different techniques such as wrapping
newborn in warm clothes, staying in a heated room and massaging the baby with mustard oil to
keep newborn warm. The most common response on thermal care for the newborn by women
is as follows:

It is important to keep newborn warm. Generally we wrap the baby with cotton cloth and then cover

with another cloth to keep the baby warm. (High caste, educated up to class 7)

Therefore the communication strategy must address the providers as well as women and her
family members about the link between delayed bathing, practicing STSC and keeping newborn
warm.



12| M.E. KHAN AND KUMUDHA ARULDAS

Early and Exclusive Breastfeeding

Early breastfeeding within one hour of birth reduces neonatal mortality rate by 20 percent. Diarrhea
and acute respiratory infections, leading causes of infant mortality, have significant association to
exclusive breastfeeding. The study shows that eatly breastfeeding within an hour has increased
from about 1 percent in 1992-93 (NFHS-1) to 36 percent in 2010-11 — a 35 percent point
increase in 19 years. The initial pace of increase in early breastfeeding was very slow but as the
paper shows, after the introduction of JSY and other initiatives taken by Bihar government, it has
shown a 32 percent point increase between 2005-06 and 2010-11. The analysis also shows that
though there is an improvement in all categories, the relative disparity between Hindus compared
others; high SLI against low SLI; general caste and SC/ST and women with secondary education
and no education has widened. It indicates that educational campaign have perhaps benefited
better off segments of the population more than it has to the disadvantaged groups. No gender
disparity in eatly breastfeeding is seen in rural Bihar. The study also shows that a higher percentage
of women from joint family, with secondary education and delivering at a health facility breastfed
early compared to their counterparts. A comparison of breastfeeding practice among the women
delivered at public clinic as against private hospitals shows that initiation of breast milk within an
hour was higher in public clinics than private hospitals.

An important observation of the study which requires immediate improvement at the health
facilities is that even in case of institutional delivery only 44 percent women breastfed within one
hour and in many cases prelacteal feeding was given when the mother and child were still in the
facility. This requites reorientation of ANM/PHN and strengthens supportive supervision at the
facility to ensure that the newborn is wiped clean and given to the mother within one hour of
delivery and help them to initiate breastfeeding. If required they should educate women and
family members that even if breast milk is not coming, suckling by child will expedite secretion of
breast milk.

Reasons for delay in breastfeeding, also shared by elder women in the family, include: perception
of women and other elder women in family that breast milk does not come immediately after
delivery (62 percent), post-delivery cleaning of child took time so delay in breastfeeding (25
percent) and women felt too weak to hold the child and breastfeed after delivery (18 percent).
Prelacteal feeding is 59 percent and has an inverse relationship to early breastfeeding.

The study shows that colostrum feeding is now almost a community norm. It has increased from
68 percent in 2007-08 (DLHS-3) to 77 percent in 2010-11 (PC). Few who discarded colostrum
were concerned that it could harm the child if fed, because colostrum is thick and child may not
able to digest it. If messages focusing on these misconceptions are provide at regular intervals,
soon colostrum feeding will be universal and become norm of the society.

An analysis of the data on exclusive breastfeeding shows that only 42 percent of children less than
six months of age were exclusively breastfed which is 14 percent more than the corresponding
figure (28 percent) observed in NFHS-3(2005-006). Forty seven percent of the children were given
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water well before completing six months of age since women thought their child may be thirsty.
Introduction of water to children starts quite early, often within two or three months after birth,
particularly during summer time. Hardly any woman knew that 80 percent of breast milk is water.
If women are made aware of this fact then early introduction of water could be reduced
substantially, thereby reducing a serious source of infection to the child leading to diarrhea or
dysentery. The study also highlights that about two-thirds (71 percent) of women believed that
their breast milk alone would not be adequate to satisfy child’s hunger and hence animal milk and
or other food should be fed before the age of 6 months. The paper, based on these observations,
recommends many messages that could be important for addressing these misconceptions and
need to approach women when the child is around four and five months old, when women tend
to introduce outside milk/food, to counsel and encourage them to continue with exclusive
breastfeeding.

Frontline health workers also had limited knowledge on healthy breastfeeding practices and most
of them did not have appropriate counseling aids that address the barriers to breastfeeding. As
one of the ASHAS said:

Breastfeeding should be initiated within one hour after delivery but milk does not come soon therefore

women are not able to breastfeed immediately. (SC, educated up to Class 8)

With very low reach of mass media, interpersonal communication by the frontline workers is the
best option for reaching the rural women and families with messages on healthy breastfeeding
practices. The frontline workers have credibility as knowledgeable women among families and
could be effective in promoting exclusive breastfeeding provided their capacities on technical
matters and in counseling skills are built.

Complementary Feeding

The critical age in a child’s life is 6-23 months as this is the time when under nutrition sets in and
stunting set after two years of age is irreversible. Appropriate complementary feeding measured
as recommended number of feeds and at least three types of food fed, showed that while
around two-thirds (64 percent) of the children aged six months were appropriately fed, only one
fourth of the children aged 6-8 months were appropriately fed and thus exposing the remaining
three-fourth of the children to under nutrition. These poor and inappropriate feeding practices
continued in the next age slab of infancy i.e. children aged 9-12 months where two-thirds (66
percent) were not appropriately fed. Quantity of food fed, as explored in the qualitative study
showed that none of the 47 women informant interviewed with children aged 7-12 months were
giving the recommended quantity of food. No gender disparity was observed in the practice of
appropriate complementary feeding.

The paper provides some good insights on the barriers to appropriate feeding practices of children
less than two years. Most common barrier that the paper identifies is women’s perception that a
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six months old child cannot eat solid/semi-solid food (68 percent). Other reasons for not giving
recommended number of feeds by age include: as child is still being breastfed so more food is
not required (33 percent); child cannot digest more food (16 percent) and child’s stomach will
protrude out if fed more (9 percent). The paper recommends that the most important myth that
must be addressed is that six months old child cannot eat semi-solid food.

The study also shows that women do not get advice on complementary feeding. Most of the
women (87 percent) interviewed reported that no one advised them. Few women (7 percent)
were advised by their mothers-in-law. However, their knowledge on complementary feeding was
also very limited as one of them said:

....there is no fixed time to feed the children, whenever adults at home eat a little quantity is also fed

to the child. There is no measure as to how much should be fed to a child, just a little quantity needs
to be fed. Even if one spends time to feed food, the child will not eat but if time is spent to feed milk

then the child will drink. (OBC, illiterate)

Further, the paper shows that knowledge of husbands about initiation of complementary feeding
is equally poor as only 38 percent of them had mentioned that complementary feeding should be
initiated at six months of age. However, most of them (75 percent) reported that if they had been
aware that complementary feeding should start at completion of six months, they would have
told their wives to start feeding food. The study further shows that ASHAs and AWWs, the two
key community health workers are totally neglecting their role of educating community about
timely and appropriate complementary feedings of children below two years. The finding shows
that only few women (4 percent each) had reported receiving advice from AWWSs or ASHAs on
these aspects.

Multivariate analysis shows that background characteristics of women like religion, caste, standard
of living index, type of family, education, children ever born, working status of women outside
home etc., did not show any significant difference in appropriate complementary feeding. The
logistic regression analysis shows that appropriate complementary feeding was higher among
women who received three or more antenatal check-ups as compared to those who did not
receive any check-up (OR=1.41, p<.05). Number of ANC received is indicative of contact with
health providers and therefore increased chances of receiving advice.

Only 30 percent of the AWWs believe that a child aged 6-8 months can eat about 100gms of
food. This perception even for older children does not change much and only 58 percent of them
believe that a child aged 12-23 months can eat about 100gms of food. Even among ANMs, only
10 percent reported that children aged 6-8 months could eat about 100gms of food. In-depth
interviews showed that ASHAs/AWWs did not have any vessel/cup to show fixed measure to
explain to women how much food should be given to a child. Building their capacity which is
essential for effective communication and counseling efforts provided by them on complementary
feedings.



Overview of the Study | 15

Postpartum Contraception

Chapter 6 explores the current status and trend of postpartum contraception in rural Bihar to
identify the barriers and facilitating factors to adoption of contraception and suggests BCC initiatives
that could help increase the use of family planning methods particulatly in the postpartum period.
Among currently non pregnant women aged 15-34, only 31 percent were using any contraceptive
method; and the use of modern spacing methods was the lowest, at 6 percent, compared to use
of modern permanent methods (18 percent) and traditional methods (7 percent). In the last 18
years, the use of contraception has risen by only 20 percent points; which is around one percent
point per year. A national level corresponding increase is estimated to be point per year. Among
non-pregnant women with a child less than 6 months, 77 percent were at risk of unwanted
pregnancy. These women were neither practicing LAM nor using any other modern family planning
method. Among those with a child six months or more, 48 percent were at risk of unwanted
pregnancy. Taking the total sample together 51 percent women were at risk of unwanted pregnancy.
These statistics are much higher than the unmet need generally calculated in other national surveys,
such as DLHS for the state (2007-08).

The study shows that social norms such as desire for large family (at least 3 to 4 children) and son
preference (strong desire for 2 to 3 sons) emerged as key barriers for not using any contraceptive
method. For instance, analysis shows that the preferred sex composition of children was at least
two sons. Moreover, a third of men were ready to accept two additional daughters for a second
son. Hence, by the time a couple gets their desired sex composition, often they have a family of
four to five children. Voices from women reflect the same:

I am not using any method since I want more children. I only have two. (SC, illiterate)

I want another child. Once I have a son I will adopt a contraceptive method. (OBC, illiterate with

three daughters)

Other important barriers include lack of knowledge of timing of return of fertility, correct
knowledge and use of contraceptive methods, fear of side effects and low risk perception of
dangers of closely spaced births. For instance, less than 10 percent men, women and ASHAs and
AWWs, and 18 percent ANMs reported correctly that a woman’s fertility returns after six weeks.
As one woman said:

After delivery a woman can get pregnant only after six months to one year. Till the time the menstrual

cycle does not start pregnancy cannot occur. My menstrual cycle starts only after one year so why
should I use a method before it returns. (High caste, educated to Class 9) (Aruldas et al., 2012, p. 118)

And a husband reported:

Only after the menstrual cycle resumes we should use condoms. We don’t need it till then. (SC, male
educated to Class 7) (Aruldas et al., 2012, p. 119)
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The following quotes reflect the common misconceptions regarding modern spacing methods:

I am scared to use [goli] OCPs because it causes heat in the body.... all those who take it say so. (OBC,
educated to Class 12)

While a mother-in-law commented:

I'would not approve of my daughter-in-law using an IUD as it can cause cancer. (OBC, mother-in-law,
illiterate) (Aruldas et al., 2012, p. 119)

While a large proportion of women (74 percent) had heard of OCPs, only 30 percent knew how
to use them correctly, and even less knew what to do if one pill is missed. Similarly most of the
couples using traditional methods (mostly the safe day’s method) did not know the correct ‘safe
days’ and practice it wrongly. For instance, 40 percent women did not know which days of the
menstrual cycle were safe days; while the rest had incorrect knowledge of which were the safe
days. Hence, these women avoid sex on the safe days and have sex during the ‘unsafe-days’; which
increases chances of pregnancy. As reported by a husband:

I do not sleep with my wife from the start of the menstrual cycle for 15 days. This is how we have

spaced our previous children. (SC husband, educated to Class 5)

Similarly, a woman provided the wrong answer:

I do not sleep with my husband for the first 5 days of the start of the menstrual cycle. (SC, illiterate)

While most were in favor of three years birth interval, very few actually do anything to prevent
unwanted pregnancy. Though there was a general acceptance of birth spacing, knowledge of
adverse effects of short inter-pregnancy intervals (within 15 months) such as pregnancy
complications, still birth and miscarriage was low- reported by less than 25 percent women and
ASHAs. Moreover, access to spacing methods was very limited and could be judged by the fact
that less than half of ASHAs had ever been supplied contraceptive method for distribution and
less than a fifth of ASHAs had condoms or pills in stock at the time of interview. Very few
(30 percent) had counseling aids on birth spacing.

Logistic analysis shows that education of women (OR=1.24, p<.05), standard of living (OR=
1.13), spousal communication (OR= 5.70, p<.01) and exposure to media and messages on family
planning are positively associated with adoption of contraception. The study also indicates that if
the woman has been given three or more times advice to adopt postpartum contraception, the
couples have adopted a method. One time advice does not make much difference. Thus the study
underlines the importance of reinforcing the same messages several times at an interval. The study
also recommends improving access to spacing methods through frontline workers, improving
knowledge of workers as well as of beneficiaries about family planning methods, providing
messages repeatedly to promote contraception, developing messages according to the interest of
the audience, and making home visits to promote contraception in the 4", 6* and 7" months after
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delivery, when they are most exposed to unwanted pregnancies. The chapter also recommends
that interpersonal communication supported by mass media could play a key role in adoption of
birth spacing by increasing correct knowledge on contraception, addressing misconceptions and
triggering spousal communication.

Immunization

The last chapter covers immunization status of children aged less than two years in Bihar. The
findings of the study shows that 76 percent of children aged between 12-23 months in rural Bihar
were fully immunized. The trend analysis shows that over the last five years full immunization
coverage has been consistently increasing from a low of 30 percent in 2005-06 to 42 percent in
2007-08, 54 percent in 2009 and then has jumped to 76 percent in 2011. Further analysis of the
data by estimating full immunization coverage based on information copied from the immunization
card of the child and the other based on mother’s reporting showed wide difference; 87percent
in the former case while 62 percent in the latter case. The paper argues problems in both the
estimated figures; an over estimation in former case due to inflated reporting by the health workers
in the card and an under estimation in the latter case because of recall laps of the mother. The
paper, after triangulation with other data arrives at an estimate of 67 or 68 percent full immunization
which is more realistic yet revealing an impressive improvement in full immunization coverage
over time.

The findings indicate that full immunization coverage has improved among all segments of the
population across all the region of Bihar. However rate of increase is much faster among
marginalized group and the relative disparity has reduced substantially between high caste and
schedule caste, high SLI and low SLI, and women with secondary education and no education.

The major factor in uptake of immunization in Bihar is perhaps due to number of coordinated
efforts in last four years by the Department of Health and Family Welfare, Department of Women
and Child Development and UNICEFE. In October 2007, the Government of Bihar introduced a
campaign called “Muskan ek Abbiyan” (The smile campaign) with an objective of achieving 100
percent routine immunization (RI) coverage of children aged 0-5 years and TT for pregnant
women by strengthening the RI delivery system and introducing outreach services that are organized
twice a week in an area; one day at Angamwadi center and a second day in another part of the
village. Under the program micro-plan are prepared by ANM with the support of ASHA and
AWW by identifying and listing each family where either a child or woman is eligible for
immunization, strong monitoring of timing of immunization sessions, supplies, due list, number
of children immunized, quality of services etc. Beside this, health workers are paid incentive based
on performance which is big motivating factor for the workers and they take mobilization of
children much more seriously, special campaign for measles vaccination to cover the dropout and
left outs. As the maximum drop out takes place at the time of measles vaccination, covering them
through mopping up has direct bearing on full immunization rate.
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Muskan ek Abbiyan has also increased reliability and availability of service through regular observance
of fixed immunization days in the community. The coordinator appointed by UNICEF has also
strengthen monitoring and supervision mechanism which as paper argues has direct bearing in
regularity of supplies and quality of RI over 95 percent of ANM reported they had adequate
supplies of all vaccines.

JSY has helped in increasing the number of frontline health workers in each village, which under
Muskan ek Abbiyan along with AWW are well coordinated in mobilizing community for immunization
resulted in increased utilization of immunization services as well as their credibility in the community.
As one of the woman said:

Whenever there is immunization session in the village, ASHA inform all of us and we go immunization.
(OBC, illiterate)

Logistic analysis identified several other factors which facilitate full immunization. It include
awareness of women about immunization day (OR=1.47, p<.01), vaccines required to be given
to child (OR=2.56, p<.01), awareness of next course of action if child missed a dose (OR=3.01,
p<.01), advice received from service provides on immunization (OR=1.72, p<.01) and institutional
delivery (OR=1.88, p<.01). All increases the chances of compliance to full immunization.

Although the increasing trend in coverage of full immunization rate in Bihar is encouraging, there
are issues which need to be addressed as about one third of children were yet not fully immunized
due to various reasons. The most commonly cited reasons for non-compliance to full immunization
were lack of knowledge about immunization, fear of side effects or previous experience of side
effect of vaccination, sickness of the child on vaccination day. A typical response from a woman
reflects the fear of side effects of vaccination as:

I fear that child will develop pustule and gets fever, then it will be a problem for me. (SC, illiterate)
(Aruldas et al,, 2012, p. 127)

Lack of support in the family to take the child for vaccination and lack of time as parents go to
work or remain busy in household chores are other factors contributing to drop out of children
from completing immunization schedule. For example a typical response from a mother-in-law:

Women do not get time to immunize their child because they even carry their small child with them to
the field. (Aruldas et al., 2012, p. 129)

Some of the other reasons for non-compliance to full immunization that need to be addressed at
program level include lack of awareness among women about timings of immunization session
in the village, lack of communication and counseling skills among frontline health workers to
convince women on side effects of vaccination and their management. A typical response from
an ASHA:
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I fear of telling people that child can develop featr or pustule after vaccination. (OBC, educated up to
class 5,)

Lack of systematic approach of identification of eligible children for vaccination, tracking and
follow up of drop outs are major reasons for low coverage for full immunization.

Although, full immunization is increasing rapidly, even among disadvantage groups, the full
immunization rate for children from less educated and Muslim groups is lagging behind. Therefore,
BCC strategy should focus these population segments and there is need to provide comprehensive
information on benefits of full immunization and how to manage side effects. As frontline health
workers lack competency based technical and counseling skills they should be trained to make
interpersonal communication (IPC) more effective.
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Background

Provision of appropriate delivery care services and practices are critical for both maternal and
neonatal survival and health. Delivery assisted by a skilled person is an important indicator in
monitoring progress towards Millennium Development Goal-5 to reduce the maternal mortality
ratio by three quarters between 1990 and 2015 (United Nations, 2010). In addition to this, it is
important that mothers deliver their babies in an appropriate setting, where life saving equipment
and hygienic conditions can also help in reducing risk of complications that may cause death or
illness to mother and child (Campbell and Graham, 2000).

Population Council’s literature review (Khan etal., 2011) and the landscaping study; Shaping Demand
and Practices to Improve Family Health Outcomes (Khan et al., 2012) identified several individual
and family factors, as well as health system factors, determining the extent of utilization of various
reproductive health service components by women and their families. Multiple factors like women’s
education, caste (Bhatia and Cleland, 1995; Lim et al., 2010; Navaneetham and Dharmalingam,
2002; Pallikadavath et al., 2004), standard of living index, number of contacts with frontline
health workers, accessibility to health services and distance from health facility (Khan et al., 2010,
Misra et al., 1998; Navaneetham and Dharmalingam, 2002; Varma et al., 2010), influence decision
for place of delivery.

Recognizing the importance of health in economic and social development and improving the
quality of life, in 2005, the Government of India launched National Rural Health Mission (NRHM).
The main aim is to provide effective healthcare services to rural population throughout the country
with special focus on 18 states, which have poor public health indicators and/or weak infrastructure.
As part of this endeavor, a conditional cash transfer program Janani Suraksha Yojana' (JSY) was
introduced with the objective of reducing maternal and neonatal mortality by promoting institutional
delivery among the poor pregnant women (Box 2.1).

Under the JSY, all pregnant women delivering in Government health facilities or accredited private
institutions receive cash assistance Rs. 1,400 in rural areas of low performing states in India. A
community-based woman called Accredited Social Health Activist (ASHA) receives Rs. 600 for
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accompanying a woman to a health facility and staying there until the woman is discharged. Apart
from this Rs. 600 payment, some states offer the ASHA additional payment for undertaking other
health related activities. Pregnant women belonging to families under below poverty line (BPL),
aged 19 years and above, preferring to deliver at home is entitled to cash assistance of Rs. 500 per
delivery up to two live births (MOHFW, 20006). In order to achieve the NRHM objectives, under
the JSY, about 855,000 Accredited Social Health Activists (ASHAS), one for every 1000 rural
populations, are now appointed in India (MOHFW, 2011).

Box 2.1:Janani Suraksha Yojana

The Janani Suraksha Yojana (JSY) involves:

Early registration of pregnant women with the help of village level health workers like ASHAs
e Earlyidentification of complicated pregnancy cases

e Providing at least three antenatal check-ups and post- delivery visits

e Organizing appropriate referral and providing referral transport to pregnant mothers

e Convergence with efforts of Integrated Child Development Services (ICDS) workers by involving
anganwadi workers (AWW) extensively

o Allpregnant women delivering in Government health facilities or accredited private institutions
receive cash assistance Rs. 1,400 and ASHAs get Rs. 600 in rural areas of low performing states

e BPLpregnantwomen aged 19 years and above, preferring to deliver at home is entitled to cash
assistance of Rs. 500 per delivery up to two live births

Source: MOHFW, 2006.

Objectives

In spite of numerous studies dealing with JSY and its impact, there is dearth of detailed information
on various barriers that inhibit institutional delivery even after the 5 years of the JSY scheme and
key influencers/facilitating factors within the community for institutional delivery. In 2010-11, the
Population Council conducted a formative study in rural Bihar to (a) assess the level of institutional
delivery after the introduction of the JSY, (b) understand barriers and facilitating factors to institutional
delivery, and (c) identify programmatic and behavior change communication (BCC) initiatives that

could accelerate institutional delivery and increased access to emergency obstetric care (EmOC) services.

Methodology

The formative study was conducted in two phases. First, 317 in-depth interviews were conducted
with family members, health care providers and panchayat members. Qualitative study was

! In Bihar, the scheme is termed Janani Evam Bal Suraksha Yojana (JBSY). Therefore, the terms JSY and JBSY have
been used interchangeably in this chapter
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conducted in 24 villages: eight villages each from three selected districts located in three different
regions.In second phase, a survey was conducted covering 2,941 households, 2,937 currently
married women age 15-34 years who had delivered a child in three years preceding the survey,
723 husbands, 712 mothers-in-law, 212 ASHAs, 243 anganwadi workers (AWWs), 137 auxiliary
nurse midwives (ANMs), and staff at 90 government health facilities (primary health centers [PHCs]
and community health centers [CHCs]) from 150 villages in nine districts spread across the nine
administrative division of Bihar. Some of the findings of secondary analysis of National Family
Health Survey (NFHS, District Level Household Survey (DLHS, and qualitative findings given in
this chapter have been taken from the study published by Sage Publications (Khan et al., 2012).
Details of study design and data collection methods have been discussed in the introduction
chapter of this book.

Key Findings

Status and Trends

Among the 2,937 women interviewed in rural Bihar, 54 percent (1,578) women delivered their
last child in a health facility. The trend of institutional deliveries indicates that in rural Bihar, it has
increased from 8 percent in 1992-93% to 18 percent in 2005-06, when JSY was introduced; the

Figure 2.1:Institutional delivery and its share in public and private institutions (percent), 1992-2011
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Source: Reanalysis of NFHS-1, NFHS-2, NFHS-3, DLHS-3, and Population Council, formative
study, 2011.
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percentage went up to 27 percent in 2007-08 (Hazra and Khan, 2012), and doubled to 54 percent
in 2010-11 (Figure 2.1). Women who went for institutional delivery, majority (43 percent) of them
went to public health facilities like PHC, CHC and referral hospitals and 11 percent delivered at
private health facilities. However, 46 percent of women still delivered at home (Table 2.1).

Table 2.1: Place of last delivery

Place of last delivery Total Percent
Institution 1,578 53.7
Public 1,242 42.3
Private 336 114
Home 1,359 46.3
Total 2,937

Source: Population Council, formative study, 2011.

Figure 2.1 further shows that the public-private share of deliveries was 14:86 in 2005-06 when
JSY was introduced. In 2011, the situation is reversed and the public-private share is now 79:21;
which is mainly due to the JBSY. While this is encouraging, considering poor infrastructure and
limited human resources in public health facilities, such a steep increase in workload without
corresponding improvement in infrastructure and human resources, could place major constraints
on a few better functioning facilities, thereby leading to decline in quality of intra-partum as well
as postpartum services (Hazra and Khan, 2012). Analysis of future demand for delivery services
in Bihar shows, unless infrastructure and human resources are significantly improved, current
public facilities will not be able to provide quality services for more than 60 to 65 percent of
deliveries (Ram, 2012).

Disparity in Institutional Delivery by Religion, Caste and Class

Table 2.2 shows the change in disparity by religion, caste and class over a period of five years,
since JSY was introduced. Itis clearly visible that although disparity in institutional delivery between
Hindu and others, high caste and scheduled caste (SC)/scheduled tribe (ST), women from
households with high standard of living index (SLI) and low SLI, and women with secondary
education and no education still persists, disparity in all these socio-economic groups has been
reduced drastically over time.

2 Unless otherwise indicated, data from NFHS-1, NFHS-2, NFHS-3, and DLHS-3 presented in this chapter are
based on an analysis, conducted by the Population Council, of currently married women aged 15-34 in rural Bihar
who had given birth in the three years preceding the survey.
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Table 2.2: Relative disparity by religion, caste and class (percent)

Relative disparity

Categories 2005-06 2010-11
Hindu vs. Others 60.3

General caste vs. SC/ST 58.7 2.9
High SLIvs. Low SLI 78.5 31.2
Secondary vs. No education 74.8 33.1

Source: Reanalysis of NFHS-3 and Population Council, formative study, 2011.

For example, in 2005-06, Hindu women were going relatively more (60 percent) for institutional
delivery compared to women from other religion (Table 2.2). The relative disparity had become
just half (30 percent) in 2010-11. Similarly, the relative disparity among general caste women was
59 percent in 2005-06, which has been reduced to 3 percent in 2010-11. Similar findings are
observed for SLI and education groups also. That means, over the years, women from
disadvantaged group, who are from other religion, SC/ST, from poor families and uneducated,
have taken the benefit of the JBSY to a larger extent than their counterparts. Therefore, it may be
said that the equity issue, which was one of the central goals of |SY, is being well addressed by
the scheme.

Readiness of the Public Health Facilities

The infrastructural condition, trained and sufficient human resources and availability of drugs and
essential facilities are key elements of ensuring a delivery to be safe. Extant literature shows the
absence of skilled personnel to attend the delivery in times of need (McCaw-Binns, 2003; Matthews
et al., 2005; Sreeramareddy et al., 2000), and the lack of adequately equipped and staffed facilities,
especially in terms of EmOC services (Barua et al., 2003; 1IPS, 2006; Koblinsky et al., 2000) are
some key reasons that deter women and their families from going to a health facility for delivery.

In the present study, information collected from 90 public health facilities in rural Bihar, indicates
that while majority (90 percent) of the facilities had a standby generator, a functional delivery table
or OT table; only 29 percent of the facilities had at least one staff trained in managing EmOC;
and 20-40 percent of the facilities had equipment for assisted vacuum delivery or forceps delivery,
normal delivery kit and essential obstetric care drugs. Overall, only 5 of the 90 public facilities had
all these basic components of providing EmOC services.

Key Decision-Makers for Place of Delivery

Literature suggests that family members, particularly husbands and mothers-in-law, play an important
role in promoting institutional delivery and the adoption of healthy maternal and newborn care
practices (CARE-India, 2008; Singh et al., 1998; Sinha, 2008). Mothers-in-law exert a strong influence



