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ABSTRACT It is well established that those women who ugddull antenatal care check-up and give birth in a medical
institution or whose delivery is attended by trained paramedical persons promotes child survival and reduces maternal mortality
In the light of the above, an attempt is made in this paper to relate the socio-economic and demographic characteristics of the
currently married Scheduleibes’'women in eight districts of Chhatisgarh with factors associated with antenatal and post-
natal care. Data for this study were taken from District Level Household Survey on Reproductive and Child Health (DLHS-
RCH 2002), a representative sample of 1569 Schedtileek’currently married women aged 15-44, residing in eight districts

of ChhatisgarbAdjusted efects (odds ratios) analysis has been used to find outféfoesedf antenatal and post-natal care on
institutional delivery in Chhatisgarh. It is observed that majority of the Schettitbed’women, about 84 percent, have a low
standard of livingAlso, 74 per cent of the Schedul&dbes’'women are illiterateThe finding of the adjustedfetts (odds

ratio) shows that giving birth in the medical institution for the Schediuibds’women who received full antenatal check up

is 2.5 times higher than those women who did not receive any antenatal chécuggests that majority of the currently
married Schedulefiribe women have low standard of living there is a need to improve their economic standard so that they can
fulfill their basic needs.

INTRODUCTION providing facilities for institutional delivery on
a mass scale in rural areas is viewed as a long-
Antenatal care is an essential safety net foterm goal requiring massive health infrastruc-
healthy motherhood and childbirth, where theture investments. In recent years, howgtrere
well-being of both the prospective mother andhas been a shift in this policy with the estab-
her ofspring can be monitored (United Nations lishment of the Child Survival and Safe Moth-
2008). The proportion of pregnant women in erhood and the Reproductive and Child Health
the developing countries who had at least ongorogramsThe new programs aim at expanding
antenatal care visit increased from slightly moreexisting rural health services to include facili-
than half at the beginning of the 1990s to al-ties for institutional deliveryExisting mater
most three- fourths a decade laWhile that is  nal and child health services at primary health
an improvement, th&/orld Health Oganiza- centre are being upgraded, and new first-refer
tion and UNICEF recommend a minimum of ral units are being set up at the sub-district level
four antenatal care visits (United Nations 2008).to provide comprehensive ergency obstetric
It is well established that taking antenatal careand newborn care (Ministry of Health and Fam-
under the supervision of health care providersly Welfare 1997-98).
and giving birth in medical institutions promotes  Despite the uniformity in program design
child survival and reduces the risk of maternalthroughout the countrythere is considerable
mortality. In India, both child mortality (espe- regional diversity in the availability and quality
cially neonatal mortality) and maternal mortal- of health services, including maternal health
ity are high. Seven out of every 100 childrenservices. Utilization of health services ifeated
born in India die before reaching age one, andy a multitude of factors including availability
approximately five out of every 1000 mothers distance, cost, and quality of services, but also
who become pregnant die of causes related tby socio-economic factors and personal health
pregnancy and childbirth (Population Referencebeliefs (National Family and Health Survey
Bureau (PRB) 2007). Despite the many benefitdNFHS)-I 1992-93) Another factor decting
associated with institutional deliverindia's  womens health-seeking behavjogespecially
maternal and child health programs have notas related to pregnancy and child birth, is that
aggressively promoted institutional deliveries, traditionally in rural India pregnancy is con-
except in high-risk case3he reason is that sidered a natural state of being for a woman
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rather than a condition requiring medical at-in eight districts of Chhatisgarh with the fac-
tention and care. Some other factors like wo-tors associated with antenatal and post natal
mens autonomy and women empowerment arecare.There is no such type of study in Chhatis-
also most important in health behavidccord-  garh, especially tribal women'research. One
ing to Kishor and Gupta (2004Arokiasamy  of the Chhattisgare’eminent tribes is the Gonds
(2004) noticed that the level of womsrau-  or the Kotoriya tribeThe etymological conno-
tonomy in India varies not only in the states tation of their name comes from thelegu term
that are doing very poorly or appear so ingdar “Kond” meaning hills.The Gonds dominate
majority of indicators but also in the states thatmost of Chhattisgark’tribal population and
are doing relatively well on women empower Primarily depend upon agriculture, forestry
ment. Some studies related to women empowcottage industries, hunting and fishing for their
erment and demographic factors (Drovandi andsubsistenceThe talking point of the lifestyle
Salvini 2004) have been done. and culture of the Gond tribals is their Ghotul
Such perceptions and beliefs constitute amarriage policya one of a kind arrangement
“lay-health cultue’ that is an intervening fac- for conducting the nuptial rituals.
tor between the presence of a morbidity condi- . _Another tribe, thé\buj Maria live in isola-
tion and its corresponding treatment. Post-nation in the dense and secluded enclaves of
tal care and infant and child health care argh€ forests of Narayanptiehsil in BasirChha-

i i ; _ tisgarh is a newly created state by sepa-rating
similarly afected by this culture, with the re sixteen districts of undivided Madhya Pradesh.

sult that women often do not avail themselves_l_h lati £ 1th by 1806

of preventive and curative medical services in-' "€ gopu atlrc])n do L de S{ggel ?881 {':hh' \ peL
tended to safeguard their own and their chil-C€Nt during the decade X - Chhatisgar
drens health and well-beingChe lay-health ~20Sorbed 37.1 per cent of the schedule tribe
culture presumably has substantidieefs on populatlonlofundlwded Madhya Pradesh (Cen-
utilization of maternal health services in regions:gﬁe%fullgg'ﬁibzeogaﬁ—ehn%;ﬁ;ﬁ?é ds\s\llj(?n%ecnog?':ﬁe
of the country where poverty and lliteracy are eight districts of Chhatisgarh. For the analysis
widespreadThis culture is dfficult to measure purpose eight districts nameBastay Bilaspur
directly, but it is possible to include socio-eco- Dhamtari, JanjgiaChampa, Koriya, Raigarh

nomic factors that are correlated with it when g1 "and Rajnandgaon of Chhatisgarh are
analyzing utilization of maternal health services;, .|ided

(Kanitkar and Sinha 1989; Govindasamy 1994;
Ahmed and Moseley 199Asari and Sathiya
Susuman 1998; Sugathan et al.2001). Several METHODOLOGY

studies have attempted to identify and measure paiq for this study are taken from District
the efects of the factors that contribute to dif- | ayel Household Survey — Reproductive and

ferential use of maternal health services. Manychild Health (DLHS-RCH 2002) covering 1569
of the studies have shown that utilization of cyrently married scheduled tribe women of the
maternal and child health services are stronglyage group 15-44. DLHS-RCH collected infor
affected by womars' education (Sathiya Susu- mation on various indicators pertaining to RCH
man andAsari 2001). Other socio-economic that would assist policymakers and program
factors usually important are urban rural resi-managers to formulate and implement the goals
dence, caste/ tribe membership and householget for RCH program&.he International Insti-
standard of living. Many studies in the past haveute for Population Sciences (IIPS), Mumbai, the
tries to measure the tfences in health care NodalAgency for DLHS—RCH project has made
behavior of the general women (Sugathan et alnecessary modifications in the two Question-
2001, Grifiths et al. 2002; Pande 2003; Mishra naires: Households Questionnaire ¥vamens
2004). But none of those studies tried to studyQuestionnaire and added three more Question-
antenatal and post-natal care among tribat mamaires that is, HusbarsiQuestionnairé/illage
ried women. Questionnaire and Health Questionnaire, in con-
In the present article an attempt is made tosultation with MoHFWandWorld Bank.The
relate the socio-economic and demographiaetails of questionnaires are as follows:
characteristics of the currently married Sched- Household Questionnaire: The household
uleTribes women belonging to 15-44 age groupsquestionnaire lists all usual residents in each
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sample household including visitors who stayedtions about future use, desire for additional child,
in the household the night before the interview sex preference for next child etc.

For each listed household mempbiire survey Section v):Assessment of Quality of Gov-
collected basic information on age, sex, andernment Health Services and Client Satisfac-
marital status, relationship to the head of thetion: In this section the questions aregeted
household, education and the prevalence /incito assess the quality of family planning and
dence of tuberculosis, blindness and malariahealth services provided by Government health
Information was also collected on the main facilities. The information was also collected
source of drinking watetype of toilet facility ~ about the rating of Government health facili-
source of lighting, type of cooking fuel, religion ties and stdfand reasons for not visiting to gov-
and caste of household head and ownership gtrnment health facilities by eligible woman.
other durable goods in the household. In addi- Section vi):Awareness about R/STI and
tion, a test was conducted to assess whether tHa!V/AIDS: In this section the information was
household used cooking salt that has been forticollected about womesiknowledge of RI/STI

fied with iodine. Besides, details of marriagesawareness, Source of knowledge, aware of mode
and deaths which happen to usual resident§f transmission, curabilifsymptoms and treat-
within reference period were collectedfdgfs =~ Ment seeking behaviouAbout HIV/AIDS,

were also made to get information about mater 2Vareness, source of knowledge, aware of mode
nal deaths of transmission and prevention etc. were can-

Woman Questionnaire: Women question- Vassed.

naire is designed to collect information fromcur __ Husband Questionnaire: In DLHS-RCH,
rently married women age 15 — 44 years Whoround Il, husband questionnaire was used to
ollect information from eligible womes'hus-

are usual residents of the sample householdh(gands about age, educational status, knowledge

visitors who stayed in the sample household t :
e e o
Iow-li-r:]ge) gécc);?oenns_questlonnawe covered the fOI'(STI) and HIV/AIDS reported symptoms oT R
Section i): Béckgrund Characteristicsin STl and male participatioripart from these
this section :che information collected on age information desires for children, reasons for not
'using Family Planning (P) methods, future

educational status and birth and death hiStOWntention to use P methods and knowledge

of biological children including still birth, in- Jp 5 15 scalpel vasectomy (NSV) has also been
duced and spontaneous abortions. collected.

Section ii):Antenatal, Natal and Post- natal Health Questionnaire: In DLHS-RCH

Care: In this section the questionnaire collect o nq || a health questionnaire was included.
information only from the women who had live The information collected were on weight of
pirth, st[ll birth, spontaneous or ind_uced abor children age 0-71 months old and the blood
tion during last three years preceding the surgample to assess the haemoglobin levels of chil-
vey date.The information on whether women gren age 0-71 months old, adolescents 10-19
received antenatal and postpartum care, Wh@ears old and pregnant eligible womehis in-
attended the delivery and the nature of compliformation is useful for assessing the levels of
cations during pregnancy for recent births werenytrition prevailing in the population and preva-
also collected. o _ lence of anaemia among women, adolescent
Section iii): Immunization and Childoar  girls and children.
This section gives information about feeding = Village Questionnaire: A village question-
practices, the length of breastfeeding, immu-naire was also added in this round of DLHS.
nization coverage and recent occurrence ofThe information collected on the availability and
diarrhoea, and pneumonia for young childrenaccessibility of various facilities in the village
(below age 3 years). especially on accessibility of educational and
Section iv): ContraceptionThis section health facilities.
provides information on knowledge and use of The researcher was really interested to see
specific family planning methods. Questions the information on utilization of specific ante-
were included about reasons for non use, intennatal and postnatal care services for each preg-
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nancy after January 1999. Bivaraite and multi-receive newborn care. In case of 53 per cent
variate analysis were also undertaken to studyf the tribal women, delivery was conducted
the relationship of a set of explanatory (inde-by untraineddais. With regard to the main
pendent) variables with antenatal and post-nareasons for not going to health facility for de-
tal care to determine which variables most af-livering a baby was given as not necessary (59
fect the dependent variableBhere are three per cent) followed by family did not allow (about
dependent variables included in the ana-lysi20 per cent)About 53 per cent of the tribal
(District Level Household Survey - DLHS 2002) women reported the distance to the nearest town
The multivariate statistical method used in thefor health facility as between 5 to 9 km.
analysis is logistic regression with dependent

variables as Schedulédibes women (model Table 1: Definitions of the variables included in the

), antenatal care (ANC model Il), and post-na-analysis of births during reference periods DLHS-RCH,

tal care (PNC model I11). Independent variables2002 Chhatisgarh

included in the analysis are related to demo-ariable Definition
graphic, socio-economic, antenatal and post=——
natal care. Age (in years) ,
<20 Mother's age at the time of the
survey is less than 20 years
RESULTS 20-34 Mother's age at the time of the
survey is 20-34 years
Some of the important listing of variables 35> Mother's age at the time of the
included in the analysis and their definitions is . .. survey is 35 and above
shown inTable 1. Each variable has rational 3 First birth
for inclusion in the analysis. Moth'ar age 2 Second birth
and childs birth order are included because they 3 Third birth
are co-related with antenatal and post-natal 4+ Fourth or higheorder birth
services. Caste/tribe variable helps to controIReF'i'.‘-J"on o
S . - . . indu Mother live in a household
variation in health seeking practices. Similarly whose head is Hindu
various socio-economic variables like wormen’  other religion Mother live in a household
education and standard of living are related to whose head is other religion

antenatal and post-natal services. Distance t&aste/Tibe

the hospital within specific rangefedts acc- Scheduled tribe Mother live in a household
whose head belongs to a

ess to the health servicdsble 2 describes the schaluled tribe
percentage of currently married tribal rural other Mother live in a household
women who gave births in medical institution whose head does not belongs
during the reference period. It is observed that toa ST

the older mothers are somewhat less likely tofomers Education

give birth in a medical institution (25 _per Cent) Literate, <high school Mother is literate with less
as compared to the women belonging to age complete than high school complete
group 20-34. Out of total births, 95 per cent of High school and above Mother is literate with high
the women had given live birth&8bout three- school and above education

fourths of the tribal women were illiterate and Sandad of Living

84 per cent of the women had low standard of "% Mvﬁiﬂeé Ill)vvssslgr?dha?gso?rl]i(\)/li(rj]
o h g
living. About 57 per cent of the tribal women  pedium Mother lives in a household
had received full antenatal cak®lC, that is, 3 with a medium standard of
ANC check-ups and at least one tetanus toxoid living

injection and 100+ UK tablets. Seventy per cent  High Mv\‘,’imzf g\i’gerf;’;a"’:] gg;‘;%?ﬁ\'/‘?ng
of the tribal women had received two or more Received full antenatal Check-up

tetanus toxoid injectionground 42 per cent  yeg Mother received ANC check-
of the tribal women received professional assis- ups and at least ofid injec-
tance at the time of deliveryt is shocking to tion and 100+ tablets

note that about 88 per cent of the tribal women No Mother did not receive any ante-

natal check-up while preg-

did not receive delivery car8lso, about 91 per nant with the specified child

cent of the children of tribal women did not
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Table 1: Contd.....

Variable Definition

Variable Definition

Received Wo or Mok Tetanus ©xoid Injections
Yes Mother received two or more
tetanus toxoid injections
while pregnant with the
specified child
No Mother received less than two
tetanus toxoid injections
while pregnant with the
specified child
Received RifessionalAssistance at Delivgr

Yes Mother received assistance of
a doctofANM/LHV, or
nurse/midwife for delivery of
the specified child

No Mother did not receive assis-

tance of a doctpANM/LHV,

or nurse/midwife for delivery

of the specified child
Delivered in a Medical Institution

Yes Mother delivered the specified
child in a medical institution

No Mother did not deliver the spe-
cified child in a medical insti-
tution

Delivery Care
Yes Mother taken delivery care
No Mother did not taken delivery
care
Newborn Cae
Yes Mother taken newborn care
No Mother did not taken newborn
care
Delivery Conducted by

Doctor Delivery conducted by doctor

ANM/Nurse/LHV2 Delivery conducted bixNM/
Nurse/LHV

Traineddai Delivery conducted trainethi

Untraineddai Delivery conducted untrained
dai

Relatives/friends Delivery conducted relatives/
friends

None Delivery conducted none
Main Reason For NdBoing to Health Facility for

Delivery
Not necessary Not going to health facility for
delivery itis not necessary
Not customary Not going to health facility for

delivery itis not customary

Not going to health facility for
delivery itis cost too much

Not going to health facility for
delivery is too far/no transport

Not going to health facility for
delivery itis Poor quality ser
vice

Not going to health facility for
delivery itis no time to go

Not going to health facility for
delivery it is family did not
allow

Not going to health facility for
delivery is better care at home

Cost too much
Too far/no transport

Poor quality service

No time to go

Family did not allow

Better care at home

Lack of knowledge Not going to health facility for
delivery is lack of knowledge

Not going to health facility for
delivery it is some other rea-
sons

Availability of a hospital Whin 5 km

<5 km Mother lives in a village that

has a government hospital, a
community health centre/rural
hospital, or a private hospital
within a distance of 5 km

Mother lives in a village that
does not have any government
hospital, community health
centre/rural hospital, or a pri-
vate hospital within a distance
of 5-9 km

aANM denotes auxiliary nurse midwife. LH¥enotes lady
health visitor

Other reason

5-9 km

Table 2: Pecentage of rural tribal currently married
women giving birth in a medical institution during the
reference period DLHS-RCH 2002

Variable No. of women Per cent
Age (in years)

<20 109 7.0

20-34 1064 68.0

35> 391 25.0
Parity

One birth 320 20.4

Two births 374 23.8

Three births 579 36.9

Four and above 296 18.9
Religion

Hindu 1555 99.1

Other religion 14 0.9
Caste

Scheduled tribe 1569 25.0

Non-tribe 4709 75.0
Womens$ Education

lliterate 1168 74.4

Literate < High school 349 22.2

complete

High school and above 52 3.3
Sandad of Living

Low 1318 84

Medium 196 13

High 55 3
Received FulAntenatal Check-up

Yes 424 56.7

No 324 43.3
Received anpntenatal Check-up

Yes 521 47.4

No 223 52.6
Received Wo or Mo Tetanus ©xoid Injections

Yes 522 70.0

No 224 30.0
Received RafessionalAssistance at Delivgr

Yes 6 42.4

No 903 57.6
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Table 2: Contd..... Table 3: Adjusted effects (odds ratios) of selected
Variable No. of women Per cent predictor variables on the likelihood of giving bith in a
’ medical institution in tribal women of Chhatisgarh:
Delivered in a Medical Institution DLHS-RCH, 2002
E%S ggg g;g Characteristics Model | Model Il Model 111
A ’ dependent va- (Scheduled FullANC PNC
Delivery Care riables Tribe)
Yes 90 12.0
No 656 87.9 Demographic
Newborn Cae Age (in years)
Yes 68 9.1 <20@ 1.00 1.00 1.00
No 678 90.9 20-34 2.07* 2.22* 1.88*
Delivery Conducted by 35> 2.02* 2.37** 1.76
Doctor 22 3.3 Parity
ANM/Nurse/LHV?2 30 4.5 1@ 1.00 1.00 1.00
Traineddai 102 15.3 2 0.35* 0.46 0.33*
Untraineddai 354 53.2 3+ 0.38** 0.31* 0.27*
Relatives/friends 154 23.2 DemandFactors SocicEconomic Wmen$ Education
None 3 0.5 llliterate® 1.00 1.00 1.00
Main Reason Did Not Go to Health Facili®pr Delivery Literate, <middle ~ 2.81* 2.12* 2.55*
Not necessary 394 59.2 complete
Not customary 18 2.7 l\/_IiddIe complete or 3.95** 3.50* 3.33**
Cost too much 27 4.1 higher
Too far/no transport 6 0.9 Sandad of Living
Poor quality service 22 3.3 Low® 1.00 1.00 1.00
No time to go 8 12 Medium 0.89* 0.75* 1.02*
Family did notallow 130 19.5 High 1.23 1.10* 0.97*
Better care at home 38 5.7 Dﬁme?(ndFactorsAntenatal Cae Received Ful\ntenatal
Lack of knowledge 10 1.5 Check-up
Other reason 1 0.2 Yesé 2.54* 1.85*
Availability of a Hospital ithin 5 km No® o0 o 100
<5 41 46.6 Received Wo or Mo Tetanus ©xoid Injections
Yes 1.42* 0.94 0.92*
5-9 47 53.4
No@ 1.00 1.00 1.00
2ANM denotes auxiliary nurse midwife. LH¥enotes lady ~ Supply Factorgwvailability of Hospital Vithin 5 km
health visitor Yes 1.66* 0.92 0.73
No@ 1.00 1.00 1.00

Table 3 presents adjustedesfts (odds ra- DemandractorsPostnatal Cae Delivey Care

tios) of selected background, demographic, '©S 922"

socio-economic, antenatal and post-natal carewborn Cae '

variables on the likelihood of giving birth ina  ves 1.14 0.87* 0.55*
medical institution.The analysis is limited to ~_ No® 1.00 100 100
rural areas of eight districts of Chhatisgarh staté?eTCrgi'xgg featment forgng*De“V?(f).C805TP“Ca“8.n88*
because information on community access to () i ained 100 100 100

health facilities was collected only for rural tri-
bal women in DLHS-RCH, 2002. f&cts are ¢ Reference categarjp<. 05 **p<. 01

P » i ; _ Note:Adjusted efects (odds ratio) for religion have not been
adjusted” by statistically controlling for poten estimated as 99 per cent of the population is of Hindus.

tially confounding variables by holding them oranc: 3anC check-ups and at least one tetanus toxoid
constant at their mean values in the underly-njection and 100+ Ik tablets

ing logistic regression. For eight districts of
the Chhatisgarh state, three alternative modelgorrelation between antenatal and postnatal
are estimated using alternative sets of predictoggre Table 3 presents adjustedeets of sched-
variables Adjusted efects of scheduled tribe yjjed tribe women, antenatal care and postnatal
currently married women; antenatal care andcare on the likelihood of maternal care for
post-natal care on maternal delivery care are inchpatisgarh tribal currently married women
cluded in the analysis. based on three alternative moddlse above
DISCUSSION three variables are included in Models 1, 2 and
3. Three logistic regression models have been
The bivariate relationships presented in used to estimate the influence of socio-economic
the previous section reveal a strong positiveand demographic factors on scheduled tribe
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women, antenatal care and post-natal carehigher for mothers with middle school or higher
which are treated as dependent varialilaese  education than for illiterate mothers.
variables are provided as dichotomous variables. Those Schedule@iribe women who have a
The results of logistic regression analysis onhigher standard of living have 1.2 times higher
the maternal care variables regressed on sociahance of delivering a baby in a medical insti-
economic and demographic variables are giveriution as compared to those having low stan-
in Table 3.The independent variables exceptdard of living.Availability of hospital within 5
age (in year), birth order and education (con-km also has a positivefett on delivering a baby
tinuous) are treated as dummy variablBse  inamedical institutionThose tribal women who
dependent variables are scheduled tribes anceceived full antenatal care are also likely to go
others with values, ST women = 1 and otherfor post-natal carelhe odds of receiving post-
women = 0. Other dependent variables are annatal care are almost two times more for tribal
tenatal and post-natal care with valléss =1 women who went for institutional delivery as
and No = 0, for having received or not having compared to those who did not avail postnatal
received the above maternal carke indepen- care.Those women with middle or higher level
dent variables used were, standard of living,of education were likely to take post-natal care
received two or more tetanus toxoid injections,three times more than those who were iliter
availability of hospital within 5 km, delivery ate.
care, new born care, delivered in medical insti-
tution and received treatment for post delivery CONCLUSION
complication All these factors have been used
as explanatory variables in the equation to It is observed that the older mothers are
know the relative influence of each factor on somewhat less likely to give birth in a medical
the maternal care in the three models. institution (25 per cent) as compared to the
Table 3 shows that in Chhatisgarh DLHS- women belonging to age group 20-2%bout
RCH, in Model | with age, birth ordewomens 57 per cent of the tribal women had received
education and standard of living controlled by full ANC, that is, 3ANC check-ups and at least
holding them constant at their mean values inone tetanus toxoid injection and 100-AIab-
the underlying logistic regression the odds oflets. Seventy per cent of the tribal women had
giving births in the medical institution for sched- received two or more tetanus toxoid injections.
uled tribe women who received full antenatal The main problem with the bivariate approach
check up is 2.5 times higher than women whois that it ignores the possibility that a collection
did not receive any antenatal check-Hpving  of variables, each of which could be weakly
received two or more tetanus toxoid injectionsassociated with the outcome can become an
during pregnancy also has a positiveeef on  important predictor of the outcome when ta-
the institutional deliverybut this efect is much  ken togetheHence, multivariate regression ap-
smaller (1.4 times more than those who did nofproach that takes into account the drawback
receive any tetanus toxoid injection) as com-mentioned by the bivariate technique is consid-
pared to those women who received full ante-ered in the analysis.
natal care. Mothés age has long positive ef- Model | with age, birth orderwomens
fect on the odds of institutional delivery when education and standard of living controlled by
other variables including birth order are con-holding them constant at their mean values in
trolled. Childs’birth order on the other hand the underlying logistic regression the odds of
has a strong negativefeft when other vari- giving births in the medical institution for sch-
ables, including mothés age are controlled. eduled tribe women who received full antenatal
The odds of institutional delivery are almost check upThe opposite éécts of maternal age
three times has high for first order birth as forand childbirth order indicate that women who
second order birthsThe opposite écts of delay child bearing are more likely to deliver
maternal age and childbirth order indicate thatin medical institutionWith all of the other
women who delay child bearing are more likely predictor variables controlled, the odds of insti-
to deliver in medical institutionith all of the  tutional delivery are three to four times higher
other predictor variables controlled, the oddsfor mothers with middle school or higher edu-
of institutional delivery are three to four times cation than for illiterate mothers.
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Availability of hospital within 5 km also Asari V Gopalakrishnan, Sathiya Susuman1998.
has a positive &ct on delivering a baby in & 8o aournal of Heaith
med!cal institution Those tribal women who and Population Perspectives and Issu2$(2): 91-
received full antenatal care are also likelyto go  1p3.
for post-natal careThose women with middle  Census of India 200Provisional Population atals: India,
or higher level of education were likely to take Paper 1 of 2001, ChhatisgarNew Delhi: Ofice of
post-natal care three times more than those _theRegistrar General and Gensus Commissiomtia.
WhO were illiterate. In oyder that. .have more rng?a;l)hi’c k?e\tqg\llior in Ingggpu?;:%?]ogn)&agevsgg
tribal women should avail the facility of ante- ment RevieyB(1): 35-60.
natal care and delivery care services and alSGovindasamy PL994. PovertyWomens Education and
post-natal care it is necessary to spread the Utilization of Health Services in EgypPaper
awareness and education among tribal women. gﬁjﬁg}eg Oa;u'lgifgg?fggglpaggg fBogléruemSCientifiC
Also, it is necessary to increase the.economl%riffiths R Mathews Z, Hindé 2002. Géndetfamiiy and
standard of the tribal women. Other important ™", nutritional status of children in three culturally
finding suggests that the availability of health contrasting states of Indisocial Science and
facilities should be brought within the distance Medicine,55(5): 775-790.
of 5 km from tribal womers place of residence. Jejeebhd%slzl_, Shathj?ﬁ 292|1-W0mar]1’5 alt,ltf_momycjn India

H an akisthanThe influence of religion and region.
V¥0mens prlegnanhcy Coé]trlﬁ.ﬁjéﬁs tg the Cyl(.:le Population and Development Revj&¥(4): 687-71.
ot maternal deaths and childhood mortality yapitkarT, Sinha RK 1989%ntenatal care services in five
Very early motherhood not only increases the  sates of India. In: S N Singh, MK Premi S/Bhatia,
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