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Abstract: Assuring public health services is primary dutyeokry government and as such, the
government has taken steps to maintain public elajt opening health centers, hospitals, mobile
hospitals, organizing mass awareness camps orhhesadt so on. In this paper we will discuss
Infant mortality rate is an excellent indicator tbke socio-economic development of a country.
India is facing severe problems related to theninfaortality. The statistics revealed that neonatal
death rate is the highest in the world (43 per 10@® births). A quarter of world’s neonatal
deaths (one million) each year take place in Indiestly at home (65.4% of all births and 75.3%
of births in rural areas occur at home). It maynoéed that despite the great importance of the
subject, no information is available regarding tietails of the causes of deaths. As discussed
above, infant mortality is a major health problend ggovernment is more concerned towards
solving such health problem by reducing infant ralitst rate. Further, the reasons for infant
mortality include socio-cultural beliefs, educatioh mother, regular health check-up, lack of
proper health care facilities, etc. Further papiéirevaluate the child mortality patterns which do
vary for the urban and the rural areas. The relatietween the female and male mortality rates
hold quite strongly in rural areas whereas in theano areas these are weakly linked. It can be
concluded that infant mortality is the result oftieeeconomic characteristics of mothers and
households, demographic characteristics of childmd health-care behaviour of mothers,

availability of health care facilities, etc. wilekevaluated and concluding remarks and suggestions
will be carried out in this paper.
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nfant mortality is a proxy indicator of populatitiealth. There is a potential association betweercttuses of

infant mortality and factors that are likely tolugnce health status of the whole population (Jogv@iserat,

Jamie Kim; 2014). Martiner (2013) Monitoring andakiation of population health is a core public Itirea
function. The infant mortality rate (IMR) is oneotfe core population health indicators as it reveasquality of
life of mothers and other family members, the asdesand quality of health services, access toaa guitrition,
education, human rights and security, inequity eprived population groups and the environment. MR
measured as the number of babies who die befochirgatheir first year of age divided by numbelieé births in
a specific place and year. It is interpreted agigieof a baby dying between birth and one yeaangd. Magnitude
and geographic distribution of IMR in the World lietween 1960 and 2011 infant mortality rate hasnbee
significantly reduced in 85%, from 113.7 to 17.3 fg000 live births, representing a reduction df2®, thousands
infant deaths. Consistently over time, the Europesgion shows the best situation. In 2011 the Eemophas an
IMR of 4.4 per 1,000 live births (126 000 infantatles) and the African region has the worst situatiith 58.5 per
1,000 live births, a risk 13 times higher compavweth Europe. The geographic distribution of IMR swtently
shows clusters of countries with high values of IMRAfrica and South-East Asia from 1960 to 2011.
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Inequalitiesof IMR

Health Intelligence (2013) the disparity of IMR amgocountries has also improved overtime as indicate the
boxplot chart of the data visualization. The intexdile range (difference between 75 and 25 peitesntf IMR)

decreased from 120.6 in 1950 to 38.3 in 2011. iBhésvery important reduction of the gap among tdes but still
there are significant disparities, for instance2@il the IMR in Sierra Leone which is the countith the highest
IMR (119.2 per 1,000 live births) is 42 times higtieat Andorra, the lowest IMR (2.8 per 1,000 Ibieths). It is
important to highlight the case of Republic of Kamhich shows the biggest percent change of IMRfi&5.1 in
1950 to 4.1 in 2011. Republic of Korea improvedngigantly its IMR from 1950 to 1990 with annual rpent
change from 30% to 39%. From 2000 to 2011 this ghas around 8% keeping it below 5 per 1,000 liwehb. In

African Region, Sierra Leone is the country witle thighest IMR showing two waves of increased in5L86d
1995, and it is the country with the highest IMR2@11 with 119.2 per 1,000 live births followed Bgmocratic
Republic of Congo that show an stagnant trend gifi hlMR from 1970 to 2011 with IMR over 110 per 100ve

births. In the European region, which presentsloheer IMR in the World, Turkey shows an interestiscenario
having the higher IMR (198.1 per 1,000 live births1955 that has been consistently decreased &kt. 1,000
live births in 2011. Azerbaijan, Trurkmenistan, @ghistan, Kazakhstan and Kyrgyzstan are far froencémtral
trend of IMR in this region sharing a risk of infamortality 10 times higher than the rest of Eump&ountries
(Martiner; 2013).

Trendsin Infant mortality Rate

Assuring public health services is primary dutyewéry government and as such, the government kes &eps to
maintain public health, by opening health centhespitals, mobile hospitals, organizing mass awesgmramps on
health and so on. Many of the weaker groups sackamen and children are prone to many typesmést, due to
which even there is death of these women and ehildDeaths of mothers during the pregnancy or atévery
are identified as maternal mortality. Similarlyedto different problems, if new born child is demddeath after
delivery, it is called as infant mortality. Manf/the reasons are causing for maternal mortality iafant mortality
in India. Infant mortality rate is an excellendicator of the socio-economic development of a tgurndia is
facing severe problems related to the infant mibytalhe statistics revealed that neonatal dedthisathe highest in
the world (43 per 1000 live births) (UNICEF, 2008). quarter of world’s neonatal deaths (one milji@ach year
take place in India, mostly at home (65.4% of allhis and 75.3% of births in rural areas occuranh) (NFHS-3,
2007). It may be noted that despite the great imapge of the subject, no information is availatdgarding the
details of the causes of deaths (Rohini Ghosh, R01it2is believed that infectious diseases suchsegsis,
pneumonia, tetanus, diarrhea, preterm birth andptioations of asphyxia may be responsible for nafsthese
deaths in the neonatal period. It is well estaklisthat better post partum health care practicésces neonatal
mortality and morbidity to a large extent, and s@éévery practices like clean cord care (cuttihg tmbilical cord
with sterilized instrument and tying it with a thd, thermal care (drying and wrapping the newhormediately
after delivery and delaying the newborn bath foleast 6 hours or for several days to reduce tipottmermia risk)
and initiating breastfeeding within the very fitsbur after birth are the main factors for reductafnneonatal
mortality. There are also other reasons for infanttality such as, the cultural beliefs operateudlgh diverse
socio-economic and income related factors, and b&reag influence on child mortality, starting frahre mother’s
womb and continues through the neonatal, post nabpariod and persists throughout the life cyclie this
context, maternal health is an important factadeétermining neonatal mortality. The incidence @ftennal anemia
is also as high as more than 50% in most of theaimstates. Apart from the above biological fagtgoung age at
marriage, frequent child-bearing, unplanned mothedhand abortions result in poor nutritional stadfidndian
women and poor survival rates of their children.

Discussing the role of female literacy in lowerimfant mortality, Jain and Visaria (1988) emphadizat female
literacy as a proxy for female autonomy has be@wshto affect infant mortality primarily throughsitassociation
with indicators of better medical care during ptehanatal and post-natal periods. Literacy imps@ecess to
knowledge and information, changes behaviourabpatincreases utilization of health services g tontributes
to lowering of infant mortality. Besides, thetstawhere female literacy is high also have betteilability of
medical services. However, literacy does contridotémproving women’s self-image; empowers andlifatées
decision-making triggering off a change in the autly pattern all ultimately contributing to betteealth care.

The infant and child mortality patterns do vary floe urban and the rural areas. The relation betwe=female and
male mortality rates hold quite strongly in rured@s whereas in the urban areas these are weakddl(Agnihotri,
2001). It can be concluded that infant mortalitythe result of socio-economic characteristics ofthras and
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households, demographic characteristics of childeerd health-care behaviour of mothers, availgbdit health
care facilities, etc. Hence, to assess the exffenfant mortality in Gulbarga district, the presetudy is planned.

Review of Literature

As stated by Agnihotri (2001), declining infant ackild mortality levels are sure indicators of depenent. But
these may not evenly benefit male and female ahnildespecially if the girl children are unable txess the
improved health infrastructure and nutritional sogppThe consequent gender gap in mortality is edgadex of
discrimination against the girl children. Analysistime series data on infant and child mortalifynwajor Indian
states indicates a more rapid decline in male rityrtates as mortality levels decline. However,mpatates known
for their gender bias do show evidence of the ‘sulion effect’, i.e., more rapid decline in fereahfant and child
mortality rates in the wake of increasing incideméepre-natal selection. It is argued here, howetlest a mere
improvement in mortality rates among ‘survivingtlgihildren does not mean an improvement in thdityuaf their

survival.

Sakthi Padhi (2001) stated that infant/child mdattas not a simple function of the level of econardevelopment,
pace of economic growth or material prosperity.xifinate conditions having a direct bearing on infand child
mortality are such that they cannot be influendedugh increases in income and purchasing powereand are
outside the market domain. The National Family ie&8lurvey provides rich and variegated data whiehuseful
for studying the early mortality in Orissa and pd®/a solid empirical foundation for further probiof certain
questions such as accessibility and quality of aleshange of public goods and services which hadieext bearing
on premature mortality.

Bhalotra (2008) investigated the impact of aggregatome shocks on infant mortality in India angeistigates
likely mechanisms. A recent OECD-dominated literatxeports the provocative finding that mortalityneost ages
is pro-cyclical. Similar analyses for poorer coiggrare scarce, and both income risk and mortasikyare greater
in poor countries. This paper uses data and metdediggned to avoid some of the specification pmoislen
previous studies and it explores mechanisms anensixins that have not been previously considetedsds
individual data on infant mortality for about 15@0¢hildren born in 1970-1997, merged by cohort state of birth
with a state panel containing information on aggtegncome. Identification rests upon comparing éffects of
annual deviations in income from trend on the niitytaisks of children born at different times toet same mother,
conditional upon a number of state-time varyingas@ates including rain shocks and state social redjpere. Rural
infant mortality is countercyclical, the elasticibging about -0.33. This is despite the findingt tiedatively high
risk women avert birth or suffer fetal loss in resiens. It seems in part related to recessionauktting distress
labor amongst mothers, in contrast to the casilirer countries, where they discourage labor mavketicipation.
Health-care seeking declines in recessions and apjear related to the opportunity cost of matetirak.
Disaggregation reveals that the average resultdraren by rural households in which the mothennigducated or
had her first birth in teenage, and that it is ogigls that are at risk; boys are protected frormoime shocks.
Exposure to poor conditions in the fetal and nealna¢riod appears to have a larger effect on infiamttality than
similar exposure in the post-neonatal period.

According to Rohini Ghosh (2012), the countdowratlase to track the maternal and child survival, rageset by
the Millennium Development Goal, reported recenltigt India’s progress is not satisfactory in redgchewborn
and child deaths. Articles on neonatal and chilttality in India were accessed from PubMed/MEDEINRisk
factors associated with neonatal and child moytalitre reviewed in three crucial phases of pregpacitildbirth
and postnatal period. The review revealed econdalisigarity acts through various avenues of cultbedief and
restrictions and is indirectly associated with ceeeking behavior and utilization of health caesuiting in slow
decline of child mortality rate in India. Secondtgltural norms, practices, and beliefs are strpmaglkociated with
high neonatal mortality, contributing to the sluglydecline of overall child survival rate. Proximaleterminants of
child mortality, i.e., income, cultural behaviordaheliefs, in multiplicity of Indian cultures, actosely associated
with health seeking behavior, antenatal care, dgliypractices and postnatal care of infants. toscluded that
apart from raising awareness among community lsadamily members responsible for care giving stidu
specially targeted for removal of hostile percepti@and barriers for improvement of child survivallso there is
need for developing new strategies for health dilutdased on indigenous concerns, addressing -sottioral
barriers.
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Historical and Predicted Trends

There has been a consistent decline in Infant MiyrfRate (IMR) and Under-Five Mortality Rate (USNIi India.
The rate of decline in current decade is highen tinathe previous. However, based on robust ptigjes, at the
current rate of decline, India is unlikely to m#wat targets for Millennium Development Goal (MDG)which aims
to reduce by two thirds, between 1990 and 2015utiter-five mortality rate. Six states of Indiadigh are likely
to achieve the IMR and U5 MR target of MDG-4: Taiidu and Kerala in the South, Maharashtra in thestyV
West Bengal in the East, and Punjab and Himactedd3h in the North. There is a small or no dedlnearly
neonatal mortality rate (ENMR), which hovers atuard 30/1000 live births. ENMR is an indicator ofatjty of
perinatal care. In the last decade, IMR declinerlvan areas is much less sharper than in rurasanearowing the
gap between the rural and urban (Census of In@ia3R

M ater nal and Demogr aphic factors

Education:Children born to mothers with at least 8 yearsalfooling have more chances to survive. IMR arisl U-
MR among children born to illiterate mothers haeei consistently higher than those born to mothétts any
education. However, the association between mdtetheation and child mortality becomes significanty when
maternal education exceeds 8 years of schoolingekample, children born to mothers with at-leaste@rs of
schooling have 32% lesser chances of dying in nabpariod and 52% lesser chances in the post-ma&operiod,
as compared to the illiterate mothers.

Age: Children born to adolescent mothers are at highkr Infant and under-five mortality rates arghegst among
mothers under 20 years of age. The rates are lameshg the children born to mothers between ths afj20-24,
remain low up to 25-34 years of age, and incregsénaafter that age. Thus, a U-shaped relationishgbserved
between mother's age at childbirth and U-5 mostalifThe effect of the low age of the mother on ralitst is
highest during the neonatal period (79% higher)] anogressively diminishes during the post-neonéalo
higher) and 2-4 year age-group.

Spacing between childbirth€hildren born less than two years after the filslivery are less likely to survive.
There is a consistent and significant impact afhbiintervals less than 24 months on child survital example, a
child born within 24 months of the previous childsh68% higher risk of dying within the neonatalipgrand 99%
higher risk of dying in the post-neonatal periotieTisk further increases sharply if the previohiidchas died. A
short birth interval not only increases mortaligkrof the subsequently born children, but alsthoke born earlier.
Maternal Nutrition StatusMortality among children born to obese mothersigher.

Analysis of the National Family Health Survey (NF-BSdata showed that neonatal mortality among cildorn
to mothers with low Body Mass Index (BMI) (<18.5asvslightly higher than those with normal BMI (1-24.9).
Similarly, children born to obese mothers (high BML8.5) showed 2.7 times higher mortality durirepmatal
period than those of mothers with normal BMI. Thigect was much less marked beyond the neonatadoer
While mild maternal anemia (hemoglobin levels 1091dm/dL) did not confer additional risk of deathinfancy,
moderate or severe anemia (Hb levels <10 gm/dL)agasciated with 26% higher neonatal and 16% highst-
neonatal mortality rates.

Attendance at childbirthDeliveries attended by health professionals hadewer risk. NFHS-3 revealed that
neonatal mortality is lowest for children deliveradhome by health professionals (19.8/1000 livehb) and was
highest for children delivered at home by traditibbirth attendants (27.2/1000 live births). Mdtiahmong those
delivered in a hospital was in between the twoZ2%00 live births).

Social and Economic Factors

Social Group:Children born in SC and ST families have highek of dying than others. The risk is higher for
children born in scheduled tribe (ST) families ampared to scheduled caste (SC). For example |c ohin to an
SC family has 13% higher risk of dying in the neahg@eriod and 18% higher risk of dying in the posbnatal
period, as compared to others. Similarly, a chiddnlto an ST family has 19% higher risk of dyingtlie neonatal
period and 45% risk of dying in the post-neonatefign. Belonging to a social group, however, i ao
independent risk factor for mortality. Its effeat mortality appears to be mediated through otheiasoeconomic
and environmental factors.

Economic status (as measured by Standard of Lividgx or SLI):Mortality among low SLI has declined the most.
Between 1981 and2005, under-five mortality leveld &is components have declined across all econmgroups,
as defined by the Standard of Living Index. Thelidecamong Low SLI households has been the higlsgs?%),
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while High SLI households have shown the leastideciThis is a very positive trend which indicateat the gap
between rich and poor is norrowing throughout tbarg. Neonatal mortality among children born tageholds
with high SLI has not declined at all. Economictssahas an independent effect on U-5 mortality &sd
components.

Sex of the childIMR among girls has become equal to that amongs bimdicating that gender inequality has
increased. Girls have lower mortality in the ndahaeriod, but then have higher mortality than odlyereafter
throughout the childhood. Due to lower Neonatal tdiity Rate (NNMR), IMR in girls had been lower thamong
boys during all five year periods since 1981. Hogrein recent years, due to slower decline in NNMRong girls,
IMR among girls has become equal to that among.boys

Nikita Mehta (2013) according to Registrar Genefdindia, India’s maternal mortality rate declin&8% in 2011-
12 from 2007-09. Infant mortality in India declthenarginally to 42 deaths per 1,000 live birth@12 from 44
deaths in 2011. Pregnancy-related and infant deathhe country have declined significantly fronfeav years
earlier, according to the latest data releasechbyRegistrar General of India, but experts sayeteaerot much to
cheer in the numbers given that India still lagkibe developed nations and even its poorer neigisholndia’s
maternal mortality rate (MMR), or the rate of desatmong women during or after pregnancy, declined@%6 in
2011-12 from 2007-09, according to the data relkaseFriday. Although the MMR dropped from 212 tthsaper
100,000 live births in 2007-09 to 178 in 2010-12dia is behind the target of 103 deaths per livéhbito be
achieved by 2015 under the United Nations-mandsti#dnnium Development Goals (MDGSs).

The MMR in southern states fell 17% from 127 to ,1€16ser to the MDGs. Assam and Uttar Pradesh/altteand
were the worst performing states, with an MMR oB83nd 292, respectively. Kerala and Tamil Nadu have
surpassed the MDG with an MMR of 66 and 90, respelgt Infant mortality declined marginally to 42aths per
1,000 live births in 2012 from 44 deaths in 2015dlya Pradesh registered the highest infant miyr&li56, and
Kerala the least at 12. Among metropolitan citiéglhi, the national capital, was the worst performéth 30
deaths per 1,000 live births in 2012. One in e&hjinfants at the national level, one in everyir#ants in rural
areas, and one in every 36 infants in urban atédbhdie within one year of life, the report saidThere is not much
to celebrate with the decline in maternal mortality we are still far behind developed countries awdn
developing countries like Nepal and Bangladeshchiiave surpassed us,” said Amit Sengupta, of Saresthya
Abhiyan (People’s Health Movement), a civil societganization. The “government mandate to instinglize
(child) deliveries will have marginal results ifoblems like early marriage of girls, nutritionwbmen and gender
equity are not looked at.”

Registrar General of India (2013) according toAlmaual Health Survey (AHS), which covers nine gtatadia has
made headway in institutionalizing child deliveries. taking place in hospitals. More than 40%loifd deliveries
in Chhattisgarh and 79% in Madhya Pradesh werédutishal in 2012, compared with 34.9% in Chhatidgand
76.1% in Madhya Pradesh in 2011. The states cdveyethe AHS are Rajasthan, Uttarakhand, Uttar ésfad
Madhya Pradesh, Bihar, Jharkhand, Chhattisgartsiadind Assam. More than 85% of the total binlo& place
in government institutions in Madhya Pradesh anékdin 2011, and this was more than 60% in therastates
surveyed, except Jharkhand, according to the |AtdSt data. But total fertility ratio (TFR), or tteverage number
of children given birth by a woman, reach a prefdrevel of 2.1 in only 29 out of 284 AHS districtghereas in
2011 it was 20 districts, according to the AHS datde Registrar General also released data shawatghe sex
ratio at birth improved by 2 points to 908 femalesr 1,000 males in 2010-2012 from 906 in 2009-2011.
Chhattisgarh reported the highest sex ratio a I(879) and Haryana the lowest (857).

Estimates of Mortality I ndicator s according to Census of I ndia

Mortality is one of the basic components of pogalachange and related data is essential for despbig studies
and public health administration. It is the priradiphgredient for population projections and liédbtes. Information
on death events recorded in Sample Registratiote®yESRS) is used to estimate mortality indicatdte various
measures of mortality published under SRS are Cibelath Rate (CDR), Under-five Mortality Rate (USMR)
Infant Mortality Rate (IMR) and its components, A§pecific Mortality Rates (ASMR), Still Birth Ra{€BR) and
Peri-Natal Mortality Rate (PMR). According Censafsindia report presents that Infant Mortality R&&IR) by
sex and residence for the year 2010 for India agge States. Infant Mortality Rate is defined las infant deaths
(less than one year) per thousand live births hatNational level, IMR is reported to be 47 andiasafrom 51 in
rural areas to 31 in urban areas. Among the biggates, it varies from 13 in Kerala to 62 in MadlBmadesh.
Female infants experienced a higher mortality timahe infants in all States.
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The infant mortality rate, which plays an importaole in health planning, has shown a considerdbldine from

129 per 1000 live births in 1971 to 110 in 1981 &main 80 in 1991 to 47 in 2010. The child mortaligte has
depicted a perceptible decline from 51.9 in 197#1® in 1981 and from 26.5 in 1991 to 13.3 in 20002010,

about 34 percent of the deaths were institutiomal @6 percent received medical attention other thatitution.

Sample Registration System (SRS) of Census of Istdites that early neo-natal mortality rate i.anber of infant

deaths less than seven days of life per thousaedbirths forms an important component of infantrtady rate

and more specifically of the neo-natal mortalityerdSRS Statistical Report-2012; 2013). The eadg-natal

mortality rate along with the percentage of eadp-imatal deaths to the total infant deaths is etN\htional level,
the early neo-natal mortality rate for the year@®as been estimated at 25 and ranges from 28ahareas to 15
in urban areas. Among the bigger States, Keralarfl)Madhya Pradesh (34) are the two extremesp&lmntage
of early neo-natal deaths to the total infant deathring the year 2010, at the National level, Iresn 53.9 and it
varies from 54.6 in rural area to 49.6 in urbaraarén most of the States, rural proportion istietdy higher than
the urban proportion except Delhi, ChhattisgarhdMe Pradesh and West Bengal. Among the biggeesStae

percentage for total, varies from 38.7 in Keral&%4 in Jammu & Kashmir.

Conclusions

There are large inequities in U5 mortality acrotstes and between social and economic groups intiibi
acceleration in progress. The good news is thatetli®e some evidence of reduction of social and econ
inequalities over the past two-three decades. BGoeti presence of several risk factors, which agaifsgtantly

associated with infant and U5 mortality retard gregress: foremost among them are low levels ofemnat
education (less than class 8), early childbeargaglier than 20 yrs), and inadequate birth spadiess than 24
months). Stagnation of early neonatal mortalitylidia and most of the states highlight the impmrta of
improving quality of perinatal care for improvingild survival. The analysis also points to someuiltsing trends:
slower decline of under-five mortality in urban ase strong and apparently independent associafioreanatal
mortality with maternal obesity and progressive idishing of biological advantage that girls haveirfiancy.

When seen in context of increasing urbanizatioesehtrends are likely to become increasingly ingrin

determining child survival in times to come. Infdrealth continues being a priority for countriesl ahe world.
National and local governments, NGOs, Civil Socity the general public should continue payinghétia to the
health of infant and children population. Many effoshould continuously be putting to improve thelgy of life,

access to high quality health service, educatiamdn security and rights, improve environments, re@mdove risk
factors and determinants of infant health.
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