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Multidimensional Poverty and the State of Child Health in India

Abstract

Using data from the National Family and Health $yn8, India, this paper measures and
validates the extent of multidimensional povertg axamines the linkages of poverty level with
child health in India. Multidimensional povertynseasured in the domain of education, health
and living standard and child health is measuretl vaspect to infant mortality rate, the under-
five mortality rate, immunization of children ancdical assistance at birth. Results indicate that
one-fifth of the households in India are abject pdwlf of them are poor and the poor have
limited access to child care. While infant mortalitate and under-five mortality rate are
disproportionately higher among the abject poor mamed to the non-poor, there are no
significant differences in child survival among #@ucational, economical and health poor at the
national level. Regional patterns in child surviaahong education, economical and health poor

are mixed.
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1. Introduction

The goal of this paper is both methodological antpieical. The methodological goal is to
measure the state of multidimensional poverty &edetmpirical goal is to examine the state of
child health among the abject poor, poor and nar-pouseholds in India. This paper has been
conceptualized with the following rationale; Firgtough multidimensional poverty has been
acknowledged cutting across disciplines (among @wusts, development thinker, social
scientists, public health professionals, policy erakand international organizations) and
included in the development agenda, its measurearhtapplication are still limited. Second,
poverty eradication program in India identifies paeing the concept of multidimensional
poverty but the official estimates of poverty coog to be derived from consumption
expenditure data. Third, empirical evidence suggest inverse association of level and
inequality in child survival, that is, as mortalidgclines, the gap in child mortality between the
poor and the better-off widens (Wang 2003). Fautransitional economies, health care services
are more likely to benefit the non-poor than therp@Gwatkin 2005). Along with these goals
and rationale, we hypothesize that there are nuifgignt differences in child survival (infant
mortality rate and under-five mortality rate) amdhg educational poor, wealth poor and health

poor.

In deriving multidimensional poverty, both theocaliand methodological issues are of immense
importance. Methodological issues include the fixof a cut off point for the poor and non-
poor, aggregation of multiple dimensions into agnindex, weighting of dimensions and the
unit of analyses, while theoretical issues relatéhe choice of dimensions, choice of indicators

and the context (Alkire and Foster 2009; Alkire 2D0The UNDP has devised two composite



indices, namely the Human Poverty Index 1 (HPI f developing countries) and Human
Poverty Index 2 (HPI 2 for developed countries)nmeasure the state of multidimensional
poverty in the domain of health, knowledge andnivistandard (UNDP 1997). Among
researchers, there is general agreement in spagiflye poverty line of each dimension, but they
differ in deriving the aggregate poverty line. Véhdome have used the union approach (poor in
any dimension) (Bourguignon and Chakravarty 2008)ers have used the intersection (poor in
two or more dimension) approach (Gordon et al 2@@3elative approach (Wagle U 2007) in
fixing the poverty line. On the theoretical frotiie dimensions of education, health and income
are often measured and few studies have includbpective well being such as fear to face
hardship (Calvo 2008) in defining multidimensiormdverty. Studies also document varying

degrees of correlation between dimensions of pgwerteprivation (Klasen S 2000).

Traditionally in the domain of income/consumptigoyverty estimates were primarily based on
income and/or consumption expenditure survey ddtaie recently, data from the Demographic
and Health Surveys (DHS) were used in estimatingepg. Sahn and Stiefel (2000) estimated
the change in poverty of African countries in tf#90Qs using the asset based welfare index.
Along with consumer durables and housing charastiesi they had used the educational level of
head of household in defining poverty. Booysen,ttahnd Rand (2008) extended the work of
Sahn and Stiefel to seven African countries anchdoa decline in the poverty in five of these
countries. Srinivasan and Mohanty (2008) usingetlioeinds of Indian DHS data, estimated the

change in deprivation level in Indian states.



In India, the estimates of poverty and the idecaifion of poor for conditional cash transfer are
carried out independently. The official estimatdspoverty are derived by the Planning
Commission based on consumption expenditure ddkacted by the National Sample Survey
Organization (NSSO) in its quinquinneal round (s8id®73-74). On the other hand, the poor are
identified by a Below Poverty Line (BPL) Survey 6ad out by the District Rural Development
Authority (DRDA) of each state with guidelines frothe Ministry of Rural Development,
Government of India. Based on the Planning ComissGovernment of India estimates of
2004-05 (uniform recall period), 27% of India’s pigtion (25.7% urban and 28.3% rural) were
living below the poverty line (Planning Commissi®d07). However, these estimates are often
debated and revised owing to different recall pi(B65 vs. 30 vs. 7 days) in various rounds,
the fixed basket of goods and services, the pmckex applied and appropriate minimum
threshold. Additionally, the consumption expenditus sensitive to household size and
composition and not adjusted in poverty estimdesently, the Government of India appointed
the Tendulkar Committee to suggest an amendmergouérty estimates. The Committee
recommended the same poverty estimates for urlzha (B5.7%) but re-estimated rural poverty
for 2004-05 (Planning Commission 2009). On the iottend, three rounds of BPL survey had
already been carried out with different methodoldgy identifying the poor. The first BPL
survey was conducted in 1992, the second in 199¥ the third in 2002. There were
improvements in the methodology in successive reunfdBPL surveys but all these rounds
used the concept of multidimensional poverty. Bareple, the 2002 round used a set of 13
socioeconomic indicators (size of operational lantting, type of house, availability of food
and clothing, security, sanitation, ownership ohsiomer durables, literacy status, status of

household labour, means of livelihood, status diost going children, type of indebtedness,



reason for migration and preference of assistamtt) a score ranging from 0 to 4 for the
variables. The total score ranged from O to 52 #n&l states were given the flexibility of
deciding the cut off points. There has been disaundn the methodology used in BPL surveys

and misuse in the distribution of BPL cards (Suada2003; Ranet al 2009).

Evidence in India suggests reduction in consumpgtimrerty, but the state of child health has not
improved substantially. During 1992-2006, the pmipa of undernourished children had
declined marginally (about two-fifths of childrerere undernourished in 2005-06). The infant
mortality rate had declined from 77 deaths per 10@9 births in 1991-95 to 57 per 1000 live
births in 2001-05 (IIPS and Macro International 2D0rhough there is a large differential in the
state of child health and health care utilizatigrelducation and wealth status of the households,
little is known on the state of child health by tple deprivations. This paper attempts to
measure the deprivation in multiple dimensions @bability and understand its linkage with

child survival in India, using large scale popwatbased survey data.

2. Data and Methods
In the last two decades, the Demographic and H&altkieys (DHS) have bridged the data gap
on population, health and nutrition parameters ahyndeveloping countries, including India.
The DHS in India, known as the National and Faraig Health Survey (NFHS), was first
conducted in 1992-93 and the second and the thindds were conducted in 1998-99 and 2005-
06 respectively. The NFHS'’s are large scale pojuldiased representative sample surveys that
cover more than 99% of India’s population undeomys conditions of scientific sampling

design, training of investigators and high qualigta collection and edit procedures. These



surveys collect reliable information on births, thsa family planning, nutrition, a range of

health related issues including HIV/AIDS and thenlg conditions of households. There were
improvements in coverage and dimensions in sucaessiunds of the survey. NFHS-3

canvassed three different survey instruments ngntbly household schedule, the women’s
guestionnaire and the men’s questionnaire from ghmpled households. The household
schedule collected information on economic proxgegh as housing quality, household
amenities, size of land holding and consumer desbWhereas the women questionnaire
collected detailed information on reproductive tiigds, health, nutrition and related information
of mothers and children. The men’s questionnaiteced information on men’s involvement in

health care, reproductive intention and knowledg® ase of contraception from men in the age
group 15-54. A detailed description of the survegign of the NFHS and the findings are
available in the national report (IIPS and Macreetnational 2007). In this paper we have
utilized the data of NFHS-3 that covered a samplE08,041 households and 124,385 women in
the country (Table 1 (a)). The household file, waradile, birth history file and the member

files are used in the analysis.

Table 1 (a): Number of un-weighted households, householdswith women and children cover ed in 2005-06, India

Households/ Women Combined Rural Urban
Number of Households 1,09,041 58,805 50,236
Number of households with at least one women a§esol 90,014 48,927 41,087
Number of households with at least one child agé8 tnonths 40,593 23,961 16632
Number of households with at least one child agéd years 53,230 31,121 22,019
Number of women interviewed 124,385 67,424 56961

We have measured multidimensional poverty in theeaision of education, health and living
standard of the household. The dimension of edutaticludes literacy status of all adult
members and the current schooling status of schowig children in the households. The

dimension of health includes child health and tbealth of women in the age group 15-49. Child



health is measured by a set of health care vasalhe vaccination coverage of children, the
medical assistance at delivery), infant mortaligter (IMR) and under-five mortality rate
(USMR). The living standard is measured by a seeainomic proxies of the household. In
deriving the estimate of multidimensional povethg unit of analysis is the household, whereas
the child is the unit of analysis for child healtariables. The estimates of IMR and USMR are
derived from the birth history file and analysesr@vearried out separately for rural and urban
areas. NFHS data has been used for all the analABdke data from NFHS has been weighted
to adjust for non-response (IIPS and Macro Intéonat 2007). The national weight is used in
the national analyses and state weight is usetdia Evel analyses. The basic objective of state
weight is to maximize the representativeness oftraple in terms of the size, distribution, and
characteristics of the study population. Specilycdltakes care of the non-equal probability of
selection in different domain i.e., rural and urlzaeas and slum and no-slum areas in the states
of Andhra Pradesh, Delhi, Madhya Pradesh, Mahaisshamil Nadu, Uttar Pradesh and West
Bengal. It also takes care of the differential megponse rates of household interviews in urban
and rural areas and slums and non-slums. Aftersad@ for non-response, the weights are
normalized so that the total number of weightecesds equal to total number of unweighted
cases. Because of the normalization of the statesdimld weight at the state level, the
normalized state household weight cannot be usedidbonal indicators. Hence the national
weight is the product of design weight of eachestatd the state weight. SPSS 14 and STATA
10 software packages are used. Bi-variate analysised in understanding the differentials in
poverty and health care, while the principal comgraranalysis (PCA) is used in estimating the

wealth index. The life table technique is useddtngate the IMR (probability of dying in first
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year of life) and the USMR (the probability of dgirwithin first five years of life) by poverty

level of the household.

3. Results

Results are presented in three sections. Sectawsdribes the methodology of identification of
poor and estimates of multidimensional povertytisac2 describes health care utilization by
poverty level and section 3 describes child suitvaraong the abject poor, poor but not abject

poor and non-poor.

3.1: Identification of the Poor and the Extent of M ultidimensional Poverty
Table 1 (b) show the specific indicators used iamiflying dimensional poverty in education,
health and living standard separately for rural arghn areas. It also provides the method of

fixing the cut off point of poor in each of thesenénsions.
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Table 1 (b): Dimensional indicator s of poverty and the method of deriving poor in India

Dimension | Indicatorsfor Rural

| Indicatorsfor Urban

| Defining Poor

Education

Health

Wealth

No adult literate member in the

household
Any child in the school going

age (7-14) never attended school
Any child in the school going age (7-

14) discontinued schooling

Any child below 5 years of age is

severely underweight

Any woman age 15-49 years is
severely or moderately anaemic

Housing Condition:

Floor type, wall type, roof type,

window type

Persons per room
Access to improved water
Type of cooking fuel
Electricity

Separate kitchen

Consumer Durables: Motorcycle,
car, landline telephone, mobile,

television , pressure cooker,

refrigerator, computer, sewing
machine, watch, bicycle, radio

Size of Landholding:

No land, marginal, small, medium/

large holdings
Agricultural accessories:

Thresher, Tractor, Water Pump

No adult literate member in
household

Household do not hayv
an adult literate

Any child in the school going age member or any of the

(7-14) never attended school

child age 7-14 in the

Any child in the school going age household never

(7-14) discontinued schooling

attended or
discontinued school

Any child below 5 years of age is Either any child in the

severely underweight

Any woman age 15-49 years is
severely or moderately anaemic

Housing Condition :

Floor type, wall type, roof type,

window type,

Persons per room,

own house

Access to improved water
Type of toilet facility

Type of cooking fuel
Separate kitchen
Consumer Durables:
Motorcycle, car, landline
telephone, mobile,
television, pressure cooker,
refrigerator, computer
sewing machine, watch

household is severely
underweight or any
woman is
severely/moderately
anemic

Derived from the
composite wealth
index using the PCA.
The cut off point of
poor in is 26% in
urban areas and 28%
in rural areas. This
cut-off point is
equivalent to the
poverty estimates of
the Planning
Commission, Govt. of
India, 2004-05

(1)

In the dimensional index of education, three inttic namely, any adult literate member (15+)

in the household and children in the school goigg @who had never attended school or had

discontinued schooling are used. The literacy stafuany adult member in a household is the

basic and frequently used indicator that measutesady. It is computed by the presence or

absence of any adult literate member in the houdeNde prefer to use this indicator to that of

the head of household as the average age of theehold head is 46 years in the country. In

such cases, the recent benefits of education (slagt 10-15 years) to the members of household
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will not be captured, while the educational levelny adult member will capture such changes.
Second, the official age of child schooling in mds 6-14 years but we prefer to use the age
group 7-14 years because the survey was conduatetydNovember 2005-August 2006 and the

child’s age was estimated as of the survey dateek¥ample, a child who might have completed

six years in January 2006 may be admitted to scimodline 2006. If the survey had taken place
in January 2006, the child would not have been tsalias ‘attending school. Hence, we prefer to
consider the age group 7-14 years for child schgah our analyses. We define a household as
poor in the education domain, if the household dadshave a single adult literate member or if

any of the children in the school going age areajugchool (include both never enrolled and

discontinued schooling). It was found that 20%he households did not have an adult literate
member, 9% of the households had at least one wlhitelhad never gone to school and 4.8%
households had at least one child who had disaesdiischooling.

Table 2 (a): Mean and standard deviation of dimensional indicators of education and health
in India by place of residence, 2005-06

Dimensional I ndicators Combined Rural Urban

M ean Standard Mean Standard Mean Standard

Error Error Error

Education
Households without a single adult literate member  0.198 0.0012 0.253 0.0017 0.085 0.0012
Households with at least one child (7-14 years) who 0.085 0.0008 0.104 0.0013 0.044 0.0009
has never gone to school
Households with at least one child aged (7-14)s/ear 0.048 0.0006 0.054 0.0009 0.035 0.0008
who has discontinued schooling
Health
Household with at least one women aged 15-49 0.164 0.0011 0.176 0.0016 0.14 0.0015
years who is severely/ moderately anaemic
Households with at least one child aged 0-59 months0.058 0.0007 0.071 0.0010 0.03 0.0007
who is severely underweight

In the dimension of health, the weight of childtexlow 5 years and the anaemia level of women
(both married and unmarried) in the age group 1%s48ed in the analyses. These indicators are
widely recognized health measures for children mathers. However, as 43% children under
age five are underweight and 55% women are ana@itier moderate or mild or severe) in the

13



country, we prefer to use the severity in theseapaters in defining the health domain. We
consider a household poor in the health domaitef household has at least a child who is
severely underweight or a woman who is severelgnoderately anemic. It may be mentioned
that information on blood sample was not collegtethe state of Nagaland and so the variable

for the state is not used.

In the wealth domain, economic proxies (housingddtns, household amenities, consumer
durables, size of land holding) of the househokl asually used in explaining the economic
differentials in population and health parametessDddS does not collect data on income or
consumption expenditure. These economic proxiescamebined to form a composite index,
often referred to as the wealth index and the PC#e most frequently used method in deriving
the wealth index. The utility of wealth index inpdaining economic differentials in population
and health parameters have been established (Rutsté Johnson 2004; Filmer and Pritchett
2001). However, our wealth index differs from thel®wealth index in many aspects. First, we
have constructed the wealth indices for rural anohm areas separately using the PCA, as
estimates of health care utilization differ sigoafintly when separate wealth indices are used for
rural and urban areas rather than a single indexh@vity 2009). Second, we have carefully
selected variables based on theoretical and statigignificance in the construction of the
wealth index for rural and urban areas. For exanmpeDHS wealth index does not include land
in the construction of the wealth index, but usgscaltural accessories such as tractors and
threshers. We have used agricultural related vimsaor rural but not for urban areas. Similarly,
in rural areas a large proportion of households awuse, therefore we have not included this
variable in the construction of the wealth indexriaral India. Third, we have equated the cutoff

point of the poor to the Planning Commission, Gowant of India estimates of poverty in
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2004-05, based on uniform recall period. Accordm@6% of urban households and 28% of

rural households were considered poor in the ecandamain.

Table 2 (b): Mean, standard deviation and factor score of variables used in the construction of
wealth index by place of residence, | ndia, 2005-06

Rural Urban
Variables Factor
M ean SD score M ean SD Factor score

Housing quality

Floor type 0.305 0.460 0.253 0.807 0.395 0.212
Wall type 0.533 0.499 0.237 0.889 0.314 0.204
Roof type 0.714 0.452 0.165 0.924 0.265 0.166
No window 0.412 0.492 -0.239 0.151 0.358 -0.216
Window without cover 0.290 0.454 0.022 0.216 0.411 -0.109
Window with cover 0.299 0.458 0.235 0.633 0.482 58.2
Person per room

Two person 0.325 0.468 0.056 0.376 0.484 0.093
2-4 0.426 0.494 0.026 0.431 0.495 -0.002
4+ 0.249 0.433 -0.090 0.193 0.395 -0.111
Own house 0.933 0.250 ok 0.782 0.413 0.042
Improved drinking water 0.848 0.359 0.048 0.960 96.1 0.038
Cooking fuel 0.088 0.283 0.233 0.601 0.490 0.285
Electricity 0.558 0.497 0.229 0.931 0.254 ok
Separate kitchen 0.440 0.496 0.173 0.634 0.482 10.24
Toilet facility

No toilet 0.740 0.438 ik 0.169 0.375 -0.247
Pit toilet 0.060 0.237 ok 0.044 0.206 -0.058
Flush toilet 0.200 0.400 ok 0.787 0.409 0.255
Consumer durables

Pressure cooker 0.221 0.415 0.283 0.699 0.459 0.26b
Television 0.301 0.459 0.281 0.732 0.443 0.237
Sewing machine 0.126 0.332 0.209 0.309 0.462 0.178§
Mobile 0.074 0.261 0.227 0.363 0.481 0.243
Telephone 0.080 0.271 0.244 0.266 0.442 0.239
Computer 0.006 0.076 0.093 0.080 0.272 0.157
Refrigerator 0.066 0.248 0.230 0.334 0.472 0.271
Watch 0.714 0.452 0.192 0.911 0.285 0.152
Motorcycle 0.108 0.310 0.245 0.305 0.460 0.232
Car 0.010 0.099 0.122 0.061 0.239 0.145
Radio 0.270 0.444 0.161 0.389 0.487 ok
Bicycle 0.517 0.500 0.083 0.501 0.500 ok
Land and agricultural accessories

No land 0.415 0.493 -0.057 0.810 0.393 ok
Marginal holding (up to 2.5 acer) 0.392 0.488 -8.03 0.111 0.314 ok
Small holding (2.51-5) 0.082 0.275 0.111 0.038 P.19 Fokk
Medium/large (5+) 0.110 0.313 0.048 0.041 0.199 i
Irrigated land 0.381 0.486 0.080 0.125 0.331 el
Water pump 0.099 0.298 0.150 0.110 0.313 ok
Threshers 0.022 0.147 0.082 0.004 0.065 ok
Tractors 0.023 0.151 0.121 0.005 0.069 i

*** Not used in the analyses
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The mean, standard deviation and the factor scsetglit) of the variables used in deriving
wealth indices are shown in Table 2(b). The wedjlhe variables generated in the construction
of wealth indices are in the expected directiorthbo urban and rural areas. The variables that
reflect a higher living standard have a positivaghe while those with a lower standard of
living have a negative weight. For example, theghtbf a flush toilet in urban areas is 0.255,
pit toilet is -0.058 and that of no toilet is -0224rhe distribution of the wealth index showed that
it is positively skewed in urban areas and negbtiskewed in rural areas. The alpha value is
0.86 in urban and 0.81 in rural areas indicatingt the estimates are reliable. Based on the
ascending order of the composite index, a pereedtstribution is obtained for the household

both in rural and urban areas.

Based on poverty in each dimension, we have cladsif household as abject poor, poor but not
abject poor and non-poor (Table 3). A householdassified as “abject poor” if it is poor in at
least two of the three dimensions and “poor but agject poor” if it is poor in only one
dimension. Similarly, a household is classified'rm@n-poor” if it is not poor in any one of the
dimensions and poor, if it is poor in at least aimension. Results indicate that 27% of the
households in India are poor in education and \Wwedifthensions each, while 21% are poor in the
health dimension. The distribution of householdsoirerall multidimensional poverty score
suggests that 31% of the households in India ace poone dimension, 17% are poor in two
dimensions, 4% are poor in all three dimensions d86éb are non-poor. Based on the
classification, 20% of the households in the couatre said to be abject poor and 52% poor

(inclusive of abject poor) with large rural-urbaifferentials.
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Table 3: Percentage of poor in dimension of education, health and wealth and the overall poverty in I ndia, 2005-06

Poverty levels of Households Combined Rural Urban
Percentage of households poor in education 27.3 33.7 14.1
Percentage of households poor in health 20.6 22.7 16.3
Percentage of households poor in wealth 27.0 28.0 26.0
Overall Poverty status

Percentage of non-poor households 48.3 432 58.9
Percentage of households poor in one dimension 31.4 334 277
Percentage of households poor in two dimensions 16.5 19.1 11.3
Percentage of households poor in all three dimessio 3.6 4.3 2.1
Total Percent 100 100 100
Classification of poverty

Percentage of Non-poor households 48.3 43.2 58.9
Percentage of households Abject poor (Poor inaat lievo or more dimensions) 20.1 234 13.3
Percentage of households Poor (Including abject)poo 51.7 56.8 41.1

The classification of households on economic, etimeaand health dimensions suggests that
those who are economically poor are more likelypéoeducationally poor cutting across rural-
urban boundaries. Among those economically poocsptbalf of them are educationally poor
compared to one-sixth among the economically nar-péiowever, the differentials in

economically poor and health poor are not large.

We further validated the multidimensional poversyimates with three critical variables; namely
household with a BPL card, an account in a bangast office and coverage under the health
insurance scheme. The possession of a BPL caritedrdi household to take benefits from the
various poverty eradication schemes of the natiamal state governments such as subsidized
ration, guaranteed employment, free housing ancemmalt benefits. A higher proportion of
abject poor households possess a BPL card comparéfte poor or non-poor validate the
measure of multidimensional poverty. However, goaindicates that the majority of poor
households are not covered under the poverty extialicprogram. Similarly, 14% of abject poor

households had a bank or a post office account amedpto 33% among the poor but not abject
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poor and 55% among non-poor indicating the limaedess of abject poor and poor to financial
institutions. The coverage of health insurancehim population is low and almost non-existent
where the abject poor are concerned. These clzasiins also validate the measure of

multidimensional poverty and suggest that the @oerdisadvantaged in the service coverage.

Table 4: Percentage of households covered under BPL scheme, access to financial institution, covered under
health insurance and living in ssums by poverty levelsin I ndia, 2005-06

Combined Abject Poor Poor but not Non-poor All
abject poor

Households have a BPL card 37.3 31.3 20.6 27.3
Households have an account in a bank or post office  14.3 33.1 55.1 40.2
Any adult member in the household covered undera 0.6 2.9 8.2 5.0
health insurance scheme
Rural
Households have a BPL card 30.1 35.6 275 32.9
Households have an account in a bank or post office 12.5 28.9 45.6 32.3
Any adult member in the household covered undera 0.2 1.6 4.0 2.3
health insurance scheme
Urban
Households have a BPL card 39.1 35.6 27.5 32.9
Households have an account in a bank or post office  20.9 43.5 70.8 56.5
Any adult member in the household covered undera 2.1 6.3 14.8 10.7
health insurance scheme
Lives in a slum 59.6 50.4 31.7 37.3

Z-test shows significant differences among abjedrmnd poor but not abject poor, abject poor amatpoor and poor but not
abject poor and non-poor

Prior research suggests that the extent of mulédsional poverty is higher among female
headed households, household heads with low eduehtievel and among large households
(Deutsch and Silber 2005; Wagle 2008). We have eeuhthe differentials in multidimensional
poverty by selected characteristics of the heathefhousehold such as age, sex, educational

level, marital status and household size (Tablens)found a similar pattern.
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Table5: Percentage of abject poor and poor not abject poor by characteristics of head of household in

India, 2005-06
Household head characteristics Combined Rural Urban
Abject Poor but  Abject Poor butnot Abject Poor but not
poor not abject poor abject poor poor abject poor
poor
Age
Up to 30 25.9 34.6 29.4 35.1 17.7 334
31-49 20.6 314 24.0 33.1 14.0 28.2
50+ 17.2 30.5 20.2 33.1 10.9 25.1
Sex
Male 18.6 314 21.8 33.2 12.3 12.3
Female 28.8 32.3 32.5 34.4 20.2 20.2
Educational level
None 41.0 36.5 41.1 36.8 41.1 35.2
Up to primary 13.1 35.8 14.5 35.1 12.6 37.9
Incomplete secondary 6.2 28.1 6.1 29.4 6.1 28.3
Secondary and higher 1.1 14.7 1.1 21.5 1.1 15.1
Marital Status
Never Married 12.6 28.1 19.4 315 5.3 245
Currently Married 19.3 31.4 22.5 33.2 12.7 27.7
Widowed/divorced/separated 26.5 33.2 29.5 354 20.1 28.7
Household Size
Upto5 18.2 29.9 22.2 325 111 25.4
6-7 20.3 31.8 23.2 33.0 13.9 294
7+ 24.2 34.8 25.8 35.7 194 32.2

Z-test shows significant differences among abjedrmnd poor but not abject poor, abject poor amatpoor and poor but not
abject poor and non-poor

In general, it has been observed that the exteabjetct poverty and poverty decreases with age,
educational level of households; it is higher ambngseholds with many members and among
female headed households. For example, the exterdbj@ct poverty was 18% among
households with five or less members compared % arhong households with seven members
or more. It was 19% among male headed householipared to 29% among female headed
households.

Given the demographic and developmental diversitihe country, we estimated the extent of
multidimensional poverty in the states of India lflea6) and compared it with consumption
poverty estimates based on uniform recall periodhgyPlanning Commission, Government of

India for the period 2004-05.
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Table 6: Percentage of abject poor and poor but not abject poor households and the per centage of population
living below the poverty line (Planning Commission estimates) in the states of I ndia, 2005-06

States Combined Rural Urban Estimates of consumption
poverty, 2004-05
(Planning Commission)
Sr Abject Poor Abject Poor but | Abject Poor Combin  Rural Urban
No poor  butnot | poor not poor  butnot | ed
abject abject abject
poor poor poor
1 Kerala 1.2 14 0.9 13.5 1.6 15.1 15.0 132 202
p  Himachal 1.7 21.9 1.6 22.8 2.5 16 100 107 34
Pradesh
3 Goa 4.2 18.7 4.1 16.4 5.3 20.2 13.8 54 213
4  New Delhi 5.6 19.6 1 25 5.9 19.2 14.7 6.9  15[2
5  Punjab 5.7 28 4.7 30.7 7.2 23.9 8.4 9.1 7.1
6  Sikkim 5.8 30.4 5.5 32.7 7.1 21.4 20.1 223 33
7  Mizoram 6.5 20.4 7 23.3 4 18 12.6 223 33
Jammu and
8  Yashmir 7.3 30.9 8 34.2 5.3 23.5 5.4 4.6 7.9
9  Manipur 8.2 26.9 7.8 23.4 9 34.3 17.3 223 383
10 Uttaranchal | g5 26.5 8.4 28.5 8.8 21.3 39.6 40.8 365
11 Haryana 10.1 31.3 10.1 34 10.1 25.6 14.0 136 158.1
12 Maharashtra 112 28.7 15 325 7.2 24.6 30.7 296 32.2
13 Nagaland 11.5 28.5 12.4 28.9 11.1 26.7 19.0 223 3|3
14 Karnataka | 11.8 32 12.4 35.3 10.8 27.1 25.0 20.8 32.6
15  Gujarat 12.5 33.7 14.1 36.6 10.4 29.8 16.8 19.1  13.0
16 Tamil Nadu | 134 32 11.8 33.2 15.2 30.6 225 228 222
17  Tripura 13.6 29 125 27.2 20 37.1 18.9 223 33
1g Andhra 195 359 | 19.1 37.2 206  32.9 158 112 280
Pradesh
India 20.1 316 | 234 33.4 13.3 27.7 275 283 257
19 West 204 304 | 244 @ 322 121 266 247 286 148
Bengal
20 Meghalaya | 217 34.9 25.7 37.6 10 27.1 18.5 223 3|3
21 Assam 23.1 36 25.7 35.2 12.8 39.4 19.7 223 3|3
22 Chhattisgarh 24.9 35 27.2 35.2 16.5 34.4 40.9 408 412
g3 Jtar 249 336 | 27 356 | 185  27.8 328 334 306
Pradesh
24 Rajasthan 25.4 34.2 30.7 36.5 125 28.5 22.1 18.7 32.9
o5 Arunachal o0, gp o | 57 34.9 219 375 176 223 33
Pradesh
26 Orissa 28.3 32.1 30 32 19.9 33 46.4 46.8 443
o7 Madhya 303 327 | 349 33.7 186  30.2 383 369 421
Pradesh
28 Jharkhand | 378 31.8 45 32.3 16.6 30.2 40.3 46.3  20.2
29  Bihar 39.4 31.4 41.5 32 28.3 28.2 41.4 42.1 346
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Based on the estimates of abject poverty, we hiagsified the states of India as follows;

States with abject poverty of more than 20%: Bih#varkhand, Madhya Pradesh, Orissa,
Arunachal Pradesh, Rajasthan, Uttar Pradesh, @ddgeatti, Assam, Meghalaya and West
Bengal.

States with abject poverty of 10%-20%: Andhra PsadeTripura, Tamil Nadu, Gujarat,
Karnataka, Nagaland, Maharashtra and Haryana.

States with abject poverty of less than 10%: Uttelnal, Manipur, Jammu and Kashmir,
Mizoram, Sikkim, Punjab, New Delhi, Goa, Himachedesh and Kerala.

The extent of abject poverty and the overall pgvestmaximum in the state of Bihar followed
by Jharkhand and minimum in the states of Kerdla@d by Himachal Pradesh and Goa. It is
observed that the overall poverty is high amontestevhere the extent of abject poverty is high.
Further, the pattern of poverty generally follows state of human development in these states.
A comparison of consumption poverty estimates lgy Btanning Commission, Government of
India and the multidimensional poor indicates thmé differences in the ranking of poverty.
The correlation coefficient of multidimensional paand consumption poverty in the states of
India is weak; 0.27 in urban and 0.65 in rural area

We have attempted to understand the correlatiodimensional poor and the correlation of
consumption poor and wealth poor in the statesdifal at the macro level. Among the states of
India, the rank order correlation of wealth pood aducation poor (0.78) is higher than the
correlation of wealth poor and health poor (0.%8)wever, the correlation of consumption poor

and wealth poor are large and significant (0.70).
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3.2. Poverty and Health Care Utilization

Many studies documented the rising inequality ialtiecare utilization by economic status of
households using direct economic measures (momiycapita consumption expenditure) or
asset based index in India (Mohanty and Pathak)2@8dence also suggests that the progress
in basic health services like medical assistand®rét and childhood immunization is slow and
uneven within the country (Ram et al 2009). In gastion, we have examined the differentials
in health care utilization with respect to fouricetors namely, the usual source of health care of
household, medical assistance at delivery, healhd ¢(vaccination) of the child and
immunization coverage of children. The unit of gsak for utilization of usual health care

services is the household, while the child is thi of analysis for other variables.

The NFHS survey enquires the usual source of health of the household. Based on the
distribution, the usual source of health care h@enlcategorized into the use of health services
from the government health centre, the private thee¢ntre, the NGO/ Trust and others. A
higher proportion of non-poor households mainly etep on the private health services
compared to abject poor households. On the othet, lihe differentials in use of health services
from public health centers are small among abject @mnd non-poor. However, a substantially
higher proportion of abject poor usually depends athers, largely the traditional health

practitioner, chemist and shop.
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Table 7: Differentialsin health care utilization (per centage) by poverty level in India, 2005-06

India Combined Rural Urban

Abject Poor Non- All  Abject Poor Non- All  Abject Poor Non- All

Poor but not poor Poor but not poor Poor but not poor

abject abject abject
poor poor poor

Usual sour ce of
health care of
household
Government Health
Centre 36.9 36.4 321 345 36.6 37.0 36.7 36.8 38.0 34.8 25.3 29.6
Private Health 49.1 53.8 60.8 56.3 47.0 51.0 53.7 51.2 56.8 60.8 717 66.7
Centre 0.3 0.4 0.4 04 0.3 0.3 0.4 03 04 0.4 0.5 0.5
NGO/Trust 13.7 9.5 6.6 89 16.1 11.7 9.2 11.7 4.8 4.0 2.6 3.2
Others
Place of delivery
Home 80.8 58.7 37.1 57.2 86.0 67.9 49.0 67.4 585 30.5 141 285
Government Health 11.6 20.6 257 116 8.2 16.2 23.8 16.2 264 34.1 29.3 0.3
Centre
Private Health 7.3 20.0 36.3 7.3 56 15.3 26.5 159 146 34.2 55.3 40.2
Centre 0.3 0.8 0.9 03 0.2 0.6 0.7 05 0.5 11 1.3 11
Others
Medical assistance  23.8 45.6 66.0 46.6 19.1 37.4 55,5 375 4438 719 7.78 73.4
at delivery
Child (under 5 47.6 29.3 16.0 29.7 50.2 32.6 20.0 34.0 36.3 188 .9 7 17.3
years) does not have
a health card

Z-test shows significant differences among abjedrmnd poor but not abject poor, abject poor amttpoor and poor but not
abject poor and non-poor

The medical assistance at birth is a critical nmetleand child care indicator and linked to child
survival. During the last decade, several prograngtuding the ongoinglanani Surakhya
Yojana (JSY) have been operational to promote institutialedivery and increase maternal and
child survival among the poor. However, the findingeveal that just one-fifth of all births
among the abject poor took place at a health ceningared to two-fifths among the poor and
three-fifths among the non-poor. Even the natat sarvices from public health centers are used
more by non-poor households compared to poor holdgghboth in rural and urban areas.
Owing to cultural practices, some deliveries tale@ at home but they are assisted by health
professionals. Accordingly, we have computed medassistance at birth by the level of

poverty. Only one-fifth of the births to the abjgmbor mothers received medical assistance
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compared to half among the poor and two-thirds agrtbe non-poor. The rural-urban and state
differentials in medical assistance at deliverieslarge.

Information on health card and type of vaccinatieas collected from children born during the
five years preceding the survey. Table 7 repos ialf of the children belonging to the abject
poor households did not have a health card compgar8% among the poor but not abject poor
and 16% among the non-poor. It was 8% among thepoon in urban areas compared to 36%
among the abject poor in rural areas. The difféaénin health card by state shows that more
than half of the children among the abject poothe states of Assam, Bihar, Chhattisgarh,
Jharkhand, Madhya Pradesh, Rajasthan and Uttae$hratid not even have a health card. Such
proportions were much lower among non-poor houskshol

The state differential in medical assistance avdgl by poverty level showed that it was lowest
among the abject poor followed by the poor butatgect poor and the non-poor in all the states
except Kerala (Table 8). The state of Kerala iscaleh state in health care utilization and in the
state of human development. In an underdevelopesteé $ike Jharkhand, only 13% deliveries
among the abject poor were assisted by a medio&gsional compared to 30% among the poor
but not abject poor and 59% among the non-poor.il&iy) in developed states like Tamil
Nadu, 79% deliveries among mothers of abject pamrseholds received medical attention
compared to 88% among the poor but not abject poat 95% among the non-poor. To
understand the differentials in medical assistaa®elivery among the poor and non-poor in the
states, we have computed the ratio in the senagerage of non-poor to abject poor. The closer
the ratio is to 1, the lesser the inequality antewersa. We found that states such as Kerala,
Tamil Nadu, Andhra Pradesh, Goa, Himachal PradeshPainjab had a ratio of less than two

indicating a smaller inequality in health care agdime abject poor and non-poor. On the other
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hand, states such as Meghalaya, Jharkhand, Him&uiadesh, Uttaranchal, Orissa, Assam,
Arunachal Pradesh and Nagaland had a value of #mwdamore indicating higher inequality in
the state of health care. All other states hadl@evibetween two and three indicating the degree

of inequality in maternal health care.

Table 8: Percentage of births received medical assistance by poverty level of householdsin the states of I ndia,

2005-06
States/India Abject Poor butnot Non- Ratio of non-
Poor Abject poor poor All poor to poor

Meghalaya 11.7 29.2 57.1 31.3 4.9
Jharkhand 13.3 30.2 59.0 27.8 4.4
Uttaranchal 13.6 29.5 51.2 38.5 3.8
Delhi 21.1 53.3 76.4 64.1 3.6
Orissa 18.7 46.7 66.7 44.0 3.6
Assam 14.0 31.6 495 31.0 3.5
Arunachal Pradesh 16.0 36.0 50.0 30.3 3.1
Mizoram 25.0 53.8 75.0 64.7 3.0
Tripura 21.6 47.2 64.3 48.8 3.0
Bihar 17.9 32.2 52.3 29.3 2.9
Nagaland 12.5 18.2 34.0 25.0 2.7
West Bengal 25.3 457 67.5 47.6 2.7
Madhya Pradesh 20.8 33.2 53.6 32.7 2.6
Haryana 25.5 44.3 63.0 49.0 2.5
Rajasthan 24.4 43.0 58.9 41.0 2.4
Uttar Pradesh 16.5 25.9 39.4 27.2 2.4
Manipur 28.6 54.3 67.6 58.8 2.4
Jammu and Kashmir 29.3 50.0 67.5 56.6 2.3
Chhattisgarh 24.3 44.8 52.3 41.6 2.2
Maharashtra 37.7 64.7 80.5 68.8 2.1
Karnataka 39.3 68.1 80.9 69.7 2.1
Gujarat 38.3 62.1 75.8 63.0 2.0
Punjab 40.9 59.1 78.8 68.2 1.9
Himachal Pradesh 28.6 427 50.9 47.8 1.8
Goa 66.7 92.3 97.4 94.4 1.5
Andhra Pradesh 61.8 75.2 82.2 74.9 1.3
Tamil Nadu 79.1 87.8 95.0 90.6 1.2
Kerala 100.0 98.1 99.7 99.4 1.0
India 23.8 45.6 66.0 46.6 2.8
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Following medical assistance at birth, we havengtted to understand basic childhood
immunization by poverty level in the country. Basihildhood immunization is the most
successful and cost effective public health togirieventing infectious disease during childhood.
The World Health Organization under the Expandedmimization Program in 1974
recommended one dose of BCG, three doses of DPhtfairia, pertussis and tetanus), three
doses of polio and one dose of the measles vadgirt@e first birthday to prevent six major
preventable childhood diseases namely, measlegrauibsis, pertussis (whooping cough),
diphtheria, tetanus and poliomyelitis. These vaesihave been integrated into the public health
program of many developing countries including éndisually, the date and type of vaccination
of a child are recorded in a health card that avigled either by the health centre or the health

worker visiting home.

Table 9: Percentage of children aged 12-59 months by level of poverty and immunization in India, 2000-05

India Combined Rural Urban
Abject Poor Non- All Abject Poor Non- Al Abject Poor Non- All
Poor  but poor Poor  but poor Poor  but poor
not not not
abject abject abject
poor poor poor
Combined
BCG 59.5 769 87.8 757 57.7 743 846 724 67.2 849 939 854
DPT1 55.3 742 857 728 53.7 716 825 694 62.2 82.1 92.0 825
Polio 1 86.8 924 952 918 86.2 91.8 94.6 90.9 89.5 944 964 94.3
DPT2 46.4 66.1 80.0 654 444 629 76.0 61.3 54.6 76.1 88.0 77.1
Polio 2 83.2 89.8 933 89.1 824 89.2 92.7 88.2 86.4 915 946 0919
DPT 3 35.7 55.3 704 55.0 33.6 515 65.3 503 444 67.0 80.4 685
Polio 3 75.7 82.0 858 815 749 812 84.7 80.3 789 845 88.1 850
Measles 40.7 617 77.4 613 385 58.2 72.6 56.7 49.9 72.8 86.7 745
Complete 26.0 43.5 59.0 44.0 24.2 40.0 53.6 39.4 33.8 54.79.76 57.2
Immunization

Childhood vaccinations are estimated for childrerthe age group 12 to 59 months. We have
restricted the analyses to 12-59 months as theinattans are given at different months in the
first year of the child’s life and measles is thstldose in the vaccination. The differentialslin a
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recommended vaccination coverage by poverty levellarge, more disadvantageous to the
abject poor than to the poor and non-poor. Whike difference in polio coverage among the
poor and non-poor is small, it is large in DPT andasles. For example, only 36% of the
children belonging to abject poor households hadgiecination of DPT 3 compared to 70%
among the non-poor. Taking all recommended vadonstinto consideration, the complete
immunization coverage has been computed which &6 &nong the abject poor, 44% among
the poor and 59% among the non-poor. The low l@felaccination among the children

belonging to abject poor and poor households isfeeation on the services extended to
multidimensional poor households. The differentialsmeasles vaccination to children in the age
group 12-59 months also vary largely among theestaind are similar to that of medical

assistance at birth; it is highest in Kerala avaelst in Nagaland.

3.3. Poverty and Child Survival

Evidence across developing countries suggestsailatreduction in infant and child mortality
during the last two decades. While immunization cbildren was primarily attributed in
improving child survival in the 1980s, reductionpgaverty and malnutrition, improvement in the
environmental conditions, the use of health ses/lmethe mother were significant factors in the
reduction of infant and child mortality in the 1%9(Rutstein 2000; Hatt L.E and Waters H.R
2006). In the Indian context, improvement in thelemfive mortality rate is slow and it accounts
for about one-fifth of the global under-five moitglrate (Youet al 2009). Moreover, the health
care services in India, like those in other traosdl economies, benefit the non-poor more than
the poor.

In this section, we have discussed the differentialinfant mortality rate and the under-five

mortality rate by poverty level in India and thatss. The IMR and under-five mortality rate are
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also two of the 48 monitoring indicators of the lemhium development goals and are directly
linked to the state of poverty of the households. Wadve estimated the IMR and USMR from the
birth history file. The reference period in estimgtIMR is five years, while it is ten years for

US5MR. We have used the life table method in esiimgathese mortality indicators. Our findings

also reveal that the infant mortality rate and uheer-five mortality rate are the highest among
the abject poor followed by the poor but not thgeetbpoor and non-poor cutting across the
place of residence. The estimated IMR was 64 p80 1@e births among the abject poor, 57

among the poor but not abject poor and 40 amongdhepoor in the country (Table 10).

Table 10: Estimated Infant Mortality Rate and the under-five Mortality Rate (USMR) by Poverty Levelsin

India, 2000-05
Poverty Combined Rural Urban |
IMR Relative U5 Relative IMR Relative U5M Relative IM Relative U5 Relative
standard MR standard standard R standard R standard MR  standard
error (%) error (%) error error (%) error error (%)
(%) (%)
Overall poverty
Non- poor 40 3.5 53 2.1 48 4.2 64 25 31 5.8 38 3.7
Moderate Poor 57 3.2 78 19 60 3.8 85 22 53 55 65 3.4
Abject poor 64 3.6 102 2.0 67 4.2 110 22 57 7.0 84 3.9
Poor including 60 2.3 88 14 63 2.9 99 15 54 4.3 74 2.6
abject poor
All 52 1.9 73 11 57 2.3 84 13 42 3.6 56 21
Health
Dimension
Health poor 56 21 88 1.9 60 3.7 95 22 49 6.3 70 9 3
Health non-poor 49 3.7 67 13 56 3.0 78 17 40 4.3 51 25
Education
Dimension
Educationally 64 34 95 1.8 65 3.8 100 2.0 60 7.2 80 3.9
poor
Educationally 47 23 63 14 54 3.0 74 18 39 3.8 49 24
Non-poor
Wealth
Dimension
Wealth poor 64 33 99 1.8 69 55 112 21 57 5.6 83 3.1
Wealth Non- a7 2.3 63 14 53 2.8 73 16 36 4.4 45 2.9
poor

The estimated under-five mortality rate was 102 mgribie abject poor, 78 among the poor but
not abject poor and 53 among the non-poor. The #& under-five mortality were higher in

rural areas compared to urban areas.
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Table 11: Estimated Infant Mortality Rate (IMR) and under five Mortality Rate among abject poor, poor but
not abject poor and non-poor in states of I ndia, 2000-05 (ascending order of IMR among abj ect poor)

Infant Mortality Rate (IMR) Under five Mortality Ra (USMR)
SrNo  States Abject POOTBUL - Non Al Abject Non-
poor not abject poor poor Poor poor All
poor

1 Jharkhand 83 68 38 67 101 95 68 101
2 Uttar Pradesh 82 73 66 73 130 102 85 145
3 Tripura 79 49 38 51 * 58 42 68
4 Madhya Pradesh 78 64 49 64 93 93 63 I3
5 Arunachal Pradesh 74 65 49 64 100 101 69 94
6 Rajasthan 73 70 56 67 100 103 72 91
7 Mizoram 69 50 23 43 53 67 40 **
8 Assam 68 76 51 66 89 84 64 89
9 Manipur 65 39 21 32 75 54 38 48
10 Delhi 65 54 33 44 69 75 36 52

India 64 57 40 52 102 78 53 73
11 Punjab 62 59 41 44 63 75 41 54
12 Chhattisgarh 61 79 77 73 99 94 80 99
13 Uttaranchal 61 54 29 42 88 90 52 70
14 Jammu and Kashmir 60 45 42 45 71 56 46 5P
15 Gujarat 59 63 36 51 76 76 64 76
16 Bihar 57 67 67 63 100 83 76 91
17 Sikkim 54 34 33 35 35 46 43 43
18 Nagaland 52 48 33 64 93 69 55 66
19 Orissa 52 62 74 62 89 79 73 89
20 West Bengal 51 59 37 48 61 67 43 6]
21 Karnataka 45 52 38 45 67 77 51 671
22 Maharashtra 45 a7 33 39 52 59 42 52
23 Meghalaya 44 52 39 46 ** 69 47 63
24 Haryana 43 40 47 43 53 62 50 55
25 Andhra Pradesh 42 43 40 41 61 68 46 61
26 Tamil Nadu 29 42 25 31 46 56 39 46
27 Himachal Pradesh *x 35 31 32| 42 53 36 41
28 Goa ** 18 15 15 30 a7 22 30
29 Kerala ** 18 14 15 20 18 20 20

** Not estimated due to small size of sample

Table 11 reports the estimated IMR and the underdfnortality rate for the states of India. In
general, the estimated IMR and under-five mortate follows a pattern similar to that of the

national average; it is maximum among the abjeot fallowed by the poor but not abject poor,
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and minimum among the non-poor. For example, thienated IMR among the abject poor in
Jharkhand was 83 per 1000 live births compared@tanéong the poor but not abject poor and 38
among the non-poor. Similarly in Uttar Pradesh, @ébgmated IMR was 82 per 1000 live births
among the abject poor compared to 73 among thegrab66 among the non-poor.

For comparative purposes, we have classified tateston the basis of differences of IMR
among the abject poor and the non-poor. We fouatthiere are eight states, namely, Arunachal
Pradesh, Jharkhand, Tripura, Mizoram, Manipur, fidtiehal, Madhya Pradesh and New Delhi,
where the differences are more than 25 points. €fla@e ten mores states (Uttar Pradesh,
Rajasthan, Assam, Nagaland, Gujarat, West Bengaimii and Kashmir, Punjab and Sikkim)
where the differences are between 10 to 25 pomdsrathe remaining states, the differences are
small. This brought out the interstate differergtiah IMR and U5MR within the country.
However, there are four states (out of 29 staté®ravthe estimated IMR among the abject poor
or poor but not abject poor is lower than thath@ hon-poor. These states are Haryana, Bihar,
Chhattisgarh and Orissa. This is probably due tereporting of infant deaths as the level of
female literacy is low in these states. These stal®o have higher estimates of IMR among the
poor but not abject poor, than among the abject.pltere are two more states, namely, Assam
and Meghalaya where the estimated IMR among thectppor is lower by 5 points or more, to
those of poor but not abject poor, probably duéteer sample size. The pattern is similar for
the under-five mortality rate. We have not providled estimated IMR of the abject poor in the
states of Himachal Pradesh, Goa and Kerala betheiséze of the sample is small. The standard

error of IMR and USMR by poverty class is also shaw Appendix 1.
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Table 12: Estimated Infant Mortality Rate and under -five Mortality Rate among dimensional poor in states of
India, 2000-05 (arranged in ascending order of USMR among wealth poor)

Infant Mortality Rate (IMR) Under five Mortality Ra (USMR)
SrNo  States/ India Wealth  Educationally ~ Health Wealth  Educationally  Health
Poor Poor Poor Poor Poor Poor
1 Uttar Pradesh 80 75 78 128 118 118
2 Arunachal Pradesh 75 73 70 118 89 10
3 Madhya Pradesh 85 76 63 117 118 117
4 Jharkhand 80 74 74 115 114 115
5 Assam 71 83 75 110 112 110
6 Rajasthan 76 67 66 107 100 95
7 Bihar 65 66 47 105 95 92
8 Chhattisgarh 60 70 74 105 129 105
9 Orissa 58 58 50 105 114 105
10 Meghalaya 44 52 38 104 76 104
11 Gujarat 63 63 56 102 89 84
12 Punjab 85 52 56 102 56 69
13 Uttaranchal 83 76 45 101 11 69
14 Nagaland 63 49 16 93 79 45
15 Tripura 52 102 73 88 117 88
16 JKz?rTn:jirand 80 75 78 85 65 52
17 Karnataka 44 49 47 81 88 73
18 Maharashtra 55 44 39 78 69 63
19 Mizoram 58 38 62 76 34 76
20 New Delhi 63 46 63 75 63 78
21 Himachal Pradesh ik 61 27 74 80 35
22 West Bengal 48 50 69 72 77 72
23 Manipur 56 56 34 71 48 79
24 Andhra Pradesh 35 50 41 71 90 71
India 64 63 56 64 64 56
25 Sikkim 67 39 39 60 36 47
26 Haryana 34 58 36 55 66 58
27 Tamil Nadu 38 42 39 51 63 47
28 Goa 9 o 17 48 69 40
29 Kerala il il 12 34 57 11
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We examined the differentials in IMR and under-fivertality rate with respect to education,
health and wealth poor and non-poor (Table 10 aabler 12). We found that there are no
significant differences in both IMR and USMR withspect to the wealth poor and the education
poor at the national level. However, the estimatesmarginally lower among the health poor
compared to the wealth poor or education poor. &@mple, the estimated IMR among the
education and wealth poor households was 64 eachOp® live births and 56 among the health
poor. However, at the state level there is a migattern. There are twelve states where the
estimates of IMR among the educational poor areséime or more than those among the wealth
poor. These states are Tripura, Assam, Chhattis@alnlar, Gujarat, Orissa, Haryana, Manipur,
Meghalaya, West Bengal, Karnataka and Tamil Naduil&ly, there are eight states namely,
Tripura, Assam, West Bengal, Andhra Pradesh, KakaatNew Delhi, Tamil Nadu and
Mizoram where the estimated IMR among the healtbr i more than that of the wealth poor.
In all other states, the IMR among the wealth pedrigher than that of the educationally poor
and health poor. Even in these states, the levéBf is quite high among the educationally

poor or health poor. The pattern is similar witepect to USMR.

4. Discussion

With the evolution of the human development panadiJNDP 1990) and the capability
deprivation (Sen 1985, 1999), a shift from moneytrimgoverty to multidimensional poverty
has been envisaged in national and internationaleldpment agenda. However, the
measurement and application of multidimensional epiyv is limited in many developing
countries including India. Though there are cormkrefforts to alleviate multidimensional
poverty through various developmental schemes tike National Rural Health Mission

32



(NRHM), the National Rural Employment Guarantee 3ol (NREGS), Sarva Siksha Abhiyan
(SSA), the official estimates of poverty in Indieeastill confined to money-metric poverty,
derived from consumption expenditure data.

In this paper, we have attempted to estimate muoiédsional poverty in India using the most
recent round of National Family and Health Survayadand examined the state of child health
among the abject poor, poor but not abject poor mamae-poor households. The choices of
indicators are context specific and subject to dkaeilability of data. However, many of the
indicators we have used are commonly used andadNilin a large number of developing
countries. Four of the health care and child healthcators used in the analyses (medical
assistance at delivery, coverage of measles vaaminadhe infant mortality rate and the under-
five mortality rate) are the monitoring indicatat MDGs. We have used the most simplified
and practical method of deriving dimensional paagltidimensional poverty is derived using
the union approach. Our results show that abodtdidhdia’s population is poor and one-fifth
are abject poor (poor in two or all three dimensjowith large rural-urban and inter-state
differentials. These estimates are substantialghdn compared to the official estimates of
poverty for all the states of India. We found thaject poor households had limited access to
financial institutions, health insurance schemed tat a higher proportion of abject poor are
excluded from the poverty eradication program. Tihdings of higher poverty among female
headed households, large households and househdglddittle or no education (of head of
household) are consistent with the findings frormeotstudies. The correlations of wealth and
education poor are higher than that of wealth aadth. The extent of abject poverty and overall
poverty is maximum in the state of Bihar and minimin the state of Kerala. It follows the

general state of human development observed anmengtates of India (Planning Commission
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2004). With respect to health care utilization, fm@orest of the poor (abject poor) are the
disadvantaged in all states with the exception efaka. When we compared the three fold
differentials (among abject poor and non-poor) ealth care utilization with that of wealth
quintiles as defined in NFHS 3 (fifth and first qgtiies), we found that our differences are large
which validates the utility of deriving multidimeogsal poverty. The estimated infant mortality
rate and the under-five mortality rate are subglyntigher among the abject poor compared to
the poor and non-poor across all states. Further,observed that there are no significant
differentials in estimates of IMR and under-five nadity rate among the education poor and
wealth poor households and the differences withtihgeor households are marginally lower
than that of the wealth poor at the national le¥dlthe state level, there are varying patterns
with twelve states having equal or higher estimdlké@ among the education poor compared to
the wealth poor. Similarly, there are eight statbere the estimated IMR among the health poor
is higher than that of the wealth poor. This intksathat all these dimensions are equally
important in devising strategies to promote childrvisral and calls for integrating
multidimensional poverty in planning and program pliementation. Further, the large
differentials in health care utilization, the infanortality rate and the under-five mortality rate
among the abject poor and poor not only validategsnoeasure of multidimensionality poverty
but also depicts the poor state of child healtthencountry. This differential holds good by place
of residence and among the states. We acknowldugfethis study could not provide the
estimates of infant and child mortality for the #lerastates in India because the size of the
sample was small and limited to the indicators labé in the data set.

From policy perspectives, multidimensional povertjearly demonstrates the multiple

deprivation of a household in the key domain of hondevelopment, that is, education, health
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and living standard and its linkage with inequalityhealth care utilization and health of the
population. The multidimensional poverty index vaiéirve better for policy formulation as it can
address the growing inequality in health carez#tlon and health outcome among population
sub-groups in the country effectively. The largiedentials in health care utilization and child
survival among abject poor and non-poor (for exantplee-fifth of births among abject poor
received a medical assistance compared to onedliftbng the abject poor) clearly demonstrate
the utility of focusing multiple deprivations in gy and program to reduce inequality in
healthcare utilization. Also, the small differenégedMR and USMR among the education poor,
wealth poor and health poor demonstrated that tb&Bare interconnected and therefore the

need to address these together.

5. Resear ch and Policy I mplications

The implications of the findings of this study dreth for research and policy. With respect to
research, the paper demonstrated the robust measutref multidimensional poverty and its
linkages with child survival and health care uéitibn using data from a large scale population
based survey. The selection of indicators is itaiste and contextual. We recommend that data
collected in a number of population based survegh ss the Demographic and Health Surveys
(DHS), World Health Survey (WHS), the Multiple ledior Cluster Surveys (MICS) etc can be
used to develop the measurement of multidimensipoakerty at national and sub-national
levels. It is also useful to link multidimensionadverty with process and outcome indicators
such as health care utilization, health and healdguality in the population and derive

inferences for evidence based planning.
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Based on the findings, the foremost policy implimatfrom the study is to take note of the
exclusion of a high proportion of the abject poor BPL programs which are specifically
designed for conditional cash transfer and eradigaxtreme poverty. That only two-fifths of
abject poor households had a BPL card is an inditdhat majority of the poor are excluded
from the poverty eradication program. Hence, tledusion criterion and the transparency in the
allocation of BPL cards need to be examined smagduce poverty. Second, we recommend
moving from the long contested measure of consumpgioverty to multidimensional poverty in
planning and program implementation of the centré state governments, by developmental
agencies and various organizations. The Planningir@lesion has already recognized the
multidimensional nature of poverty. We suggest miesearch to be undertaken so as to arrive at
more precise estimates of poverty. We also suggasting multidimensional poverty as one of
the criteria in the transfer of fiscal resourcemnirthe centre to the state. Among other factors,
the 13" Finance Commission recommended deprivation anceptage of Scheduled Castes and
Tribes in rural areas (based on 2001 census) tesiarin the transfer of central funds to the
states (Ministry of Finance 2009). We suggest usicigntific measures as illustrated in the
analyses and increase the weightage of deprivatidransfer of resources. Given the federal
structure and diversity in socio economic developima India, there is a need for general
consensus among the states of India to fight ppvegether. Such a collective effort and
consensus among the states of India will be simtdathe commitment of developing and
developed countries in achieving the MDGs. Finally recommend protective measures in
health care utilization for the abject poor irrestpes of caste, creed, religion and space so as to

address the equity issues to realize the MDGs.
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Appendix 1: Standard error of estimated IMR and USMR by poverty classin states of India (per 1000)

Sr Standard Error Standard Error
No IMR U5MR

States Abject Poor b.Ut Non- Wealth Education Health Abject Poor b.Ut Non- Wealth Educati Health

poor not abject poor Poor al poor poor poor not abject poor Al Poor nal Poor
poor poor Poor

1 Andhra Pradesh 10 7 6 8 10 8 4 4 6 5 4 7 8 v
2 Arunachal Pradesh 15 14 16 13 14 16 9 13 12 12 712 10 14
3 Assam 12 11 11 10 15 11 7 5 8 8 5 8 11 g
4 Bihar 7 10 12 8 7 7 5 7 8 9 4 7 6 7
5 Chhattisgarh 12 11 12 11 13 11 7 5 8 8 5 9 11 $)
6 Goa ** 9 5 8 b 10 4 4 10 4 4 14 19 12
7  Gujarat 13 10 8 13 14 9 6 5 8 7 5 12 11 8
8 Haryana 14 9 9 15 14 8 6 11 8 7 5 14 10 g
9 Himachal Pradesh ki 11 7 ** 30 10 6 24 10 5 4 32 21 9
10 Jammu and Kashm 19 10 8 24 14 10 6 16 7 6 5 23 9 9
11 Jharkhand 10 11 10 10 10 10 6 5 10 9 5 8 8 8
12 Karnataka 11 8 6 11 10 8 5 4 7 5 4 10 8 te
13 Kerala * 8 4 35 * 8 4 3 7 4 3 17 39 6
14 Madhya Pradesh 9 8 7 8 9 7 5 4 7 7 5 7 7 v
15 Mabharashtra 11 7 5 9 11 7 4 3 5 4 3 7 8 T
16 Manipur 16 8 4 11 13 11 4 12 7 4 4 9 8 13
17 Meghalaya 12 11 11 11 11 10 7 9 9 7 13 9 13
18 Mizoram 30 15 7 20 22 19 6 18 13 6 ** 17 13 17
19 Nagaland 12 8 6 10 9 9 4 12 7 5 4 9 7 18
20 New Delhi 18 12 7 14 14 16 6 13 10 5 5 11 11 14
21 Orissa 9 10 11 8 11 9 6 5 8 8 5 8 10 8
22 Punjab 20 12 7 29 14 12 6 15 9 5 5 21 9 10
23 Rajasthan 10 9 10 11 9 9 6 8 8 8 5 8 7 T
24 Sikkim 30 12 10 37 17 15 7 15 9 8 6 24 9 11
25 Tamil Nadu 13 8 5 10 16 10 4 4 7 4 4 8 11 8
26 Tripura 23 15 12 15 31 18 9 12 8 6 14 21 14
27 Uttar Pradesh 6 5 5 6 5 5 3 5 4 4 3 5 4 g
28 Uttaranchal 19 11 7 24 20 10 6 15 10 6 5 17 15 0
29 West Bengal 9 9 6 8 9 10 5 4 7 5 4 7 7 7

** Not estimated
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