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ABSTRACT 
Child imortality iserves ias ia icrucial iindicator iof ia ination's ioverall ihealth. iIndia ihas imade 

isignificant istrides iin ireducing ichild imortality irates, iwith ithe iunder-five imortality irate 

i(U5MR) idecreasing ifrom i45 iper i1,000 ilive ibirths iin i2015 ito i29.1 iin i2022, iand ithe iinfant 

imortality irate i(IMR) idropping ifrom i36.2 iin i2015 ito i25.7 iin i2024. iDespite ithis iprogress, 

isubstantial idisparities ipersist, iparticularly ibetween irural iand iurban iareas. iThis 

idissertation, ititled i"Bridging ithe iGap: iA iSocial iDeterminants iAnalysis iof iChild iMortality 

iin iRural iIndia," iexplores ithe ipersistent ichild imortality igaps iin iIndia iand ievaluates ithe 

iimpact iof isocial ideterminants, ihealthcare iaccessibility, iand inutrition ion ithese ioutcomes. 

 

In iorder ito iunderstand ithe irole iof imedical iservices, inutritional istatus, iand ihousehold 

iconditions iin idetermining ichild ihealth, ia iquantitative istudy iis iconducted ibase ion iNFHS-

5 iand inational ihealth iprograms. iIt idescribes ifactors ilike; ihealthcare iservice iprovision, 

iundernutrition iamong ichildren, iand ihousehold iand icommunity ifactors inamely, iwater, 

isanitation, iand imaternal ieducation idistinguishing irural-urban idifferences. i 

 i 

An iinitial istudy icarried iout ia iquantitative iassessment iof ithe icorrelation ibetween 

imalnutrition, istunting, iwasting iin ithe istates ihaving ithe ihighest iIMR iand iU5MR. iMultiple 

iregression ianalysis ialso isuggested ithat iimproved ihealth ifacility, iwhich isuggests ithe 

iexistence iof iaccessible iand ieffective ifacilities, ishould ibe iassociated iwith ireduced 

imortality irisk iamong ichildren. i 

 i 

In ithis iregard, ithe icurrent idissertation iillustrates ithat ithere iis ia ineed ifor ipolicy iinnovations 

icoupled iwith ithe iintervention istrategies iaimed iat ibridging ithe iloopholes iand ienhancing 

ithe igeneral ihealth iof ichildren iin irural iIndia. iThus, ithis istudy ihelps iadvance iwork ion ithe 

iimplementation iof ithe iSDGs istandards iand ithe iimprovement iof ichildren’s ihealth iin iIndia 

iby ielucidating ithe irelationships iof isocial ideterminants ito ichild imortality. 
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Chapter i1 i| iIntroduction 
 

Child imortality iis ia icrucial iindicator iof ia ination's ioverall ihealth iand iwell-being. 

i“Consequently, iIndia ihas igreatly ireduced ichild imortality irates iwith iU5MR ireducing ifrom 

i45 iper i1,000 iin i2015 ito i29.1 iin i2022, iand iIMR idropping ifrom36.2 iper i1000 ilive ibirths 

iin i2015 ito i25.7 iin i2024. iThis iis ifurther idemonstrated iby ireduction iof ichildren iunder ifive 

ithat iare istunted ifrom i50% iin i2000 ito31.7% iin i2022.” 

India ihas iseen ia isteady idecline iin iinfant imortality irate i(IMR), iunder-five imortality irate 

i(U5MR), iand ineonatal imortality irate i(NMR) isince i2014. iThis iprogress iputs ius ion itrack 

ito imeet ithe ichild imortality iTARGET-3.2 iset iby ithe iSustainable iDevelopment iGoals 

i(SDGs) iby i2030. i 

“According ito iNFHS-5 idata, ithe ifull iimmunization idrive iamong ichildren iaged i12-23 

imonths ihas ishown isignificant iimprovement inationwide, irising ifrom i62% ito i76%. iAcross 

i14 iStates/Union iTerritories, i11 ihave iachieved ia irate iof imore ithan ithree-fourths iof 

ichildren iaged i12-23 imonths ibeing ifully iimmunized, iwith iOdisha ileading iat i90%. 

iFurthermore, iIndia iwas iable ito isuccessfully ilower ithe inumber iof ichildren ireceiving izero-

dose ivaccines i(ZD) ifrom i2.7 imillion iin i2021 ito i1.1 imillion iin i2022, iproviding ian 

iadditional i1.6 imillion ichildren iwith ilife-saving iimmunizations.” 

In iDecember i2023, idata ifrom ithe iPoshan iTracker iindicated ithat iamong ithe i89.1 imillion 

ichildren iunder isix iyears imeasured, i36 ipercent iwere ifound ito ibe istunted, i17 ipercent iwere 

iunderweight, iand i6 ipercent iof ichildren iunder ifive iyears iwere iwasted. 

 

“In ithe ifiscal iyear i2023-2024, ithe ibudget iallocated ifor ichildren iwas iestimated iat i2.3%, 

idown ifrom i3.30% iin i2017-2018, ifalling ishort iof ithe i5% ibenchmark iset iby ithe iNational 

iPlan iof iAction ifor iChildren iin i2016. iHowever, ibudgets ifor iflagship ischemes iunder ithe 

iMinistry iof iWomen iand iChild iDevelopment, iincluding iMission iShakti, iMission 

iPOSHAN, iand iMission iVatsalya, iincreased ifrom i2022-23 ito i2023-24. iIndia's ieducation 

iinvestment istands iat i4.64% iof iGDP, ihigher ithan ithe iglobal iaverage iof i4.2%, iwhile 

ihealthcare ispending iis iat i2.96% icompared ito ithe iglobal iaverage iof i10.89%.” 
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Healthcare iaccessibility iand inutrition iare icritical ifactors iimpacting ichild imortality irates, 

iespecially iIMR iand iU5MR, iin irural iIndia. iPoor ihealthcare ifacility, iimproper ifeeding 

ihabits ialso iput ithe iinfants iand iyoung ichildren iat ia idisadvantage isince ithey iare imore 

ilikely ito idie ithan ithose iin ibetter ioff iregions. iThese iproblems iare iworsened iby isocio-

economic idifferences, iwhich ihamper iattempts ito ienhance ithe ihealth iof ichildren. i 

This ipaper iapplauds iIndia’s iefforts iin icommensurate ireduction iof iU5MR iby imore ithan 

i50% ifrom i1992-93 ito i2019-21 ibut ianalyses ithat ieven iin i2019-21 irural iarea ihas islightly 

ihigher iproportion iof ithese ideaths iwith idecreasing iapproximately i1. i6% irural i2. i7 ipercent 

iamong iUrban ipopulation i(NFHS-5). i 

“Indian igovernment ihas icome iout iwith ia inumber iof ischemes itowards itackling ichild 

imortality inamely, iNational iHealth iMission i(NHM)- iRMNCH i+ iA, iUniversal, 

iImmunization iProgramme i(UIP), iNational iRural iHealth iMission i(NHM)- iFacility iBased 

iNewborn iCare, i(FBNC), iJanani iShishu iSuraksha iKaryakram i(JSSK), iRashtriya iBal 

iSwasthya iKaryakram i(RBSK).” 

 iEven ithough iglobal iUnder ifive imortality irates idropped isignificantly, iIndia icontributes ito 

ia iquarter iof ithe ineonatal imortality. iEvery iyear, imore ithan ihalf ia imillion inewborns idie 

iwithin ia i28- idays-old iperiod, ias idocumented iin ia irecent istudy iby iUNICEF iknown ias 

i“Every iChild iAlive." iThe ipersistent ichallenge iof iensuring iequitable ichild ihealth 

ioutcomes iin iIndia iis ihighlighted iby ithe iongoing irural-urban idisparity iin iunder-five 

imortality irates. iAlso, ichild imortality irates ipersistently iremain ielevated iin irural iareas. 

iTargeted ipolicies iare ineeded ito iaddress ithis igap, ibut isignificant idisparities ipersist iacross 

iregions iand isocio-economic igroups. 
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Figure i1 iIMR, iU5MR i& iNMR 
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1.1 iFactors iaccountable ifor idecline iin ichild imortality 

A isecondary ianalysis iwas iconducted ito ifind itrends, ipatterns iand ipredictive ifactors iof 

iinfant iand ichild imortality iin iIndia, iIn ithis istudy ihas iidentified ithe ifactors ithat icontribute 

ito ithe ireduction iin ichild imortality. iThese ifactors iare iclassified iinto ithree icategories: 

i. Proximate ifactors i- iThis icategory iincludes imedical iand inon-medical ifactors ithat 

iplay ia icrucial irole iin ireducing ichild imortality. iMedical ifactors isuch ias iaccess ito 

iquality ihealthcare iservices iduring iantenatal iand ipostnatal iperiods iand icare iduring 

ichildbirth iare iimportant. iNon-medical ifactors isuch ias iaccessibility ito ihealthcare 

iservices ialso icontribute isignificantly. 

 

ii. Nutritional iStatus i- iThe isecond ifactor ithat iaffects ichild imortality iis ithe 

inutritional istatus iof ichildren. iProper inutrition iis iessential ifor ihealthy igrowth iand 

idevelopment, iwhich, iin iturn, ireduces ithe irisk iof imortality. i 

 

iii. Household iand icommunity-level ifactors i- iThe ithird icategory iof ifactors iincludes 

iaspects isuch ias iwater, isanitation, ihousing, iand imaternal ieducation. iAccess ito 

iclean iwater iand iproper isanitation, ias iwell ias iadequate ihousing, iare iessential ifor 

ithe ihealth iof ichildren. 

 

Maternal ieducation iis ialso ia icritical ifactor ias iit ienables imothers ito imake iinformed 

idecisions iregarding itheir ichild's ihealth iand iwell-being. i 

Significant iadvancements ihave ibeen iachieved iin ilowering ichild imortality irates. 

iHowever, ichildren ibelonging ito iimpoverished ior iunderprivileged ifamilies 

icontinue ito ibe iat ia ihigher irisk iof iharm iin iall ideveloping iregions. iThis 

idissimilarity iin iavailability iof ihealthcare iservices iand inutritional irequirements 

ivaries ilargely iamong irural iand iUrban iIndia ias iwell. i 
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1.2 iRural-Urban iDisparity iin iChild iMortality iin iIndia 

 

“According ito inationally irepresentative idata iNFHS-5 i(2019–2021), ithere iis ia iconsiderable 

ivariation iin ithe iunder-five imortality irate iin idifferent istates iof iIndia. iThe ihighest iunder-

five imortality irate iper ithousand iis iobserved iin iUttar iPradesh i(60); iChhattisgarh i(50); 

iMadhya iPradesh i(49); iJharkhand i(45); iOdisha i(41); iRajasthan i(37) iand iwhereas ithe ilow 

iunder-five imortality irate istates iare iTamil iNadu i(22); iKerala i(5)”. 

 

“According ito ithe i2011 icensus iof iIndia, iapproximately i69% iof ithe ipopulation ilives iin 

irural iareas i(Registrar iGeneral iof iIndia i2011 ia). iIn ithe ipast ieleven idecades, ithe ishare iof 

iurban ipopulation ihas iincreased iby ionly i13% i(from i18% iin i1901 ito i31% iin i2011)”. iThese 

igaps ialso iexist iin iunder-five imortality ibetween ivarious istates iof iIndia iare iunacceptably 

iwide. iRural iIndians ihave ia ihigher imortality irate ithan iurban iIndians. iDespite ithe imortality 

irate, ithere iare imany idifferences iin iinfant imortality irates ibetween iurban iand irural iareas 

iacross ithe i i i icountry iand istate. iThe istudy ifound ithat ilarge idifferences iin isocioeconomic 

istatus iand isocialstatus iwere iresponsible ifor ithe idifference iin ideath irates ibetween iurban 

iand irural iareas. i“From i1992 ito i93 ito i2019-21, ithe iannual idecrease iin irural iunder-five 

imortality iis i1.6%, iwhereas, iin icase iof irural iunder-five imortality. iIt iis i2.7% iThe irural-

urban igap iin iunder-five imortality ihas ireduced ifrom i44 iper ithousand iin i1992-1993 ito i40 

iper ithousand iin i2004-2005 iwhich ifurther idecreased ito i14 iper ithousand iin i2019-2021.” 

Despite ia ifaster ireduction iin iunder-five imortality iin irural ithan iurban iareas, iit iis istill 

ihigher ithan iin iurban iareas. 

Hence, iit iis iessential ito iexamine ithe iunderlying icauses iof ithe iincreased ichild imortality 

irate iin irural iIndia. iAdditionally, iit iis icrucial ito iinvestigate ithe irelationship ibetween ichild 

imortality iand iaccessibility ito ihealthcare iservices iand iproper inutrition iin irural iareas. iThis 

icorrelation iholds isignificant iimportance. 
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1.3 iAccessibility ito iHealthcare iservices iin irural iIndia 

 

Accessibility iis ia icomplex itriad iof iaspects iof iavailability, isupply iand iutilization iof ihealth 

iservices. iFinancial, iorganizational, isocial iand icultural ibarriers ito iaccess ican ilimit ithe iuse 

iof iservices, ieven iwhere ithey iare i'available'. i iAccess ito ihealth icare iis ihighly iasymmetric 

ibetween irural iand iurban iIndia. iWhile iurban idwellers ihave ia ichoice ibetween ipublic ior 

iprivate iproviders, irural idwellers ihave imuch iless ito ichoose ifrom. 

The ilatest irural ihealth istatistics idata, iwhich iwas ireleased iin i2022, ihas irevealed ia 

isignificant ishortage iof imedical iprofessionals isuch ias isurgeons, ipediatricians, 

iobstetricians, iand igynecologists iin icommunity ihealth icenters ilocated iin irural iareas. 

iAdditionally, ithere ihas ibeen ia idecrease iin ithe inumber iof iauxiliary inurse imidwives iat isub-

centers iand idoctors iat iprimary ihealth icenters iin ithe iyear i2022. 

This ivisible ireduction iin ithe iavailability iof imanpower iand ihealthcare iinfrastructure icould 

ipotentially ihave ia inegative iimpact ion ichild imortality irates. iIt iis itherefore icrucial ito 

ianalyze ithe iinfluence iof ihealthcare iservices iand iinfrastructure ion ichild imortality irates iin 

irural iIndia, iwhich iis ithe ifocus iof ithis istudy. 

 

1.4 iNutritional iStatus iin iRural iIndia 

 

Nutrition iplays ia ivital irole iin idetermining ia ichild's ihealth. iUndernutrition iis inot icaused 

iby ia isingle ifactor ibut iis irather ia icomplex iissue ithat iis ilinked ito iseveral icauses, iultimately 

iresulting iin istunting, iand iwasting. i 

These itwo ifactors iare irecognized irisk ifactors ifor ichild imortality iand imorbidity. iSeveral 

istudies iand isurveys ihave ibeen iconducted iin iIndia ito iassess ithe iprevalence iof iunder-five 

imalnutrition iand iassociated ifactors. iOne inotable isurvey iis ithe iNational iFamily iHealth 

iSurvey. iAccording ito iNFHS-5 idata, i32.1% iof ichildren iunder ifive iare iunderweight, i35.5% 

iare istunted, iand i19.3% iare istunted. iThis isignificant iburden iof imalnutrition iis ilikely ito 

iaffect ichild imortality iand itherefore ideserves iattention. 
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➢ The ichart iillustrates ithe itrends iin iinfant imortality irate, iunder-5 imortality irate, iand 

ineonatal imortality irate ifrom ithe iyear i1992 ito i2022. 

 

Figure i2 idata.unicef.org 

 

➢ From i1992-93 ito i2019-21, ithe iannual idecline iin iunder-five imortality iis i1.6% iin irural 

iareas iand i2.7% iin iurban iareas. iNevertheless, ithe irural ipopulation istill ihas ia ihigher 

ishare iof iunder-five ideaths. 

 

➢ The icountry's iunder-5 imortality irate i(U5MR) ishowed ia isignificant idecrease iof i3 

ipoints i(annual irate iof idecrease: i8.6%) ifrom i2019 i(32 iper i1000 ilive ibirths iin i2020 

icompared ito i35 iper i1000 ilive ibirths iin i2019). iIt iranges ifrom i36 iin irural iareas ito i21 

iin iurban iareas. 
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Figure i3 iMinistry iof iHealth iand iFamily iWelfare iSRS i2020 
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ireligion, icaste, 

iparental 

ieducation, ifather’s 

ioccupation, iand 

ifamily isize 

iemerged ias 

iSignificant 

ipredictors iof 

iunder inutrition. 

5. Factors 

Affecting iInfant 

iMortality iRate 

iin iIndia: iAn 

iAnalysis iof 

iIndian iStates. 

2016

; 

i707 

-19 

Suriyakal

a 

V, 

iDeepika 

MG, 

Amalend

All iIndia 

 

Regres

sion 

ianalys

is 

This istudy iUses 

idata ifrom ithe iyear 

i2001 ito i2011 

ifrom iall istates iand 

iUTs iand ithen 

icompared ithe 
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Advances iin 

iIntelligent 

Systems iand 

iComputing 

u 

J, iDeepa 

G. 

iperformance iand 

igrowth irate iof 

IMR ito iclassify 

ithe istates ias igood 

iperformers iand 

ilaggards 

6. Child imortality 

iin iIndia: ia 

icomplex 

isituation 

2012 

iJan 

27 

Ghosh iR Articles ifrom 

PubMed/ 

iMEDLINE 

Literat

ure 

Revie

w 

Identified ithe 

iproximate 

ideterminants iof 

ichild imortality 

iand itheir 

iassociation iwith 

ihealth iseeking 

ibehavior, iantenatal 

icare, idelivery 

ipractices iand 

ipostnatal icare iof 

iinfants. 

7. Reducing ichild 

imortality iin 

India iin ithe 

inew 

imillennium 

2000 Claeson 

M, iBos 

iE, 

iMawji iT, 

Pathmana

than i1 

India Literat

ure 

Revie

w 

The ipresent istudy 

idocuments ithe 

islowing idecline iin 

iinfant imortality 

irates iin iIndia; ia 

ideparture ifrom ithe 

ilonger-term itrends 

8. Trends, ipatterns 

iand ipredictive 

ifactors iof 

iinfant iand 

ichild imortality 

iin 

well-performing 

iand 

iunderperformin

g istates iof 

iIndia: ia 

isecondary 

ianalysis iusing 

National 

iFamily 

Health iSurveys 

 

 

2019 

iMar 

i20 

Bhatia 

iM. 

Dwivedi 

LK, 

Ranjan 

iM, iDixit 

iP. 

Putcha iV. 

India iand iits 

iselected igood- 

iperforming i& 

istates, inamely 

Haryana, 

iKerala, 

iMaharashtra, 

iPunjab iand 

iTamil iNadu, 

iand iselected 

роог- 

performing i& 

istates, inamely 

iBihar, 

iChhattisgarh. 

Madhya 

iPradesh iand 

iUttar iPradesh. 

 

Three 

iround

s iof 

icross-

section

al 

isurve

y idata 

 

Attempts ito ireduce 

iinfant iand ichild 

imortality irates iin 

iIndia iare iheading 

iin ithe iright 

idirection. 

Even iso, ithere iis 

ihuge ivariation iin 

iperformance 

ibetween istates. 
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Chapter-3 i| iMethodology 

 

3.1 iResearch iQuestion 

What iis ithe iimpact iof ithe iaccessibility iof ihealthcare iservices iand inutrition ion ichild 

imortality iindicators, iparticularly ithe iinfant imortality irate, iin irural iIndia? 

 

3.2 iResearch iObjectives 

- To ievaluate ithe istatus iof icurrent iInfant iMortality irate iand iUnder-five iMortality 

iRate 

- To iassess ithe iimpact iof inutritional istatus ion ichild imortality irates. 

- To idetermine ithe iextent iof icorrelation ibetween irural ihealthcare iinfrastructure iand 

ichild imortality irates, iincluding, iInfant iMortality iRate, iand iUnder i5 iMortality 

iRate. 

 

3.3 iResearch iDesign 

This iis ia iquantitative istudy ithat iutilizes iregression ianalysis ito ianalyze ithe iimpact iof 

ihealthcare iinfrastructure iand inutritional istatus ion ichild imortality irates. iIn iaddition, ithis 

istudy iwill iemploy ia iliterature ireview iapproach ito iassess ithe icurrent iimpact iof inutrition 

iand ihealthcare iinfrastructure ion imitigating ichild imortality. 

 

3.4 iResearch iProcedure i- iQuantitative iAnalysis 

The idata ianalysis iwas iconducted iqualitatively iusing ithe iSample iRegistration iSystem 

i(SRS) 

2020 iVolume i55-1 idata isets ifor iInfant iMortality iRate. iAlso, iData isets ifor iUnder-five 

iMortality iRates iwere iderived ifrom iNFHS-5 i(2019-2021). 

The iparameters irelated ito ihealthcare iservices iand iinfrastructure iwere iextracted ifrom iRural 

iHealth iStatistics i2022. iThese iparameters iincluded ithe iavailability iof ihealth iworkers, isuch 

ias ifemale iANMs iat iSub iCenters iand iPHs, ias iwell ias iobstetricians, igynecologists, iand 

ipediatrician iat iCHCs. iOther iparameters iconsidered iwere ithe inumber iof iPHCs iwith ilabor 
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irooms, ithose ifunctioning ion ia i24x7 ibasis, iand ithose iwith ifunctional iStabilization iUnit ifor 

iNewborns. 

Operational iDefinition iof ithe iParameters: 

1. Health iWorker i[Female]/ANM iat iSub iCentre iin iRural iAreas: 

It iis ithe inumber iof iHealth iworker i(female) ior iAuxiliary iNurse iMidwife iworking 

iin ia iSub-center iin iRural iareas, istate iwise. iOne iANM iis irequired ifor ieach iexisting 

iSub iCentre ias iper iIPHS inorms. 

 

2. Health iWorker i(Female) i/ iANM iat iPHCs iin iRural iAreas: 

It iindicates ithe inumber iof iHealth iworker i(Female) ior iAuxiliary iNurse iMidwife 

iworking iin ithe iPrimary iHealth icenter iin ieach istate. iOne iANM iis irequired ifor 

ieach iexisting iPHC ias iper iIPHS inorms. 

 

3. Obstetricians i& iGynecologists iat iCHCS: 

It iis ithe inumber iof iobstetricians iand igynecologists iin icurrent iposition iagainst ithe 

isanctioned iposts iat ia iCommunity iHealth iCenter iin ieach istate iin ithe irural iareas. 

iOne iper iCommunity iHealth iCentre ias iper iIPHS inorms. 

 

4. Pediatricians iat iCHCs: 

This iis iratio iof ithe inumber iof iPediatrician iemployed iin icurrent iposition iand ithe 

inumber iof isanctioned ipost iin ieach iof ithe istate’s iCommunity iHealth iCentre iin 

irural iareas. iThere iwould ibe ione iper iCommunity iHealth iCentre ias iprescribed iby 

ithe iIndira iParyavaran iMahila iKalyan iScheme i(IPHS) inorms. 

 

5. Number iof iPHCs iwith ilabor iroom: 

This iindicator igives ithe itotal iactural inumber iof ifunctioning irural iPrimary iHealth 

iCenters i(PHCs) iwith ia ilabor iroom iof iall iPHCs iin ia istate. 

 

6. PHCs ifunctioning ion i24X7 ibasis: 

This iindicator iprovides ithe inumbers iof ithe irural iPHC iwith i24 ihours iworking 

icapacity iin ieach istate, iamong iall irural iPHCs iin ithe irespective istate. 
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7. PHCs iWith ifunctioning iStabilization iUnits ifor iNewborn: 

This iindicator iquantifies ithe icount iof irural iPrimary iHealth iCenters i(PHCS) iwithin 

ieach istate ithat ipossess ia ifunctional istabilization iunit ifor inewborns, iout iof ithe itotal 

inumber iof iPHCs iacross ithe istate. 

The idata isets iwere ianalyzed iusing iregression ianalysis iin iMicrosoft iExcel ito icalculate ithe 

iPearson's iCoefficient iof icorrelation iand ip-value ito idetermine ithe isignificance iof ithe 

icorrelation. 

Additionally. iPareto icharts iillustrating ithe idistribution iof iinfant imortality irates iacross 

istates iwere icreated iusing iMicrosoft iExcel. 

 

3.5 iResearch iType i- iLiterature iReview. 

The iLiterature ireview iincluded isecondary iresearch iof iboth iqualitative iand iquantitative 

istudies ipublished iin ipeer-reviewed ijournals, igovernment ireports, iand igrey iliterature. 

Published istudies iwere iidentified ithrough isearches iof iPubMed iand iGoogle iScholar. iThe 

isearch iresults iwere ithen isorted ibased ion iinclusion iand iexclusion icriteria, iand iarticles ithat 

idid inot imeet ithe iinclusion icriteria iwere iexcluded. 

Inclusion iterms- 

Articles iwith ithe ikey iword i- i"Child iMortality iRates” iAND/OR i"Nutritional istatus" 

iAND/OR i"Healthcare iinfrastructure iAND/OR i"Infant imortality irate" iAND/OR i“access ito 

ipublic ihealthcare isystem" iAND/OR i"healthcare ifacilities iaccessibility" 

In iaddition, ithe imethod iof isnowball iarticle icollection i(citations ifrom irelevant ijournal 

iarticles) iwas ialso iused. i 

Exclusion iterms- 

• Articles idated ibefore i2000 iwere iexcluded ifrom ithe istudy. 

• Further ithe isearch iwas irefined iby ilimiting istudies ito iIndia. 

 

  



 

19 
 

Chapter i4 i| iResults 
 

4.1 iInfant iMortality iRate i- iData iAnalysis 

Infant imortality irates ifor ieach istate iin ithe iyear i2020 iwere iextracted ifrom ithe iSample 

iRegistration 

System i(SRS) i2020 iVolume i55-1 iand ianalyzed iusing ia iPareto ichart. i 

 

Figure i4 iPareto ichart. 

 

The ichart irevealed ithat ifive istates iaccount ifor i80% iof ithe itotal iinfant imortality irate iin 

iIndia. 

Specifically, iMadhya iPradesh, iChhattisgarh, iUttar iPradesh, iAssam, iand iOdisha iwere 

ifound ito ihave ithe ihighest iinfant imortality irates. 
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4.2 iUnder-five iMortality iRate i- iData iAnalysis 

 

The iNational iFamily iHealth iSurvey-5, iconducted ifrom i2019-2022, iprovides istate-wise 

idata ion iUnder-Five iMortality iRate. iTo iidentify ithe itop ifive istates ithat icontribute ithe imost 

ito ithe ioverall iUnder-Five iMortality iRate iin iIndia, ia iPareto ichart iwas icreated ibased ion 

ithis idata ianalysis. i 

According ito ithe ichart iabove, ithe istates iwith ithe ihighest iUnder-Five iMortality iRates iare 

iUttar iPradesh, iBihar, iMadhya iPradesh, iUttarakhand, iand iJharkhand. iThese ifive istates iare 

iresponsible ifor i70-80% iof ithe ioverall iUnder-Five iMortality iRate. 

Figure i2, iFigure i3 iand iFigure i4, iillustrate ithe istates iwith ithe ihighest iInfant iMortality iRate 

iand iUnder-Five iMortality iRate. iThese istates iinclude iMadhya iPradesh, iChhattisgarh, 

iBihar, iUttar iPradesh, iAssam, iUttarakhand, iJharkhand, iand iOdisha. iThese ifindings 

isuggest ithe ineed ifor itargeted iinterventions ito iimprove ihealthcare iservices iand ireduce 

imortality irates iin ithese iregions. 

 

4.3 iPrevalence iof iMalnutrition iwith irespect ito iChild iMortality irates 

iin iRural iArea 

The iComprehensive iNational iNutrition iSurvey i(CNNS) ifrom i2016-2018 ireported ithat 

i35% iof iIndian ichildren iaged i0-4 iyears iwere istunted, iwith ithe ihighest irates iin ipopulous 

istates ilike iBihar. iRecent idata ifrom i2023-2024 iindicates ia idecrease iin istunting iprevalence 

iamong ichildren iunder ifive ito i31.7%, ithough iregional idisparities ipersist. iFor iinstance, 

iBihar's istunting irate iremains ihigh iat i42.9%. 

 

The iCNNS ialso ihighlighted ithat i17.3% iof ichildren iwere iwasted, iand i35.5% iwere 

iunderweight, icontributing isignificantly ito imaternal iand ichild imortality, iwith ialmost ihalf 

iof iall ideaths iamong ichildren iunder ithe iage iof ifive ilinked ito ipoor inutrition. 
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The iGovernment iof iIndia's iPOSHAN iAbhiyaan i(National iNutrition iMission), ilaunched iin 

i2018, iaims ito iimprove inutrition iamong ichildren, ipregnant iwomen, iand ilactating imothers 

ithrough ia imulti-sectoral iapproach. iDespite isome iprogress, icontinued iefforts iand itargeted 

iinterventions iare inecessary ito ifurther ireduce imalnutrition iand iachieve imaternal iand ichild 

ihealth igoals. 

 

In i2023-2024, istunting iamong ichildren iunder ifive idecreased ito i31.7% ifrom i35.5% iin ithe 

i2019-2021 iNFHS. iNonetheless, istates ilike iMadhya iPradesh i(37.8%), iRajasthan i(42.7%), 

iand iUttar iPradesh i(42.9%) iexhibit ihigh irates, iwith irural iareas i(37%) imore iaffected ithan 

iurban iareas i(27%). 

 

India's ichild iwasting irate iremains ithe ihighest iglobally iat i18.7%, iespecially iin iMadhya 

iPradesh, iWest iBengal, iTamil iNadu, iand iJharkhand. iAdditionally, i33.4% iof ichildren iaged 

i0-4 iare iunderweight, iwith ithe ihighest irates iin iBihar i(42.9%), iChhattisgarh i(39.8%), 

iMadhya iPradesh i(39.5%), iand iJharkhand i(38.2%). iRural iareas ihave ia ihigher iunderweight 

iprevalence i(36%) icompared ito iurban iareas i(26%). 

 

These imalnutrition ichallenges inecessitate iurgent iand itargeted iinterventions ito ienhance 

ichild inutrition, iparticularly iin ihigh-burden istates iand irural iregions. 

 

4.4 iCorrelation ibetween irural ihealthcare iinfrastructure iand ichild 

imortality irates 

 

The ilevel iof iaccessibility ito ihealthcare iservices ican ibe iascertained iby iexamining ithe 

iavailability iof ihuman iresources iand ithe inumber iof ihealthcare iinfrastructures ipresent iat 

ithe iSub iCenter, iPrimary iHealthcare iCenter, iand iCommunity iHealth iCenter. iThese 

iparameters iare ielaborately ipresented iin ithe iRural iHealth iStatistics iReport iof i2022. 

iCertain iparameters iof ihuman iresources iand iinfrastructure iwere ianalyzed iusing iregression 
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ianalysis ito ifind iits icorrelation iwith iChild imortality iIndicators ithat iis iInfant iMortality 

iRate iand iUnder-five iMortality iRates. 

 

After iperforming iregression ianalysis, iPearson's icorrelation icoefficient iand iP ivalues iwere 

iderived. 

The iinterpretation iof ithe iPearson icorrelation icoefficient iis ithat: 

A. iPerfect: iIf ithe ivalue iis iclose ito i±1, ithen iit iis isaid ito ibe ia iperfect icorrelation: ias ione 

ivariable iincreases, ithe iother ivariable itends ito ialso iincrease i(if ipositive) ior idecrease i(if 

inegative). 

b. iHigh idegree: iIf ithe ivalue iof ithe icoefficient ilies ibetween i±0.50 iand i±1, ithen iit iis isaid 

ito ibe ia istrong icorrelation. 

C. iModerate idegree: iIf ithe ivalue ilies ibetween i± i0.30 iand i± i0.49, ithen iit iis isaid ito ibe ia 

imoderate icorrelation. 

d. iLow idegree: iWhen ithe ivalue ilies ibelow i+ i0.29, ithen iit iis isaid ito ibe ia ismall icorrelation 

E. iNo iCorrelation: iWhen ithe ivalue iis izero.  
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 iTable i1- iResults iof iRegression ianalysis idemonstrating ipearson icorrelation icoefficient iand ip-value. 

 

Factors 

Correlation 

iwith iIMR p-value 

Correlation 

iwith iU5MR p-value 

Number iof 

iAuxiliary 

iNurse 

iMidwives 

i(ANMs) iat 

isub-centers 0.5608 0.0005 0.4728 0.00475 

Number iof 

iobstetricians 

iand 

igynecologists 

iat 

iCommunity 

iHealth 

iCenters 

i(CHCs) 0.5326 0.0012 0.5761 0.00036 

Number iof 

ipediatricians 

iat iCHCs 0.4473 0.0080 0.6235 0.00008 

Number iof 

iPrimary 

iHealth 

iCenters 

i(PHCs) iwith 

ia ilabor iroom 0.5132 0.0019 0.4603 0.00616 

Number iof 

iPHCs 

ifunctioning 

ion ia i24x7 

ibasis 0.5037 0.0024 0.6135 0.00011 

Number iof 

iPHCs iwith 

ifunctioning 

istabilization 

iunits ifor 

inewborns 0.4324 0.0107 0.6577 0.00002 

Health 

iWorker 

i(Female) i/ 

iANM iat 

iPHCs 0.3389 0.00464 0.2050 0.24472 

 



 

24 
 

Table i1 iindicates ia istrong ipositive icorrelation ibetween ithe inumber iof iANMs iworking iat 

isubcenters, ithe inumber iof iobstetricians iand igynecologists iat iCHCs, iand ithe inumber iof 

iPHCs iwith ia ilabor iroom, iwith iinfant imortality irates. iConsequently, ithe istates iwith ihigher 

iinfant imortality irates ineed ito ienhance ithese ithree iaspects iof ihealth iinfrastructure iand 

ihuman iresources. 

Furthermore, iafter ianalyzing ithe icorrelation ibetween iUnder-five imortality irate iand 

ihealthcare iparameters, ia istrong ipositive icorrelation iwas ifound ibetween ithe iavailability iof 

iPediatricians iat iCHCs, iPHCs ifunctioning ion ia i24X7 ibasis, iPHCs iwith ifunctioning 

iStabilization iUnits ifor iNewborns iand iUnder-five imortality irate. iThis iprovides ivaluable 

iinsights ifor iplanning iinterventions iin istates iwith ihigher imortality irates. 

Moreover, iall ithe icorrelations iwere istatistically isignificant, iexcept ifor ithe iassociation 

ibetween iHealth iWorker i[Female] i/ iANM iat iPHCs iand iUnder-five imortality irates. 

 

KEY iFINDINGS i– 

The istates iwith ithe ihighest iInfant iMortality iRate iand iUnder-Five iMortality iRate iinclude 

iMadhya iPradesh, iChhattisgarh, iBihar, iUttar iPradesh, iAssam, iUttarakhand, iJharkhand, 

iand iOdisha. 

The iprevalence iof iMalnutrition i(stunting iand iwasting) iwas inoticeably ihigh iin ithese 

istates. 

There iis ia istrong icorrelation ibetween ithe inumber iof iANMs iworking iat isubcenters, ithe 

inumber iof iobstetricians iand igynecologists iat iCHCs, iand ithe inumber iof iPHCs iwith ia 

ilabor iroom, iwith iinfant imortality irates. 

There iis ia istrong icorrelation ibetween ithe iavailability iof iPediatricians iat iCHCs, iPHs 

ifunctioning ion ia i24X7 ibasis, iPHCs iwith ifunctioning iStabilization iUnits ifor iNewborns 

iand iUnder-five imortality irate. 

All ithe icorrelations iwere istatistically isignificant iexcept ifor ithe iassociation ibetween iHealth 

Worker i[Female] i/ iANM iat iPHCs iand iUnder-five imortality irates. 
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Chapter-5 i| iDiscussion 

 

This istudy ipresents ithe iinitial ievidence iof ia isignificant iconnection ibetween ithe iamenities 

iprovided iby ihealthcare icenters iand ithe iaccessibility iof isuch icenters ito ichild imortality 

irates. iSeveral ifactors icontribute ito ireduce ithe imortality irates iof iinfants iand ichildren 

iunder ifive iyears, iincluding ithe ipresence iof ihealthcare iworkers isuch ias iANMs iat isub-

centers iand iprimary ihealth icenters i(PHCs), ias iwell ias ithe iavailability iof iobstetricians, 

igynecologists, iand ipediatricians iat icommunity ihealth icenters i(CHCs). iIt iis icrucial ithat 

ithese ihuman iresources iare iadequately istaffed iat ithe idesignated ihealthcare ifacilities. 

iRegarding iinfrastructure, ithe ipresent istudy iemphasizes ithe iimportance iof iPHCs iequipped 

iwith ilabor irooms iand ifunctional iStabilization iUnits ifor iNewborns, ias ithey iplay ia icrucial 

irole iin ipromoting ichild ihealth iand ireducing iinfant imortality. 

In i2021, ia istudy ititled i"A iCritical iAnalysis ion iRural iHealth iInfrastructure iin iIndia" iwas 

ipublished, iconducting ia ithrough iexamination iof ithe irequirements iof irural ihealthcare 

iinfrastructure. iThe istudy iidentified iexisting igaps iin ithe iinfrastructure iand iproposed 

istrategies ito iaddress ithese ideficiencies iin irural ihealthcare. iThe ifindings iof ithe istudy 

iindicated ithat iall iselected istates iand iunion iterritories iwere igrappling iwith ishortages iin 

iavailable isub-centers. iIn i2005, iUttar iPradesh iexhibited ithe ihighest ishortage iof isub-

centers iwith i38,437, ifollowed iby iMaharashtra, iBihar, iWest iBengal, iTamil iNadu, iMadhya 

iPradesh, iGujarat, iKarnataka, iand iRajasthan. iThis ishortage itrend ipersisted iuntil i2019. iThe 

istudy irecommended ithat iparticular iattention ishould ibe igiven ito ihighly ipopulated istates 

iand iunion iterritories ito ialleviate ithese iissues. 

 

5.1 iThe iChallenges iof iHealthcare iAccessibility iin iAchieving ithe iDesired iChild 

iMortality iRates i 

 

Delivering ihealthcare ito i"everyone" iincluding ithe isocially idisadvantaged, ieconomically 

challenged, iand isystemically imarginalized ipopulations, ias iwell ias ireaching i"everywhere." 
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iincluding iremote iareas isuch ias ithe iHimalayan iregion, ifaces iseveral ichallenges. iThese 

ichallenges ican ibe irepresented ias ifive i"As" ifor iour iconsideration. 

1. Awareness ior ithe ilack iof iit: iThe ireasons ifor ilack iof iawareness imay ilie iin ilow 

ieducational istatus, ipoor ifunctional iliteracy, ilow iaccent ion ieducation iwithin ithe 

ihealthcare isystem, iand ilow ipriority ifor ihealth iin ithe ipopulation, iamong iothers. i 

 

2. Access ior ilack iof iit: iAccess ito ihealthcare iis ia icrucial iaspect ithat iinvolves ithe 

iright iand iopportunity ito ibenefit ifrom iquality ihealthcare. iFactors isuch ias 

iavailability, isupply, iand iutilization iof ihealthcare iservices idetermine iaccess. 

iPhysical ireach, idefined ias ithe iability ito iaccess ihealthcare ifacilities iwithin ia i5 ikm 

idistance, iposes ia ichallenge iin irural iareas iwhere ionly ia iminority ihave isuch iaccess. 

iEven iwhen iphysically iaccessible, ithe iquality iand iavailability iof icare imay ibe 

ilacking, ias ievidenced iby ithe ideficiency iof ibasic iinfrastructural ifacilities iin 

iprimary ihealth icenters. iEncouraging idiscussions ion iaccess ideterminants iand 

iaddressing ibarriers iin ifinancial, igeographic, isocial, iand isystemic idomains iis ivital 

ifor iimproving iaccess ito iquality ihealthcare. 

 

3. Absence ior ithe ihuman ipower icrisis iin ihealthcare: iFrom i2005 ito i2022, ithere 

ihas ibeen ia ipersistent ishortage iof iworkforce, iparticularly iin iPrimary iHealth 

iCenters i(PHs) iand iSub iCenters i(SCs). iWhile ithis ishortage ihas ibeen igradually 

idecreasing iover ithe iyears, ithe irate iof idecrease ihas ibeen iquite islow. iThe iavailable 

iworkforce iis inot idistributed ioptimally. iwith imost ipreferring ito iwork iin iareas 

iwhere iinfrastructure iand ifacilities ifor ifamily ilife iand igrowth iare ihigher. iIn 

igeneral, ithe ipoorer iareas iof iNorthern iand iCentral iIndia ihave ilower idensities iof 

ihealth iworkers icompared ito ithe iSouthern istates. 

 

4. Affordability ior ithe icost iof ihealthcare: iThe ihealthcare isector iin iIndia iis 

ipredominantly idominated iby ithe iprivate isector, iwith inearly i75% iof ihealthcare 

iexpenditure ibeing iborne iby ihouseholds, ileading ito icatastrophic ihealthcare icosts 

iand iimpoverishment. iThe ilack iof iregulation iin ithe iprivate isector ileads ito ivarying 

iquality iand icosts iof iservices. iThe ipublic isector, ion ithe iother ihand, iprovides 
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ihealthcare iat ilow ior ino icost ibut iis iperceived ias iunreliable iand iof iindifferent 

iquality, iand iis inot ipreferred iunless iprivate icare iis iunaffordable. 

 

5. Accountability ior ithe ilack iof iit: iBeing iaccountable iin ithe ihealthcare iprofession 

iinvolves ijustifying iand itaking iresponsibility ifor ione's iactivities. iHealthcare 

iprofessionals ihave iresponsibilities itowards itheir iclients, iensuring ithe idelivery iof 

ithe iservice ithey ideserve. 

They iare ialso iaccountable ito itheir iemployers, iexpected ito imaintain ia icertain 

istandard iof iservice. iAdditionally, ipeers iand icolleagues iexpect ihealthcare 

iprofessionals ito iuphold ia icode iof iconduct ithat ifosters iprofessional igrowth iand 

iharmony iwithin ithe iprofession. i i 

 

To iaddress ithe ichallenges iin ihealthcare iaccess iand idelivery, ivarious iintervention istrategies 

ican ibe iimplemented. iThese imay iinclude ithe iissues iof iphysical iaccessibility iwhereby 

ithere iis ineed ito ienhance ihealthcare iservice iprovisions ithrough ithe iprovision iof imore 

ihealth ifacilities iin ithese iareas, iincreasing ithe inumbers iof ihealth icare igivers iand 

ipractitioners iand ithe iremoval iof isocio-economic ibarriers ithat ihitherto islow idown ithe iuse 

iof ithese ihealth ifacilities. iFurther, ito ithis, iit iis ipossible ito itry ito iminimize ior icontrol 

iprivatized ihealth icare iproviders, iand iaugment ithe ipublic ispending iand iinvestment ion 

ihealth icare, iand ipaying imore iattention ito ithe ihealth iinequality iissues iof ithe ipoor iand 

ideprived igroups. iWith ithese istrategies iin iplace, ithere istands ia ipossibility ithat ibetter 

iaccess iand idelivery iof iall iforms iof ihealth icare iwill ibe irealized. i 

 

 

5.2 iExisting istrategies ito iachieve idesired ichild imortality irate- 

The iMinistry iof iHealth iand iFamily iWelfare iof ithe iGovernment iof iIndia ihas iincorporated 

iappropriate iprogrammes ito ienhance ithe ifacility iand iuse iof iprogrammes ifor ichild ihealth 

iservices. iThey iinclude: 

 

1. The ipromotion iof iinstitutional ideliveries iis ifacilitated ithrough icash 

iincentives iunder ithe iJanani iSuraksha iYojana i(JSY) iand iJanani iShishu 
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iSuraksha iKaryakaram i(JSSK). iThese iinitiatives iprovide ipregnant iwomen 

idelivering iin ipublic ihealth iinstitutions iwith ivarious ibenefits, iincluding ifree 

iante-natal icheck-ups, idelivery iservices i(including iCaesarean isections), 

ipost-natal icare, iand itreatment ifor isick iinfants iup ito ione iyear iof iage. 

 

 

2. India iNewborn iAction iPlan i(INAP) iwas ilaunched iin iyear i2014 ito 

icollectively iand isystematically iwork itowards iachievement iof ithe ivision iset 

iunder i“Single iDigit iNeonatal iMortality iRate” iand i“Single iDigit iStillbirth 

iRate” iby ithe iyear i2030. 

 

 

3. At idifferent ilevels, ithe ifocus iis iprovided ion ifacility-based inewborn icare ias 

ithe imeans iof idecreasing ithe irates iof ichild imortality. iEstablishing ithe 

iNewborn iCare iUnits i(NBSUs) iand iSick iNewborn iCare iUnits i(SNCUs) iis 

ione iof ithe icomponents irequired iand iNewborn iCare iCorners i(NBCCs), 

iwith ithe iobjective iof iprioritizing ilow-cost ipreventive iand ipromotional 

istrategies ias ia ifocus iarea iunder ithe iNational iHealth. i3. iAt idifferent ilevels, 

ithe ifocus iis iprovided ion ifacility-based inewborn icare ias ithe imeans iof 

idecreasing ithe irates iof ichild imortality. iThis irequire isetting iup iof icenters ito 

imanage inewborn iillnesses iSNCUs, iNBSUs ifor iexample. iand iNewborn 

iCare iCorners i(NBCCs), iwith ithe iobjective iof iprioritizing ilow-cost 

ipreventive iand ipromotional istrategies ias ia ifocus iarea iunder ithe iNational 

iHealth. 

 

Mission i(NHM). iThese ifacilities iare idesigned ito iprovide ispecialized icare iand 

isupport ifor inewborns iin ineed, iaiming ito iimprove itheir ihealth ioutcomes iand 

ireduce iinfant imortality. 

 

5.3 iNutritional iInterventions ifor ichild ihealth: 
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NUTRITIONAL iREHABILITATION iCENTERS 

• Severe iAcute iMalnutrition i(SAM) iplays ia isignificant irole iin ithe imortality iof 

ichildren iaffected iby icommon ichildhood iillnesses, isuch ias idiarrhea iand 

ipneumonia. 

• However, ithese ideaths ican ibe iprevented iby itaking itimely iand iappropriate iactions. 

 

• To iaddress ithis iissue, iNutritional iRehabilitation iCentres i(NRCs) iare ibeing 

iestablished iwithin ihealthcare ifacilities ito iprovide iinpatient icare ifor iseverely 

imalnourished ichildren. 

 

• These icenters ialso iinvolve icounseling imothers ion iproper ifeeding ipractices, iand 

ionce ithe ichildren iare ion ithe ipath ito irecovery, ithey iare idischarged iwith iregular 

ifollow-up imonitoring itheir iprogress iat ihome. 

 

5.4 iShortcoming iin ithe iexisting iprograms iof iChild iHealth 

 

• Utilization iof iservices i- iThe iutilization iof iJSSK iservices iin iChhattisgarh iis 

iconsiderably ilow, iwith ionly i40% iof ithe ipopulation ithemselves iof ithese 

iservices. iThis iutilization irate iis inotably ilower ithan ithe inational iaverage, 

iindicating ia isignificant igap iin iaccessing iand iutilizing ithe ibenefits ioffered iby 

ithe iJSSK ischeme. i 

 

• Out-of-pocket iexpenses i- iDespite ithe iprovision iof ifree ior ilow-cost iservices 

iunder ivarious ischemes, ifamilies iof ichildren ioften iencounter iout-of-pocket 

iexpenses, isuch ias itransportation icosts, ithat iare inot icovered. 

 

• Geographical idisparities i- iA istudy iexamining ithe idisparities iin iservice 

iutilization ibetween irural iand iurban iareas irevealed ithat ithe ifactors iinfluencing 

irespondents' iutilization iof iservices ivaried isignificantly. iThe istudy ihighlights 

ithe ineed ifor iimprovement iin ithe iservices ioffered ithrough ithe iJSY iand iJSSK 
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ischemes, iparticularly iin iterms iof iservice iavailability iand ithe ipublic's 

iawareness iof itheir ientitlements iunder ithese iprograms. 

 

5.5 iFuture ipathways ifor imitigating idisparities iand imaximizing ithe ieffectiveness iof 

ichild ihealth istrategies. 

 

• Intersectoral iaction iis ineeded ito itackle isocial ideterminants iof ihealth: 

These iare iother iactions ior iapproaches ithat iare iimplemented iby isectors ilike 

ieducation, ienvironment, ior ifinance iamong iothers iwith ior iwithout ithe 

iassistance iof ithe ihealth isector ito ienhance ihealth irelated iresults. iThose inations 

ithat ihave iembarked ion ithe idevelopment iof iintersectoral iinterventions ion 

inarrowing iinequalities iin ithe isocial ideterminants iof ichild ihealth ihave 

iimproved ion ithe ichild imortality ifront ithree-fold. 

 

• Geographic icoverage iof iservices imust ibe iplanned ito imatch ineeds: 

Provision iof iservices iin ichild ihealth ishould ibe iused ito icoordinate iwith ithe 

icoverage iand iplans iin irelation ito ithe ipopulation ineeds iof ithe isociety. iIt ialso 

ibecomes isignificant ito ihave ia igeographical idistribution iof ichildren iand ithe 

ihealth icare ineeds ithat ithey imay ipresent ito iwarrant iright iservice idelivery iand 

ireach iout ito ithe iconcerned iindividuals. iThis iinvolves idetermination iof ithe 

iproportion iand idistribution iof ithe ipopulation, ispatial idistribution iof ipopulation 

iand idistribution iof ithe ihealth ifacilities. 

 

• Sustainable ifunding imust ireduce ithe iburden ion ipoor ichildren's ifamilies. 

Insufficient ifunding iallocated ito ichild ihealth iprogramming icontributes ito 

iinadequate ipublic iservices, ileading ito isubstandard icare iand iplacing ia 

idisproportionate ifinancial iburden ion iimpoverished ifamilies. iThe imost 

isignificant idisparities iin iaccess ito ihealthcare iaffect iinterventions ithat 

inecessitate iround-the-clock iavailability iof ihealth ifacilities. 

It iis icrucial ifor inational ipolicymakers ito irecognize iand iacknowledge ithat 

iequity-focused ipolicies, idespite irequiring ihigher iimplementation icosts, iyield 
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iquicker iimprovements iin icoverage iand imore isubstantial ireductions iin ichild 

imortality icompared ito inon-targeted iapproaches. iFurthermore, isuch iequity-

focused istrategies iprove ito ibe icost-effective iin iterms iof ithe icost iincurred iper 

ilife isaved. 

 

• Driving iequity ifrom ithe itop-down iand ibottom-up 

Equity-oriented ipolicies iprioritize iaddressing ithe iunequal idistribution iof ihealth 

iissues iamong idisadvantaged igroups. iThese ipolicies ispecifically itarget ithe 

ibarriers irelated ito igeography, ifinances, iand ipsychosocial ifactors ithat ihinder 

iaccess ito ihealthcare iservices. iThey ialso iinclude icorrective iactivities ithat iare 

iconducted iwithin ithe ihealth isystem ias iwell ias iinterventions ithat iare iconducted 

iin iother isectors iwithin ithe isociety iwith ithe iaim iof iachieving iequal iand iproper 

ihealth. iThus, iequity-oriented ipolicies iare ifocused ion ithese iareas ito ieliminate 

ihealth idifferences iand iprovide iopportunities ifor iall ipeople ias ifor ithe 

ihealthcare iservices iusage iand ireceipt. 
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Chapter-6 i| iConclusion iand iRecommendations 
 

Child imortality iis icommonly iregarded ias ione iof ithe imost iimportant imeasures ithat ireflect 

ithe istate iof ia iparticular ination’s ihealth. iwith iregard ito ichild imortality, iIndia ihas irecorded 

iprogress iwhere ithe iunder-five imortality irate i(U5MR) ihas idecreased ifrom i45 iper i1000 

ilive ibirths iin i2015 ito i29.1 iin i2022 iand iseparately ithe iinfant imortality irate iIMR ifalling 

ifrom i36.2 iper i1,000 ilive ibirths iin i2015 ito i25. i7 iper i1000 iby i2024. iAlso, istunting iamong 

ichildren iunder ifive iyears ihas idecreased ifrom i50% iin ithe iyear i2000 ito i31.7% iin i2022, 

iyet ithe ioverall ihealth iof ichildren iin ithe icountry iremains ia ichallenge  Various ifactors 

icontribute ito ithese irates, iincluding imaternal ihealth, inutrition, ieducation, ipoverty. 

ihealthcare iinfrastructure, iand ihuman iresources. 

While iaccessibility, iaffordability, iand iawareness iremain isignificant ichallenges iin 

ihealthcare iutilization, irural iareas iin iIndia ihave iwitnessed ia ireduction iin ichild imortality 

irates. iHowever, ithis ireduction iis iinsufficient ito imeet ithe itargets iset ifor i2030 iunder iGoal 

i3.2 iof isustainable idevelopment. 

Therefore, ithis istudy iresulted iwith ishowing ia istrong ipositive icorrelation iof ihealthcare 

iservices iand iinfrastructure iwith ithat iof iChild iMortality iRates. iStates iwith ithe ihighest 

iIMR iand iUSMR iwere iidentified ias iMadhya iPradesh, iChhattisgarh, iBihar, iUttar iPradesh, 

iAssam, iUttarakhand, iJharkhand, iand iOdisha. iThese istates ialso ishowed ia ihigh iprevalence 

iof imalnutrition, istunting, iand iwasting, iindicating ia iconnection ibetween inutritional istatus 

iand ichild imortality irates. 

 

In iconclusion, ithere iis ia istrong icorrelation ibetween ithe inumber iof iANMs iworking iat 

isubcenters, ithe inumber iof iobstetricians iand igynecologists iat iCHCs, iand ithe inumber iof 

iPHCs iwith ia ilabor iroom, iwith iinfant imortality irates. iAlso, ia isignificant ipositive 

icorrelation iwas iseen ibetween ithe iavailability iof iPediatricians iat iCHCs, iPHCs ifunctioning 

ion ia i24X7 ibasis, iPHCs iwith ifunctioning iStabilization iUnits ifor iNewborns iand iUnder-

five imortality irate. 

 

Adequate ihealthcare iinfrastructure iplays ia icrucial irole iin iproviding iessential imedical 

iservices, iincluding iproper inutrition, ito ichildren. iAccessible iand iwell-equipped ihealthcare 
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ifacilities icontribute ito iearly idetection, itimely iintervention, iand ieffective imanagement iof 

inutrition-related iissues, iultimately ireducing ichild imortality irates. 

Therefore, iinvesting iin ihealthcare iinfrastructure iand inutrition iprograms iis ivital ifor 

iimproving ichild imortality irates iand iensuring ithe iwell-being iof ifuture igenerations.  
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