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     ABSTRACT 

     Objective: To find out the prevalence and determinants of acute childhood morbidities 

among children (0-5 years).To explore and quantify the household practices and health 

care seeking behavior among mothers of sick under-five children in the study area.  

 

Material and Methods – Study setting: The present study was undertaken in 55 villages 

within the three Primary Health Centres (Thiruvanainallur, Iravalpattu, and Sirumadurai) 

in Viluppuram district in Tamil Nadu.  

 

Study design: A cross sectional mixed-methods design of quantitative (survey) and 

qualitative (Focus Group Discussion) methods.  

 

Sample size: The sample size for the study was 900 respondents, Calculated by Epi_info 

version 6.04d.  

 

Analysis – Manual content analysis was done for qualitative data. The quantitative data 

was entered and analysed by using SPSS 12.0.1 software (SPSS Inc., Chicago, Illinois, USA) 

package. Bivariate and multiple logistic regression analysis were done to determine the 

associations between any morbidity and other factors.  

 

Results: Our results showed that Cough, Fever and Diarrhea were the commonly 

reported acute morbidities among the children aged above one year. Private health care 

providers were often sought for the management of acute childhood morbidities. The 

desired practices during episodes of illness namely continued breast feeding (51.1%), 

Increased frequency of feeding (25.4%), keeping the baby warm (51.9%) mothers, giving 

extra fluids to drink (53.3%), safe home remedies during episodes of illness (76.1%) were 

less than desired. Bivariate and Multivariate logistic regression models showed that caste 

was the strong predictor for acute childhood morbidities.  
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Conclusions:  Most of these local practices for were better for sick children’s health and 

may be due to better Primary Health Care. However, awareness regarding key behaviors 

such as increasing frequency of feeding, continued feeding and keeping the child warm is 

needed. Multidimensional models of interventions are necessary to address the various 

social factors affecting health, in addition to improving the health services. Extensive 

research and a strong political will on the social determinants should be undertaken to 

motivate informed decision making.  

     

Key words: Child survival, Childhood morbidities, Household practices, IMNCI 

 

 

INTRODUCTION 

Majority of the deaths among children occur in the under-five age group, the major 

causes of these deaths are the five major illnesses like pneumonia, diarrhea, measles, 

malaria and malnutrition. 
1
 World Health Organization (WHO) and United Nation 

Children’s Fund (UNICEF) envisaged an integrated to combat these major illnesses and 

ensure the overall health of the under-five children called the Integrated Management of 

Childhood Illnesses (IMCI). The Indian version of IMCI was modified to include the 

neonatal component called Integrated Management of Neonatal and Childhood Illnesses 

(IMNCI).
2
The adoption of the IMNCI into National Rural Health Mission (NRHM) by the 

Indian government has facilitated the increase in the level of care provided. Studies 

suggest that improving the infrastructure of the health facilities and improving the 

quality of care at the health facilities will alone not be sufficient in the reduction of infant 

mortality and morbidity.
3 

The relative success of the first and the second phases of the 

IMNCI, has led to the implementation of the third phase, the household and community 

component of IMCI (HH/C IMCI). HH/C IMCI has defined ‘some’ desired household 

practices such as continued breast feeding, increased frequency of feeding, giving extra 

fluid to drink, keeping baby warm and giving safe home remedies.
4
 In addition, 

Community participation, sustained links between the communities and health facilities, 

timely health care seeking and improved care of sick children at household level would 

be helpful in reducing the infant morbidity and mortality.
4 

Hence the present study was 

undertaken to know about household care practices for sick children and explore the 

determinants for acute childhood morbidities.
 

Objectives:  

1. To find out the prevalence and determinants of acute childhood morbidities among 

children (1-5 years). 

2. To explore and quantify the household practices and health care seeking behavior 

among mothers of sick children in study area. 
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MATERIAL AND METHODS 

 

Study setting: The present study was undertaken in 55 villages within the field practice 

area of the Rural Health Training Centre, Department of Community Medicine, Sri 

Manakula Vinayagar Medical College and Hospital (SMVMCH), Pondicherry. It consists of 

three Primary Health Centres (Thiruvanainallur, Iravalpattu, and Sirumadurai) in 

Viluppuram district in Tamil Nadu.  

 

Study design: It was a cross sectional mixed-methods design where a qualitative method 

(Focus Group Discussion - FGD) was followed by a quantitative method (survey). 

 

Sample size and Sampling: Estimating the proportion of children under five years who 

could have one or the other acute childhood morbidity as p-0.67, design effect-2, 

absolute error in estimated prevalence-5%, the sample size is 680 (Calculated by Epi_info 

version 6.04d). The sample was inflated by 10% to cover the non-response rate. The final 

sample size was 748. A two stage cluster sampling method was used, first, 30 clusters 

were selected by Population Proportional to Size (PPS) method from the list of villages. In 

the second stage, the households were selected by random walk method till the desired 

sample was achieved from each cluster. 

 

Ethical clearance: 

The study was approved by the Institutional Ethics Committee of Sri Manakula Vinayagar 

Medical College and Hospital.  

 

Pre-survey qualitative research:  

Pre-survey ‘Focus Group Discussions’ (FGDs) were undertaken with purposively selected 

mothers of children under five years who were willing to participate. Focus Group 

Discussions were undertaken until a point of saturation i.e. until the discussions stopped 

yielding any new information. A total of six focus groups were undertaken in the study 

area. The purpose of the FGDs was to explore the household care practices for sick 

children. It also helped us to develop rapport with the local community. The focus group 

discussions were facilitated by trained facilitator in 6 selected villages at a time and place 

convenient to the participants. Informed consent was obtained from each participant 

before starting the FGD meeting. The discussion was audio recorded and transcribed as 

verbatim. A locally relevant questionnaire was prepared for the present study, using the 

findings of the focus group discussions and United Nations Children’s Fund’s (UNICEF) 

multiple indicator cluster survey (MICS) questionnaire for under-5 children.
3
   

 

Quantitative Survey: 

After obtaining informed consent, the pre designed and pre-tested questionnaire was 

administered to collect the data. The structured questionnaire covered information on 

socio-demographic characteristics, presence of acute childhood morbidities (respiratory 

tract infections, diarrhoea, fever, dysentery, measles and others), and their treatment 

seeking behaviours. Information regarding the antenatal and natal history along with 

breast feeding practices was also noted. 

Information regarding the presence of symptom specific self-reported morbidities such 

as fever, cough, difficult breathing, diarrhoea and measles and health care seeking for it 
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was obtained from mothers with children above one year of age. The period of recall was 

set at two weeks preceding the survey. Health care seeking was defined as any attempt 

by the mother to obtain an expert opinion from a biomedical health care provider 

outside the home during an episode of the baby’s illness.
4
Information on ‘some desired 

practices’ like continued breastfeeding, increased feeding frequency, giving extra food to 

the baby, keeping the baby warm and the use of safe home remedies was collected for 

children who were reported to have been ill.  

Height, weight and haemoglobin levels were recorded to assess the nutritional status of 

the children. 

 

Analysis:  

Manual content analysis was done for qualitative data. The data was entered and 

analysed by using SPSS 12.0.1 software (SPSS Inc., Chicago, Illinois, USA) package. Chi-

square test was applied to proportions. Confidence intervals (CI) values were constructed 

(using C sample program of Epi_info (version 6.04d) software package) around each 

proportion values. Nutritional status was assessed by Z-score classification using the 

‘WHO Anthro 2005’ software for the WHO standards. Bivariate and multiple logistic 

regression analysis were done to determine the associations between acute morbidity 

(dependent variable) and independent variables like age group (months), Sex, Caste, 

Mothers education, Socio-economic status, Anaemia, Composite Index of 

Anthropometric Failure. 

 

RESULTS 

Majority of the responding mothers (83.6%) were educated, less than 10 years. Most of 

the mothers were housewives (82.5%). More than half of the sample (54.7 %) was below 

the poverty line. Majority of them (91.3%) did not have health insurance of any form. 

Information obtained about caste showed that majority, 531 (71.4%) belonged other 

backward classes, followed by 137 (18.4%) belonging to scheduled castes, remaining 54 

(7.3 %) were scheduled or nomadic tribes and 22 (3.0) belonged to other communities. 

Among the responding mothers 61 (8.6 %) had a membership in self-help groups. (Table 

1) 
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Table 1: Socio-demographic information of respondents (mothers of > 1 yr children) 

Variable   (n=744) Number Percentage 

Education of Mother 

Less than 10 yrs 

Less than 10 yrs 

 

622 

122 

 

83.6 

16.4 

Socio economic status 

Above Poverty Line 

Below Poverty Line 

 

337 

407 

 

45.3 

54.7 

Occupation 

Housewife 

Working 

 

614 

130 

 

82.5 

17.5 

Caste 

Scheduled Castes 

Scheduled Tribes /Nomadic Tribes 

Other Backward Classes 

Others 

 

137 

54 

531 

22 

 

18.4 

7.3 

71.4 

3.0 

Health insurance 

Yes 

No 

 

65 

679 

 

8.7 

91.3 

Membership in self-help group 

Yes  

No 

 

61 

683 

 

8.6 

91.8 

 

Presence of acute childhood morbidities  

Among the respondents, mothers of 561 children had reported the presence of atleast 

one morbidity during the reference period (two weeks preceding the survey).Morbidities 

like fever, Cough, Diarrhoea and Cough associated with difficult breathing was reported 

by 359 (49.3%), 388 (53.3%), 137 (18.8%),71 (9.8%) respectively.(Table 2) 

 

Table 2: Presence of acute childhood morbidities as reported by responding mothers     

(Children > 1 yrs.) 

 

Morbidity 
Male  

(n= 420) 

Female 

(n= 308) 

Total 

(n=728) 

Test of significance  

(χ
2
,  df, p value) 

 

Fever  

 

212 (50.5) 

 

147 (47.7) 

 

359 (49.3) 

 

0.54, 1, 0.463 

Cough  
 

227 (54.0) 

 

161 (52.3) 

 

388 (53.3) 

 

Yates χ
2
 = 0.22,p=0.635 

Cough and difficult 

breathing 

 

40 (09.5) 

 

31 (09.8) 

 

71 (09.8) 

 

0.01,1,0.922 

Diarrhea  

(> 3 loose stools) 

 

77 (18.4) 

 

60 (19.5) 

 

137 (18.8) 

 

0.15,1,0.695 

Dysentery  

(blood in stool) 

 

4 (01.0) 

 

4 (01.3) 

 

8 (01.1) 

 

Yates χ
2
 = 0.01,p=0.933 

Measles in last 1 yr. 
 

5 (01.2) 

 

3 (01.0) 

 

8 (01.1) 

 

Yates χ
2
 = 0.01, p=0.933 

Skin infections  9 (02.1) 6 (01.9) 15 (02.1) 0.03, 1,0.854 
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Table 3: Health care seeking for childhood morbidities as reported by responding     

mothers (Children > 1 yrs.) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Morbidity 

Treatment sought  

Govt  

 

Private  

 

AYUSH Over the 

counter 

Tradition

al healer 

Home 

Fever   

(n=359) 

106  

(29.5) 

221 

(61.6) 

0 

(0.0) 

16 

(04.5) 

3 

(0.8) 

13 

(03.6) 

Cough  

( n=388) 

101 

(26.0) 

223 

(57.5) 

2 

(0.5) 

19 

(04.9) 

1 

(0.3) 

42 

(10.8) 

Cough and difficult 

breathing ( n=71) 

19 

(26.8) 

47 

(66.2) 

0 

(0.0) 

1 

(01.4) 

0 

(0.0) 

4 

(05.6) 

Diarrhea  

( n= 137) 

33 

(24.1) 

86 

(62.8) 

0  

(0.0) 

11 

(08.0) 

3 

(02.2) 

4 

(02.9) 

Dysentery   

( n=8) 

1 

(12.5) 

7 

(87.5) 

0 

(0.0) 

0 

(0.0) 

0 

(0.0) 

0 

(0.0) 

Measles in last 1 

yr.( n=8) 

3 

(37.5) 

3 

(37.5) 

0 

(0.0) 

0 

(0.0) 

0 

(0.0) 

2 

(25.0) 

Skin Infections 

(n=15) 

2 

(22.2) 

6 

(66.7) 

0 

(0.0) 

0 

(0.0) 

0 

(0.0) 

1 

(01.1) 
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Table 4: Feeding practices during episodes of illness as reported by responding mothers    

(Children with morbidities) 

Figures in parenthesis are percentages 

 

  

 

 

Socio demographic 

information of 

mothers 

 

n=561 

Continued breast 

feeding 

n= 282 (%; 95% CI) 

Increased frequency of 

feeding 

n= 146 (%; 95% CI) 

Keep baby warm 

 

n=293 (%; 95% CI) 

Age of child in months 

12-23 months 134 (22.3) 75 (55.9;47.5-64.2) 31(23.1;16.5-30.8) 78 (58.3;49.7-66.3) 

>24 months 427 (70.9) 207 (48.5;43.7-53.2) 115 (26.9;22.9-31.3) 215 (50.4;45.6-55.1) 

Test of significance (χ
2
, df, p value) 2.23,1,0.13 0.76,1,0.38 2.52,1,0.11 

Sex of child 

Male 331(59.9) 113 (49.1;42.7-55.6) 61(26.5;21.1-32.5) 113 (49.1;42.7-55.6) 

Female  230 (41.1) 169 (51.1;45.7-56.4) 85 (25.6;21.2-30.6) 180 (54.4;48.9-59.7) 

Test of significance (χ
2
, df, p value) (0.23,1,0.63)  0.06,1,0.804 1.41,1,0.234 

Occupation of mother 

Working mother  89 (15.9) 62(69.7;59.5-78.5) 19 (21.3;13.8-30.8) 57(64.0;53.7-73.5) 

Housewife 472 (84.1) 220(46.6;42.1-51.1) 127 (26.9;23.1-31.0) 236 (50.0;45.5-54.5) 

Test of significance (χ
2
, df, p value) 15.9,1,0.0001 1.20,1,0.27 5.92,1,0.014 

Education in years  

<10 years 469 (83.6) 233 (49.6;45.2-54.2) 120 (25.6;21.8-29.7) 240 (51.2;46.6-55.7) 

>10 years 92 (16.4) 49 (53.3;43.0-63.3) 26 (28.3;19.8-38.1) 53 (57.6;47.3-67.4) 

Test of significance (χ
2
, df, p value) 0.39,1,0.523 0.29,1,0.592 1.28,1,0.258 

Socio economic status 

Above Poverty Line 266 (47.5) 75 (28.2;23.0-33.8) 76 (28.6;23.4-34.2) 128 (48.1;42.1-54.1) 

Below Poverty Line 295 (52.5) 207 (70.2;64.8-75.2) 70 (23.7;19.1-28.8) 165 (55.9;50.2-61.5) 

Test of significance (χ
2
, df, p value) 98.5,1,0.0001 1.70,1,0.191 3.42,1,0.064 

Caste 

Scheduled Castes 93 (16.6) 58 (62.3;52.2-71.8 ) 39 (41.9;32.2-52.1) 50 (53.8;43.6-63.7) 

Scheduled Tribes 

/Nomadic Tribes 

43 (7.7) 12 (27.9;16.1-42.6) 18 (41.9;27.9-56.9) 15 (34.9;21.8-49.9) 

Other Backward 

Classes 

414 (73.8) 296 (71.5;67.0-75.7) 88 (21.2;17.5-25.4) 220 (53.1;48.3-57.9) 

Others 11 (2) 6 (54.5;25.9-81.0) 1 (9.1;0.4-37.3) 8 (72.7; 42.1-92.5) 

Test of significance (χ
2
, df, p value) 34.7,3,0.001 24.3,3,0.0002 7.26,3,0.063 

Membership in self-help group 

No  514 (91.6) 259 (50.3;46.0-54.7) 134 (51.7;45.6-57.8) 265 (51.6;47.2-55.8) 

Yes  47 (8.4) 23 (48.9;34.9-63.0) 12 (25.5;14.6-39.7) 28 (59.6;45.2-72.8) 

Test of significance (χ
2
, df, p value) 0.04,1,0.848 11.84,1,0.0005 1.11,1,0.292 

Health insurance 

Yes  46 (8.2) 30 (65.2; 50.7-77.9) 12 (26.1;14.9-40.1) 30 (65.2;50.7-77.9) 

No  515 (91.8) 252 (48.9;44.6-53.2) 134 (26.0;22.4-29.9) 263 (51.1; 46.7-55.4) 

Test of significance (χ
2
, df, p value) 4.48,1,0.034 0.01,1,0.992 3.39,1,0.065 
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Health care seeking for acute childhood morbidities 

As seen in Table 3, Private health care providers were often sought for the management of 

acute childhood morbidities as compared to public health care providers for cough (57.5%), 

fever (61.6%), cough and difficult breathing (66.2%), diarrhoea (62.8%), dysentery (87.5%). 

Home remedies were given for morbidities like cough (10.8%), fever (3.6%), and cough with 

difficult breathing (5.6%). Over the counter drugs were obtained for morbidities like cough 

(4.9%) and fever (4.5%). The various home remedies include Old medications (medicines 

from previous visits to health centres) for fever, Herbal treatment, Vicks for cough, Rice 

water for diarrhoea, Neem Leaf for measles and Neem Leaf paste (topical application) for 

boils over the body.  

 

Social determinants and Household Practices for Acute Childhood Morbidities  

The various social determinants of acute childhood morbidities taken up in the present 

study were age and sex of the child, occupation of mother, education of mother, socio-

economic status, caste, membership in self-help groups, and health insurance coverage 

among the respondents. The various household practices assessed during episodes of illness 

were mainly feeding practices (Continued breastfeeding, Increased frequency of feeding and 

Keeping the baby warm) (Table 4) and desired practices (Giving extra fluids to drink and 

Giving safe home remedies) to be followed during episodes of illness. (Table 5). 

Age and sex of the child 

Among the children reported with atleast one childhood morbidity, 134 (22.3%) were below 

two years of age while 427 (70.9%) were aged more than two years, Gender wise 

distribution of the children showed that 331 (59.9%) were male and 230 (41.1%) were 

female. The role of Age and sex of the child on feeding and desired practices followed 

during episodes of illness was not found to be statistically significant.  

Occupation of the mother 

Majority of the mothers who reported the presence of any childhood morbidity were 

housewives [472 (84.1%)]. During episodes of illnesses the practices of continued 

breastfeeding, keeping the baby warm and giving extra fluids to drink were significantly 

higher among the working mothers (χ2
=6.42, df=1, p=0. 01). 

Education of mother 

Among the responding mothers of children with atleast one morbidity, 469 (83.6 %) had 

formal education for less than 10 years. Education of the mother did not play a significant 

role in the various feeding and desired practices during episodes of illnesses were not 

statistically significant. 
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Table 5: Desired practices during episodes of illness as reported by responding mother 

(Children with morbidities) 

Figures in parenthesis are percentages 

 

Socio demographic 

information of mothers 

n=561 Give extra fluids to drink 

n= 303 (%; 95% CI) 

Gave safe home 

remedies 

 n= 428 (%; 95% CI) 

Age of child in months 

12-23 months 134 (70.9) 72 (53.7;44.9-62.3) 107 (79.9;72.4-86.0) 

>24 months 427 (22.3) 231 (54.1;49.2-58.9) 321 (75.2; 70.9-79.1) 

Test of significance (χ
2
, df, p value ) 0.01,1,0.940 1.23,1,0.266 

Sex of child 

Male 331(59.9) 180 (54.3;48.9-59.7) 252 (76.1;71.3-80.5) 

Female  230 (41.1) 123 (53.5;47.0-59.9) 176 (76.5;70.7-81.2) 

Test of significance (χ
2
, df, p value ) 0.04,1,0.832 0.01,1,0.975 

Occupation of mother 

Working mother 89 (15.9) 59 (66.3;56.0-75.5) 64 (71.9;61.9-80.4) 

Housewife 472 (84.1) 244 (51.7;47.1-56.1) 364 (77.1;73.2-80.7) 

Test of significance (χ
2
, df, p value ) 6.42,1,0.011 1.10,1,0.289 

Education in years  

<10 years 469 (83.6) 253 (53.9;49.4-58.4) 357 (76.1;72.1-79.8) 

>10 years 92 (16.4) 50 (54.3;44.1-64.3) 71 (77.1;67.7-84.9) 

Test of significance (χ
2
, df, p value ) 0.01,1,0.943 0.05,1,0.827 

Socio economic status 

Above Poverty Line 266 (47.5) 150 (56.4;50.4-62.3) 196 (73.7;68.1-78.7) 

Below Poverty Line 295 (52.5) 153(51.9;46.2-57.5) 232 (78.6;73.7-83.0) 

Test of significance (χ
2
, df, p value ) 1.15,1,0.282 1.90,1,0.16 

Caste 

Scheduled Castes 93 (16.6) 70 (75.3;65.8-83.2) 57 (51.1;70.8) 

Scheduled Tribes /nomadic 

Tribes 

43 (7.7) 20 (46.5;32.1-61.4) 27 (62.8;47.7-76.1) 

Other Backward Classes 414 (73.8) 207 (50.0;45.2-54.8) 338 (81.6;77.7-85.1) 

Others 11 (2) 6 (54.5;25.9-81.0) 6 (54.5;25.9-81.0) 

Test of significance (χ
2
, df, p value ) 20.5,3,0.0001 42.3,3,0.0001 

Membership in self-help group 

No  514 (91.6) 270 (52.5;48.2-56.8) 387 (75.3;71.4-78.9) 

Yes  47 (8.4) 33 (70.2;56.1-81.9) 41 (87.2; 75.3-94.7) 

Test of significance (χ
2
, df, p value ) 5.42,1,0.019 3.40,1,0.065 

Health insurance 

Yes  46 (8.2) 34 (73.9; 59.9-85.0) 31 (67.4; 52.9-79.7) 

No  515 (91.8) 269 (52.2; 47.9-56.5) 397 (77.1;73.3-80.6) 

Test of significance (χ
2
, df, p value ) 7.99,1,0.004 2.19,1,0.138 
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Table 6: Bivariate and multivariate analysis of determinants of acute morbidities among 

children more than 11 months 

Variables Bivariate 

Odds Ratio 

Unadjusted 

95% CI 

Final model 

Odds Ratio 

Unadjusted 

95% CI 

Age group (months) 

12-23 1 - 1 - 

24-35 1.12 0.76-1.65 1.09 0.73-1.62 

Sex 

Female 1 - 1  

Male 0.85 0.61-1.19 1.10 0.78-1.55 

Caste 

Scheduled Castes 2.09 0.84-5.19 1.90 0.73-4.94 

Scheduled Tribes 

/nomadic Tribes 

3.90 1.34-11.35 3.39 1.14-10.09 

Other Backward 

Classes 

3.53 1.49-8.34 3.04 1.23-7.52 

Others 1 - 1 - 

Mothers education 

< 10 years 1.00 0.91-1.79 1.01 0.64-1.63 

> 10 years 1 - 1  

Socio-economic status 

Below Poverty 

Line 

1.28 0.63-1.71 1.24 0.86-1.75 

Above Poverty 

Line 

1 - 1 0.78-2.31 

Anaemia 

No anaemia 1 - 1 - 

Anaemia 1.13 0.76-1.66 1.02 0.68-1.52 

Composite Index of Anthropometric Failure 

No failure 1 - 1 - 

1 Failure 0.86 0.57-1.30 0.90 0.59-1.38 

2 Failure 0.83 0.53-1.28 0.96 0.61 -1.52 

3 Failure 0.70 0.31-1.59 0.79 0.34-1.84 
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Socio-economic status  

Majority of the mothers who reported the presence of any childhood morbidity were below 

poverty line [295 (52.5%)]. The practice of continued breastfeeding was significantly higher 

among people belonging to the lower socio economic class (χ2
=98.5, df=1, p=0. 0001) 

Caste 

The caste wise distribution of the responding mothers, showed that the respondents 

belonged to other backward class (73.8%), scheduled caste (16.6%), scheduled tribes/ 

nomadic tribes (7.7%), and other castes (2%). The practice of continued breastfeeding was 

higher among the respondents belonging to other backward classes (χ2
=34.7, df=3, p=0. 

001). The practice of increasing the frequency of feeding during episodes of illness was 

higher among respondents belonging to scheduled castes and scheduled tribes (χ2
=24.3, 

df=3, p=0. 0002). The practice of giving extra fluids to drink, during episodes of illness was 

higher among respondents belonging to scheduled castes (χ2
=20.5, df=3, p=0. 0001). The 

practice of giving safe home remedies was significantly higher among respondents 

belonging to other backward classes (χ2
=42.3, df=3, p=0.0001). 

 

Membership in self-help groups 

Among the mothers of children with atleast one morbidity, majority of the respondents [514 

(91.6%)] were not a part of any self-help groups. The practice of increased the frequency of 

feeding during episodes of illness was significantly higher among non-members (χ2
=11.84, 

df=1, p=0.0005). Among the members of self-help groups, the practice of giving extra fluids 

to drink was significantly higher. 

 

Health insurance 

Among the responding mothers of children with atleast one morbidity, 515 (91.8 %) 

respondents had no health insurance coverage. The practice of continued breastfeeding 

(χ2
=4.48, df=1, p=0. 034) and giving extra fluids to drink (χ2

=7.99, df=1, p=0. 004) was 

significantly higher among mothers with health insurance 

In the Logistic Regression model, only one variable, i.e. caste emerged as a significant 

predictor of acute morbidities among children in the study area. Children belonging to 

scheduled/ nomadic tribes were 3.39 times (CI=1. 14-10.09) more likely to develop acute 

childhood morbidities as compared to others. Children belonging to other backward classes 

were 3.04 times (CI=1. 23-7.52) more likely to develop acute childhood morbidities as 

compared to others. The Nagelkerke pseudo- R
2
 value for the final model was 0.032 (Table 

6). 

 

DISCUSSION 

Our results showed that Cough, Fever and Diarrhea were the commonly reported acute 

morbidities among the children aged above one year. Private health care providers were 

often sought for the management of acute childhood morbidities. The desired practices 

during episodes of illness, namely continued breast feeding (51.1%), Increased frequency of 

feeding (25.4%), keeping the baby warm (51.9%) mothers, giving extra fluids to drink 

(53.3%), safe home remedies during episodes of illness (76.1%) were less than desired. 

Bivariate and Multivariate logistic regression models showed that caste was the strongest 

predictor for acute childhood morbidities. 
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Our results showed that Cough (53.3%), Fever (49.3%) and Diarrhea (18.8%) were the most 

commonly reported acute morbidities among the children aged more than 1 year, within a 

two week recall period. Sudarsanam et al
5
 reported that in the nearby union territory 

Puducherry among the fisherman community, the commonly reported morbidities among 

the children aged less than 5 years, was acute respiratory tract infections, diarrhoea and 

fever. In rural Maharashtra it was reported that 55.5, 49.5, 15.3% of the children had a 

history of cough, fever and difficulty in breathing in the 15 day recall period. The common 

acute childhood morbidities as reported from various studies were similar irrespective of 

the settings and cultural aspects. 

Private health care providers were more preferred as compared to public health care 

providers, for the management of acute childhood morbidities, as per our findings. Studies 

have reported that the common cause for preference for private care providers was due to 

lack of faith in the government health care providers, in rural Maharashtra.
9
 The increased 

preference for private health care providers in TamilNadu, which has a well performing 

public health sector
7
, needs to be explored. The various private care providers can be 

included in providing affordable primary care through various public private partnership 

models like contracting, franchising, voucher systems and social marketing. Enhanced 

community participation and social audit can also be useful in the regulation of such 

partnerships. 

The commonly associated social determinants of health are education and socioeconomic 

status.  Studies have shown that malnutrition and anemia are significant indicators for acute 

childhood morbidities, in our study Caste has emerged as a significant determinant for acute 

childhood morbidity. This suggests the need for an additional focus on the social and 

cultural aspects of the patients and mere upgradation and provision of services would not 

suffice. Braveman et al
8
 have reported that isolated interventions focussing on a single 

social factor may not be useful. They highlight the need for designing and studying 

multidimensional models of interventions to address the various factors simultaneously. 

They have also addressed the need for extensive research and a strong political will on the 

social determinants should be undertaken to motivate informed decision making. 

The household component of Integrated Management Childhood Illness
8
 advocates the 

adherence of certain desired practices during episodes of illness like to continue to feed and 

offer more fluids, including breast milk, to children when they are sick, give appropriate 

home treatment for infections. In the present study, 51.1% mothers of children with acute 

morbidities reported to have continued breast feeding during the period of illness. 

Continued breastfeeding was found to be significantly higher among mothers with 

education less than 10 years, mothers above the poverty line and mothers belonging to the 

other backward classes. Increased frequency of feeding during episodes of illness was 

reported by 25.4% of the mothers. It was statistically significant among mothers above the 

poverty line and mothers belonging to the other backward classes. Studies from central 

India, have reported that 69% of the mothers continued breast feeding during episodes of 

illness. They found that age of the child and occupation of the mother had a significant role 

in the continuation of breastfeeding. 
 
Increased frequency of feeding during episodes of 

illness was reported among 51.5% of the responding mothers. They found that age and 

mothers belonging to the other backward classes had a significant role in increased 

frequency of feeding. 

During episodes of illness, desired practices like keeping baby warm (52%), giving extra 

fluids to drink (53.3%) giving safe home remedies (76%) were present as reported by the 
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responding mothers. Occupation of mother, and socio-economic status and caste were 

found to play a significant role in keeping the baby warm. Socio-economic status, caste, 

membership in self-help groups and health insurance were found to play a significant role in 

the practice of giving extra fluids to drink during episodes of illness. In rural Wardha studies 

have reported that 65.3% of the mothers had kept their baby warm during episodes of 

illness and 49.2 % of the mothers had given their children extra fluids to drink during 

episodes of illness. 

Among the responding mothers of children with morbidities, 76% reported to have given 

safe home remedies during episodes of illness. Socio-economic status, caste and 

membership in self-help groups were found to be statistically significant. Dongre et al
8
 have 

reported that 49.2 % of the mothers had given their children extra fluids to drink during 

episodes of illness. 

CONCLUSION AND RECOMMENDATIONS  

 

Most of these local practices were better for sick children’s health and may be due to better 

Primary Health Care. However, awareness regarding key behaviors such as increasing 

frequency of feeding, continued feeding and keeping the child warm is needed. Involvement 

of the ANMs and ASHA workers to disseminate information regarding the desired practices 

can further strengthen the household care for sick children. Bivariate and Multivariate 

logistic regression models showed that caste was the strongest predictor for acute 

childhood morbidities. Multidimensional models of interventions are necessary to address 

the various social factors affecting health, in addition to improving the health services. 

Extensive research and a strong political will on the social determinants should be 

undertaken to motivate informed decision making. 
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