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Objective: This study examined the pattern of care-seeking
behavior for childhood pneumonia and factors influencing it, in
Madhya Pradesh (MP), Uttar Pradesh (UP) and Tamil Nadu (TN).

Methods: Using a mixed-methods design, consenting mothers of
children less than 5 years with probable pneumonia participated in
a household survey to assess their care-seeking behavior. A
purposively selected sub-sample participated in semi-structured
interviews (SSIs) to understand their perceptions on care sought,
decision making abilities and cultural influences that governed
these behaviors. Health care providers (HCPs) participated in
SSils and focus group discussions.

Results: A total of 2194 children were identified with probable
pneumonia during the survey. 40 mothers and 41 HCPs
participated in semi-structured interviews and focus group
discussions. In MP, utilization of private allopathic care was high

at 74%, about 8% went to unqualified care providers. In UP, 71%
went to unqualified care providers and 5% did not seek care at all.
In TN, 75% went to private allopathic doctors, and utilization of
government care was higher (19%) compared to MP and UP.
Qualitative findings revealed that cultural beliefs coupled with
poor decision making abilities, poor understanding of iliness and
inappropriate care-seeking practices resulted in delays in care
seeking, particularly in MP and UP. Inadequacies in government
health infrastructure also contributed to their poor utilization.

Conclusion: Promoting health literacy in communities and
strengthening the reach of government health facilities will help in
optimizing appropriate health care utilization for childhood
pneumonia.

Keywords: Health literacy, Health service utilization, Respiratory
tract infection.

eumonia contributes to about 15% of all
leaths among children below 5 years of agein
Indiaand thusisamajor public health problem
for the country. Apart from enhancing health
care infrastructure and personnel, research is also
emerging regarding the care seeking behavior of families,
which is a key towards formulating strategies for
reducing pneumonia-related childhood morbidity and
mortality [1,2]. Faith in supernatural causes, poor
understanding of the disease and use of home remedies
haveledto delaysin care seeking by familiesin India. In
addition, poor recognition of danger signs/symptoms of
pneumonia and seeking care from unqualified rural
medical practitioners, have been shown to cause undue
delay in care seeking by families in India [3-5].
Considering the recommendati onsby WHO and UNICEF
[6] about the need to enhance capacities of families to
seek prompt care in order to reduce mortality and
morbidity from pneumonia, a deeper understanding of
the socio-cultural influences that govern these
behaviors and issues related to availability, accessibility
and affordability of health systems are needed.
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Using the Andersen and Newman framework [7] for
health service utilization we examined factors influencing
care-seeking behavior for childhood pneumonia in the
community towards gaining insights into optimizing
hedthcare utilization. The framework is based on three
characterigtics, namely predisposing factors, enabling
factors and need factors. Predisposing factors refers to
culture, decision making abilities and knowledge and
attitudesof individual stowardsthe hed th system. Enabling
factorsreferstothelogisticsof obtaining care. Need factors
include perceived need by families- how people understand
their iliness -and eval uated need by health care providers -
judgment about peopl€'s health status and need for medical
cae.

METHODS

This paper is part of alarger study [8] carried out in three
districtsin the states of Tamil Nadu (TN), Madhya Pradesh
(MP) and Uttar Pradesh (UP) from 2016-2017. WhileUPand
MPwerechosen becauseof highinfant mortaity rate(IMR),
TN served asacomparator onaccount of itslower IMR. The
selection of districtswasmadefollowing consultationswith
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thestatehealth authoritiesand after reviewing theprevailing
IMR in these districts. Probable pneumoniawas defined as
the presence of fast breathing with or without chest in-
drawing, stridor/grunt in a child <5 years of age occurring
over thepreceding threemonths[9], withthe mother serving
as the respondent. Considering ‘ not sought care’ in about
30% of population [4], taking a5% absol ute margin of error
and a design effect of 2, a sample size of 740 children <5
years, per state (250 per district), with probable pneumonia
wasobtained. Fromthelist of hedth sub-centers(HSCs)ina
district, 30 per district were sdected using population
proportionateto sizemethod. Thelist of eligiblechildrenin
each HSC was obtained from the field health worker and a
household survey was undertaken until the desired sample
size of 8 children with probable pneumonia per HSC was
achieved.

Mothersconsenting for participationswereadministered
a structured questionnaire to assess their care-seeking
behavior. A sub-sample of these mothers was purposively
sdlected to participate in semi-structured interviews to
understand the cultural and familia influencesthat governed
their care-seeking behaviors. We aso conducted semi-
structured interviews (SSIs) and focus group discussions
(FGDs) with hedthcare providers (HCPs), such as doctors
fromthe privateand public sector, community healthworkers
(CHWs) and wherever possible with untrained care
providers (UCPs). State and district level governmental
permissions and ethics approva were obtained by each of
the respective site investigators.

Satigtical analysis: Statistical analyses of the quantitative
datawasdoneusing SPSSsoftwareversion 16.0 (SPSSInc).
Data on type and time of seeking care was recorded as
frequenciesand percentages. All quditativedatawereaudio
recorded, transcribed verbatim into (Hindi for MPand UR,
and Tamil for TN), trandated into English and entered into
NVIVO, a quditative andysis software. A framework
analytical approach [10] was applied which began with
gaining familiarity with thedatathrough repested readingsof
thetranscripts. Following acareful review of thedata, themes
were identified, quotes were sorted and placed under
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appropriate thematic categories and fina interpretations
weremade.

RESULTS

Out of atotd of 13,544 househol ds, weidentified 729, 752 and
713 childrenwith symptomsof probablepneumoniafromthe
statesof MP, UPand TN, respectively. Forty mothersacross
thethreestatesparticipated inthe SSIs(12 fromMP; 11 from
UPand 17 from TN). Mothers, aged 20to 35 years, included
10 non-literate women (4 from MP and 6 from UP). While
majority were housewives, 7 were engaged in farming or
casudl labor (4-MP, 2-UR, 1-TN). Forty oneHCPsfromthe
three states participated, including 25 doctors from the
government and 10 from the private sector. Six UCPs
participated, none of whom were from TN. Thirteen FGDs
were conducted with CHWSs across the three states (MP-3;
UP5; TN-5).

Health service utilization: In MP, utilization of private
alopathic care was highest at 74% with 12% seeking care
from government health facilities (Tablel). InUPR, majority
(71%) went to UCPs with only 5% not seeking carefor their
child. Mothersin TN predominantly sought carefrom private
allopathic doctors (75%0). Utilization of government carewas
higher compared tothe other two statesat 19.6, but no mother
reported goingtoaUCP Databy districtispresentedin Web
Tablel. Morethan half thesampleof mothersfrom each state
(59%-MPB, 70%-UP, 80%-TN) sought care for their child
within 24 hours of symptom presentation (Table 11). As
compared to UP where 70% went to UCPs, inMPand TN,
private alopathic care was the preferred choice (75% and
74%, respectively). Going to government health facilities
washighestin TN at 18.9%. Databy districtsispresentedin
WebTablell).

Factors influencing health service utilization: Cultural
practices, either personal, or duetofamilia pressure, in TN,
included exposing the child to incense fumes (Sambrani),
feeding aconcoction madefrom Tulsi (Basil), application of
Karpuravalli Thaillam(ail extracted fromamedicinal herb),
seeking the blessings of priests and tying a sacred thread
around the babies wrist or waist. However, these mothers

Tablel Care-Seekingfor Childhood Pneumoniain Three Satesin India, 2016-2017

Sate (no. with probable pneumonia) Type of healthcare sought No care sought
Allopathiccare Carefrom n=119
Government, n=282 Private, n=1203 UCP, n=590
Madhya Pradesh (729)2 89(12.2) 541 (74.2) 57(7.8) 42(5.8)
Uttar Pradesh (752)P 53(7) 127 (6.9) 533(70.9) 39(5.2)
Tamil Nadu (713)¢ 140 (9.6) 535 (75.0) 0 38(5.3)

Data provided as no. (%). Numbers in each district: @8Bhopal-247, Panna-237, Satna-245; PKanpur Nagar-254, -Shravasti-267, Faizabad-
231; CErode-149, Tirunelveli-314, Krishnagiri-250.UCP-Unqualified care provider.
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Tablell Health ServiceUtilization: Sought CareWithin 24 hoursin Three Satesin India, 2016-2017

Sate (no. with probable pneumonia)
within 24h, n=1551

Takento health facility

Allopathic care UCP, n=495
Government, n=199 Private, n=915

Madhya Pradesh, (n=729) 428 (58.7)
Uttar Pradesh, (n=752) 530 (70.5)
Tamil Nadu, (n=713) 593 (83.2)

57(13.3) 357 (83.4) 10(2.3)
30(5.7) 99(18.7) 395 (74.5)
112 (18.9) 459 (77.4) -

Data provided as no. (%). Row totals do not match as data was missing for 4, 6 and 22 children in MP, UP and TN, respectively. UCP -

Unqualified care provider.

simultaneously sought care from qualified alopathic
doctors. Bdiefs in culturad and traditiona practices were
moreprevaentin MPand UR, with mothersresortingtohome
remedieslikeuseof mustard ail, Ajwain (carom seeds), hing
(Asfoetida), haldi (Turmeric), for treating cough or cold. Oil
massages using mustard oil and barasingha (apiece of deer
horn that isfinely ground) were believed to be effectivein
treatment of chest in-drawing Jhaad phoonk (a type of
exorcism) was seen to protect the baby against the evil eye.
These were usualy the first steps taken by mothers when
their child fdl ill. If thisfailed, care was sought from acare
provider.

Decision making: Mothersin TN reported having higher
autonomy and decision-making capacity. They had the
support of their in-laws and eders in the family who
encouraged themto seek appropriate carefor their child and
would even accompany them to the hospital if required.
Instances of joint decision making with the husband were
also reported. On the other hand, decisions regarding care
seekingin MPand UPweremostly made by family eldersor
husbands, with mothers usualy acquiescing to such
decisions. In nuclear families decisions were either made
jointly by hushand and wife or elseonly by the husband.

Enabling factors: The health system infrastructure in TN,
both government and private alopathic sector, is well
developed and fairly equitably distributed across the
districts (Web Table 111). Added to this, the presence of
private carefacilities providesrural folk with an aternative
choice. In contrast, the numbers of primary health centers
(PHCs) and community health centers(CHCs) inMPand UP
aredistinctly inadequatefor their large popul ations. Besides
Bhopal inMPand Faizabad in UP, thenumber of government
hospitals are exceedingly low in these states. Private
allopathic healthcarefacilitiesarea so few. The presence of
UCPswas ubiquitousin these digtricts, athough we do not
haveany reliabledataontheir numbers.

Our qudlitativeinterviewswith mothersreveaedthatin
TN, both government and private carefacilitieswereequaly
accessible. Preferencesfor private carewereclearly evident
with families switching between doctors depending on how
well the child responded to treatment. Doctorsinthe private
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sector were believed to be more effective, easily accessible
andavailabletill lateintheevenings. They aso administered
injections, believed to bring about rapid cures. Further,
doctorsand paramedical staff in government hospitalswere
perceived asunfriendly providing unsatisfactory answersto
queries unlike in the private sector. Despite this preference
for doctors in the private sector, severa mothers gave
positive feedback regarding care provided in government
hospitals. They described it asbeing affordable, accessible,
of good quaity and comparableto that of private facilities.
Others spoke of the CHWs who made home visits and
provided advice regarding the health of their child. Use of
government health facilitiesfor seeking carefor childrenwas
moreevidentin TN ascomparedtothestatesof MPand UP.

In MP and UR, need for travelling long distances to
access care in government health services, coupled with
unavailability of doctors in these facilities, acted as mgjor
deterrents to care seeking. Connectivity was particularly
poor in Shravasti (UP). Seeking care from the jhola chaap
(UCP) was common in UP as compared to MP, where they
were easily ble, were cheaper than private doctors,
made home visits and usualy dispensed alopathic
medicines. In MP, preferencesfor seeking carefrom private
care providersdominated as mothers considered the money
well-spent. However, we were unable to ascertain if these
private care providers were qualified or unqualified. The
belief that government facilitieswerelackingin cleanliness
and competent doctors, involved long waiting time and had
inadequate supply of drugs, added to the general negative
opinion. Mothers in UP said that even the 24-hour
government facilities did not have doctors, thereby
defeating the purposefor which they were set up.

Per ceived need: Regarding the ‘ need factor’, we found that
in TN motherswereunfamiliar withtheterm pneumoniaand
unaware of its cause or presenting symptoms. Although
symptoms of fever, cough and cold were well understood,
mothers rarely reported seeing cases of pneumonia. Only
those who had sought care for treatment of pneumoniafor
their child or whase child had died following pneumoniahad
better awareness about the condition. In MPand UP, some
motherswerereasonably aware of pneumoniaand described
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a range of symptoms. Others spoke of the importance of
vaccination and cleanliness as protection against
pneumonia, indicating satisfactory awareness about the
disease. If the child's cold and cough was perceived to be
very heavy, it wasreferred to as* double pneumonia . Some,
while unfamiliar with the term, were nevertheless aware of
symptomslike chest indrawing and appreciated the need to
seek care for its treatment. Others subscribed to the
traditional belief that children were at risk for contracting
pneumoniaif they had“ coldintheir bodies’ ascomparedto
“heat” . Difficultiesin recognizing severity of illnesswere
also expressed.

Evaluated need: In TN, the HCPs sated that though
awarenessabout pneumoniawas poor inthecommunity, the
ability to recognize symptoms of respiratory distressin the
child wasadequate, whichinfluenced timely and appropriate
careseeking. They believed that therewasnot muchdelay in
careseeking among familiesand asaback-up, familieskept
paracetamol syrup and nasal dropsat homefor usein caseof
such symptomsoccurring. Doctorsinthe government sector
appreciated the sustained hedlth literacy effortsprovided by
CHWSs during antenatal visits. They aso credited
government run school health programs for increasing
hedlthliteracy among mothers. Although therewasatrend of
preferring private over government facilities, especialy
during an emergency for reasons of faster accessibility, for
regular care, families would go to government facilities.
According to the CHWSs, negative beliefs about the poor
quality of health careand long waiting timeinthegovernment
hospitals influenced many to seek care from the private
sector, evenat great financial cost. Seeking carefor their child
from UCPshowever, wasnot reported. INMP, careproviders
in the government sector, felt that awareness about
pneumoniain the community was good perhaps dueto its
high prevalence. They fdt that it wasrarefor familiesnot to
seek care however, the type of care sought was not always
appropriate and often delayed due to use of home remedies
and magico-religious practices. The CHWs said that many
poor familieschoseto seek carefrom UCPswhowereeasily
accessible, dispensed dlopathic medicines and gave
injections. Physicians, both public and private, agreed that
there was a preference for private over government care
because of the distances involved in accessing these
facilitiesand because doctorsin government hospitalswere
not always available. They aso said that decision making
concerning care-seeking for children remained with the
elders of the household or with the woman’s husband. The
HCPsin UPfdlt that, awareness about pneumoniawas poor
and. care was sought only when symptomsbecame serious.
Resorting to home remedies was usudly the first step. The
CHWssaidthat the easy availability of UCPscombined with
thefaith people had intheminfluenced peopl€e spreferences
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for them. They a so spoke of peopl €' spreferencesfor private
care as against government care as it was believed to be
better and more prompt. In addition, women's dependence
on their husbands or elder members in their household to
make decisions on care-seeking contributed to delays in
care- seeking.

DISCUSSION

Three key findings emerge from our study. Firstly, cultura
beliefs, color attitudes and practices, which coupled with
poor understanding of ilinessand their gppropriatetreatment
seemtodeay care seeking. Secondly, women, particularly in
MP and UP have poor decision making capabilities
contributing to delays in appropriate care seeking. Thirdly,
inadequacies in the number and infrastructure of primary
health-care facilities have created a negative impression
regarding their effectiveness and quality in MP and UP
resulting in their poor utilization. Although government
hedth infrastructure and its utilization are better in TN, the
preferred choiceof carewas<till the privatecare provider.

Cultura beliefsregarding useof homeremediesfor child
carein Indiaare deeply venerated, have been practiced for
generations and play an important role in the lives of most
Indianfamilies. Earlier studies[2,3,11], too have described
their usein the management of symptomsof pneumonia. In
our study thiswasevident in the states of MPand UPwhere
homeremediesand magico-religiouspracticeswereoftenthe
firss and only steps adopted by mothers towards
management of symptoms of probable pneumonia. InTN,
resorting to homeremedieswasmuch lessand usually done
alongside of alopathic care. Early care-seeking practicesin
TN can be explained by better awareness promoted by
effective educational messagesprovided by thegovernment
hedthfacilitiesspecificaly the CHWSs. Other studies[12] too
have demongtrated the role of the lady hedth worker in
bringing about better hedlth literacy among mothers
regarding newborn care. Adedokun, et al. [ 13] reported that
increased exposure to mass media resulted in greater
utilization of health care services. Inadditionto highlighting
the value of seeking care within 24 hrs of symptom
presentation, health messages need to be simple, easy to
remember and must be constantly reiterated to ensure their
better retention.

Thefindingsfrom our study that mothersfrom MPand
UPhad littleto norolein decision-making concerning care-
seeking for their child has been corroborated by other
studies [14,15]. A study from Nigeria [16] described two
scenarios leading to negative consequences. when fathers
had norolein child rearing mothersdid not have support for
their decision making and when mothers were restricted in
movements and social interactionsthey did not seek timely
and appropriate care. In contrast, mothersfrom TN, in our
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WHAT THIS STUDY ADDS?

¢ Strengthening government health infrastructure and its reach, improving health literacy targeting communities,
families and mothers will optimize health care utilization.

study, had more autonomy in decision-making regarding
child care and were better informed due to the information
provided by the CHWsand other health personnel resulting
intimely and appropriate allopathic care for their children.
Health carefrom UCPswasnot sought and homeremediesif
used, werealwaysa ongsideallopathic care. Thesefindings
underscore the vaue of women's empowerment in the
context of child care.

The presence of a good network of well equipped,
functioning, and well-connected health carefacilitiesin the
government sector in TN has significantly contributed to
their better utilization as well as towards a more positive
attitude towards them unlike what was observed in MP and
UP. Chandwani and Pandor [17] highlighted the lack of
accountability among HCPs, and poor credibility of the
public health facilities as reasons contributing to their poor
utilization. Further, respon-dents from MP and UP had to
contend with poor road connectivity to access government
health facilities and frequently with non-availability of
doctors and medicines which served as major deterrentsto
their use. The under-utilization of public sector heath-
servicesasobserved inMPand UP, iswell acknowledgedin
resourcepoor countries[18,19]. Theprivatehealth sector on
theother hand, hasshown remarkablegrowth and utilization,
attributabletoitseasy access, availability of adequatehealth
personnel and medicines[20]. Giventhehigh cost of carethat
the poor areforced to bear, acoordinated effort to strengthen
government health systemsintermsof both availability and
accessihility of manpower and appropriate treatment will
greatly improve hedth careutilizationinthissector.

In terms of limitation, our study could perhaps have
benefited frominterviewswith family members, whoplay a
critica roleindecision-making for seeking care

Toconclude, government health facilitiesin UPand MP
are under-utilized, a feature that could be addressed if
infrastructure is strengthened and facilities made more
accessible. With UCPs praliferating in these states, these
would be critical steps to attract appropriate care seeking.
Secondly, promoting hedlth literacy using smple easy to
follow messages among familiesincluding motherswill be
another important strategy considering the key role family
membersplay indecision making. Thesecould help optimize
careseeking for childhood pneumonia.
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Web Tablel Health ServiceUtilization- Typeof Care Sought by Districtsin Three Satesin India, 2016-17.

District Casesof probable Allopathy Unqualified Not sought care
pneumonia Government Private careproviders

Madhya Pradesh

Bhopal 247 26 (10.5) 172 (69.6) 39(15.8) 10(4.0)

Panna 237 28(11.8) 181 (76.4) 16 (6.8) 12(5.1)

Satna 245 35(14.3) 188 (76.7) 2(0.8 20(8.2)

Uttar Pradesh

Kanpur Nagar 254 19(7.5) 69 (27.2) 160 (63.0) 6(2.4)

Shrawasti 267 23(8.6) 13(4.9) 212 (79.4) 19(7.1)

Faizabad 231 11 (4.8) 45(19.5) 161 (69.7) 14(6.1)

Tamil Nadu

Erode 149 28(18.8) 111 (74.5) 0 10(6.7)

Tirunelveli 314 64 (20.4) 244 (77.7) 0 6(1.9

Krishnagiri 250 48(19.2) 180 (72.0) 0 22(8.8)

Valuesinno. (%).

Web Tablell Health ServiceUtilization- Sought CareWithin 24 hoursby Districtsin Three Satesof I ndia, 2016-17

District/ Sate Casesof Takento health Allopathy Unqualified  Not sought
probable pneumonia  facilitywithin24h  Government Private careproviders care
Madhya Pradesh
Bhopal 247 172 (69.6) 21(12.2) 142 (82.6) 7(4.1) 0
Panna 237 116 (48.9) 14(12.1) 101(87.1) 1(0.9) 0
Satna 245 140 (57.1) 22(15.7) 114(81.4)  2(L4) 2(L.4)
Uttar Pradesh
Faizabad 231 175 (75.8) 7(4.0) 36 (20.6) 128 (73.1) 4(2.3)
Shravasti 267 169 (63.3) 14(8.3) 7(4.1) 148[87.6] 0
Kanpur Nagar 254 186 (73.2) 9(4.8) 56 (30.1) 119[64.0] 2(11)
Tamil Nadu
Tirunelveli 314 262 (83.4) 55(21.0) 205(78.2) 0 2(0.8)
Krishnagiri 250 234 (93.6) 46 (19.7) 168 (71.8) 0 20(8.5)
Erode 149 97 (65.1) 11 (11.3) 86 (88.7) 0 0

Valuesinno. (%).
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KUMAR, ET AL.

Web Table 111 Health System Infrastructure in Study
Districtsin Three Satesof | ndia, 2016-17

Districts Population? PHC CHC Gout. Private
hospitals hospitals
Madhya Pradesh
Panna 1016520 14 6 1 13
Satha 2228935 44 8 11 22
Bhopal 2368145 9 3 41 100
Uttar Pradesh
Faizabad 2470996 33 6 46 6
Kanpur Nagar 1794184 31 6 2 40
Shravasti 1117361 12 6 1 3
Tamil Nadu
Krishnagiri 1879809 46 10 11 36
Tiruneveli 3322644 70 19 14 110
Erode 2251744 68 14 8 139
das per Census of India, 2011. PHC: primary health center, CHC:

community health center.
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KUMAR, ET AL. CARE-SEEKING FOR PNEUMONIA

Web Box | Selected Quotes from Focused Group Discussions of Mothers of Children With Pneumonia and Healthcare Providers

Predisposing Factors

Cultural beliefswe don’'t follow any of the Siddha or Ayurvedic medicines. We take only what is given in the hospital. | don't believe
in al that because | am scared that it might produce side effects or harmful effects. All those primitive methods are not followed
nowadays . Everyone goes to the hospital for treatment... though we are uneducated, we know this (Krishnagiri —TN).

| gave oil massage for 8 days. In the village everybody said to get ‘jhad phookh’done, the child would be cured. We went to ‘maulna
hakim'.he did ‘jhad phookh’ but the ‘pasli chalna (chest in-drawing) did not get better. Then we saw ‘ki pasli bohat tez cha rahi
hai’ (fast breathing) and was not getting better so we took him to another doctor. (Shravasti-UP)

We believe exorcism helps...it helps in improving the health of the baby. We give dhuni to the baby where he is exposed to smoke
from this burning wood. Recently when he fell sick, we took him to a healer who did jhaad phoonk where holy ash is blown over the
baby. (Bhopal- MP)

Decision-making

They don’t expect me to get permission from them. My husband has never accompanied me to the hospital. If my children fal sick,
| take them.... They will scold me only if | fail to take the children to hospital. (Krishnagiri- TN).

My husband only takes all the decisions. Usually he [husband] decides about going to the doctor and | do not go against him or suggest
otherwise because if something happens to the baby or she does not get relief then everyone will say you told this that’s why she was not
relieved (Faizabad- UP)

Mother in law takes decision regarding yasodha (child). Father in law is not there. If husband is available then he also takes. | also say my
opinion (Satha- MP).

Enabling factors

If the baby doesn’t recover then we take him to aprivate hospital. If we go to government hospital (GH) for treatment, baby isnot recovering....
If we go for treatment of phlegm GH is good. But for fever, it is not good. Though we give medicine... they don't put injection. They give
only tonic. No result in giving tonic. So we go to a private hospital (Erode-TN)

They take money in private but they do proper check-up. In government there is only one doctor or none. Keep standing in the queue such
that the child gets serious. There should be good doctors and good medicines should be available. And if patients go then they should be
properly heard and checked. (Satha- MP)

Here at the crossroads of our village thereis ajholachaap, who else would be found here! Thisisclosefor us and where we have been benefited
we will go there only (Shravasti-UP).

Need factors

Perceived need (community perspective):

If he has phlegm and runny nose, he will start to develop fever. At that time itself | will keep in mind that this should not escalate,
I will be careful. My child also tends to becomes weak after the fever. So looking at al this | will take him to the government hospital
immediately.  (Tirenelveli-TN)

Usually when my child has cold, hot fomentation will be done, if not cured then a village doctor comes then we consult him. When
he had panjar (chest in-drawing), | applied oil and did hot fomentation for 1-2 days. When it didn’t get relieved then we took him
to the doctor. Firstly we consulted here in the village to the ‘jhola chhap doctor’ (quack), and then took child to private doctor.
(Shravasti-UP)

Whenever we feel something, we apply balm and give syrup which is kept at home so she gets better. If she doesn’t get better with
home remedy then we take her to the doctor. | don't go outside the house so how do | ask the ASHA or the ANM. | take her to the
doctor only when it is serious. (Panna-MP)

Evaluated need (health care provider perspective):

Even when the baby has cold, they bring the baby. And when the baby is making Karrrrr sound. Even when there are no symptoms
or signs also.... when they feel like there is some sound.... They bring the patient. (PHC MO, Krishnagiri-TN)

They do Jhaad phoonk, in the name of God. They do oil massage and keep them under the sun. R: They give home remedies like
asafoetida, turmeric mixed in warm milk etc so that the child gets relief. R: Sometimes the child’s condition deteriorates as they take
the child to untrained doctors. First they worsen the condition and then they tell us that we have given many medicines but there
is no relief. (FGD CHWSs, Satha- MP)

When the child is unable to breathe, they come to us mostly in that condition. Yes they keep them at home only, they give the child
oil massage at home, they go to the quacks and to magico-religious healers.If the fever is not high enough they don't consider it as
fever.. (Private Doctor, Faizabad- UP)
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