Discrimination from Conception to Childhood: A Study of Girl Child in Rural Haryana, India
CEPED-CICRED-INED Seminar on Female Deficit in Asia: Trends and Perspectives, Singapore, 5-7
December 2005. Draft paper before publication; please do not use it as reference.

Discrimination from Conception to Childhood: A
Study of Girl Child in Rural Haryana, India
Sutapa Agrawal, PhD*

*

Independent Consultant, Population and Reproductive Health, 2/380, Viram Khand,
Gomtinagar, Lucknow, India. E-mail: sutapaiips@rediffmail.com

Discrimination from Conception to Childhood: A Study of Girl Child in Rural Haryana, India

Abstract:
In India the sharpest decline in child sex ratio (0-6 years) after independence was
observed during 1991-2001. In relatively prosperous state of India such as Haryana, the
child sex ratio has gone down to 820 female per 1000 male child. Behind this, lies a story
of sex selective discrimination by active elimination through abortion of the female fetus
and passive elimination through neglect ultimately leading to the death of the female child.
This paper highlights the sex selective discrimination in terms of active and passive
elimination of girl child in different socio-economic conditions as a life course approach.
The primary data has been collected from 329 ever-married women in five villages of
Haryana. Face-to-face interview method was used using semi-structured interview
schedule, which incorporated ‘narrative’ technique. Case studies have been done for those
women who had gone for induced abortion.
Active elimination of girl child has been seen in terms of abortion according to sex of the
surviving children, pregnancy order, mother’s childhood experience, autonomy status and
marital instability. Autonomy, education and exposure to mass media have negative impact
whereas co-residence with in-laws and no male child has significant positive impact for
active elimination. In-laws play an important role in abortion under the umbrella of son
preference. In logistic regression results, sex of the children ever born and autonomy was
found to be significant factors. Passive elimination in terms of extreme gender differential
was also found significant in morbidity condition, treatment-seeking behaviour, and
immunization pattern of the dead child.
The study finds that there exists extreme sex selective discrimination against girl child in
the society through conception to their raring and bearing. Woman who herself had a
worst childhood experience (in terms of discrimination in all spheres including childhood
status, food, education, mobility etc.), had less autonomy in various dimensions, feels high
instability in her married life is found to be more responsible for the discrimination
against girl child leading to a vicious cycle of gender deprivation.
Key words: active elimination, passive elimination, childhood experience, autonomy, and
marital instability
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1.

Introduction

The most alarming finding of the 2001 Census is the sharp decline in the sex ratio among
the children in the 0-6 years age group. The sex ratio of the child population has declined
by 18 points from 945 in 1991 to 927 in 2001. The sharpest decline in the child sex ratio
after independence was observed during 1991-2001. Masked by the national ratio, far
grimmer ratios prevail in selected parts of India in relatively prosperous states such as
Punjab and Haryana. In Haryana the child sex ratio has gone down to 820. Several authors
have expressed this continuing disparity between males and females in terms of total
missing females. Behind this, lies a story of sex selective discrimination by active
elimination through abortion of the female fetus and passive elimination through neglect
ultimately leading to the death of the female child. Very little is known about the reason
and circumstances under which a woman discriminate her own child. It may be possible
that there may be a life course impact on the women’s behaviour regarding her sex
preference, family size preference and sex selective discrimination. There is dearth of
studies which explored the relationship between women’s autonomy and sex preference or
her marital instability and sex preference or any influence of her own childhood experience
with her reproductive behaviour and its linkages with the ultimate process of active and
passive elimination of females. Again, any policy measures must not focus primarily on
restricting technology used to female’s detriment, but also the root causes of devaluation of
women.
India supports a plural or heterogeneous society consisting of numerous stratifications
based on religion, caste and class. Dual structures of law exist side by side, the religious
sanctions condoned against constitutional ones. Yet one finds that preference for sons runs
high amongst all religious groups and social classes. This preference is due to shared
civilization patterns on the Indian subcontinent and the underlying principle of a patrilocal,
patrilineal and patriarchal society. Women in such societies always occupy a low status
and are neglected. As women are considered a burden, female infant mortality exceeds that
of males, notwithstanding the fact that a female child is biologically stronger at birth. A
girl faces deprivation throughout her life. Preference for sons is obvious from the brutal
traditions that are prevalent in India (Bambawale 1992).
India has a unique demographic situation concerning the extent and impact of son
preference on the ultimate sex structure of its population (Kishor 2002). With scientific
inventions, new methods are available that are extremely useful to choose the sex of the
child at the time of conception (Unisa 2002). Now, son preference may be expressed
prenatally through sex-selective abortion. The advent of sex-selective abortion has added a
new and definitive means for acting on prejudice against girls. The female infanticide and
sex selective abortions that are caused by son preference have led to imbalances in sex
ratios characterized by millions of females “missing” from populations in Asia, China, and
North Africa. Despite the significant contributions of women to the social and economic
progress in India and China, female fetuses are being aborted at startling rates. According
to economists and demographers, this practice may be due to a particular form of
patriarchal family common in most parts of both regions (Dugger 2001).
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The largest sex differential in morbidity and mortality appear to be found in countries of
south Asia. Numerous studies have documented excess mortality among females in India,
Bangladesh, and Pakistan, and investigated its association with educational differentials,
with parental discrimination resulting from family-building strategies and marriage
patterns, and with differential treatment operating from the selective allocation of food and
medical care (D’souza and Chen 1980; Chen 1982; Miller 1984; Koenig and D’Souza
1986; Das Gupta 1987; Bairagi 1988; Stanton and Clemens 1988; Bhuiya and Streatfield
1991; Bourne and Walker 1991; Coale 1991; Muhuri and Preston 1991). Statistics suggest
that discrimination against daughters in feeding, treatment, and care is likely to depend in
part on the number and sex composition of living children that a couple already has
(Mishra et al. 2004).
Discrimination against the girl child is an old tradition in India, as it has been all over the
world. Forms of discrimination has undergone changes over time, and in many parts of the
world open and obvious forms of discrimination have disappeared. However, in India and
a few other countries around it, not only do the open forms of discrimination continue but
also are getting exacerbated through use of new technologies and with the connivance of
professionals.
2.

Objective

The broad objective of the study is to investigate into the sex selective discrimination in
terms of active and passive elimination of girl child in different socio-economic conditions
as a life course approach. However, specifically the study examines female child neglect
leading to their death (passive elimination) and selective abortion (active elimination)
according to mother’s childhood experience, autonomy status and marital instability.
3.

Data and methods

3.1

Data

Primary data has been collected from an earlier three-year community based research
project carried out by the International Institute for Population Sciences, Mumbai, in the
Jind district of Haryana. In this project a secondary data analysis of child population (0-4
and 5-9 years) was done for 1981 and 1991 censuses in the state of Haryana by districts.
Jind district in Haryana exhibited a very high child sex ratio (M/F). The district map was
prepared using the child population (0-6 years). There were many villages with sex ratio of
125 and above in Jind district. One of the concentrations of such cluster was selected in the
district. From the cluster of villages with high child sex ratio, five villages were selected
randomly. Complete enumeration of all the households in the selected villages was done.
A total of 2,590 households were covered in the study. Around 2,646 ever-married women
in the reproductive ages were interviewed in the survey. Information was collected on
household characteristics, pregnancy histories, antenatal care utilization and obstetric
morbidity for each pregnancy.
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In the present study those women has been selected who had experienced a pregnancy
outcome after the year 1995. Overall, there were 1,329 women who had given birth after
1995 in those five villages. A subset of 418 women was drawn from the above study with
either of the following characteristics:
(i)
(ii)

Women who had first two births as female children or
Women whose first child was a female and had experienced an abortion or
female child death.
It is assumed that where a woman has two female children first, has experienced
sonography and aborts subsequent pregnancies, discrimination and neglect of the female
child may be more.
3.2

Methods

A combination of both qualitative and quantitative approaches have been used for data
collection. Data was collected through face-to-face interview method. For data collection,
a semi-structured interview schedule containing both closed and open-ended questions was
developed. Prior to going to the field for data collection, the interview schedule was pretested to find out the efficacy of the questions included and the interview schedule was
subsequently finalised. The questions included in the interview schedule aimed at
obtaining information on background characteristics of women, detailed information about
their childhood experience, various dimensions of women’s autonomy, characteristics of
married life including perception of married life by women at different stages of their
marriage and also evidence of violence within marriage, women’s sex preference and
family size pcreference, active and passive elimination process of the girl child Also, case
studies have been done for those women who had gone for induced abortion.
3.3

Computation of Indices

A brief about the indices used in the study i.e. mother’s childhood experience index,
autonomy index and marital instability index is given below.
3.3.1 Childhood experience index
Women may perceive their childhood status in their natal family some what differently
than what had actually happened to them. Therefore, a childhood experience index has
been computed on the basis of some experiences, which women actually had experienced
during their childhood. A number of questions were asked to women relating to their
experiences in their childhood days on certain aspects- such as freedom/ mobility;
unpleasant and distressed feeling at home; ever wished she had been born a boy and
marriage considered burden or pleasure. The categories for each of them were ‘always’,
‘sometimes’ and ‘never’. For ‘never’ a score of ‘0’, for ‘sometimes’ a score of ‘1’ and for
‘always’ a score of ‘2’ was given. The index value ranges from 0-8, with a mean value of
3.11 and standard deviation (SD) of 1.66. Based on mean and SD, index value has been
categorized into three as good, average and bad. Index value of 0-2 shows good childhood
experience, 3-4 shows average childhood experience and an index value 5 and above
represents bad childhood experience of women. Childhood experience among women in
5
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rural Haryana shows that 47 percent women have a good childhood experience, 33 percent
women have a average childhood experience and 20 percent women have a bad childhood
experience (For detail refer Appendix-I).
3.3.2 Women’s autonomy index
A set of situation specific questions were asked to women in order to capture the different
dimensions of autonomy among women in rural Haryana. Based on the responses given by
women, four dimensions of autonomy were selected and indices have been created for
them (see Appendix-II for questions and weights given to each response along with scores,
means, standard deviation and cut-off points). The four autonomy indices are described as
follows:
(i)

Decision-making autonomy index

Decision-making power of the woman in the household was measured in three terms as:
how woman’s opinion in any household matters holds, if a woman speaks up or remains
quiet if she disagrees with her husband and who is the major decision taker in the
household. A composite index namely ‘decision-making autonomy index’ sums the
number of behaviours in which the woman has the sole decision making authority and
ranges from ‘0’ if a woman’s opinion has less weight than her husband or is not taken into
account at all, or the woman keeps quiet if disagrees with her husband or is not sure
whether she should keep quiet or speak up in any disagreement with her husband, or if the
husband or the in-laws are the major decision taker in the household, to ‘1’ if her opinion
holds more or equal weight with her husband in the household, if the woman speak up in
any disagreement with her husband, or she alone or sometimes along with her husband is
the major decision taker in the household. Three categories like low, medium and high
autonomy indices have been computed taking into consideration the mean and standard
deviation values. The result shows that, only a quarter of women fall in higher decisionmaking autonomy in rural Haryana while a higher proportion of women have a medium
decision-making autonomy (46 percent).
(ii)

Monetary autonomy index

Access to economic resources is measured by the extent to which a woman get money to
spend (including working and non working woman) and whether any of the family’s
valuables like property, gold/money or utensils belong to the woman (i.e., they are in the
woman’s name). Woman’s control of economic resources is measured by whether she can
sell the family’s valuables if she likes and is free to spend money to buy food, medicine for
child or for self, can spend on doctor or health care, on contraceptives, small gifts for
others, clothes for self, small jewellery items for self and on household items. A composite
index namely ‘monetary autonomy index’ sums three dimensions (woman get money to
spend, have any family’s valuables in her name and can sell them if she likes) and the
score ranges from ‘0’ to ‘1’, where ‘0’ is assigned to a negative response and ‘1’ for a
positive response to the above characteristics. Three categories like low, medium and high
autonomy indices have been computed taking into consideration the mean and standard
deviation values. The result shows that monetary autonomy among women is significantly
6
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low in rural Haryana as 67 percent women fall in the low monetary autonomy index
whereas only 10 percent women fall in the high monetary autonomy index.
(iii)

Fertility related decision-making autonomy index

Fertility related decision-making autonomy has been measured by the extent to which
woman have a major say in having another child, the use of family planning methods, talk
with husband about how many children to have and to do anything to prevent a pregnancy.
A composite index namely ‘fertility decision-making autonomy index’ sums the number of
these decisions where the woman is the main decision maker and ranges from ‘0’ if the
woman is not the major decision maker in any of these matters to ‘1’ if the woman herself
is the major decision maker or if she takes a decision in the above two issues jointly with
her husband. Three categories like low, medium and high autonomy indices have been
computed taking into consideration the mean and standard deviation values. The result
shows that the fertility decision-making autonomy index is somewhat better for women in
rural Haryana as almost every third woman falls in higher fertility related decision-making
autonomy index.
(iv)

Mobility autonomy index

The freedom of mobility of the woman has been measured in terms of the number of
places such as the local market, local health center, religious places, relative’s or friend’s
house within the village, which the woman can go alone without permission. A composite
index namely ‘mobility autonomy index’ sums the number of these places, and ranges
from ‘0’ if the woman can go to the place after permission or is not allowed to go at all or
she herself does not want to go to ‘1’ if the woman can go to these places with someone
and to ‘2’ if the woman can go alone or can go without permission from any family
members. Three categories such as low, medium and high autonomy indices have been
computed taking into consideration the mean and standard deviation values. The result
shows that mobility autonomy index is almost evenly distributed in low, medium and high
categories. About 35 percent women fall in the high mobility autonomy category (For
detail refer Appendix-III).
Based on the above four indices, a composite autonomy index namely ‘combined
autonomy index’ has been computed. The score value of the combined autonomy index is
similar as the other indices. Considering the combined autonomy, a majority of the women
(57 percent) falls into medium autonomy index category whereas about 23 percent women
fall in the high combined autonomy.
3.3
Marital instability index
Although in general couples with children have a lower risk of divorce than do childless
couples, the stabilizing effect of marriage may depend on the children’s gender. In the
present study marital instability among women has been examined on the basis of three
questions which were asked to every woman during the time of personal interview. The
questions were: (i) Are you afraid of your husband? (ii) Did your husband ever beat or slap
you during the last one year? and (iii) Did your husband ever threaten to leave you or
7
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throw you out from home during the last one year? Based on the responses of these three
questions, a marital instability index has been constructed and weights were given to each
response along with scores, means, standard deviation and cut-off points. The index value
ranges from 0-6 with a mean value of 1.77 and standard deviation (SD) of 1.06. Based on
mean and SD, index value has been categorized into three as low, medium and high. Index
value of 0-1 shows low marital instability, index value of 2 shows medium marital
instability and an index value between 3-6 represent higher marital instability among
women. Marital instability among women in rural Haryana shows that 47 percent women
have a low marital instability, 33 percent women have a medium marital instability and 20
percent women have a high marital instability.
4.

Results and discussion

4.1
Passive elimination process
In this section the passive elimination process of the girl child has been discussed. It
explores the sex differential in child death by different demographic parameters. This is
also examined by birth order and the survival status of the male children. Next, the sex
differential in childhood mortality, treatment and immunization pattern of the dead child
has been discussed. Also, the determinants of passive elimination i.e., effects of some
selected predictors such as male children ever born, female children ever born, ideal
number of children, women’s childhood experience, autonomy, married life and other
socio-economic and demographic factors on the death of female child are examined.
4.1.1 Excess of female deaths over male deaths by birth order
Table 1 presents the percent of child death by sex and excess of female deaths over male
deaths according to birth orders. Overall, 15.6 percent children had died of which 16.1
percent were females and 14.7 percent were males respectively. However, a significant
gender differential has been found in the death of the children according to birth orders.
Percentage death of female children is found to be increasing in the higher order births. On
the other hand, percentage of male child death is found to be significantly low in the higher
order births. The ratio of female deaths over male deaths is found to be less than one
indicating more male deaths in the lower birth orders which increases to 1.8 indicating
more deaths of female children in the higher birth orders. The extreme variation in child
death by sex in higher birth orders may be a result of ignorance and neglect of the female
child in the higher birth order, which eventually leads to their deaths.
4.1.2 Experience of child death by women according to sex and number of deaths
In this section experience of child death among women has been examined. Table 2
presents the percent of women who had experienced child death by the sex of the child and
number of deaths. Mean child death indicates a higher proportion of female child death
over male child deaths (0.46 and 0.22 respectively). Looking at the number of child deaths,
again, a significant differential has been observed in the death according to the sex of the
child. A higher proportion of women have lost at least one female child than male child (22
percent and 14 percent respectively). Further, in case of death of two or more children,
also, noticeably a higher proportion of women lost more daughters than sons (9 percent
and 4 percent respectively). Thus, the above discussion confirms the negligence of female
8
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children, which may be a strategy of passive elimination of girl children leading to their
death.
4.1.3 Experience of female child death by women according to male child surviving
and children ever born
Table 3 presents the percentage of women who had experienced female child death
according to male child surviving and number of children ever born. Women with four or
more children ever born had experienced a higher proportion of female child deaths
although the number of male children surviving does not make a significant difference.
However, women with two to three children ever born have experienced a relatively lower
proportion of female child deaths. But, among women with two to three children ever born,
number of male children surviving makes a significant difference in the death of the
female child. About 19 percent women experienced death of female children who have no
male children surviving compared to nine percent women having one or more male child
surviving. This indirectly indicates that women not having a male child and preferring
small family size might be ignoring female children more.
4.1.4 Gender differentials in the morbidity pattern of the dead children
Table 4 presents the gender differentials in the morbidity pattern of the dead children. It is
evident from the table that the diseases, which can be prevented by childhood vaccinations
such as tetanus and measles, were found to be more among female children. Moreover,
iron deficiency diseases like anemia were also found to be higher among the female
children. Interestingly, none of these diseases were found among the male children.
Further, premature birth had also been reported higher in the case of female children.
However, general diseases like diarrhoea/ jaundice/ fever/ typhoid/ pneumonia had been
found predominant among male children. Thus, it is clear from the above discussion that
there exists a remarkable gender differential in the morbidity condition of the dead
children. Female children were found to suffer from those diseases, which could have been
prevented by proper care.
4.1.5 Gender differentials in the treatment seeking for the dead children
Table 5 shows the gender differentials in the treatment-seeking pattern for the dead
children. A significant gender differential in the medical treatment for diseases has been
found. About 44 percent of the female children had not received any treatment compared
to 18 percent of the male children. Further, looking at the money spent on the treatment, all
the male children had received paid treatment whereas in case of 12 percent female
children, the treatment was unpaid.
Again, looking at another domain of treatment seeking behaviour such as who paid the cost
of treatment for the child, again a gender differential has been noticed. In case of 18
percent female children, the cost of treatment has not been borne by the father whereas it
was only seven percent in the case of male children. This indicates relatively more
negligence from the point of view of the father in case of a daughter than a son. Thus, the
discussion brings out that there exists a gender differential not only in the treatment
seeking of the child in terms of medical treatment of the disease but also in paid treatment
as well as involvement of the father in child care.
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4.1.6 Gender differential in the immunization pattern of the dead children
Table 6 shows the gender differential in the immunization pattern of the dead child. The
information on immunization pattern is mainly based on mother’s report. All the
vaccinations were found to be lower among female children than male children except
BCG. A significant gender differential had been observed against polio vaccination. All
the male children were immunized of polio whereas 26 percent of the female children were
not vaccinated even after the Government’s initiative of such a massive programme of
pulse polio in India. Also, in the case of DPT and Measles vaccine, 70 percent of the male
children were immunized compared to only 58 percent and 51 percent of the female
children respectively. Deaths due to tetanus and measles have been found more among
female children because of low immunization. The discussion clearly brings out that in
rural Haryana, there exists significant gender differential in case of immunization. It
indirectly shows more disregard towards the female children because immunization
facilities are readily available within or near the village.
4.1.7 Correlates of Passive Elimination
It is worthwhile to examine the correlates of passive elimination of girl child, which has
been seen in terms of death of the female child. Table 7 presents the adjusted effects of
selected predictors such as male children ever born, female children ever born, ideal
number of children, women’s childhood experience, autonomy, married life and other
socio-economic and demographic factors on female child death.
Except female children ever born and age of women, none of the other factors are found to
be statistically significant for female child deaths. Women with three or more children ever
born are found to experience female child death four times more with reference to women
with up to two female children ever born. Also, women of older ages (35-52 years) were
significantly more likely (1.7 times) to experience female child death than women of
younger ages (20-34 years).
In spite of being statistically insignificant, the other variables like male children ever born,
women’s autonomy and marital instability do have some impact on the death of a female
child. Women without a male child and having high marital instability had experienced
more female child deaths with reference to their counterparts. However, women with a
higher autonomy had experienced fewer female child deaths than women with a lower
autonomy. Thus, the results of logistic regression confirm that there is a significant impact
of demographic factors such as female and male children ever born in female child death.
Also, women’s autonomy and marital instability play an important role on the death of the
female child.
4.2

Active Elimination of the Female Fetus

Active elimination process has been examined in terms of women’s experience of abortion
according to some selected background characteristics of women as a life cycle approach.
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4.2.1 Abortion by the sex of the surviving children
A clearer picture emerges when we see the experience of abortion among women
according to the sex of the surviving children in Table 8. A significantly higher proportion
of women who had less number of children ever born with no male child had experienced
abortion than women who have one or more male child. However, no significant
differential in the experience of abortion had been found among women who have more
number of children ever born according to the survival status of the male child. Similarly,
survival status of the female child has also shown significant differential in the experience
of abortion among women. A significantly higher proportion of women who have only one
female child had experienced abortion than women who have two or more surviving
female child, irrespective of the number of children ever born. Thus, the sex as well as the
number of surviving children is an important factor for abortion among women.
4.2.2 Abortion by the sex of the ideal number of children
Table 9 shows the percentage of women who had experienced abortion according the ideal
number of children by sex. A significantly higher proportion of women had experienced
abortion (28 percent) who desired a small ideal number of children than women who
desired a larger ideal number of children (19 percent). Also, the sex of the ideal number of
children shows that considerably higher proportion women had experienced abortion who
reported ideal number of daughter as none than those women who reported ideal number
of daughter as one or more. However, more women who reported only one ideal number of
son were found to experience relatively higher abortion than women who has reported two
or more ideal number of sons. Thus, the findings clearly indicate that more women who
desire a small ideal family with no female children are experiencing abortion. This may be
the result of a strategy to retain a small family size with the desired combination of sex.
4.2.3 Abortion by male child surviving and ideal number of children
Table 10 presents the percent of women who had experienced abortion according to male
child surviving and ideal number of children. It is evident that among both the types of
women (preferring small as well as large family size), experience of abortion significantly
varies with the presence of a male child. A higher proportion of women not having a male
child and who reported a small ideal family size, were found to experience abortion (35
percent) than women having one or more male children (27 percent). Also, a significantly
more proportion of women not having male child (39 percent) and who reported a large
ideal family size, were found to experience abortion than women having one or more male
children (17 percent). This indicates that presence of a son as well as a desire for a small
family size is the significant factors for abortion among women in rural Haryana.
4.2.4 Abortion by childhood experience, autonomy, and married life and some other
characteristics
Table 11 presents the percentage of women who had experienced abortion according to
their childhood experience. A variation in the experience of abortion has been found with
women’s childhood experience. Women’s perceived status in the natal family has
significant impact on abortion. More women who perceived their status in the natal family
as better had undergone abortion than women who perceived their status as average or bad.
A woman reported:
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“Khud bahut dukh saha hai bachpan main, isliye mujhe ladki nehi chahiye tha. Lekin
mujhe teen beti ke baad ek beta hua hai. Agar pehele agar ladka hota to, ek bhi ladki nehi
chahiye the”. (I had a harsh life during my childhood. That’s why I did not like to have a
daughter. But only after three daughters I had a son. If I would had a son before my
daughters, then I certainly would not want any daughters) – (Age 31 years, mother of one
son and three daughters).

A differential in the experience of abortion have been found with various autonomy
indices. All the indices have a positive relationship with experience of abortion except
decision-making autonomy. About 30 percent women with a high combined autonomy had
experienced abortion compared to 23 percent women with medium autonomy, which
further decreased to 18 percent among women with a low autonomy. On the other hand, 26
percent women with low decision-making autonomy had experienced abortion compared
to 18 percent women with a high decision-making autonomy. This indicates that it is only
the decision-making autonomy of the women, which plays a significant role in mitigating
the burden of abortion.
A noticeable differential has been found with the women’s perceived married life and
experience of abortion. More percentage of women perceiving their married life as very
happy have been found to experience abortion than women perceiving their married life as
sad. It may be said that the happiness in their married life may be the result of abortion by
which they might have eliminated unwanted female children. Marital instability may be a
key factor affecting the decision to abort pregnancies (Wadhera and Millar 1997).
However, in the present study a significant variation in the experience of abortion has not
been found with women’s marital instability.
Co-residence with in-laws has been found to play a significant role in the experience of
abortion by women. A considerably higher proportion of women (28 percent) residing with
their in-laws had experienced abortion compared to their counterparts (20 percent). It may
be because of the in-laws’ persuasion for a male child that women are undergoing abortion.
Co-residence with in-laws indirectly shows the control over women’s decision-making
power by the in-laws. In-laws might be playing an important role in abortion among
women under the umbrella of son preference. On the other hand, exposure to mass media
works to minimize abortion to some extent but not significantly. Women exposed to mass
media might be aware of the consequences of abortion and as a result opt relatively less for
abortion than those who are not exposed to mass media.
Thus, the above discussion brings out the fact that childhood experience, autonomy and coresidence with in-laws has a significant impact in the experience of abortion among
women. However, exposure to mass media works to minimize abortion to some extent.
4.2.5 Correlates of Abortion
Table 12 presents the adjusted effects (odds ratio) of male and female children ever born,
ideal number of children, location of women among their sisters, childhood experience,
autonomy and marital instability and other socio-economic and demographic factors on
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abortion among women. Male and female children ever born and autonomy of women
were found to be significant factors for women who had undergone an abortion. Women
not having a male child were found to be almost three times more likely to experience
abortion than women having one male child. On the other hand, women having more
female children were significantly less likely to experience abortion than women having
one female child. Moreover, women also reported during the interview that they have not
gone for abortion because they have more female children. It is interesting to note that
women having higher autonomy were significantly found to be four times more likely to
experience abortion with reference to women with a lower autonomy.
Besides the sex of the children ever born and women’s autonomy, none of the other
background factors were found to be significant for women’s experience of abortion.
However, more women with a bad childhood experience were found to experience
abortion with reference to women with a good childhood experience but the result is not
statistically significant. Again, a higher proportion of women who want to limit their
family size were found to experience abortion more likely than women who want three or
more ideal number of children. Also, women with a high marital instability were found to
be more likely to experience abortion than women with a lower marital instability.
Thus, the results of logistic regression confirm that male children ever born is an important
factor for women undergoing an abortion. Women without a male child have been found
significantly more likely to experience abortion. On the contrary, more number of female
children decreases the likelihood of abortion. This clearly indicates that women desiring a
small family size with a strong son preference are undergoing abortion.
5.

Case Studies

Some of the specific case studies regarding the sex selection abortion are below.
Case 1: Sex selective abortion (Active elimination of girl child)
It is a case of 30 years old non-working currently married illiterate woman. She was
married at the age of 16 years but started living with her husband after one year. Her
husband does agricultural work. She has six daughters but no son. All the daughters are
below 12 years of age, the youngest being 11 months at the time of interview. She
continuously gave birth to five daughters. She had an induced abortion in the sixth
pregnancy. In the ultrasound test, a female fetus was found in the sixth pregnancy. The
decision to go for the abortion was her mother-in-laws’. The gestational stage at abortion
was four months. The curettage was done in a private clinic at the cost of Rs. 3500. Her
mother-in-law accompanied her to the clinic and also made the expenditure for the
sonography and the curettage. She felt severe guilt after the abortion. On the issue of
abortion she said:
“Lagatar sat-sat betiyon ke paida hone par bahut pareshaani hoto hai. Chhati bar
safai bhi karwai thi lekin bhagwan ne satwi bar phir se beti de di. Isliye aisa
mahsus hota hai ki bhagwan se mujhe safai karwane ka phal mil gaya, dusri beti
13
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phir de di.” (Continuous birth of seven daughters has made my life miserable. I did
abort my 6th pregnancy but God again gave me a girl child in the 7th pregnancy.
Now I feel that because I aborted a female fetus, God has punished me by giving
me a daughter again in the 7th pregnancy).
Case 2: Abortion for family size preference
It is a case of a 33 years old currently married non-working woman with an education up to
class X. Her husband is a small businessman. She had three children, one son and two
daughters. In the first two pregnancies she had two daughters and in the third pregnancy
she had a son. She aborted her fourth pregnancy. The reason for abortion she gives is that
she had enough children and had completed her family size. She also reported that after the
birth of her second daughter she was very much unhappy, as she wanted only one son and
one daughter. In fact, according to her she had one extra daughter as she said:
“Maine safai isliye karwai thi ki mera parivaar mein jitna bachcha main chahati
thi, utna pura ho liya tha. Balki ek ladki jyada hi thi”. (I underwent abortion
because I had already completed my family size. In fact I had one extra daughter)
She and her husband had jointly decided in favour of the abortion. At first she visited the
ANM in the village and asked her where to go for the abortion. ANM advised her to go to
a Government Hospital in the nearby town. The cost incurred was around Rs. 500 and the
gestational stage of abortion was two months. She admitted that she had not undergone
sonography before the abortion. In the hospital she underwent curettage. Twenty days after
the abortion she underwent sterilization. She reported that she received full support and
care from her husband and also from the in-laws both during and after the abortion. On the
question of abortion she stated that:
“Garv girane ko sahi tab manti hoon, jab bachche pure ho liye hai. Main chote
parivaar main biswas karti hoon”. (I believe abortion is right when one has enough
children and has completed the desired family size. I believe in small family
norms).
6.

Summary and Conclusions

This present study examined the sex selective discrimination by active elimination of
female fetus and passive elimination of female child leading to their death and the role of
different background characteristics like women’s childhood experience, autonomy,
married life and sex preference and family size preference of women in it. The study
shows that there exists extreme sex selective discrimination against girl child through
conception to their raring and bearing. Also extreme discrimination by women sometimes
results into the sex selective abortion in the society in the desire for male child. Therefore,
it can be said that there exists women’s life course impact on the discrimination against girl
child. Women who herself had a worst childhood experience (in terms of discrimination in
14

Discrimination from Conception to Childhood: A Study of Girl Child in Rural Haryana, India

all spheres including childhood status, food, education, mobility etc.), had less autonomy
in various dimensions (such as decision-making, monetary, mobility, fertility etc), feels
high instability in her married life or perceive a sad married life is more responsible for the
discrimination against girl child from conception through her childhood leading to a
vicious cycle of gender deprivation.
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Table 1: Percentage of child death by sex and excess of female deaths over male deaths according to
birth order
Excess of female deaths
over male deaths
0.7
1.8
1.1

Percentage of child death
Male
Female
Total
Up to three**
21.6
15.5
16.9
More than three***
9.8
17.8
13.5
Total
14.7
16.1
15.6
Significance level by Chi-sq test: ** at 5% level; *** at 1% level
Birth order

Table 2: Percent women who had experienced child death by sex and number of deaths
Number of deaths

Only male
child death

Only female
child death

1
14.1 (46)
21.8 (71)
2+
3.7 (12)
9.2 (31)
Mean child death
0.22
0.46
Number of women
326
326
Figures in the parenthesis denotes number of women

Death of both
male and female
child
3.5 (11)
0.6 (2)
0.05
316

Death of either
male or female
child
26.1 (85)
16.2 (53)
0.69
326

Table 3: Percent women who had experienced female death according to male child surviving and
number of children ever born
Children Ever Born
2–3
4+
Number of women

Number of male child surviving
0
1+
18.5
9.1
42.9
40.4
41
285

Total

Number of women

11.5
40.5
31.3

104
222
326

Table 4: Gender differential in morbidity pattern of the dead child
Disease after birth
Tetanus/measles/anemia
Diarrhea /jaundice/fever/typhoid /pneumonia
Heart/kidney/respiratory problem/cancer
Premature birth
Total deaths

Male child
(0.0)
76.5
(5.9)
17.6
(17)

18

Female child
(13.6)
47.7
(12.5)
26.1
88

Total
12
55
12
26
105
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Table 5: Gender differential in treatment seeking of the dead child
Treatment seeking behaviour
Get any medical treatment for the disease**
No
Yes
Total
Paid for treatment
No
Yes
Total
The cost for treatment was paid by
Husband
Others
Total deaths
Significance level by Chi-Sq test: ** at 5% level

Male child

Female child

Total

17.6
82.4
17

43.9
56.1
82

39
60
99

(0.0)
100.0
14

(12.2)
87.8
49

6
57
63

92.9
(7.1)
(14)

82.2
(17.8)
45

50
9
59

Table 6: Gender differential in the immunization pattern of the dead child
Received immunization
BCG
Polio*
DPT
Measles
Total deaths
Significance level by Chi-sq test: * at 10% level

Male child
70.0
100.0
70.0
70.0
10

19

Female child
77.3
74.4
58.1
51.2
43

Total
53
53
53
53
53
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Table 7: Logistic regression results showing the adjusted effects (odds ratio) of selected predictors on
female child death
Female child death
Selected predictors
Exp (β)
Sig.
Male children ever born
1R
1.000
0.942
0
1.517
0.192
2+
1.039
0.942
Female children ever born
Up to 2R
1.000
3+
4.243***
0.000
Ideal number of children
Up to 2 R
1.000
3+
1.235
0.491
Childhood experience
Good R
1.000
Average
0.735
0.406
Bad
1.121
0.741
Autonomy
Low R
1.000
Medium
1.208
0.624
High
0.769
0.584
Marital instability
Low R
1.000
Medium
1.017
0.960
High
1.353
0.452
Age
20-34
1.000
35-52
1.717*
0.082
Constant
0.116
-2 Log likelihood
314.976
Nagelkerke R Square
0.249
Number of women
303
Note: Dependent variable: Experience of female child death (0= no and 1= yes)
The Model also controls for education, ethnicity, women’s occupation, husband’s occupation, standard
of living, co-residence with in-laws and exposure to any mass media which are not significant
R
Reference category
Significance level: * p < 0.10; *** p < 0.01

Table 8: Percentage of women who had experienced abortion by sex of the surviving child and children
ever born
Number of male child
Number of female child
surviving
surviving
Children ever born 0
1+
Total
1
2
3+
Total
2 to 3
44.4**
24.7**
29.8**
44.8
24.6
21.4
29.8
4+
21.4
19.2
19.4
50.0*
11.8*
20.6*
19.4*
Number of women
41
285
326
35
112
179
326
Significance level by Chi-sq test: * at 10% level; ** at 5% level
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Number
of women
104
222
326
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Table 9: Percentage of women who had experienced abortion according to the ideal number of
children by sex
Ideal number of children by sex

Percentage of women who
had experienced abortion

Ideal number of children**
Up to 2
28.1
3+
18.8
Ideal number of son*
One
26.9
2+
20.1
Ideal number of daughter
0
(37.5)
1+
22.0
( ) Based on less than 25 cases
Significance level by Chi-sq test: ** at 5% level; * at 10% level

Number of women
139
186
130
194
16
309

Table 10: Percentage of women who had experienced abortion according to male child surviving and
ideal number of children
Number of male child surviving
Ideal number of
children
0
1 and above
Up to 2
34.8
26.7
3+
38.9**
16.7**
Number of women
41
285
Significance level by Chi-sq test: ** at 5% level
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Total
28.1
18.8
22.7

Number of
women
139
186
325
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Table 11: Percentage of women who had experienced abortion according to childhood experience,
autonomy status and married life characteristics
Percentage of women who
Characteristics
had experienced abortion
Childhood experience index
Good
24.5
Average
18.8
Bad
25.8
Decision making autonomy
Low
26.1
Medium
24.8
High
17.9
Mobility autonomy
Low
21.0
Medium
23.9
High
23.7
Monetary autonomy
Low
21.1
Medium
25.7
High
26.5
Fertility related autonomy
Low
21.7
Medium
20.5
High
28.7
Combined autonomy
Low
18.0
Medium
22.7
High
30.1
Perceived married life in present situation
Happy
29.1
Satisfied
21.6
Sad
18.4
Marital instability
Low
26.2
Medium
19.2
High
25.8
Co residence with in-laws*
Yes
27.8
No
19.9
Exposure to any mass media
Not exposed
23.9
Exposed
20.8
Total
22.7
Significance level by Chi-sq test: * at 10% level
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Number of women
143
116
66
92
145
78
124
88
114
218
74
34
92
122
101
61
181
73
86
153
87
145
104
62
115
211
205
120
326
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Table 12: Logistic regression result showing the adjusted effects (odds ratio) of selected predictors on
abortion among women
Selected predictors
Male children ever born
1R
0
2+
Female children ever born
Up to 1R
2
3+
Ideal number of children
Up to 2 R
3+
Has done sonography
No
Yes
Childhood experience
Good R
Average
Bad
Autonomy
Low R
Medium
High
Marital instability
Low R
Medium
High
Constant
-2 Log likelihood
Nagelkerke R Square
Number of women

Abortion
Exp (β)

Sig.

1.000
3.060**
0.917

0.030
0.812

1.000
0.214***
0.333***

0.002
0.022

1.000
0.744

0.360

1.000
1.784

0.231

1.000
0.909
1.267

0.797
0.565

1.000
1.866
3.788**

0.175
0.015

1.000
0.540*
1.281
0.652
293.2
0.191
303

0.089
0.563

Note: Dependent variable: Abortion 0=No and 1=Yes
The model also controls for age, education, ethnicity, women’s occupation, husband’s occupation,
standard of living index, co-residence with in-laws and exposure to any mass media which are not
significant
R
Reference category
Significance level: * p < 0.10; ** p < 0.05; *** p < 0.01
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Appendix-I
1. Questions and weights given to each response when constructing the Childhood Experience
Index
Questions
Response categories
Weights given to each
response
2
1. Have your parents ever restricted your Always
mobility/ freedom?
1
Sometimes
0
Never
Same as above
2. Being a girl have you felt at any time Same as above
unpleasant/ distressed in your house?
3. Have you ever wished that if you had Same as above
Same as above
born as a boy it had been better for you?
4. Your marriage was considered a burden Considered burden
2
or pleasure by your parents?
0
Considered pleasure
2. Distribution of index on childhood experience along with scores, mean, SD and cut-off points of
indices
Childhood
Score Range
Percentage of
Number of
Experience Index (0-8)
women
women
Good
0 –2
43.8
144
Average
3-4
35.9
118
Worst
5-8
20.4
67
Mean
3.11
1.66
Std. deviation
0.64
Alpha value (α)
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Appendix-II
1. Questions and weights given to each response when constructing the autonomy indices
Questions
Response categories
Weights given to
each response
Monetary Autonomy Index: Index
measuring the extent to which women have
access to and control over economic
resources. Index consists of three items as:
1.Do you get cash to spend?
Yes
1
No
0
2. Are/ was any of the valuables in this house
in your name?
-Property
Same as above
Same as above
-Gold and bank deposits

Same as above

Same as above

-Utensils

Same as above

Same as above

3. Can you sell the valuables if you like?

Same as above

Same as above

More/same weight than
husband

1

Less weight than husband
Not taken into account at all

0
0

Keep quite

0

Speak up
Not sure/Don’t know
Always husband with my
approval
Always husband without my
approval
Always myself with my
husbands approval
Always myself without my
husband’s approval
Always we take jointly
Always my parents-in-laws

1
0
0

Decision making Autonomy Index: Index
measuring the extent to which women have
decision-making powers in the household.
Index consists of three items as:
1. In your home, does your point of view carry
the same weight as your husband’s, less
weight than his point of view, or isn’t taken
into account at all?

2. In general if a wife disagrees with her
husband should she keep quite or speak up?
3. Generally in your household who takes
major decisions?

25

0
1
1
1
0
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Fertility decision-making index: Index
measuring the extent to which women have
the autonomy in the matters like family
planning and decision to have another child.
Index consists of four items as:
1. Decision to have the last child

2. Use of family planning methods after the
birth of last child
3. Have you ever talked with your husband
about how many children to have?
4. Have you ever talked with your husband
about anything to use or do anything to
prevent / stop a pregnancy?
Mobility Autonomy Index: Index measuring
the extent to which women get permission
from her husband or other family members to
go to different places
1. Local market

Husband
Wife
Both
Others
Same as above

0
2
1
0
Same as above

Often
Sometimes
Never
Same as above

2
1
0
Same as above

Without permission
With someone
After permission
Not allowed to go at all
Respondent does not want to
go herself
Same as above

2
1
0
0
0

2. Local health center, doctor, nurse, medical
Same as above
store
3. Temple, Mosque or religious places
Same as above
Same as above
4. Home of relatives or friends within the
Same as above
Same as above
village
2. Distribution of autonomy indices along with scores, mean, SD and cut-off points of indices
Autonomy types
DecisionMonetary
Mobility
Fertility
Combined
making
Autonomy
Autonomy
Autonomy
Autonomy
Autonomy
Index
Index
Index
Index
Index
Score Range
(0-3)
(0-5)
(0-8)
(0-8)
(0-21)
Low
0
0-1
0-2
0 -3
0-6
Medium
1
2-3
3-5
4 -5
7-14
High
2-3
4-5
6 -8
6-8
15-21
0.97
1.41
3.97
4.32
10.55
Mean
0.78
1.36
2.99
1.75
4.61
Std. deviation
0.73
0.73
0.92
0.88
0.54
Alpha value (α)
Percentage
of
women having
Low autonomy
Medium autonomy
High autonomy

29.3
46.1
24.6

66.8
22.9
10.4

38.1
27.1
34.8

26

29.3
38.5
32.2

19.6
57.4
23.0
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Appendix-III
1. Questions and weights given to each response when constructing the Marital Instability Index
Questions
Response categories
Weights given to each
response
1. Since last one year had your husband ever
Never
0
beaten or slapped you?
Sometimes
1
Always
2
0
Never
2. Since last one year had your husband ever
1
Sometimes
threatened to leave you or throw you out from
2
Always
home?
3. Are/were you afraid of your husband?
No
0
Sometimes
1
Always
2
2. Distribution of Marital Instability Index along with scores, mean, SD and cut-off points of
indices
Marital
instability Score Range
Percentage of women
Number of women
index
0-6
Low
Medium
High
Mean
Std. Deviation
Alpha value (α)

0 –1
2
3–6
1.77
1.06
0.94

46.6
33.4
19.9
-
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145
104
62
-

