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INTRODUCTION
Women’s health has always been a matter of concern  
for various societies. In most of the Indian communities  
gender inequality is marked remarkably. Moreover,  
there exists high regional disparity in Indian society.  
Various surveys carried out in India, at different 
times, show abysmal condition of Indian women in 
relation to access to health care services. Commonly 
comparative studies on bigger states, BIMARU and 
EAG (Empowered Action Group) states are found in 
India regarding access to health services for women. 
However a few studies are found on smaller states like 
north-eastern states, Goa, and union territories. Thus 
this necessitates a comparative analysis of smaller 
states like Sikkim and Goa. Both Goa and Sikkim are 
considered as developed states in India. Both these 
states are known for many tourism destinations in 
India and abroad as well. Goa is a costal state with 
mountains in the western side and Sikkim is a moun-
tainous state with high rise of peeks. 

Goa has a per capita GDP of $ 3745 whereas Sikkim  
has $ 1033. Goa got its full statehood in 1987 and Sik-
kim was a part of India as a state since 1975. The area 
of Goa is 3702 square kilo meter in comparison to 
Sikkim with 7096 square kilo meter. Goa consists of 
2 districts in comparison to Sikkim with 4 districts. 
The population of Goa is almost double of Sikkim, 
the population Goa is 1.46 million compared to Sik-
kim with 0.6 million. The population density of Goa 
is 396 in comparison to 86 of Sikkim. Among Indian 
states Goa and Sikkim are ranked closer in terms of 
area and population. Goa and Sikkim ranked 28 and 
27 respectively in terms of area. Whereas, Goa and 
Sikkim ranked 25 and 28 respectively in terms of 
population. The literacy rate of Goa is 87.4% in com-
parison to 82.2% of Sikkim.1

Both the states have relatively better sex ratio in  
comparison to national average of India. Goa has a sex 
ratio of 1018 in comparison to Sikkim being 942. Infra-
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structural and related developments are relatively better in both these states; 
100% provision of electricity and improved water supply. The insurance  
coverage is also found to be very good at 95.7 and 99.6 in Goa and  
Sikkim respectively. All these socio-economic and demographic indicators,  
for both the states, fall within the similar range which provides a ground 
for comparison of women’s health between these two states.1

Women’s health and empowerment has a strong linkage for the overall 
development of a region. Moreover the health of women plays a para-
mount role in the socioeconomic development of any society. This has 
been observed by various studies that there is a strong linkage between 
improvement of women’s health and related socioeconomic factors.2,3,4,5

Given the condition it would be useful to understand the situation of 
women’s health of Sikkim and Goa by analysing the publicly available  
data. Given the similar status of human development index, the analysis  
can bring out the dynamics of women’s health and assess the factors 
responsible for the overall progress. The recently published NFHS fact  
sheets show different outcomes of the women’s health in Goa and Sikkim.

OBJECTIVE
The main objective of the study was to assess the status of women’s health 
in Goa and Sikkim based on NFHS-3 and NFHS-4 fact sheets. 

METHODOLOGY
The study adopted a descriptive analysis of women’s health indicators 
based on the NFHS fact sheets obtained from appropriate sources.6,7 The  
data sets were compared with each other (NFHS-3 and NFHS-4) for  
various women’s health related indicators in Goa and Sikkim. The  
indicators compared in this study includes marriage and fertility, ANC 
services, performance in anaemia, neonatal tetanus, performance in 
mother and child protection card, post-natal care, delivery services, 
women’s empowerment and gender based violence. For the purpose of 
comparative analysis percentage distribution Tables were used and an  
interpretation was made from the figures. Efforts were also made to  
unearth various causes of the pattern of the data. The probable causes 
of the improvement or decline is also mentioned pertaining to the fact-
sheets of Sikkim and Goa. 

RESULTS
Marriage and fertility
Age at marriage is one of the factors that affects the women’s health to 
a large extend. In India the legal age of marriage for women is 18 years. 
Almost one-tenth of women in Goa marry before the age of 18 with little 
improvement from NHFS-3 to NHFS-4. On the contrary almost 14.5%  
women in Sikkim get married before the age of 18 years. However a  
significant reduction in early marriage is being observed during these 
days as per the fact sheets of NHFS-3 and NHFS- 4 of Sikkim. Fertility 
rate of Goa and Sikkim are below the replacement level of 2.1. Goa shows 
a marginal reduction of fertility rate in comparison to Sikkim with a very 
significant reduction from 2 to 1.2 from NHFS-3 to NFHS-4. This may  
be an alarming condition for the socio-economic condition of Himalayan  
state of Sikkim. Teen age pregnancy is a concern for the health of mother 
and children. It has a long term crippling effect on the society as well. 
Goa is faring well in controlling teen age pregnancy in comparison to 
Sikkim. As per the NFHS-4 data only 2.9% teen age pregnancy is found 
in Goa compared to 12% in Sikkim. The details of the trends of marriage 
and fertility are shown in the Table 1.6,7

Use of Family Planning Methods
Adoption of family planning methods is not just a means to curb popula-
tion of the states but also provides huge dividend in terms of controlling 

sexually transmitted diseases, mortality and morbidity. In both of these 
states, a huge unmet need for contraceptives is being observed which has 
further repercussions on health of the women in long run. Compared 
to NFHS-3 data there has been reduction in the usage of any methods 
(including modern methods) of contraception in the data of NFHS-4 
for both the states. Nearly half of the currently married women used 
any method of contraception for family planning in Goa, as per the data 
of NFHS-3, whereas only one quarter uses any methods of contracep-
tion, as per the data of NFHS-4. There has been a reduction of one-tenth 
(from 57.6% to 46.7%) of currently married women in the usage of any 
method in Sikkim.
The usage of any of the modern methods of contraception has also been 
decreased from NFHS-3 to NFHS-4 for both the states. Sikkim has less 
utilization than Goa in terms of the usage of modern family planning 
methods (Goa has 24.8% in comparison to Sikkim having 17.6%) among 
the currently married couples. There has also been decreased adoption 
of female sterilization in both these states as per the data of NFHS-4 
compared to NFHS-3. Goa and Sikkim have similar rate of adoption of 
female sterilization rate as per NFHS-4 data. Male sterilization is a cause 
of concern for both these states. There is no male sterilization happening 
in Goa compared to minimum of Sikkim (at 3.4%). The usage of IUD 
(Intra Uterine Devices)/PPIUD (Post Partum Intra Uterine Devices)  as 
a method of family planning for Goa shows a negative trend (from 2.3% 
to 0.9%), whereas Sikkim has shown a positive trend (3.0% to 6.3%) in 
the adoption of IUD/PPIUD as a method of family planning. The usage 
of oral pills as a method of family planning shows encouraging figure for 
Sikkim compared to Goa (Sikkim at 11.7 and Goa at 0.3%) according to 
NFHS-4 data. The use of condom as a contraceptive method remains low 
(Sikkim at 5.2% and Goa at 7.1%) for both the states according to NFHS-
4 data. The details of the trend are shown in the Table 2.6,7

Accessing the maternal Health Care services 
Antenatal check-up is an important aspect for maternal healthcare for 
healthy pregnancy outcome. The guidelines emphasizes for 4 mandatory 
ANC (Ante natal care) to ensure safe maternal and foetal outcome. ANC  
in first trimester helps in yielding positive health of mother. Goa has  
better ANC care (Sikkim at 76.2% and Goa at 84.4%) than Sikkim  
according to NFHS-4 data. However Sikkim has improved its performance  
from 57.9% to 76.2% from NFHS-3 to NFHS-4. Goa does not show  
increase of at least 4 ANCs in the data of NFHS-4 compared to NHFS-3, 
whereas Sikkim shows increased trend of at least 4 ANCs in the data of 
NFHS-4 compared to NHFS-3 (from 56.2% to 74.7%). The data infers 
that in Goa one-tenth of the pregnant women do not receive 4 ANC in 
comparison to one-quarter of the pregnant women according to NHFS-4  
data. The protection of mothers against neonatal tetanus is promising 
for both the states according to NHFS-4 data (Goa at 96.2% and Sikkim 
at 97.2%). 
In Sikkim the consumption of iron and folic acid (IFA) is much lower, 
half of the women are protected against anaemia in comparison 67.4% 
of women for Goa, as per the NFHS-4data. However, Sikkim is able to 
increase the usage of IFA by almost 2 times compared to NFHS-3 data. 
Full antenatal care (ANC) consists of at least four antenatal visits, at least 
one tetanus toxoid (TT) and provision of IFA tablets or syrup for 100 or  
more days for care of the pregnant women. While Goa managed to  
increase full ANC by around 6% from NHFS-3 to NHFS-4, Sikkim 
shows a robust trend for this component during the same survey period 
(from 22.4% to 39.0%).
Mother and Child Protection (MCP) card is adopted to monitor the  
status of maternal health for provision of services. Albeit both the states  
show a good performance in documenting the MCP card for the  
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Table 1: Trends of Marriage and fertility in Goa and Sikkim as per 
NFHS-3 and NFHS-4

Name of the State NFHS-3 NFHS-4

Women age 20-24 years married before the age of 18 years (%)

Goa 11.7 9.4

Sikkim 30.1 14.5

Total fertility rate (children per woman)

Goa 1.8 1.7

Sikkim 2.0 1.2

Women age 15-19 years who were already mothers or pregnant at the time 
of the survey (%)

Goa 3.6 2.9

Sikkim 12 12.0

Table 2: Current Use of Family Planning Methods (currently married 
women age 15–49 years) as per NFHS-3 and NFHS-4 data

Name of the State NFHS-3 NFHS-4

Any method (%)

Goa 48.2 26.3

Sikkim 57.6 46.7

Any modern method (%)

Goa 37.2 24.8

Sikkim 21.2 17.6

Female sterilization (%)

Goa 25.8 16.3

Sikkim 21.2 17.6

Male sterilization (%)

Goa .1 0

Sikkim 4.5 3.4

IUD/PPIUD (%)

Goa 2.3 0.9

Sikkim 3.0 6.3

Oral Pill (%)

Goa 1.5 0.3

Sikkim 12.8 11.7

Condom (%)

Goa 7.5 7.1

Sikkim 4.1 5.2

pregnant mothers in comparison to national average however Sikkim 
fares better than Goa as per the NFHS-3 and NHFH-4 data. 

The children born at home by regular cheek-up by health facilities within  
24 hours of birth in both the states is satisfactory. The care given by  
doctor/nurse/LHV (Lady Health Visitor)/ANM (Auxiliary Nurse  
Midwife) / midwife/other health personnel within 2 days of birth is  
increased 75.3% to 92.1% in Goa and 44.9% to 74.2% in Sikkim, as per  
NFHS-3 to NFHS-4. The detailed trend of availing maternal health  
services is shown in the Table 3.6,7

Table 3: Accessing the Maternal Health Care services in Goa and  
Sikkim as per NFHS-3 and NFHS-4

Name of the 
State

NFHS-3 NFHS-4

Mothers who had antenatal check-up in the first trimester (%)

Goa 85.7 84.4

Sikkim 57.9 76.2

Mothers who had at least 4 antenatal care visits (%)

Goa 92.4 89.0

Sikkim 56.2 74.7

% of mothers whose last birth was protected against neonatal tetanus 

Goa 86.8 96.2

Sikkim 81.1 97.2

% of mothers who consumed IFA for 100 days or more when they were 
pregnant 

Goa 59.6 67.4

Sikkim 26.3 52.8

State NFHS-3 NFHS-4

Mothers who had full ANC (%)

Goa 57.4 63.4

Sikkim 22.4 39.0

Registered pregnancies for which the mother received Mother and Child 
Protection Mother and Child Protection card (%)

Goa NA 96.3

Sikkim NA 99.1

% of mothers who received postnatal care from a doctor/nurse/LHV/ANM/
midwife/other health personnel within 2 days of delivery

Goa 75.3 92.1

Sikkim 44.9 74.2

Delivery Care 
The institutional delivery in both Goa and Sikkim has increased as  
reported by NFHS-4 compared to NFHS-3. The JSY (Janani Suraksha 
Yojna) program has a strong impact in both the states. However, Sikkim  
shows better increase of intuitional delivery compared to Goa in the  
figures of NFHS-4 compared to NFHS-3 (Sikkim from 47.2 to 94.7%  
and Goa from 92.3% to 96.9%). Institutional deliveries at public health 
facilities is happening more in Sikkim than Goa (Sikkim- 82.7%  
and Goa- 58.2%) according to NFHS-4 data. The percentage of home  
deliveries to total deliveries is low in both the states and has been  
decreasing. This is a good sign that people in both these states are adopting 
institutional delivery. 
Deliveries conducted by doctor/nurse/LHV/ANM/other health personnel 
in both the states are quite good. Sikkim shows a trend of three quarter  
of institutional assisted delivery by skilled personnel to almost 100%  
percent coverage as per the data of NHFS-3 to NFHS-4.
Caesarean section (CS) deliveries are alarmingly high for Sikkim at 
20.9% according to NHFS-4 data which has been increased from 12.3% 
of NHFS-3. However, CS deliveries decreased in Goa (from 31.4% of 
NFHS-3 to 6.2% of NFHS-4). The WHO standard for CS ranged from 
5-15 % of the total deliveries. However, there is high rate of CS deliveries 
being conducted in private facilities than in public facilities in both these 
states between NFHS-3 and NFHS-4. The detailed trend is shown in the 
Table 4.6,7
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Table 4: Percentage of delivery Care in Goa and Sikkim as per  
NFHS-3&4

State NFHS-3 NFHS-4

% of institutional deliveries

Goa 92.3 96.9

Sikkim 47.2 94.7

% of institutional births in public facilities

Goa 43.2 58.2

Sikkim 44.5 82.7

% of home deliveries conducted by skilled birth attendants (SBA)

Goa 1.9 1.8

Sikkim 6.5 2.4

% of births assisted by a doctor/nurse/LHV/ANM/other health personnel

Goa 94.0 97.5

Sikkim 53.7 97.1

% of total caesarean section deliveries

Goa 31.4 6.2

Sikkim 12.3 20.9

% of caesarean section in private facilities

Goa 36.7 51.3

Sikkim na 49.3

% of caesarean section public health facilities

Goa 17.9 19.9

Sikkim 25.0 18.1

Women’s Empowerment and Gender Based Violence
Women’s empowerment is an important role in the society for better  
reproductive health outcomes. The equitable distribution of resources  
among the population is needed for better provisioning of health care 
services. The age old discrimination against women gets reflected in 
terms of various development indicators of women. Taking part in 
household decision making by women usually leads to a gender sensitive  
society. Both Goa and Sikkim has a good track record of women’ partici-
pation in house hold decision making according to NFHS-3 and NFHS-4  
data. Sikkim shows relatively better performance than Goa (Sikkim 
-95.3% and Goa- 93.8%) in accommodating the decision of women in 
household activities.
Payment of wage is a tangible resource for strengthening of financial 
condition. If women receive wage in cash, it would empower them to 
take various decisions with financial implications. The payment in cash 
has been decreased from NFHS-3 to NFHS-4 for both the states. This 
may be due to the minimization of cash transactions in favour of account 
payment by banks and post offices.
Spousal violence is a common finding in Indian society which curtails 
the power of women. This is an inhuman practice for the development 
of society. This is a human right concern for the entire society having 
repercussion on the health of women. The spousal violence has been 
decreased from NFHS-3 to NFHS-4 for both the states.  The decrease 
is marginal for Goa (16.3% to 12.9% from NFHS-3 to NFHS-4) and is 
substantial for Sikkim (16.8% to 2.6% from NFHS-3 to NFHS-4). 
Violence during pregnancy is a critical situation for the women and 
child. The vulnerability is more due to the special condition of pregnancy 
which may lead to abortion and other mal-function of child. The NHFS-
4 data shows higher violence existing in Goa than Sikkim (Goa-1.6% and 
Sikkim- 0.4%) during pregnancy.
Ownership of house and land provide a sense of security to women. This 
immovable property may be utilized at the time of emergency due to 
various socio-economic crises. The women of Goa have a fairer share 
in the ownership of land and houses than Sikkim according to NHFS-4 
data (Goa-33.9% and Sikkim-24.8%).
Having a bank account and good saving on it provides seamless indepen-
dence to women. It would help in crises of health and wellbeing. Both the 
states have shown good increase in the holding of bank accounts among 
women from NHFS-3 to NHFS-4 data. However, more women of Goa 
have own the bank accounts than Sikkim according to NHFS-4 data 
(Goa -82.8% and Sikkim-63.5%).
Almost four-fifth of the women has mobile phones in both the states  
according to NHFS-4 data. The usage of hygienic sanitary methods during  
the menstrual period is required for good health and minimization 
of morbidity. More women of Goa have this protection than Sikkim  
according to NHFS-4 data (Goa- 89.3% and Sikkim- 86.6%). The detailed 
trend is shown in the Table 6. 6,7

DISCUSSION
Teen age marriage is a concern for the Himalayan state of Sikkim where 
almost 15% of the girls are getting married below the legal age of 18. 
Early marriage has got various consequences in maternal health as well 
as women’s empowerment. Precisely speaking early marriage has got two 
important concerns; medical and social. The medical concern is related 
to early child bearing and related reproductive health problems and the 
social concern is related with the social intercourse where an immature 
adolescent may not be capable enough to handle the family intricacies  
resulting in dominancy by husband and in-laws which may lead to  
domestic violence and related problems as well. As per the current  
NFHS data Goa is performing well in these parameters. Various studies  

Nutritional status and anaemia
Nutritional status of women is very important for the overall develop-
ment of health status of women. Poor nutritional status mostly leads to  
anaemia and causes high maternal mortality and morbidity. Both  
underweight and overweight causes a concern for the poor development 
of women. The body mass index (BMI) is a measure which shows the 
nutritional status of human being. There is a reduction of percentage 
of women whose BMI is below normal in both Goa and Sikkim from 
NFHS-3 to NFHS-4 data. However, Sikkim is performing better than 
Goa in terms of the undernourishment (Sikkim- 6.4% and Goa- 14.7%). 
Regarding the percentage of women who are overweight or obese, again, 
Sikkim performs better (Sikkim-33.5 and Goa- 26.7%) according to 
NFHS-4 data. However, there is poor performance of both the stats as 
per the data of NFHS-4 to NFHS-3. 
The anaemia of children within the age group of 6-59 months is a cause 
of concern for both the states. Roughly half of the children are suffering 
from anaemia according to the data of NFHS-4. While Sikkim shows a 
marginal decrease of anaemia, there is an increase of 20% for Goa in the 
data of NFHS-4 in comparison to NHFS-3 data.  
The anaemia of non-pregnant women aged 15-49 years is also alarming 
for both the states with roughly one-third of them are suffering from 
anaemia. However, the silver line is that pregnant women suffer margin-
ally lower within the same age group of 15-49 years according to the 
data of NHFS-4. The reduction of percentage of pregnant women with 
anaemia is quiet significant among the pregnant women for Sikkim from 
NHFS-3 to NHFS-4 (62.15% to 23.6%).The detailed trend is shown in 
the Table 5.6,7



Dehury et al.: Status of women’s health in Goa and Sikkim

200� International Journal of Medicine and Public Health, Vol 7, Issue 4, Oct-Dec, 2017

tory conditions of Sikkim government health facilities. Goa government  
has to aware the population to avail government health facilities and  
ensure sufficient good quality care. 
So far, Caesarean section (CS) deliveries are concerned Sikkim shows a 
high trend at 20.9% according to NHFS-4 data. This is an emerging trend  
in India which impoverishes patients and lead to unhealthy trend of  
increasing CS. A systematic review reports that sometimes personal and 
social regions are responsible for increase in CS which include fear of 
birth and perceived unequal and inadequate care in health centres.14 One 
of the researches argues that the risk-benefit must be assessed to take a 
decision on CS. This must be shared with the patient also.15 It has been  
suggested that to improve maternal and child health CS should be  
adopted strictly based on medical indications.16 In Goa and Sikkim context 
there is also a greater need to mull over the increasing trend of CS cases.
Nutritional status is one of the important factors for development of 
women. Sikkim is performing better than Goa in terms of the managing  
undernourishment. Further, Sikkim performs better in managing women  
who are overweight or obese. Goa has to improve these parameters for 
betterment of the health situations relating to nutrition of women.17,18,19  
A cohort study in a district hospital of Goa found that psychological  
disorder and depression of mother are also linked with nutritional status 

substantiate the association between early age of marriage and its rele-
vance with the social and medical concerns in Indian communities.8,9,10,11 
Thus it is imperative to implement various measures like community 
level awareness programmes to minimize the early marriage.
Sikkim has a low consumption of iron and folic acid (IFA) Tablets which  
amount to only half of women being protected against anaemia in  
comparison to Goa. A systematic review suggests that in malaria prone 
areas routine IFA should be provided to adolescent population.12 As 
Goa is prone to malaria which affects the health of the mother thus they 
should be provided with IFA regularly and their consumption should be  
improved through various advocacy and communication measures.  
Furthermore child care and maternal care depend on the status of  
haemoglobin level which could be supplemented by IFA. In addition  
the NFHS-2 data analysis for rural India reveals that the maternal char-
acteristics relating to socio-economic and behavioural factors affect the 
childhood nutrition.13 Such problems exist in rural areas more than the 
urban areas. 
Sikkim fares better than Goa in receiving Mother and Child Protection 
(MCP) card which is adopted to monitor the status of maternal health  
for provision of appropriate health services. The MCP card has got a  
major role in maternal well being and thereby the foetal wellbeing. It can 
serve as a ready reference during ANCs and during the time of labour as 
well and help make medical decisions during these periods.  
According to the current NFHS data the children born at home by regular 
cheek-up by health facilities within 24 hours of birth in both the states 
is satisfactory. However it is always advisable to increase the institution 
based deliveries than that of the home deliveries as the latter carries more  
maternal and foetal risk compared to the former one. Albeit the institu-
tional deliveries are in increasing trend in Indian states however the rural 
areas need more sensitization and awareness to increase the institutional 
deliveries. Institutional deliveries at public health care institutions are  
more in Sikkim than Goa according to NFHS-4.  This shows the satisfac-

Table 5: Nutritional status and anaemia in Goa and Sikkim as reported 
in NFHS-3 & 4

State NFHS-3 NFHS-4

Women whose Body Mass Index (BMI) is below normal (BMI < 18.5 kg/
m2) (%)

Goa 27.9 14.7

Sikkim 11.2 6.4

Women who are overweight or obese (BMI ≥ 25.0 kg/m2)14 (%)

Goa 20.2 33.5

Sikkim 15.4 26.7

Children age 6-59 months who are anaemic (<11.0 g/dl) (%)

Goa 38.2 48.3

Sikkim 58.1 55.1

Non-pregnant women age 15-49 years who are anaemic (<12.0 g/dl) (%)

Goa 37.9 31.4

Sikkim 59.4 35.2

Pregnant women age 15-49 years who are anaemic (<11.0 g/dl) (%)

Goa 36.9 26.7

Sikkim 62.1 23.6

All women age 15-49 years who are anaemic (%)

Goa 38.0 31.3

Sikkim 59.5 34.9

Table 6: Women’s Empowerment and Gender Based Violence  
(age 15-49 years) in Goa and Sikkim as per NFHS-3&4

State NFHS-3 NFHS-4

Currently married women who usually participate in household decisions 
(%)

Goa 91.1 93.8

Sikkim 93.6 95.3

Women who worked in the last 12 months who were paid in cash (%)

Goa 33.2 23.6

Sikkim 22.0 19.9

Ever-married women who have ever experienced spousal violence (%)

Goa 16.8 12.9

Sikkim 16.3 2.6

Ever-married women who have experienced violence during any pregnancy 
(%)

Goa NA 1.6

Sikkim NA .4

Women owning a house and/or land (alone or jointly with others) (%)

Goa NA 33.9

Sikkim NA 24.8

Women having a bank or savings account that they themselves use (%)

Goa 42.4 82.8

Sikkim 20.9 63.5

Women having a mobile phone that they themselves use (%)

Goa NA 80.9

Sikkim NA 79.8

Women age 15-24 years who use hygienic methods of protection during 
their menstrual period (%)

Goa NA 89.3

Sikkim NA 84.6

*NA-Not available
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Goa in terms of the undernourishment. Women’s empowerment plays an 
important role in the society for the betterment of reproductive health. 
Noteworthy to mention that both of these states have good track record 
of women’ participation in house hold decision making. 
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