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Abstract

“Context” has almost always been defined by local communities: urban neighborhoods and
rural villages. While important, this design ignores the larger regions into which local
communities are organized. We propose an analysis of health and demographic outcomes
from the Indian Human Development Survey 2005 that simultaneously analyzes both
village- and district-level contexts. Comparable village and district data from the Indian
Census measure five education and labor force characteristics frequently related to health
and demographic outcomes. We propose to study a broad array of outcomes to capture the

expected variety of community and regional relationships.
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Village and Region as Contexts for Health and Demographic Outcomes

The explosion of multilevel research has a long and well-respected pedigree in
demography (Entwisle 2007). In high income countries the contexts have more often been
urban neighborhoods while studies of low- and middle-income countries have more often

taken rural villages as the relevant context (but see Montgomery and Hewett 2005).

Relatively less well studied in either literature is the importance of regional contexts
beyond the local community but below the national level. In high-income countries,
differences among urban neighborhoods have not been studied jointly with differences
among urban areas themselves. Indeed, there has been more attention paid to the (also
important) question of how to define neighborhood boundaries (Sampson, Morenoff, and
Gannon-Rowley 2002) than to issues of how neighborhoods themselves are nested within
larger regional contexts. While some attention has been paid to spillover effects into
bordering neighborhoods and to the spatial organization of neighborhoods, it is

neighborhoods and not cities or regions that have been the contextual units of analyses.

Cross-national studies will sometimes incorporate contextual data at the community
level, in effect studying contexts at the two extremes of size. DHS data have sometimes
been combined to study the differential effects of local contexts across nations, but the
intermediate regional levels, also identified in most DHS data, have been as neglected as in

high-income countries.

There are important theoretical and empirical reasons to question this relative
neglect of regional variations. The proposed paper would help remedy the neglect by

integrating a rich source of household data from India, the India Human Development
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Survey (Desai et al., 2010), with identical census data from both the village and district
levels. Together these data provide a unique opportunity to compare the relative
importance of the two nested contexts across a wide variety of health and demographic
outcomes. Comparisons across a variety of outcomes should help us understand how the
relative importance of village and region vary with the type of demographic and health

behaviors being studied.

Regions as a relevant demographic and health context

All of the theoretical reasons for considering villages and neighborhoods as
important contexts (networks, flows of information and norms, institutions) also argue for
a separate role for regional areas. In addition, the importance of markets - labor markets,
marriage markets, and commodity and service supply markets - becomes more obvious at
the regional level than has been the case for the local community. The earlier romantic
notion of local communities as village republics only weakly linked to broader contexts was,
if ever very accurate, certainly not persuasive in the contemporary context. Analyses that
assume the independence of village contexts are both statistically and demographically
questionable. If contextual analyses derive their importance from the recognition that a
community is more than the simple aggregate of the individuals living in it, then it is
equally important to realize also that regions are more than the simple aggregates of the

communities that are located there.

Networks. Social interaction among rural households is, of course, predominantly
constrained by the local village community. But these interactions are not completely

limited to the village community. Family, caste, economic, and political relationships tie
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each household to a wider network of persons outside the village. Marriage exogamy
throughout much of India ensures that each household is tied to families in villages that
send daughters. These are often overlapping ties; over 20% of rural, 15-49 year old
women in [HDS 2005 have another natal family member married into their current village.
When households have personal ties to medical, educational, and government institutions,
these ties are as likely to people outside the village as in the village. Altogether 36% of
rural households report an acquaintance in one of these middle-class institutions outside
their own village. To be sure, these ties outside the village are likely to be less frequent and
less intimate than ties within the village but precisely because these are weak ties, they

may be especially consequential as household social capital (Granovetter 1973).

Flows of information and norms. New ideas about everything from immunization to
children’s schooling do not originate within villages. They are imported through various
channels, many of which have a regional base. Many ideas diffuse by sequential geographic
steps, moving from one region to the next from center to periphery; and within peripheral
areas from towns to well connected villages to more outlying areas. Such a diffusion
process reinforces the coherence of regional sub-cultures. New ideas within households
are influenced not only by their village contexts but by changes in the areas surrounding
their village. Thus we should expect characteristics of both the village and the region to be

related to household behaviors and outcomes.

Institutions. Even more clearly than for networks and cultural diffusion, local
institutions have strong bases in regional contexts outside the village. Schools, medical
facilities, government administration, and most other village institutions are organized

hierarchically into regional, state, and national structures. How these structures are
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grounded in local communities is important, of course, but to consider only the local
institutional base is to ignore the formal organizations that tie the local institutions
together. If community contexts are important in part because institutional development

varies across communities, then we should not ignore the regional variance either.

Markets. A regional perspective is especially important for activities organized into
market exchanges since markets almost by definition extend well beyond local boundaries.
Even poor agricultural laborers will seek employment in neighboring villages; farmers will
sell their produce into regional markets; and regional industrial growth can bring
enormous change within nearby villages. Local prices for labor and commaodities, therefore,
are not set within village boundaries but are organized regionally. Especially for outcomes
dependent on market forces, contexts based on local communities are an inadequate scope
for understanding health and demographic outcomes. For example, among rural women,
15-49, over half (55%) went outside their village for treatment for even a minor illness

such as a fever, cough, or diarrhea.

India as an appropriate setting for investigating the joint influence of village and district

Indian social structure (and not coincidentally Indian statistics) are organized along
well-defined local, district, and state dimensions. District administration has been well
established since at least Mughal times, was reinforced during colonialism, and has been
the basic building block of contemporary Indian social and political life. Districts are the

primary location of all government administration.

There is a well-established literature based on district-level data (cites), much of

which originated before Indian micro-data became available. More recently, the district
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provides an opportune level of aggregation for multilevel analyses (e.g., Parashar 2005,
Desai and Yu 2010, ...). Villages have also been used as the relevant context (e.g. Kravdal
2004) in studies of health outcomes. But, as yet, no study has combined both village and

district data within a single design.

The Indian Primary Census Abstract (PCA) provides a good range of data available
at both the village and district levels. These data include literacy, broad employment, and
basic caste measures. These Census PCA data offer three advantages for multilevel
analyses: a) they provide equivalent measures for both contextual levels, b) they derive
from a census that minimizes sampling error, and c) they are independent of the micro-
data used at the household level and so avoid some problems of correlated errors. For this

paper, we focus on five measures prominent in the demographic and health literature:

e Female literacy

e Male literacy

e 9% of non-agricultural employment
e female share of the labor force

® % landless of agricultural employment

Maternal education has long been known to be one of the most critical determinants
of child health (cites), but it is not only the education of the child’s own mother that matters
but how well educated the women in the local community are (Kravdal 2004, ...). Male
literacy provides an important contrast to test whether the educational environment is
gendered and how that makes a difference for health outcomes. The proportion of the

rural labor force outside agriculture is a common measure of economic development. The
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female share of the labor force varies widely across India and has been shown to be an
important determinant of gendered outcomes such as gender differentials in child
mortality (e.g., Kishor 1993). Finally, landlessness in agriculture is correlated with poverty

and inequality.

We use data from the 2001 census, approximately four years prior to the IHDS
sample. District positions on these measures are quite stable across censuses so the
amount of lag makes little difference for the analysis. We limit the analysis to rural areas to

take advantage of the PCA village data.

Health and demographic behaviors and outcomes

The literature has reported a wide range of household-level behaviors and
outcomes that are correlated with village-level characteristics, even after controlling for
household level characteristics. Fortunately, the [HDS is a rich data source that can provide
measures of almost all of these. The analysis compares district- and village-level effects
across a range of these outcomes because we expect quite different results for different
behaviors. Desai and Wu (2010) for instance, argue persuasively that while pre- and post-
natal care may be primarily a function of a woman'’s own individual characteristics,
delivery care is more subject to the general normative climate about the treatment of
women. With regard to differences between community and regional influences, we expect
outcomes that depend more on institutional or market mechanisms should show relatively
stronger district-level effects (i.e., relative to village effects) since institutions and markets
are organized more along regional lines. Outcomes that depend on networks and the flow
of information [and norms ?] are more likely to have relatively stronger village-level effects.

In addition, more routine events may be more conditioned by the daily social constraints
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found at the local level; but more difficult and more threatening challenges may stimulate

households to engage their regional contexts in search of new solutions.

The paper focuses on health outcomes in line with the theme of the panel, but also

includes other demographic outcomes to investigate whether health has any distinctive

contextual patterns. Not all outcomes listed below would be included in an eventual

presentation, but we will attempt to select those which represent different contextual

patterns. Some outcomes should be more sensitive to the local community (e.g., short term

morbidity) and some to regional contexts (e.g., delivery care):

e Child health:

o

Morbidity
Immunization
Stunting

Mortality (0-5)

e Medical utilization

o

Location of medical care for short-term morbidity

o Antenatal care

o

Trained medical attendance at delivery

o Fertility

©)

o

Contraceptive use

Ideal family size

e Education

o

Current enrollment for ages 15-18

o Testscores for ages 8-11
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Household level controls

[HDS includes household level data corresponding to each of the contextual
variables described above: respondents’ and spouses’ (and/or mothers’ and fathers’)
educational attainment, respondents’ and spouses’ employment status, household
employment (cultivator, agriculture labor, non-agriculture), household annual income and
wealth. Additional controls will vary somewhat with each dependent variable but

generally include age, gender, caste, and religion.

DISCUSSION

If successful, this research offers the possibility of significantly expanding the scope
of contextual studies, for high-income countries as well. Nobody believes that social
networks, normative influences, information flows, institutions, or markets end at the
boundaries of local communities. Interpersonal ties within the local community may be
more intense and more frequent, but precisely because they are weaker ties, regional
contexts may be more consequential in introducing change or dealing with life’s most
difficult challenges. Thus we should not expect a single answer to the relative strengths of
local and regional contexts. Their roles will vary by the type of behaviors being analyzed
and by the strength of the household’s ties to the regional context. By confining research to
local communities, we have neglected an important dimension of contextual influence.
Understanding where contextual influences are coming from can help us understand better

the processes that are generating them.
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