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Preface and Acknowledgement

“A STUDY ON HEALTH STATUS OF RURAL WOMEN OF

BAJALI REVENUE CIRCLE?” is an attempt to see the socio-economic
and health status of ‘women of the Bajali Revenue Circle of Bajali Sub-
division, Barpeta district of Assam. Here empirical, institutional and
questionnaire methods of research was used. A few case study is also
made regarding the issue. In the patriarchal society woman is deprived of
every corner of her life whether it be social, economic or political. So in
the changing circumstances of the politics of local level in the expansion
of the participation of women after the reservation of seats, it become
imperative to see the level of socio-economic and psychological changes
of women. Health is also an inseparable task when we undertake any study

on women.

To make the research work systematic I divided it into five
principal chapters. The health of Indian women is intrinsically linked to
their status in society. The health of families and communities is tied to
the health of women- the illness and death of woman has serious and far
reaching consequences for the health of her children, family, community.
Poor health has repercussion not only for women but also their families.
Woman in poor healih are more likely to give birth to low weight infants.

They are unable to provide food and adequate care for their children.

Women in poor health will be less productive in the labor force. Women



are more vulnerable as they bear the risk of reproductive, child rearing and

house-hold work. The reproductive role of women is very important in
determining their health standard which is often associated with the health
risk. Moreover, the social culture, religious practices and economic factors
have a direct impact on women’s health which determines the status of

women in society. All these aspects are seen in the Chapter L.

Chapter II contains a general profile of Assam and Barpeta district. A
profile of Bajali Revenue Circle in particular is also added to this. Assam
is situated in North-East corner of India, bordering seven states, Viz.
Arunachal Pradesh, Manipur, Meghalaya, Mizoram, Nagaland, Tripura
and West Bengal and two countries viz. Bangladesh and Bhutan. Assam
may be divided broadly into two river valleys: they are the Brahmaputra
valley and Barak valley. The Brahmaputra valley covers 24 districts in
which four districts under the Bodoland Territorial Council (BTC) areas:
they are Kokrajhar, Baksa, Chirang and Udalguri. On the other hand tﬁe
Barak valley covers three districts.

District Kamrup with headquerters at Guwahati was formally
established in 1834. Barpeta was the only outlying Subdivision. Later,
Nalbari Sub-division was created in 1967. Barpeta as a district was found
on 1* July 1983. The district has at present two Sub-divisions- Barpeta
(Sadar) and Bajali aiong the headquerters at Barpeta and Madan Rauta

Nagar (Dumuria).




Bajali is a historically important place in Assam. It is situated in
the extreme north of Barpeta district of the state of Assam. The length of
the north east side is 50km while east west side is 12.4 km. the borders are
surrounded as accordingly i.e. on the north there is Baksa district on the
east Nalbari district while on the south there is Paka mouza and on the
west is Gobardhang. mouza. According to the 2011 census report the
numbers of villages in Bajali Revenue Circle is 70. During the British rule
in the year 1931, the Bajali- revenue circle was curved out of Barnagar
circle of the erstwhile Kamrup district with eight mouzas namely Pub-
Bajali, Uttra Bajali, Dakhin Bajali, Manikpur,Chapaguri, Koklabari, Bijni,
and Hastinapur mouza taking Patacharkuchi is the head quarter of the
Bajali circle.

In Chapter III the general health care scenario of India and Assam
in general and Bajali area in particular is discussed.

Chapter IV is divided into two sections, viz., section A comprised
of Social Profile. In this chapter I want to depict Socio-Economic
background of the respondents and their household and also from which
social group the respondents come from. Section ‘B’ studies the health
issues of rural women in the sample. Thus, this chapter can be termed as
the heart of this research project.

In chapter V overall findings of the study along with some related

and valuable suggestions are included.
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To make this attempt more meaningful and valuable I add
appendixes and annexure in the last part of this thesis. At the same time
relevant tables, maps are added in the concerned places. I try my level best
to make this thesis error free as far as practicable but err is human so, I
sought pardon from all concerned for such unconscious mistakes.

If I do not mention the helps and suggestions provided by my
Principal Sir, Dr. Bhupesh Sarma who himself is a library of experiences
and expertise in the research field, the valuable suggestions provided by
other members of the research committee of N.H. College and my
colleague friends, my task will not be completed. I always feel their
contributions in the fulfillment of this project. The Programme Manager of
Nityananda Block P.H.C., Mr. Dwipen Talukdar helps me a lot. The
respondents women and some of my students also help me a lot. I am
grateful to all of them. At the same time, my family members, specially
my husband, Mr. Manmath Goswami, who always inspire and actively
encouraged me, my two daughters Mridusmita and Nabanita and only son

Madhurjya always took pain when I asked. I remain thankful them all.

Kalyani Devi
Associate Professor,
Department of Political Science

Nirmal Haloi College, Patacharkuchi.




Abbreviation

A.S.H.A. : Accredited Social Health Activists

B.P.H.C. : Block public Health Centre
BTC : Bodoland Territorial Council.

CDC : Community Development Centre.

CSWB : Central Social Welfare Board.

[}

D H : District Hospital.

DWCD : Development of Women and Child Development.

F.R.U. : First Refferal Unit

G.Ol.: Governmgnt of India
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LM.R. : Infant mortality Rate
LP.H.S. : Indian Public Health Standards
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J.S.S.K. : Janani Sishu Surkhya karikram
J.S.Y. : Janani Surksha Yojana

M.M.R. : Maternal Mortality Rate

N.B.P.HC: Nitygnanda Block Public Health Centre
N.R.H.M. : National Rural Health Mission
N.H.M. : National Health Mission

0.B.C. : Other Backward Classes.

P.H.C. : Public Health Centre
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R.C.H. : Reproductive Child Health
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CHAPTER - 1

INTRODUCTION



Happiness, happiness, happiness
It may be of different origin on this earth
But the happiness of being healthy

Is the real happiness.

Dashdorjin Natragdorj

Good health is a prerequisite to human productivity and
“development” process. For the economic and technological
development good health is very essential. There is a saying, “Where
there is a sound health there is sound mind”. A healthy community is
the infrastructure upon which to build an economically viable society.
Basically the developmént of a society greatly depends on the quality
of its people. Health is man’s greatest possession, for it lays a solid
foundation for his happiness. Charaka, the renowned Ayurvedic
Physicians is known to have said, “Health was vital for ethical,

9l

artistic, material and spiritual development of human being.

The constitution of India declared that Indian women will get the

equal right with men. The constitution provides right to equality (Art



14), no discrimination by the state(Art 15(1)),equality of
opportunity(Art16)and equal pay for equal work (Art
39(d))-Parliament has enacted laws giving equal rights to women in
marriage, divorce, inkieritance, etc. In spite of the constitutional
provisions and legislations the women are not getting equal right with
man. Indian women are deprived of all rights education, employment,

economic independence and mainly “Health””

Even after 71th years of independence health remains a major
concern for rural people: Health is not only a matter of doctors, social
service and hospitals. It is an issue of social justice. Health care is
regarded as a human right. Right to health is one of the developmental
rights mentioned in the United Nations Declaration on the Right to

Development” 1986 which reflects the notion of jus’cice.3

According to the World Health Organization (WHO) women’s
health is an issue to be looked into sincerely. The world body is of the
view that health is “a state of complete physical, mental, social well-

being and not merely the absence of disease and infirmity”. Looking

at the health status of Indian women from this perspective we have a



dismal picture. This is Because of the society’s continued apathy and

unchanged attitude towards women. Good health remains a far cry.

Women have the unique natural qualities like motherhood,
kindness, patience, tolerance, and sacrifice. Women are a powerful
instrument in the process of creating a dynamic, civilized and cultured
society. She is the creator, and protector of a family. Woman gives
birth to generations takes care of them and thus forms a society. She is
a Devi, a mother, a carii;g nurse, an embodiment of perfect knowledge
and untrained but efficient manager of household and what not.
Despite being an epitome of many qualities woman is not getting the
love and respect due to her. The condition of women in rural areas is
incalculably pathetic. For women, especially those living in the
countryside and ever dependent on their male counterparts, life seems
a living hell. Rural women have to face a number of problems which
do not allow them to d;velop. Problems of poverty, ill-health, social
customs keen her busy. She can never imagine moving forward. Poor
sanitation, unhygienic surroundings, difficulty in procuring, safe
drinking water is some of the factors that affect the general health of

women. Every second one woman in India suffers from some degree

of anemia.*

S T




The health of Indian women is essentially linked to their status
in society. The health of families and communities is related to the
health of women- the illness and death of woman has serious and far
reaching consequences for the health of her children, family,
community. Poor health’has repercussion not only for women but also
their families. Woman in poor health are more likely to give birth to
low weight infants, They are unable to provide food and adequate care
for their children. Women in poor health will be less productive in the
labor force. Women are more vulnerable as they bear the risk of
reproductive, child rearing and house-hold work. The reproductive
role of women is very important in determining their health standard
which is often associatéd with the health risk. Moreover, the social
culture, religious practices and economic factors have a direct impact
on women’s health which determines the status of women in society.5
The health status of women in rural areas is incalculably pathetic.
Gender differences in health status are significant. Though women
enjoy a higher status of life expectancy than men but the class of life
they lead is poor in conditions. Women’s health complication and
problems are existed diiring all phases of life since childhood to old

age. But the reproductive health complication or problems are most



important and required urgent attention. This issue was raised in the

Copenhagen Conference.

This has been a sensitive and widely discussed issue for quite
some time. So to effect some positive changes in the health status of

rural women the issue under discussion has been taken into account.

With the growing consciousness in society about subjugation,
subservience and exploitation of women in every sphere of life
countless seminars, workshops, and conferences have been organized
tb improve the status ott women but no such research work relating to
health status of women has been undertaken in this particular area so

far to find some long term solution.
1.1 : Significance of the study

For the present study, the area Bajali- Revenue- Circle has been

selected which is under Barpeta District of Assam.

Barpeta become.;a District in 1983 headed by the Deputy
Commissioner. The District has two sub-divisions namely Barpeta
and Bajali. The sub-division forms a large part of Barpeta District.
The Bajali sub-divisional office (civil) is the civil head of Bajali sub-

division. There is total number of revenue circles in Barpeta District




and three of them constitute the Bajali sub- division. The revenue

circles that constitute Bajali sub-division are — Bajali, Sarupeta and

Jalah.

The total land area of Bajali revenue circle is 164.79 sq. Km.
which is divided into 3 Mouzas viz.Sariha, Uttar Bajali & Pub Bajali.
The number of villages.in the Bajali revenue circle is 70 and the no of

Lots is 21.Patacharkuchi is the head quarter of the circle.

In the east of Bajali circle there is Nalbari district and a part of
Baska. Barpeta sub-division and Sarupeta revenue circle in the west.
Jalah revenue circle and a part of Baska district in the north and
Barpeta Sub- division in the south. According to 2001 census report
the total population is 1 lakh. There is 2 mixed kind of locality in this
area. It is mostly rural bi.u with two semis- urban set —ups. Most of the
people are dependent on agriculture and the other people of the area
are service holders, business men, entrepreneurs and laborers. People

belonging to all categories viz. general, O.B.C., SC, and ST constitute

the population of the area.®

The area selected for investigation assumes great significance

as it deals with a sociological issue. Exploitation of women has not




only caused harmed to the women population, it has also caused
serious harm to the population as a whole. The neglect meted out to
women has pushed the society backed. It has also contributed to the
slow economic PrOgresét Such an issue is quite absurd in the present
era of globalization. But it is shameful on the part of humanity to takg

up this issue for investigation at this present juncture. In view of what

is stated above present study bears great significance.

1.2 : Objectives of the Study

The present study is concerned with achieving the following

main aims and objectives. It seeks:

The study aims at understanding the health conditions of

women in rural areas.

* It investigates the general as well as reproductive health
problems among women in rural areas.

® To analyse the health infrastructure and health care facilities
available especially for the women.

¢ To explore the reason for the poor health status of women in

rural areas.
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® To look into thé‘ socio-economic aspects reflecting the poor
health status of women.

* Tostudy the somewhat consciousness of the male population
of the female health status

* To device ways in which women’s poor health status can be
irhproved.

1.3: Hypothesis

.
N

On the basis of the above stated objectives the following

hypothesizes have been outlined:-

Health infrastructure and health care facilities especially for

women are not sufficient in rural areas of Bajali Revenue Circle.

The health status of women in Bajali Revenue Circle is not well

and it varies due to different heterogeneous nature.

]

Family is not affected due to the health problems of the women
family members.

1.4: Methodology

Since a sociological issue requires a total involvement of the
investigator, primary research methodology or case study method

needs to be employed. It is a useful and reliable method of data
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collection. The basic unit of a case study is a case a particular one of
its kind. It may be one individual, a nation, a race, or an epoch in
history. In respect of the topic under reference, cases are mostly
individual person. The research work is based on both primary and
secondary data collectetl through direct interview. For primary data
collection a self prepared questionnaire is used. The sources of data
collection include - Circle office, PHC, MPHC, SC, and NBPHC of
Bajali-circle in Bapeta District. The major tools of research fall into

the following categories;

(A) Questionnaire

(B) Interview

(C) Field-study

1.5 : Need of the Study

As an inhabitant of Greater Bajali area the investigator has been

observing the health status of women. Women are regarded as a

proved and noble symbol of creation and regeneration.

It is a known factor that women are always subjugated in
different ways. The neglect of women health means the neglect of the
whole society. Women’s role is so important that society can achieve

its ultimate evolutionary goals so women should given equal status
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with men. It is a need for the time to give importance on women’s
health. Understanding , the importance on women’s health the
proposed dissertation will be a humble attempt to find out the

problems of health care of rural women and find out some solutions.
1.6 : Women’s Health

The women are “neglected half” in India. The slogan “Healthy
Women Healthy World” embodies the fact that as custodian of family

health women play a critical role in maintaining the health and well-

(]

being of their communities,

Health is a personal and social static of balance and well being
in which a woman feels strong, active, creative, wise and worth-while,
Wwhere her own body’s power of healing is intact, where all her diverse
capacities and rhythms are valued, where she may maké choices,
express herself and move about freely. Several women’s activists who
were consulted found.the concept of “Women’s Health” more
meaningful than the concept of “Reproductive Health”. Other
Women’s groups, researchers and activists felt an artificial dichotomy
was being created between “Reproductive Health” versus “Women’s

Health”. These actors understood reproductive health as a legitimate
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question of women’s health rights; need and empowerment. Gender

differences in health status are signiﬁcant.7

1.7 : Women’s Malnutrition

Poor nutrition among rural women begins infancy and
continues throughout their life time. Women and girls are typically the
last to eat in a family, it there is not enough food they are the ones to
suffer. The Recharger when go to contact the rural women specially in
Bajali- Revenue Circle ,they said that they do not get quality food,
- mainly due to poor economic situation. When a family is unable to
buy enough quantities of required food the women’s access to quality
food becomes more difficult as the children and men get priority. This
leads to weakness which in turn may give rise to several other health

s
.

problems.

Generally in rural area, women are the one who eat last and
least in the whole family. So they eat whatever is left after men folk
are satiated. As a result most of the times their food intake does not
contain the nutritional value required in maintaining the healthy body.
Their nutritional deficiency has two major consequences for women

first they become anemic and second they never achieve their full



13

growth which leads to an unending cycle of undergrowth as

malnourished women cannot give birth to a healthy baby.8

1.8 : Maternal Health

Maternal health refers to the health of women during
pregnancy, child-birth, and the postpartum period. While motherhood
as often a positive and fulfilling experience, for too many women it is

associated with suffering, ill health and even death.

Maternal mortality and morbidity are the two health concerns
that are related to higher levels of fertility. India has a high maternal
mortality ratio- approxi;natcly 112 deaths per 100,000 live births on
2017.7 According to WHO, one of the widest health disparities
between rich and poor is in ma;temal mortality? There are more

maternal deaths in India in the space of one week than there are in all

of Europe in a whole year.’

The major direct causes of maternal morbidity and mortality
include hemorrhage, infection, high blood pressure, unsafe —abortion
and obstructed labor. Globally about 800 women die every day of
preventable causes related to pregnancy and childbirth, 20% of these

women are from India. Annually it is estimated that 44,000 women
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die due to preventable “pregnancy related causes in India. Most of

these new mothers succumb to heavy blood loss (post — partum

hemorrhage). !

Pre-Natal —Care (Also known as antenatal care) — Pre-Natal
care means regular medical and nursing care of women during
pregnancy. Pre-natal-care is important because it is one type of
preventive care. During‘pregnancy women need regular check-ups to
prevent potential healtﬁ lproblems for promoting healthy life styles for
the benefit both mother and child. During check-ups, women will
receive medical information over maternal physiological changes in
pregnancy, biological changes and pre-natal nutrition including
prenatal vitamins. Healthy lifestyles are possible through regular
check-ups during pregnancy. The availability of routine prenatal care
has played a part in reducing maternal death rates and miscarriages as
well as birth defects, low birth weight, and other preventable health

problems.!

1.9: Anemia and Pregnancy

One of the most common nutritional deficiency disorders of

pregnant women are anemia. It is one of the major health problems
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that affect 25-50% of the population of the world and approximately
50% of pregnant women. According to WHO in a developed country
the prevalence of anaemia in pregnant women’s 14% while 51% in
developing countries and 65-75% in India. India contributes to about

80% of the materna] death due to anaemia in South Asia.

Mild anemia is common for many women during pregnancy.
But it can become a serioys problem that requires treatment. There are

more than 400 kinds of anemia.

Iron deficiency is the most common cause of anemia in
pregnant women. When pregnant women should consume double the
amount of iron as non- Rregnant women, about 30mg, total, in order to
adequately provide for themselves and their growing fetuses. This is
not only to account for the higher volume of blood during delivery.
Women’s health reports that about half of pregnant women take in too

little iron. These women face a greater risk of premature delivery.

Folate- deficiency anemia is another common kind of anemia
during pregnancy. Women need higher levels of foliate in pregnanéy.
Vitamin- B-12 is also used by the body in the production of red —

blood cells. Less serious is that anemia in pregnant women can cause
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weakness, increased fatigue, shortness of breath, heart palpitations,
pale complication and excessive stress. Anemic women are more
prone to illness; as well women should be tested for anemia at the first

pre-natal visit and take iron supplements while pregnant. 12

Poor health status of women in India will be studied with
reference to various data like the sex-wise mortality rate, sanitation,
which includes pre ang post-natal stage, expectation of life,
importance in society etc. It is an immensely difficult task to obtain
accurate information regarding these factors. But from the information
and feed- back provided to me by the women in the ten villages in
Bajali- Revenue circle bring out the alarming health status of women.
As for birth and fertility factors, the health of the mother is always in
a declining state. With every subsequent birth, her health deteriorates.
The husband or mother “in —law is least worried about it. The candid
and moving revelations of the women I approach are a living
testimony to the deteriorating health of women. They told me that
they were not aware of the care and nurturing needed during pre and
post natal stage. One woman (named not disclose) made the
shocking revelation that she had to help her mother —in —law in rice

processing and just then her baby was born. She was shy and scared of

L]
.
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her mother-in —law and kept the entire fact a secret. Not to speak of
regular health check up, nutritious food, rest and care. The another
woman reveal to me that she had to go to crop field to help her
husband just five days after giving birth to her baby. These are only
few instances of the s;ciety’s apathetic attitude towards women in
matters of health. There will be countless such cases if we go into the

remotest villages which will bring out the gravity of the situation.

As for the high increase in female death in the age group of 15-

29 for both rural areas and the nation as a whole our investigation has
unfolded tremendous result which also indicates the poor health status
of women. Further, it also shows the high death-rate for the child

bearing women or higher maternal mortality rates.
1.10 : Limitations of the Study

This study was conducted in Bajali- Revenue circle, which
consists of 70 villages. Out of 70 villages the Researcher selected 10
villages randomly. From each village the researcher selected 15
respondents out of large population. The 10 villages are-, Barsahan,
Chaibari, Barnalikuchi, Bamunkuchi, Nizsathisamukha, Dharamtola,

Patasatra, Patacharkuchi, Sarihchakla, Barbhala. From these 10
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vill
ages the researcher ‘selected 150 respondents as sample for the

study.
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CHAPTER -2

Demographic Profile of
the Study Area
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2.1 : Socio-Economic Profile of Assam

Assam is situated in North-East corner of India, bordering

Seven states, viz. Arunachal Pradesh, Manipur, Meghalaya, Mizoram,

Nagaland, Tripura and West Bengal and two countries viz.
Bangladesh and Bhutan, Assam may be divided broadly into two river
valleys: they are the ‘Brahmaputra valley and Barak valley. The
Brahmaputra valley covers 24 districts in which four districts under
the Bodoland Territorial Council (BTC) areas: they are Kokrajhar,

Baksa, Chirang and Udalguri. On the other hand the Barak valley

covers three districts,
2.2 : Location

Assam is bounded by latitudes 24°08'10” N and 27/58"15" N
and longitudes 89"42/05¢E (Approx).!
2.3 : Area

The total geographical area of Assam is 78,438 sq. k.m.s, i.e.,
about 2.4 percent of the country’s total geographical area.’
2.4 : Population

The total population of Assam as per 2011 census of India is
3,11,69,272 of which 1,59,54,927 are males and 1,52,14,345 are

females. The decadal érowth of the state’s population workout to
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16.93 percent during the decade 2001-2011 which was 340 in 2001
census. The density of the population of India is 382 in 2011 census’.
The following table shows the trend of population in Assam and India.
2.5 : Employment of Women in Organized Sector

The employment of women in organized sector of the state was
366.7 thousand during 2010 which is 32.9 percent of the total
employment. In the year 2009 the number of women employee was

360.3 thousand showing a share of around 32.7 percent of the total

employment.

Table: 2.1

Employment of Women in Organized Sector

Year In Thousand No.s
Public Private Public Percentage
Sector Sector +Private
Women Women Sector
women
2003 774 241.1 318.5 30.0
2004 77.3 255.6 332.2 30.0
2005 81.5 268.4 349.9 30.7




2006 81.8 299.0 380.7 34.0
2007 84.9 310.8 395.7 33.9
2008 85.6 266.5 352.1 32.5
2009 87.3 273.0 360.3 32.7
2010 87.0 279.7 366.7 32.9

Source: Directorate of Employment and Craftsmen Training, Assam.”

&

2.6 : Education

Education is the key input for the development of individual as
well as the society. It is accepted as the crucial inputs for nation
building. The vision 2020, concerned with the sector of Elementary
Education, is focused on the accomplishing of the constitutional
obligation of providing free and compulsory education for every child
within the age group of 6-14 years. The State Government equally put
emphasis on to provicfing qualitative technical education to build
technical skills to cater the needs of the economy. Keeping in view the
importance of education in the socio-economic development the State-
Government has been implementing various educational programmes.

Literacy rate of Assam is 63.25 percent, as per 2001 census,

which is behind the national average of 64.8 percent.” On the other ‘
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hand, as per census 201 1, the literacy rate of Assam is 73.18 percent,
which is behind the national average of 74.04 percent‘.6
2.7 : Health Service

In the health sector, the state has continued to strengthen the
curative health services while at the same time ensuring the basic
health care facilities so that people living in the remote and
inaccessible areas get proper health care.

The present health infrastructure in Assam has been presented
in the following table-

Table No.: 2.2

Health' Infrastructure in the State

(Figure in number)
Public Health Facility Number
Medical Colleges Hospitals 06
State Level Hospital 01 (MMC, Guwabhati)
District Hospital (DH) 22
Sub-Divisional State Hospital 13
Primary Health Centre 844
Community Health Centre 103
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Block PHC 3 149
State Dispensary (SD) 261
Subsidiary Health Centre (SHC) 71
Mini PHC | 453
Sub- Centre 4592
B.Sc. Nursing College 01
G.N.M. Training Centre 15
AN.M. Training Centre 18
Private Health Facility

Private Sector Hospital 191
(Nursing Home)

GNM Training Centre 12
B.Sc. Nursing College 01
ANM Training Centre 04

]

Source: Department of Health Services, Assam.’

2.8 : Socio-Economic Profile of Barpeta District

When Assam was formed a separate Province under the Chief

Commissioner in February, 1874, the following ten districts were

included viz. Goalpara, Kamrup, Darrang, Nagaon, Sibsagar,
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Lakhimpur, Cacher, the Garo Hills, the Khasi and Jayantia Hills and
the Naga Hills.?

District Kamrup with headquerters at Guwahati was formally
established in 1834, Barpeta was the only outlying Subdivision. Later,
Nalbari Sub-division ws created in 1967.

Both Barpeta and Nalbari Sub-divisions have been upgraded as
Districts in 1983 and 1985 respectively. The new Barpeta District has
one outlying Subdivision, Bajali set up in 1989.°

Barpeta as a district was found on 1° July 1983. The district has
at present two Sub-divisions- Barpeta (Sadar) and Bajali along the
headquarters at Barpeta and Madan Rauta Nagar (Dumuria).lo

Table: 2.3

Area, Sub-divisions, Towns, Villages, Blocks and Gaon

Panchayats in Barpeta District, 2011

Area in Sq. Km. 2677.33
Sub-division 2
Towns 9

No. of Villages 835

CD Blocks * 12
Gaon Panchayats 129

Source: Statistical Hand Book, Government of Assam; p.Ll."
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Table: 2.4

Distribution of Popula’iion in Barpeta District, 2011

Person 1693190
Male 867891
Female o 825700
Rural ‘ 1545901
Urban 147289

Source: Statistical Hand Book, Government of Assam; p.3."

s
-

Table: 2.5

Population and Literacy rate in different towné in Barpeta

district, 2011

Town Population % Literacy Rate

Decada | Total | Male | Female

Total | Male |1

Growth

Barpeta Road | 35489 [ 1843 [-0.66 |88.09 | 92.60 | 83.20
MB) 4

Sarbhog 8105 |4069 |5.44 88.55 192.61 | 84.48
Uttar 6095 |[3180 |----- 82.97 [ 86.99 | 78.52
Athiabari :

CT)
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Khaira Bari 10212 | 5333 |[------ 72.51 | 77.71 | 66.88
B%gri (CT) 8267 [4245 [2.24 79.92 | 86.56 |72.93
Barpeta (MB) | 42663 [2125 | 3.96 91.73 | 95.95 | 87.55
7

Howly (TC) |18312 | 9395 |9.46 80.26 | 85.23 | 74.96
Sarthebari 6909 .3466 -9.43 92.57 {96.93 | 88.15
(TC)

Pathsala (TC) | 11237 5817 [12.66 |94.08 | 96.42 | 91.56

Source: Statistical Hand Book, Government of Assam; pp.8-9.

Table: 2.6

Literacy Rate by Sex in Barpeta District, 2001 and 2011

Person Male Female
2001 2011|2001 2011|2001 | 2011
56.00 65.03 64.23 70.72 47.16 59.04

Source: Statistical Hand Book, Government of Assam; p.18."
2.9 : History Bajali

Bajali is a historically important place in Assam. It is situated in
the extreme north of Barpeta district of the state of Assam. The length
of the north east side i§ 50km while east west side is 12.4 km. the

borders are surrounded as accordingly i.e. on the north there is Baksa
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district on the east Nalbari district while on the south there is Paka
mouza and on the west is Gobardhana mouza. According to the 2011
CeNSus report the numbérs of villages in Bajali Revenue Circle is 70.
During the British rule in the year 1931, the Bajali- revenue circle was
curved out of Barnagar circle of the erstwhile kamrup district with
eight mouzas hamely Pub- Bajali, Uttra Bajali, Dakhin Bajali,
Mani!(pur, Chapaguri, Koklabari, Bijni, and Hastinapur mouza taking
Patacharkuchi s the head quarter of the Bajali circle. A well known
citizen of Pattacharkuchi late Chandranath Dev Choudhury donated
ten bighas of land for é.()nstruction of the office building. The office
started functioning from first April of 1932 and late Chandra Mohan
Goswami was the first sub- deputy collector. In 1971, Bijni and
Hastinapur mouza were taken out of this circle to create Sarupeta
Revenue Circle and in 1981, Koklabari, Chapaguri and Manikpur
mouza were also taken out to create Jalah Revenue Circle. At present
there are 70 villages with a geographical area of 169,79 sq. k.m. in

Bajali revenue circle. Géographical area-164.79 sq km.
No of mouza-3 (Sariha, Uttar Bajali & Pub- Bajali)

No of villages- 70
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No of lots- 21

The present study is confined to the Bajali Revenue Circle of
Barpeta District in Assam. Bajali is situated in the extreme North-
East of Barpeta District (1983, 15™ August) extent be'tween 26.15% and
26.45° North latitudes and 91.5° and 91.30° East longitudes. In the
length of North-South side is 50 K.M. and East West side only 12.4
KM. 1t is bordering on the North of Baska and Nalbari District. On
the East and South Paka Mouza and of Bhabanipur and Gobardhana
Mouza is situated on the West. It covers the areas of 210.59 miles.
The total population of this area is 2,20,321 (2011 census) out of
which 1,19,740 are male and 100581 are female SC and ST
population are 16,423 and 11,124 respectively. The total numbers of
Goan Panchayat are 27.,The total numbers of revenue Village are 70

and the total numbers of Anchlik Panchyat are 02.

Bajali revenue circle, with population of about 2,20,321 (2011
Census) is Barpeta District’s the 2™ least populous  sub-District,
located in Barpeta District of the state of Assam in India. There are 70
villages among them Barbang is the most populous village with

population of 5685 and Bangra Bari is the least populous village with

[}
.
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Population of 3¢, Bhotanta Mohitara is the biggest village with an area
of 10 K.M. and Doloi Goan is the smallest with 0 K.M.

There is only one city in the sub- District that comes under the

sub- District administration which is Pathsala Town Committee.

2.10 : Demographics

The sub-District is home about 1 lakh people, among them

about 51 thousand (50% ) are male and about 51 thousand (50% ) are

female. 88% of the whole population is from general caste, 8% are
from Schedule Caste and 4% are Schedule tribes. Child (aged under
06 years) population of iBajali (pt) circle is 10% among them 51% are
boys and 49% are girls. There are about 23 thousand households in

the circle and an average 4 persons live in every family.

The majority of population nearly 89% (91 thousand) lives in
Bajali Sub-District rural part and 11% (about 11 thousand) population

live in the urban part. 15

The study area constitutes of seventy villages in which the
Researcher selected only 10 villages randomly. These villages have

historical importance.
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2.10.1 : Patacharkuchiﬂ.:

Patacharkuchi is a historical importance place of Assam. It is
situated in the South-East of East Bajali Tehsil. In a broader sense
Patacharkuchj is 5 Place surrounded by Gobindapur and Kuwarain the
North, Bhaluki in the South, Barsahan and Balihajri in the east and
Barbhala, Marka, Bamunkuchi in the west. It is an administrative

centre of Bajali Circle. It is the centre of Bajali. It is also a name of

Assam Legislative Assembly Constituency.

There was not any place called Patacharkuchi before the
English had reigned Kamrup. Towards the reign of 17™ century two
Sages from J agra Satra came and one of them set-up Satra at Bejkuchi
and the other at the western side of the Kaldia river. During the first
Commissioner of undivided Kamrup Majar Fracis Jenkins Tehsil and
Revenue villages were éreated for the collection of taxes. The village
which was constituted after the Sages of Patasatra had left the land of

Royal Patta was known as Pattacharkochi. In course of time it was

change to Patacharkuchi.

There is another story of the origin of Patacharkuchi. .Once

there was a hermitage of the Sage Parasar on the west side of Kaldia

T T
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RIVer: The old and holy name Kaldia is Kalindi Ganga.On the banik of
Kalindi Ganga the sage meditated. With the name of that Sage it was

named ag Parasarkuchi. In course of time it has changed to

Patacharkuchi.

&
o

2.10.2; Sariah Chakla

Sariah Chakla is ap adjacent village of the Patacharkuchi
revenue village. During the reign of Koch King Narnarayana, Bajali

Was constituted as an administrative unit in the name of Chakla. The

meaning of Chakla is divided State.

There are many neighborhoods in the village of Sariah Chakla-

Kanagaon, Pamelipara; Sripur. The name of Kanagaon originated

from Kanafut, an adjoining area.

2.10.3 : Barnalikuchi

Barnalikuchi is a revenue village adjacent to Patacharkuchi.
The different neighbourhoods like Bargha, Tangarkur, Bakapara,
Ballattri, Kapla, of Sariah Satra are included in this village. In ancient
time there were dense forests on both the banks of the Kaldia. Having

cleared this forest there set-up a village Barnalikuchi by name.
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2.104: Bamunkuchi

L

Bamunkych; i situated in the south west side of Patacharkuchi.
During the reign of Ahom King Narnarayan destroyed the Hindu
Temples. He also invaded the Kamakhya temple. The inhabited

Brahmins there fleq away in fear of Kalapahar and settled here in
Bamunkuchj,

2.10.5: Gobindapur

Gobindapur is i a name given by~ Damodardev. Guru
Damodardev set-up the Satra Gobindapur after the clearance of the

dense forest. The Satra was built again when the Kaldia river change

of its course,

2.10.6 : Dharamtala :

The name Dharamtala originates from the devout ideas of
religion. During the 17" century, a Satra was set-up there. At that time

a religious centre was set-up to spread the Satriya Culture.

2.10.7 : Barsahan

The people living here were very brave and wealthy; hence it

was named as Barsahan.
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2.10.8 : Barbhgy,,

| Barbhaj, IS situateq in the west of Patacharkuchi. Once there

Were many big Holas (drains).Hence, it was named as Barbhala.
2.10.9 ; Patasatra

L]

It is situateq op the €astern side of Patacharkuchi. Earlier it was
at Kuwara. Afyer the establishment of the Police Station and the
Bangalow, the Temple of the Satra was established on the eastern side

of Kaldiya.Since there was established the modern Satra, it was

named Patasatra

2.10.10 : Chaibari : Chaibari is a historically important place. It is an

indigenous name. The chai means Bamboo chilling. The Takoi tree is
available there. The people of that area built the roof of the houses,

Cow houses, etc. from the leaf of that particular tree. Therefore, the

place was named by Chaibari.'¢

Table 2.7 : Statistics of Bajali Revenue Circle

Tot | T- | T- | T- |P- |M- [F- [P- [M- |F 1P~ Mo TF PaiL M- | E-
alH|P M |F |SC [SC |sc |sT |sT |sT |uT|uT |LT ILL [ ILL
H
20 45 |45 | 801 | 399 [ 402 [ 409 [202 (207 | 722 [ 3797 | 342 | 18071 | 736 | 1161
21 [91 |33 |84 |9 1 18 |7 (6 [1 [2 |5 37 1 {0
7 |18|6 |7

3

Source: Census, 2011, Govt. of India."”
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Table : 2.8

Statistics of Various villages of Bajali Revenue Circle (Houhold, Population, S/C, S/T Population, Literacy Rate Male-Female)

Name | Total | Total | Total | Total | Popula | M-SC | F-SC | Popul | M-ST | F-ST | P-LIT |M- |F- |P- | M- |F-
of the | Hous | Popul | Male | Female | tion ation LIT|LIT|IL |IL |IL
villages | ehold | ation SC ST L |L jL
Barsah | 192 927 471 456 152 79 73 01 01 0 750 410 [ 340 | 17 | 61 [116
an 7
Barnali | 387 1759 | 893 866 34 24 10 01 0 1 1497 781 | 716 | 26 | 11 | 150
kuchi 2 2
Patacha | 352 1530 | 776 754 47 23 24 43 26 17 1265 662 | 603 | 26 | 11 | 151
rkuchi : 5 |4
‘= | Brabhal | 214 966 462 504 45 |23 22 0 o -]o0 814°~ |[404 | 410 (15 [58 |94
a 2
Nizsath | 106 | 474 224 250 155 77 78 150 65 85 338 166 | 172 [ 13 | 58 [ 78
isamuk 6
ha
Bamun | 339 1572 | 770 802 159 85 74 o 0 0 1327 683 | 644 | 24 |87 | 158
kichi 5
Gobind | 424 1963 | 952 1011 0 0 0 0 0 0 1539 789 | 750 | 42 [ 16 | 261
apur 4 (3
Sarih 473 2135 | 1088 | 1047 6 6 0 2 2 0 1768 931 | 837|136 |15 |210
Chakla 7 7
Nitya. | 378 1708 |.831 877 . 310 164 146 |6 2 4 1461 733 | 728 [ 24 |98 | 149.
s - : : . : R I §
\Chaibar 333 1516 | 748 768 0 0 0 0 0 0 1231 640 [ 591 |28 |10 | 177
i 5 8

Source : Census, 2011, Govt. of India. '°



38
2.11: Growty of Population

In the lagy ten years the populétion of this area has increased by
2.9% According 0 2001 censys reports there were about llakh
Population. The SrOWth rate of female population is 5.2% which is
4.5% higher than male"population érowth rate of 0.7%.According to
the 2011 eensus the genera] caste population has increased by
3.5%,Schedule caste Population has increased by 18.5%, Schedule

Tribe population has decreased by 25% and child population has
decreased by 8.2%.

2.12 : Sex Ratio- Female per 1000 Male

According to the.201] census there are 1002 females per 1000
male in this area, Sex ratio in general caste is 1001,in schedule caste is
1003 and in schedule tribe is 1030. There are 966 girls under 6 years
of age per 1000 boys of the same age. Overall sex ratio has increased
by 43 females per 1000 male during the years from 2001-2011. Child

. < e
sex ratio here has decreased by 0 girls per 1000 boys during the sam

time.



Source : Census, 20] 1, Govt. of India,

Na [Ban [Kog—
e | gna hdig
of bari a
the

vill

age

S

Sex [ 122 [1200"
Ratj | 2

o

Cit [Path[
y sala

Sex | 930

Rati

o

2.13: Literacy

Bata
bari

Niz- TBil [Ban |Rup | Bali | Barb | Gare

Sath | par | gao | diga | para | hala | mari

I n

Sam

ukha

1116 | 11 [110 | 109 109 | 109 |1084
14 |7 7 2 1

The literacy rate of the area is 88%. The total literate people in

d
this area is 82 thousand, among them about 43 thousand are male an

about 39 thousand are female. Literacy rate (children under 6 are

excluded) of Bajali (Pt) is 88%. 93% of male and 83% of female

; i i has
population are literate here, Overall literacy rate in this area

increased by 3%.

literacy rate has gone up by 6%.

Male literacy has gone down by 1% and female
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2.14; Climag¢,

The Bajap; :
Bajall Revenue area which is a part of Assam state in the
north eag .
I part of India lies within the zone of monsoon climate of

sub- tropica] belt. Climate of this area is characterized by heavy
Summer rainfa]], With high rejative humidity (80%+), winter drought
and relatively low tef;lperature during a year. As per Metrological
Department of India the areq receiyeg 2000mm, mean annual rainfall

and falls within the Zone of 23 C to 25 C mean annual temperature.

Table : 2.10

Biggest Villages and Cities in Bajali (Pt)

Nameof Bhot | Bar [ Do] Marip | Borsa | Barsa | Bar Titka | Sari | Khara
4

villeges anta | ban | of | yp

deri deri Bamak | taje h Dhara

Mohi | g Ga | Anand hata Cha

tara on | apur kia

Area(K 1104 [59 |5 [a3 43 |42 [39 3.7 |36 |35

m2)

Name of | Path

Cities sala
Area(K |[2.7
m2)

]
.

Source : Census, 2011, Govt. of India, 2



a4
2.15: Satrg Institutions

The worq Satra ig o corrupt form of the Sanskrit word satra. In

Sense of an almg house and Secondly, in the sense of a sacrifice lasting
from a few days to g year or more,

2.16: Principa] Sartras jp the area

Sidhapur Sara, Rajadiya Deka Satra, Sathiya Satra, Niz-Sariha

Satra, Bhaluki Satra, Pata Satra, Kochdiya Satra, Paka Satra, Belana
Satra, etc, K
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CHAPTER - 3

HEALTH SCENARIO
IN ASSAM WITH
SPECIAL REFERENCE
TO BAJALI REVENUE
CIRCLE
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3.1 Healty, ‘are system in India

T .
he mogt ﬁlnda;pental aspect of human life is health which

Iunately Can not pe given or distributed. It is to be actively

acquired or Won. It forms an integral component of overall socio-

€conomic development of any nation.! The health status of a state
depends to 4 great extent op the availability of health related
infrastructure, fural India, Govt, heajth infrastructure and facilities
are not adequate to feet the challenges for the common people. Due
to the insufficient facilities, the expenditure on health is increasing
day by day for the rura] people. The Government has responsibility to

provide health care tq all people in equal proportions in both urban

and rural areas of the State. The Government have been launched

various health schemes angd Programmes to improve the health status
of people of the country, especially for those living in rural areas since

Independence, The idea to construct of primary Health centers (P H

Cs) began in the early 1950°s. By the 19705 one PHC per community

development block (living a population of 60,000 on an average) had

been achieved in accordance with the Bhore Committee’s

recommendation. Since the average population of a block had

increased significantly, the concept of sub- centre (SC) came into



Sectors. The Sub.-

Centre (SC) is the first point of contact between the
Community gpq the healt, Care system, Primary health centres (PHCs)
is a referra] yp; for six SCs wity 4-6 beds. Community Health Centre
(CHCs) is g 30 bedde& Hospital/Referral Unit for four PHCs with

CHC is based op Population as beloyy.

Table : 3.1
mxfopulation norms
Health Centre m Tribal/ Hilly/ Desert areas
SC 5000 3,000
PHC 30,000 20,000
CHC 1,20,000 80,000
Source : Rural Health Statistics-2012 p-13.°

The National Rural Health Mission (NRHM) now (NHM) is an

Indian health program fer improving health care delivery across rural
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India. Qp 12t

pril, 2005 the Government of India launched the
Nationg] Rurg] He

alth Mission, The iy of the NRHM is to improve
the health statug

of people of the country, especially for those living
in rura] areas, )

Specially focuses on states, which have poor
health Outcomes apq

inadequate public health infrastructure and

workers. The Primary focus of the mission is to improve access to

health care for Tural people, especially women and children. The main .
goal of NRHM is 1o reduce infant mortality rate (IMR) and Maternal
mortality ratio (MMR) by Promoting newborn care immunization,
ante natal care, institutional delivery ang post partum care. The
NRHM foundation buiit On community involvement in drawing a
village health plan under the auspices of village health and sanitation
committee (VHSC). This would enable rural primary health care
services accountable to the community and giving authority to the
district health Mission for implementation of inter-sectoral District
health plan including drinking water, sanitation, hygiene and nutrition.
The interface between the community and the public health system at
the village level is entrusted to a woman. Accredited social health
Activist (ASHA) a health Volunteer, receiving performance based

compensation for promotion of universal immunization, referral and
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ort sery; .
Crvices for eproductiye

h

esc |
and child health (RCH), construction
of householq toilets, apq other b

ealth care delivery programmes. To

Although NRuM

aims tq Cover all the states of the country, special
focus  given to

18  states.

Arunachal Pradesh, Assam, Bihar,
Chhattisgarh, Himachyj Prad

esh, Jharkhand, Jammu & Kashmir,
Manipur, Mizoram, Meghalaya, Madhya Pradesh, Nagaland, Orissa,

Rajasthan, Sikkim, Tripura, Uyt

aranchal and Uttar Pradesh.3

Since the Present research work is purely relay on rural health

care system, it wil] be appropriate to give g glance of rural health care

System, in India before going on further description. The health care
System infrastructure ip area of rural places has been created as a three

tier system and ig depend on the population. The sub- centre is the

most marginal and first contacting point between the primary health

care system and the community of the area. Each sub- centre is

required to employed by one Auxiliary Nurse Mid wife (ANM) in
consist of Female health employer and one Male health employer.

Primary health Care (PHC) is the first contact point between village

community and the Medical officer supported by about 14

L]



49
paramedica] 454 Other sup

Mission (NRHM)

PHCs on Contract

Porting staff Under National Rural Health
there isa Provision for two additional staff nurses at

or temporary basis. It acts as a referral unit for six
sub- centreg and mie:

PHCs and also Provides facilities for obstetric care and specialist
consultationg,

A che s required to be manned by four Medical

specialist’s e, Surgeon, Physician, Gynecologist and pediatrician

3.2 : Health Care

The dictionary meaning of health care is the prevention,

treatment, and management of illness and preservation of mental and

physical well-being through the services offered by the medical and

allied health profession, The World Health Organization (WHO)
defines health care in terms of primary health care that the main goals
of primary health care ig better health should be provided for all.

WHO has identified five key elements to achieving that goal:
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Reducing “Xelusion ang sogiay diparities in health ( Universal
COverage reformsS

€Xpectationg (Service delivery reforms)

Integr ating heat, into all sectors (Public policy reforms)

Persuing collaboratiye models of policy dialogue (Leadership
reforms )

Increasing stakeholder’s Participation, *

3.3 : Public Health Care System in Assam

The poor patients depend heavily on public health service

because the cost of treatment of illness jg higher in private health care

. . f
centres. It is found that women are suffering from different types 0

age, e t
health problems for which proper health care facilities are no

. the
available in the health centres of rural areas. Moreover

1]

Government hag undertéken many health policies and schemes for the
. S
rural people but due to their illiteracy, negligence, and awarenes
. : e
problem, negligence behaviour of health providers, the services ar

. ege th
not properly utilized. In this section the availability of heal

infrastructure facilities are discussed.




34: Infrastructural Facilitieg in Assam

Infrastructyra) facilities in Assam comprise of 25 district
hospitals (DH), 157 _ Community Healipy Centres (CHC), 1014 PHCs

and 4621 SCs. There are 103 health facilities functioning in 24into 7

basis and only 60 e functioning as firgt referral units (FRU). The 62

FRUs comprise 25 DHs, sub- divisional hospitals (SDH) and 36
CHCs. !

Table : 3.2

Health Infrastructure in Assam 2015

Health Institutions Number
Medical Colleges 06 (2013)
District Hospitals 25

Ayurvedic Hospital 01




Homeopathic Hospitals
Specialist Doctorg (Go;t.&NHM)
State leve] Hospitals

Sub- Divisional Hospitalg

CHC

e
m

52
[ MBBS Doctorg (GOVt.&NHM)

2581 (2014)

———

03

T 1133
T 01
T 13
151 (2015)
1014 (2015)
T 261
T 71

—

4621 ( 2015)

01
24into 7 Health facilitieg . 103
FRU 62 (2015)
Source : Rural Health Care System in India,2015& NHR, 2008 Assam.®
Table : 3.3

SC since 2015 PHC since 2015 CHC since 2015
Sl No. | Population No Population | No Population
no Served Served Served




—
Category of No of required a5
health Per populatiop as
centre on 31% March 2016

]

SC 6,817

"PHC 1,112

CHC 278

177530

357711

—————

Source : https://cag.gov.t‘,in.8

No of available Shortfall
as on 31°% - (%)
March 2016
4,621 2,196 (32.21)
1,014 98 (8.81)
151 127 (45.68)

3.5 : Private Healt} Facility in Assam

specialized private hospitals of Assam include trauma centres,




emergency care, ICU, Chronic

treatment Unjt, radiology, Pathology etc.”

3.6 : Human Resources in Assam

Number of Medica] & Paramedical Staffs iy Assam, 2015

Table : 3.5

Post j Position

Govt, NHM Total
1 2 3 4
MBBS Doctors 2264 608 2872
Specialist Doctor | 896 191 1087
AYURBEDIC 358 443 801
Doctor




’fﬂﬁﬁ%fiﬁﬁi;;;;*‘**ﬂ~g§---- 174 237
1;5;;;;;55§;---7i;-_-__75?7‘____ 322
Doctor

7§ﬁi§§i§a€&;}5;i‘7T\N‘h“*“"265““‘ 202
year rural posting
‘Eﬁﬁiﬁf‘_-“““~‘“*"55327“““‘Z§7§“““ 10809
‘Eﬁﬁiﬁf—____““"‘“"5?66"““““5636“‘"‘_ 6060
pharmacwm\mx 2052
Labonnon?“‘““““TiiT“‘""‘ﬁ?ﬂ?‘““‘ 1636
Technicians

Radiographer\%x? 137
Rural Health | 0 T — 562
Practitioner

Source: Statistmama?

2016 .

3.7 : Caseload

Caseload is the number of cases handled (as by a court or

clinic) usually in a particylar period. Now a day caseload it is to see

that caseload has improved significantly. Number of institutional

deliveries has increased (NRI-]M-2007-08). Introduction of Rural

Health Practitioner (RHP) Under NRHM has been innovative idea and



services.

AYUSH implj ;
mplies Ayurveda, Yoga, Naturopathy, Unani, Sidha

and Homoeopath: i

pathy. NRHM ajms at improving and correcting the
deficiencies i

in the health care delivery system with a focus on

integrating all the available health care facilities like AYUSH along

with ongoing programmes.!!

8 : Vari .
3.8 : Various Maternal and Child Health Scheme sponsored under
NRHM 2

3.8.1 : Janani Suraksha Yojana-



K Table : 3.6
'Mms_
Wm@
Wm

2009-10 \W
2008-09 32789
2007-08 3,04741
2006-07 . 1,82,873
2005-06 17,523
Source : Economic survey, Assam?

3.8.2 : Janani Sishu Suraksha Karyakram

Janani Sishu Suraksha Karyakaram (JSSK) implemented from

. . and
Feb, 2012.1t is a national initiative of JSSK is to provide free



charges.

3.8.3 : Mamata

The scheme Mamatq seeks to reduce IMR and MMR by
insisting on a post delivery Hospital stay of 48 hours of the mother
and new born. During discharge from hospital a gift hamper called

“Mamata Kit” is given. It contains materials for the new born.
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3.84: Mamani

Ing pregnancy and offer
proper medical care.

3.8.5 : Majonij

3

Social assistance to ] girl children born in the family up to
second order ig given a fixeq

deposit of rupees 5,000.00for 18
th
years. On the 18

birth day, the girl will be able to encase the fixed

deposit. In case she is marrieq before attaining 18™ years of age, the

fixed deposit will be forfejteq. The scheme is applicable to families

who are limiting themselyes 1o two children,

1]

3.8.6 : Morom

The “Morom” scheme wj]] provide financial support to indoor

patients of Government Health Institutions for supplementary
nutrition and compensation for weight loss during hospitalization and

post hospital expenses. Indoor Patients admitted to a hospital receives



Rs.75/- per day for Medicg) Coll

per day for District
Hospital and Rg 30/-

Per day o, SDCH/CHC/PHC/.”

centres. These are
all listed below:

1* Sub-Divisiong] Civil-Hospital (SDCH)

(a) Pathsala SDCH

2% State Dispensary (SD)

(a) Helona gp
(b) Sadery SD
3*Mini-Primary Health Centre ( MPHC ):
(a) Patacharkuchj MPHC
(b) Baramsary MPHC

( ¢) Akaya MPHC



| (¢) Gomura MPHC (NEAR Sarupeta )
(f) Sarupety MPHC

(g) Puthimary MPHC
(h) Cheky MpPHC
- (D) Barbang MPHC

(J) Baghmara CHC ( Community Heaptt, Centre )
k ) Nityananda MPHC

facility is not available in Chiky Hospitals, Pathsala SDCH and

Baghmara CHC has the IPT (indoor Patient) facility. All others
including Nityananda MPHC has only OPT ( Out door patient)facility.

The Block office maintain a link between the Government (Health

Department ) and the 14 hospitals and syb- Centres which are under

its control by medicine distribution, financia] package distribution,
i
am ist in i t.
training program me and it also assist in infrastructural developmen
a
° L] L] di
By its two field NGO, Pacca Grammonnayan Parisad and Pitha
y N

: . These
Welfare Society it facilitate the society and also collect report



mother —in —law, village grang —mother, members of self-help-group,
infants, teachers of the Community, mother’s group present there. It is

a program me arrange in every Wednesday for health awareness.
According to the programme Manager there is also some

deficiency in health Dept. ang particularly in Nityananda Block

Office. The infrastructyral development is poor and also there the



-1 years, 0-5 years old
etc and the listed it accordingly,

In the end of the March they submit
the report to the Departmen. They are the primary care holder for

medical help and their periodical check —up. The first duty of the

ASHA is to register the materna] lady in the nearest Hospital and ask
to open an account in the nearest bapk for collecting financial
assistance given by Government. She assist the lady in delivery period
and remain wither. After the delivery period the ASHA care for the
health condition of both mother and infant. They have also the duty
for full immunization of the infant. The four check-up of maternal

lady held in 3 months, 5 months, 8 months, 9 months. In every check



the town maternal lady find 1000/ for blood transfuse, Also free
conveyance from home ¢ health institution, between health
institutions in case of referra] and free drop back home after delivery

under “Aadarani Scheme” Exemption from a] kinds of user charges,




2,297 {7137
check-up

Mother who receive anti-nata] care

from Govt, SOurce

Institutiona] Delivery :
Delivery at Govt. Hospita]
—\

2,297 | 71.37

———

3,781 | 117.49

2,883 | 89.58

Table : 3.8

Details of New born Baby weight under NBPHC

Year <lkg | <1.79g Between1.8- | More than
1.99kg 2.5kg
2014-15 |0 128 427 2590
2015-16 |06 13 304 2521
2017-18 |07 28 73 3,275




Child Immunization; N, of infants.

the following (Und

P

Joar BCG
2014-15 | 2354
2415-16 | 1827

L]
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Table . 3.10

[DPT3

2957

Source : Nityananda Block PHCT

245

nder NBPHC
Family planning 2014.15 2015 2017-18
/I:/’S—/_——Qm\ 29715 16 3(2)317-18
’1313'5_—_\40\ 38 263
ITJE—D—_\BS\ 205 312
PPIUCD 42\40\%
m\hﬁ
Oral pill 17,000 12,175 119,933
Condom — 40003 24,795 29753
Emergency tapk 0 0 25

cy test kit 846 (1011
Pregnancy 208 Tio

0to11 months who received

er NBPHC )
OPV-3 " THepatiis |MLS (Ist
B-3 Dose 9-12
months
2759 2847 3004
1691 222 2097
LS

Though Government has taken some schemes and policies for

health care in general and womep’s health in particular in the last
€

hieve the desired health
couple of years,Assam has not been able to a¢

1
tcomes including the study area. The health status among the rura
outc
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population ig Not g¢ all satisfactory. It is ¢
appropriate Step 1 devg,
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Section A, Which,
C

issues of rural women,




respondents As Such ¢

Betweer Sr e
| Between 20-25 —
Betwwen 26.30

)

Between31-35 ) g —— |

1867
Betweenwm\W
Above 41 \m\w
Total \lso\W

x\\i

The data on the age group of the Tespondent’s reveg] that, an

overwhelming majority of the Teéspondents wag belonging to age of



between the age
8roup f
31

selected respond enty

based sociology. '




General ——_

SC/ST
S0

Others |
Total

Percentage
& |

W GENERAL
W SC/ST
OTHERS

The table 4.2

shows that out of 150 respondents, 88(58.67%)

belong to general caste, 50 (33.34%) Schedule Caste/tribe, where



important factors ¢, shape up the
personality of an individual. It

also develops the socig] Set-up of
the community 5 , Whole,

Tecognize the Importance of
health care and kpq;: 0 see

recognized as a crucig] factor infly,

Table ; 4 3
—cation KN Percentage
Primary Educmog\m\
‘Secondary Eduml%\w
Higher Educatio?m\W
B 19 T 12.67
__ ‘150\ 100.00
|
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Chary , ,

® Primary Education

| Secondary Education
% Highar Education
" illiterate

' tatus
The present Study results clearly state the educational s

in thi may be in
the respondents. The recent development i fhis area may
of the

. = 2
le in general and women 1n particular,
peop
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Nature Of the Family

which contrg]g \

y tup to late 20t century, it hag
diminishe and n
ucleay family concept has peep adopted at large
scale !
Table—4.4
N (150)

Type of Family

Percentage

Nuclear
72.67
Jont
2734 \
T 100.00 W
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5 Nuclear

& Joint

relationship in which Man and womap are socially permited to
have children The WOmen in Tural India are generally married at an

early age. From the table 45 it is observed that among the

. . A
respondents, all respondents about are married women,




Total |

One g

ariable

Within Home

Outside Home

Total

o —
m

[ Variable

Percentage

88

12




30

B Within Home

B Outside Home

4.B . SECTION-B
This section Studies the health issues

of rural women in the
sample. Healthy

families pqpq healthy peopie. The family is the
primary unit of healthy cqre, «

Health begins at Home”

was the
theme chosen for Worlq pggq, Day( 1973) of 25

anniversary of
WHO in recognisation of the importan( role of

the family in
romoting and protecting the health of its members. Women
P

coupy an important place in shaping the life of its family
0

i health.
p , iti i not ettmg

iti man in rural
love and respect due to her. The condition of wo
the lo
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areas is incalculabl

y Pathetjc ©is g Prived of Il rightg
Educati()n, emplo i
Ymep A economlc ind pe dence, health and so op_
This Very sensitive an

buzzing ip My earg for

gathering fipg hang information
WOmen in rypq areag!

» and With g view tg

YEgarding the Present stapyg of

her has decideq to study thig
sensitive issue.

rcle vig, Barsahan
Barnaikuchj, ‘Zsathisamyy, > Barbhgyy Nityananda
Bamunkuchj, Chaibay;, Dhararntala, Patachariycp;. Patasatra,
Sariah Chakla, 1y AN Immepgq




ot disclose) Made the sho
revelation that She haq ' help 1,

er mother~in_
and just thep her bab

Secret. Not to speak of
regular health Check-up, Ntritioyg

00d, regt and care, The another
WOmeN reveal thyy she haq

020 to Crop
just five days after givip

~field to help her husband
g birth g her baby, These are only are fey
instances of the soiq 'S apathetjg Attitude towargg women in
matter of health, There

Will be Countless gycp, cases if we go into
the remotest vijjagq,

Which i), bring oyt the gravity of the
Situation

n W 1d
' kers researcher cou
0 ien Anganawadi wor
f lady friends and
help




In case of .
abortion the Women were very hard to disclose
their cases.
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SRt 1 ]

Ot using any method

Female Sterilization

Withdrawal

Condom
Pills

No Knowledge

Total

40 26.67
10 | 6e7
06 | 400
08 5.34
46 30.67
20 26.67
150




B Not using any method
® Female Sterilization
] withdraWal

® Condom

EPilis

¥ No Knowledge

¥ 81ve birth the child
as long as possible.
4. B. 2 : Place of Delivery
Table : 4.9
e .
SLNo | Place T NO 0|
I 52
=1 PHC/PHU/GOVT Hospitals 78
34.67
% Parent’s Home 52
1334
3 Home& Medical 20
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Chary , ¢

| PHC/PHU/GOVT Hospitalg
 Parentg Home

dical.
" births lace at house ang me
13.34% of births took P



- deh\’sw Centre
I Fear
2 Poverty
3

More Expensive

10

08

%

4.67

6.67

5.34




4. B. 4 : Nature of Menstruatiop

W Fear

] Poverty

© More Expensive

M Lack of transportation

® Non availibility of Doctors
" Male member objection

Not Applicable

“ Traditional

No Yo

Table-4.11
SL Nature of Menstruation
no
1 Painful Bleeding

25 16.67




BRE N —

\
| B e
Scanty
Painfy Excessiva Bleeding \W\W

o E\DELﬁﬁ“ﬁ‘ﬁeEdEg‘\m\m-Wm\T\
By “EF“"T;;““
| jﬁnﬁﬁhoﬁé BIQEEKT?

¥ Painfyl Bleeding

B DELAYED Bleeding

¥ Excessive Bleeding

B Continuoys Bleeding

B Scanty Bleeding
© Prolong Bleeding

“ No Problem

et Painful,Continous,Backp
ain,Scanty

Painful,Excessive
Bleeding




Menstryag: .
'uatl()n i

females indicatin
normal Process

embarrassment‘

of 19

» although anything

g¢e of Menarchy is affected

from excessive bleeding. 9.34% suffered from continuous

bleeding 12% scanty bleeding 1.34% prolong bleeding. 12% have

painful, continuous, Scanty bleeding with back pain. 6% of them

have suffering from painfy and excessive bleeding. Among the

150 respondents 24.67% have no problem during menstruation.



€ delayin
fertility leve]. Whep ;

that the
get pregnant soq, after iy rural womep,
ge.

S €arlier the Marriage eqrl;
earl
the pregnancy, Ty Impljeg that ge earlier
e

8¢ At Mareiage g
, ! 1age indicates the
on set of p\eg“a“cy Mg g

ve
Ty Carly age for the rural women in the
selected areq_

Table . 4.12

[ S1.No | Age at the first conception

No of %

0

women
1 Between14-19 61 40.67
"TW 32 34.67

Above 25

37 24.67




92

Chart : ¢

W Between14-19
# Between 20-25

@ Above 25

The table 4.12 shows that majority of the women got married

at the age of 14-19 years which indicates the highest fertility

(40.67%). The fertility decreases the age at marriage increases. The
women who got married at the age above25 years show the lowest
fertility (24.67%). The present study shows that earlier age at

marriage is one of the factors that lead to higher fertility of the

population.

Early child bearing is fairly common in India. In case of age at
first pregnancy it was found the 40.67% of the respondents had
their first pregnancy between the age group of 14-19 years. 34.67%
became pregnant between the age group of 20-25 years and

24.67% of them conceived after their 25 years of age.




Table : 4,13
IW\A@\GSW N
0 of Women %
1 ! year 12 .00
TW 1 7.34
? 2 years 29 19.34
4 2 &1\2 year 08 534
5 3 years 31 20.67
6 4years 14 9.34
7 > years 08 5.34
8 6 yeéfs 02 1.34
9 Tyears 02 1.34
10 8years 01 0.67
11 Single Children 32 21.34
12 Total 150 100.00




W1 year

W1&1/2year

2 years

W2 &1\2 year

¥ 3vyears

@ dyears

" Syears

1 6 years
7years

' Byears
Single Children

While analysing the age gap between the children of the
selected respondents it was found that 8% of them had Iyear of age
gap between their children and 7.34% of them had one and half
years of age gap and 19.34% of them had 2 years gap and 5.34% of
them had 2 and half years of age gap between the children.
Accordingly 20.67%, 9.34%, 5.34%, 1.34%, 1.34%, 0.67%, of 3,

4,5, 6, 7, 8, years of age gap between the children. Only 21.34%

mother has single children.

Most of the rural women had no knowledge about the

method of contraceptive. Majority of the women consider it as




Pre i
gnancy is one of most essential aspect of women.
Motherhood is g pride of every married woman. But in rural areas
most of the women suffers from pregnancy related problems. They

are not conscious about thejr health. Due to overburden of work,

negligence, illiteracy,

3

male member’s dominance, the rural women

suffers from pregnancy related problems.

4. B. 7 : Problems associated with pregnancy

Table : 4.14
S. Problems No. of %
No women
1 H)&mrtension | 14 9.34
2 Bleeding 17 11.34
3. Abnormal white Discharge 04 2.67
4 Severe Vomiting 41 2734
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> Vomiting & Diabetes WSW
6 m 22 | 1467
7 Excessive Bleeding & Severe 06 4
Omiting
8 Edema & Pressyre 06 4
9 .Fatigue 03 2
10 | White Discharge & edema & Urine 14 9.34
infection
11 Edema & Pressure 06 4
8
12 NotApplicable 12
T Tor 150 | 100.00




L HVDertension

¥ Bleeding

% Abnormal white Discharge
B Severe Vomiting

® Vomiting & Diabetes
% Oedema in legs and hands

B Excessive Bleeding &
Severe Vomiting

M Oedema& Pressure
" Fatigue

® White
Discharge&oedema&Urine
infection

m Oedema & Pressure

= Not Applicable
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4.B.8: Age at Marrigg,

Table ; 4,55
o A S
. Al No of Percentage TSon Daught | Total
0 1 i
arriage Women | of Women ers
I | Betwee 652“5‘?4“'”'“’"'“"’“1"‘6%“““ 2 |47 99
15
2 | Betweenic. - 76%
eenl6- | 114 76% 139 1130 269
25
S SN S
3 |Above2s 13 8% 13 )12 &
—

o Between 05-15
M Between16-25
1 Above 25

Age at marriage and child bearing is a very important aspect

for the well —being of the mother as well as for the baby. Young




hazards thereof

The t
able 4.15 reveals that the majority of rural women got
married b
Stween the age group of 16-25. But it is quite evident that

wome
n belong to the age group of 50-80 early married. Again
numbers of sons are more than the number of daughters. It is the

indication of preference to the male child as sons are expected to

care for parents as they age. Surprisingly one of the women got

married at the very early age of 05 and another 07 before attained
puberty. They are now 78 and 80 years of old. Among the 150

respondents 20% of them got married before the legal age of 18

years.

Basically people in rural areas are more prone to diseases
especially women are more impacted by the various diseases. The
villages like Nizsathisamukha, Barbhala, Barsahan, have no
medical facilities and”lack of awareness about health status, least

accessibility of treatment and other factors are influencing on

women to get the diseases.




Table : 4,16
| Variable N
\ No. %
Fatigne |
\
10 6.67
Weight Toss —F—
\
S Ross 30 20.00
Wer———— |
Weight gain 21 14.00
Foco R
Easy Brushing 102 134
Enlarge glands or | 03 2.00
lings
Heat  or  Cold[11 7.34
intolerance
Chest pain 24 16.00
Headache 20 13.34
Depression 08 5.34
Headache, Diarrhea;| 15 10.00
Depression.
Headache, 01 0.67
Depression, chest
pain, Weight gain
Weight loss, | 05 3.34
Depression, Others
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Chart ; 13

L Fatlgue

B Weight Loss

¥ Weight gain

B Easy Brushing

& Enlarge glands or lings

@ Heat or Cold intolarance

i Chest pain

L

h.-"..-“-ﬁ'—‘_h“‘_“-sh—-.—

The data on various diseases faced by rural women of various

villages of study areas have presented in table 4.16. It proved that

rural women suffer from multiple health problems.

4. B. 10 : Case Study I

Usha Devi : Aged about 40, Usha, when interviewed,
revealed to the investigator the painful and horrible memory
connected with her pre-natal and post natal motherhood.
Victim of the outworn tradition, Usha had to stay deprived of
medical treatment during pregnancy. Healthy diet was a
remote dream. Pathetic road condition, inadequate vehicles

and other deficiencies forced Usha to travel in a bicycle from
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Kharagh "
ara ( in BTAD) o Barama Hospital barring the risk
of abortion,

I was advised to g0 to Guwahati for the
del:

elivery as the baby was due. No money in my purse, I was
at a loss. Thep an idea occurred to me that I could get some

financial help from my parental home. In no time I came to

Patacharkuchj from where instead of my treatment, a feast

was arranged.] had to comply with the wishes of the
members of my family and had to wait for next day for the

journey to Guwahati, said an emotional Usha,

Next morning Usha was admitted into Gauhati

Medical College Hospital with unbearable pain and tension

]

in her mind. The attending Doctors recommended Caesarean

and a baby of under weight was born. It was instead of joy of

celebration; the new born become the source of grief and

panic as it was born with multiple deficiencies.

4.B.11: Cases Study II

Sarala Goswami : Sarala Goswami aged 65 reveal to the

investigator a blood freezing account related to her initial
preganancy. Dogma oriented, superstition governed a typical |

Brahmin family paid little attention to her mental and

physical health. Husband duty bound away from home,
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could not attend op her Mother

—in —law, governed by rigid
no id 1; .
rms, paid little attention to hey worries. “When I told to |

My mother in 14y about visiting doctor, she straight way
refused citing her own state in the past. I had to meekly
Succumb to her instruction and stayed away from visiting a #
doctor. T was also denied the required food, not to speak of

nutritious one during the last phase of my pregnancy,
recalled emotional Sarala. T was made to sleep on sack
placed on the kaccha floor. The pain experienced was

s

beyond measure, I requested mother —in-law for my husband

present beside me which she set aside without hesitation. I

was asked to sleep with my arms and legs stretched out. A
local mid-wife Maya Devi Das roped-in with her timely help
at last male baby was born amidst great anxiety-said and
awestruck Sarala.” After delivery her genital was stitched

with big-eyed needle used exclusively for stitching cloth.

4.B. 12 : Cases Study III

Jili Seal : Age- 45. Her story of pregnancy and child
birth is appalling. When interviewed, the investigator
obtained shocking information from her about how she had

to endure pain, neglect, indifference and ridicule ¢* 1 was



VS By

ot My exlstenice, tevealed a

. ©” 1 insisted on the

- - p .
D-law a victim of superstition, set aside

my request and :
q nd told me that having adequate nutritious food

would i
Contribute to the over-weight of the foetus, she had

the icti :
conviction that over-weight baby would not have and

easy release eet
y from the womp. Since in our time there was not

adequate medical staff locally, recalled an emotional Jili.
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Good he .
alth 18 . ‘
a prime Criterion for €very one in the society

which contribyg
©S 10 humap Well-being ang €conomic growth. Healthy

women can copgyi .
ribute to the S0ciety who generate new generation to
the society. s

ty. Nutrition for women would help them to serve as

productive :
members of the Society to develop the consequent health

as well as to provide adequate employment opportunities for women,

which might explore positive impact on the women’s health concerns.

The Government can also improve the health status of women

by strengthen and expanding essential health services as well as by

frequent counseling on safe sex awareness in educational and

nutritional needs and gender based violation.!

[

Usually in the rural areas, when the women are suffering with

major health problems, they will not expose and do not consider their

illness as a disease due to their low status in the family, negligence,

work load, ignorance. Normally during pregnancy certain

physiological changes occur in women. Majority of the women feel
that these changes are minor health problems and are not serious.

They will not seek any medical care. They will try to tolerate it or



female membe i
IS of the t:amlly. Interestingly, they are dependent to the

male memberg of the family tq get them needed medical attention. Her
health is 1itt]e concern for otherg i the family. She endures all
hardships and consequently her health deteriorates. Such is the life of
4 Woman in our society neglected, oppressed, repressed and exploited.

So we can not €Xpect a healthy society where the main force of the

society, i.e. the woman who herself is perpetually sick.
5.1 : Measures for the tplift of women’s health status

The studies have explored that the health status among rural women
is quite grime. But it needs to be revamped to make India a healthy
and wealthy nation. Therefore, in the following section it is tried to
Suggest some measures for the uplift of the present bleak scenario.

The following suggestions would help the women to uplift

themselves.

e First of all, prevailing social attitude regarding fertility should

be corrected. Sex of the child is considered an important thing,



resulting in il] healty An urgent need is to spread

general awarenegg about health and education about pregnancy

and other relateq Problems. This has to be done not only among

Women, but also man. Simple precautions taken at appropriate

time are bound fo yield positive effects regarding poor health

status of women,

Medical care still remains inaccessible for a large section of the
population. Inadequacy of staff medical supplies an equipment
and rush reduce the quality of the existing health services. In
rural areas not even the minimum medical facilities by trained
personnel is available. Distance and inaccessibility have to be
reduced for the iﬁ;provement of women’s health.

The recent activity of various women’s organization has also
exerted some impact on this issue. As a result, rural women are
becoming conscious about their health problems. There have

been demands for more rural health centres, trained nurses,



societies,

Women shq
uld be made aware of their constitutional and legal
rights, ;

T .
he attitude of the husbands and family members should be

changed towards the women. Husband should come forward to

share her burden.

* The Non-Government Organizations have played most

important role in spreading awareness on issues like population
education, Sanitation, nutrition and other health aspects,

]

equitable opportﬁnities in employment.
5.2 : Measures to strengthen Women Empowerment

From the discussion of the above we can understand that for
empowerment of women some basic needs are necessary. Such

necessities are some social, some economic, political and some are

psychological as well. A discussion of the same can be made as

follows:- s



need for cultivating the faith in one self:

“The idea of faith in ourselves is of the greatest help to us. If

faith in ourselves had been move extensively taught and practiced, I

ort 1 iseri e would
am sure a very large portion of the evils and miseries that w

have vanished.”

Though out the story of mankind, if any motive power has beefl

more potent than another one the lives of all great men and women, it
s that of faith in themselves. Born with the consciousness that they
were to be great they come great. Prof, V. C. Kulandaiswamy, Former
Vice-Chancellor, IGNQU, New Delhi, delivered the convocation
address at the Eleventh Convocation of the Avinashilingam Institute

i ed
for Home Science and Higher Education for Women Deem

University, Coimbatore. He said




remove them 2

5.2.2 : Low Morale: Need of Creating Positive Attitude

At present women possess low moral which is a depressing
situation where she does not get a sense of belongingness. We must
develop positive attitude in her by enlightening her about her creative
potential for contributing to the overall development of self, family
and society. Dr. A. S. Desai, Chairperson, University Grand
Commission, delivérec'{ the Convocation address at the annual
convocation on the S. N. D. T. Women’s University, Mumbai. She
said, “While education for women is a necessary condition for social
development, it has to Be accompanied by increasing levels of
awareness With respect to the place of women in a patriarchal society,

the means to change their position and role, as also to assure that



greater social awarenesg,
]
No one, ever i history,

has achieved rights without a struggle.

Women have tg unite across caste, class, ethnicity and religion, if

change has to be brought, Politica] Cmpowerment is now made

possible for women at the local levels through the 73 and 74

Amendments to the Constitution. It has brought a million women
opportunity to participate in decision-making and politics at he
village, block and district levels as also in the urban municipal

s

corporations. Educated women have a major social obligation to
participate in this great experiment, uniquely launched in our country
by reserving one-third of the seats at this level. Expansion of women

education will serve no meaning if women do not participate in policy

and decision making.f”

5:2.3 : Dependence on Men since Childhood: Need Independence
from Early Stages .




5:2.4 : Change of Attitude of Men towards capacity of Women.

Men have built an impression through observation that women

are inferior and they cannot face emerging situation. This attitude has
to be changed through positive examples from our country and

abroad. Pictures of women doing all types of work need to be

screened and shown to both men and women,

Sri K. Anbazhgan, Minister of education, government of
Taminadu, delivered the Convocation address at the eight convocation
of Avinashilingam Institute for Home Science and Higher Education
for Women (Déemed University), he said, “women’s empowerment is
a complex issue having many social ramifications. It cannot be solved
by women alone. Men also should understand the need for women’s
empowerment and support their cause. Women should learn to

articulate their needs and rights in clear terms and work for men,



elpowerment and 5 |jf, with an identity of their own.” (University

News January13, 1997) Untiny women become independent, the

independence of the nation ig meaningless,

5.2.5 : Women Elected“Representatives of PRIS given way to their

men Folk: Need of talking Independent Decisions

Women representatives in PRISs must be trained in the art and

SRR of decision-mak:

in his article, “Gandhj and Empowerment of Women- miles to go”,

Smt. Savita Sing (International Centre of Gandhian Studies and

oats th
Research, Gandhj Samiti and Darshan Samiti, New Delhi), “The 73
and 74"

Constitutiona] Amendments on Panchayati Raj and

Nagarpalika with 33 Percent reservation for women has created

more than ten-percent Seats in Parliament o other bodies of decision-

making. It is hoped that 81 Constitutional Amendment when passed
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will give 33 percent reservation of seats in Parliament and State

Legislatures. This will go 5 long way to have their say. We should be
ashamed of ourselves that after more than half a century of freedom
we have neither been able to clothe our women nor able to provide

them something as basic as secure and adequate number of toilets and

shelter even in the capital city of India.”

3.2.6 : Lack Of Interest and Enthusiasm: Need of Enthusiasm

Women lack interest in PRIs on account of warm attitude to

PRIs by State Governments. To make life worthwhile and fruitful,

they must generate enthusiasm within themselves. A goal and attach
ourselves to the Alter with a spirit of dedication, reverence and love/

Once they have surrendered themselves to it, the idea itself will

provide them with the inspiration and strength. Then nothing can
hinder the process of women’s march towards that goal and the ideal.
The love for the ideal will overcome and vanquish all the hurdles from

the idea, and if it comes to that, life itself will be cast-off with a smile,

a dedication at Alter.

5.2.6 : No Forum to Exchange Ideas: Need for all Women Forum
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&

Elected representatives of three tiers should meet once in three

months. At present electeq representatives rarely meet at one platform

to form opinion upon different activities being carried out at various

levels. There is a need to have a quarterly meeting of all the elected
members to exchange their view points. In this way, there would be

more participate while deliberating on important issues.

5.2.7 : Women MLAs and MPs do not take interest

All taking women problems, need of proper protection and

empowerment but the initiative of the women MLAs in State
Legislatures and women MPs in the Parliament do not take sufficient

; ' en forum
pain for their own cause. In this respect all the major wom

: . - | MLA
and bodies should continuously pressurize the women MPs and MLAs

to do so.

5.2.8 : Even the Wormen themselves do not struggle for their
empowerment

In the changing dimension of power struggle it is now a well

known fact that power has to be acquired. Once acquired it needs to

be exercised, sustained and preserved. Women have to empower

themselves. It is in a multi-dimensional process which about enable

individuals or groups to enable to realize their full identity and power
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1scriminati is well known,
all spheres of life. Discrimination of women is we
in

tf

1o struggle on their own way.
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Annexure

Annexure ¢ |

W

. Name of the t€spondent -

2. Address -

3. Age:

4. Husband Name :

5. Occupation

Age at the time of Marriage

. Age at the time of first child birth ;
8. Number of Children

9. Still Birth ;

10.Place of delivery :

(Reasons for not going to delivery centre)

11.
a. Fear
b. Poverty
¢. More expensive

d. Lack of transport facility



N

- Male members” objections

on availability ot doctor

~ Not applicable

medical supervision

Number of termination of PIEENANCY

4. Diet during Pregnancy

15. Relation with husband

16. Gap of delivery

17. Pre-natal and Post natal care

18. Rest during pregnancy

19. Use of contraceptive

20. Economic condition

21. Anemia

22. Nature of Menstruation

a.

b.

Painful bleeding
Delayed bleeding
Prolonged bleeding
Excessive bleeding
Continuous bleeding

Scanty bleeding

\ ..x\\l\_



g.

122

Inter Menstryg bleeding

23. Problemg associateq Wwith pregnancy

a.

b.

€.

f.

Hyper-tension

Bleeding

Abnormal whjge discharge
Severe Vomiting
Gestational diabetic

Edema in legs & hands

24. Incidence of varioys diseases

a.

b.

Fatigue
Weight loss
Weight gain

Easy brushing
Enlarge gland or lings
Heat or cola intolerance

Chest pain
Headache
Diarrhea

Depression

Others



n. Fatigye Depression
25. Habits of the Respondents

a. Eating Pan, beed;, coffee

26. Type of family
a. Nuclear

b. B. Joint

Signature
PDate :



P
-

=

Rural Women with their Child
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Post-Natal Care-|

Post-Natal Care-il
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Pre-Natal Care
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Baby with her mother
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Nityananda B.P.H.C.
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