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CHAPTER-I

INTRODUCTION AND REVIEW
OF LITERATURE



Prevalence of poverty among majorily of rural women in
‘India Acause high morfality aﬁd morbiditly along with cﬁild
mortaliiy’ and morbidity. The prevalence of sheer hunger,
insanitary environmental conditions are threat tlo the
reproductive health of women. Aparl from these- poor
conditions, the additionaliload of pregnancy, childwbir?h
and child-rearing make women more vuIenerablebto ill—health
and death. Secial and cultural diseriminatien also play a
contributory vrole in the depletion of reproductive health.
Thus thé study on reproductive health of rural women is oane
of the mos& urgent and important problem in the field of
comaunity health. In orﬁer £o achieve Health For All - by
2000- AD a systematic study is required to understand the
dynamics of reproductive health of the women.

Reproductive health according to Jodi L. Jacobson
includes three cempoﬁe;ts—motﬁerhood and v complications
associalted with maternal health issue like pregnancy, child-
birth or unsafe - abortion. Second aspect is the
reproductive tract diseases, infections, chronic pain and
cancer of reproductive organs that can be due to unsafe
sexual activity, poor gynecelogi;af or ochstetlrics practices.
The third component is the use of contraceptives and
complications arise due to it..'1

Fathalla has mentioned ' the reason for giving



importance to the women's health needs as women bearing the

brunt of it. According to him, women face the “health

hazards of pregnancy and child-birth and most of the GSTD's

also have se¢ious>impatt on women than men. Secial and

psychological burden of infertility and its managemenlt 1is

also more on women in most of the societies. In the same

way contraceplive use is three times higher for women 1lhan

men and these methods also carry potential hazards. Thus

all these faclors along with social discrimination against
women pose serious reproductive health problems?

According to the estimate as taken logether illnesses

and death from cemplications of pregnancy, child—birth,

unsafe abortieon, diseases of reproductive traclt, improper

use of conlraceptive top the list of health threats to the
women of reproduclive age worldwide.3 Death and illnesses

from reproductive causes are highesl among poor women

everywhere and women in the developing countries suffer

highest rates of complications from pregnancy, STD's and
reproductive cancers. Mure of these dealhs could be
prevented and treated with strategies and techtnologies well
within reach of even poorest countries. %The present tlrend
is to see the problem not in the approach of maternal and
ehild health which is a narrow range to 'meet reproductive

health needs but it should offer a more {cemprehensive and

{ ,
integrated approach to the current health needs of all in
i
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human reproduction.

Atcording to World Health Organisaton, reproductlive
health is a conditien in which reprodu;tién is accomplished
in a state of physical, mental and social well-being and not
merely as the absence of disease or disorders of the
reproduclive process. It Ffurlher says that it is the
ability of women to regulate .and control fertility in an
integral component of the reproductive health care package.
Thus definition has ignored various secial, cult;ral and
political realities existing in a particular country and its
.impacl on the lives of people living there while indirectly
emphasis is again on fertility control. In this contexlt the
sociél, polit{cal and cultural background of the founlry is
also need to undrisvood.

In India &t the time of independence the health
conditions of the masses was very poor as Lhe resull of
tiund red y;ars of colonial rules. Moreover; there was
extensive exploitation of coeuntry's resources and people.
There was high maternal mertalily an& morbidity. Women at
the vreproductive age were being exposed to tlhe riﬁk of
pregnancy and child-bearing and morbidity due to cholers,
small-pox, malaria and veneral diseases as well as endemic
diseases like Tuberculosis, leprosy, filariasis. Thus
government planned "to jive prioriltly: to this wvulnerable

section of the %ociety through maternmal and child health

'



services6 while the whole question of improving their living

conditions was ignored and moreover services provided was

also inadequate in terms of staff amd infrastructure. These
conditions of scarce services in the field of maternal and
<tild thealth further deteriorated with the starting of

national programmes of family planning, nutrition, diarrohea

contlrol, preventiorn of blindness as these were being pustred
into masses through maternal child health programme. These
were implemented and suggested by international agencies.

This vresulted into the neglect of maternal & child health

(MCH) services at 7% - Lthe expense of these programmes. In

place of this more-and more stress was given to fulfill the
target of family planning programmes without understanding
‘the needs and problems of poor women for the same and it has

made target to the women's womb for the <control of

population. Thus ,- Lhese have negatively affected

reproductive health of women.

The problem relating tb the reproducltive heallh are due
toe the life condiltion and status of women in the society.
In order to un&erstand these major illnesses of reproductive
health one has to address the eiidemiolegical base of these

diseases and problems. Because of the phenomenal

3
¢evelobment of clinical medicine yheserwidér epidemiological

issues were neglected with the development of MCH services

&

whrich weregmostly seeking the. solution through individual

~



patient, Hospital and other institutional based éervices,
through doctors, nurses and paramedics. This MCH services
were_,developed in ;n iéolated manner w{thout giving proper
priority on an integrated "women's health'". Reproductive
health suffers from wider issues like poor status of woemen
within family and societly, exploitative sociadl struclure and
ottier <cultural, social, econoemical amd political faclors
relating to the life condition of a girl or & women in all

sociely.

The stress ts on the study of wvarious factors
influencing the reproductive health of rural women. As
rural women nol only constitute 7974 of tlhe wofmen ' s

population but also play qn imporilaml role in the rural
_economy by bearing the burden of tough household jobs and
diffiicult occupations>outside tiouse to share their families
‘economic burden. They are a}so subjecl to var ious socioj
cultural and politicai disadvanlages. Thus study would focus

on these women and various faclers affectling their

reproductive health.

Growth of Reproductive MHealth
In 1972 WHO initiated  the special  programme of
research develepment and re§earch trarning in the human

veproduction and became Llhe mair instrument of reproductive

health research in United Na@ion-Sygkemw7 While the whole



emphasis of Lhe prqg}amme -was on . fertility regulation
through technological development wh{ie issues of socio—
economic, cultural and political factors have been neglected
and has not been taken into conﬁideratian. , Programﬁer got
support from many developed and developing countries. In
1988, the programme was <co—sponsored by United Nation
Development Programme, the Uniled Natlion's populalien -fund,
the World Bank, WHO and UNFPA. In the bienmial report  on
special ﬁrogramme of research,- developmend and4 research
Lrain{ng in hum;n reproduction in 1990-91, the stress was
again to more contraception introduclion without considering
the needs and groblems of women wilh regard to‘ these and
Lheir secio-economic conditlions, and no suggestions
regarding political changes with this respect. Wh{Ie in a
repdri of an intercounlry workshop of WHO Soulh-East Asia
region of safe motherhooed initiative in 1989 November has
identified various issues’Suggestions weré made lo improve
sotial equity for women, to provide effective materniltly care
for all pregnant women, and also community based maternity

care lo all high risk—pregnant women 1o ensure availability

of family planning services for all couples, and target for

reducing mate*nél’.mortality'by atleast 504 by 2000 AD.8
Further participation of women was stressed. In the
article on women®™s veproductive health : The silent

emergency the vayious #inds of reproductive illnesses and



|

seveéity' of the problem has enumerated . Author has looked
into the causes of reproductivé health problems such as low
status of women, illiteracy, ﬁoverty, malnutrition, lack - of
access to prenata},postn;tal care, safe abortion devites,
contraceptives¢Mdt7ained~A birth—-attendants. The wider
political aspects and its affect en reproductive health e.g.
non—participation of -woemen in policy making and cultural
aspects of influencing reproductive health were described
but wider political aspect was missing. )

Fang and Bang also studied reproductive health problems
of rural wemen in Gadchiroli district of Maharashtra. While
living with people and organizihg camps Porntheir trealment

authors identified the type of gynecological problems' or

diseases lhese women had, identified cyul sign of nulrilional

" deficiency anemia and weakness. Study also pivoted towards

the -&nayailability of health services for tLhese problem to
the rural women so they stress on the training and alsco
given trzining to the traditional birth attendants to deal
withi the gynecological problemsof rural women; women's
shyness im approaching male doctors and lack of government
interest inn providing services in this respect was
djscussed.ﬂo Autlhors have not looked into the 1ife
frocesses of these women and their day to day lives which
khad impact eon tlheir heallh mor they have related 1lhe

problems with wider political aspects.



World Health Organisation, South—easl Asia region has
also conducted a survey of 16 countries lo know the state of
-adolescent reproductive health in 1980. The objectives of -

_the survey was to know the availability of sex—education and

fertilitly related services. Finding confirmed the absence of

such services. ! Regarding Imdia very superficial picture
WARS presented with regard To reproductive health of
adolescenmtl. The lack of sex—educaltion in the counlry was

correlated with prevailing low literacy level. Bul not gone

deep inle the reasons of this low literacy and consider only

cuitural factors responsible for low-education of girls and

also social ‘stigma only as lhe reason for voulh nol using

contraceptive services and they are goiﬂg_ to quacks for

abortion.

s

In 1977 MCH unit of WHO collaborated-with International

»

Plan Parenthood Federation to conduct cross—cultural survey
on the country specific information on the reproductive

health needs of adelescents and informalian, educalieon &

services available to them. 1t was based onm a series of

guides designed to allow flexibility and permil gathering of

opinions based on facltual evidence and 1l was nol the

scientific amalysis. Result of survey was that “the poor
reproductive health services, nom iInclusion of adolescentls

. .
in planning, education and inadegquacy of heallh services.



Adolescent Health :

| Adolescents can be productive member of the soeciely and
responsible adult citizens being recognized_ by WH’C’..13
Previously many global meeltings have been conduclted on
adolescent reprodﬁctive'hfalth,Oﬂ'their pregnancy, abortion,
gantraceptians and. their health needs. Research programme
.in this respect has alsﬂ, started since 1975. WHE" 5.
collaboration with other organisations also designed and
implemented cross—cultural sarvey of different countries - on
adolescent reproductive tealth. Various - intercountry
workshops have beén held.- Meelings Qere alse held related
to the reproductive heallh of adolescgnis in South—easl Asta
region.14 In 1ils report,health infrastructure 1s alse
suggested faor the improvement while actual conditions of
adolescent girls their liviné conditions, availability and
accessibility te the health services has bardly taken 1into
consideraltions. ¥Faclors like social, cultural and. political
influencing the society in which They live and bhow 1t
contribute to their health has not been discussed. Ttiough
lack of informatioen, education en reproductive healtlh of
adolescenls has heen recognised and stregs is given only on

the training -~ and imparting skills inm this field.

Sathe in the article the adoelescent inm India. A stalus
report has described the conditions - of adolescent.

"Accdrding to him im India 60% of the tolal population lis



below 25 years and inadequately provided with opportunitiés
for education and self-employment. Patriarchal systgm
prevalenl among 80% of its>rurél population whére cultural
mores., norms, traditional beliefs influence social and
sexual behaviour and dictates &o's and den'ts. Large no of
adolescent girls do mot experience tThe pleasures amd fears
of adolescent as they threwn silraighl into marrtagf apd
metherhtood. . Im the lack of educalion they could not develop
scientific attitude towards family-life and £ert;IiLy-tS
The focus of the article is on the socio—culturaf factors
like thigh fertilily among the married adolescent due ¢to
social pressure for having atleast two sons and described
Tls heallh implicalions such as anemia, premature and
difficult labour, toxemia,. premature births and high infant
mortality. * Author, pointed towards the <c<hild marriaqge,
problems of abortion by quackg, increasing pre-martial sex
and its psychosocial and sexual repercuSsions i.e. unwanted
pregnancies, teen—age marriage, divorce, veneral diseases,
developmental ,Of gquilt complexes, sexual inadequacies,
hatred towards opposite sex. The reason for increase in
premarital sex 1s given to Lhe 5ndﬂstrializatiom and
urbanization and reasen for not usiné» conlraceplive 1is
attribqted to i1gnorance and lack of know-how. Thus there is

».

total neglect of political amd socio—-economic conditions in
}
relation to the cultural forces affecting the adolescent

-
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reproductive life.

Poor conditions of adolescent girls has been described
by Ranjana, 'Singh and- Dubey 1irm their‘boak growing_ up  in
rural India. Accerding to them adolescent girls in India
have grossly been neglected and conlinue to live wilkoul
recegnition, statas, -education, employment ard social rights-
and opportunities -and have ne participation in decisi;n
making and self—d@velopmfnt. Due to denial of contrel over
theirA own bﬂdges, they often became mere instruments of
reproduction. Education is also high for hboys at different
levels and there is higher drop-outs for girls especially
during adolescent gperiod as in 1981 gi?Is in  ?rimary
education were 54.32%Z falls to 24.32% at phe middle level
and %4.062 atl secondary level. It was Ffurther described
that restrictiqns are imposed on girls soon after gpuberty,
notion of purity, pollution strictly introduced in
connection with menstruation, restriclion on ‘taking hotl
foods. Early marriage in rural areas lead lo stiromng sense
of insecurity springingifrom the fear of abuse and sexual
Hharassment. Il was also pointed out that for each malernal
death There are 56¢57 illnesses related te pregnancy, child-—
birth and puefp?rium for this age group. Infant mortality
is high for mothers under 20, lowest for mothers aged
between 20 to BO@and-vreﬂmanty before 19 to 20 is marked . by

|

ir



a high incidence of pregnancyrwastages through abortion,
still birth and neonatal deaths. It has been said that

girls in rural areas are strongly discriminated against in

terms of access lo food, health, education and nutrition.'®

According to Batliwala im the article Women in Poverty

+ Tire gﬂﬂfgy, fheallh and nutritional symdrome described ltmal
scarcity of resources in the rural areas lead To demand Tfoer

fuman enerqgy in survival related tasks and womem vcontributle

into i1 the grealest share but get a lower share of outputl

i.e. food, and face nutritional deficit. Women also suffers

energy deprivation due to repeated fpregrancies, breast

feedingf high morbidity and intestimal infestation along
with 1the work burden; It has been Further said that nature

and structure of health services is sﬁch that thesg women

have 1less access to health care faciltilies. It furlher
mentioned that these factors affect all ;he posr butl more to
the women of UThis seclion because of their special
biological, social and economic roles. Author defined
women's deprivation at three levels & Social—cultural, the

environmental level including poverly <conditions, service
programme level.

Author suggesled political participaliom of women To

\

foster -these progranwesr17 Thus, study has Llried 1o see thé

impact of various facltors or the women's health. These

12



conditions can be more detrimeﬁtal in case of adolescents.
According to Bhalnagar who reviewed the earlier studies
has described that chFoQic malnutrition through early
childhood and adolescent results in short .statured mothers
with a low prepregnancy weighl and aﬁy ~AUulritional
intervention during pregnancy has a limited role in

dmproving its outceme and There is a calorie gap and further

said that malnourished girls who gel married and preduce

children during adolescenfe have a much’ trigher risk of
18

adverse culcome of pregnancy.

Seminar en problems and needs of rural adolescentl girls
presented'in cenlre for social research has also highlighted

that right from the childhood girls are inducted inlo social

and -~ familial work roles and rarely gel noticed or valued,

denied any conlrol ever their life, body. Pushed into early
marriage and trepeated pregrancy. Poverly stalks all through
Lheir lives they grow 11l equipped 1o be socially

productive, self restrained amrd creative. ThHis has serious
implications on tlheir personality, biological activity,

creative faculties, social productivity, intellectual and

social compelence. Re peated pregnancy, keavy burden of
family work 1lead tlo biologically and secially crippled
individual with lowrself—tmage.qq Ganguli in the article
health problems of rural adolescent girls also described

Ltheir pathetic conditions Aas according to ther they are

13



denied their rightful share of sociely resources such as
food and health:care from ehildhood and 1lack educalion,
employment and political power aﬁq suffer from anemia,
susceptible to respiratory diséases, live in badly
verntilated houses, with high incideqce of T.E., lack of
knowledge about reproductive system, purily, ﬁullution with
ﬁeéard 1o mensturatiom. Aulhor suggested to impartl thfm
non—formal education, trainingg_in income generating
activities, delay 1heir marriages and telling parenls tlo

bl
treat female adolescent on par with males.“o

Apart from lthese Indian studies, WHO/UNICEF paper also
dealt with the health implications of sex discrimination - in
childhood,and prevalenl socio-cultural factors like need of

son, preference of son as economic assel while daughter

) .

considered as drain - en family resources, discriminated

child vrearing practices Iike variationm 1in nutritiomal .
Hrom

status, more cate given to the heys during 1llness girls,
poorer educatioen of girls, child—marriage etc.has Leen
described withoul ils relationship with their socio—economic

conditions and wider aspecls 1like political forces.

Jeffery etl.al. tias also described the poor condilions
of girls since childhood affected by socio-cultural faclors:
but also described this with their socio—economic background’

and Aas a part of overall political order as well as their '

- 14



abailability to the health services. She also described

childhood for females is burdened with work, early marriage

of daughters to save iheﬁfamily name; consideration of women

as burden for family, hard jobs atl inlaws place, Purdah

syctem, wife—-beating and tow she cope up with child bearing
21

in the adverse socig—economic and cultural conditiens.

WhiTle Mukhki in the article problems of adolescent sexualily

upon the need -of counselling for ade}eseeﬁt

has stressed
régafding " their iﬂterpeféﬂﬂal relationships and-
contraception and according to him very few efforls have
been. made to fprovide adolescent an understaﬁding of an

biological, psychological and social aspects of human growth

andv’dewelopment. Again the suggestions have been provided
without actually knowing their Life process.82

Aras in her _article leen—age pregnancy-. -An
epidemiological perspective has described the gproblems of
early child bearing and ils melications on  young womern's
health, secio—economic conditions and its impact an their
children and sociely at large. It described the lack of
supplementary nutfition and iron deficiency anemia <common
amowg Ulhem. According to the author leenage pregnancy can
be reduced through better education and preventive serQice&.

th further said thal leenage pregnancy in India may nol hke a

serious problem as early marriage and early pregnancy are



accepled nerms. Il has demographic implication-bn India as
60% oef girls between 15 to 19 years age are married.
However, -i1 pointed oul that maternal -and child health
services are }udimentary. Maternai death rate is 60%Z higher -
for women whb became-pregnant before 15 years of age while

rate for 15 to 19 years is 134 greater than the _methers in
thedir tWéﬂii££1;P?fiﬂﬂtal.mbftality»is reported & to 8.3%
for taenragffs.zg Thus, the implications of L eenayge
pregnancy has been counted on withoutl loeking inte their

life conditions and its various causes and faclors

influencing them.

Various studies have atlempled to see the adolescent
reproduclive health- by taking into consideratlion . the
different aspecls but very few has tried to see the gproblem

considering its various related issues.
. L3

Problems relating to the Newly Married Women =

Very few studies have been focussed on the reproductive
life of women while few studies have described UThe life et
rural women in a broader perspeclives. According to
Jaffery, the study of productiom process i.e. frewer
acquisition, land acquisition, distribution eof goods should
be comsidered alonyg wilh reproduction. As people’s
livelihood basically depend on the households to whkich they

belong which are socially constituted and have common

16



interests and conflicts, where men, women, young and old

have different rights. Household members are recruitled 1in
two ways — (i) in mig;ationl (ii) birth. In bolh the ;ﬁung
women Have a distinct‘ part from . Lhose of men. Women
generally have to leave their birth place on ma}riage to
Jeoin housefolds where they are wives and daughter—in-laws.
A1l This have serivous implication onm the lives of women. #As

garly marriage 1is denpe Lo save the family from bad name.,
.bride getls Uﬁ;oated Frem»parenlél tiome to the husband*s
home . These ‘marriages are moslly arranged and also
accompanied dowry. Afler marriage her movements, activities
control by her inlaws. 5She has to play submissive role
wggle considering husband as her master. In the 1in—-laws
place also she has to work hard; observer Purdah, thus it is
a #ind of labour migration. Author has further «classified
thgt women's ﬁonditions varies from class to clasé te which
they belong. However, autlhor h%s focussed only at the micro—
level i.e. household polilics while also considering the
impertance of wider socio-pelitical order in which women
live. She a&also described about the poor availability of
ﬁealth services to these women and their inhibition te gel
-tréatment from male staff of PHC's. A women cannot discuss

ter problems relalted to gynecological and pregnancy because

bf:shyness.84

| ‘
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Study done by Singh, Dubey and Ranjanz on problems and

needs of rural adolescent girls has described that level of

awareness of married girls on issues related tlo child birth,
care and family planning and health care is low. They gel
information from friends, sister—in-law. While parenls do
notl acauaint them aboul these matiers. Very few girls were

found. To aware of birth control methﬂd5425 The women bear
the suffering im silence as sex 1s laboo and 1its negative
COﬂSéqnfnﬁes even more. They cannel challenge socially
sanclioned male ﬁr&miscuity-so they learn the damger of seu,
the rigors of child-birth, burden of unwanled fpregnancy,
risk of contraceptives as_pért of their lives. There is
lack of health services in lhis respecl as .power relation,
cpmpetition for limited health resources is unfavourahble for
her. It was ?urtﬁer elaborafed that girls and women
generaily do not have}the prower to delermine whelher, when
and with whom they have ser. Moreover, male promiscuilty
multiple partners and use of commercial sex workers are
responsible for their diseases. They rarely have safewr
sexual practice and the consequences of infeclion in women
1s more- serious. Due to»undérassesgment of this mproblem
Lthere is lack of services for these illnesses a%d WOmen are
dependent upon traditional remedies which further can lead

lo. the infection. Women powerlessness resultled due 1o

complex norms and practice which shape sexua% behaviour,
: £
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-depgndent upon men economicaily-and—social suppo;t for men- -
to fulfill their sexual needs and desires és they wish.
womgn cannot say no to sex or require safe-sex for the fear
of loosing an importéht source of financial support. It is
found. that thre is Iittle'or-nn poiitica} will te allecale

resources for this.puxpose;26

Jacobson iﬁ their article ‘om woemen's refroduclive
frealth, tThe silent emergency>has- rightly described t;e
various factors 1ih£~pﬂlitigal, sncio—economic.éndi talitaral
affecting the women lives. It elaborations thatl women have
no control over witlh whom, when she w{}l engage in sexual
relations and she cannot undergo it without the fear of
infection oy unwanted pregnancy. She cannetl choose when and
how tg regulate her fertility free from .dangerous ovr
unpleasanl side-effects of contraceptives. ©She does not
obtain safe abortion on reguest, informaliom anmd treatment
of reproductive illnessJ-fhe reason bekind it were givemn in
relation.  te each olker as according to Acsaid & Ascadi in
safe-motherhood in Soulh Asia, fertilitly is highly value in
third world especially the birth of son. So average young
women hecame bolh wife and mother well before her 20th
frrthday. Thus, following a pattern of four tee's (i) Too
early (ii1i) too close, (iii) too many and (iv) teco late, as
she continue bea?ing Lili 40's and hardly gel medical care.

Vaginal discharge, discomfort during intercourse, even



chronic pelQit pain is a pért of their lives due lo lack of
education, freedom, distance, costl, lraditional beliefs and
praclices, po&r .relationship between professional and
beneficiaries 1lead to women o live in & «culture of
si'lence.27

Fadmdes et al inm lhe commentary on women”s reproduclive
’Health ' meanrs or end 7 have analysed lhe reason for nPt
taking action _To impreve reproductive heallh problems of
In this respect author described the unfavourable

women ,

Jlobal pelicies towards women and said that maternal death
is a reflection of general status of women in society. Their

boor nutrition, health and education as in childhood and
adolescence lack of attention .g3iven to them and _ Lhe
disregard for their centrgceptives preferences and needs
resulted into wunwanted pregnangy and illeggl abortion.
Aulttior further said that sexual abuse and discrimination 1is
still prevalent and waemen have no cantral uv;r their
sexuality and when she decides to contlrol she suffers from
side—effecls of comlraceplives. If no method 1s ava:lable
or melthod fails she lefl alone to decide and arrange for ULhe
interruption ef pregnancy. Most of the developing countries
consider il as illegal and turn their back on women's health

needs.ggv _ »

According 1o Chatterjee in the reproductive life of
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indian-wOmen, marriage is her only means of supporl and the
sole _jugti?icatjon of her existence wilh its focus on
motherhood and household.duties.zq This was also supported.
by paper presented al the mational workshep or girl—chiid
held at NIPCCD, New Delhi.ao Thus all this literature give
an idea regarding the conditions et &if?icaltie& and newly

married women face. N

Pregnant and Nursing Methers :

Mostl of the studies have taken into consideration of

the antenatal, Prenatal care of the pregnant women, While
vary few studies have been done on Lhe nurcsing molhers. Al
national workshop on girl-child gpaper presented has

highlighted girls discriminated in the field of nutrition
and they are less entitled to health services and govi.
allocation. In this field, emphasize her role as & future
mother and st%&ed giving attention at Prenartal natal and
posinatal stagesﬂ31 Recently safe motherhoed initiative tlo
reduce maternal mortalitly and disparitlies between developed
and developing countries was established in WHO Southeast
Asia region in 19289 to improve malternal heallh and to FOcu%
on all factors thal expose women to health risk during
pregnancy and child-birth. But the slress was on maternal
healtﬁ_ care and family planning in the primary healilh care

setling. Data regarding India has been given as maternal
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mortality is 4.5%Z and IMR is 95 per thousand. Birth
attended by traiqed Dai is 407 and antenatal coverage‘is 40—
45% ;hile futurE»-hope‘for better caoverage as & parl of
national health policy is suggestled thr;ughA expanded PHC
and CHC.32 Which seems le be very unrealistic picluare.
Stress is on improeving maternal and child hkealth services
through trained birth attendants. ‘It has.  been dmsxribgﬁ
that antenatal care is provid?d through PHC, and sub—centre
level. ingluding early detection of Fregnancy and
identification of hkigh risk mothers, 1007 coverage of
pregnant  women for immunization and iron and nutrition
supplementation admired. Postnatal care include daily check
ups of molthers for 7 days following delivery,' encouraging
breast feeding, edutating mothers on various aspeclts of
hygiene, _diet and family-planning. Il has been further
identified im one of mee;ings on regrodacltive health of
adelescenls im South-east Asian countries tThal adolescent
undergeing child bearing notl able to lake responsibilities
of vrearing their children, it can lead 1o doin tUlheir
families into the poverty cycle anmd contribute to the rapid
population growth_33 While the reasons of their condiliens
has nol looked into. A'study on rural mothers is suggested
regarding withh lthe wvarious events and consequences of

teenage marriage in rural areas while overlooking the

aspects contributing or related to it.

s
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Reproductive Tract Infections ¢
Reproducfivé tract infection 1is the _componeht of
women®s reproductive health. So,- it is essential to know the

various aspect of this groblems being studied so far.  Bang

et. al. in tTheir study of Gadchireli districl reported.

Regarding prvalence of gymecelogical diseases, It was
found that 924 eof women in_ village hkad one or- more
gynecological or sexual diseases. Amen.g 'them .'aie
virginitlies, cervictis, vertical » erosion, pelvic
inflammaltory diseases and dysmenorrohea. Wilh this there
was P14 anemix. 584 vitlamin A deficiéﬁcy 46% unmarried girils
have premarital sexual expe;iences reported. While oniy 7 .8%
women had ever received gynecological care. Unwanted
pregnancies .and forcing. women for unsafs abortion found to
be common., Further 11 was found that use o# Intrauterine
devices lead 1o gynae gproblems such as menstrual hisorders,
vaginal infections, "and cervical diseases and the
introduction of IUD or tubelemy further aggravale lhe pre-
existing gynae problems. Para—medical in the village cannot
deal with these prolflems. Authors poinlted out the pathetltic
conditions of women wilh no or very less services availaﬁlé
for dealing witlh these probiems.?4 '

Recently, campaiagn 1is there to prevent HIV and AIDé

transmission and tend to emphasize women as potent&ai

¢



transmitter of the disease.35 Faundes et al recognised this
Lrend and described thal women suffer more from STD than
men, but there is no consideration for their problems in
govtl. p?ogrammeﬁ;Bb According &o WHB, three quarter of

maternal deaths attribute of five direct causes one of these

sepsis (infection) which is li¥e threateming, systemic

is

infection arise from dirty nails or hands of Birth

attendanls, long labour, ruptured membranes., caesarean
37 0ss

secltion, abartion, retained placenta. _In 1977 a cr
cultural survey designed and implementled to provide <country

specific informatiom reproductive héalth needs by WHO in

collaboration with International plan parenthood federatlion.

It was found through the survey that sexually transmitted

disease are rising among women &nd Lhere is shortage of

educational fhhealth services for them.38 Thus, the survey

has identlified these gproblems for adolescent but wvery

superficially in the absence of assessment of their actual

living conditione and other forces affecting lheir health,

Mueller et al further stressed that both bacterial and
viral infecltiens remain méjor healtlh problems in developing
countries bul women accept vaginal discéarg@r discomfort
during intercourse, even chronic pelvic pain as a partl of

their lives which Author described as a culture of silence.

These infections rife with stigmas, tabo?s and 1hreat of
3

5
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social ostracism due tb low selféesieem,illiteracy and. fear
‘of violence or rejection by their partners preveﬁt millions
of women  from reporting or discussing any‘ _symptoms.
Moreover, infertiliiy and chronic iéfeftions prevent ~ women
Froﬁ sustaining pregnancies and bearing healthy children.
Regarding the severily of thte problem il has been said ihat
deepening coencern ié there about population growlh and
emphasize"is en fertilitly control than health estimates
based on rising inciaence of unsafe abortien, +eproduclive.
tract infection and AIDS and growing ‘needs for‘ family
pianning. It has been said that by the year 2000,
reprodgctive causes will kill atlleast 2 million women each

year.gq Thus, the artlicle has defined the utrgency of

attention for the problems.
Family Planning Measures ¢
3

Sathyamala in & background paper gave the argumenl that
generally the side of conlraceplives and sterilization 14
taken by saying thal morialitly due lo Lthese is very low as
compared to maternal mortalitly due te pregnancy and child-
birth and ratient should be sterilized in order to prevent
from this risk. Author siressed that child-bearing can be
risk for women belonging to poor socico—economic conditions
and already having high ovérall mortalitly ratles and through

»

Lthe use of contraceplive reduce the possibility of pregnancy



felaied deaths, but the quantum of morbidity it produce is
too high to justify its wider use in,developiné couhtries;
as 1t adds to the maternal mortality. Author ?urihgr
described tﬁe_ morbidily ioadA due to contréception as
calculaied— in 1980-81. Morbiditly due to Intra Uteriwe
devices are bleeding, pain and infertility sponlaneous
aborlion, perforation of wuterus, pelvic inflammatory
diseases and eclopic pregnancies. While tubectomy cause
fost-operalive menorrahagia and pelvic infeclions, morbidity
due to oeral-pills based oen data.- available froﬁ. other
;gduntries are-stlroke, hypertension, kidney infection, heart
ayiack, Rheumatic heart diseases etc. and an added probiem.
is that‘ the morbidily and mortal}ty not only confine to
women bul can also extend to -their progeny.40

These show the prevélent trend with respect to the

,

family plamning services. The socio—cultural aspect as
pointed by Jdeffery at al “that onmen sometimes need
contraceplives but 11 1s mol in their hand as it is decided
Iy 1lheir husbands and it is their opinion which has 1o be
taken into c&hsideration so they cannogl take—unilateral
action to limit their family size andigenerally cemply wilh
the wishes of hustand. While women stéying wilh parenls can
insert IUD or got“abortion and ;lso women living in nuclear

families. +tiave more control over the%r ~fertility. Author

also mentioned the wuse of traditioﬂal medicine for the
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fertility control and gap belween children. Author further
described the ANM's role in making the women lo wundergo
sterilizétion and lack of follow u%,b& them, It was also
mentioned that males Jgenerally stressed tlheir wives to

underqgo sterilization as they have te do hard work. Il was

reported that women suffers lots of health problems afte+

sterilization. Abortion facilities are inadequate and women

generally do nol undergo operations and thus they have to

bear_ child and alse mentioned‘the lack of heallh services.

It was further mentioned lhat use of modern technigues are

very less and women are anxious of tUlheir side—eFFect5,41“

The family planning programme has hbeen so much stressed by
the government that it is reaching even to remotest tribal

and |, rural block of Andhra Pradesh & reported by

: , . . 42
Ramalingaswami and women are aware of this.

Study done by EBang and et al pointed towards the need
for good and safe family planming measure for women and also
mentioned this as & gevernment failure of planning and

service in this respect.43

Studies whfch.have tried to explore the actual field
conditions are as such @ a study done by HRanerji on the
aspecls of socio-cultural status and socio-cultural change
émong women in ;ural India. In & paper presented at the

!

national- conference on women's studies he described Ulhe
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class issues wilh respect to health of women. Priviledge

class has better 1living conditions so their women as

combargd to underprivileged masses. Rich class has moulded

the health servyice acco}dingAto their needs and problems.
Hunger, poor sanitation and h&usfng, contaminating source of
drinking water, dnfestations by insectis and parasiles, lack

of protection from various elements of nature, Foor

educational status, limited access lo mass media bave major

consequences and Tead to high under and malnutrition ameng

underprivileged class and cause high maternal and chkild
mortatity and morbidity among underprivliedge. Author also

peinted towards the alienatien of heallh workers from the

actual proplems of the people due to their training and

belongingness to middle class. Further described the 1lower

status of ANM, nurseg and exploitation of womén-workers by
:

men employers. Bul in article on socio—cultural change

aultor péﬁnted lowards a pocitlive change among conditions

and more women beneficiaries are benefilling thirough

adoplting MCH praclices was FEﬂﬁYt&d‘44

Ramalingaswami 1in her study in the six villages of
tribal block of Paderu and six wvillages of rural bleck of
-Sabbarvaram ef Vishakhapatnam district of Andhrapradegh
included 375 tribal & 285 rural womemn in the age groug 15 to

45 yrs. women interviewed from each household to know their
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awareness regarding primary health centres, MCH services
given by ANM, and their utilization. Findings were that
people 1living in remote area; were aware of developmental
and health prograﬁmes even though these are nat.;eaching to
them. The proeagramme like Family Planning and malaria were
reaching to them, bul the accessibilily of MCH serQices was

peor to them. ¥

Irn® the. beok labour pains and labour power women and
child bHearing in India Patricia el &l have focussed towards
the urgency to loek at the maternal deaths occurring in

!/

India which constitute 1/3rd of the world population\bﬁt 1/2
of the world's maternal deaths. These occur more in norlh.

S0 the study in the Bijnor district in western U.P. has been

done to look inte the process with its - soéial, economic,
political and cultural, and health services asﬁects. Stie has
Jiveén the case sltudies of & pregnant women being deliveredf
Heowever, she has nol much described aboutl the availabilily
of hexlth servictes during antenatal period. While
description about post—-netal period is there. GShe described
that being pregnant is a matter of shame for rural womeﬁ and
she rarely mention about it amd work hard till tie last day
tof delivery and do not get much rest or food from husband or
iﬂlaws .during pregnancy. Most of the births “attended be

dais and delivery takes place at home. In case of



obstructed labour it is very difficult and unaffordable for

poor family to take the women to the nearby civil heospital

where heallh staff is non-considerate to théir illness. She

also elaborately describe the- traditions and practices
related to delivery and pregnancy. HAuthor also reported

death of motter or still birth coemmon among them14ﬂ

Study done by Jésudasnn, Chatteriee, on

Interrelationship of health indices of woemen im 1lwo rural

community in 1two communily develepment tlecks eof Madhya

Pradesh, Specially to see the influence of seiecled socio—

economic and demographic variables on pregnancy, nutritional
status and horbidity, A sample of 479 rural wemen in tLhe
age group 15-45 ytrs were selected to examine
interrelationship amonértheir pregnancy behaviour,‘nutrition
status and morhbidily experience. Findings were that fﬁere

is vitamin deficiency, iron and poor nutritional status

aMmoNg women increasing with their &€ . NMutritional

deficiency increase wilh increase in parity, the knowledge

of conceplion was low, pregnancy afler Lhree years was lhe

norm, there was impact of no.of wastages eon pregnancy.

More, the wastage more is the no. of pregnancies. It was

found -higher socio—economic status has lower nulritional

deficiency;47

Chatterjee, in the aftitle reproductive life of Indian
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women has given the reason for high fertility. According to

the author the concentration of the burden of child-Lbearing

‘on the most youth part of thei}Alife_BO io 34 years is due
to (i) tThe utility of child as & cpntribut?on to family
income, as & source of security in old &age; due to
prevalence of . child labour amd lack of social security,
children are regarded as reserve ficol of cheap man—power and
source of help in domestic work this lead to neglect -oF
their edufationy while the cost of theirvbringfng>up is low
Awith-less prenatal care, thus high fertility cause high rate
“ malnutrition and

di-s_cusse-d.48

of malernal morbiditly leading to protein
other complications due to high fertility were

According to Jacobson tlhrough out 1tte  third world,

reproductive risks are excessive because of the low status

" of women perpetuated through cultural and legal traditions

and it keeps birth rates high and places of health services

ocutl of reach. According to him the root cause of poor

health are low status of women, illiteracy, poverty,

malnutrition, lack of access to prenatal, postnatal care,

safe abortion devices, contraceptives and trained birth

attendanté arntd their complications of pregnancy, child birth

and unsafe ~abortion. It was further described that fooad
taboos rélating to the diet of pregnant mothers lead to
of anemia among mothers. Poor nutrition often

prevalence

Worsen laﬁer in women's life because of heavy workload, loss
$
b
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of 1iron store through menstruation and demand of child

bearing lead to increase disposition to illness, low weight

‘"and ~ stunted physical and mental devglopment and physical
immaturity due teo. stunted growilh leads to higher rates of

frequency related problems. Women never receive medical

care as lack of effective basic maternal health care system

too few traimed birth attendants,

-

identify or handle complications and

—~ 1s too far from home,

too poorly equipped to

too deficient in qualily of care. Prenatal «are which

include preventing complications from obstructed Tabour,
toxemia and infection, nutlrition education and birth by

trained attendants women are hardly able 1o make use of this

which theoretically accessible to them.49>

According to Gulhati, in Indié there is an inadequacy
of health services as reflected in the moertality rates of
young women aged 15-19 years and 20-24 years, which is 5S0%
and 80X higher thanm males of same age respectively. Aulhor

further said that prevalence of malnutrition and slrenucus

work performance enhance the heallh risks during pregnancy

and childrbirth.?® Thus article has further pointed towards

the inadéqua&y of health services. Germain in the arlicle

new partlnership in reproduclive health care also tried 1o

see the women's reproductive health problem in a wider
;o

perspecti%en According te him as global economic <crisis,

f
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requirement fof developing cogntries to cope with mounting
debts through structural adjustment and to macro—economic
. policies have led tbird world countries to cul their health
budget as wmuch as 50% and women"'s ;eproductive heallh is
gemerally qgiven low priority in naiional bﬁdget. Author
further séid that in many countries, socio—cultural and
behaviauk patierns within household and cemmunity compound
by problems of reseurces scarcily and prevent wemen from
exercising their right to reproductive health and digrity.
Critical' problems women facing are high level of maternal
morbidity and mortality, death from 1illegal abortions,
reproductive ltract infecliens, infertility and lagk of safe
and acceptable methods of COnpr&CEptiOﬁ.51

John in article cultural dimensions of maothers
cantributioen te child survival has stressed that reason for
high child mortality are high birth order inadequate spacing
between births and Uhe number of children already im the
familvy. Authof suggecsted thal in a culture where women is
told thalt it is normal 1o lose a child so they prepare for
that.SE Heré author has nol gone inlo the reasnn‘ for thigh
fertility; bul focussed only on cultural factors related to
motfer whic% affectl child care. In the same way Prasad has
analysed socio-cultural aspects including habits, taboos

related tb réproductive health of women.53

|
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Arasihas pointed out the Yrack of nﬁtritional supplemenf
to the pregnant mothers and according to her the pergonal
impact of pregnancy on the leenagers can be reduced throggh
better maternity, abortion and social services. Qccording to
the statistics given only 40-50% of 'prégnant women get
anatenatal case, less than 15% delivered by trained birth

and only 204 receive telanus tToxoid. 3% are
‘ 54

attendants

covered by nutritional supplements of Ironm and folic acid.

Ghosthh in the article chaileﬂgeé and opﬁﬁrtunitres
maternily amd «child care has pointed out that high cruade
birth rale also associated witlh the highest rates of infant
mortality with lowest level of educatioﬁ and endemic
poverty. As poor are nol sure of the survival of their
children and cause one of the.reason of high Fertility'ahong

them.ss According to Key, Woemen receive inadequate health
care -and wmore exposed to illness. amd spend many vyears of

their 1lives in pregrancy and lactation, receive inadegquate
diet which put further strain on their healtlh and tlhey have

less access tao health care.56

Various studies have been conducted on the reproductive
haaibh'af'women or on its related aspects. Inequalities in
fregnancy oulcome as study done by Rutter and Quine, in
whigh it was found tht post neonatal mortality was related

to social <ctlass. WOmenfwho work outside iheir’ homes and
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also have small children face more problems, stress anxiely

and unfavourable life — evenls which have impact oen tlheir

reproductive health e.g. during pregnaﬁcyt child-birth and
also onm the neonatal infant. Thus, this‘shows,the _negativé

impact of working of poor women on their reproductive

tealth.2’ On the other hand, John studied the cultural

dimensions of wmothers contribution Lo child survival® as

presented at the ford foundation workshop. He accused the
belief of mothers regarding their contrel om their own
health and child's health as affected child survival. He

stressed upon the locus of control of women without

considering their socio—economic conditions incluencing

their belief. Aleng with this he studied their food habits

and practices.s8 On the same line, Cleland et al on the

basis of survey data of developing countries, studied

impact of malternal education on child survival. Authors

tried to adjust the impacl of socio—econamic conditions and

suggested only mother's education for reducing infant

mortrali'ty.ﬁ9

Poerksen and Petti in the study of employment and low
birth weight in black women reviewed the earlier studies on

tthe impact of work on pregnancy. Aulhors studied - the
pregrancy outcome of the women involved in various

i
¢

occupalions. IF was found thalt women working long hours in_
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a stressful occupatinﬁ will have little impact an- bBirth
weight of child. While studies own result have shown low
birth weight among women working on low—paid jobs as
compared Lo highly paid working—women.bo‘ Thus, authors only
stressed upon employment affect on the pregnancy out come
while ignoring the other aspecls related to employment i.e.
so0cio—ecenomic, cultural and political which also determine

the type and nature of job a woman performs.

Research on- the wider socio-pelitlical aspecls éﬁf@cfing
societ; is - done by Chattopadhyay in the study of eastern
JIndia i.e. Bihar, Wesl Rengal and Orissa by adopting system
approach. The topic of study was the interface belween the
socio;ecanomic‘status and the heallh and nutritional _ status
of women and preschool children of the rural and urban poor
in easltern India. According e study ecological and
physiogrphic sub-systems are stable and thus arised A
specific c;nfiguration of food system. Infarmatiﬁn based on
ecological sub-system is input 1nto socio-economit sub-—
system and generales & struclure of production and social
forces exercise different degree of’ control over
distribution of food with differenl degree of control over
access to food agd lead to food insecurily among SC,8T and
landless labourets, which inturn became information input
Vfor‘ nutritional ! and health sub-systlem. Project also

identified the iﬂportanre of multifactbr analysis including
i
b
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accessibilily to health services, health culture and haﬁiis,
community habits and tabqos, practices of prenatal and
postnatal_ case. Gﬁalitative data was coilefted through
survey at the-microlevel_comprisihg of four rural districts
and two urban areas in each of threée states. It also
invelved the diagnostic study of diseases profiles and
access to health care delivery system and also reported 1the
findings back to the communiltly through audio-visual means.
Data was collected with»th?~help»of team e§ professionals
and subjeclted te mulltivariate ana'lys.is.'-é'1

Study done by Wildschut et &l on predicltors of foetal
and neonalal morltality in Cu}acao in Netherlands with the
help of mﬁltivafiate anaiysis. Three faclors were invo&véd
Socio—economic; Socio—demographic and medico—obstetricsz S
risk factors i.e. gestational age, birlh weight, sex foetal
presentation and <tongenital anomalies were idemtified as
63

responsible for foelal and neonatal mortality but these

were nol understood 1in associalion wilh secial class ,
marital status, maternal age and parily. Meelting at
Italy on reproductive tract infections in the third world
women in May., 1991 has identified the reason of high rate of
reproductive tract infections due to male promiscdaity and

lack of proper health services. However, related faclors

like sexualily and gender discrimination, economic



inequality- and poverty and ~politi“vcall-forces has been
discussed along witlh réproductive tract in-f‘ections.64
~ Moreover, the concerned for the problems was more as Lhe
threat to the family planning objectlives and'_burden on

health _safvices due to increase rale of reproductive tract

infections.

Another study conducted by Guple et al in Maharashtra

repOVted the cultural practices regarding mensliruation age
&t marriége, pregnancy (food t;bﬁﬂﬁ during p?@gméﬂcyo, no.of
abortion, Anatantal care received, age al delivery, place of
delivery,l obstructed 1labour and wpooer access to hgalth
services. Further, cost of delivery, post—partum ﬁroblem,65
but &all these pracltices have notl been seen in relation to
the different socio—economic cdnditiong. Use of
contfaception' and after effects of sterilization was
,
reported. Study also described the knowledge and awareness
of 'péople regarding health worker's role. However, use of
primary health centre and village RMP's has been seen in
relation to Socie-Economic Status of the people. Study
revealed thalt women's control over her own Seuua}ity
#ertility as well as on the major -decisions regarding
upbringing of her own childven is low. Inadequale stocks of
medicines at PHC, lethargic healih workers, gerrnment
healthA services are invariably linked with famiiy flanning

programme were reported. Study stressed upon the need of
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political consciousness among women and demand for community -
_kitlchen, C€rechs and government should bear the expendilure
to question all norms, institutions, concept -~of sexual

division of wo}#. |
Sahy in his study on Oraons and their health culture in

seleclted six differentl socio-economic settings tried lo see

-

the tealth culture of these Oraons tiving in different kinds
of situations and with different access to hea{th
inslitutions. For the remote village aulhor described "witlch
doctor, village priest and d%i as fealth institutions, RMPs,
healer for snake bile and other institutiomns situtated at

the remote areas. Praclices concerning pregnancy, child

birth and indepth data on specific delivery cases was

s

reported. Deliveries of the child at work place amon poor
women w;s‘alsq reporlted while well-off sections reported of
getting rest and food during pregnancy. Heallh petrsonnel
were described as mainly putiing emphasize on family
planming and conduct deliveries of rich and noen—tribkal
women. The condilions of poor, living in the subcenlre and
PHC wvillages wés also reported tlo pe bad, being wage
earners, they <could not afford to go io ttre PHC and take
treatmenf from ANM and those who went: thetre turded back
eilter by presqription or useless medicines. Further, vpos&

delivery complications “foumd to be ;esg among well—-off -

sections. More frequenl abortion, stili—birth lack of ante-
i
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ne£a1 care reported among nolt-so-rich, poor women. Dféons
women in slums was found nolt to practice that traditions as
that of viliagé meen_but due to poverty, the§ aiso have to
dépend on dai.

Oraons women living in the re-settlemeni coelonies and
industrial tewnship had mere availability and accessabilily

to ide health services but pooer women living there have tle

-

rely on the services of medical aid centre, RMP and in case
of nol getting-treatmEﬂﬂ-and relief then to th; traditional
healers. Thus, the life process of the Oraons is different
in different setlings and so there health seeking behaviour

according to their secioc-economic conditions, avsilabilitly

of heallh services to them.

It 1is alsd essential to review the different Factqr;_'
influencing the reproductive health of the women after
examining the various studies conducted on various stages of
reproductive period. Thesg various factors a&te socio-
cultural, Socia—ecengmic, political factors elc.

~

Socio—Cultural Factors :

These play am important Folf in influemcing the
réproductive health of rural women. It includes the way of
Iife, their traditiomal practices, tabeoos, beliefs and

various aspects of reproduction. PRut these cultural factors
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cannct-be studied in the vacuum of other faclors iike socio-
economic, fpolitical as all these are interrelated to each
other and carmot be isolated. Jeffery el al in their study
of women and child bearing in the Bijnor districtl in ;estern
UWtlar Pradesh in lﬁdia supported data with case studies
described that. the _poor socio—economic conditiens and
nevalive cultural faclors affects and form the background of
child bearing and birth among poor rural women and thal too
lead teo the poor accessibility and availabilily of merely

existlimg healtlh services to them.

Study has focussed mainly on the cullural aspects 1like
non—egalitarian nature of society in which women is

dependent on hen and do nol have an aécess_ toe productlive

This lead to their vulnerabilily, insecurity and

resourcés.
lower stath; tﬁeir childhood is generally spend doing
child-care, scour dishes; take food to the household members
in the fields, clear up cow dung with Qery few opportunities
for education, early marriage with tfe onsetl on puberly 1%
on lheir way in order to same the family +frem bad name.
This include the burden of work, observance of shame, lack
of comtrol on Lheir_own sexuality, feriili%y' and poor
accessibility of hea};h services. Autho; desfribe that
these women are ngt even allow to visit Lhéir kin without
permission, they have ﬁo say in lhe mattey ‘of  number .oF

children they wanl, moreover, ioca1<éefinition of pregnancy
3
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is a condition not normally needing medical care. Unless a

pregnant women is seriously incapiciated, she keeps on
working hard ‘and serving her family and do not tell her

problems as it is shameful to discuss the matters concerned

to reproduction. Se cultural factors denied women's
existence: as a person with independence assertiveness

moreover they live very marginal lives in rural areas and

this negatively influence their reproducltive health.bb’ The

fact is furilker supperted by the paper presenled by Dube.
In which she has described the concept of considering women

as field or ground for fertlilily and men as cultivator which

-provides satisfaclion fer patterns of behaviour belief and

institulionalizatiom of relationshfps whick favours male

domination "and unrecognized women's contribution in social

reprﬂductfon.67 R

Jones in his article on hew daughter™s suffer also

enumerate the health implications of wvarious socio—cultural

factors observed im the majorily of cullures. He furlher

described that need of son, preference of son as economic

asset- while daughters consider as & draimn on family

resources, discriminated child rearing praclices like

variation in mnutritional status, care given to the boys

4

during illness more than girls, poorer education of girls,

v

".child marriage etc. are all prevalent practices unfaQourabge

f
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for the reproduélive ﬁealfﬁ of women.68 However, author has
not taken into consideration the political, socio—-economic
factors affecting their heaIth, Paper preéented at the
national workshop on girl child organised by -NIPCbD from
27th to 29%th Dec. 1987’319ﬂ4highli§htgd the discrimimation
against girls in the field of nutritien and health and tlhey
are less entitled to heallh services government allocation
of sefrvices emphasize on her future role of mother while mo
atteht;on is paid towards her health és a right for human-—
heingibg

%

Jacobson in his article women's reproductive heallh has
‘mentioned the culture of silence among women due to which
they accept all the problems related to reproductive health

silence - in the fear of rejection from their husbands.

in

This further complicate their reach for treatment. Author
. 1

also pointed towards tUthe food ttaboos prevalent in the

culture related to ihe diel of pregnant mothers, which lead

toe the poor nutritional caondition in later years.7o Stoba
tias also suggested that womem <should fight against
71

oppression within and outside their'households.

" Banerji im  their study of 19 villages from efg&t
states reportede that early marriage, prevalence of Pardah,
polygamy and a woman without childrem become a speciél

. 0 . . . - . . . ¥
.victim of oppression, restricltion on remarriage of widow.
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The reason for this discrimination has been found in the
biological characteristics of women anmrd thus cause an unjust

order. The problem has become more complicated in the

aoaverall extensive- economic, social and cultural exploitation

of one group of human beings by another. Poverly condilions
inturns generate social and cultural tensions which have

islegical consequences.

By

There is need to understand the culture of tThe women
with their backgreund of -sacio—-economic and political
forces. Healtth culture relate to reproduclive health

including tradition, beliefs and praclices prevailing. among

different strata of women at the time of menarche,

conception, pregnancy, child—~-birth, menopause; Along with

this there is need lto study their own system of medicare for

the treatment and prevention of illnees. ,
Socio—economic Faclers =
Socio—economic conditions directly or indirectly

affecets the reproductive health of wemen. Though socio~
economic conditiens are very importanl still tkere is need

to see lhese in relation to cultural and political facters
which bear an impacl on weomen's reproductive heallh. The
childhood spend in the poverty and under negative " cultural

forces lead to the poor physical, social and “psychological

development ' of women which further affects their health



during reprbductive age. They are weak, anemic aﬂd according
to Jegudason. and Chatterji in their study of

intérrelationship -of health indices of women in two rural

communRity the morbidity among pootr women is high along-. with
peor nutritional tﬂndition5.73‘ According to Jacobson- women
living in poverty have lack of access to prenatal, postnatal

rare, safe aborlion device, contraceptives amd trained birth

attendants. As they cannol bear time and coest of scarce
realth services, and also due to lack of education, freedom,
digﬁance and traditienal beliefs and 'pﬁactice&, poor
relatienship between p(ofessional and beneficiaries, among
some worst—economic condiiionS'may lead to prostitulion and
thus cause various gynecological problems aﬁd complications

to their health.’?

Rutter and Lynguine in their study of inequalities in

r

pregnancy outcome has described the impacl of social class

an mortality and women®s reproductive health. He stated

that gpost neo-natal mortality is high in EBritain's lower

social class, workimg women have low birth weight, pre—term

babies as they face more fregquenl slress, anxiely, life—

events and have lower self-esteem. Life stresses predictls
gestational difficulty while emotional dJdisequlibrium is

associated with complications of infant's health (Norbeck

b

J.8. & Tilden V.P.). According to the author, women living
}

in p@vekty musl have negative feelings duq to their Fpoor

'
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conditions and thus poor-cagnitive conditions i.e. knowledge
belief of a woman regarding how vulnerable she is 1o the
complicatioqs, seberity of giseases and how she weighs the
benefits and cost of taking action.’> )

Study done by Jeffery et al also described the poor
reproductive health of rural women who cannot avail vhealth
services due to poverly and whose li?e-hasino impe{tante at
L££ crucial period of delivery due to lack of money ;nd
negatiQe cultural factors. They wundergo all -pathetic
conditions due to povertly and also not able to get attention
of health pfofession—als.76 Poor secio—economic conditions
Aalso indirectly affects women's reproductive health. In
order teo ensure the survival of children, they have to beér
many children. While child mortality is high among tﬁem and
immunization services are also least availéble to them as
predicted by Bhardwaj, Singh and Singh in the study of
sociv—econemic faclors affecling child—imm&nization:in rural
areas of Vafnasi.77 According te Chatteriee i1his need of
more children lead to high fertility among women and affectl
their health advers.e.ly.78 S5tudy done by Poerksen et a1 on
émployment and low birth weight in black women has indicated
that women invoived in lTabour and low paid jobs has high

risk of low birth weight or fqreterm babies than those

b

invoelved in high paid jobs.79
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Education @
Education also play an important rele in influencing

the reproductive  life of rural women according to Sarma

“.education can conteract the foundation of deep inequality
built im our society. But female literacy is only 32.14 as
compared to 52.63% male literacy (according to 1981 census)

and female dropouts are -alse more thamn males. This

contributed due to burdem of household on women, care of
- siblings moreover cultlural subordimation discourage their

E&ucation.ao ' Banerjee also confirmed the poor literacy of

women in rural India.a1 Study by Jacobson pointed out that
TYack- of education is due to poor socie—economic conditions
and which inturn <can be responsible for wnsafe sexual

activity, poor gynecological and obstetrics practices due to

lack of knowledge and awareness regardiﬁg appropriate

measures. 8z

-

Education among Jirls prevent them for various

pregnancy related risks,as they reproduce at the low risk

&ge due to postponement of the marriage, and have early

cessalion of child-bearing. While illiterate women

'

experienced early marriage and thus Thave all the
complications related to p}egnancyfand child-birth. Early

marriage alse affects 'their own growth and development

adversely; These women;may experience high parity which
[ :

dinturn badly affects t@eir overall health and may cause

i
§
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morbidity. Study done by Cleland and Ginnekern on the
maternal education and child-survival in the developing
countries has des;riﬁedﬂlhe inverse relationshipr bétween
educatinnx and mortality. It was ,mentione& that. educated
women can make use of preventive healthAserviceé and have

better knowledge of health requirements, have willingness to

make use of govi. health servictes, and have greater decision

making regarding their own thealth. Findings thave also
supported thét‘ uneducatled and-poor women oflew receive
little consideration from officials including tealth
services. In this article stress has been given lo provide
educatlion te the women for improving their own and
children's health.®® uWhile this study has identified the
impact of sqcio~ecoqomic-conditioﬁs witht education still thé

recommendations were made only to provide education.

Political factors

Palitical faclors play an important role in deciding
and influencing the conditions of a various members of the
socielty. Political forces within and outside the household
are very important in affecting the reproductive health of
rpfal wonien. Conditions of powerlessness due to cultural
faclors as well as political facters inside the household
dictales female subordination and inaccess to productive

resources and make her dependent on males as being reported



by Patrica-in her study.84 wheréas in thé»COnstitution and
through various provisions éovernment has stressed upon the
equality of sexes and also provide reservation for them in
PanEhayat in rufal_ areas to make thém participate in
decision -ma%ing process related to Lheir heallh and wider
social aspecls. Bul in reality class and caste issue affect
their participaltion.

Women's reproductive health alse affected by the policy
&ecisions; According. to Bane*je; privileged ctaﬁs_ influence
decision in their benefil and affect policy regarding wages
and health services: As a resull health services are _not
responsive to their needs.as As reporited by Fang et al.
According to them reproductive healtf needs of women are not
met through government health services. As policy makers and
health planners have nol understood lhese nééds and stressed
only on maternal and child health. So women have to suffer
from ihese problems.86 According 1o Maithreyi women's
related issues are showhow misétng ;n the Indian census.
These is lack of accurate and reliable data on their health,
nutrition, education, fertility, migration crimes and worlk:
participation which reflects their subordination and
underevaluation of their conlribution in the sociely. This
also lead tq the lack of policy for them. |

Political decisions related to the medical educafion_

and health services are unfavorable towards them as tlhese
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are oriented -towards needs Again &as pointed by Mailhreyi
women'®s health an# well being.are compromised or aclively
harmed by high technological solutions. Pbpulatibﬁ control
policies imposed by many, white supe}mist goveraments. Drug

companies are driving and determining the status and well-

being of women in collaboration witlh the state or global

power., All this has negatively affected women's -health as

decisions has been taken withoul studying or realizing lheir
needs or pfoblemsq87

Noeleen in article gender, economic growth and povertly
has stvyessed upon the need of developing gender sensilive

flanning in the Asian region, going deep into each of. the

major sectors of agriculture, health, education, 1ndustiry

and to ask what is perspective of poor women in each.
Realities of these women's lives and their friorities must

be considered when planning and implementing development

-

programmes.a8

Experimentls are being done Lo empower wemen through

self-employment, or by making their asscociation or Lheir

bodies These

89

participation in policy and decision making
have shown —posiltive resull as reported by Sandhergen.
Opportunities of employment or any other aulhority ngiven to
Lthem has led to the improvement in their own health as well
as it lead to the allocation of resources to the needed

sectors of households like nutrition, educatiom heallh etle.
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as pointed by Gail.('?O Thus in order to imgprove the
rqproductive health of rgral_women-there should be an just
social, economic and poli£ica1 order. As pdlitical factors
influence sociai and economic justice to theh,v exploitation
and other appreséion, lack of sanitation, housing,
contaminated source of drinking waler, inféstation by
insects and Farasites, poor educational status, limited

access to media of communication all this cause high
morality and merbidity among them. There may be evidences of
negative impact of political forces on the health of wnmeg.
As medical care availed only by rich section may have
contributed to widening of the mortality differences between

different socio—economic groups. Thus there 1is need to

influence natiomnal and international decisions in faveour of

women's health. ,

The Present Study

The.study has intended te loek into the various faclors
like sociol, economic, cultural and political relating to
reproductive health of rural women. These facltors are nol to
be sLudied‘ in isolation bul in relation to each- other.
Impact of health services aspect is alse 1o be taken into
consideration. Rural women has been decided for the study as
they are most deprived due to many socib—cultura} and

political disadvantages, they don't even have basic minimum



amenities for lheir day to day life.

Haryana state has been seleclted for this purpose since
it i one .of the developed state of-the country. Thus, women
are supposed to be.subjected tlo better living conditions and

improved reproductive health.

Having this as the hypothesis, we wanted to study a
village Dhurala. of the block Thaneswar in Haryana. Because
of the *time and resource constraint and as pef the
requirement of a M.Phil dissertation lhis study was carried
oult in & village with a total population of 3238.

The objectives identified in this study  ares

1) To study the actual living condition of women ' between
the: age group of 15 to 45 yrs. and théir day-to—day
life process.

(2) To ,study-tﬁé status of women in high, middle and low
sociQ~ec;nomic tlasses in the family and in sociely.

(3) To study the reproductive heallh of tLhe women bhetlween
15 to 45 yrs age group in the categery of adolescenls,
newly married pregnant and nursing mothers and woman
with one on more children5

(4) A systematic attempt would be made to study the

reproductive health of the women in the <context of

health services available and accessible te them.



CHAPTER-II

DESIGN OF THE STUDY



Selection of the study érea :

Based on the objecltives the design for the study was
made. Haryana s}ate was selected for this ﬁurposé. Sincé
its. bifurcation from—PunjabT‘this state developed in all
respecls, heallh infrastructure and services has gone up
since its independent statehood. Overall, lrife process of
people in-‘furaI areas has been improved by overall
improvementl such as supply of drinking water, roads and
commanicaliorns, educational institlutions and Agricultural
production. Like 1the other states in India, most of its
population 1live-in rural areas i.e. 75.21%4 with 1its rural
based femaie population 75.33%L. Very few of the@‘are 'mgin
workers i.e. 6.97% as compared Vto the country's rural
averagé of 19.07%. While most of them_who'work are marginal
workers 1.e. 6.247% in the state nea¥est to, the country's
average of 7.99%, whiilke most of them censidered as non-
workers. Among the ctategqory of main workers 29.04% are
agricultural labourer as compared Lo countlry’'s average of
47 .94%, 57.17% as cullivator compared te 38.98%L, 1.714 in
household industry as compared te 3.76% and 12.08% in other
works as compared to country's 9.32% average (Census of
India 1991, Series-8, Haryana, Paper 1 of 1991 supplement,
provisional population total). In comparison to other

slates, Haryana has average no. of women involved in

occupations ‘like agricultural labourer thousetold industry
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and in other works. Thus, it will provide the ofgportunity
to study the fgproductive health of these women living in
different sécio—economic conditions involveéd 'in various
oécupations aﬂd thus impact of iheir living <conditions on
their Eeproductive health.

Description of the State =

It is a North-west state- surrounded by other states
like Himachal FPradesh in the north, Uttar Pradest and Delhi
in the east, Rajasthan in the south & southwest and Punjab &
Chéndigarh in the north-westl (Map-I) Haryana has an area of
44212 square kilometers with populatien of 16317715 (MAP
I1I). Area and population wise.it forms 1.35% and 1.89% of
The cogniry and rant.15th.iﬁ population size and 17th  in
the area amoﬁg 25 states of thé country. It has sex—ratio of
874 as compared to India's average of 929 _female rer
thousand wilth female literacy rate 40.94% as compared Lo
average of 39.42% for lhe country. State has predominantly
rural agricultural economy. It has 16 districts {(Census of

India 1991, Series—8, Haryana, Part I of 1991, Provisional

population totals).
Selection of District : .

., Oul of 16 districts Kurukshelra has been selected for
!
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phe stu&y. Distr;ct has maximum no. of female agricultﬁral
labéurers i.e. 56.08% which is more than state and country's
average., and 2.554 marginal workers which is also high,
while very few women arg.overall main Qorkérs i.e. 2-132—
only. Thus, most of the women are noen-workers andvthOSE‘ who.
work are mainly as marginal workem and in this category mosl
of them work as agricultural labourers and involved in otlther
works as well as few in the household iﬂdustry; Less of Uthem
work as cultivator i.e. 11.92% compared to state average of
57.177% and country's rural average of . 38.98%Z <(CLensus of
India 1991, Series—8, Haryana, Paper—-1 of 1991 Supplement,
Provisional ~population topal?); This pointed towards 1lhe
general conditions of rural women most of them live in Llheiv
houses and do house related work and lthose who work outside
aré ‘mostly poor involved in low paid jobs. Thus it will

provide a range of analysis of women belonyging to different

baclkgrounds. .

District Kurukshelra ¢ A Glance

Kurukshelra has an area of 1217 kmz and population of
635658 this compriced of 2.75% area and 3.90% of PopuLation
of the state with high density eof population i.e.: 522 and
sex—ratio of 88%9. Il has 75.75% population living in rural
areas {(Census of India {991, Series—-8, Haryana, Part I of

1991, provisional population total) (Map II1i). Di%trict has

i
v
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a sub-tropical continmental momsoon climate. It is plane,
Saraswati, Markanda _anq Ghaggar are main rivers of the
district. It receives rainfall from monsoon and a few
showers érom< cyclones. Network bf. canal provide

irrigational facilities and undefground waterlevel is also

high. Tubewell irrigation is common and it is one of “the

pfosperbus distrietls from agricultural peint of view.

:Economy of the district 1is primarily agricultural.
District has an ideal 1lecational benefils as mnational
highway passes through it. It is a vrailway Junclion on
mainliqeé éunnetting important towns of northe}n India and
of great mylthological importance (Census of India T781,

Series—6, Part XI1, Census Atlas).

Geographical location 3

District lies between 29°34'15" and 30°15"15" nor%h
latitude and 76°10™10" and 77°17°'5" east lemngitude. On 1ls
nortlh lies the distirict of Ambala and Patiala, iﬁ west lies
Kaithal district and southwest lies Jind district, on its
south and south east lies Karnal district. Yamuna river
makes the eastern boundary of the district an@ their at TYhe
boundary is Saharanpur districl of UttariPradesh (MAP . 111).

District has four tehsil i.e. Thaneswar, Ladwa, Pehawa and

Shahabad (Census handbook 1981, Series-é, Haryana, 6 X111
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A4E, Village & townwise primary census abstracl, Kurukshelra
District).

Selection of Study Village @

One of the objectives of this study was to analyse the
availability and accessibilitly of health services to the
women and itls impact on their reproductive health. Thus,. a
village either mnear to or with primary health centre was
needed for this siudy. As on that basis: the .availabilily
and accessibility of health services to the wemen of 1lhis
village - would be studied. Il was foumd that district has
more ;n less~simi1ar g@ographicalvconditions and nol much’
cultural variations Lgus selection of studyrvillage on lhe
basis of primary health centre would be appropriate. ’Along‘
wilh this condition, other infrastructural facilities would
also needed. This viliage should represent the tlypical
rural background and thus ghould nol be on nalienal higgway
or near te urban or suburban areas. Moreaver the place

should be approachable for lhe ease of researcher thus

communicable by bus.

It was feund that districl Kurukshetra has 12 primary

healtﬁ centre located in.rhral areas. Out of these, two PHC

¥

villages were near Lo wurban and suburban areas and one - on

the natienal high way.% Thus these tLhree were not

1
i
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considered. Among the remaining ? PHC village it was found

that five PHC villages were not well connected with bus or
othér communication and far‘away from city. while—the _PHCi
vilfage has - very big population andvnéar to- urbanm areas.
Among remaining three, two PHC villages having one castle
only thﬁs excluded from the sludy. Finérly, the PHEC village
Dhurala was selected for the study purpose.

Description of the Block @

Thaneswar bleck has a total _population of 445,380
(Accordiqg- to Census of India 1981, District Census
.handbook, Series—&, Haryama, Part XI1I, A&E village and lown
ditectory) with 237,542 males & 207,838 females with rural
: pﬁpulalion of 346,796 as compared to the urban 981584L-Block
has'total no.of 396 villages while inhabitated villages are
389 and 4 towns. IL has an area of 127,129.37 hectares
82.19% land is cultivable. The no. of villages having
amenilies like education is 327 i.e. 84.06%, medical 136
(34.986%) . Drinking water 389 (100%), Post & telegraph 94
(24.168%) and communication Fécility’130 i.e.33.42%, Approach
to the village by pacca roadfis in 354 1.e.91%4 villages and
power supply is 389 (100%) . thle 1 bed is available for per
thousand popu}ation in me&icgl institutions. Important

+

commodity prepared in the block is rice bran oil and wheat -

[

f
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is égported while vegetable ghee is imﬂortéd by the tehsilm
Most of thé villages in the block fall inte the range of
population 500 to 11,1999 and i.e.59.15% while 17.76% fall-inf
the population range of 200-499. Thaneswar block has 4
PHCs. These are Khanpurkolian, Barna, Kirmichk & Dhurala and
it has one civil hospital, one dispensary, one T.B.
hospital. titerarcy rate for Ihanfswar is 59.38%. Staple

-

crop Are rice and wheat.

Description of Study Village @

Village Dhurala has total population of 3238 comprising

of 454 househeolds. This incluade various hamlels of
pepulatgon nearby the villag;. While village itself
cdmpﬁised of 237 households with population 1691 and area of
788 hectares. It is situated on the important metalled road
from Thaneswar to Ambala district and 8 kms away from the
Kurukshetra town. CommUﬂiat;on to ihe village is tlhrough

state transportl bus services and private wvehicle. Thre

village has same climale as lhal of districtl.

As underground waterland is high so tubewell irrigation
is there. As economy of the village is agricultural the

main crops are wheat and rice, along with this sugar cane,

b

cotton, sunflower, various vegelables ,.also grown to boest

3

the economy. Outskirt of the villag? has & pond where fish-
§

i
5
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rearing is done and th9¥é is & furnace for brick making
whiéh also provide employment to the wvillagers.  Beside
these there is a market in the village aleng with the sides
of metalled road crossing the village. Mafket has small and
big business shops like grocery, sweel shop, tailor, bar&ar,
cloth shops, medical private practiltioener, chemist shop,
electronic stop, cycle repairing, ironsmith, blacksmith,
cobkler. Apart from this, people in this village are
involved in government services, big business at Thaneswar
city, milk seller, hawkers, making bore for ‘tubewells,
maison, linemen. Apart from this many inveolved in labour and
wo;k as daily wage earner eilher invtbe fields or at the

construction sites. Socio—ecomomic conditions can be
categorised on the basis of land holdings also. Accof&ing
to Patwari's record the maximum land helding iﬁ the viilage
is 40 acres by any househoidm Thus rich socio—economic
status 1is of those who have land more than 10 acres, or
petty businessmen or people taving land not less tLhan 10
acres and alse involved in & job or deimg and business along

with thkis or having income of Rs. 5,000/— or above per

“month. ,
Not—seo—rich so¢tie—economic condition of the people

those who have 5 to 10 acres of land or middle businessmen

3

or have land not more, less than 5 acres and doing- job or

business along withithe agriculture or doing service alone
¥
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and having income between Rs.2500 to 5000 per montlh. Pdor
socio—-economic status consist of people having land less

than 5 acres or small-businessmen or in service. Very poor

are  those who do not own land,. nor have business or
pefmanent jobks but they work &s labourers on other's farm or

at work sites., Daily wages for men is Rs. 35/— for a women

Rs.25/- for a child is Rs.15/-

Houses in the village are behind the market. Few shops

are there inside the village. WVillage has ﬁhcca, mixed and
kuceha houses and it has pucca and kuccha lanes and roads.
Drinking water 1is available to the villagers CThrough 100
Ataps being instlalled by‘Panchayat in the lanes while few
also have hand pumps and taps inside their homes .
Electricity facility is there in the houses while those who
canmot afford have taken connection from their neighbours.
Village has institutional facililies like one co—educationa}
high school, one private primary school, primary health
centre or with one subcentre at the villxge 1level, Govl.
Ayurveqic dispensary, post office, Patwari office, omne

cooperaltive sociely to give loans 1o the villagers. on low

interests and one Krishi bank for their benefils.

Village is rich in caste variation. As there are 121

b

households of backward caste, 43 of schedule caste/Harijan

and others/high casle havi?gv 73 thouseholds. Different

i
i
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backward caste are Zhimmér 45 households, Lehar 2, Julahe 5,

Rarbar 5, Saini 26, Mistri 2, Ahir 3, Sikh 1, Gaderia 9,
Gujjar 25. Among schedule casltes there fare Harijans 29
households and Balmiki 14 households and in the others caste
there are Brahmin 9, Baniya 15, Rajput 3, Sunar 3, Ksh&triya
33, JatSikh 10. Different castes grouped and live togelher
i the village. Harijah househelds are on the oulshkirt of
the village near to the metalled road (Map IV). MUWhile otlher
caste live in the middle or center of the village surreunded
by backward castést Maximum Rro. of houses are of backward
caste while sequence is like this Zhimmer - > Kshalriya

éarijans » Baini * Gujjar * Baniya > Balmiki > Jatsikh

Bratmin > Gaderia > Nai > Julahe > Ahir » Raijput * Sunar.
Classwise distribution of caste shows that very boor Aclass
of 38 households consist of 25 households o*-backward— caste
and schedule caste 12 households and one other caste
household. - Poor category has 116 households consist of 48
backwa+rd caste, 27 schedule caste and 21 olhers caste. In,
the not—-se—-riech socio—economic status calegory 1lhere are
mainly 30 other caéte. Backward casle and 4 schedule casle
households. while. in the 28 rich socio—economic calegory
tiousekolds there iar?r mainly othe+r caste di.e. 22 and 5
backward <caste hbuseholds. Village has pacca .drainage
facility only yith the rich and _ not—-so—rich class
households. Nhile§ Foor has kaccha drains outside Lheir

t
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houses. While very poor do not have any such facility, open
field defecation is there. Only rich have the facility of

seplic tank in their houses. There is one consumer store

provide goods to the villagers at fixed prices. Apart from

this wvillage has one veterinary hospital, one agricuiture_
inspector, village has one traditional/spiritual man, and
one is another nearby villége.namad Ingakheri from where

people get trealment for fever, typhoid and chickenpox among

children.

Village has Panchayal with Sirpanch as head being
unanimously selected and belomngs to Saini i.e. backward
castle, wilh rich socio—economic status. While Panch having
one Feméie-memher belonging to lower caste and five panches
from differenl castes. There is one telephone booth for the

service of people and for Panchayat wuse. Gram Schiv

supervises the work of sirpanch and belong to high caste and
app&inied by Government. While patwa%i takes care of
village statistics and also deliver pensions to the old
-peoeple. There are 3 Numberdar's and one chowikdar who takes

care of death and birth in the village and ils recording as

well as keép walch on the village at night.

Selectlion af the Sample :

Baseline survey of the village was done by visiting



houser to house and collected inFormaiiéﬂ_on"socio—economic
and demographic conditions of people which included — Type
of family i.e. nucleér or joinl; réligion, caste, family
-compagition along with the age, sex, educatiom, occupation
and fncame of.each member, total family dincosre, acqufsition
of land, cattles and other items in the house; type of
triouse i.e. kactha/pacca or mixed, no. bf rooms excluding.
kitchen, electricity facility, waler and 1loilet, bathing
facilities.- After this survey, the populatien was
calegorised into different socio—-ecomnomic groufs as pef the
objectives of the study and also the tetal no. of female
population under the Eategory of different age groups @.é.
(15 1e 25), 26-35 and 36-45 yrs. belonging Lo different
socio«economi; statlus. It was found that 312 women were
Lthere in viliage of age grouﬁ-%S to 45 years..v48'wom9ﬂ from
very poor category households, 147 from poor socio™economic
staius, 75 from not—so-rich secio—-ecomnemic category and 42
from rich socie—economit calegory were lthere. Among 312
wormen 271 were nursing molhers, & pregnartl, 8 newly married
women 22 adolescent girls and 83 molhers of one o+ more
children. Sample was selected based on the objectives o?
analysing the impact of various fiactors including socio-—
economic conditions on their reproductive health as well as

taking care of time limitation for the study. So out of 237

~households 140 households were randomly selectled. Covering



the women belonging io different socio—economic status
groups and also different age groups as per the objectives
of the study.

Table No.1

Na. of Huselwlds and Usmen belonging ts
" differeat SecioFcenomic Status Categories as selected in the sample

SES No. of House- No, of House- No. of Women No. of Women MNursing Pregnant Newly  Adola- Mother

hold in vill. hold selected in age group selected of mothers women sarried scent of {1 or
15-45 yrs age gp 15-45 women  girl%  more child,

Very 38 23 8 23 6 1 2 2 12

Poor 60.5 47.9

Poor. 116 67 147 67 10 3 3 13 38
57.7 45.5

Not- 55 "3 5 3 4 r 3 22

so-rich ' 56.3 41.3

Rich 28 19 32 19 1 1 Z 4 1
67.8 5.2

Total 237 - 140 312 140 21 ) 8 oy 83
59.0 14.8

In table no. 1 Out of 48 very poor women of age qroup 15
to 45 years belonging to 38 householde of very poor calegory.
22 women from 23 households were selected. Out of 116 poor
spoclo—economic Statué households comprised of 147 women, (-
were selected from &7 households oul of 55 nol-so-rich income
category households comprise of 75 women, 31 were taken from
the same no. of households and among rich socio-economic
status group 28 households having 42 women. 19 were selected

from the same no. of households. All nursing, pregnant and
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newly married were included in the sample as focus will - also
be on them. Proportional no. of caste group also represented

through this sample.

Tahle Mn.Z.

Wonen of differeat age groups belonging ta-different Caste calegories |
selected in the sample from varoius Secie-Fcomemic Calegory in the sample

SES No. of 5C No. of SC No. of BC No.-of BC No. of other  No.of other -
‘Women in age - women selecled Women in age women selecled caste women castie weaen
gp 1545 yrs in age gp- 15-45 15-45 yrs. “image gp 1545 im -age 1545  selecled age

15-45. yrs.
Very 12 7 25 15 1 1
Poor 58.3 C40 100
Poor 27 17 68 42 21 8
62.9 1.7 ] 38.09
Not- 4 3 24 14 : 30 14
so-rich 75 bb.6 . 4.6
Rich 0 0 5 4 23 15
0 80 i 65.2
Total- 43 27 149 75 75 38
2.7 $3.02 50.6

In table no.2, out of 43 schedule caste women househeld
27 were taken, out of 119 backward caste 75 were included,
among 75 olher casle calegory 38 were taken. Different age

groups belonging to different sociv—economic status- were also

covered.
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Table Nu.3

~ Noumber of Women-from various Socio-Ecomomic categories
belenging-ta-differval age groups as selected in the sample

-BES No. of Women No. of Women  No. of Women - No, of Women  No. of Women Ne.of women
in age group selected in in age group selecled in -in age group seletled in

15-25 yre  age gp 15-25  26-35 yrs age ¢p 26-35 3545 age 34-45 yrs.
Vety 20 5 24 15 ) -3
Poor. 5 82.5 s}
Poor 80 ¥ 37 ' 14 30 14 )
_ %87 37.8 4.6
Not- 34 a4 28 13 % 6
so-rTich 38.7 8.5 - 31.5
_Rich 17 7 13 b 1 b
: #1.1 %.1 - 54.5
Total 148 &5 402 48 &1 29
43.9 - 47.05 ; 47.5

in table no.3. as among very poor class out of 20 women
of 15 to 25 years,2Z4 in 26 15»35 years and 4 in 36 to 45 yrs.
grouy Lhe no. of women selected were 5,15 and 3 respeclively
for different age greoups. Among foor socic—econemic caleqory
80 women of age group 15 to 25 yrs, 37 frem 26 to 35, and 3@
women of 36-45 yrs. 39, 14 and 14 respeclively were
seiected. Amomg nol-so—-rich income éroup th of 31 women of
age groeup 15 le 25, 28 from 26 te 35 yrs and 16 from ié ?a 45
yrs, 12,13 and & were selected réspectively from different

age gJroups. Among rich socio—-economic calegory 17 wdmen of

age greup 15 te 25 yrs, 13 from 26 to 35 yrs and 11 from 36—
1
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45 yvyears thus 7, &6, & were selected respeclively from
different age groups. In table no. 1, among richv socio—
economic status there were 1 nursing, 1 pregnant, 2 newly
married; 4 adolescent and 11 mothers of 2 or 3 children weré
there. Among not-so-rich each category there-were 4 nursing;
1 pregnant, 1 new}y*marrigd, 3 adolescent and 22 mothers of 1
or more children. Among poor socio—economic stlatus category
10 nursing, 3 pregnanl, I newly married,13 adolescent and 38
motlhers of 1 or more children were included. Among very pooer
category there were 6-nursingq1'pregnantf 2 newly married, 2

adolescent and 12 mothers of two or three <children  were

there. -
Data Collected =

A§ data or demogfaphic and socio-economic coenditiens of
sample ;as already collected during base—live survey. Again
for the cross—checking of this informatlion Juestions were
ashked on these aspeels during actual study. Infermation ory
various aspeclts relaled to Lheir reproduetive healtlh was
collected f+rom different age group women i.e. 15-25, 2&6-35,
36 lo 45 yrs. There were various illnesses as women faced
€. minor illnesses, major iliﬂegses, chfonig illnesses,
illnesses related to child, birth, accidenls and the services
sought VFar Lhese different hea{tﬁ.problems Froa d?ffarent
health institutions. e.g. serviqes sought for minor, -major,

i
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reproddctive health p?oblems, accidents, awareness of these

women about their reproductive role, complications or

difficulties women faced/experienced during menstrua;iep,

pregnancy,nchild birth»aad child rearing, steps taken'by them
for preventing these difficulties, culturél beliefs and
practices prevalent among them }elated to ﬁeriads,-pregnancy,
'child—birth and child rearing, health institudtions which
praovide them servicves for these problems, their satis?ac&jﬂn
regarding these services, care and_help.of the family members
-these women gét during illness, agencies and personal who
confirm and predicl, pregnancy, Action taken by them, after
confirmation of preqgnancy, difficulties | faced during

pregnancy, and if faced then action taken in this regard.

Place of <conducting deliveries and by whom deliveries are

being conducted; BRBreast-feeding -practices, difficulties

experienced during child-birth, weaning pracltices, care of

the new born and infanls in case melher is working, illnesses

of the childrem, child deatlhs in the family, daily routine of

these women and their 1iving cendilions and their needs and

problems according to them, feeling of tiredness, status of
women in their families, consideration of their opinion in

@heir families, their wview regarding difference between

literate/educated and illiterate.
Women'®s perceplion of their environment, family
ﬁnvironm@nt, family supporl,work,heallh services available to

t
i
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them and on - their own health. All there aspects or
information also need to be collected fraom health
functionaries-hod thfy‘pérceive women's healtlh aﬁd Qhat they
de in this fegard._ panchayat member and their opinion on
women's condition in village and services available te them
and their participation in decision making precess and their
role iwm village. Records of Primary Health Cenlre, and
Government Ayurvedic Dispensary lo be seen to know the tgén&
and amount of iilnesses- amd benefitted peo#lew Family
Planning services accepted te them, satisfaction with these
services, immunrization of children and from where they get
them immunized, Gynaecological proble;s they have and steps
taken to cure thal, their views regarding govermment Hhealth
services, aﬁd regarding their ability to avail lhese services
and suggestions from them to improve health services and for
better health, status of women in the society at large and
no. of. children lhey waﬁt it.e. sons and daughters ne. of malev
and female infant deaths in the family.

Methods adopted for Data Collection :

Various techrigues €.3. observation, nfoermal
discussion, group discussion, house te house survey were used
for daa collection. Tools—An i1nlterview schedule was gprepared

in Hindi after exploring the various issues during ‘baseline



survey, to quantify all the needed information. Field diary

was maintained in order to note the views and othevr

information, discussion that had -taken place between

researcher and sample women on various aspects vrelated to

their lives and ebservation were noted .donw. Interview

schedule was filled just after Lhe_ discussion with

respondents. Il was an exlensive schedule which took Z0 leo 25

minutes per women. Apart from the sample women researcher

discussed the women's reproduclive -healtlh problems and other

needs amnd problems and related asgectls with health staff of

primary heallh centre and sub-centre, Ayarvedic dispensary
and taken their informal interview on these aspecls.

Information on village was cross—thecked with Patwari's

records. While information on the varieus frogrammes rdn  1In

the 1vi11age Qés collected frdm-cooperative.sogiefy and. Rank
manager and discussion with other health funclienmaries Ilike
registered wmedical practitioners, traditional tealer and
ttieir treatment, regarding these probliems of women. Elder
women were also involved in the discussion about the changes
which has taken place in the women's health and villagevsince

their time. Case studies were done in order to know abaut

the women's life processes and difficulties they faced and

their way of dealing with these problems. Thus case studies

of pregnant, nursing, young and women of one or more children

was done for thalt fpurpose. In this way case studies



enlightened the kind of problems faced by these women at
different stage of reproducltive life.

Rapport Building ¢

AL the time of base~1ine survey researcher tried »to
establish Tapport with study population. As reached at the
village first time ihrough~staie bus vservice researcher
approached to the heuse situaled along witlh the road and gave
ter introeducltion to lke women in Ulhe towse who was aboul 30
years old and told her aboutl the purpose of her visit to
villagé. Ste welcome her and asked the researcher 1o sil.
Thtrough informal taiks regarding hev children and thei}
héalthA the researcher tried to collect socio—econemic and
demograﬁhic information regardihg-the heusehold_thrdugﬁ the
informal discussion. In this way researcher approached to
many nearby hbuses énd gave her inlroduction and.purpose of
visil some of Lhem first considered her as Census worker
while discussing on heallh issues, lhey thought of her as
primary heallh centre staff. vBut later ~they startled
recognising researcher as & student on work as some studentls
have previous visited the village for their field work
U pose. In this way through informal discussion wilth women
researcher lried lto establish rapporl wilh them and discussed

with them their vroutine, reproduclive heallh problems,

condilion of women in village their difficulties and needs
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gradually. Researcher alseo told them about her own

background. Communication was not difficult as researcher

knew the language.

Researcher also approached Sirpanéh in order o know
aboutl the village and also through him 1o approach the
villages. Since Makila Mandal at the village level was not
functioning thus through itl, reaching the population was .nol
possible. Researcher alse contacl primary health centre
staff, govlt. Ayurvedic dispensary staff and estabiish rapportl
with them and get information regarding varieous facilities
available " at PHC and Gevt_.Ayurvedic dispensary and its
Funct;oning and also observe Llhe type of services il rendered
io the bheneficiaries ami also contact Patwari te *know and
Eollect informétion on village, its population, ammenities
and other welfare progarmmes. In this way, establishing
rapporl with study populatioen throuéh infermal and formal
discussions. During base line survey researcher had informed
Lthese women aboutl the deiailed diccussion which was 1o be
administered in the form of  inlerview schedule ory
reproductive heallh aspect of these women. So women would
prepare and able 1o give their precious times for Llhe
interview. Moreover, researcher choose UThe ltime around tlhe

funch time or the evenings to talk with them amd for

interview so lhey might devole time easily. While some of
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women asked. the reseérchev why shb_ enquired on the
reproductive health as it is not generally the matter to talk
about, then researcher explainéd the purpose to them which

might convinced them to the extent.

Time Period Devoted ¢

It was decided to devote 25 days tor haS?flins survey in
the ‘mgnth of Sept. i.e. from 15 to October 10tlh. After
comimg back, interview schedule was finalised and then sample
selection was dene then time denoted for actual study wa;
from Z5th November to 11lh Januafy 1.0 ¥F+—1/2 monthis. . Prior
going to the Ffield, literature was»¥evi£wed and-coliected an

the work already done in this field and on ils related

aspects. After coming back data was arranged for analysis.

Data Analysis ¢$

Classification of quantitative data was ~done accordinag
to different wvariables 1n the study and the responses were
given code and coded in the code sheets amd then fTed into the

computer for further analysis.

Frequencies for varieus variables in the form of takles
along with their percentages were gel and analysed. Cross—
tabulation between important variables was analysed in order

to know the trend regarding variables in relation to each



other.

Qualitative data was also handled carefully  and

scrutinized and rewritten the facts and analysed them. Case

-studies were also written from the field diary. All the

. observations, discussions informal interviews wete seen
properly and given shape in the form of analysis.
Difficulties during study - very poor women could not- be

contacted easily due to work, tThus difficultlies faced in.

their follow wup by researcher. Two houses of Gujjar women

refused lo respond due to denial of the male wmembers for

their requpsé. Due te non—numbering of village houses, after

the sample selecltion researcher has to find the Fhousehold

but not mﬁch difficultlies faced due to caste group livinag of

-the wvillagers. Overall not much difficulties faced; by

researchers. As rapport was good with villagers except few

womenr raised the question aboutl inguiry of reproductlive .

health which accroding to them was not appropriatle.

Limitation of Lhe Study @

The study was only done ob the single village due tlo

time constraints since it was for M.Phil. dissertalion work.

So one village may nol be representative of the conditions of

»

all the women in rural areas.
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CHAPTER-111

~ DATA PRESENTATION |
(Part I)



Village Dhurala
Village Dhurala had 237 1total households. These

households divided 1inte various caste groups and divided

into four Socio—economic categories i.e. Rich, not-so-rich,

puork5ery poor. After the survey il was found'there were 312

woemen in this village of the age group 15 and 45 years. Out

of this 312, 48 were from very poor category households, 147

from peor calegory, 75 from not—so—rich category and 42 from

rich tegoery. ~

140 women were selected for ilhe detailed study of
reproductive health in this village. These women were from

140 households. Table 1.

In the sample of 140 women. 21 (i.e. 15%) nursing
mothers, 6(:.9. 3’.é»'/.,);:-re‘g:p'l-«-:in»’(,,w 8(}.9..5%)new1y‘married, 22
(i.e. 15.7Z)adolsecent girls, and 83 l.e. 60.7%3mother of one

ar more chi’ldren were there. Among thke rich caltegory, 1 each

nursing and pregnant women and 2 newly married, 4 young

girls and 11T mother of two or three childrem were tlhere.

Among not-so-rich, 4 nursing molhers, 1 each in pregnant and

Newly married, 3 adolescemt girls, and 22 moLheré of one to

three cthildren were there. Among poor 10 nursing motlhers. 3

each in pregnant and newly married 3 each, 13 adolescent

and 38 molhers of ene lo three children were Lhere.

¢

poor b nursing, 1 newly married, 2 adolescent
! _ .

gqivls

Among very

i



éirls, 12 mother of two to three childrén were there. (Table
No.1) In the age group of 15-25 yr. 17.5% were nursing, 6.3%
pregnant, 11.1% newly married, 34.9%Z adolescent girls and
30.2% mbihers. 26 to 35 yr. age groufp 20.8% nursing, .2.1ZM
pregnant. 77.1% mothers of one lo Lhree children. In the.
age group of 346 to 45 yr. all were mothers of one to three
chkildren, 241.14Z nursing, 3.5% pregnaatl, 74 mwewly married,
22.87% adolescent girls and 45.67% moltiers were educated while
amoTeg the uneducated 10.82-nursingn 3.6% pregnanl, 3.6
newly married, 10r82.édolescent‘grrls and 71.1%4Z mothers of

ene to three children. Thus more mothers were illiterate

then other category.

Type of Housing

Table No.4

Type of Hausiﬁg Across Caste

Caste Pacca Kacha Mixed
Scheduled Caste 26 - 1
6.3 3.7
Backward Class 70 3 2
) 23.3 4.0 2.7
Others 38 - -
100.0
Total 134 3 3
95.7 2.1 2.1
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Table No.5

Type of Housing Across Socio—Economics Categories

s o St et o e o o Tt 8 SThe 8204 S e ot o i e e A P o e S o dmimg ot s A Sk o o i e e oS00 s HAS tapms st T e o e SR A e et S8838 40 S e At o e ik o e o

Categories Pacca Kaccha Mixed
Rich 19. - -
100.0
Nol so rich ' 31 - -
100..0
P 00 r &5 - 2 .
Q7.0 ' 2.0
Yery poor - 19 3 1 -
82.& 13.0 4.3
Totlal 1347 2 3
5.7 2.1 2.1

Out of 140 households, 134 (95.7%) houses were Pucca

and 3 (2.1%) were kacché and 3 (2.1%) households were mixed

table no.4. So maximum ‘houses were Pucca, among 140 houses

of the sample. In table no.4, out of 27 scheduled caste

households 96.3% i.e. 26 households were having Pucca houses

while only one was having mixed kind of house. Among 72

backward caslte heuseholds, 92.3%Z 1.e. 70 were having fpucca

while 3(4%) having kuccha , 2(2.74) were having mixed kind

of housing. While in the category of ethers all the 38

tiouses were Pucca. As shown in table ne. 5, all the rich as

well as not—-so-rich houses were pucca, while among poor 97%

were pucca middle i.e. 31, while pobr pu are Pucca while 3%

Among -very pobr category 82.6% had
. t ’ .
Pucca, 134 Kaccha and 4.3% had mixed?hind of houses.

3
1

were mixed houses.
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No. of Rooms in the House exdluding,Kitthen

Out ;34‘ 140 households, 35(25%) houses were having. 1
room 61 (43.6%) houses with 2 rooms 22 (15.7%4) houseé with 3
rooms 13 (9.3%) with 4 rooms constitule while 5 or more than

5 rooms were there in 9 (6.4%4) houses. So maximum no. of

hbuseS'weré having 2 rooms. Among rich 36.8% households had
4 rooms, 31.84 had 3 roems, 410.54 had 2 and 5 rooems each,
5.3% each had 6 and 8 rooms in Lhkeir houses. Among mnoel-so—
rich 45.2% had 2 rooms, 16.71L each had 3 and 1 room, 12 9%
had 4 rooms, &.5 had 7 roems, and 3.2%4 had five rooms. Ameng
poor 50.7%4 had two rooms, 28.4% had T room, 14.9% had 3 and
3% each had 4 and 5 rooms in the house. Among very poor
category 47.8% each had 1 and 2 rooms while 4.3% had 1 room.
Thus. among rich maximum households had 3 or 4 rooms while

not-so-rich had 2 rooms.

Household Gadgets

Table No.é& '
Household Gadgels as reported by
Women beloging to differenl SES Categories .
Categqory No gad-— T.V. Refri— Cooler Tape V.C.R. Motor
getls geralor Recor- Cycle
der
Rich - 2 ) 3 - 3 5
0.5 3It.6 15.8 15.8 24.3
Not-so— 7 14 3 3 - 1 3
rich 22.6 45.2 9.7 ?.7 3.2 9.7
Poor 35 26 - 1 2 - 3
52.2 38.8 1.5 3.0 4.5
Very 20 3 - - - -
Poor 87.0 12.0
Totatl &2 45 9 7 2 4 11
44.3 32.1 6.4 5.0 1.4 2.9 7.9
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In iabie no.6, Out of 140 households, 62 (44.3%4) were
not havingfigny household gadgels like T.V., Refrigerator
etc. while 45 (32.1%) househol&s_were having f.v.,’q (6.4%)
househo}ds havd refrigeraiors, % (5%) households had access
to cooler 2 (1.421 households had Taperecorders and 4 (2.9%)
havd V.C.R., while 11 (7.9%) own motor vehicle. Se 78
(55.7%) -households own one or another gadgets in thgir
houses. Among-Schedule Casle households, &6.7% had no luxury
househtolds item, Z29.6% had Television on, BJ?Z_had cooler.
Among backward caste 40% tad no household item, 30.7% had

v

T.¥., 2.7%4 had Refrigerator, coeler and taperécordﬁr each,
1.3%Z had V.C.R. Among high caste é@.&% had T.V., 26.3% had
no items 18.4% had refrigerator, +0.5 had cooler, 7:9% tiad
V.C.R. In table no.6, among rich 31.67 houses had
refrigerator, 15.8%4 each had V.C.R., and cooler and 26.3%
own motor wehcle, 10.5 own only T.V.while among nol-so-rich
45.272 own only T.V., 22.6% had nothing 9.74 each Vhad
refrigferator, cooler and molor cycle. Among poor 52.2% had
no gadgets, 38.84 own T.V., 34 taperecerder, 4.5%Z moloer

cycle and 1.5%Z cooler. Among very poor 87% had mo gadget,

13% had T.V. Thus more rich had luxurious items. :
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Type of Water Facility

Table No.8
Type of uate} facility reporied by . -
Women of different Caste
Caste Panchayati Own Hand pumgp Tubewell Panchyati
Tap Tap tap and
tarbewell
Sc 24 - 1 1 1
88.9 3.7 3.7 3.7
EC 73 1 - 1 -
97.3 1.3 1.3
Others 30 S 2 - 1
78.9 13.2 5.3 2.6
Total 127 6 3 2 2
90.7 4.3 2.1 1.4 1.4
" Table No.9
Type of Hater facility availed by'meen of
' different Socio—Economic Status Category
Category Panchayati Bwn Hand pump Tubewell Panchyati-
Tap Tap tap and
tubewell
Rich 13 4 2 - ‘ -
&68.4 21.1 10.5
Net—-so-— 27 = 1 1 1 1
rich 87.1 3.2 : 3.2 3.2 3.2
Poar &5 1 - -
97.0 1.5 _ : 1.5
Very poor 2z ' - ' - - 1
5.7 ) 4.3
Total 127 é | 3 =4
?20.7 4.3 ! 2.1 1.4 1.4
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Among 140 households 127 (Q0.7%4) utilize water béing

provided by the taps installed by Panchayat in their lanes,

only & (4.3%) households had taps being installed inside
their homes, while 3 <(2.1%) alsb>‘avai1e& handpump water

along with Panchayati tap; 2 (1;4%) availed tubewell only and

2 (1.48%) availed tap and tubewell waer. So maximum no. of

thousehold took watler from the taps in their lanes which had

fizxed timings For the waler to come. While few avail

handpump or tubewell water whiié some also had taps inside
their homes. In table ne.8, among SC 88.9% took water from

Panchayati tap while 3.7%4Z each look water from handpump,

-tubewell, handpump and panchayati tap.. Among backward caste

97.3% used Panchayati tap water outside their houses. Only

1.3% had own tap while 1.3% used tubewell water. Among other

casle 78.9% used water FroﬁApanchayati taps, 13.2% had their
¥

f.‘ taps inside their homes, 5.3%4 had handpumps, 2.67 used

handpumps as well as Panchayati tap. Refer to table no. 9

among rich 48.4% gol waler from Pamchayali tap, Z2T.1%4 had own

taps, 10.57% had handpump and alse gol watler from Panchayali

tap. Among not—-se-rich 87.1%Z used Panchtiayatli tap water, 3.2%

each used own tap, handpump, tubewell and tap and tubewell

watler. Among poor 97% used taps installed by Panchayat and

1.5% each from own lap and tubewell, while among very pobr,
95.7% wused Panchayati tap water and 4.3% used tubewell tapg
‘water. Thus rich tiad own source of water i.e. taps ins?de

{
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tbeir houses along with Panchayali tap in their lanes. While

poer were solely depend upon Panthayati tap or tubewell

water.

Type of Family
Table No.10

Type of Family Across Secio—-Economic Status {(SES) Category

SES Category Nuclear Joint
Rich 8 11 -
42 -1 27.9
Notl so rich z21 10
&7.7 32.3
Poor i 48 19
) 71.6 ' 28.4
Very foor 22 1
95.7 4.3
99 44
70.7 29.3

In table no.10, outl of lhe sample of 140 households 99

(70.7%) women from nuclear Faéilies, while 41 {29.3%) were

from Jjoint families. Among rich calegory 4Z2.1%4 were from

nuclear families and 57.9% from loint. among nol—-so—rich

&7 .77 women were from nuclear, while 32.3%4 were from Jjoint

families. While among poor 71.6%Z werbk from nuclear families
and 28.4% were from joint families and among very peor 95.7%

were having nuclear families only ,4.3%4 were from joint

families. This shows thal among righ " more percenltage _of

families in comparisen tlo very [r0.0t - They had more

f
i

joint
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percentage of nuclear families.

Size of the Family
Since among the rich maximum no. of joint families were

there the no. of family members were high amohg ~the rich
' group i.e. 8 to 9 where as among the poor and very poor
maximum no. ef nuclear families were there so maximum
pércentage of households were having 6 to 7 meﬁbers.

FTable No.¥1

Total no. of Family Members as reported by Women

Category 2.0 3.0 4.0 5.0 6.0 7.0 8.0 2.0 10.0 11,0+
Rich - 1 z2 3 3 4 4 1 1
5.3 10.5 15.8 15.8 21.1 21.1 5.3 5.3
Notl so - 1 7 6 & 3 1 =4 2 3 -
rich 3.2 22.6 19.4 12.4 ?.7 3.2 5.5 6.5 ?.7
Poor - 3. 8 12 14 13 10 3 4
4.5 11.9 117.9 20.9 19.4 14.9 - 4.5 6.0
Very poor 1 1 3 5 4 1 2 1 - -
4.3 4.3 13.0 21.7 39.1 4.3 8.7 4.3 - -
Total 1 6 18 25 32 20 17 7 6 8
.7 4.3 12.92 117.9 22.9 14.3 12.1 5.0 4.3 5.7

Number of Children in the Family
Total No.42

No. aof Children in the Household according to
the women from different caste

SC 2 3 4 7 4 3 - - -
11.5 7.7 11.5. 15.4 26.9 15.4 11.%5

BC 8 9 14 15 16 2 b 2 1 1 1
10.7 12.0 18.7 20.0 21.3 2.7 8.0 2.7 1.3 1.3 1.3

Others 3 7 7 8 4 5 2 2
7.9 18.4 18.4 21.1 10.5% 13.2 5.3 5.3 -

Total 14 18 24 27 27 11 11 4 1 1 1
0.1 12.9 17.3E 19.4 19.4 7.9 7.9 2.9 0.7 0.7 0.7
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In table no. 12, among the Schedule caste households

26.97% were having average-no., of 4 children, while 15.4% had

average of 3 to 5 each children and 11.5% had no child, rest

11.5% had two and other 11.5% had 6 cﬁildren, while only

7.7%4 had 1 child enly. Among backward ctaste households 21.3%
had 4 children, 20%Z had 3, 18.7% had 2, 124 had 1, 10.7Z had

no child, 84, had six children, 2.7%Z had 5 and 7 <chkildren

each. 1.3% had 8 ta 10 children. Among other castle maximum
no. of households i.e. 21.1% had 3 chkildren, 98.4% had t and
2 «children each, 13.2%4 had 5 children, 7.9%Z had no child,

5.3% had & to 7 children each and 10.5%Z had 4 children.

Caste Distribution d _
Table No. 13 :

Distribution of Differenl Casle
Women within differenlt Socio—-Economic Categories

Categories 5C BC Others
Rich 4 15
29,1 78.%
Not se rich = 14 14 '
Dué 45 .2 45.2
Poor 17 4z 8
25.4 62.7 11.9
Very: poor 7 15 1
' 30.4 65.2 4.3
Total 27 75 38
' 19%3 53.6 27 %
In the table no. the casle composition among 140
sampge households was found in the following way - Maximum

-
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no. of of backward caste which <constitute 53.6% 6# the
sample, other caste constitutle 27.1%, while the schedule

caste constitute 19.3% of the total sample Qomén. Among rich

78.9% were from other caste, 21.1% were backward caste and no _ -

women from SC, while among not-so-rich category 45.2% women

each from backward and olther caste, while 9.7% women were

from schedule ctastle category. Ameng poor &2.77Z were bachkward
caste, 25.4% schedule caste and 11.9% were from other = castle
catlegory. Among very ﬁaor cateqgories Maximum no. of 8SC and BC-

women were there i.e. 30.4% and 65.2%, and only 4.3% other

castle nexl to it among the poor i.e 25.4% and 62.7% and among

not-so-rich only Q.74 and 45.2% schedule caste and FEackward

Caste women were lhere and no schedule castle women were lhere

among rich and only 21112'0f BC among rich.

Religion
Table No.14

PDistributlion of Sample Women religionwise
among varoius Socie—Ecenomic -Category

Catlegory Hindu Sikh

Rich 15 4
78.9 21.1

Not—-so—rich 30 1
96.8 3.2

Poor 66 1
98.5 1.5

Very poor 23 -
100.0

Total 134 1<)
?5.7. 4.3



In table no.14, out of 140 hoﬁ;eholds. 136 which
constitute 25.7% of the total zample wefe Hindu, while only &
quseﬁolds constitute 4.3% 0} tﬁe sample were Sikh. So the
maximum no. of populationm was of Hindus. Among "rich 78.9%
were Hindu, while 4 (21.1%) were sikh. Among not-so-rich 30
(96.8%) were Hindu, while 1 (3.2%) were Sikh, among poor &b
(98.5%4) were ‘Hindu and 1 (1.5%) were Sikhk, and among very

poor all were Hindu.

Education
Table No. 15

Education among Women at Different Reproductive stages
in the sample

Literate ’ Illiterate

Nursing 12 9
, 57 .1 42,9

Pregnant 2 3
40.0 600

Newly married 4 3
57.1 47 .

Adolescent 13 ?
59.1 40.9

Mother of 2 or 26 59
3 chlidren 30.6 69.4

57 &3
40.7 59.3



Table No.16

Education of Women Belonging to
Different Socio—Economic Status Category

e o et o 4 S . e e S tmn e S et S R e S P Y0 A i o S P T At i R S e A4 S o b e ot it e S o o e e Ot e S e S04 e i s

Category LLiterate Illiterate
Rich 13
68.4 31.6
Netl so rich 19 12
61.3 v 38.7
Poor ~ 23 44
‘ 34.3 - &5.7
Very poor 2 2%
&.7 21.3
Tetal 57 83
40.7 59.3

Among 140 women sample 57 (40.7%4) were educated while 83

s

(59.3%) were uneducaled. In table no. . 15, among nursing

1

mother 12 (57.1%4) were educated anmnd 9 (42.95) were illitrate.

Amona Pregnant 2 (40%) educated and 3 (60%)  uneducated.

Amona newly married 4 (57.1%) educated and 3 (42.9%)

uneducaled. Among adolescent girls 13 (592.1% ) educated, ¢

(40.9%) uneducated, mother of 1 to 3 children 26 (30.6%)

educated, 59 (69.4%) uneducated. So maximum illiterale’' were
molhers of one to three children. In lhe age group 15~é5 yrs

57.17%4 educated while among 26 to 35 yrs 27.17 educated, .36-43

yrs 25% educated women were tLhere. 7Thus>younger age .group

In table no. 16, among rich categoﬁy 13
|

was more educated.



(68.4%) women were educalted while 6 (Z31.6%4) women were

illiterate, among not so rich 12 (61.3%4) were educated and

12 (28.7%) were illiterate.- Among poor 23 (34.34) were
educated, whiIe  44 (6&5.77) were 1lliterate, whilé -Amonig
very poor only 2 (8.77) women were educated while all oltrer

21 (91.3%) were illiterate. Thus with lowering of Socio-—

econemic status literacy also decreases.

Occuapation
Table No. 17

Different Occupation of Women Across
Differentl Socio—-Economic Status Calegories

Category Student’ Househeld Service Wage Labour/work
’ Job . in their own farm
Rich 2 16 1 -
10.5 84.2 5.3
Not so 30 . - 1
rich P6.8 2.2
Foor 3 45 - 19
4.5 &7.2 28.4
Very poor - &6 - 17
26.1 72.9
Total 5 Q7 1 ; 37
.5 6?.3 .7 26.4
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Table No. 18

Women at different Reproductive Stages involved
in different occupations

Category Student House Service Wage
Job Tabout
Nursing - 13 - 8
61.9 38.1
Pregnant - 5 - -
100.0 ~
Newly married - 6 1 -
85.7 -~ 14.3
Young 4 12 - )
16 .1 54.5 27 .3
Mother of omne 1 61 - 23
or more 1.2 71.8 27 .1

children

In table =no.17, srwly 5 were studenls 97 were doing

hﬁusehold jobs, one was doing service, 37 work as wage
labourers, Lhus 5 (3.5%4) were student, 69.3% doing household
job only, 0.7% in service, 26.47 were wage labourer along
with doing Hhousehold, 6K Job. Among rich 2 (10.5%) were
students, 16 (84.2%) iaing househﬂid work, 1 (5.3%) doing
se}vice.«ﬁmong not—so—ﬁich 30 (96.8%4) were doing housejob, 1
(3.2%) was working 1in éhe}r own field. S0 most of them stay
;

at home. Among fpoor 3 (4.5%), were students, 45 (&67.2%) were

doing household job ani 12 (28.47) were wage labourer, Among

ES
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very poof 6 (26.17) were doing heusejob and 17 (73.9%) were

wage labourers. Thus maximum no. of wage earners were Llhere

in poor and very poor household while in the rich and nol-

so—rich most of the wemen were doing houseliold 'job;. I
table no.18 amohq nursing mothers 6T.9% were doing household
job, 38.1/ were wage-labourers, among pregnanl mothers all
were doing housejob.'The women who were deing hﬂugehold;Jobs

did not mentionm that by doing various household jebs, they

were contributing to the family income.

"Income and Socio-Economic Status
Table No.19

Socio-Econemic Status of Women in the Sample

Category Frequency Valid Percent
Rich 19 13.6
Not—-so-rich 31 ) 22.1
Poor &7 47 .9
Very poor 23 16.4
Total 140 100.0

In table no.19, 19 (13.6%) women were from rich income

Jroup, :31 (22.1%4) were from not—-so-rich group, &7 (47.9%)

weree belong to poot calegory. While 23 (16.4%) women were

. ; :
from wveéry poor category. Thys maximum no. of women were in
poor calegory.

§

!
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As far their monthly income, among 140 womeny 102 had no

income as they were nol employed or working outside the

house, While 5 among wage earners had income of Rs. 4100/-

per month, 19 had Rs. 200/— per month, 11 had Rs. 300/- per
month, two earn Rs. 400/— per month and only ome who was a

iecturer had a salary 3000/— per month.

Socio—cultural Yife ©process -of the people is 1lhe

outcome of their socio—economic conditions. As on Lhe basis

of income and land holding the households divided inte the

socio—economic categories of rich, not so rich, Toor and

very poer. The life precess of the women belonging to Llhese

calegories also varies greally.

Women belonging to the rich category generally had land

and cattle. Due to high productivity and its relurn tlhey

could afford a luxurious life style very much similar to
—

that of the cities. As they own all the moedern household

Jadgets e.g. TF.V., refrigerator, ceocler, V.C.R., Washing

machine, Tape recorder etc. They used LPG gas for gooking

purpose. Th%f also had toilet, bathroom amd own watlter

facilities inside their homes. These women remain inside

their homes and do household jobs only and also gel helgp

from olher women belonging to poor cafegory in  theivr

household work such as desposing off garbage. So lhey are

involved mainly in the cooking, cleaning, washing and taking

-
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care of the household members and lead an easy life.

"Harvinder Kaur, a women of 45 yrs belongs to the rich
socio—economic _category. She has to wake up early in
the moarning. As one of the =servants milk their
buffalows, So she  has to boil the milk and also
ferment it to make curd out of it. After doing her
daily tasks Tike bathing elc.she cooks food for t1lhe
family. In that her daughter also helps her who 115
doing a professional course i.e. Ayurvedic medicine in
the city. They cook for the family members butl during
tkkarvest seasen they cook separately for the- farm
workers also and one of the worker ltook the foed to the
fields. In that case they have to «cook for longer
period. The rich household own pucca houses so she
found mnol much difficulties in sweeping and cleaning
the floor and wash the utltensils and cloths inside their
homes by lap water or slored water. In tLhe spare tlime
they watch T.V. or movies on V.C.R. She was alsao the
member of Mahila Samaiti. On discussing the matters
related to the reproductive health, she said that they
observed traditions related to mensturation, the child-
birth - and child-rearing. She also ‘reported the
infections as gynaecological problem for which she
started taking treatment from gynaecologists bul could
not continue. Food of these households include
chapaties and seasonal cooked vegetlable, curd and salad
and they wuse ghee with that. She also cofplaint of
weakness in the body. For minor illness they consult
PHC and ANM in the villtage. Regarding the no. of
chhiildren she was suppose to have. Sfie Lold thalt she was
being told by her mether—-in—-law lo have more children
specially sons as her husband was lhe only child who
could survive. Seo she had 4 childven bul after that
sthe herself undergone sterlizatior and satisfied witlh
that. On discussion with her 11 was found thal she was
in the favour of girl's education and employment and
also considered bad to do discrminiation against girls.
Thus her views were modern. She herself was an

educated lady".
Women belonging lto the nol so rich category also- lead

more o+ less similar kind of life to that of women of +ich

category. They.-also have modern gadgels in lheir households

like refrigerator, TV., LPG gas but few also’ cook on
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smokless chullah, gobergas chullah, lhese women also do the
similar kind of-jobs inside their homes as that of rich
women _but they also milk their animals and take care of

them. Some of them even work in their farms to save family

These women also encourage girls' education but

income.
rarely girls are encouraged for higher or techical
education. After their completing scheoeoling, they _learn

tiousehold jobs and subsequently _gel married by their

parents. These wemen also observed purdah.

"Sunita, a 30 years o0ld women belonging to this
category, her husband was a small business man (cloth
shop), wakes up very early in the morning, milk their
cattles, do cooking, prepared children for school,
after that cleaning the house and utencils again
prepared tlhe food. Bring water from tLhe tap being
installed. in their lanes and for toilet they have to go
oul of their homes into the fields. Which she
considered as major problem as she finds this as
embarrasing. Sunita used to prepare food on smokless
chullah and cook seassonal vegetables. She remains busy
through outl the day. She does nol keep well because of
her poor health, does not take part in the activities
of wmahila =simiti. She took precautions to prevent
ilinesses. She entirely depends for all kinds of
decicsions on her husband, her opinion in the family was
poor. She also reported to take treaimeni from PHC,
village, qgquack, ANM and specialist in tfe cily. Some of
the housewives also showw lhe interest for learning
skills or trainig for self-employment as lhey wanted lo

add to their family incomes'.
Among poor socio—economic slalus, people involved in’

the low paid jobs. The women of this section also work hard

in order lo sustain their lives. Some of them also work
- i

outside their homes as wage labourer at tlhe constructionE

t
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Means of Cooking

Table No.7

Means of Cooking‘adopted by Women-
. "Across Socio—Economic Categories

Categories Chullah Gebar LPG Smokeless Stove
Chullah
Rich & 1 11 - 1
3t.6 5.3 57.9 5.3
Not so 24 1 6 ki z2
rich : b7 .7 3.2 19.4 3.2 6.5
Poor 60 -- - 3. 4
82.6 4.5 6.0
Very poor 20 : - - 1 2
87.0 4.3 8.7
Total 107 2 17 5 9
76.4 1.4 12.1 2.6 6.4

Out Aof 140 households, maximum no. i.e. 107 cook on
chullah which constitute 76.4% of the total sample and 17
¢12.1%)  had L.P.G. 2 (1.4%) had Gober gas 5 (3.6%) cook on
smokeless chiullah i.e. 2.6%, while 9 (6.4%) had stloves for
cooking purpose-. ln table no. 7 ameng rich S7.&8% of
household <cook on LPG, 31.6% on chullah and 5.3%X each on
stove and gobergas,>among not—so—rich 67.7% cook on chullah,
192.4% on LPG, 6.5%4 en stoves whileZB.ZZ each on gobergas
and smoﬁeless ctiullakh. Among poor 89«AZ cook on chullah,

4.5% on smokeles chullah, and 6% on gteve. Amona very poor

874 cook on chuilah, 8.7%4 on stove‘and 4.3% on smokeleés

chullah.
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site or in the fields or in the houses of rich.

"Rumali is a women of 35 years old belonging to this
category. She also gels up early in the morning bring
grass and fodder from the fields for the cattles. ’

She culs thal into pieces and give it to the catlles.
Milk them and sell this milk te the milkmen. She cooks
food for the family, washes clothes, utensils. After
that she along with her 15 years old daughler goes to
the househeld of rich landlord to make . cake oul of
cowdung for them. They had taken this work for six to
seven houses and thus by the time they come back from
work to their home it gels evening and then they. cook
and also 9o out to bring fodder for their callles and
does other work. Girls of this socie—economic category
hardly get primary otr middle education -and they
generally get marry early in their adolescent. Most of
the drop—outs are found among girls and they involved
in the household jobs as well as work outside and help
their families. They hardly observe any traditions
reklated 1o memnstruation child—-birth, pregnancy and
child-rearing. Seme reporled to oberve food related
practices during menstruation and pregnancy. They
mostly rely on village RMP for their treatment and
rarely consull specialist at city'.

‘Among the very poor category. Most of the family

*
numbers involved in earning except small children. Women

belonging tlo this category. had special responsiblities as

she has To bear and nurture children along wilh household

jobs as well as touagh labour outside the household.
Throaghout the day she remains busy and gets tired due to
overburden of the  work. They have 1o live on the

subsistence level of tiving. Thef hardly eal food properly.

Due to lack of time and money lhey could not even take care

of their small children froperly as they have lo leave theilr

thomes in search of daily labour.% They do not own céttles
: )

and live in the mixed or baccha houses. Most of the tlime

-
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women are outside house either in the fields or at the

construction site like brick klin.

"Bharto is & women of 26 years old belongs to very poor
category. She has three small children. She told the
investigator that she used to left her children atl home
without any supervisiom and one of her child was died
alt the working site due to negligence as the infant
fell down from the swing intoe mudpitch withoul her
kknowledge. She has also not immunized her children.
Povertly 1is being reported as the main problem by her..
She woerked hard throughoul the day under the sun in
the fields to get six monthly grain, as well as inside
home she has teo ceok, clean, washing apart from 1This
take care of small children. She alse suffered from
irvegular periods, abortion but did not gel spare tlime
anmdt money Lo get treatment for the same. She eats
chapati with tea while vegetables, dal and wmilk 1is
luxary for their household'.

Thus, 1t evident thal the life-process of the women
exceptEthe rich section, women from the other three sections

had not improved much with the progress and development of

1

village. Status of these women in the family and village

‘life was notl found to be itmproved because of 1The misery,

scarcity, lack of resources, employment and over and above

1lliteracy. It has been already said earlier literacy rate

among the village is much below the mational average, Uhough

they were from a developed village of Haryana wilh thigh

illiteracy and lack of resources for employment and

production in thé family had facilitative exploitation,
misery and diplorable life for lhe women in the poor and

very-poor section. . With this background of the cultural and

social 1life of thie women the reproductive health of the
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women had been analysed systemalically.

Socio—Cultural change in_ the village Dhurala

Before going into the detail analysis of the
reproductive health of the women in Dhurala village, il was

necessary for us to study the micro and macro leveél socio-—

cultural change in this village. Like the other village in

Haryana this wvillage is also undergoing répid change at

socio-cultural level. This village being under the communily

development block Thaneswar, & lot of developmental werk

have been done.

The village has been well communicated by road wilh the

-neighbouring wvillage and ltown resulting thereby a lot ef

communication and interaction between the villagers and the

outsiders. A lol of commercial activities has been improved

over years because of expancion of the village markel. Over

and above the mass—-media expansion and the availability and

accessibility to TV & Radio to Lhe large no. of villagers

has opened the opportunities for the men and women for

latest informations and ideas. Specially among the younger

jroup mass—media has provided a large no. of new modern

values and because of Lhese new values and ideas, a lot of

traditional values and ideas have been discontinued.

b

In this wvillage no doubt the backward caste is in large

no. S5till  the highe} castle being the numerically low

occupied the post of "Gram Schiv'. This Gram Schiv controls

<
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and manipulate the decision-making of the village through

village Panchayat headed by a Sirpanch-who comes from a

backward caste. .
The Yife of this village is more or less very close to
the life-style of the neighbouring town because of constant

interacltion and cemmunications. Over lhe years, because of

the availability and accessibility of educatdioenal
Anstitutions like; primary school and™ high <school, the
female education has increased and a large number of girls

Lo these institutions and also it has been seen some of the
girls now lrying to go out of the village for studying into
the otlher institulions for the higher education in the

neighbouring towns and villages.
Regarding the major socio-—economic change, the = lower

income group households have more employmenl opporunities Im

the viIlagé as well as oulside the village. It has also been

seen thal because of the migration of The labeurers from

outside te the wvillage the landlords have preferred Lo

engage more migrani labourers than the villiagers. This has

happened because Lhe migranil labourers can be engaged in a

low wage. Since the daily wage earner of lhe village demands

more. HBecause of the multiple crop and irrigation facilities

the producltivity of the land has gone up and the profit

margin has gone up in the differenl agricultural praclices
resulting- better life conditions of the landlords who are
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small in number.

It was very intereéling to observe inspite of so much

change and development in the wvillage, a lot of old

traditiens and values have been still protected and

practised in wvarious day to day 1life gprocess of the

villagers.. Because of the old tTraditions and values in tLhe

village the status of lhe weman was nol saiisFactor& in

coﬁsonante with the development of the viliage.
The women were found mestly engaged in lhe household

lobs and were having very little role in the decision making

of the family. Though the women in the rich households have
lot household gadgels like LPG, Refrigerator, TV, Radio,

Cooler, Washing machine, VCR stUill tlheir social status has

not improved significantly. The life conditiom of the women

in the backward caste and wage earner was very miserable

cince their family income is confined leo daily wage earning-

which 1is not very sufficient. Hecause of this acule poverty,

misery, deprivaltion and &lso the exploitstien, wh i ch has

created a lot of favourale situalion for unhealtlhy life for

ttie women as well as the other among poor. It was found

that the development which has been confined to Lhe richew

secltion 1s yel lo be seen =zmong Lhe large socio;economically
It can be said that the fruits of little

poor households.

developmént which has been taken place in the village thas
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yelt - to be reached to the poorer section as well as mostly
women and <children of. this group. Keeping this a broad

backgrouﬁd view of socio-cultural change of the village

Dhurala a detailed analysis is made for the reproductive

health of the women.

Health Institutions

Im order 1o analyse lhe reproductive health of women,
it was: required to develop a brief account of the
availabilitly of differenl health inslitutions funclionimg in
this wvillage. This village has one grimary health centre

and one subcentre at the village level, apart from 1lhis

there 1is one government Ayurvedic dispensary (GAD), it was

there in the viliage since long time.

On 4 April 1990, the village subceﬁtre was modified to
tThe PHC. It has malaria <c¢linic alseo, staff of PHC
consistling ef Z male medical officers, one staff nurce, one

healtlh inspeclor, pharmacist, laboratory technician and

fourth class employee. At the subcentre level there s one

ANM and one male multifjurpose worker. Timings for PHC are 8

to 12.30 pm and 5 to 6 pm. Ayurvedic dispensary also htias one
docler and one nurse. Aparl froem govi. healtlh services there

are five quacks in the village and among tfhem one wused to

run gynaecologial clinic - - but it was <closed shortly

aflerwards. Some of these quacks trained in Womeopa&hy

)
t
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as well as allopathy medicines. Chemisl shop was there 1in

the wvillage, village has dai for providing services Lo . Lhe

women and traditional medicine men who alsc give treatment

1o the b;egnant women and to tHE»ChildFEH in case of fever,
typhoid and chicken—pox. |
Homen_suffering from minor illmnesses like cold, cough,
While

fever took treatment frem wvillage guack, PHC and ANM.
rich women also consult PHC, ANM and quack along witﬁ the
treatmeﬁt from trained cily practitioner o+ spesimalist. For
major 1llnesses poor-people OY‘WDmEﬂ depend on village or
city quack, some consulted civil hospital while few could
aford specialist treatment. While rich ogenerally take
specialist private> treatmeﬁt or from civil hospital. at
primary health centre also women g0 for the treaiment of

minar illness where most of the time one or other doctors

¥
remains absent due to the some other works. So most of Lhe
time they getl trgatment'FromApharmacist, staff nurse 1
beina appointed in the PHC butl women hardly went tlhere for

prenatal cheek-ups or Trealment for tlheir reproduclive

trealth pkoblems. As staff nurcse 1s net a specialist for

those probiems moreover healtlh cenlilre is devoid of tlhe

medicine related to these pfObieqﬁ and also for children

related probiems, so they have to buy medicine from market.

Thus tgey prefer -to conmsull quagk 'who charge lhe money six

mon&hly. or somelimes lake gr?ins in return to = their
i

i
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tréatment. ANM also hardly do prenatal check-ups or
visiting home while she runs her pfivgte practice as she
bought medicine or collect it from h;alth centre and sell to
the villagers at the timé of their illnesses. She ré;ely
note the referral cases or deiiveries taken place at «civil
hospital as she hardly de amy check—up by her own or refer
cases lo the civil ho&ﬁital. She charged Rs. Z50 or 300 for
a delivery, which is unaffordable Fof fpoor women who ;ostly
take assistanrce of dai for that purpose. Al the ti@e of
complications during pregnancy also, very few women who are
rich consull ANM while others either consult the dai or
village aquack. Very few women approach to the male doctors
at PHC for their reproductive health problems. Malé doctors
also not able to diagnose them proper1§ .and agenerally
prescribe Iﬁe medicine which they have Lo buy'f}ém m§rket.
Thus wdmen. hardly consullt them and also feel shy 1in

approaching them for their gynaecoloqical problems. So most

of the lime women have to rely on village gquack, dai, ANM,
traditional practitioner pmdcily guack. Very few relied on
spécialist for their reproductive health problems. Thus lack
of Jgovernment poljty for the reproductive healtlh care of
rural women 1s seen along wilh poor funcltioning of health
staff 1in lhis respect. Even proper record keeping was not

there of the lype of gynaecological problems faced by women

and prenatal check-ups.



Women hardly use family planning measures just after

their marriage as pressure is there on them te bear atleastl

3 or 4 children. It is only among the middle aged women
permanent sterlization is prevalent wilh ANM's suggestion

who provide incentive of Rs. 130/—- to the women undergoing

this operation. Woemen hardly use oral contraceptives and

complain about the side—effecls of intrauterine devices or

oral conlracepltives and it is only used by.rich women. Women
generally undergo slerlization oniy after having one or two

SONS. There is also lack of Follow—up for these sterlized

cases; These women generally complaint of abdominal=pain,

irregdlar periods, or ether probklems but they do mot get any

treatment for that.

Private Practitioners

In the village, private pract;pioners play an important
réle in .the Lreatment of minor, majér and reproductive
heatlh realtled problems. Women g0 to these quacks for
treatment of the problems of irregular periods, bleeding

during fpregnancy as reporled by one quack who practice

homeopathy. There is aleo quacks practising western
medicine (Allopathy) and they also give treatment Ffor the

gynaecological diseases, weakness, abdominal pain during

periods etc. If the patienlt is poor. Thése pracltitioners did
not take% current fees of their treatment, but ‘take “their

i
i
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fees in kind or cash six monthly as already being mentioned.

Thus, their treatment is cheap as well as easily accessible

to the villagers. They remain open lheir sh&ps throughout

the day, so women can take treatment any time, while timings

for PHC are fixed and it remained closed during-afternoons

when most of the women getl time and get free from their

trousehtold jebs. Thus these women mostlly apaproack toe these

gquacks due to econemic reasons as well as due to
unsuiiability of PHC timings. Some of tLhese aguacks are
there in the village since long time and have westablished

jood repulation. So the villagers prefer to take their

treatment from them.
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PART 11

Before understanding the reproductive health of women
in detail, the investigator made an attempt Lo ldgok into the
reproductive health of the women as a part of overall heallh
problems of women inthis village. A systlematic efforl was
made to understand minor, major, chronic, psychosomalic. and
accident related health problems encountered by women
belongimng to the various socio—economic Jgrougps. Apart from
this the investigalor also had opportunities to understand

the health practices relating to these health problems.

Thereafter tlhe reproducltive health of women has heen dealt

in greater detail.

Minor Illeness

Investigater has observed and found thalt women in  lhis

village generally suffered from baékache, fever, Jas

protylem, bodvache with fever, chesl pain. The percentage of

women suffering fvrom fever 1is highest i.e. 28.48% and then

the percentage of women suffering from bodyache anrd fever

i}er 16-.47 and after thal cold, cough and fever 1i.e.14.3%,

then 12.1% reportled fever and headache.

Among trich 7 had fever, cough, 2 had cold, cough and

F%ve{, twe had headache, 2 had faver and headache 2 had
E _ i .

bgdyache and fewer 2 had weakness, tension, gastic problem,
i .

o
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one reported of having anemia. Among not-so-rich, 1  had

headache, 1 had backache, 14 had fever;, 3 -had cold, cough

and feQer, ;.had fever and headache, 6 reporled bodyache and

fever, eacﬁ one had body ache, weakness, gastric problem,

tension and fever. Among poor, 25 had fever, 1 had cold and

cough, 5 had backache and fever 11 had cold, cough & fever,

lwo htad gas problems, 7 had fever and headache, 14. had

bodyache and fever and one had chest paim. Among very Ffpoor,

one had backacte, 8 had fever, Z had backache .and fever, 4
had cold, cough and fever one had gas problem, 4 had fever
and headache, 2 had bodyache and fever and one had backache

and gol faint. The maximum percentage was of fever which was

there among all classes.

Treatment sought for minor illness '

In table mo. 20, among 140 sample women, &9 reported tlo

consull Registered Medical Practitioners (RMP) atl Dhurala &

consulted Parimary Health Cetnre (PHC), 4 consulted Govl.

Ayurvedic Dispensary (GAD). One consult ANM, twe <consulled

qualified private practitlioner in the cily, 37 consultled RMP
and trained practitioner at Kurukshetra, 3 consulted DPhurala

RMP and city RMP, one reported Lo take no treatment, 4  wused

the services of lraditional practitioiner, PHC and GAD, one

each from PHC, GAD and dai, two consulted civil hospitlal and

private . practitioner at city, one used traditional
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practitioner services, PHC and RMP. Five reported lo consqlt
“traditional practitioner ~and one consplted traditional
practitioner. and one relied on home lrealment. So maximum>
per&entage of women 49.3% consulted only RMP at Dhurala and
26.47 consulted both RM? and PHC, 4.3%4 consulted PHC, 3.6%
cnnsulteq RMP and GAD, 2.9%Z each consulted traditional

practitionér, GAD, 2.17Z consulted Dhurala RMP and city RMR.

Table No. 20

fleasure taken For the treatment of Minor Illnesses
Across Socio-Economic Categories

Categories RMP TP PHC Home GAD AN QPR RMP & RMP &
treat- ) PHC QPR
ment
Rich 5 3 1 1 1 1 6 -
26.3 15.8 5.3 5.3 5.3 5.3 31.6

Not so rich 17 2 - - F - 1 7 1
54.8 6.5 3.2 22.é 3.2

Poor a5 1 1 2 - 18 =
52.2 1.9 1.5 3.0 25.9

Very poor 12 - - 1 - &
52.2 4.3 2&6.1

Total 69 1 6 1 4 1 2 37 1
49.3 .7 4.3 -7 2.9 .7 1.4 26.4 7
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€ivil hosital TP+PHC RMP +

Categories Vill.RMP  No TP+  PHC Dai
& City Treat- PHC+ & GAD - & QPR at city + RMP GAD
" RMP- ment GAD - o
Rich - - - - - - 1 -
5.3
Not so rich - - 1 - - 2 - -
3.2 6.9
Poor 2 1 3 1 1 - - - a
3.0 1.5 4.5 1.5 1.5 3.0
Very poor 1 - - - - - - 3
4.3 13.0
Total 3 1 4 1 1 2 1 9
2.1 .7 2.9 -7 -7 1.4 .7 3.6

Among rich maximum percentage of women 31.6% consulted

both RMP and PHC atl Dhurala for the treatment of minor
iliness, " 26.3% depended on RMP at village only, _15.82

dependéd on PHC, while 5.3% each depended upon home

treatment, GAD, ANM trained practitiener at ity and

traditionmal practitiemer, PHC & RMP. Among nol-so-rich 54.8%

depended on RMP at village, 22.46% on RMP and PHC, &.5% each

depended on PHC and Civil hospital and qualified practitioner
in city, 3.2% each consulted <qualified practitionier at

city, RMP and traditﬁonal practitioner and PHC and GAD. Among

‘poor 52.2% reported to take treatment from RMP at wvillage,

3

N

26.9% from RMP and PHC and 3% each from GAD, RMP .~ and GAD,
4.57%4 from tradition?l practitioner, PHC and GAD, 1.5% each

{

from 1tlraditional préctitioner PHC, no treatment, PHC & GAD

<
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and dai. Among-very.poor 52.2% depended on RﬂP at village,
26.1% on RMP & PHC, 4.3% each on GAD, RMP Dhurala and .RMP at
Kuruk;hetra. 13%Z had relied on RMP and GAD. Thus, all other
§otio—economic status depended upon RMP at Dﬁurala but the

rich mostly depended upon bolh RMP and PHC in the village for

the Ltreatment of minor illnesses.

‘Major 1llnesses

In ta%le 21, 17 had fever, seven reported slomach ache,
one .had polio, 60had no major i1llness, 32 reported having
T.B., 4 typhoid, 4 fits, 7 malaria,Z had diarhtohea, 3
reported sltomach ache and fever, dne had sterlity, 7 had
Asttma, 4 hadA blood pressure problems,4 had eye- sight
problem, two had typhod and Blood pressure, two reported
arthrities, two had swelling in feel, 7 had pain in hands, 2
reported epilepsy, one had Jaundice. So the maximum no. of

women had no major i1llness and maximum had fever.
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Table Na. 21

Type of Major Illnesses faced by Vomen
of Different Secie—Economic Category

Fever Stomach  Polio  No Ill- T.B. Tyhoid Fils Malaria Diarahea Stomach Sterlity
ache fiess achet+fever
Rich 2 - - 5 1 1 - 1 - 2 -
10.5 : 26.3 53 =53 5.3 10.5
Not-so-rich 2 - - 19 - - 1 2 1 1 -
45 561.3 - 3.2 6.5 3.2 2
Poor 8 b - 25 2 2 K3 3 - - :
1.9 9.0 31.3 3.0 3.0 45 4.5 - - 1.5
Very poor 5 1 1 1 - i - 1 1 - -
21.7 4.3 4.3° 47.8 4.3 4.3 4.3
Total 17 7 1 40 3 ) 4 7 2 3 1
12.1 5.0 .7 42.9 24 29 2.9 5.0 1.4 2.t 7
Count and Percentage _
Asthea B.P. Weak Eye Typhoid Swell— Arthrities “Pain in Epilepsy Swelling
Sight +B.P.  ing in hand in hand
feel
Rich 2 2 2 - - - 1 - - -
0.5  10.3 10.5 5.3
Not so rich 1 - 1 - - - 1 1 1 -
3.2 3.2 3.2 3.2 3.2
Poor 4 2 2 2 3 1 1
b 3.0 1.5 3.0 1.5 3.0 4.5 1.5 1.5
Very poor - - - - - - 2 - - -
8.7
Total 7 4 4 1 2 7 1 i
5 2.9 2.9 1.4 g 1.4 5 1.4 .7 7



Among rich 10.5% had fever, 26.3% had no majeor illness,
5.3% each had T.B., typhoid, maléria and pain in hands 10.5%
each had stomach ache and Fever; asthma,. blood pressure,
eye sight problem. Among ﬁot so rich 6.5% each had fever
and malaria, ©1.3%Z had no illmness, 3.2% had fits, 6.54 had
malaria, 3I.24Z each had Diarreohea, stomach ache fever,
asthma, eye sightl problem, pain in the hands, epilespy and
swelling in the feel. -Among poor 11.9% had fever, 9% had
stomach ache, 57.3%Z had no illness, 3% each T.B., tlyphoid,
E.P., asthma, eye sight, 4.5% each had-fits, malaria, pain
in the hands, 1.5% each had sterlity, weak -eye sight,
SQelling in the feet gnd epiiepsy. Among ve*? poor 21.5% héd
fever, 4.32 stomachachg,§.32 Polio, typho?d, malaria,

Diarrohea, 47.8% had no problem B.77 had pain in hands.

Treatment sought for Major Illnesses

In table no.22Z2, adt of 140 women in the sample, o
reported To consull RMP at Durala for the treatment far
major illnesses, 4 consulted PHC; one ‘to Gavt. Ayurvedic
dispensary, 10 1o civil hospital, 37 consulted qualiﬁied
private practilioner, one regporled to consull Dhurala ﬁMP
and PHC, 17 repo?ted to consull Dhurala RMP and trained
pragtitionier atl Kuruksheltra city, one repor ted : pf
consﬁlting RMP at Kurkshetlra, 17 reporied to cosult Dhurbla

1!
:
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RMP  and RMP at Kuruksheira. One reported "Lto take ne
treatment, two reported to consult traditional practitioner,
PHC and Govtl. Aydryédic_dispensary, 31 had no probl;ms, one
censulted PHC and Govt. Ayrvedic dispénsary 4 consulted
civil  hospital and gualified practitioner, é reported to
consult traditional practitioner, PHC and RMP, one reported
to consult tlraditioenal practitioner and gqualified cffy
practitioner and one consulted RMP and GAD for the treétment
of btig illnesses. -
Table No.22

Steps taken for the treatment of
Major Illnesses Across Socio-Economic Categories

RMP PHC - GAD Civil arR Dhurala  Dhurala ROP Dhurala No treat-
Dhurala hospi- RMP + RMP+QPR at RMP+KKR ment
tal PHC at KKr KKR RMP
______________________________________________________ e o e o e e e e e e o o e ot e o e e oo o e e s e e B e oo s e o
Rich - - - 2 13 - 1 - - -
10.5 . 68.4 5.3
Not se rich - 1 - 3 g - 2 T 2 -
3.2 @.7 25.8 D7 3.2 6.5

Poor S 2 1 4 14 i 10 - 10 -

7.5 3.0 1.9 6.0 0.9 1.5 14.9 14.9
Very poor 4 1 - 1 2 - 3 - ] 1

17 .4 4.3 4.3 8.7 13.0 21.7 4.3
Total 9 1 10 7 1 1 17 T

b4 2.9 .7 7.1 26.4 7 12.1 .7 T2.1 .7
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TP+ PHC+ N.A. PHC+ Civil TP + PHC TP+ RMP+

+ RMP GAD hospital +RMP QP at city GAD
+QRP in '
city
Rich - -2 - 1 - - -
- 10.5 5.3
Not so rich - 11 - - 2 - - -
35.5 6.5
Paor 1 13 1 1 2 1 1
: 1.9 19.4 1.5 1.5 3.0 1.9 1.5
Very poor 1 ) 5 - - _ _ _
4.3 21.7
Total 2 1 1 4 2 1 1
1.4 2.1 .7 2.9 1.4 .7 .7

Chronic Illness

During study, attempt was made to accont -the chronic
diseases among women. It was found 9 ha& fever, 15 reported
to have Gynae problems, 4 had constipaltlion for long;time, ?5
had no chronic illness, one had anxiely, & repor}ed cancer,
4 reported stone in the gallbladder. 4 reporled blood
pressure for long, 3 reported skin infeclion, oane reporlted

partlial paryalysis, one reported piles, ome blindness.

Accident
Resides the chronic 1illnesses during sludy, the

investigator was reported the instances of accidenls in

women of various socio—economy caltegories. Among sample of

140 women 17 reporfed te have accidenlt while cutting grass,



2 from motor vehicle, 121 experienced no accident i.e. 8&6.4%.

AMong rich women 5.3Z had motor vehicle and 10.5% while

cutting fodder by thrasher; Among nol-so-rich 3.2%4 each

cutting fodder, motor vehicle and culting grass " fodder by

thrasher. Among poor 14.9% reported 1o have it while

culting grass while among very poor 17.4% reporled accidents

Thus accidents due te tLhrasher is

while cullimg grass.

highest among very poor while motor vehicle among rich

category women._'SC‘had 29.6% accidents while cutting grass,

BC 9.3Z and others 5.3% each while culting grass and by

molor wvehicle. So maximum &ccidents occur among SC while

cutling grass. Among students 33.3% reported accidents

while cutting grass, housewives 6.2% while cuttling grass,

.12 moetor vehicle accident reported. Service women had not

reported any accident, wage 1labourer 21.6% reporled

accidents while cutting grass.

Treatment sought foer Accident

flut of 140 sample women, four reporled to gelt tTreatment

for RMP, two from PHC, one from civil hospilal, ltwo reporled

o take from trained privale practitioner at cily, one each

from: Dharala RMP and PHC, RMP at cily, Dhurala RMP and

Kurukshetra RMP, 9 took no treatlment for minor accident.

3

+

Information on Fulure Reproductive Role
t .

‘OBut  of 140 women, 23 reporled to have previous

-
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knowledge of mens

or experiéncé of child-rearing before marriage, 96

-knowledge or informalion regarding Llhis,

truation before 1t onsetl,

two had knowledge

had prior knowledge regarding menstruatioen, child-birth

child-rearing.

knowledge of per
no information on
knowledge of peri

perieds, child—-bi

Se maximum percenlage is of wemen who-

iods in advapce 1i.e.

future reproducltive role.

16.4% while 68.6%

8.6%

had

had no

twelve reported tlo

and
had
tad

prior

ods and child-rearing. 5% had knowledge of

rith and child-rearing.

Table No. 23

Information on Various-Reproductive Roles among
HWomen of Differenl SES categories

116

SES - Menstruation Child- No know- Periods& Period
rearing - ledge thild- child-birth
rearing &child-rear.
. Rich 5 - 4 z 3
v Z6.3 7.4 10.5 5.8
Not—se~rich = 4 3 z
5.5 774 9.7 b
Poor 14 4 43 b 2
20.9 3.0 H4.2 ?.0 3.0
Very poor z - 20 1 -
8.7 87.0 4.3
Total 23 z b 12 , 7
16.4 1.4 68 .6 8.6 5.0
E



In table no. 23, 47.4% women of high socio-economic

status had no informaltion while 52.6%Z had one or another

informalion on future reproductive vrole. As £26.3%4 had

knowledge regarding periods, 10.5% on periods and child

rearing, 15.8% on periods, child birth as well as child-

rearing.

Among rich 47.4% had no pricor knowledge while Z26.3%  had

information of periods, 10.5% of periods and c¢child rearing

and 15.8% of periods, child-birth and child-reaaring. Amonqg

not—-so~vrich &.5% had periods related information, 77.4% had

7o information and &.5% had informalion on  period, child-
birth and child-rearing. Among poor &4.2Y% had no  prior

information,20.9% had period related information, 94 had

period, child-rearing and 3% had informalion on child-rearing

and periocd, child-birth and child-rearing. As per lable no.

23, 87% women of very poor calegory had no prior informaltion,

5,74 on periods, while 4.3% on periods and child-rearing.

Thus, percentage of women with ne informalion on all aspectlts

found Lo be highestl for very poor women and informalion on

all aspects found to be higher maong rich caltegory. Amon iy

nursing mother 64.3% aware of periods and child-rearing while

4.8% each had all information regarding fulure reproducltive

rele, child~rearing, period, child-birth only. Among newly

married 28.46% aware of periods, 14.2% of child-rearing,

period, child-birth and child-rearing 42.9%4 are aware of

=
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periods and child-rearing. Among adolescent girls 40.9%4 had

information of periods, 9.1%Z on periods and child-rearing.

~ Among mothers 9.4% aware of periods, 5.9% of period, child~-

birth and child +earing, 4.77% periods and child-rearing

mothers are more unaware adolescenl girls are moslly aware of

periods only.

Table No. 24 .

Information on Fulure Reproductive Roles as reported by
Women doing Different Occupations or jobs

SES Peri1od Child~ No know-— Periods& Period &
rearing ledge child- child-birth
rearing &child-rear.
Student 1 - 2 - - '
33.3 b6.7
Housejob 19 2z 63 8 5
19. 486 2.1 64.9 8.2 5.2
Service 1 - - - -
100.0
Wage Z2 - 30 2 2
Earner 5.4 &1.1 &.1 5.4
Student & - - 1 1 -
Housejob v 50.0 - 50,0
Total 23 z PG 12 7
16.4 1.4 686 8.5 5.0

Dccupation wise, in table no.24, more information on all

. 3 . .
.aspecls of reproduction found among housewives while more

about periods among students. As 33.3% students had
P ,

information en periods, 49.6% housewives on periods. 8.2% on
§ .

<
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periods and & €hild-rearing, 5.2% on periods, child-rearing
and child-birth, 2.14 on child-rearing, wage.  earner women

8.14 had information on periods and child-rearing 5.4% had

infofmation on all-aspects.

Table No. 25

Information on Furture RerrnduciiveARhle;reportfd by

Educated or 1lliterate Women .
VSES - Period Child- No know-— Periodsd Peried. &
rearing. ledge child—. child—birth
rearing &child-rear.
Educated 11 1 33 7 5
19.3 1.8 57.9 12.3 8.8
Iliiterate 12 1 ' ‘63 . 5 2
14.5 1.2 75.9 6.0 z.4
Total 23 P& 12 7
16 .4 1.4 68.6 8.6 5.0

In table no.25,. more educaled wemen had kricwledae on
every aspect ef reproduction. As more illiterate had nao
kmowledge on these aspecls i1.e. 75.9%4 as compared to litleradie
women i.e. 57.9%4Z. Moreover, educated women have kneowledge on
reriods 1.e. 192.3% as compared lo 14.5% illiterate, 12.37%Z on

periods and child-rearing as compared to &% illiterate wemen,

8.8% on all aspects as compared to 2.4%.
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Tradition related to Menstruation

Out ;F 140 sample only 31 réboried to observe practices
related to periods like not taking sour food while 109 found
not to have any pracltices related to periods. Only 22.714
have observed some gpractices while 77.9%Z observed no
practices. Women do not cook, prey during mensturation and

not suppose to 1ift weightl.

Among rich 26.8% had observed some praclices like nol tlo
cook; nolt to do prayers, not te eal curd and rice durinnq
periods, while among motl—-so—-rich 25.8% had come pracltices
while 74.2% observed no such praclices. Among poor calegory
18.4%, had _practices, while 80.&% de not obserge any such
practices. While among very poor 13.0% obgerve same
practices. Among sltudents, &1l reported such ;racticesy
hcusewivgs 24.7% veported such practices, ho service women,
anly &.1%4 wage earner reported such traditions. Thus all
such

studentls and 5 Ome houscsewives obcerved and Ware af

practices while very fe wage earner observe such praclices.
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Table No. 26

Traditions related to menstruation reported to be observed
by women involved in different Occupations

Occupation BObserved Notl observed
Student 3
100.0
Housejob 24 73
z24.7 75.3
Service . - 1
100.0
Wage earner 3 34
&.1 1.9
Student + 1 1
housejob 50.0 50.0

Total _ 31 109
22.1 77.9

Table No. 27

Traditions uobserved related to menstruation among Educated/
Illiterate MWomen ef Poor SES Category related to periods

Occupation Observed Not ochserved
Fducated & 17
2&4.1 7.9
Illiterate 7 37
_ 15.9 &4 .1
Tolal 13 - 54
18.4 80.6 ,
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In poor socio—economic calegory students of low SES
category reported to observe such traditions 20.0% housewiveé

also had such traditions, 10.5% wage earner also reported to

observe such traditions, Maore housewives and student had such

traditions than wage—earner wemen of low SES category.

Among very poor category it was found that housewives

reported lo observe such lradilions relaled to perieds, while
F4.1% wage labourer women observed no practice, anly 5.9% Had
such practices. Thus more housewives of very poor caleqory

cbserved such practices as compared to wage labourer women.

Difficulties during menstruation

Uut-of 140 women, 18 reported to have irregqular periods,
4—ewperiencéd exceessive bleeding, 20 complaint eof abdominal
pain while 91 had mo problems, ﬁwo ddi not have preriods due
to mancpause, four reported to have irregular periods wilh
abdominal pain. Se 14.3% experienced abdominal paiﬁ-and 12.9%

trad irreqular  periods 654 had no problems, 2.9% each had

excessive bleeding and irregular'perjods with abdominal pain.
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Table No. 28

Difficulties faced by Women during mensturation
as reported by Women of different Socio-Economic Category

.Category Irregular Excessive Abdominal No tiano Irregular Periods
Periods Bleeding pain Problem pause + Stomach ache
Rich 3 1 3 11 1 -
15.8 3.3 15.8 57.9 5.3
Not so S 1 2 20 - 3 -
+ich 16.1 3.2 6.5 64.5 ?.7
Poor 6 3 13 43 1 1 -
2.0 4.5 19.4 64.2 1.5 1.9
Very poor 4 - 2 17 - -
17 .4 8.7 73.9
Total 1 5 2 91 2 4
2.9 3.4 14.3 . 65.0 1.4 2.9
In table no. 28, &Among rich women 15.87 each suffered

from proklems of irregular‘periodf abdominal pain each and

5.3% suffered from excessive bleeding. Among not so rich

1b. 1. suffered from periocds.3.2%L from excessive bleeding and

6.5% -from abdeminal padin.  Among  poor women 19.4%  had

abdominal pain, 3% had excessivé bleeding, irreqular periods

and abdominal fain. AmoRg vetry poor 17.47% haé irregular

periods, 8.7%4 had abdominal pain and 73.9%4 faced no.
problem of

problems. The maximum percéntage of women had

abdominal pain i.e. 14.3% and it is highest amoné poor women

i
[
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and after that the problem of Irregular periods i.e. 12.9%

and this was highest among very poor women.

Table No. 29

Difficulties during mensturation reported by
Educated/illiterate Women

Irregular Excessive Abdominal No N.A. Abdominal Irregular Periods
Periods Bleeding pain Problem pain & + Abdominal pain
Exc. bleed.

Irr. Periods

Educated 11 2 8 33 1 1 1
19.3 3.5 14.0 57.9 1.8 1.8 1.8

Illiterate 7 2 2 58 1 - 3
8.4 2.4 14.5 69.9 1.2 3.6

Total 18 4 20 1 2 1 4
2.9 . 2.9 14.3 5.0 1.4 .7 2.9

Educated 192.3%4 had irreaqular periods, 14% had abdominal
main, 2.5% escessive bleeding. Illiterate women 14.5% had

abdominal pain, 8.4%4 women had irregular periods.
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Table No. 30

Difficulties during mensturation as reported by
Women involved in various Occupation

Category Irregular Excessive Abdominal No N.A.. Abdom.pain Irregular Periods
Periods Bleeding pain Problem Exc.Bleed. + Abdominal pain
Irr.Periods

v S o s o T o o e A s ot S A S i e o oy b s S s o T A s o T A et Ty T = e = = = = s e o e o s ot T o b e T o o S - fam o o T e o o o o e rm st S o e ot e e o

Student - - 3 2 - - -
60 40

House job 14 4 12 &2 1 - 4

14.4 4.1 12.4 63.9 1.0 - 4.1
Service - - - 1 - - -

100.0Q

Wage earner 4 - 5 26 i 1 -

10.8 13.5 70.3 2.7 2.7
Total 1 4 20 91 2 1 4

2.9 2.9 14.3 65.0 1.4 7 2.9

ot e o o e s o o t oy S00s e S ot e s o st Lot o G4k Thes T S48 SMS e e = S} s e Some A e e o S e s o S Sobe e ot a2t Sant rim bt St $ e o s e ot o nane o oo oo tomt Tt oen e e S e e e S e e S 00

Occupalion wise as refer to table no. 30, students 1.e.

60% reported abdominal pain, housewives 12.47 reported
wgescsive

abdominal pain, 14.4% irregular pericde., 4.1% ex
bleeding, 4.1% irregular periods and abdominal pain. Service
doing women had no problems. Wage earner women 1R3.5% had
abdominal pain, 10.8% irregular periods, 2.7%4 each had

@xcessive bleeding, abdominal pain wilh irreqular periods.

Thus, housewives and wage labour reported, variocus kind of

.periecds related problems while most of tThe students had

reported abdominal pain during mensturation. The following

case study provided - a detail data on various problems

-
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arising out of menstruation.

Case Study

(\A young girl Hukami aged 15 years belonging to Harijan
€aste and wage earner secio—economic category. Throughout
the day she used to do household work and as helging her
mother inside the home beside this she used to go landlord's
touses to make cowdungs cakes in relurn they used to gel siu
menthly grain and someltimes food for everyday's work. In
the informal discussion with researcher, she revealed tUhat
she had been sufferinmag frem fever for long and on asking
about gproblems relaled to mensturation. She said ithat she
used te have abdomimal pain during periods. On asking
‘whethter she took trealment for thal she replied that for tlhe
fever she was been shown to the doctor in the wvillage who
was a quack praceticing western medicine. She said that she
was dgetltting <cure. Again engquiring on her menstrualion
problems, whether she informed her mother regarding 1hat.
She replied that she used nol to lell her mother about the
pain and even her starting of periods. It was only when the
fain  became unbearable her mother came to know about that
while she used to discuss all this with her friends. . Through
talking to other girls researcher came to know that
discussien about the onsel of the periods and related

problems was being domre among girls themselves withoul
letting know their mothers about it.as they are not suppose
to talk aboul these things openly or even to their mothers

as it is not considered good and they feel shy indiscussing
that and shameful too. On discussing this with mothers it
was found thal molher's 1Lried to show 1i1gnorance regarding
Lthe onset of perieds of her daughter and also reported that
girls don't tell on talk aboul these to their mothers, bul
they came to know about 1t but still they domn'l
talk or discuss aboul il witlh their dauaghters a¢ it is
sttameful to discuss and bad to discuse these maltters. Hukami
also said that her mother lold her to take precaulions 1in
taking foods like she should avoid taking rice, curd, lassi,
pickle and all sour things lto rorevent tUthe pain during
menstruation. So she has started taking precaulions while
Fain still prevails somelimes.

indirectly

Thus, it has been seen thal due to " socio—-cullural
girls do not reveal the onset of periods as well
as i1ils related problems unless i1l became "very painful, Then
the mothers came to know about it and the only measure
suggested is to avoid some foods. While few also taken to
the quacks for treatment from where they gel tlemporary
treatment. Lack of money and time on the part of their

factors the
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parents does not permit their treatment from qualified
practitioner at city, registered medical fpractitioner at
city er at PHC or to consult AMM. Going to PHC 1s avoided
as they felt shy te talk aboul it with male doctors and
moreover doctors prescribe the medicines which they have to
buy from market and the same is true with Auxillary nurse
midwife. So they avoid consulting them. In this way there
is a lack of services for the tlrealmemt of tUthe periad

related problems of girls in lhe village.
Treatment received for the problems relaled to Menstrualion

Tahle No.31

Steps taken for the treataent of menstruation related probleas
among Women belonging to different Socic—Economic Categories

Calegory ANM PHC RMP RMP at  No treat- TRAD. No Pr. Preca. ANM+ PHCHRMP  PHCHGPR

KKR ment . Pract. TPR
. ity

Rich 2 1 T . - - 1 12 i -1 - -
10.5 5.3 5.3 5.3 632 5.3 5.3

“Not so 1 2 - 5 2 16 4 - - 1

rich 3.2 6.5 16.1 6.5 S1.6 13.1 ' 3.2

E

Poor 7 t 2 - 7 2 42 3 1 2 -
10.4 1.5 3.0 10.4 3.0 827 45 1.5 3

Very poor i - - 1 b - 14 1 - - -
4.3 3 26.1 60.8 4.3

Total 1 2 5 1 18 5 24 : 2 2 1
7.9 1.4 3.4 7 2.9 36 0.0 6.4 1.4 1.4 7

In table no. 3%, out of 140 women, 11 ;repUTted Lo
censult ANM  when faced pﬁoblems related Lo periods, twa
reported to consull PHC, 5 coensulted RMP  at. Dhurala, 1

reported to consull RMP at Hurudkshelra cily, 418  took no

t
problem, 5 tloek lreatment from

treatment for this
}

traditional pgractitioner, 9 take precaulion like not taking

<
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sour foods,2 consult ANM and qualified practitioner, 2

.reported tlo take treatment from PHC and RMP at village and
one from PHC and qualified prattiti%ner. So mosl of ‘Lhe

women do not take treatment for these‘problem and those wha

take mostly from ANM.

Tahle Mo 32

hmn-ntHWlnﬁhwﬂunJ!hhipnﬁusasnwnu!by
tducated/111iterate Women

Category ANM  PHC RMP  RMP at  No treat- TP No Pro- FPreca. FPreca. ANM+ PHC §  PH
KKR ment PR RMP gty
city

Educaled 5 i 3 - 5 4 34 1 3 2 4
- 8.8 1.8 5.3 8.8 7.0 54.4 1.8 5.3 3.5 1.8 1.8
Uliterate 6 1 2 1 13 {53 -5 - 1 -

7.2 1.2 2.4 1.2 15.7 1.2 .63.9 _ 6.0 1.2

Total 11 2 5 1 18 5 84 1 8 2 2 1

7.9 1.4 3.4 i 12.9 3.6 40,0 g 5.7 1.4 1.4 7

In table no 32, ameng educated &.8% tlook treatment from

ANM , 7 from traditional pracltitioner, S.3% Lookes

precautions and consult RMP, among i1lliterate 15.7%4 took no

treatment, 7.2% consulted ANM,6% look precaulions. Thus

nmore illiterate did not seelk lreatment for lheir problems.

Prediction of Pregnancy
95 (67.9%) reportied cself prediction, 4 (Z.9%) reported

. ,
of being! predicted by ANM, 2 (2.71%) from dai. 7 (5%}
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predicted by nursing home or olhers. Among rich calegory

63.2% self predicted and 5.7% with the help of ANM. Among

nolt—-so-rich B80.6% predicted self, while 3.2%4 predicled by

sy

ANM and 3.2% by others and nursing home. Among poor &1.2%

self predicted, 3% by dai, 7.54 from other source 1.54 by

ANM. Among very poor 73.9% self predicted, 4.3% each with

the help of ANM, Dai and from others. So most of the women

NUrsing

continued their pregnancies by themselves. Amaong
mother 76.2% predicted self 14.3% from nursimg home and

olther and 4.87% from ANM. Pregnant women 80% self and 20% by

ANM . Newly married 14.3%4 from nursing heome or otlhers.

-

Mother of 2 or 2 children 87.1% self prediclted, Z.4% ANM.

nursing home or olher, 3.5% from Dai and 1.2% from other and

nursing home.

Tradition related to Pregnancy

Out of 140 cample women, one (0.74) reported to observe

praclice like mot to visil dead during pregnancy, 3 {

observed of food related practices, 12 (8.6%) did notl 1ift

weight, 119 (85.0%) reported to observe no tradition or

préctices, 3 (2.1%) reported Lo observe all the praclices

like not to wvisit dead, food practices and nolt te 1lift

%

we@gh{, two (1.4%) do not allow molher and child to aqe out

oftthe home .

§
i
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Table No. 33

Traditions related to Pregnancy As observed by Women
of Different Socio—-Economic Calegories

Cateqgory Not to Food Don'1 No Notl to go Do net gd
visil related 1ift ~ to place of out of home
the place weight dead+food
of dead prac.+Notl

-~ 1ift weight
Rich 1 - 1 5 1 . 1
5.3 5.3 78.9 5.3 5.3
Not so rich - 1 7 22 ~ 1
3.2 Z2.6 71.0 3.2
Poor - 2 3 &0 2 -
3.0 4.5 89.46 3.0
Very poor - - 1 22 - -
4.2 95.7
Total 1 3 12 119 3 2
.7 2.1 8.6 85.0 2.1 1.4

Among rich categorx’1 {(4.3%) each observed pracltices

like not to see the dead bkody, nol te lifl heavy weight,

foed vrelaled pracltices, do mol to go ocut of home, while
among notl—-so-rich caltegory 7 (22.46%) did not 1ift weight, 1

(3.27) each observe food related pracltices, and did nolt go
out of home. Among poor 89.6% of women observe no

praclices and 2 (3%4) each observed foed related praclices

and otrher all practices 3 {(4.5%4) do not 1lift weightl. Among

very poor only 1 (4.3%) did not 1ift weight. This shows that
fich observe and not-so-rich category women of such

traditions related to pregnancy. While very few among. poor
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and very poor were found to observe such practices.

Table No. 34

Traditions related to Pregnancy
as observed by various Caste Women

Caste Not to Food Pon®'t No All Pract. Not alloQ
visil related 1ift  Trad. mother &
the place weight child to go
of deatlh outl
=1 - - - 1 25 1 -
3.7 ?2.6 3.7
BC - 2 6 65 1 1
2.7 8.0 846.7 1.3 1.3
Others 1 1 5 29 1 1
2.6 2.6 13.2 76.3 2.6 2.6
Total 1 3 12 119 3 z
7 2.1 8.6 85.0 2.1 1.4
As refer toe table no. 34 , more women from other ctastle

observe such practices than backward and schedule castle.
76.3% had no traditions in comparison to the 92.6%4 &C and
86.7% backward caste. As 12.2% other casle women did not

lift weight and also ebserved other traditions.
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Table No. 35

Traditions related to Pregnancy
as reported by women involved in different Occupations

Casle Not to  Food Don't No All Pract. HNot _allow
visit related 1ift Trad. mother &
place weight child to go

of death out

Student - - = 3 - -

100.0 -

Housejob 1 1 - 11 79 B o

" 1.0 1.0 1.3  81.4 3.1 2.1
Service - - - 1 - -
100.0

Wage - 2 1 24 - -

earner 5.4 2.7 ?1.9

Student+ = - - 2 - -

Houseijob 100.0

Total 1 3 12 119 3

-7 2.1 8.6 85.0 2.1 1.4

__________ ————— . — At o —— . v — o — — —" ——— —_ T Mo— o o 3ot Tt s o o o o s v — — ——" — —— —t — — —" ——— —— —— 2 — o o ot ot ot e it st s0v0 nF oo

As refer tlo table neo. 35, wage labour women obkserved
less =<such pracltices as compared 1o the housewives. While

they only observe food related practices i1.e. 5.4%, and 2.7%

did not l1ift weight. Housewives 11.3% did nol 1ift weirght,

10% had fooed related pracltices,3.1% observed all practices.

Thus waqe labourer women only obkserved food related

practices.

132



Table No. 36

Traditions related to Pregnancy
- - ’ as reported by Illiterate/Literate Women

Caste . Not to Food Don*t No All Pract. Not allow
visit related. 1lift Trad. mother &
rlace weight child to go

of death out

Illiterate 1 ) 44 1 2

1.8 1.8 10.5 80.7 1.8 2.5

Educated - 2 & 73 z2 -

: 2.4 7.2 88.0 2.4
fotal 1 3 = 149 3 z2
7 2.1 8.5 85.0 2.1 1.4

Education wise ‘as refer to takle no.36, more educated
women observed such practices as compared to the flliterate.
As 887 illiterate women do nol ebserve such pracltices as

compared to the 80.7% educéted women.

Difficulties during Pregnancy

Dutl of 140, &1 (43.6%) women had mo problems, 11 (7.9%)

experienced abdominal pain during pregnancy, 14 100 i aad

bleeding, 10 (7.1%4) had abortion, 27 ({12.34)» +had  notl

experienced pregnancy, five (3.5%) had experienced

vomilting during pregnancy, five (2.6%) experienced

abdominal pain, weakness and vomitting, at the time of

pregnancy, three (2.1%4) had abnormal position of foetlus,
three (2.1%) had preterm_babies, while one exprience blood

pressure problem during pregnancy.

o
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Table Ne. 37

Diftimlties Daring Pregnancy faced by Umaen helonging to

differeat Secie-Ecomsmic Categaries .
Categury Abdominal Bleeding Abortion Mo N.A. Vomitting Abdominal Abnormal Pretera B.P.
pain Problea during paintweak- position babies  during
Preq. ness+vomit, foctus Preg.
Rich 1 2 3 é 4 - 1 1 - 1
5.3 10.5 15.8 3.6 211 5.3 5.3 5.3
Not so rich 2 3 2 15 4 1 3 - 1 -
6.5 9.7 6.5 48.4 12.9 3.2 9.7 3.2
Poor 8 5 4 27 7 2 o 2 " -
1.9 7.5 6.0 40,3 ~25.4 3.0 1.5 3.0 1.5
Very peor - 4 1 13 4 2 - - i -
17.4 4.3 56.3 8.7 8.7 4.3
Total 1 14 —10 61 27 5 5 3 3 1
7.9 - 10.0 7.1 43.6  19.3 3.6 3.6 2.1 2.1 7

Among rich category of women 15.8% had abortion, 10.5%

¥ ’ :
bleeding during pregnancy and 5.3% each had abdominal pain,

weakness, vomitting and abnermal position of foclus. -Among

net so rich category ?2.7%4 each had abortien, abdominal pain,

weakness and vomitling., 6.5% had abortion, abdominal pain

and 2.27% had vomitting during pregnancy and prelerm babies.

Among poor category 11.9% had abdominal pain, 7.5%4 had
bleeding 6% abortien and 3% each hkad: vomitting during

pregnacy and abnormal foetus position and 1.5% each had

s

preterm babies and abdominal pain weakness_ and vomitting

Amdng very poor category 17.47% Qad bleeding during
. f
pregnancy, 8.7%Z vomitting,4.3% each had pgreterm babies and

feeling.

@
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abaortion. Thus, the of problem was more due to bleeding and
abdominal pain during prégnéncy i.e. 107% and 7.9%

respectively. Abdominal pain is highest among poor category

11.9%, while bleeding was among very poor.

Talile Ne. 38

" pitfieulties faced during Pregnancy by rich
Women of different Caste

Calegory Abdominal Bleeding Abortion Ne N.A. Abdoainal  Abnormal B.P.
paim Problen paintweak- position during
nesstvomil. foetus Preg.

B - T - 2 - - -
5.0 50.0 ]
Dthers 1 1 3 4 3 1 , i 1
6.7 6.7 20,0 267 2.0 6.7 6.7 6.7
Total 1 2 3 6 4 1 o 1
5.3 10.5 5.8 3.6 24 5.3 5.3 5.3

As refer to table no. I8, B0% women from backward caste

belonging to the rich categoery reported no problems, 254

bleeding during pregnacy, while wemen from olher casle Z26.7%
had no problems, 20%Z had abortion, &.7% had bleeding, LT
abdominal pain, 6&.74 had abdeminal pain, weaﬁness &
6.77% reported abnormal positien of foeltusy &.7%

vomitling,

bloed pressure during pregnancy. More varied problems

reported by other caste women.
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Table No. 39

Difficulties during Pregmancy as reperted by
Educated/I1literate Women of Rich SecioEconomic Status

Category fbdeminal  Bleeding Abortion Ne N.A.  Abdominal ~ Rbnormal  B.P.
pain Problem paintweak- position: during
nesstvomit. foctus  Preg.

Educated 1 2 3 4 1 - 1
LT 7.7 5.4 231 0.8 L7 7.7
Illiterate - 1 1 3 - - 1 - -
16.7 %.7  50.0 16.7
Total - 1 2 3 6 § 1 L
5.3 10.5 5.8 3.6 214 5.3 5.3 5.3

As referred to table no.3%9, 37.5% housewives belonging
to rich category had reported on pregnancy related prgblems
18.87Z reported abotion, 12.5% blee&ing; 6.3% stoméch ache,
6.3% vomitting stomach ache and weaknéss, 6.32 abnormal
foctus position and 6.3% blood—pressure problem during
pregnandy. So more than 50% housewives of r;ch SES faced

one or, anolher problems in during pregnancy.

Among educaled women wo are more in no of rich category
mainly complaint of abortion 1.e.15.4% bul amonqg the
illiterates 1&.72 each had the complaints ef abortion,

bleeding and abnormal foelus position.

+
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Table No. 40

Ditficulties faced during Preguancy as reperted by
netle-se-rich Secis-Ecomomic Status Usnen belonging to differeat Caste group

Category Abdominal Bleeding. Abortien AﬁNo N.A.  Vomitting Stomach-  Preters

pain Probles- during achetweak-  babies
Pregn. ness+vomit.
N Sc _ - - 1 1 - 1 -
B3 B3 33.3
BC - 2 - 7 3 1 - 1 -
11.3 50.0 21.4 7.4 7.4
Others z 1 o2 7 - - 2 -
14.3 7.1 14.3 0.0 14.3
Total 2 3 2 15 4 1 3 1
. 6.5 9.7 6.5 48.4 2.9 3.2 9.7 3.2

As referred to table no.40, among SC women from nol-so-—

rich category 33.3% had no such pregnancy related problems,

33.37Z had abdominal pain, weakness and vomitting. 504

Backward Caste women had no problems,14.3%Z had -bleeding

during pregnancy, 7.1%4 fhad vomitling during pfégnancy, 7.1%4

had preterm babkies. While other caste women 14.3% had

abdominal pain, weakness & vomitting, 14.3% had abortions,

'7.1% had bleeding, $50% had no problems. Backward caste and

other caste women refoerted more problems as compared to the

schedule caste womenfo? not so rich category.

5
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‘Table No. 41

Difficulties during Pregmancy as reperted by
nnt-so_-rich Socio-Econemic Status Women doing different jobs

Category ~St6nach Bleeding Abortion No  N.A.  Vomitling Stomach- " Pretera
ache Prebles during achetweak-  babies
Pregn. nesstvomit, '
Housewife -z 3 2 18 4 1 3 1
6.7 10.0 6.7 4.7 3.3 3.3 10.0 3.3
Farm worker - - - 1 - - - - -
4100.0
Total 2 3 2 15 4 1 3 1
6.5 9.7 6.5 48.4 2.9 3.2 9.7 3.2

Referred 1o table no. 41, 10% housewives reported

bleeding -during pregnancy, 10% each vomitting, abdominal

pain  and weakness, 6.7%4 had abdominal pain, &.7%4 had

abortion, 3.3%Z had vemitting, 3.3% had preterm baby. Farm

worker reported no problem.
Table Mo .42

Diffimmities faced during Prequancy by Educated/I1literate
Howen of net-so—rich Secis—Ecomemic Status Category

Caleqory- Abdomimal  Bleeding Abortion No N.A.  Vomitling Abdominal Preterm

pain Problem during paintweak-  babies
Pregn. nesstvomit.
Educated 1 , 1 2 10- 2 . - 2 1
: 3.3 5.3 10.5 52.6  10.5 10.5 5.3
Farm worker ¢ 2 - 5 2 i 1 -
' 8.3 16.7 4.7 167 8.3 8.3
Total 4 3 2- 15 4 1 3 1
6.5 9.7 6.5 48.4 2.9 3.2 9.7 3.2

14
F’
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As refer to lable no.4z2, 10.5% literatle women reported

abortion, 10.5% abdeminal pain, weakness and vomilling,

52.6% had no problems, -5.3% had only abdominal pain, 5.3%
had bleéeding, 5.3%Z had preterm babies. While  16.7%
illiterate reported bleeding 8.3% had abdominal pain, 8.3%
had vomitting during gpregnancy, 8.3% had abdominal pain,
weakness and vemitting. Thus illiterate woemen reported 1le
have bleeding. While educated women reported abo+rtion and
other ceﬁpli;a{inns_ -
Table Ne. 43
Biffimlties during Preguancy as reperted
by poor Secio—Economic Status Women of different Caste group
Category Stomach Bleeding Abarlion No N.A. Vomitting Stomach- Abnormal Pretera
" ache Problem during ache+weak-  foclus babies
Pregn. ness+vomil. position
SC 3 - 2 b 4 - - 2 -
17.6 11.8 5.3 4.5 1.8
-BC 4 3 1 19 12 1 1 - 1
9.5 7.1 2.4 5.2 28.6 2.4 2.4 2.%
Others f 2 1 2 T 1 -
12.5 25.0 12.5 B5.0 125 2.5
Total 8 4 27 17 2 1 2
11.9 7.5 6.0 40.3 5.4 10 1.5 3.0 1.5
In table no. 43, among 17.§Z Schedule Castle women
reported abdominal pain during. pregnancy. 11.8% .each
casle

abnermal foclus position and abort%on. Amonyy backward

i
¥
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.9;5Z women had abdominal pain, 7.1%4 bleeding 2.4% abortion;
»8.4% vomitting during rregnancy, .8)42 abdominal pain,
we;kness and vomitting, 2.4% ha& preterm bhabies. Among
other- caste, 12.5% hadAabdominal pain, 12.5% abortidn; 12.5%
thad wvomitting during pregﬁancy, 25% had bleeding during
pregnancy. | 7
Table No. M.

nﬂﬁu#kshnllnﬁqfnyuxyangpm
SociefEconomic Slatus Homen involved-in different Occuppation

Category Abdominal Bleeding Abertion No N.A. Vomitling Abdominal  Abnormal FPretera

pain Problem during paintweak-  foclus babies
Pregn. ness+vomtt. position
Student - - - - 1 - - 2 -
100.0 . 11.8
Housewife 7 3 1 17 9 2 f 1
’ 15.6 - 4.7 8.9 37.8 - 20.0 4.4 2.2 . 2.2 2.2
Wage earner 1 2 . 9 b - - 1 -
5.3 10.5 7.4 3.8 5.3
Student # - - - 1 1 - - 1 -
Housejob ' 50.0 50.0 1
Tolal 8 5 L) 27 17 e 1 e 1
1.9 7.5 6.0 40.3 25.4 3.0 1.5 3.0 1.5

In table no. 44, 37.8% housewives had no problem as
compared to 47.4% wage-labourer had no problems, 5..6%
housewives had abdominal pain as compared te 5.3%4 wage
labourer reportled, 8.9% abertion reportled by hoﬁsewives,

b.:7% bleeding durihg pfegnancy'reparted by ttem as compared
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t; 10.5% wage labourers reported so. 4.4%4 housewives had
vomitting during pregnancy, ?.EZ had abnormal foetus
position, 2.2%4 had preterm babies. 5.3%- wage labourér
reported 'ébnormal foctus positioen. Thus houseines Ahad
problems of abdominal pain mostely while more wage labourers

had bleeding'during pregnancy.

Table No. 45 -

Difficulties during Pregnancy faced- by
Hducated/I1Titerate Umew of Posr Secie-Frmmemic Status Categqery

Category Abdominal Bleeding Abortion No N.A.  Vomitling Abdominal  Abnormal Preterm

pain Problem during paintweak- foclus babies
’ Pregn. ness+vomil. posilion
Education 2 2 1 8 7 1 1 1 -
) 8.7 8.7 4.3 4.8  30.4 43 4.3 4.3 .
Iliterate & 3 3 19 10 1 - 1 t
13.6 6.8 6.8 43,2 2.7 2.3 2.3 2.3
Tolal & 5 L) 27 17 2 1 2 1
1.9 7.5 6.0 40.3 5.4 3.0 1.5 3.0 1.5

As tabl@ no.45%, 34.87 literate women a&as compared to
43.2% illiterate women reporled no problems, 13.6%
tIliterate women, head abdominal pain as compared 8.7%
educated women 6.8% among illiterate women had bleeding as
compared to 8.77 literate. Thus o&erall mere problehs like
abdominal pain along with -weaknes;, vomitting during
pregnancy - abnormal position of ?octus were reporlted by
-literate women thén illiterate -w;men. While aborﬁion,
abdominal pain were more among thegilliterate women .

i
i
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Table No. 46

Difficulties during Pregnancy among Educated/Illiterate
) Women of Very Poor Socio-Economic Category

A > it o e A thm o o S et SO o . i o e tpet oo e i o kPt i Ay e L o e MBS ] R o e e ot e ke Ml S e Ak i o Sk e O o o o At s e B o0t ot i ot o et e S S04t ks e e e St o

Category Bleeding  Abortion “No N.A. Vomitting Stomach-ache
- Problem during +weakness+
Pregn. vomitting
Educated - - ~ 1 1 - -
50.0 S0.0
Illiterate 4 1 12 1 2 . 1
19.0 4.8 57 .1 4.8 ?.5 4.8
Total 4 1 13 2 2 1
174 4.3 56.8 8.7 8.7 4.3

Among wvery poor SES category_hdusewives of wvery poor
category reported lo have bleeding during pregnancy, 16.7%
reported to have . preterm babies. While 33.3%4 had no
problemﬁ. 11.8% wage»labburer women had bleeding during

pregnancy, 11.8% had vomitting during pregnancy, 15.9%Z wage-

labourer women reported abortion. Thus, wage labourer women

reported various kinds of problems related to the pregrmancy

Titte abortlion, vomitling during pregnancy. While housewlives

reported more problems than wage earner women. In table mno.

46 educated women of very poor _catégory.57.1x illiterate

women had noe problems while 194 reported +hleeding,’ 9.5%
vomitting during pregnancy, 4.8% abortion 4.8% abdeminal

pain, weakness and vomitting. Thus, problems 1like bléeding

»

during pregnancy, vomitting reported by 1lliteratle ver§ poor
-
'
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Case Study

"Kusum an expecting mother of age 17 years belonging to
Harijan caste and very poor category living wilh her
husband and mother—in—-1aw in a mixed i.e. Kaccha &
Pucca kind of house. During the time of interview Ther
mother—in-law did not want her interview but wanted
herself te get inlerviewed. As according to her she
knew better than her daughlter—in-—-law. Researcher
started . informal discussien with mother—~in—-law and
tried to know their living conditions and livlihood and
problems faced by women amd through that rapportl was
also developed with thalt women. ©So she told researcher
aboul the non—availabkility of work to them as labour in
the village is called from outside state. This has led
to their further poverly. Researcher also managed 1to
talk to Kusum whe was al first reluctant to -give the
interview but later started tevealing her conditions
and told that she had abdominal pain during g@regnancy.
On enguiring about the treatment she replied that no
Lreatment was taken. While discussing this with mother-—
in-law it was found that she considered this as the
excuse on part of her daughler—in—-law 1o avoid
louseheld work due ta which, she has to do it alone
while she was old. She said thal she called dai for her
examination but found everything right. So. fier
daughter—-in—-law does nolt have any actual problem. The
- interview with Kusum was interrupted as her elder
brother—-in—-law entered the house. She stopped talking
and run off to other room and did not reply after that.
On talking aboutl consulting ANM. The molher—in—law
replied that she would expect some fees which 1is
unaffordable for them to pay, move over lhe daughter~
in-law was nol having any serious problems. Conlinous
visit te the house found the same condiliong of Kusum.
Thus negalive socio—-cultural comditions like Purdah
system and domination of mother—in-iaw and povertly
conditions which prevent the proper care and tUlrealment
of pregnant mother. As she had no check upse after
detection of gpregnancy and not even after having
complications. These conditions forced her to live in
the pathetic condiiliens.

b

Treatment seught for Pregnancy related problems
Bult of 140 women, 10 took ireatment from ANM for

pregnancy related problems, one from PHC, three from Dhurala
; ' ‘ ,

s
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RMP, 3 from RMP at KKR, 15 reborted to take treatment from
-trained practitioner at KKR, two reported to consull civil
Hospi{al, 5 take no treatment, 12 reported to consult dai,
three to take treatment from traditional practitioner, A58
did nol face problem, &6 took precaution and have remedy, 25
reported to take treatment from civil hospital and trained
practitoners four taken treatmenl from ANM and traineéd
practitioner,one from PHC and RMPat Dhurala, four from ANM
and dai, one from RMP at KKR and lraditional gractitliorer, 5
reported to take treatment from traditional gpractitioner,

ANM  and dai, two reportied te take no. measure or treatment

for their problem.

Table No. 47

haﬁsttnfnﬂetmtntﬁ-h@-qnhtd L
probleas by Uimen helenging to differvat Secie-Ecmmic Statlss Categery

Category  ANM: PHC Dhurala ARMP at @GP at Civil No Treat- Dai TP  N.A.

RMP city city hosp.  ment

Rich - - - - 4 - - - - 9
24,14 47.4

Not-so- 4 - - - 7 - - 1 - 11
rich 6.5 22.6 3.2 35.5

Poor 6 - 2 1 4 1 3 10 3 27
9.0 3.0 1.5 6.0 1.5 4.5 14.9 4.5 40.3

Very poor 2 1 1 z = - 1 2. 1 - 11
8.7 4.3 4.3 87 43 8.7 4.3 47.8

Total 10 1 3 3 15 2 5 12 3 58
74 7 2.1 2.1 10.7 1.4 - 3.6 8.6 2.1 #1.4
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Category  Prac Civil ANM+ RMP at  TJrad. Trad. ANMH  No aeasure

hosp.+ TPR  cily Dai Treatment
Rich 1 1 r - - 1 1 1
, 5.3 53 5.3 5.3 5.3 5.3
Not so 4 3 2 1 3 - . - -
rich 3.2 9.7 6.5 3.2 9.7
Poor 2 1 1 - 1 - 4
2.0 1.5 1.5 1.5 6.0. 1.5
Very poor 2 - - - - - - -
8.7
Total & - 5 § 1 4 1 5 -
4.3 3.6 2.9 .7 2.9 .7 3.6 1.4

In table no. 47, among rich 21.14 look treatment from
qualified practitioner at city, and 5.3% each from civil
hospital and qualified citly practitioner, ANM and trained
practiltioner, traditienal practitioner, ANM and dai, no
treatment. Among nolt so rich 22.&1 took private specialist.

treatment in the city. 9.7%4 each from civil hospital trained

city practitioner, traditlional pracliltioner 6.9% each from
ANM  and specialist &t cityv, 3.2%4 each teok precaution,

consulted dai and RMP at city and also traditional

pracltitlioner. Amonyg poor 14.9% and coensulited dai. 974 to

ANM, 67 from trained pracltitioner al city, ANM and dai,4.5%
each from traditional gpractitioner and taken no trealment,
1.5%4 each from RMP at cily, civil hospital and traimed «cily
practitioner, ANM and trained cily practitioner, traditional

ractitioner and 154 taken no treatment, 3% take

precautions. Among very poor 8.7% each consull ANM, Dhurala

R.M.P, civil  hospital dai, Excepl wage earnees all other
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maximally causull trained praclitioner at

very IowA‘For poor category is 6% only.

Table No. 48

Treataeat for Pregnamcy related problem as lakem by
Women of -different Caste

city and this

Category ANM PHC Dhurala RMPal 6P al (Civil No Treat- Dai  Trad. N.A.
Elis city city hosp. ment :

S¢ 1t - 2 2 1 1 3 -2

3.7 7.4 7.4 3.7 3.7 11.4 14.8 54.4
BC b 1 1 - 5 i 2 3 34

8.0 1.3 1.3 6.7 1.3 2.7 7 40 453
Others 3 - - 1 9 - - 12

1.9 2.6 23.7 3.6
Total 10 1 3 3 15 5 12 3 58

7.4 7 2.1 2.1 10.7 1.4 3.6 8.6 2.1 4.4
Calegory  Prec Home Civil AN RMP at  Trad. Trad. AN No measure

treal.  hosp.¥ @P tity Dai Trealment
4GP :
5 - - - - - - - 1 -
3.7
Bl - 4 2 - 2 1 3 1
5.3 2.7 1.3 2.7 1.3 4.0 1.3

Others 2 3 4 2 1 1

5.3 7.9 105 5.3 2.6 2.6 ;
Total 2 4 5 4 1 4 1 5

1.4 2.9 3.4 2.9 .7 2.9 Jo3b 1.4

‘as refer to table no. 48,

women took lreatment and thal too from trained praciitioner'

Caste wise,
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or specialiét i.e. 23.7% from trained cit} practitioner

compared to

caste. While 11.4% for the pregnancy related problems

compared to backward caste 1.e. 13%.

Table No. 49

Trealaeal for-Prequmcy relaled preblen-as-repated by
Wonen with differeat Decupations .

Category _ ANM PHC Dhurala RMP-al @F at Civil Mo Treat- Dai Tr:ad., N4

RNP tily ity hosps.  mend

Student - - - - - - - - - 5
100.0

Housejob 8 2 2 15 - -2 ] 3 34
8.2 2.1 2.1 15.5 . 2.1 34 1 951

Service - - - - - - - - - 1
100.0

Wage 2 1 1 1 - 2 3 6 - 18
earner 5.4 2.7 2.7 2.7 5.4 8.1 6.2 48.6

Total 10 1 3 3 15 2 5 12 3 58
7.4 .7 2.1 2.4 10.7 1.4 3.6 8.6 2.1 4.4

Category  Prac Treal- Civil ANMt RMP at Trad.d Trad. TP+ANM No measure

ment. hosp.+ @GP city ANY Dai Treatment

Student - - - - - - - - - -
Housejob 2 3 5 1 4 Ki 2

2.1 3.1 5.2 4.1 1.0 4.1 1.0 3.1 Z.1
Service - - - - - - - -
Wage - ) - - - - - 2 -
earner 2.1 3.4
Total 2 4 5 4 1 4 1 5

1.4 2.9 3.6 2.9 .7 2.9 g 36 1.8

Qccupation wise, as refer to table no. 49,

housewives tlook treatment from qualified practitioner
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15.9%9%4 and from ANM 8.2%, 3.14 from dai,

hospital-and trained practitioner, 4.1% from ANM and trained

practitioner 3.14 from ANM & dai. While some of
lahourer did not take treatment i.e. 8.1%4,

ANM- and civil hospital, 5.4% from traditional

5.2% fraom

5.4%

the
‘each

practitioner,

ANM  and dai, 16.2% from dai. Thus, more wage wage

depended on dai than on 1lrained practitioner

housewives.

Table No. 50

Treataeat for Preguancy related problems as takem by
Educated or Illiterate Usmen

Category ANM PHC Dhurala RMP at TPR at  Civil No Treat-

Dai ‘Iraq: N.A.

RMP cily ity hosp, ment
Educated - 5 - 1 - 8 - - 23
8.8 1.8 . 14.0 1.8 1.8 &1
Illiterate 5 1 2 3 7 2 5 11 2 34
6.0 12 24 3.6 8.4 2.4 4.0 13.3 2.4 4.0
Total 10 1 3 ki 15 2 5 2 7 3 S8
7.4 .7 2.4 2.1 10.7 1.4 3.6 8.6 2.t 4.4
Category  Prac  Treal- Civil ANM+  RMP al Trad. Trad. ANM+  No measure
ment hosp.+ TPR  «cily ) Dai Treatment
@p
Educaled 1 1 5 ¥ - 4 1 - ;
1.8 1.8 8.8 7.0 7.0 1.8 1.8
Illiterate 4 3 - - 1 - - 5 1 .
1.2 3.6 1.2 _ 6.0 1.2
Total 2 ) 5 4 1 3 1 5
1.4

1.4 2.9 3.6 2.9 g 2.9 Jo3e
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In table no.50, more educaled women i.e. 14.0% consulted
trained citly practitiener as compared lo illiterate women who

maximum consulted dai for their pregnancy vrelated problems

i.e. 13.3%4Z, 8.8%Z =<educated women to ANM, 8.8% from civil
hospital and trained city practitioner and from other sources

like ANM and dai etc. Illiterate women also &0% from ANM, &7

taking no treatment, 1.27% from PHC, 1.24 PHC and willage

quack etc.

Place of Delivery
Caste, Occupation & Education \WosE

Maximum women have home deliveries in case of women

belonging to very poor category and maximum women of rich had

deliveries at nursing home.

Table No. 51
¥

Place of Delivery as reporled by Women belonging
' to different Castle

Castle Home Hospilal N.A. Nursing Home
delivery deliery
SC 20 - _ 7 -
74 .1 25.9
EC 56 1 ' 17 1
74.7 1.3 22.7 1.3
Others 26 3 . b6 3
68.4 7.9 15.8 7.9
Fotal 102 4 30" 4
72.9 2.9 21.4 2.9
____________________ e e e e e e e e e o o
%
|
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As per table no. 51, among high caste or other caste

68.4% deliveries took pace at home, 7.9% at hospital and 7.9%
ét -nursing home, among Backwaf& caste 74.7% deliveries at
trome, 1.3%Z at hospitai and 1.3%Z at nursing home. Wﬁile amondg
Schedule caste all 74.1% wéré home deliveries. Thus, it can

be seen that among low caste most of the deliveries took

place at home while among upper or high caste households some

delivereis also took place outlside home T.0. ma: 1 mum for

other caste and then for the backward caste,

Table Ne. 52

Place of Delivery as reported by Women involved in
Various Occupation

Caste Home Hospital . N.A. Nursing Home
delivery deliery ’
Student - - 3 ’—
100.0
Housejob 71 4 18 4
73.2 4.1 18 .6 4.1
Service - - 1
100.0
Wage 30 - 7 -
earner - 8121 18.9
Student+ 1 - 1 -
Houseiob 50.0 50.0
fotal 102 4 30 4
72.9 2.9 21.4 2.9

Occupation ‘wise, as table no. 52, 73.2% housewives
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reported home deliveries, 4.17Z at the hospital and 4.1%4 at

the nursing home, while wage labourers women all deliveries

took place at home i.e. 81.1%. Thuséit can be said that

house&ives were able to afford their delivereis outside home

with its expanses. While wage earner women had no deliveries

oulside their homes.

Table No. 53 .

Place of Delivery as reported by
Educated or Illiterate Women:

Caste Home Hospitlal N.A. Nursing Home
delivery deliery

Educated 36 3 16 2
63.2 5.3 28.1 3.5

I1li~ b6 1 ‘ 14 ' 2

terate 79.5 1.2 - 16.9 2.4

fotal 102 4 30 4
72.9 2.9 21.4 2.9

In table no. 53, Education wise it can be seen that

educated women had 63.2% had home deliveries as compared tlo
79.5% in case of illiterate women. Thus more home deliveries

were reported among illiterale women. While educated also had

it in tfie hospital and nursing home more.

Who assisted Delivery 7
1ngestigat0r observed _that most of ‘the - deliQeries

conductﬁd by dai. During the field work incidentally the

i
i
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investigator <came across the delivery in the household of
not-so— rich and found that ANM was called assist tLhe
delivery. for furthér information, out of 140 sample. ~ Among
sample wo&en 73 {5Z.15%) deliveries weréiassisted by dai, 6

from ANM, 8 from nursing home and hospital, 23 (16.4%) by dai

& ANM.
Table No. 54

Assistance taken from at the lime of Delivery
by Women of differenl Secie—Economie Status Catlegory

Category Dai ANM Nursing N.A. Dai+ANM
' Home +
Hospilal
Rich 2 2
10.5 21.1 15.8 31.6 21.1
Not so 13 _ - . 4 4 10
rich 41.9 - - 12.9 . 12.9 32.3
Poor 40 g 1 17 7
59,7 3.0 1.5 ' 25.4 10.4
Very poor 18 - . 3 2 }
78.3 12.0 8.7
Total 73 & & 30 23
52.1 4.3 5.7 Z1.4 16 .4

In table no. 54, Among rich categnry‘ 21.17%4 deliveries
each assisted by ANM and dai and ANM, 15.82, from gualified
personnel at nursing hoeme and hospitlal and 10.5% cenducted by
for dai alone. Among not so rich 41.97 assisted by dai while
12.9%4 by aqualified personnel al nursing homer and hospital

32.3% from Dai and ANM. Among poor 59.7% assisted by dai,
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while 10.4%4 from

hospital, 374 from ANM

deliveries conducted by

Dai and ANM,

1.3%42 at nursing home and

poor category 78.3%

Among very

Dai alone and only 8.7%Z from dai and -

ANM. Thus among very poor and poor category most of the
delfiveries assisted by dai alone in comparison to rich and
s0 rich calegories where deliveries mostly assisted by

not

ANM or Dai with ANM and also at the nursing home.

Who assisted Deliveries across SES Castle-
‘ Among other caste 246.3% deliveries conducted by dai, 152.
from.

at nursing home, 347 from dai and ANM, 7.9%

Table No. 55

Person assisted Delivery as reported by
Women of different Caste Group

Category Dai ANM Nursing N.A.'Y Dai+ANM
Home + Ciwvil
Hospitatl
ST 17 - - 7 3
63.0 5.9 11.1
RC 44 3 z 17 7
61.3 4.0 2.7 22.7 9.3
Others 10 3 & & 13
26.3 7.9 15.0 15..0 34.0
Total 73 b6 8 30 23
52.1 4.3 5.7 Z21.4 16. 4
ANM _aS’referred to table no. 55, among hackward caste
@.32% by dai as well as ANM,

61.3% deliveries. asisled by dai,

-
-
-
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4% from ANM, 2.77Z at nursing home. While among schedule casle
637 deliveries ‘assisted by dai and 11.1% by "dai and ANM.
Thus, - it can be seen that most of the schedule caste women

depended on dai and very few on ANM for deliveries. While

among backward caste some relied on specialist services of

nursing home and AMM also and tkis has increased among other
caste category women who relied more on specialist services

of ANM, nursing home and few depend on dai in comparison to

backward and schedule caste. Thus, wilh upward caste of

women there is more relaince on specialist services.

Table No. 56

Person assisted Deli&ery as reported by
Women involved in Various Occupatioens

Category Dai ANM Nursing N.A. Dai+ANM
Home + 'civil
Hespital
Student - - 3 =
100.0
Housejob 43 & & 18 &
' 44,3 , 6.2 8.2 18.6 2.7
Service - - - 1 -
100.0
Wage 29 - - 7 1
earner 78.4 186.9 2.7
Student+ 1 - - 1 . - ;
Housejob 50.0 . 50.0
lfotal 73 b 8 30 23
52. 1 4.3 5.7 21.4 16.4 |
- _‘ _________ i
P l
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Occupation wise as refer to table no.56&, most of tLhe

wage earner-women depend on dai than the housewives and very
few of Llhem i.e. Z.7% only take assistance of ANM and Dai as

compared to housewives i.e. 22.7% and 6.2%4 from ANM. Thus

wage earner women are nol able to avail specialist assistance
at the time of delivery.
Table No. 57 -

Person assisted Delivery as reported by
Educated and Illiterate Women

Cateqory Dai ANM Nursing N.A. Dai+ANM
Home + ciwvil
Hospital
Educated 15 5 5 16 16
26.3 8.8 8.8 28.1 28.1
111i- . 58 1 4 3 14 7
terate 62.9 1.2 3.6 16.9 8.4
Total 73 6 ' 8 30 23
52.1 4.3 5.7 21.4 16.4

fie referred lo tab}e no.57, i1lliterate women depended
on dai 1.e. 6b69.9%Z as compared to educated women 2&.3%.
28.1% educated women depend on dai as well as ANM while only
8.4% illiterate, 8.8% educated women on ANM as compared 1o
1.2% uneducaled women, 8.8% educated women relied on nﬁrsing
home/hospital as compared to 3.6% ;f uneducated women.; Thus
more educaled women took spec;alist services al the 1i¢e of
delivery than unedufated‘womeﬁ. !

|
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Tradition related to Child-Birth

Out of 140 sample women, 54 reported not to work for

some days jusl after child-birth, while 53 reported not to -

work for one month or more than & month, 18 vreported to
observe no praclice, and one observed the practice of not to

lift. weight for some days and not to work after delivery.

-

Thus, 38.6% did not work for some days while 37.9%7 not work

for one months more than one month after deliveryl 14 did

ol reply i.e. 12.9%4 reported te do 1t accerding to

suitability.

- In table ne. 58, Among rich 48.4% did not work for one
month or more, 5.3% each nol work for some days and observed
no pracltices. Among not so rich 48.4Y% did not work for one

month or more and 32.3% for saome days while 9.7%4 did not

observe fparticular practice. This percentage of observing

no such praclices increase with lowering of SES i1.e. T4 4%

for poor 40.3% of then did nol work for come days, 31.3% for

one month or more. PHAmona very poor 134 had no such

praclices. Thus, poor start working after some days of

delivery unlike .rich women who work after one month more.
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Table No. 58
Traditions related to Child—-Birth Across SES

Category Not work for 1 montlh Not 1ift— No pracltice- N.A.
-some days or more ment - :
than weight
Rich 1 13 - 1 4
5.3 68.4 5.3 21.1
Not-so~rich -0 15 - 3 3
32.3 48.4 9.7 ?.7
Poor 27 ) 21 1 11 7
’ 40.3 31.3 1.5 16.4 10.4
Very 16 3 - 3 -
Poor 69.6 17 .4 13.0"
Total .54 53 1 18 14
38.6 27.9 .7 12.9 10.0

In table no.58, it can .be seen that most of the wage
earner women aré not able to take~rést for more days® after
their deliveries and has to start work after some days of
delivery i.e. 69.67% women of lhis calegory reporled so while
more women in high and middle SES category started work enly
So

after one or more lLhan one months period afler delivery.

they were able to gel much rest than others.

Difficulties During Child-Birtlh
Qut of 140 women, 5 experienced problems during chkild-
birth while 106 had no problems, 29 had no experience of X

child-birth. 75.7%2 had no problems, 3.6% found difficulties.
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Table No. 59

Difficulties faced by Women during Child-Birth
as reported by Women of_Dinerent Socio—Economic Categories

Calegory Problem No No Exper.
Problem
Rich - 14 5
73.7 26.3
Not so rich - 27 4
&7.% - 12.9 -
Poor 4 . 4> 18
6.0 67 .2 26.9
Very oor 1 : 20 2
4.3 87.0 8.7
Total 5 10& 29
3.6 75.7 20.7

In table no. 59, among rich 73.7% had no problems and
others are notl applicable, among not-so-rich alsoc no problem

while among poor 4 1.e.6% reporled to had problems, and

ameng very poor l1.e. 4.3% had problems. Thus poor and very

poor woemen had problems related to child-birth.

Measure to prevent problems of Child-Birth
Out of 140 sample women, two reported to consult
ANM, one each frem registered medical practitioner and civil

hospital, three from traditonal practitioner at KKR, 45

reported to consull dai, 41 reported no problem, 10 reported

o consult traditional practitioner, ANM and PHC,one each
f _ i -

reported to! <consull «civil  hospital and lraditional

-
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practitioner and ANM and traditional fpracliticner. 30

reported to consull ANM as well as dai, one consulted RMP in

village and city trained practitioner, 4 reported to consultl -

traditional healer, 1 from civil hospital and 1 from ANM and

dai.

Treatment for <CThild-Birth problems across socio—economitc
corditions ) :

Table No. &0 -
. Heaseres taken at the time sf Delivery
By Uomen of Different Secie-Ecememic Status Calegory
Category ANM  RMP QP at  Civil Dai N TRAD+ Civil hos. ANM+ ANM+ RMP+ TP+
city Hosp. - _ ANMPHC  + TP TP Dai QF ANMtDal
Rich 2 3 - - b 1 - 1 - -
10.5 15.8 .6 5.3 5.3 316

Not-so-rich - - - s 4 - 1 - - 3
g 19.4 2.9 3.2 54.8 9.7

Poor - - - ! 26 &5 & ~ - 7 1 1
1.5 38.8 37.3 9.0 ) 10.4 1.9 1.5
Very poor - 1 - Co- K & 3 - - - -

4.3 5.5 26.1 1.0

Total 2 1 3 1 45 &1 10 1 1 30 1 )

1.4 W7 2. 1_ g0 3.1 9.3 1.4 .7 .7 21.4 .7 2.9

As per lable no.&0, maximum women i.e. 32.1% consult:

dai. Among those maximum percenlaqge of very fpoor i.e.

56.5%, then -poor socie—econemic statds i.e. 38.8%, then not-

so-rich socio-economic status i.e.19.4%. Thus, poor depend
; .
on dai.After that 10.4% women depe%d on ANM well as dai,

S
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among these 54.87 maximum are from not-so-rich socio-

economic status, 31.6% rich socio—-economic status and then

10.4% i.e; pdor socio—economic status. Thué rich mainly

depend on ANM as well as dai or soely on specialist _or

gynaecologist as 15.8% of rich socio—economic stalus on

qualified practitioner and 10.57% or ANM.

Table-No. &1

Treataest for Child-Birth probleas as reported
By Wowen of Different Caste

Category A RMP @GP TP at Civil Dai WA TP Civil hes. AN+ ANt Trad+
- tity Hosp. ANMGPHC  + Trad. Trad. Dai ANM+Dai1

SC - - - - "o 1 - - 2 - 2
) : 40.7 4.7 3.7 7.4 7.4

BC 1 1 - 1 0 2 7 - - 12 1

1.3 1.3 13 40.0 28.0 9.3 . 16,0 1.3 1.3

Others 1 - 3 - 4 9 2 1 1 16 - 1
2.6 7.9 10.5 23.7 5.3 . 2.b 2.6 42.1 2.6

Total 2 + 3 S | 45 4 10 1 .30 1 4
1.4 g 24 J 003 29.3 0 7.4 .7 J o214 7 2.9

As. refer te table no.46t , more schedule casle wemen

consulted dai than backward caste and lastly then other

casle women as 4QQ7Z$ 407 and 10.5%Z respectively while more
other vcaste women took services of ANM and dai i.e.42.7%

while 7.4% schedule caste did so. Thus other caste cafegory

took more treatment and more specialist services also taken

by them.

160



Breast Feeding

Among 140 sample'women,‘84 replied to. breast  fed the
babdy after 2 or 3 days of delivery, 25 réportéd to do after
12 hours, 31 did notl reply. 60O% repoerted lo b%east Fed- Lthe
baby after 2 or 3 days of delivery while 17.9% did it aftler
12 hours of delivery.

Table No. 62

Time of Starting'Breast~FEeding among
Women. of Different Socio—-Ecenomic Status Calegory

Category 2 or 3 Days After 12 hours N.A.
- Rich 11 2 b
57.9 10.5 31.6
Not so rich 17 10 4
54.8 2.3 12.9
Very po&r 37 12 18
55-.2 17.9 26.9
Poor 19 1 2
- 82.6 4.3 - 13.0
Total B84 paga) 31
0.0 17.9 2z2.1

-

Amang rich, 57.9% breast fed the baby after Z or 2 days
of delivery.10.5% after 12 htours of delivery. Among not so

rich 54.87% did it after 2 or 3 days, 32.3% after 12. hours.

3

Among poor 55.27% after 2 or 3 days, 17.9% after - 12 hours
t -

amoORg very poor cEtegory, 8z2.6% after 2 or 3 days while

4.3% after 12 hours. So most of the %age of women breast

@
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fed after 2 or 3 days of delivery and this is specifically

high for wvery poor i.e. 82.6% as compared o women who

breast fed . that day only after 12 hours high for _not so

riche.

Immunization of Children
of the

Out of 140 sample women, 70 replied in favour

-

immunization of their children, 38& replied against

immunizatlien of their children, 32 did not like to response

since they wetre unmarried and newly married women. 50%

immunize their children, while 27.1% did not qet

immunization for their children.

Table No. 63

Immunization whether being done'among Children Across
' Socio—-Ecenomic Status Category

Non-lmmunization N.A.

Catengory Immumizalion

Rich 4 4 &
47 .4 Z1.1 2106

Noetl so rich 23 4 4
74.2 12.9 12.9

FPoor , 31 17 19
46.3 25.4 28.4

Very poot 7 13 3

' 30.4 56.5 13.0

________ e e e,

Total 70 28 32
50.0 27 .1 22.9
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Among rich 47.4% answered positively while Z1.1%4 women

have not immunized their children. Among not so rich 74.2%

jmmgnized .their children while 12.3%. did nol. Among poor
46.3% ~immunized while 25.4% did not. Among very podr only
30.4% - immunized, whife 56.5% did nolt immunize '>their
children. So immunization cov;rage is worst among very poor
amd best among nmotl—-so-rich and rich after thal among pbor.
.Narsing “women 81% r;ported immunization of their children,
607  pregnant, 58.8% molhers of two or 2 children reportled
to gel immundization for their children. |
From where got them Immunized

Out of 140, 71 repcrted lo get their children immunized
ffom PHC, 3 from qualified practitioner,S from ANM, 24
Areported mo immunization, 35 did not respond sinée they were
not >having children, 2 reportéed to get Aimmunization from
civil  hospital. So maximum children immunizéd Fer, PHC
i.e. 50.7% while 17.1% did notl get immunization.

Table No. 64

Place from where get Immunizalion for
Different Socio—Economic Status Women

Category PHC QP ANM Ne Immu-— N.A. Ciwvil
nization Hospital
Rich 4 2 3 2. 7 1
21.1 10.5 15.8 TO.5 36.8 5.3
Not so 25 1 1 - 4 -
rich 80.6 3.2 3.2 12.9
Poor 31 - - 14 21 1
46 .3 20.9 31.3 1.5
Very poor 11 1 8 3 -
47.8 . 4.3 34.8 13..0
Total 71 3 5 24 35
50.7 2.1 3.6 17 .1 25.0 1.4
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In 1tlable no. &4, Among rieh 21.14 immunized from PHC,

~10.5%Z from trained practitioner 15.8% from ANM 5.3% from

civil hospital. Ameng not so rich get 80.6%Z immunized from

PHC, 3.2%4 from TRP, 3.2% from ANM, among poor only 46.3%

immunized from PHC and 1.5% from civil hospital, while among

very poot+r percent of non-immunized is highest i1.e. 34.8% as

compared lto low i.e. 20.9% and high 10.5%. Mhile among whe

“immunized 47.8% from PHC, 4.3% from ANM. Thus PHC maximum

rendered immumization services to not—-so—rich. While rich

Jet immunizalien from qualified practitioner, ANM and civil

hospital in contrast lo ‘poor and very poor class who rarely
gel immunized from ANM and not able to get immunization from
qualaified praclitioner due to poverly. Ngrsing molher 21.1%
gel immunization for their children from PHC, 10.5% each
from trained practitioner and_no.rmmuniztion at all, 15.8%
pregnant from ANM, 5.3%4 frem civil hospital at all, each

from Utrained practitione? and ANM, mother reportedly F4.1%

from PHC and 4.3% from ANM. Fducated 57.9%Z immunized their

children from PHC and rest from olhers, like 1.84 from

trained practitioner,,B.SZ from ANM and civil hespital each

'

and 5.3% no immunization, uneducdted 45.8% from PHC,25.3% no

Ammunization 2.4% from lrained practitionet, 3.6% from ANM.
Thus, more no. of educaled women getl accessible to PHC
services lhan other serQice. Housejaob doiné women 56.7%4 getl

immunization from PHC while 12.4% no i%munization. 4. 1%

-

161



‘from ANM,3.1% from qualified practitioner, 2Z.1%Z from civil

hospital " while wage labourer 43.27% from PHC, 29.7%Z no

immunization, 2.7%4 from ANM. Thus less immunizalion among

wage labourer was found.

SC mostly get immunization 33.9%4 from PHC; 3.7%Z from

civil hospital. BC from S2% from PHC, 1.3% from TRP,4% {rom

ANM, other ctaste &0.5% from PHC, 5.3%Z TPR, 5.3% from ANM.

Thus, the among high caste more is the gpercent ef

immunization and more is from PHC, ANM and trained

practitiener i.e. from specialist.

Traditions related to Child Rearing
Out of 140 only 3 reported ta observed the traditions
or celebrations regarding child-birth while 137 observed no

such practices. 97.9Z observed no traditiens related tlo

child-rearing while ony 2.1% had these kinds of praclices.

-

Amang vich omly S.3% observed some praclices or

traditions.

~—w

celebrations while 4.7% did not hhave such

Among net—so-rich SES nobody observed, among poor SES only
3% observe, and amaong very poor no one ohbserved. Dﬁly few

poor and rich oberved such practices. Nursing pregnant and

married and adolescent reported no such péactices

]

newly

while mothers 3.5% had some }elatedvpractices. Women .of, age
’ i

cgroup 15 to 25 yrs, 26 lto 35 did nol observe such tQadition
i

only 3& to 45 yrs group reported i.e. 10.7% of o@serving
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such traditions.

Table No. &5

Traditons related to Child-Rearing as reported
to be observed by Educated/llliterate Women

Observed . Not Observed
Traditions Traditionms
Educated. 1 56
1.8 8.2 .
Illiterat?» 2 &1
2.4 7.6
Total 3 137

In table no. &5, educated 1.8% observe while 98.2% did
not observe such praclices. Uneducated .2.4% observed while
27.6% did nolt .observe such fpractices. Mere uneducated
oberQEd such traditions.‘

Table No. &6

Traditons related toe Child—Rearimg as observed
by Women of Different Caste

Obecerved Nol observed

SC 1 26

3.7 6.3
BC 1 74

1.3 8.7
Others 1 37

2.6 Q7.4 ;
Total 3 137

2.1 Q@7
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In table no. &6 Only 3.7% Sc, 1.37% BC and 2.6% other

caste women observed such traditions.

Problems related to Child-Rearing
Out of 140 sample women, 8 vreported diarrhea in

children, 24 had fever, one is having cold, 3 reported some

other difficulties like, 44 had ne problems in child—

rearing, 3 reported to have pnenmonia, 246 had nol responded,

1 complaumt of vomitting in-children, 2 of chickenpox, <

+reporied fever and diarrhea amomqg children, 11 repoerted to

had <cold, caugh and fever, 8 reported diarrhea, fever and

caugh. During the study period 31.4% tad not problems.

Table No. 67
Problens of Chilé-Rearing Repried by losen of
Differest Secie-fconemic Rackgrosnd

¥

Category  Diarrhea Fever Cold other No Probt. Pnemenia N.A. Vomiiling Chicken- Fever 4 Coldd  Diarrfiea
' . Diffi. Pox Diarrhea Coughd Fever &

Fever  Cough -

Rich - - 1 - 9 1 & - - i 1 1
5.3 47,4 5.3 31.5 5.3 5.3 5.3

No{ so rich - 5 - - 15 - 4 - - 1 3 -

16.1 8.4 12.9 ’ 3.2 9.7

Poor 6 15 - - 1 17 2 14 1 ‘ 5 3 2
9.0 22.4 1.5 5.4 3.0 20.9 1.5 1.5 7.5 6 7.5

Very poor 2 4 - 2 3 - 2 - 1 .2 ) 2
8.7 17.4 8.7 13.0 8.7 4.3 8.7 17.4 8.7

Total 8 2 1 3 M 3 % 1 2 9 1 8
5.7 17.1 g 2.9 31.4 2.4 18.6 7 1.4 6.4 7.9 5.7
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.Ameng rich S.3% each had cold, fever, diarrhea and
cought,AA among not-so-rich 16.1%4 had fever, 3.2% had fever
and diarrﬁea and 9.7% each had cold, cough and .fever and
diarrhea, fever and coughl Amonyg poor calegory 22.4% had
fever, 94 diarrhea, BZ’pnemonia,1.SZ each had veomitting,

chicken pox and diarrhea cough and fever. 7.54 had fever

and diarrtea, 6% cold, cough and fever. Amnng‘ very poor

17 .47 each had fever, cold cough with fever, 13% diarrhea&

and otlher preblem. So maximum %aqe illness of f?ver 1.€.
17.174 then and cold, cough and fever. ;.QZ and then fever
and diarrhex i.e.6.4% which is high among children of poor
and very poor category ho@éehold, i.e. 22.4%, 17 . 4%
respectively fever, 6% and 17.4% feve; cold an& cough and

then 7.5%Z and 8.7% diarrhea, fever respeclively among foor

s

and very.pQOf category. ,

Measure to prevenl Child—-Rearing Probl¥ems .

Duriveg the field work, oul of 140, 4 reporiled 1to
consult PHC, 20 consulted RMP al HKurukshelra, 10 took
treatment from lrained practiltioner at KKR, one reporied Lo
take no trealtment, 16 reporte& to <consult traditonal
practrltiomer, 29 had no problems, 2 reportled t& consult
traditional practitioner, ANM and PHC, 7 reported tg take
home remedies, 3 reported lo consult Civil hoséitﬁl and
qualified practitioner, 10 to citly RMP  and tfaditional

praciitioner, 11 to. PHC and RMP Dhurala,19 to RHMP énd citly
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qualified practitionér. Dhurala RMP and city trianed

practitioner, 2 consulted PHC and tr_ained practitioner. So

maximum women did nol consult RMP atl Dhurala. “
Table No. 68

Neasares for the Treatasul of preblens related
to ChildRearing among Womew of Differeat S5 Categories

Category PHC RMP @GP  TPR al No Treal- TP No Prob. TP Home- €ivil -

KKR KR aent ANNIPHC  Remedies Hos.d
: TRP at
cily
Rich - 4 1 3 - - 7 - - Z
5.3 5.3 15.8 35.8 10,5
Not so riechr - 2 - 3 - .- 8 - - -
6.5 9.7 ) ' 25.8
Poor 3 12 - 4 - 12 10 T 3 1
4.5 17.9 . 6.0 17.9 . - 14.9 1.5 4.5 1.5
Very poor 1 5 2 - 4 4 4 2 4 -
4.321.7 8.7 4.3 17.4 17.4 8.7 17.4
Total 4 20 -3 10 1 1 29 3 7 3
2.9 14.3 2.1 7.}1 .7 11.4 20.7 2.1 5.0 2.1
Calegory PHC+ City RMP PHC+  RMP PHC
REP + TP Ri1P +city 3P
QP
Rich - 1 1 2 g
5.3 . 5.3 10.5 5.3
Nol—so—rich 2 2 4 10 -
6.5 6.5 12.9 32.3 ’
Poor - 7 6 7 1
10.4 2.0 10.4 145
Very poor - - - - -
Total 2 10 11 19 ar
1.4 7.1 7.9 13.6 j .4
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Among rich 15.8%4 tlook treatment from qualified
practitioner at city, 10.5% each from Dhurala RMP and «city
Qqualified, civil hospiial and traiﬁed p}actitioner 5.3%<each
from RMP at wvillage and city, city RMP and traditional

healer. PHC & RMP al village, PHC and trained practitioner.
Among not—so-—-+ich category ?.7% from qualified
practitioner, 12.9% from PHC and RMP at Dhurala, 32.3% . from
Dhurala RMP and city lrained praclitioner, 6.5% each from

PHC and RMP, <city RMP and traditional healer & RMP at

village. Among poor calegory 17.9% each from RMP Dhurala,
Traditienal practitioner, ~10.4% each from city RMP and
trained practitioner,Dhurala RMP and cily trained

practitioner 9% from PHC and RMP Dhurala, 6% from qualified

4practitioner in «city, 1.5% each,traditional healer citly

practitdioner. Amonyg very poor 21.7%4 consulted RMP at

village, 17.47Z each from tradilional gractitioner and home
remedies, 8.7% =ach RMP at city and traditional healer, ANM
and PHC,4.3% from PHC. So rich depends on specialist while
not so rich comsultied RMP at viilage as well &s specialist,
while poor consult RMP "at village and traditoinal

practitiener mostly and very poor alsc do the ‘same, very few

took from PHC and ANM services.

Gynae Problems Prevailing Across Classes
Women 1n the study sample reported whi?e discharge,

}
3
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irritation, as kind of gynaectological problem.

Maximum percenlt eof gynae problems are reported by women

belonging 1o very poor socio—economic category i.e. . 39.1%

and least by rich i.e. 26.3%.

Caste wise, 39.5% other casle women reported of gynae
problems as compared tae 34.7%4 backward caste and Z22.2%
schedule <caste women. Thus maximum women among high _caste
reported gynae problems after Lhal in backward and lastiy by
schedule caste women.

Bolh educalted and illiterate women are equally affected
by these problems, 33.3% educated and 3.7% iliterate women
also reported of suffering froﬁ_these problems. Houséwives
36.1% reported the gynaeAprobIems while 32,17 wage 1labourer

reportd the same. Thus housewives reported more, of tLlhese

problems 1In <comparisen UTe waage earners.

Case Study

"Shilpax a newly married women of age 25 vres belonging
to high caste and vich socio—ecdnomic categaory lived in
a Jjoint family wilh her inlaws. Most of Lhe Time
taking rest on the bed as she was not feeling well.

During interview she revealed tLthat she had been
suffering from gynaecological problems like infeclion
and irregular periods for past many months. On:

enquring about the trealtmenl she said thalt she referred
to dai, ANM in the wvillage and had tlaken TtTheir
treatment but could not get <cure. After that she
consulted & city quack and could nol get relief. Then
she referred to the gynaecoleogist at cilty wilh whose
Ltreatmenl she gol relief temporarily but aaqain had the
same problem and she also had abdominal pain during;
reriods. Ste was looking sad and worried about ther’

i
¥
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conditions and she also felt bad as she could not do
any - household work due to her illnmess. Continous and
inbetween wvisits to her home wilnessed the same
conditions of hers. This shows lhe Inadequale services
and the inability of the needed, newly married women to
“avail these. Even belonging to rich socio—economic
category she was not able te afferd again and again
‘doctor's fees for her illness as she gels infected
quilte a number of times. Moreover, she used lo feel shy

odd to reveal her problems to her husbtand.. Not

and
a kind of

doing work at her inlaws place was also
inappropriate thing for her".

Treatment of Gynae Problems Across Classes

As -per tabkle no. 469, maximaem no. of woemen not Taking
Treatment for gynae problems belonginglto very poor calegory
i.e. 34.37Z while maximum no. of +rich tlook gynaecologiét
treatment i1.e. 10!5%.

Table No. &9

lhwhnts-!ﬁfn-ilnneddanehmﬂqs_
By Women of Different SES Background

Category - A, RMP QP at No Treal- No Prob, TP Trad.4- Dai § RMP  SMPEPHC TRPE Civil ANMS
city  ment Dai & TPR Hospital city RMP
Rich 1 i 2 - 14 - - i - - -
5.3 5.3 10.5 73.7 5.2
Net so rich 2 - 1 b 18 - - 1 1 1
6.5 3.2 19.4 58.1 : 3.2 3.2 3.2 3.2
Poor L 1 1 18 42 - 1 - - - -
5.0 1.5 1.5 26.9 &2.7 1.5
Very poor - - - 7 14 i - 1 - - -
3.3 60.9 4.3 4.3
- Total 7 2 4 31 88 1 1 3 1 1 1
5.7 2.1 3.6 22.5 2.9 .7 7 2.1 7 7 .7
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Caste wise - 15.8% womeﬁ belonging to other caste did
not take treatment as compared teo 22.7% backward caste, and
14.8% schedule caste. While 5.3% other caste c0ﬂsu1ted.
ANM., 3.71 sc¢hedule caste women treatment from ANM, 6.7%
backward- women, 3.7%4 SC women from trained practitioner,
2.6% backward caste from trained practitioner and 7.9%Z other
caste women tlook trealment from -qualified practitioner.
Thus, SC women least availed ANM and private practitioners
services as compared - to backward caste amd olher caste
women .

Qccupat%on>wise - as refer to table ne. , mosl of Lhe
wage labourer women and housewives did not take tr;atment
for 'gynae problems, i.e. 21.6% and 19.@% respeclively.
While some housewives took treatment from ANM  and trained_

praclitioner imn cemparison to very few wage labourer taking

treatment from ANM.

Education wise - most of the illiterate women do ot

1.9% as compared to 17.5%  educaled

Il

gel treatment i1.e.
women . While- less ¥lliterale women lake Lrealmenti from ANM
i.e. 4.8% as compared lo educated women i.e. 74 bul more
rely onltradiijonal practitioner than educaled women.
Reésons for nat getting treatment for gynae problems
amaong ;poor women 1s lhe lack of money and time for tlhe
same . M@reﬁver, they felt shy in approaching male doctor at
PHC. Fed of them g0 to the PHC but get only prescription of

¥
i
¥
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the medicines, which they have to buy from markel as PHC has

no supply of these medicines. While notlt—-so—-rich women

consulted ANM and gel some medicines after paying her for

the same and rich women consult gynaecologists bul could not

contiﬁue their treatmenl. The most of these women either

don®t get treatment and if getl that too irregular and most

of the tlime Uhey cure Lhemselves.

From PHC & private practitioner, the measures for

family plamning are available.

Maximum percentage of women nol using family planning

measures is in nol so rich calegory i.e. &1.3% after that in

very poor's calegory i.e. 47.8% while maximum very poor

adopted these measures only with ANM* s suggestﬁon i.e.

-

39.1%, while maximum rich women adopl these on their own

i.e. 42.1%.

Table No. 70 .
Family Planning Measures as taken by Women:
belonging toe different Caste

Castle ANM Some olher Them— Nat N.A.

Suggest advice selves taken
treatment

SC & 1 i
22.2 3.7 55.6 18.5,
BC 15 1 12 33 14
20.0 1.3 16.0 44.0 1@.?
Others b - - 12 1&6 4
15.8 31.6 42 .1 TQ-S'
Total 27 2 24 64 Zg
1.3 - 1.4 21.6 42 .1 10.5

!
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As per table no. 70, il can be seen that higher the
éagte more is the adoption of family planning ;ervices i.e.
42.1Z other caste women not taking these measures as
comparison to high percentage of schedule and bachkward
ca&té. While high caste women took these measures lhemselves
i.0. 31.64 which is more than 164 of bactkward caste, no one

from schedule caste took these measures themselves and

maximum schedule caste took measures with ANM's suggeslion.

Table No. 71

Family Planning Measures taken by Women
doing different Jobs

Caste ANM Some other Them— Not N.A.
Suggest advice selves talen

Student - - - - 3
100, 0

Housejob 18 1 20 44 12
18.6 - 1.0 20.6 47 .4 12.4

Service - - 1 - -

100.0

Wage ? - = 18 7
earner Z24.3 _ 8.1 48 .6 18.%

Student & - 1 - - 1
Householdiob 50.0 ’ 50.0

Total 27 2, 24 &4 23
12.3 1.4 17.1 45.7 16.4

Occupation wise most of the housewives and wage

labourer do not takevfamiiy planning measures as refer Lo

table no.71, while more waie labourer women adopt these with

b
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ANM's suggestion LThan housewives i.e. Z24.3% in comparison to

18.6%4 for later and less wage labourer adopl tLhese by

themselves i.e. 8.14 as compare to 2Z0.6% housewives.

Service doing women reported to adopt these measures by

herself. Thus more wage labourer women adopled these

measures with ANM advice than themselves.

More illiterate women reported Lo adopl tThese. wilh

22.9% as compared to 14% themselves

ANM's suggestion i.e.

i.e. F.é&%. Thus 1lliterate women less used family planning

measures and if use moslly wilh ANM's suggestion.

Case Stud}

"Saroj & molher of Lhree small children aged 30 yrs
belonging to poor Socio—-Economic conditons. Ste was
four months gregnant as being revealed by her during
interview very sadly. As she did not want another child
as it was difficult for her to take care of already
" three small children as she used to remain weak and ill
and was not finding herself fil to bear the burden af
fourth child. She wanted to getl sterlization opertlion

but due to her poor healtlh she was nel able to get that
and her husband was reluctant Lo undergo lhat and Thus
suggested her Lo Lake measures. So she slarted laking

She stopped taking pills 11 as she had

oral—-pills. _
complications like irreqular periods, vomitting after
taking pills. Thus, she conceived due to household worti:
could not go early for the abortien, il 1& only afiter 2
months she went to a cily practiticner for the aborlion
who refused to do so as it was risk for her lafe. GShe
also consulted staff—n@rse at PHC and ANM. Butl all of
them suggesled her lo bear .the child. She wa very much
worried and somehow wanled te get rid of the child for
That she used to come to PHC lo consull ANM.

This revealed the condilidéns of helplessness in which
a poor women whe has to live and carry the bhurden of
their lives. As they have desired to 1limit their

family =sice in accordance o tLheir socio—economic

176



conditions but povertly and lack of adequate family
planning measures prevenlt them from doing 50.
Moreover, <cultural facltors like subordination Lo the

hushbands prevent their asserlion. They have lo bear and.

rear the children'.

Satisfaction with Family Planning Measures

Among rich categofy, more percentage of women were notl
satisified with these family planning measures i.e. Z&6.3%L as

compared to the 21.1%4 women who reported tov be satisfied.

Moare other caste women were happy wilh adoptien of family

planming measures while backward caste woamen were unhappy
wilh these measures. Educated or literate women reported to

be happy with these measures as compared to the 1illiterate

womien .

Among nolt so rich category, only féw women l.e. Z2.7%
reported to be satisfied with family plénning measures ‘as

comapred lo 22.6% reperled to be dissatified. More bachkward

caste women of not so rich category were satisfied with

family planning mexsures as compared to other caste. More

percenltage of housewives reported dissalisfclion as compared

to farm workers those who was satisfied. Only i1lliterale
womer of this category repcorted to be happy wilh family
planﬁing MeIsSUres. Thue, housewives, backward ward caste

and illiterate women reported their satisfaction with family

prlanning measures.
ﬁmnng poor socio—economic status category, very less
1 : :

percentage of women reported to be salisfied i.e. 10.4% as
} .

-
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compared to the 31.3%4 women regported their dissatisfaction.

Only backward caste women reported to be satisified while no

other . caste or schedule caste women reported so. More
housewives and wage - labourer women reported to be
dissatisfied witlh these measures. More educated women

reported to be satisfied as well as dissatisfied as compared

To the illiterate with family planning measures. Backward

castle women and few educated women reported Lo bhe salisfied

with these services.-
Among very poor more percentage i.e. 26.14 women
reported tlo bé dissatisfied with family planning measures as

compared to 21.7% reported to be satisfied. Schedule caste

reported to be more satisfied wilh these services as

women
-comfared to the hackward caste and olher castle women. More
perceﬁtage af backward casle women reported to be
dissalisfied. More percentage of wage 1abourer women
reported their salisfaclion as well as dissalisféction with

family planning services while houswives reported therr

dissatisfaction. More percentage of educated women reported
te be satisfﬁed as compared tg the illiterate women. Thus,
educated, wange labburer, sched@le caste women reported their
satisfaction with family planning services of very poor

b

socio—economic calegory.
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Case Study

"Urmila a women of 35 yrs and mother of lhree children
belonging to poor socio—economic conditions.
Researcher thappend Lo meel her as she was one of the
sample women's sister—in—law and silently sitling in
the <corner she was listening to the conversation. She
looked very weak and untidy. During informal talks wilh
her, researcher came te +know thalt che Ttas been
suffering from continuous watery discharge since long
time and also had infections after using copper—-t along
with that she had problem, .as her vargina was not at
its normal pesition tul come oul after the delivery of
her tThird child. 8She revealed 1That only once she
consulted ANM and shown her conditions bul she ~could
not gel ampy medicine and then she consulted a guack in
the. village from whom whatl ever medicine she gel she
had that but could not comtinue her treatment due to
lack of money to pay for medicines. She herself told
that she felt shy as waltery discharge lead la foul
smell due lto which olher women do not want to talk to
her. She was a deserted by her husband. This shows,
i1l women living in helpness conditions due to poverty
and proper health services'. .

Perception and Problems of Reproductive Healtlh

The detailed data which has been presented earlier iIn

this chapler has projeclted the follewing salient findings -

The petvceplion regarding the reproductive health of the

women was fourmd in a stale of confuscion, misperceplion and

understanding. It was clearly found Thal the women

wirondg
belonging to the poor and very poor seclion, mostilly
general

associaling reproductive health problems wilh their
frealth problem and‘weye not taking preventive, promolive and

creative measures hecause of their day-to-day work load in

b

Lhe family and outside. They were not able to find lime to

consull a qualifie? practitioner, nor they were able to gel

i

1
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access to the insufficienl services of the . PHC. Moreove,

the PHC could not make available the aﬁtenatal or post natal
services lo thg wom?n o% these two fpoorer sectian. EBut it
waé very evident From the dgta, inspite of their economic
misery and social status they had apaproached practitioner

in the ¢crisis or having complicaliens afler mustering their

IHttle resources which they had. -

It was found that most of the women in general i% the
village complaint of wéakness, body ache, gatkaahe and
fatigue. Aflter discussion with medical officer of PHC it

was known that most of the Fivrls and women coming to the

health centre or otherwise in lhe village were anemic. So
these have all these complaints for which medical staff give
iron tabléts or ather things which were nolt  sufficient to
meet the need of these women of poverty and burden of work
were lthe main two reasons behind that. Apart froem the

Jeneral weakness ttiey have also perceived reproductive

health problems at larger exteni. Most of Them suffered

from irreqular periods, abdominal pain during periads or mnon

onset of mensltruation. For these problems generally

treatment is not souaqht and if taken then from ANMH, infact

precautions were taken related to feod te grevent Lhese

illnesses. Many women specially after sterlization

complaint of irregular periods. Dnlyhrew cases coensulted

PHC doctors in this regard.

180



There are lols of cases of abortion in the village and

many women were noel able to conceive. While some wanted

family planning measures to restrict their family size, and
to- get ri&e of unwanted pregnancies. No-ébortion faciliity
was there atl PHCﬁlevel and alse nol being allowed to ANM to
do so. So most of these women gJol aborted éither by taking
traditional medicine or very few those who could afford gﬁA
_to ttre city quack or private practitioner and civil hospital
for the same. Thus Lhese condilions adversely affect their
health. Many of them complaint of bleeding during preénancy
but bthey hardly 1tlook treatmenl for that as not able to
afford it and lack of time for the same amonﬁ poor. Thus,
take precautions 1like notl lifting'weight or avoid- taking
some kinds of food etc. or fhey consult to the traditional
practitioner. Many women reporte& 6£on%tal deaths an& pre-—
term babies. Most of the women considered their own

weaknesse as responsible for that. After birth problems or

infections are hardly dealt or taken care due le Llhe same
reasons. Many of the wemer also complaint of irritation or
infections as gynae-problems. They had watery discharge or

infections bul they rarely toek lreatmentl for the same and
sometimes got cure themselves.
It was found that women are very much aware of their

periods, pregnancy, child-birth and child-rearing problems.

But due to poverly, lack of time and lack of money they
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hardly took trealmenl. Moreover, govt. has not provided

adequate services at village level for these women. All

these make women's conditions miserable and resulted into
poor reproductive health.
about their satlisfaction witlh these

On enguiring

services most of them wanted to have a big hosﬁital in. the

village to deal with their anmd children®s problems and lady

doctors should also be there to whom them could approach and

Jet treatment for their problems.
Poverty and cultural faclors like nol discussing their

problems with  mother—in—law or hushband as they were not

suppose lo expose or express their probhlems and det care for

minor  porblems 1like infections, abdominal pain during

periods, irregular - periods etﬁm So 1t is only on the

seriousness and acuteness of their problems they consult

3

village quack or ANM and censult PHC but could not get

proper  treatmenlt and many times could net afford tThe long

of infections Lhe

m

Tt

n

a3

treatment for their 1linesses. I:

again and again suffered from lhese problen.

It was also further found thalt women of thisA village
could not relate the cause of tLheir reproductive 1i1llnesses
to the wider isgues like povertly. lower social étatugr

1lliteracy, malnulrilion and lraditions and customs. Very

few educated women could relate to such problems which were
responéibie for their tll-health for vreproductive role in
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family. Since the women were not able to relate the 'larger
issues to the reproductive health problems they were seeking
solutions in--a narrow medicines and doctors.- A -very few
ed&cated women could see the imﬁlication of their low social

status, illiteracy and customs responsible for miserable

reproductive health.
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CHAPTER-1V

DISCUSSION



The status of women in a sociely 1is a significant

reflection of lhe level of social-justice extended to the

woemer in that sociely, and this process is involved in a

complex sel of interrelated factors. Women's statds ts often

described in terms of her level of income, employment,

education, hkealth and fertility, as well as the roles she

plays within the family, commanity anmd society. Il -alseo

involves sociely's perceplion of these roles and the value
it places upon them. Women's work participation in

agriculture or induslry; their contribution to the family

incoeme, household mainlenance, communily organisalion amnd

developments; and their role in the family and the tearing

and rearing of children, not only affects theirlhealth‘ but

ig also affected by it.

The significance of women'e reproduclive and rurturing

-

roles Fdr health and development as a whole 1s wundeniable.

The biological and social realities of Their maternal role

are closely Tinked tlo their health status and are major

factors in .the problems they face in health, employment,

¥

education and many other areas. Considering that the value

sociely attaqheé to the women's malernal role is ene of 1he

cructial factdrs influencing the status of women, How can we

that a High value is atiributed to a women if she dies

[ .
in child birth 7 If her child 1is born too small

E
|

say

needlessly
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to survive the first weak because her nutrition was so poor

and her worked load was so great during pregnancy 7 1f she

is unable to breast-feed bécause she cannol . devole enough

Time ot leave her job 7 if she is nolt given access Lo

effeclive, safe and acceplable methoeds to regulate her

fertility 7 if she 1s by passed by education and

technological advances and isolaled from the mainstream o6f

community action while she is tryimg te prepare her children

for healthy, productive lives in lhe communily ? im shorl

how do we assess the social value accorded to vreproduction

"and nurturing if women are denied the support needed to

carry out these roles 7 With the above perspectives on the

status of women the reproductive health of the women was

studied in Dhurala village.

The village Dhurala represenls a lypical Har yana

village and very similar to a typical North—-Indian villaqge.

Thouat Haryarma is developing statle in Lthe ceuntry, ilts rural

area is also under going lols of change. Bul still the

change 1is very slew. In tﬁis aspect Lhe village 1s neilher

very developed nor underdeveloped, Being nol very close or
also

far away from fhe,town the change in the village 1is

gradual and it is preceding towards the modernization like
other noerlh lnqiaﬂ village. The village also has caste

variations and Was various casles people. The overll life

process of the péople in this village is found more or less

o
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getting maximum benefils at the cost af

similar to the olther partcs of Lhe state.

Viilage was found .to be having distinct four class

g{ouﬂs, the people living wilh the background of different

socio—economic conditions were lhus calegorized 1inlo four

¥ OUFES . Such as rich, not-so-rich, poor and very rpoor.

Tte - people belongimg o 1he rich and not-se-rich

calegories had resources and lead an life similar 1o city

people wilth modern gadgets. While people belonging to poor

and wvery poor calegoriec had te lake a 1lotl of strenouc

efforts and hardships to meelt their botlh ends . Thus, the

life style was the outlcome of their socio—economic

conditions. This village has maximum percentage of backward.

caste hquseholds. While schedule caste and other caste were

low in number. Still the power structure of the village was

dominated by high caste who are supported by backward caste.

S0 these high caste contlrols a1l decicsion makinag process &t

Lhe villange level and thus plavs a imporltanl role 1w Lhe ils

developmental activilties by affecting its policy making and

also at the lime of programme 1implementaliornms and also

poor seclions  of
this village.

So far the women's social status 1 concerned

conditions of the women was found to be not goed. Women
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have no important place in the socio-cultural mileu of 1lhe
village. They are not at all conmsidered at par with males
but have very low status in comparison to that of males.
Inspite of their hérd work inside and oulside their homes
and éﬂ important role as family supporter, they are still
Teast recognized by tﬁeir families and do not get support
snd care from them. Tradilions 1like Purdah—-system gprevails,
which plays an impertant rele 1n discouraging ;heir
education or employmenl outlside or insi@e tte wvillage.
Practices like wife-beating are éommon in the wvillage and

women's opinion in their families is not considered. They

are rarely asked to give_their opinions.

HWomen a&also plays & neqgligible role in Lhe village
politics. Thus not able to influehnce the policy or decisions
in fawvour of them. They are suppose Lo show submissive

behaviour inm their own as well as, in—law's thome. They

-

Themselves could not take care of Llheir own prablems. fAs
they ~work hard throuaghoul the day and thus found Lo be
malnourished because of non—availakility of food and

nulrition. They hardly-gef treatment for t@eir minor and
somelimes major illnesses. No govi. programm;z are there in
the wvillage to uplift the living conditions»of' these fqoor
women. Excepl few women belonaging to rich‘ aocio~econﬂmic

households, other women had very miserably poo+r status in

the village. ' |
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Reproductive health of women largely affected by - Lhe

life — style in which women lives. The reproduclive health
of the wemen of Dhurala has been studied afler calegorising

the women inteo four distinct socio—economic gJroups. The

overal life process and health status has been studied in
detail to analyse the sociological dimensions of
reproductive health.

The women bgloﬂging to rich agroup was found to be

having less problems, difficulties in reproductive heallh in

cemparison to other three grotps. This was because, the

women were from higher casle, lileratle as well as had access

to belter heallh services in the village as well as in the

néa}by town.

Amoenia mnot-so-rich <category. 22.7% women had prior

information on one or other aspectse “of reproductive

problems. Schedule caste women in this calegory had no zsuch

irformaltions, whereas Z28.5% backward caste and Z1.3% alher

caste women had such information and knowledge. Thus more

infotmalion o

i

backward caste of not—-so-rich caltegory had

these aspects. Heusewives of Lhis socio-~economicC calegory

had more information as compared to lhe farm worker women.

Within this socio—economic calegory illiterate: WOomeEnN

g

reported te have more prier knowledge i1.e. Z24.9% %s compared
{

o
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to 21.1% educated women.

Among women from poor socio—ecomnomic group 32.9%4 had

prior information on one or the other ‘aspect of

reproduction. Castewise maximum percentage of other caste
women i.e. 50% had prior infqrmation as compared to schedule
caste i.e. 41.17 and 31% backward caste. Students of this

category had w0 such prior knowledyge, while stTudenlt cum

doer i.e. 50% had more such information than,

thouse Job
housewives i.e. 40%4 and lastly among wage labours wemen more
educated women of poor socio—economic slatus - category thad

information on fulure reproductive role As compare 1o

illiterate women.
Among . women from the very poor category, 13.0%4 women
had information on one or. other aspect of reproduction.

14.3% schedule caste. Women had infermation on periods as
r

compared to 13.4% backward caste, while no olher caslte women

Frad such informalion. Very less labourer women had such
information as compared 1o houcsewives of this soclo—economla

caltegory, and 14.3% illiterale wamen had knowleddge on one or

other aspects of reproduclive role.

It has been seen lthal backward caste and 1i1lliterale
women amongd nol-so-rich category were mere aware of the
future réproductive role, In the poor SES categoery schedule

caste women as compared to backward caste and schedule castle

and illiterate women among laborer reported to have more
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information. This shows 1Lhat information regarding 1tlhe

future reproductive role among low caste and 1illiterate

women 1s more in this very poor catlegory.

The trend brdadly can be seen across the class, caste,

occupation and education in general. As maximum no. of women

tad infermation on various aspeclts were there in rich socio—

status calegory, then among poor socio—econamic,

economic

after that  among mot-so-rich and lastlly very poor women.

Caste wise, other caslte women had more informalion i.®e.

39.5%4 as compared to backward caste and schedule caste i.e.

28 .. 1% and 29.67% respectively. Occupation wise more

infermation was found on various aspects of reproductive

role among house wives. More educated women had knowledge on

these as compared to illiterate. Thus it can be said that

rich socio—economic status women, high caste, housewives and
¥

educated women have more informalion on wvarious aspecls

related to the reproduction. While within the various sccio-

econmamic categqories 1t was found thal high casle women and

housewives as well as educated women had more rnformalion

and it decreases witﬁ lowering of ctaste, occupatienal status

and education. : _ )
Regarding, practices of various lraditions and customes

in reproductive healtlh, across class, caste, occupation and

education among women also these type of ‘variations was

seen. As maximam high caste women Qbserveq such practices

|

N
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and it reduces with lowering of ctaste. Thus high casle women
observed more such praclices as cqmparéd to backward and
schedule caste, women of rich socio—economic éta?us _alsa
'Abserved these 1traditions more than thal of not—so—rich,_
poor and very podr wemen. This may be because Llhese women
co&ld, afford to observe such tradilions in comparison to
other women. ‘These traditions and customs could not be
observed because of this poer socio—economic canditiong and
they wereAcompelled to wo?k outsidé their houses as well és
they themseI;es had to perform all their housejobs. This
life process made it imposcible for them to ebkserve such
traditions. More aver they did not have sufficient food,
thus, had 50 choice kor observing food related traditions.
High caste women mostly belonging lo rich and hpt—so—rich
categories were able to afford such practices. More
students, and housewives observed such traditioms while
labourer women ;auld ol afford to obeerve food and S work
related taboos during mensirualions. Educalion wise alcso
more literate women can afford thece practices 1i.e
cdmpared to 17.1% illiterate woemen, who have lto work hard
in . their daily lives. Egucation tas nol played any role 1in
observance of these traditiona. As these have been observed
in thg families from thé old times and thus posed precssudare
on yodnger generation lo:-observe thecse. These are qgenerally
.related to food and invo%ved not taking sour food during lhe
i

V
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menstruation 1in order to aveid abdominal” pain and other

related to menstruation. The women who could not

problems

these tradilions and pracltices did nolt have any

observe

complicatins. So. according to them lhese traditioms and

customs were meant for rich women who could afford tlo follow

these.

Difficulties faced by wemen during menstruation also

vaties from and

differentl socio—-eceonomic, caste, occuralion

education cateqgaries.

Across socio—economic calegories maximum perceniage of

problem as reported was abdominal pain which was reported

maximum by women of poor socio-econemic status. The next

maximum reported problem was irregularity aof periods and

masximum percenltage of very poor women had such problems.

Thus maximum percentage of poor and wvery poor  soclo-

econemic status women reported problems like abdeminal pain

during periods and its irregularily respeclively. Thus mors

problems relaled 1o the menslrustion found amoeng [oOotr WOMET.

Schedule caste and backward caste women reported abdeminal

pain  as the main problems during menstrualien, while olher

caste women reporled irreqularily of periods as the main

problem related To menstruation. Occupation wise also
students ma: imum reported abdoeminal pain durineg

menstrualtion, housewives and wage labourer women alesa
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reported irregular periods. Thus it was seen that most of
the women belonging Lo poor socio-economic calegory more

reported such problems, whereas housewives and students more

reported such problems as compared to labourer women.

Trealtment taken from the different sources for the

reproductive healld problems affecled by various faclors 1in

the life of a women.

Acraoss classes 1l was seen as in table me. 21, tLthatl
max imum percentage of women belonging to wvery poor socio-
economic calegory and aftler that not co rich and lastly poor
SES did notl take treatment.‘Maximum percentage of rich and
poor socio—econamic stalus group wamen consulled ANM .
Maximum percentage EF women af rich and not—-so—-rich category
observed precauti;ns, Thus, it can ge caid that poof women
Jqenerally did not take trealment and ‘ﬂDt even take
precaulions and only rich women availl specialisl services
and few poor women also take the help of ANM in this matter
while nol—-so—~rich women were able Lo afford the precautions
related to food and other matters in comtrast to very poor
women .

It was found thatl more schedu}a casle woemen did not
take treatment as compared to the backward and olher caste,
more_'backward' caste women take Trealment from ANM, -as
to . other caste wha rely on differenl sources as

compared

well take specialist treatment. Thus, among higher lhe castle

;i -
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more women took precaulions and consull gpecialist, while
among low caste lesé women took the treatment.

Occupation wise also, more housewives and student seek
ireatment in . comparison to labourers who vrarely took
treatment. Mostl of the housewives and wage labourers also
took precautions only. Thus this shewed that labourer women
were nol able.to afford health services. This was also ™ seen
-aé‘ pointed by table no.32, more ‘educated women seek
Treatment for menctlrualion related problem§ from ANN and
from other sources like traditional practitioner and village

RMP or quéfk as compared to the few illiterate women.

Thus, it was found that rich, educated and women who.

work as housewives were mere able to take treatmenlt from ANM
or from specialist as compared lo poor or very gpbor SES
women who could not affeord such services due to lock of

maoney time and thus generally ceuld net take treatment.

It waes found that women observed traditions or
praclices related ta the pregnancy depending upon their
spCio—economics, educational or cultural bachground.

Across socio—economic caltegories, il was found that
more women belonging te the rich socio~eFonomic calegory
observed sﬁch practices while it was least observed by wvery
poor socio—economic status women as shown in table no. I3.

Due to ﬁbverty these poor women did not have any choice
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except doing hard jobs and eat what ever little they get.
Thus ‘they could not afford to observe food or work relaled
ﬁractices ever during pregnancy. Il was also found that more

high vcaste women observed such practices as compared tlo

backward or schedule caste as in table ho.34. These high

caste women had these Lraditions moreover due to better

Tiving «conditions they could " afford to ohbserve these

practices as they mostly belonging to the rich and not so
rich socio—economic stalus calegary. More wage €arner WOomen

did nol observe such practices as cempared lo housewives who

mostly observed such pracltices. As wage labourer women had

to work hard so they could afford not to lift weight or take

rest and qbsarver food relaled practices as some housewives
could do so. Il was also found that more educatled women were
observing such traditions as compared to the illiterate. Aé
they mostly remained at houses and worker as housewives as
compared 1o i1illiterate wemen who work as waaoe labourers.
Because QF this hard wo%k and lifting of heavy weighl more
abortions and prelerm babies were reported by the poor and
very poor women.

Difficulties faced by women during pregnancy vary wilh
their living condition.

Arrose lhe 50cio~e¢0n0mic status cateqory, il was found
that maximum percenfage of women havina bleeding during
aé being reported by ve}y ‘pooOr socic—economic

pregnancy
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status calegory as depicled by table no.37, maximum women
complaining of abdominal pain belong to the poor socio-
economic status category. Thus maximum percentaqge of women
amonig poor and ve;y poor socio—economic status category
suffered from pregnancy related problems. Caste wise 1t can
be seen thét maximum ;chedule gaste and high casle women
teporlied abortion while maximum percentage of backward caste
women reported bleeding and other problems like vomi;ting
etec. Educaled women regorted a gréater range of complaints”
while more 1lliterate women hadA bléedings problems and
abnormal foctal position and akortion. Thus it can be said
that more poor women ‘belonging to law sgclo—economlc
conditions aFFécted by pregna%cy relaied problems for
T example bieeding,.abdominal pain ache while rich women more

reported abortion ,as their problem. More educated women

could elaborately described their problem.

It was foeund that steps Ltaken by the women Lo deal with

SO0

=

preagnancy related problems alce depends on their

economic and cultural bkackground.

Across different socio—econbmic status Qategory il was
found that no womenm amomng very poor socio»écoﬁnmic Statgs
calegory was able _FO avail the specialist on .private
practitioner's services and this percentage is also very low
for women belonging to poor socio—-economic %tatus category

i
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as shown by table ne.47, while more women belonging toc notl
so rich and rich socio—economic status category were able to
avail’ the services of private éraétigionér. It was also
found that women availing the serviges of dai wes also
maximum in percentage among poor and very poor socio-—
econamic status category. Maximum poor women. reported tlo
consult ANM apart from Thal women of not so rich ard very
poor categories. Thﬁs pbor women were not abkle lo avail- the
SﬁetialiSL‘ services or taking lrealmenlt as cémpered to the
rich women.

Caste wise it was found that more olher caste or high
caste - women took treatment from specialist or . trained
private~practitioner as compareé te lhe backward or schedule
casle women. While more scﬁedule . caste women look no
treatment for pregnancy related problems. Thus more high
caste women took specialist treatment as compared to the
back;ard and schedule cacste who could hardly take lreatment
for preagnancy related problems ac depicled by table no. 49.
Occupalion wise more housewives took treatment from Irained
city pract{tioner as compared lto the wage labourer women who
mostlly reli@d on dai. Thus the housewives were able lo avail
T specialist :tr@atmeﬂt as compared to the wage labourers who
due to poverly not in a position to do so. It was also found
that more Eddc:ted women took treatment from ttrained cily
practitione% and from other spécialist, From».ANQ*. civil

!
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hospital etc. While more illiterate women rely on dai for

taking treatment. Thus it can be seen that women those who

belong to rich or not so rich, high caste and doing

housejobs were able to avail healtlhl services from different

seurces along with from the specialist also. While poor like

very peor and illiterate and belonging to low socio—economic

them

status had to rely on dai or village gquack very few of

were able to getl specialist trealment.

Traditions or practices in relation te the child-birth
intluded work related praclices could be seen among women

across and wilhin class category.

Across. socio—economic- status _categery as 1n table
ne.58, 1t could be predicted ttial more very poor women
started working,early or few days after delivery as compared
to the rich and not so rich socio—economic status category

Who qgenerally statrl doing work after one monlh or

women.
more after delivery. As women belonging to LThe wery poor
saecio—-economic calegory could neot afford to take restl fou

long time. Womern belonging lo high or other casle are more

S

able to take rest for long period i.e. one monith or mare a

cemparison lo the schedule caste and bafkward caste. More

housewives as compared to the wage earner women took rest

b

for long time i.e. one month or more so after delivery and
oebserved more practices like not to lift weight etc. More
educated women'tookvrest for a long period as compared 1o

-
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the 1illiterate women. Thus more high caste, housewives and
educated women were able tlo tgke Eest for long tlime aftler
delivery and more high casle women were able to observe such
practices.

Across socioc—economic sltlalus categories, only &4 poor
socio—econemic status category and 4.3%4 very poor women
reported to have difficullies related to the child-birth or
delivery. While no women h@longingkto ricﬁ and not-se-rich
SES category reportéd'to trave any such‘problems as shown in
table no; 59- . More schedule caste women 1.e. 7.47 and
baékwardvcaste i.e. 4% reported to have such problems while
none from other. casle or high castle. MoreA housewilives
reported to have such problems i.e. 4;12 compared Lo .the
wage labburers i.e. 2.7%. More illiterate womén i.e. A.SZ
reported of having such problems as compared to lhe educated

i.e. 1.8%. Thus more poor women as belonging. te low

woimen
and wage—earmer soclo-economic slalus calegory, schedule
caste and pbackward caste, housewives as well == wage

labourers, illiterate women reported to have such problems.

Treatment for tﬁe problems related to child-birth also
was the outcome of ;ariaus faclors affecting overall lives
of the women. : ;

étross socin—ecdno&ic statusﬁcategory, 1l has been seen

thalt most of tlhe woﬂen belonging to the poor and very poor
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socio—economic stalus category took help of dai, while women
of rich, wvery rich calegory depended on ANM as well as dai
for child-birth problems and alsoc more take specialist or

gynecologist treatment. It was found more schedule caste

women- trelied on dai than backward and olher casle women.

Nhile<mofe other caste women took services of ANM and dai as

compared to the backward caste and schedule caste women..

Thus high caste women took more specialistl assistance at the

time of delivery as compared to the backward and schedule
casle women as shewn in lable no.&1. More wange labourer who
moslly depend on ANM as well as dai. More illiterate women
consulted dai, as compared to_the literate women who more
rely on specialist freatment. Thus ii was seeﬁ thal gpoov
women belomging to lower and wage earner SES category were
not able to get ANM's or ,specialislt assistance as compared

to the rich women as well as high caste and educated women

belonging te frivilege elass wetre able Lo do so.

Gynecological problems faced by women alse varied wills

their socioc—economic, cultural background as il was seen,

amonyg women belonging to the rich secio—-economic statlus

category, few of them reported of having gynecoloegical

problems, only high caste women of 1t1his socie—economic

»

reported to have such problems while no backward

casle women repbrted, 31.3% housewives reported to have such

category

probblems while service doing women had no such iproblems.
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More illiterate women reported such problems as compared to

the educated women. Thus more high caste, housewives and

illiterate women reported to have such problems "among rich

socio—economic staltus caltegory.

Among nol—so~rich socio—economic slatus category 35.5%
women reported te hawve gynaecological problems, it was
reported by all caste women and also with more or _less
similar percentage 36.7%4 housewives reported to have such
problems, more educated women as compared to lthe illiterate
women also reported. to have such problems. Thus equal
pﬁrﬁentage of all the casle women, housewives and educatled

women reported toa have such proklems while less illiterate

women reported such problems.

Among poor 32.8% women reported lo have such problems
maximum percentage of other caste women reporlted to have

suth problems afler thal batkward casle and laslly schedule

casle women reported so. Housewives as well asz wage labourer

women alse reported to have such problems. Both educated and

illiterate women reported alsoc to have such problems while

more educated women reported such problems.
Among very poar, 32.14L women reported gynecological

problems. Mere backward caste reported of fraving

gynaecdlogical problems as compared to the schedule caste
' .

and oether caste. More heusewives reported of gynae problems

as compared to the jwage labourer women 42.9%, illiterate

-
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women only reported to have such problems. Thus amonga very

poor more backward caste, housewives and illiterate women

reported to have such problems. Thus among different socio-

economic status category women of different socio-cultural

background all reported of havinmg such problems.

Across socio—econondc status categaery, it was found

that maximum percentage of women reported of having

gynaecological problems beloﬁg te the wvery poor socio-—

economic slaltus category and least reported by women

belonging to the rich calegory. Maximum percentage of hiagh

or other caste women reported of having such problemes after
that backward caste and lastly by schedule caste. Thus more

casle women reporled such problems. RBoth housewives and

high
wage earner women equal percentage reporled such problems
and the csame was lLrue for educated and illiterate women.

Thus the more women reported such problems belonging lo very

poor category.
This proved thal various avnaecoloaical preblems were

associalted directly wilh poor sacio—-economic and hard 1life

of malnourished women.
Treatment seught for Lhe gynaecoldgical problems
depends on the socio—-cultural and economic background of

women. As women belonging lo rich calegory mainly teook

Lreatment from gynecdlogist or specialist, aftler thal, few
from ANM, village qda;k, dai elc. High casle or olther <caste
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women mainly consulted specialist for the treatment of

gynaecological problems. Maximum percenltage of housewives

also consultled trained gynecologistl or private specialist,

that to the ANM, then to the dai, village guack etlc.

after
More educated women reported to consult ANM, gynecologist,
dai., wvillage gquack and specialist. While illiterate women

more reporled to consull village quack and also few lo

gynaecologist. Thus 1illiterate women took more treatment

from village guack than ANH in‘the village. Thus hiah castle.

housewives and educated women took treatment from

gynecologisté while 1lliterate women look Qreétment from

village quack inspite of ANM. Thues educatiaon alse play an

important role in influencing treatment seeking behaviour of

+

women for the gynaecological related.pfoblems.
Among wemen belonging to the not-so-rich category. most

of them consulted ANM, and maximum percentage of women did

ol take treatment, few from specialicstl, ANMM, Dai. villzaqge

quack, PHC eltc. Mare other caste women Look treatment for

Jynaecological related problems and =alsco mot e from

gynecologist as compared to the Lackward caste. MWhile

maximum women consulted specialist those bkelonging to he

schedule caste category least percentage of backward caste

women took treatment for gynae related problems. Mostl of the
housewives reporled not taking lreatmenl as well as f&rm

worker women. Maximum percentage of housewives women
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consulted AMM after that to the city private specialicst,
village quack, civil hospital, ANM, dai etc. More housewives

took treatmenlt foer gynae related problems. More educated

women took treatment for gynae related problems as comparéd

to the atliterate women. Thus, it can be said that mostl of

the women belonging to, nol sco rich category did nol tlake

treatment for gynae related problems while maximum schredule

caste, housewives and educated women took treatment . for

aynae related problems. While other other caste, backward

caste, illiterate women hardly took trealtment for these

problems. As moslly women could not seek treatment faor

socio—-cultural reasons as well as due to lack of oproper

tiealth servicds available at the village levels.
Among,women belonging to the poor soclio—-economic status

caleqory maximum percentage of women did not take any

treatment at the initial stage for gynae problems very few

coansulted traditional practitioner, dai, village aqusci,

specialist. More other caste women did not take treatment

"while maximum percentage of high caste women consulted

specialist after Lhat;backward caste who took treatment from

ANM, village dquack,; lastly schedule caste women who

consulted ANM, dai aﬁd traditional practitioner. As higher

b

the casle more percentage of women did not tlake treatment

3

for gynaecological related problems and al lhe some time few
]

of them who look Lreaﬂment, consulted specialist. Thus hingh

-
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caste women were able to get specialist treatment as

compared to the Eackward caste and schedule caste. PMore

percentage of housewives did notl take trealment as compareq

to the wage—labourers while more housewives took treatment

from ANM and trained city practitioner or specialist. More

educated women did nol take treatlment for gynae problems and

those who tbok from AN or specialist while illiterale women

more took trealment and more rely on traditional
Thus = high caste, educated ‘women, and

practitioner.

housewives did neot take trealtment. This might e due to

various socio-cultural facltors. Because of tLhece women felt

shy 1in getling treatment while poar women were not getling

Lreatment because of heavy household burden.

Few very poor women reported to take treatment and

¥
Lhose who took mainmly relied on traditiomal practitioner or

dai, alsc specialist and village guack. Schedule caste women

and other casle weomen moslly did not  Lake fTreaimenl ae

compared to Uhe backward casite who look Lrealmenl fram ANM,

village guack, specialislt, traditiornal gractitioner, dai,

more housewives teok treatment as compared to the wage

earner women and also consultlted mere to the AMM citly quack

and tradition practitioner.as compared to the wage labourer

»
" and

3

women. More percentage of educated women took treatment

that-too from specialist. ' E

Across socio-economic status calegory, 1l was found
i
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that maximum percentage of women not taking any treatment in

the 1initial or primary_ stage of gynaecological -praoblem

beIonging to the very poor socic—economic caltegory while

=

maximum percentage of women belonging to the rich socio—

economic category ‘look 1ilrealment from specialist like

gynecclogists, as depicted by table no. &9. As rich women

could affer'so 1lhey availed specialist services bul minimum

due to socio—cultural factors because of which women even

belonging to rich category feltl inhibited to take treatment
for gynae related problems. Maximum percentage of high caste
women look lrealment i.e. 31.9% while minimum percenlage of

schedule caste women did se. Moreover more percentage of

other caste women took specialisl treatment as compared Lo

‘low caste. More wagé labourer women did not take treatment

F

for avnae problems as compared to the housewives, more

housewives Take ‘treatmsnl from ANM and specialist as

comoared te the wage earmner women. More 1llitlerale women did

not tlake treatmenltl as compared to The literale women. Most

of the - illiterate women relied on the traditionel

pracltitiomer. Thus only thase;women who were rich could

afford the specialist servicees as compared to the poor wage

earner women who hardly took tfeatment and if taken mainly

>

relied-on traditional practilioner.

i

!
{
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Among rich socioc—economic status category, maximum

percentage i.e. 4Z2.14 took.family planning measures by

themselves while very few i1i.e. 5.3% adopled these with ANM" s

suggestion and many did not even take treatmenlt i.e. 31.6%.

Maximum percentage of other casle wemen tlook family planning

measures by themselves, while maximum backward caste women

were taken these measures wilh ANM's suggestion and &also

less. percentage of Llhese women took tlThese measures as

compared Lo the other casle. Thuse more high caste women leok

these measures and also themselves as compared to the

backward caste " who took lhese with ANM's suggeslion, as

depicted by table no. 70. Maximum percentage of women who
were housewives took family planning measures by themselves

as well as one service ﬁoing women. Very few of them did nol

take any family planning measures, as depicted by lable no.

71. More literate women had taken these measures themselves

R compared lo the illiterale woemen who less taken tLThese
measures and also taken with ANM's sungeslion as well asz
and

self in the equal pertenlage. Thus high caste, educatled
housewives took these measures lLhemselves as compared to the

backward caste, illiterate women of rich cetegory. As lhese

were nolt able lo took lhese by their own but only with ANM' =

suggesltion. High casle, educaled women were able tTo tlook

their own decisions among high rich calegory.

Among not-so—-rich categery, 19.4% women took family

v/‘
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planning measurec wilh ANM'e suggecstion and very few 1i.e.
?.7%  themselves. Schedul® caste women of not—-so-rich

category had nol reported to use Lhose _services. BRackward

suggestion while high cast

caste used these with ANM'< e
women used these themselves as well as with ARNMT <

suggestion. More housewives women took these measures wilh

FANM*s suggestlion. 20% tocok Lhese by tlhemselves. - 0Only

1fi

womern of middle -5ES adopled tlhese TmeAasuUrs

literate
themselves in comparison lo the illiterate who alsco

tion. Thus hiah caste, housewilives and

1]

these wilh ANM's sugage

g

category adopt these measure

educated women of not-so—-rich

Llhemselves also. .

Among peoor SES caleqgory, women adopled family gplanmimg

measures tLhemselves as well as wilh ANM's eugéestion and
very few wilh other's advice. While olher caste and schedule
caste used thesze wilh ANM's suggestion. Masximum percenlagse
o f houcewlivecs Look theze messures Lhemselves, while wz gz
exrner women dTd thisz wilh ANM's suggeslion, literailse
adopt Lhece measures themselves as compared to The
illiteralte women who Took these with ANM's suaggeslion.

Among veyy poor  socio—economic calegory, Max 1mum

percentage of women adopled thecse measuresz wilh ANM's

suggesiion i1.e. 39.1% while very few by Lthemselves 4.3%  zand

a gareatlter percentage had not taken any measures 1.e.

Maximum percentage . of schedule casle women had nel laken
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these measures 1i.e. 57.14. Maximum percenlage of women

fbelpnging to backward caste took these measures with ANM's

suggestion i.e. 404 as well as by themselves i.e.- b6.7% most
of the housewives belonging to the wage earner socio—

economic category adoplted family planning measures wilh
ANM*s suggestion. More wage earner women had nmol taken these
in comparison Lo the housewives butl most of them

measures,
also adopted these wilh ANM's suggestion and very few

themselves. Thus wvery poor women less adopled family

planning measures as compared to the women of other socio-—

econoemic category. Most of the educated women of- This
category took family plamning measures with ANM"s suggestion
while illiterate women also adopted these with ANM "' s

suggestion and very few themselves. Thus backward caste,

¥

illiteralte and wage labourer women reported to look lhese

measures themselves. While most of the educated, high caste,

schedule caste and housewives belonging to Lthe very poor

socio—econamic category teok these with ANM's suggestion.

Across socio—economic category, maximum percenlage of

tich women adopted F.P. measures themselves, and very rpoor

category wemen wilh ANM's suggestien while not-so-rich SES

category women very less used these méasures. High caste

women maximum adopled these measures, and 2lso théy adopted -
these by themselyeg/in comparison to SC and Backward casle
R N\ .

women. Wage laboukér women more adopled these witlhkh ANM's
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suggestion as compared to the housewives who maximum

percentaée ‘took these measures themselves. More educated
wonien reported to take lhese measures and also lhemselves as

compared to the illiterate women.

It was found that most of the women first breast-fed
the baby only after 2 or-3 days of their deliveries. While

women belonging to rich section has started breast feeding

“early i.e. within the day of delivery énd just after the

chiltd-birth. Thus these praclices were undergoing changes.

It was alseo found that immunization 1in case of children

among poor and very poor categories was low as compared 1tlo
the rich and nol-so—-rich. These were more depend on PHC and
private practitiohgr for their child's immunization while

poor had mno time and money for the some. The reproductlive

health of wvarious calegories of women of this wvillage "is

bound by <ceveral socio—economic, cultural and ecological

g}

faclors and alsc in determined by 1The slalus = women enlove

in her family and sociely. Il can be seen thal moslt of the
poor women suffered more from the reproducltive health.
problems due to lack of money and time for their tlreatment.
Suggestlions can be made Lo see this social realily through
more «critical perspective as according o sociological
criticism, there are always social constrainls on the
repr@ductive behaviour of the individuals it canm net be free

‘of these constraints and along with 1lhis a network of

P
E
e
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.
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soctial, economics, psychological pressures are there lo
—peffotm the family roles within the perview of these
#actors. Undef marxist critique 1t was described that
theories and ideologies further affected by the capitalist

set up and thus could not investigale the social realities.

Maxist alternétive suggested that reproductien s?ould
be understoed in structural ratter than individual terms. It
said that inspite of understanding reproduction &s in
individual behaviour based on market prices, choose Lo
consume and produce children but. through capitalist mode of
production it is tﬁe complexed structu}ed totality formed by
the combinapfon of the méterial and social eiement enter
into this biological and social reproduciion of human beings
through histoerically specific relalion ofl .repcoduction
inducting relationship to the material and social condition
of production and reproduction.

It was desired thetl Marxisl analysis chould define
reproduction in Feal, concrete terms rather then formal
terms. As the rationality of the capitalist class in Abased
on ke problem to maximize profils, the rationmality of
working class is on the problem of survival. Whose survjval
is ensured by compliance with the goals of capitalist «class
4_and thus working Flass rationality dependgnt, complementary,
derivative upoﬁ thé\¥aﬁgonality of the capitalist class. Al

v
!
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the level 6F }eproduction this rationality needed to be seen
as affecting the reproduction behaviour qT'both the classeé,
Thus to define rep}oduction in reél_concrete terms mean to
eqquire into the conditions 5urroqnﬁing the reproduction of
classes.

Another criteria is that 1t shouid analyze "taste'" on
an‘objective rather than subjective basis. Accerding te the
marxist analysis the number and egtent of necessary wantls
are lhe products of historical development and thus no of
children wanted can thus be viewed as an integreal part of
the historical and normal elements. Thus it has been
stressed to see the need of children in this respect. In
this way to see the social reélity, the place ;F women in
the capitalist system,weither she beléngs to thg worker or
capitalist section as a result-of historical development of
class relalionshkig is neea to seen. Apart from lhkis, general

issues also need 1o hbe considered.
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CHAPTER-V

SUMMARY AND CONCLUSION



The reproductive heallt of the women has been analysed

by several scholars in 1India and abroad from wvarious

dimensions. But very few sludies so far been publisted on

the reproductive health of the women from a holistic

perspective 9giving emphasize on sociological dimensions.

This study has been designed to address the sociological
issues of tlhe reproductive health of women in a véllaée

Dhurala in Kurukshetra district of Haryana.

Heing a developed state Haryana has been selected for
the study. Reproductive heallh of 1ts rural women 1s also

subject to be studied as to know their actual conditions _in

&

the étate. Kurukshetra district has been selected as it is

characlerised by maximum female agricultural population in

the state, being a PHC village and easily communicable, it

was selected for the study.

Sample feor the study was rural women of age group 15-45

years., After survey of the village, stratified random

sampling was done and . women of different age Qroups

‘belonging to different socio—economic categories was
1]

selected. On thé basis of pre—-study amd interview scheduled

was prepared and tested in the field. Thus, information on

the various aspecls related to reproductive health was
collected. Apa#t from this, technigues like observation,
formal and inForﬂal discussions with women, health staff of

i
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PHC, villagers, private pracltitioners, village level workers

was done. A field dairy was also maintained lo record the

observation and people responses. After that, collected

data was tabulated and put into computer for analysis.

After tThe analysis, the salient findings of the study was

found to be following :

In The wvillage Dhurala, it was found thal “~less
-de;irability of a daughter than sons is prevalent. Pardah

¥rs strong in & village &s wdgmen and girls cover their

syslem
heads infrontl of their relatives and also when geing ocut of
their thouses. Girls are.supposed to be submissive and not

to express their will or feelings epenly in amy matter of

Lheir lives. Less consideration is given lo their opinion

by their families. Except few belonging to rich and nol-so

¥
rictkh socio—economic calegory. Most of the girls are not

encouraged and gelt opportunity for studies and very less do

fiigher studies and profecsional course. Most of the women

were weak and malnourished as They eal very lecss. Their
food includes one or two chapaties with very less eor no
vegetable, over burden»with-work, they mostl?'complaint of
bbdy ache and headache. Household work is coésidered as the

main domain of the women and given nol much importance.

In the restricted socio—~cultural in the meliu of the

girls do nolt gel any information régarding their

i
;

village,
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future role. It is only through their friends, they come to
know aboult the menstruation, marrigge, cthild-bearing and
ré;riﬁg and also through observing others. It is considered
undesirable and shameéul to transfer such informafiéns to
Jirle as lhey should remaiﬁ—ignorant of all these matllers.
Unless, some severe problems faced by the girls and Qomen
related to Ulheir pe}iods and pregnancy, they hardly discuss

these wilh their parents and elders.

Generally, precautions related toc food and work are
observed to prevent lhese problems. On the acuteness of
lhese problems some ofithem are shown lo the quacks in AtHe
village but hardly getl proper treatment for their oproblems.
DueA to poverty, . the poor are not able to avail the
specialist's treatment. Thosé who belong to rich-and mol—-sa—
rich category consult ANM in the village, from whom’ they get
temporarily relief buil could nol gel properly treated. In

this way, moesl of the women have learnl Lo live wilh their

profblems and difficulties. They also feel shy In approaching
male doclors at PHC and hardly get medicine for tLheir
reproductive health gproblems from PHC. Thus, most of @heiF
probleme like, abdominal pain duwring mensturation, irregular

periods, exvcessive-~bleeding during periods and pregnancy

difficulties relaled 1o child-birth remained untreated.

As women's Sbecial health needs are primarily related
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to their reproductive role. The process of gestalion, birtlh,
breast—feeding and child nurturing is in itself a healthy

and normal process it is only when crucial elements in the

environment are lacking or inadequate that this process

becomes problemalic and lack of care at the Time have fatal

effects. Appropriate care during pregnancy and child-birth

is crucial to that of future generations. Failure to oblain

such- care among women in Dhurala village due te poverty and

non—accessibility of heallh services has caused nol only

death of the c¢child and women but alse the debilitating

conditions such as wutlerine. prolapse and qgenital tract
infections and that has added to the already burdened

suffering and low quality of life of women for the resl of

"their lives. More over most of the deliveries are conducted

3

by 2lrained dai and also wilh the help of elder family

members. While it is only among rich deliveries are

-

conducted by ANM. Thus there 1s lack of accessibility of

specialised services lto lLhe women. Malnutritliorm including

anemia I's & serious health problem. especially in women who

have too many pregnancies too closely spacted while most of

the women were found to be malmourished and ;weak in the
village. As they hardly took food properiy. Poor 'women are

not able to afford while those who could afford also take

less care of their own food and did not take "vegelables

along with dal (Pulses) and use of milk 1is %150 less by
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them. Genital tract infeclions coupled wilh poor nutlrition

was - also found and also adversely affecled these women's

health. More ove? the burden onithefr health due to many
pregnancies and that too with less space has affected their
health badly.

Occupational heallh hazards were found among women
belonging to the poor and very poor secio—economilc s}atus.
These women work outside their homes in the fields or at the
constricltion sites. Many cemplaint of swollen feel and hands
problems after and during rice plantation and accidents liﬂe
cutting finger and hand -injury while harvest culting or
Lthrouagh thrasher and~ cutling aqrass for the animals.
Incidencg of snake and insect hbites we;e also common for
them. In thege'types of cases these women did nol gel proper

medical aid or treagtment. As the PHC timings are limiled and

they could not spare time & money to gel treatment from ANM.

U

a

138

Generally they approached village R.M.P or quack and 1in i
af snake bkitecs leook trealment from lraditional practitioner
and very few loeok tlreatment from qualified practiliomner at
city al the time of aécidents of for the swelling of feel ovr
hands. Thus a let of tHem had to hear theseisu??erings-
Traditional practictes are being obsegved by village
women since old times and alse has rationale tao prevent
reproductive healilh problemg like abdominéll pain  during

i
suchl! as bleeding,

periods, pregnancy. related problems
i
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abdominal pa&ain, child-birth problems. These traditions and

practices are related to the food and work. But these could
onl? Aobsekved byiwomén of rich and not-so-rich céiegory.
Whiie poor and very poor women coQLd not afford to do .so.
These pfactices are being told by elders of the family tlo
the- younger generation and thus being observed.

Uncontrolled fertility among women in Dhurala v{llage
was found due te socio—cultdral reasons thch pose pressutre
on women to hayeéatleast one or lwo sons and also in order
to ensure the survival of few they have to bear many
children more over due lo inaccessibility of family
'planning; measures. This burden of high fertility also
.negatively affect their.already poor health and lead to
more mérbidity among them. It also affects the healtth of
younager children who may slill ke dependenl on material

feeding and care. Couple hardly plan timing, spacing and no.

of children due to soacio—economic, cullural reasons and due

to lack of adegquale health and family planning services.
fAge al child-bearing was &lso found to be low as most

of the girls in the village were married in their lale leens

'

or early twenties. Among gpoor and very poor women of age-
group 17 to 20 were found to tear children an as result of
early marriage. These also' faced problems related to

pregnancy e.9. bleeding and abdeominal pain bul could not get

trealtment due to peverly ané somelimes nol even gel care
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from their in-laws due to burden of work and lack of money
and these probIem; are nol considered as very serious.

Abortions both.kinds i.e. inauce& and spontaneous were
found widespread in the village Dhurala and also émnng women
ef all socio—-econemic calegories. Due to non—accessibility
of safe family planning measures. Cultural and economic
reasons measures and lack of these services Lhe cases of
‘abortion were found to be high and these abortions tlhrough
improper methods further lead to the complications and
problems related to reproductive-health. The after affects
of slerilization were &lso seen in the form of irreqular
periods, backgche, irreqular periods and excessive bleedinag
as reportled by some women. It was found that there was more
responsibility on women for ,family planning while men
generally did notl’ share this responsibilily because the fear
of after effecls which could affect their health‘ as tLhey
were the main breadwinner the family.

From the above data and salient findings of the study
the following act?on for policy and prrogrammes regarding
reproductive health is suggested sociely should recognize
women as an egual human beings amnd must; provide specizal
support to her fer . lhe performance &j fulfillment of
reproductive Functionsf The relation between health and

sexualily should be understood and taken ipto consideration.

Marriage shtould be taken as the union betw%en equal partiners
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and botlh ﬁave right to enjoy sex without the obligation of
reproduction and_  thus have mutual reépect and shared

obligatioﬁs. There should be -ng sex discrimination by
family, parents anrd health serv{ces. Health service should
value & women as human being with no innate or social
disadvantages in relation lo men. WOﬁen should have right to
;hose her reproducltive preference at any given ltime. Thus
there should be apprépriate sociél, psychological conditiens
for successful pregnancy delivery & child care and that
interfere as litlle as possible wilh a women's other roles
and personal salisfacltion. Sharing of respensibilitly by  Llhe
'partner is a very important of this céncept.

In erder to realize tﬁese conditions in the seciety
some steps in Lhat di;ection can be laken. As sex education
should be initiated earlg in, life and encourage deep
reflection on male an& female roles in sociely to reduce
discrimination againetl women. Education, inForm;tion and
access Lo the means for prevenltion of &TDs'ec <chould be
provided, starting frem adolescence. Information, education
and a full range of ccntraceptive'choice for both sexes
should be made available. These should be access 1o @he
clean and technically correct abortiﬁﬁ of women of all agés;'
The synthesis of new drugs that ?hduce menstruation in cése
of delay, and safe abortion services shbuld‘be provided. Eor'

{

“the women Ffor whom pregnancy can he physical, =social ;or
i
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emotional disastér,'approach to pregnancy and delivery care
should include not oply‘ medical bul also social aﬁd
psychological support agd-it should take care and respond to’
women's multiple needs,'taking into consideration the social
environment and ﬁany obstacles to care thalt women's daily
lives present. Adapting PHC hours tlo womeﬁ's schedules,
thanging 'emﬁlﬂyment policies, and sociely to take progper
Fespensibility for reproduction, day care centre near lo
women's work place. Progress towards a comprehensive
reproductive health approach will be gpossible once sociely
acknowledge that sexuality, reproduction and motherhood are

not the exclusive domarn of women, but a basic

responsibility of sociely as a whole..
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APPENDIX I.

SOCIO-ECONOMIC AND DEMOGRAPHIC INFORMATION OF THE HOUSEHOLD

1. Village

z2. House No.

3. Name of The head of the family - Male Female

4, Tygpe of'Family - Nuclear Joint

5. Religion (Specify)

&. Caste : sC =1 . Dthers (Specify)

7. Family Composition -

No. of  Name - Sex  Age Relation- Education Occu-  Income
Family ship witlh palion

members the head of

the family

8. Total Income of tLhe family °*

Primary Secondary
Source Seource
2. Acguisition of land
Landless Small Middle Rich
Agricultural Farmer Farmer Farmer
Labourer *5 acres (5 to 9 (10 and
land) acres) more than 10
acres)
10. Acquisition of the Catiles
Cows. Buffaloes Goats | Camel Horse

Pigs Donkeys E
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11.

12.

13.

14,
15..
T6.
17.

18.

19

Other Items

Type of Heouse

Pucca - Kaccha (Specify made of : . ) )

Number of rooms in the house exciuding kitchen =

Means of cooking

Chullah Gobargas Plant LPG Gas

Electricily Facility in the House *

Yes = No =
Type of Water supply : Tap -
Well Handpump Pand Tubewell

Type.of Toilet Facility
Sewerage Septic Tank Dry Toilet Open Field

Type of Bathing Facility =

EBathroom Ne ERathroom Open Any_ other
' ) : room in the
House

Sanitary conditions of the House

Clean Unclean
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‘A

9.

10.

APPENDIX II.

SCHEDULE
House No.
Name of the respondemnt ¢
kS Housewife Housewife

Occupation

Income

& Wage earmer

Fducated/Itliterate @

Are you a

1)
2)
N
4)
5)

What are 1the

women/girls 7 .

a)l
k)
<)
d)
e)

How do vou tlry
a)
by
c)
d)

e)

What are the

What are lhe

pregnancy, child-birth and child-rearing 7

Adolescent girl
Newly married woman
Pregnant women '
Nursing mother

Motker of one or more children

health problems wusually seen

Mindr

Major

Chronic

Accidents

Protilems due to Child-RBirth

-

1o salve these problem 7

Mipor illnesses -
Majer illnesses -
Chronic ‘ -
Accidents -

Problems related tlo Chiid—Biﬁth -

i

3

Age ¢

Student

among

ideas and- knowledge have vyou Aeveloped
regarding fulure reproductive role 7

health problems caused due ?o menatche,

t
5

231



11.

12.

13

14.

15,

Th.
17 .
18.

19.

What do you do to parvenl such problems ?
Do you have customs, taboos and praclices related to

al Mensturation
by Pregnancy

.c) Child-birth
d) Child—-rearing

and who practice more/less

What are the institutionms available in your village
provides you services 1o take care of the problems 7

a) Mother—in—law/molker

b Netghbour/Indegenous medince man
<) Dai i
d) ARNM

e) PHC/Hospital
) Qualified practitioner/RMP/Nursing home

Are you salisfied with their services. If yes why o 7
If nmo — illaborate 7 - .

Do you get -attention from your Famiiy member during
your sickness 7 - ‘

a) MDtheTVMother—in—léw/grand—parents
by Husband/Sister
c) Relzatives ) -
ad) Any clthers
If no - why se 7

How do you -know that you are pregnant 7
After knowing pregnancy whal do you do ?
Did you face any complications duvring your pregnancy 7

What did you do 7 Did you take Antenatal Check-up from
subcentre/PHC/ ANM. If not then why 7 Please
elabaoratle. '
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20.

21.

A

27.

a) Who conducted delivery and where delivery takes
place/home delivery/institutional ?

b) What were the problems and complications ?

After child-birth do you do breast feeding, when the
child was breaslt fed 7 Besides breast-feeding whatl are
the other feedings.

al What are the practices for child-— rear1ng, weaving
practices and other problems 7 -
b) Who take care of the children.when-you do work 7
Any death of children 'in the family -
ar still birth
b) 0-1 month
c) 1 year
d) more than 5 yrs.
al What are your daily routine, (Morning till bed)
b) Do’you feel tired, if so why 2
Whetter vour opinion in the family reconagised. If nat

why — If yes, why/how much 7

Eeing educated/uneducated do you find any difference
from unedaecated/educated women group ?

Have you accepted/practised the family planning methods.
If so, Where/Who has advised /How wyou oblsined 7

Are you happy with this ? What are the benefits ?

i
Have you 1mmun1*ed your all chllgren ? From where vyou.
have received 1mmun14at10n ?

E

i
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30.

31.

32.

34.

35.

Do you have any gnaenecological problems 7 If yes what
do you do, whom you have approach 7

Do you avail government heallh services first or other
non—government services. Why so ?7 '

De you face financial constraint for obtaining health

services fer you and for your children 7

Whal do you suggest to improve the health status of tLhe
women in the village 7

What do you tUhink about the Social status of
yours and olther women in the village 7

How many children do you want 7

a) Son -

by Daugﬂter :
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