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SUMMARY OF THE THESIS

BACKGROUND OF THE STUDY:

Health care of the women of child bearing age hasn given due attention and
importance, through various maternal and child theptograms. Reproductive tract infections
(RTI's) among women aged 15-45, is increasing thidnin rural areas, the lack of awareness
and health facilities in turn lead to a high ineide of STDs/RTIs. llliteracy, unhealthy lifestyle,
burden of gynaecological and obstetrical conditiangl procedures, strong traditional culture
and practices put the Indian women at higher riSlaaguiring reproductive tract infections
(RTIs). In India mothers and children constituté®%af the total population. Morbidity rate is
high in women. Due to traditional beliefs and piget woman is conditioned to think about the
family first and to suffer in silence for all persd matters, particularly related to health. She
cannot speak openly on reproductive health materasomen seek medical consultation only
when the problem is grave instead she practicestremedies or other means which leads into
severe complications.

Reproductive health is one of major issues todegabse of, increasing spread of
sexually transmitted infections causing a greagdhiof acquiring HIV and AIDS. Increasing
number of adolescent pregnancies, the growing @mud of reproductive tract infections,
maternal and child mortality and morbidity highligthe urgent need for appropriate and
effective interventions of sex related matters aedess to reproductive health services and
information. Many studies have indicated assoamatid factors like lack of education, early
marriage, menstrual hygiene practice, contracepisage, knowledge about reproductive tract
infections, treatment-seeking behaviour with thevatence of reproductive tract infections. The
fact that, creating awareness among this vulnerghdep will clear various misconceptions
about reproductive health issues including RTIs| @ncourages preventive practices especially

in Indian scenario.

Reproductive tract infections (RTIS) is a globaalfie problem including both sexually
transmitted infections (STIs) and non-sexually $raitted infections of the reproductive tract.
World Health Organization estimates that each ybeare are over 340 million new cases of
sexually transmitted infections in which 75-85% wco developing countries. In India alone,



40 million new cases emerge each year. A majoritwomen continue to suffer from RTIs
related complications like pelvic inflammatory dise, infertility, cervical cancer, chronic pelvic
pain, post abortion and puerperial sepsis and ecpspgnancy. One of the important component
of the Reproductive and Child health Programme ie&ad a healthy sexual life without any fear
of contracting disease. RCH programmes gives aflohportance to prevention of reproductive
tract infections (RTIs) and sexually transmitteteations(STIs) also to promote and encourage
healthy sexual behavior among couples through mmédion, Education and communication
activities. In this context an effort has been maxlereate awareness among rural women .The
purpose of the study was to assess the effectadthheducation programme on knowledge and
practices related to common selected reproductact infections in rural area of Pune District.
A community based cross-sectional study was unkiemtamong married women between 15 to
49 years in Pune District, Maharashtra.

Health Care Practices:

Health behaviour is a kind of a social behaviout,as such, affects and gets affected by
various socio-cultural parameters. For examplegtstdnding of a disease is not a medical issue
but is largely dependent on the shared knowledge dirticular community. Traditions, social
practices and role relationships- all contribut@to dealings with health and illnesses. The sick
role behaviour largely depends on how a communipeets its sick members to behave. These
social aspects of health form the basis for infdrisgstems of health caté& Medical
anthropologist, Arthur Kleinman (1980), has classifhealth care practices into three sectors:
popular, folk and professional. These three sectotnly differ in terms of their explanations
of illness but also in the treatment regimen amditfode of social interaction. The popular sector
refers to those informal health practices that prilm rely on familial and social network
knowledge to deal with diseases. Home-made remed#esvledgeable people who can be
consulted, visiting spiritual centres are all paftthe popular sector. These practices are
outgrowth of shared experiences and transfer ofvledge from one generation to the other.
According to Kleinman", 95 percent of the healtlblems in a society are taken care by this
popular sector. The folk sector is rather a mogaoized with health and illness. These are the

informal system which have evolved over a very Ipegiod of time, and are integrated within



the community life. The folk sector comprises hérbadicines, shamans and traditional healers
and time / tested indigenous medicines. These fiditments have survived for centuries
because they share the belief systems of the cormyramd are consistent with the social and
religious practices. Kakar 1982 has evidenced thdiat are considered as primitive and
superstitious practices have their rationality eaoin a coherent world view and inefficacy in
dealing, with a wide range of health problems. Ewethis scientific age, the popularity of these
folk practices has not declined. The third sect@., professional sector refers to organized
professional systems, like medical system, acupmacand Ayurveda, which have a formal
system of practicing. These systems are based diHawk out theoretical basis, system of
education and professional bodies and code of @in@uch professional systems compete for

public patronage and their coexistence is charnaetby suspicion, ".and underlying tension.

Investigator has considered sociological aspedtse study because health includes the social
components. Most of the diseases include sociaesaand social consequences along with the
medical problems. It helps nurses to know socia &nd understand the human society, it
develops scientific attitude towards customs ardlitions and culture.. To understand the
epidemiology of diseases nurses should know thaegois a complex network of human social
relations. It helps to understand to find the heb&haviour of the people. A study undertaken is
related to reproductive tract infections to impraeproductive health is a genuine issue for the
women which is common disease related to socio-deaphic determinants .The disease can
be prevented and treated if proper awareness nethgdunderstanding socio-demographic

determinants in women .

The scarcity of health care services, especialljural areas, is a restraint for women to seek
medical help. Also, health-care is often out ofchefor common people. Since a majority of the

women are not economically independent, they hesdespend money on their health.

Investigator correlates this theory and practiceantext with the feminist theory did retain the
critical Marxist stance that stressed theoreticabvkedge must be generated and used for
emancipatory practice. Feminist sociology is uned as a critical enterprise on three counts:

It takes a woman-centered perspective.

It interrogates the core concepts and assumptibs@oology from this perspective.



It asks how social change can be effected to pmdunore humane social world.

Feminist sociology theory strengthens the "critiealphasis in sociology" by its insistence that
"sociological work be critical and change-orientedt only towards society . . . but also towards
sociology itself" (Lengermann and Niebrugge- Brayt/1990:318).

Given the various forms of discrimination suffetegl women, their low status in society
and the consistent neglect of their health, thare lm2 no two opinions on the fact that women
urgently require special attention in health c#irés necessary that women's literacy level inlrura
areas should be enhanced, more employment oppieduio be given to them, and they should
have a voice in decision-making. Women should rotrbated as mere reproductive machines.
They arc a precious human resource and their botitin to the nation's socio-economic
development is significant. It is very importanatiwomen's health is given top priority in our

national agenda.

SOCIOLOGY IN COMMUNITY HEALTH:

Community health has been and remains a very apfiil. It is also characterized by a
population-based approach to health, and statisticethods are deemed the appropriate
underlying method for the field. It is viewed as@ence that seeks to intervene, control and
prevent large-scale processes that negatively tafffiec community’s health. By these criteria,

there is a strong logical fif sociological principles and practices within coomity health.

AIM AND OBJECTIVES OF THE STUDY:

Aim: A study “to assess the effect of health educatioogmmme on knowledge and
practices related to common selected reproductact infections among the married women in
rural area of Pune District.

Objectives of the study:

e To assess the knowledge of the married women celdi® common selected

reproductive tract infections.

* To assess the practices of the married women c¢elai® common selected
reproductive tract infections.



 To assess the effect of health education programm&nowledge and practices of the
women related to common selected reproductive iméettions.
* To correlate the knowledge of the married wometh Wieir practices.

* To find the association between knowledge and mestegarding common selected
reproductive tract infections with selected dempgravariables.

HYPOTHESIS:

e Hj: - The post-test knowledge and practice scorehef women in relation to the
reproductive tract infections will be significanthygher than their pretest knowledge and

practice score.

e Hj:- There will be significant co-relation betweerokviedge and practices of the women
in relation to the reproductive tract infections.

e Hs- There will be at least one demographic varialklech has significant association
with knowledge.

e H,- There will be at least one demographic variallech has significant association
with practices.

STUDY VARIABLES:

 The independent variable was planned health educaprogramme regarding
reproductive tract infections.

* The dependent variables were knowledge and prastmess of the respondents.

CONCEPTUAL FRAMEWORK:

The study was based on the “General Systems Thdoryassessing the effect of health
education programme. Accordingly, the study wasaoized around the conceptual
framework based on the process of input, throughpdtoutput.

. Input into the system includes subject charactesistuch as age, age at marriage,
education of self and husband, occupation of setf husband, family income, type of

family, menstrual, sexual and gynecological dakaceof delivery and partner participation.

\"



. Throughput includes the entire process of devetppimd administering the health
education programme and finally the output revéfaéschanges in knowledge and practice
level in terms of scores.

* In the present study, output refers to gain in Keoge and practices assured by the

women about reproductive tract infections.

MATERIALS AND METHODS:

e Quasi-experimental approach was used to evaluateftbct of health education program
on knowledge and practices related to common sslecproductive tract infections
among the married women in rural area of Pune ibisand its effectiveness was
determined statistically.

e The study was conducted in the rural area of Puskiad. Pune district includes 13
tehsils. Probability proportionate multistage sangpltechnique was used for sample
selection. From each tehsil two villages were detecandomly (one for experimental
and one for control group), from these two villageamples with sample size
proportionate to tehsil population was taken fopexrimental and for control group.
Random sampling technique was used to select sarfipla each village .Total 605 for
control group and 605 samples for experimental grawere selected for the study.
Women who consented to participate in the studp agde between 15 to 49 years were
included in the study. Total sample size was 12605(- control and 605 —
experimental).

DATA COLLECTION TOOLS AND TECHNIQUES :

In order to meet the objectives, data collectiool twas prepared to assess knowledge and
practices (Self expressed practices were assedsiet 8 defined in operational definition) of

the respondents.
The tool consists of four sections.

Section A—Consist of socio-demographic characteristichefrespondents.

vi



Section B — Comprised of knowledge questions to assess timvledge related to

reproductive tract infections.

Section C- Consist of 3 point Likert scale to assess tlaetmes of the respondents divided
into four categories (preventive and promotive gaatal, intranatal, postnatal, abortion, family

planning, curative and awareness) practices.
Section D—Structured Health education plan.

DATA ANALYSIS:

The following analysis was computed:

e The items in the demographic data variables werenpated in terms
of frequency and percentage.

e Item-wise increase in level of the knowledge of pmest & post-test
between both the groups regarding reproductiva indections

e Item wise increase in level of the practices of ptest & post-
test between both groups regarding reproductact tnfections

 Paired t-test was applied to compare knowledge escdrefore and after
health education programme.

» Paired t-test was applied to compare practice scbefore and after health
education programme to the respondents.

e Two sample z-test was applied to compare effectknawledge scores of
experimental and control groups.

e Two sample z-test was applied to compare effect ppactice scores of
experimental and control groups.

» Pearson’s correlation coefficient followed by thdedt for significance of
correlation coefficient was used for analysis ofadeelated to find correlation
between knowledge and practices regarding reproguchct infections.

« Analysis of data to find association between knolgkeand selected demographic

variables was done using ANOVA (Analysis of vari@nc
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MAJOR FINDINGS OF THE STUDY:

Section | - Findings related to demographic varial#s:

Majority of the respondents 23.6% and 23.3% of thesne from age group 26-30 years
in experimental and control group respectively dfigy of the women in both the groups were,
married between 18-22 years of age, had primargatn and were housewives from joint
family with the family income between Rs. 5000-IMQMajority 64.3% and 64.1% of them
had irregular menstrual pattern in expeirmentatigrand control group respectively. Majority of
them had normal and hospital deliveries. Regardimgiraceptive use by husbands, very few
7.6% and 7.1% of the husbands were using nirod8e&6% and 2.8% of them had vasectomy in
experimental and control group respectively. 35% 35.4% of the women had gynecological
problems in experimental group and in control groespectively . More than half 55.1% and
54% of the women were not using any contraceptieéhod in experimental and control group
respectively ,out of those who were using contracep, 24.7% of them were using Cu-T,
10.1% of them had oral pill and 10.1% of them hazkttomy.

Item analysis regarding knowledge:

Majority of them from both groups stated that, womare more vulnerable for
reproductive tract infections because of lack wfeti Majority of them from both groups opined
in pretest that poor genital and menstrual hygisnthe possible cause of reproductive tract
infections. Very few of them from both groups irefast stated that poor general health/low

immunity are the possible cause of RTIs.

In pretest very few of them in both groups opinbkdttgenital itching, swelling in the
groin, fever, and pain & bleeding during sexuaéinburse are common sign and symptoms of
RTI. In pretest, more than half of them from bottoup responded that reproductive tract
infection is spread by the use of unclean water denital hygiene sharing clothes and
sharing/use of public toilet. Very few of them opihthat it happens through mother to child, and
unsafe abortion and delivery. In pretest, more tahof them from both groups responded that
when RTI symptoms are seen, it is treated by hontkeheerbal remedies. None of them from

either group responded in pretest that prenatal reewhatal infections are the complications
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which are caused if reproductive infections are treited, which changed to 71.4% in
experimental group in posttest, Only 9.4% of themew that the safer sex practices are the
preventive and control measures for RTI, in postidsch remained at 10.1 for control group

and for experimental group it changed to 68.9%.
Item analysis regarding practices:

33.8% of the control women and 33.2% of them frotpeeimental group never used
sanitary napkins. In pretest, in control as wellimsexperimental group, around half of the
women never cleanse genital region before intesmur1.6% of the women in control and
experimental group never followed safer sex prasticn pretest, in Posttest control group
percentage almost remained unchanged however eriengntal group, 46.1% of them always
followed safer sexual practicds control and experimental group, in pretest, % ahd 45.1%
of them would never prefer hospital delivery. Aleo experimental group, there is significant
improvement in the responses that always prefeveteds conducted by trained personnel and
always seek immediately medical advice if any peobharises during intranasal period. There is
significant improvement in the number of women kperimental group in posttest who seek
postnatal care. In control as well as in experimlegtoup, almost half of them never followed
awareness practices in pretest. For control grdl,percentages remained almost same in
posttest. However, experimental group percentagdolbddwing awareness practices raised

significantly in posttest as compared to pretest.

Section Il —

Analysis of data related to assess the knowledge wbmen related to the common selected

reproductive tract infections:

a. Findings related to pre-test and post-test knowledggrades:

In pretest, majority of 70.9% of the women in exmental group had poor
knowledge (score 0-24) regarding reproductive tiadtctions, 27.9% of them had
average knowledge (score 25-48) and only 1.2%erhthad good knowledge (score 49-
72) regarding reproductive tract infections. Whergaposttest, majority of 64.6% of the
women had good knowledge (Score 49-72), 26.3% eimtthad average knowledge



(score 25-48) and only 9.1% of them had poor kndgde (score 0-24) regarding
reproductive tract infections.
Paired t-test for effectiveness:

Paired t-test was applied to compare scores belfodeafter health education to
respondents. The knowledge scores of women improigaificantly after receiving
health education. Thus, the health education orodetive tract infections is proved to

be effective in delivering the knowledge and cregtawareness.

Comparison of knowledge of experimental and controgroup:

Two sample z-test was applied to compare effebealth teaching on knowledge
scores of experimental and control groups. The kedge scores of women in
experimntal group improved significantly as complate those in control group. Thus,
the health education on reproductive tract infetias proved to be effective in

improving the knowledge.

Section lll-Analysis of data related to the effectof health education programme on the

practices of the women related to the common selett reproductive tract infections.

a.

Comparison of average pre-test and post-test practe grades:

In pretest, majority of 67.4% of the women in expental group had good
practices (score >82) regarding reproductive tirdetctions, 32.6% of them had average
practices (score 41-82) and none of them had poactices (score <41) regarding
reproductive tract infections, whereas in posttesjority of 73.9% of the women in
experimental group had good practices (score >&arding reproductive tract
infections, 26.1% of them had average practicesr¢sé1-82) and none of them had poor

practices (Score <41) .

Paired t-test was applied to compare practice scbefore and after health education
programme . The practice scores of women improigrafieantly after receiving health
education on reproductive tract infections. Thirg health education on reproductive

tract infections is proved to be effective in impirg the practices.
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C. Comparison of the effect on practice scores okgerimental and control groups:

Two sample z-test was applied to compare effatt ppactice scores of
experimental and control groups. Practice scoreswofmen in experimntal group
improved significantly as compared to those in odrgroup. Thus, the health education
on reproductive tract infections is proved to bé&dfve in improving the practices.
Experimental group showed significant improvementurative practices in posttest as
compared to pretest

Section IV- An Analysis of data related to correlaibbn between knowledge and practices

regarding reproductive tract infections:

The correlation between knowledge and practices wassessed using Pearson’s
correlation coefficient.There was positive cornelat between knowledge and practices of
women regarding reporductive tract infections. Mdre knowledge of the women, better are

their practices regarding reproductive tract infet.

Section V- An Analysis of data to find association between knowledge and selected
demographic variable was done using ANOVA (Analysisf variance).

Since p-values corresponding to self occupationharstband’s occupation are small (less
than 0.05), null hypothesis is rejected. Self oatigm and husband’s occupation, women having
business, the working husbands are the demogramriebles which were found to have

significant association with knowledge of the womegarding reproductive tract infections.

Section VI - An Analysis of data to find associatio between practices and selected

demographic variables was done using ANOVA (Analys of variance).

Since p-values corresponding to self occupationpthiy family income and place of
delivery are small (less than 0.05), null hypotkesirejected these demographic variables which
were found to have significant association withcices of women regarding reproductive tract

infections.
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SCOPE OF STUDY FINDINGS :

Implications of the study in Nursing and in Sociolgy:

The findings of the present study have implicatidas nursing practice, education,

administration, research and public educatiorté.society.

Results of the present study can be used to caaieeness among women at grass root
level which will improve their promotive, prevengivcurative and awareness practices regarding
reproductive tract infections to maintain theirnaghuctive health.

Nursing education is a means through which nursespeepared for sound scientific
practice. Nursing education had shown tremendoasgds in respect to curriculum. Health

education is also one of the important aspectsamption of health and prevention of iliness.

Nursing administration: Evidence based care isrgortant function of an administrator.
Findings of the study can be adopted as routingitycat different setting’s, regular in service

training can be organized for the nursing persannel

Nursing research and public health :As per the gimanhealth needs of the people health
care setting today has become dynamic and moreamtting which needs research based
practice to render quality care. Results of thesgmé study can encourage nurse professionals to
utilize the intervention in different settings i#® the individual, family, community and the
society. It will also help in programmes run by govnent in ministry of health and family
welfare, NRHM (National Rural Health Mission), ICMBrevention of RTI/STI and HIV/AIDS

activities.
Implications to sociology:

1. Application of this study helps to educate the worhg increasing their knowledge
through health education programme which motivites behaviour and habits to
improve their practices regarding reproductivettiafections.

2. To identify the failure health measures of the worteeutilize the health facilities and to

analyze the reason for such resistance among them.
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3. Its application delivers fruitful attention in tlsecial system towards their attitudes,
cultural practices related to health and illnegee d@istribution and the causal factors of
health and disease are studied in relation todbmlksfactors such as status, income,

education, occupation and their practices.

The socio-economic progress of the nation deperms uhe progress of the villages.
Scientific method of investigations has to be caned to find out the ways of dealing the health
problems identifying the strategies will help toecsome the problems. Developing the right
attitudes among the rural communities to preveptaguctive tract infections and to promote
reproductive health, among the women residing ralrarea. It will help the national programs
under taken for the development and welfare ofdbeety. Some of the rural development
program in India are Rural health education, Comtgutevelopment program, National adult
education program, integrated rural developmentgqam, Family welfare program and
Development of women and children in rural areasraR development programs can be
executed successfully only through the active iweolent of local people, community
participation and various functioning departmerdgencies. The present study will help as
remedial measure to overcome rural problem of tleen@n in improving their reproductive
health.

RECOMMENDATIONS:

On the basis of the findings of the study, it isoramended that:

A similar study may be replicated on a large popata at state, national and
international level; thereby findings can be gehzed globally for a large population.

* A similar study may be conducted repeatedly in sarea for reinforcement.

» A similar study may be conducted including the disiens of people’s beliefs ,attitude,
health seeking behavior and actual practices tasvprdvention and control related to
reproductive tract infections

« Similar kind of studies can be under taken in défeé settings and different target

population.
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» A comparative study can be carried to ascertainkttvledge regarding reproductive
tract infections between urban and rural community.

* Qualitative and longitudinal studies can be undemeo actually observe their practices.

» A study can be conducted to compare the effects®emé health education with other
teaching strategies.

* Teaching programmes may be designed for teacheds cammunity leaders to

disseminate knowledge regarding reproductive irdettions.

* More research-based legislation and programs aiategreventing reproductive tract
infections in collaboration with family welfare gm@ammes which will be more creative

and cost-effective intervention initiatives.

CONCLUSION:

The knowledge of human behaviour with an interghlscary approach to understand the
human needs in the context of wider social probldirs a total system approach to understand
human behaviour views man as a product of socictmdggical and cultural factors. It helps to
find solutions to problems which arise due to macenplex nature. Keeping in mind the
importance of sociological aspects towards commumspecially women in rural area
investigator thought of reproductive health proldeamd assessed their existing knowledge and
practices regarding this problem and created awearewith the intervention i.e. health education
programme so that through community participatiom @an adopt measures to prevent and
control reproductive tract infections and promoted aestore their reproductive health. So
investigator has considered interdisciplinary applo.

Findings of the study reveals that health educgtirmgramme is effective to improve the
knowledge and practices regarding reproductive trdections in rural area. There was positive
correlation between knowledge and practices of woregarding reporductive tract infection.As
the knowledge increases there is improvement iotiges of the women. Self occupation and
husband’s occupation . Women having business, thkimg husbands are the demographic
variables which were found to have significant asg®mn with knowledge of the women

regarding reproductive tract infections. Self octign, monthly family income and the place of
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delivery are the demographic variables which wenenél to have significant association with

practices of women regarding reproductive traaatibns.
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CHAPTER |

INTRODUCTION

Background of the study:

Health and wellbeing is a matter of concern whitfbcis all aspects of human being.
Health has wider implications for social, economnd political life of an individual.
Especially health of the women has great assoaidtiothe growth and welfare of a
country. Women play many roles as wives, mothease taker in the family and in
the present scenario as earners. (Dr. Naresh Ya@aw)culture, gender norms and
values give rise to gender differences and inetiegalia woman cannot receive health
services because of some community norms. Furthrernosv status of women in
most of the societies restricts them to avail tkalth care facilities. Marriage and
childbearing brings out new health problems reldtedeproductive health. Studies
also show that women are more vulnerable than meeproductive health problems
as they take most of the responsibilities relatedearing and rearing of child and
household management (Moser 1987: Lee/Smith Andillordi992 et. al. 2003).
During pregnancy woman are more vulnerable to icerésmvironmental hazards
.Every year about half a million die of causes teglato pregnancy and child birth
(UNICEF 1991). As reported by WHO (1992), everypsté reproduction may lead to
increased risk of abortion, birth defects, foetabvgh retardation and peri-natal
deaths. In addition to all these a woman is expdsa@productive health problems
right from her adolescent period till her deatheThagnitude of reproductive and
sexual health problem is increasing at higher (&achuri, 1998). Most of the
problems are related to child birth, abortion, sayutransmitted diseases and
gynaecological health (reproductive tract infectiomfertility and menstrual
irregularities) the future of human health in tHg' 2entury depends a great deal on
commitment to investing in woman health in the wabday. Their health largely
determines the health of the children, who areatih@ts of tomorrow (World Health
report 1998).



Women are always under the domination of a mukied socio-cultural norms and
values which conditions them to be silent and r@mhglain regarding their health
problems, also rigid societal inequalities haveitouated them to suppress their needs.
Thus women are the sufferers of the uneven sodmmeniz categorization and also

the subordination at home and in the society.

From the Fifth Five Year Plan (1974-78) (Nationali& for the empowerment of
women 2001), onwards, there are remarkable chaages place in the approach to
women's issues from welfare to progress. The Nati@Qommission for women was
laid down up by an Act of Parliament in 1990 toespfard the rights and legal
entitlements of women still in the Indian contex¢ female children before and after
the birth have been ignored which give rise to aiginfant mortalities, low
proportion in the total population, female infarde even foeticides and lower levels
of nutrition. Besides hospitalized health care, dmchildren are being neglected
even in terms of feeding practices. In India halth® women get married before the
age of 18 years which is a legal age by law, thepgntion of married girls in
agegroup 1519 is high. Though, the Child Marriage Restraint 8pecifies the cut-
off age for marriage as 18 years people in rurahsirthink that better to get their
daughters married than giving them educatidiiteracy, superstitious beliefs and
cultureare still an existing in our country. The reasarstiie gap might be deficiency
of information, education and awareness, prevailtragditions, misconceptions,
superstitions, etc. The cultural norms, beliefsstems and faith do not permit the
individual and groups to adopt new structure. Measearch studies have shown that
education of women has powerful association witd tonfidence to adopt new
customs, the willingness to use health serviceselimg of child mortality rates,
improvement of family health and nutrition, usdarhily welfare services .According

to National Family health Survey.

The rural women have significant contribution irriaglture and functioning in rural
area. Compared to the role of rural women in theelbg@ment of the nation their
position in the society is lower than men. Womeerttde their health problems in a
culture of silence and they do not receive treatmentime. (The Food and



Agriculture Organization of the United Nations) India mothers and children
comprise 62% of the total population. Morbidityeas high in women. Traditional
values and practice habituated woman to take carewfamily first and suffer in
silence particularly related to health matters. V@ando not express openly on
reproductive health issues instead of seeking raetlielp adopt home remedies or
other resources which lead to severe complicatibhey seek health care when the
problem is severe.

In context to the reproductive health problem amaongl women of India which is
closely related to their socio-cultural aspectsestigator first would like to discuss
the sociological concepts.

Indian society:

Indian society is an amalgamation of various ethgrimups, culture, religion, caste
language and community. There is cultural hetereigjgnreligious plurality, caste
hierarchy in the society. But amidst this diversibdian society shows unity in
diversity. Rural, Tribal and urban communities existhin the society. Almost 74
percent of India’s population lives in rural aremd having farming as a major
occupation. Indian culture reflects these diffeemndn socialization process and
gender differences. The roles and responsibilaiesquite different among men and
women in rural as well as urban area. There armusrcastes in hierarchy levels
having different habits, dietary patterns and tiftes differences. Indian society is
vibrant and subjected to social change time to time to internal or external forces.
These changes brought out social mobility and dgweent.There are a number of
things which are accountable for a continual aner ah Indian situation. Adaptation
happens when current organizations adjust to fulélv needs. Integration happens
when a society assumes a new factor and makegpatt of itself. Of the various
aspects which have allowed society to adopt/integrar don't succeed to
adapt/integrate, the most important ones are govental freedom and
introduction of democratic values industrialisationrbanisation, increase in
education, legal actions, societal change in ecagstem, and social movements and
social awareness like(feminism, globalisation antl-easteism).Modernization and
Social changes has led to three movements: femjnglobalisation and anti-
casteism.(Ahuja R.2001)



Status of women in India: Women status in India wéerior to men. Women always
suffered due to culture of silence which adveraéicts their reproductive health and leads
to complications of reproductive system .So tharieam i.e. political and social movements
for women’s rights started by feminists in Indiall the 1950s, women in our society
were subjugated to men in all respects. They hawrskary and subordinate
position in the society. Today, women have becomara of their rights. They
want opportunities for gender equality and idenobfyself still rate of violence
against women is increasing. The feminist movemem&t women to be
empowered and given opportunities to perform roletheir choice. The issue of
patriarchy and priorities of women have becom giaall socio-political discus-
sions. The feminist movement has developed thensent that political and public
life has become distant from the experience andegabf the most.

Globalisation: Globalisation is a societal process in which thetrigtions of
location on societal and cultural arrangements mighi and in which people are
more aware that they are moving back (Malcolm Waté©95:3). Thus, in the
process of globalisation, physical distance andaaies have become less important
for interaction and exchange in social (which ides political and economic) and
cultural matters. Fifty years ago, mobility was edrom villages to cities, then it
increased from cities to cities, from region toioeg and now it has extended from
country to country. Everybody now knows that peogrhel objects are conveyed
round the world more swiftly than in the past ahdttthe words and messages can
cross the world in minutes and seconds. Fifty ye@s, a message pertaining to
trade and commerce or a social, cultural and eveoliacal message took several
weeks and considerable physical effort to delimery it takes only minutes. Thus,
global dimension to contemporary life in economipmlitics and culture is
apparent. With increase in the various levels tdraction, reactions and responses
occur at all levels quickly. The interplay at lgcslate, national and international
levels has affected action and identity. The conserges of globalisation among
people in India are perceived now in economic,tali and cultural fields. The
economic effects are perceived in the developmetrtade mutes, m the growth of

trade, in economic independency.



Anticasteism There have been movements of opposition to aagiitation and
casteism and in favour of caste equality and gidpgcial privilege to depressed

caste people.
Political Independence and Introduction of Democrat Values:

Political independence has provided opportunity efeeryone to develop self
awareness and subconscious alignment towardsntgaést and principles including
identification, status, dedication and needs. Tpgapple are more concerned with
'individuality’. The categories which were completer mostly omitted from free
public connections for years together, also howatehyetting discriminatory rights
to rise in public scale. The areas which had stagedomically in reverse because of
British rulers' policies want a share in developiteghniques. Some cultural.
categories want governmental independence to peegbeir social identification.
Spiritual categories want independence to educataic principles and sub social
standards to their associates. All these needdemdnds have impacted the nature of
change in society and the process of modernizatiawur country in the last five
decades. The governmental independence has aldo le@jor changes in public
framework of community and its program of power dlyolishing the program of
Jamindari and princely states. Role of urbanisatiarthanging various public systems
is significant. System of joint family is changitg nuclear pattern. Places provide
increasing opportunities for new careers and odaE opportunities. Those who

are away from traditional ways their progress stefiaand change in their attitudes.

Industrialisation: In the Indian society Industrialization brought ket changes in
financial and socio-cultural fields. Urbanisatiamandustrilization moved in hand in
hand giving rise to Migration to urban aredbe three most important effects of
industrialisation on family organization: Firstlfamily which was a principal
element of production transformed to a consumptioih This affectechot only
the traditional structure of the joint family butsa the relations among its
members. Secondly, factory employment has freechgoadults from direct
dependence upon their families. As they becamendéiadly depended, the

traditional authoritative head of the family’s roMeakened. In city many cases,



along with men and their wives started earningcaiig intra-family relations to
some extent. Finally, children have ceased to beauic assets and have become

liabilities. Thus, work and home have become sapdrdue to industrialisation.

Status of women in India

Sociologist are often interested in the procesghanging structure and status of
women. Though there is documental evidence th&entic time’s women enjoyed a
high status in society, but gradually, down thesagbey came to be treated as
second-class citizens, with almost no rights, nacation and no say in most matters.
They were neglected and inferior in position to blaekground in a male-dominated
patriarchal society .Eminent social reformers liRaja Rammohan Roy, Swami
Vivckananda and others, who tried to uplift thettstaof women in India .Mahatma
Gandhi's progressive ideas on women and their ibotittn to the Indian Freedom
Movement, gave a further impel us to their stafAfser India gained Independence,
though our Constitution-makers granted equalitystatus to women, and also gave
them the right to vote, in general, women stillrd enjoy full equality of status in
the society. Patriarchal system and kinship sydtesstill strong hold in the rural
community leading to a male dominated society. TiRiparticularly true that the
majority of women in the rural areas, who arealite, housebound and ignorant of
their rights under the law. In the urban areashwhie spread of education and the
increase in the number of women working outsiddr theuses, the situation is,
however better.

Several Indian women face discrimination throughalustages of their life, starting
at (or even before) birth, as child, adolescent addlt .Socialization process itself
reflects discrimination from childhood. In totaleeen million abortions happen
annually and around twenty thousand women die angear as a result of abortion
connected complications. Female feticide, malnatritand poor health care of
females are common problem in Indian women. Mal&ldh looked after in better
way than female child in terms of care, schooliagd nutrition which results in
deficiency disease. Deficiency disease affects wowmlgich leads to malnutrition and
to anemia, leads to the risk factors in materndymplicating childbearing and

leading to maternal morbidity and mortality, givese to premature babies. It is



directly responsible for 20% of all maternal dea#imsl is a contributing factor for
20% more, according to available statistics. Outofestimated 500,000 maternal
deaths globally, only 1% occur in developed coestriwith the highest number in
South Asia. WHO has estimated that 61% of all womethe. Child-bearing (age 15-
49 years) are anaemic. In India, over 80,000 mether per year, i.e. almost 10 per

hour.

Regarding education in Indian scenario ,though arnneducation is made free for
women , but due to patriarchy system parents areakling to send girls for further
education due to feeling of insecurity and forigbcustoms llliterate women become
illiterate mothers that affects their quality ofeapoor quality care affects kid health
leading to higher mortality , morbidity and deficey disease in youngsters, mothers
with very little education has poor health-promgtibehaviors, . Regarding child
marriage in India though the prohibition of childamage act 2006 bans marriage
below age eighteen years for women and age twergyfar boys, however in rural
areas due to family customs and traditions girtsngarried before eighteen years of
age areas Early marriages results in early pregesnwhich increases the
complications during antenatal, intranatal, andrmeatsal period and also affects infant
mortality and morbidity. Also a low status of foNng elegance against Indian
women can be linked to many social standards. Stmrees of patriarchy, structure
and multigenerational families play a role to genglesitions. Men use greater rights
and superior rights to create an unfair society siaply leaves females with little to
no power. This societal structure is shown with déis low contribution within
India's national parliament and the labor forcesoAa low status in the society and
have been treated as inferior to men. This hasdedlow priority being accorded to
their health needs. Women have been socially dondi to think of their family first
and of themselves later. So they often negleat tven health.

Feminist Concept is a way of looking at the pulglobe through the lens of sex
inequality. The focus is on power of men and wonféeminist theory details the
positions women have in community and the fightsneo face. Most significantly,
this way of thinking about the public globe concatds on the privileges of women,

including: economic, sexual, reproduction, residead voting privileges.



There are a number of key ideas in Feminist Condéfttile public motions and
demonstrations are often related with feminism, encentral ideas, like: sex, state
policies, energy, assault, and the department okmigach of these is mentioned in
turn below.

Concept of Gender:

Sociologist has made distinction between sex (giok differences between male
and female) and gender (socially produced diffezenoetween being feminine and
being masculine). Gender is more clearly defiredaxially produced ways of acting
in the society. Gender is shown in macho and femelails. Cultures vary in what it
indicates to be macho or elegant, showing thattklesails are culturally constructed
and discovered. The characteristics are describedppositional regards to each
other. For example, men who show feelings are wkeagepoor in the United Declares
and are attributed elegant features. On the otaed,,women who show dedication
are viewed as to be macho. Feminist advocateseti@tions when women cross the
sex line with the men their responses are differratt is if a women when
accomplishes success, she is praised but men woienraditional women domains
are often handled with doubt. It is always lookethwsuspicion if the she tries to act
or wear men’s dress  since they are recognizeakimg pursuing an unachievable
desire. This means they are trying to move in arothore respectable domain and
vice verse that is if men act like women he is mgwdown. This implies that men
standing rely intensely on negative women genextdins.

Politics:

A place where women are not completely missingHardly ever discovered is in
state policies. Women are underrepresented in gomemtal organizations in most
nations, though women do seem to be increasingridueis of contribution in many of
these nations. However, even when women do gagsadnto state policies they tend
to be focused in positions with less energy ancelorgputation. Studies show strong
connection between rates of women in legal bodmekia ministerial positions that
there is lesser representation at higher level. Bfom those professions are typically
available at the bottom of the structure, not the According to Lewis and Runyon,
gender socializing, situational restrictions andhéectural challenges communicate

in discerning against women in governmental office.



Gendered Division of Labor:

Even though women now form a large portion of tleekforce they continue to work
in different jobs, under different conditions arehgrally less pay. Sociologist refer to
the dividing up of workforce as men’s job and th@sewomen’s jobs as sexual
division of labour or in more recent term the geededivision of labour. Since
women can have kids and do most of the daycareost societies, it is believed that
they are instantly more caring than are men. Orother hand, men are regarded as
bread earners involved in productive work for wonaerd kids only regarded to be
working if they are involved in productive work. Wadays women work together
with men in many areas.

Religion:

Religion has been a significant cause of the ogprasof women for thousands of
years. For most faiths, particularly monotheistithfs, God is portrayed as men and
resolved as Father. In the Spiritual developmeldt, tave is created from Adam’s
body, indicating men brilliance. Many of the profhef Christianity, Judaism, and
Islam are men, such as Moses and Muhammad. Theritpapd spiritual power
numbers are men, and in some faiths, like Romarhdlleism, women are not
allowed to become clergymen. Religious organizatiand their specific camp have
provided to patriarchal cultures around the glMveile some faiths are support away
from such patriarch (e.g., Unitarian Universalistgny faiths are ongoing to hold
back women. (Anjana Maitra Sinha;1993)

Reproductive health and Feminist struggle:An investigator has taken up a study on
reproductive health of the women in rural area whaale dominance and patriarchy
system still exists. Sex related issues matterspreventing reproductive tract
infections and creating awareness among womenheipp them to gain knowledge,
so the investigator thought from feminist pointwaéw especially radical feminism
which discuss about reproductive and sexual heaith rights of women. Females
reproduction privileges may consist of some omélihe following: the right to legal
and safe abortion; the right to birth control; fteen from forced cleanliness and
contraception; the right to accessibility good-d@yaieproductive health care; and the
right to knowledge and accessibility to help makeefand informed reproduction

choices. Reproductive privileges may also add itlet to receive knowledge about



sexually transmitted infections and other aspetcten, and protection from practices

such as female genital mutilation (FGM).

Reproductive privileges developed as a part ofviddal privileges at the United

Nation's 1968 International Conference on Humarh®ig-eminism in Native Indian
is a set of motions aimed at interpreting, establ, and protecting equivalent
governmental, economic and public privileges andiwadent opportunities for

women in India. It is the pursuit of women's prgks within the Indian community.
Like their feminist alternatives all over the warlthdian feminists seek gender
equality: the right to operate for equivalent wadke right to equivalent accessibility
to health and knowledge, and equivalent governnh@nitgleges. The feminists also
have battled against culture-specific problems withdia's patriarchal community,

such as bequest laws and the practice of widow ilaia known as Sati.

The history of feminism in India can be separat#d three phases: the first stage,
beginning in the mid-nineteenth century, starteé&nvimale European settlers started
to speak out against the public evils of Sati; skeond stage, from 1915 to India’s
freedom, when Gandhi integrated women's motions tihé Quit Indian movement
and independent women's organizations started ewganand finally, the third stage,
post-independence, which has focused on fair tre@trof females at home after
marriage, in the employees and right to governnesgqaal rights.(Anjana Maitra
Sinha;1993)

Despite the progress produced by Indian feministions, females living in modern
India still face many problems with elegance. Irgl@atriarchal lifestyle has created
the process of gaining land-ownership privilegesl @tcessibility to knowledge
challenging. In the past two decades, there has apeared a distressing trend of
sex-selective abortion. To Indian feminists, these seen as injustices worth
struggling against. Radical Feminism was a divistbat established during the
second trend of feminism in the Sixties. Radicahifésts believed that these were
deliberate power plays by men and that the ingtitgt and systems that supported
this oppression were just the tools they used tmtaia control. Radical feminism,

considers that the main cause of women's subordmairiginates from power
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relations based on sexual differences (mainly, wmeman’s ability to conceive,
procreate, and give birth to children). On the $asiwomen's reproductive tasks that
set women apart as mothers, an ideological sysseronstructed. Patriarchy defines
men as superior to women and is defended and Magatahrough an intricate web
of values, norms and institutions. The key perpgeinaof women’s subordinate
position comes from the strong resistance from figas the core unit of society. This
perspective pinpoints to the core unit as familyiolhacts as the main locus for the
reproduction of the sexual division of labour. Tiode of the women in family is
associated with identification of women as mothard housekeepers, thus creating
an artificial private realm for women and a pulskalm for men. Nowadays, women
have acquired the right to vote and get electegideitthe house. Additionally, the
U.S. Declares had gone through the sex-relatedl tvdmch had reduced stress for
people to be totally monogamous and had given theme room for sex-related
appearance. The sex-related trend had also inteddsome independence to sex-
related appearance. However, there was still apraiesof reproduction privileges.
Extreme feminists thought these were purposefulggneerforms by men and that the
organizations and techniques that reinforced thigr@ssion were just the resources

they used to sustain management.

The word sex is used by feminists to relate tocinéurally designed personality and
part objectives which community has described idifferent way for men and
women. Very often, though wrongly so, the condisiogex and sex are used
interchangeably. Feminists, however, claim thateh® a clear difference between the
two. While sex is culturally artificial, sex repegds the scientific or inherited features
that distinguish men from women. Feminism also sstgy that it is culturally
designed sex variations that have most often beed @o subordinate or oppress
women. Generally, that is stereotypically usedxplan a man is mostly considered
as positive or fairly neutral, such as powerfulgéand competitive, while the woman
is often considered as adverse — fearful, shy,,@mall, and so on. According to the
feminist psychoanalytic viewpoint, our own feeliofydifference or separateness from
others, as well as our emotional and social enersrand presentation of sex or sex-

related difference are manufactured through ematjsocial and social procedures,
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and they get verified through relational encount8ygecialists hold that we can only
understand sex difference, human distinctness apmhrating, relationally and
situationally (Thorne 1978).Judith Butler well knoweminist theorist states that,
typically, feminism (and the world at large) hasught about sex in a binary style. In
other words, people are often divided into two ueiccategories: men and some
women. Her statements against these binary cagsgakposing that sex should be
seen as a person function that changes and chaailpes than remaining set. She
indicates that women have been lumped togetheninrganization with allocated
functions and interests, and these limitations taoting to choose their own
information. She shows how gender performancediadeto relations of ruling, in
Smith’'s terms. On the other hand, however, like daolt, Butler insists that
regulatory norms and discourses are never wholigradening. One could argue that,
in the end, Butler's work seems individualistic Bese she emphasizes that it is in
interaction that subjectivities are formed. (BerAtlams,R.A Sydie 2002)

Sociology, Feminism and Reproductive Health:

Feminist health sociologist puts forth the argum#rat medicine and patriarchy
control the women by enforcing passivity, dependesied submission as appropriate
feminine traits. Women'’s life surrounding their reguctive capacity has many
components which have been medicalized like meaistny, premenstrual syndrome,
menopause, reproductive tract infection etc. Inadogy studies have been conducted
menstrual taboos against biological and psychoébgteeories. In feminist analysis,
medicine is shown to define women by their biol@gy their reproductive capacity:
menses, pregnancy and menopause. .So it is impaotaimderstand Feminist theory
to understand reproductive health. Feminist theag a modern development of the

movement.

For many young female sociologists, the impacthef inovement was emancipating.
Most of the young feminist sociologists were pdraaelatively privileged group of

women who had access to higher education, Revaohties come from groups who,
although not absolutely deprived, neverthelessdeglived in the light of what they
have been promised or assume that they shouldnobtithe 1960s and 1970s were

eye-opening decades for young women activists whind that, despite their
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contributions to civil rights and the antiwar mowamy they were still remained the
victims of male sexism (Bernard, 1989:24). In exang gender inequality, the
Beauvoir rejected explanations from biology, psytalysis, and Marx. Juliet
Mitchell maintained that in all of these theoreti¢eaditions, women were not
presented as subjects in themselves but simplybgxte for made men, and most
especially as sexual objects: where in women isteceonly for sex (1974:xix).
Generally male is regarded the subject of modetdtih in political and economic
sphere, whose rational and objective were veryrabthich justified the separate
role at home and work . Epstein (1988:233) poiritead dichotomous thinking still
prevails not only in the daily life but also in theeasoning when comparisons are
made; the characteristics assigned to men are alvaaked higher.

Marxism and Feminism:

Marxist analysis assumed that women's subordinatomen was a result of their
absence from the productive process. Consequembijyen did not control property
but were themselves property. It was assumed tieagntry of women into paid labor
would contribute to the eventual achievement ofwlogkers revolution, so that after
the revolution women's subordination men would leieated. This solution was
problematic from the outset because the basisdtiakorganization was supposedly
found, according to Marx.

Foucault’s feminist theory and women'’s health:

Knowledge, Truth, and Power (Foucault and FemiRissponses)Knowledge has
always been linked to power, in the sense of hatlegpower to have an effect on
individuals or, more generally, on socielichel Foucault's central concern was how
knowledge related to power. He was especially aosckwith charting how different
regimes of knowledge shaped modern society. Foudalihot regard knowledgas
power but as contributing in different ways, inféient contexts, to the exercise of
power. Foucault thus qualified Bacon's asserti@ Kmowledge and power are like
cause and effect. Knowledge itself does not prowdsy inevitable, predictable
effects. Furthermore, power itself can produce Kedge. Foucault's concern is par-
ticularly timely given the way in which informatioabout individuals is monitored,
evaluated, and stored in modern society, effegtivabolishing the classic
Enlightenment distinction between a public andiegbe realm.
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Foucault's analysis of discourses of power, trihd sexuality is a masculine
analysis. In Discipline and Punish (1977) Foucaiiarts the subject of Power,
particularly disciplinary power. He sees power gwdrere and at some level, as
available to all, it can encourages to overlook waolm systematic subordination of
other women, as well as systematic domination by ifiRamazanoglu, 1993:10).
Hartsock (1990:169) highlights that if energy iseswhere and not a single
embodiment but, then it also seems that would sé#emh those groups which
dominate the other get involved in the power dotmmaand blame the one who
suffers. But feminists need to separate affectatl trmless types of energy, and a
review the needs of energy different perspectivé place. Martin (1988:17) points
out that Foucault's ideas, if to be concluded laldycit is very important to be left as
hypotheses and/or methodological provocation’s|ccmake the question of women's
oppression insignificant. According to Martin, famsits must refuse a political stance
which brands on the basis of sex and should refuse content with fixed identities
or to universalize ourselves as revolutionary sttbj€1988:16).

Not all feminists have seen Foucault's positiorthenissue of subjectivity and identity
as problematic for feminist politics. Judith Butl€t921)argues about bodies are
socially produced (made) by discourse, but alwaythé gendered terms. She argues
that there is classifactory relationship betweena®d gender producing our bodies.
Therefore she believes bodies cannot be undersiatess marked by sex/gender.
Judith Butler suggests that the idea of the coodusubject does not preclude the
possibility that the subject has agency. On thdraoyp she believes construction is
that the necessity to speak as and for women sHmildbandoned, but the phrase
women should be recognized with their differendest ttannot be decrease one’s
identification (1992:15). Actually, the very tensiamong females over the material
of the term signify the theory of feminist concept.

Butler further notes the importance to feministigied of the way in which the
dualities of bodies and sex maintain the reprostaciiexuality which is the most
important (1992:17). What she means is we alwaylsensanse of people in terms of
gender. If you come across a person whose gendecisar, you do not know how to
interact. The control over bodies and minds ofvidiials that is the mark of modern

power/knowledge regimes is particularly invasivevimmen.
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From understanding various theories including Faldian, feminist ,gender ,Marxist
perception in the light of reproductive health obmen | came across important
determinants and dimensions of health and healithetlig to women. There are some
important dimensions of the following:-

Social dimensions of health and well-being:

Health and wellbeing is a matter of concern tettta of the society. Health is much
larger a domain, which affects all aspects of huneastence. It has wider
implications for social, economic and politicaklibf an individual and indeed cannot
be fully understood within the confines of medioabdel. It is widely accepted that
health is a social well-being is still a more coexplconcept to be managed by
medical professionals.

Social scientists have been actively engaged inirezally examining the social
factors which contribute significantly in promotingood health and controlling
diseases. Their persistent efforts to understamdtthérom social perspective have
firmly rooted social scientists in addressing langsues related to causes and curses
of health problems and controlling diseases. Featass that cover most of the areas
and discipline of social sciences these four secioe: socio economic concomitants
of health, health services and systems, health paetices and health attitude and
perceptions. There are number of socioeconomicsaicth demographic constructs
like ethnicity , gender, age, religion, caste aoda class, which affect the exposure
and vulnerability diseases, shapes the percepfiandresponses of health problems,
actuates the effectiveness of health promotionrtsffand creates an impact on an
individual’s life and well being.

The sector Health services and systems is concevitkdleveloping the health of the
people by delivering health care services which areeptable and accessible to
people. The sector of health care practices deglshealth behaviour and practices
of communities and the way sick people are tre@tethe society. It is an effort to
understand health issues from the perspective adl loommunities, the informal
health care practices and remedial measures takahebcommunities. Kleinman
(1978) has termed it as folk practices sector iictvhealth care practices evolve and
sustain because of their popular appeal in contoastofessional practices which are

supported by institutional setup.
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People’s attitude and perception of health death weoples own understanding of
the cause of illness, their health behaviour aredwlays they take care of himself
when they fall ill. The multisectoral approach dek health as a complex web of
environmental, social, economic and individual dastwhich are interrelated with
each other. The community should generate their bealth needs identify their
solutions, mobilize their local resources and dewdbcal organistions to meet those
needs. This is essential to make health care pmyecessible and acceptable to the
community it is a non expert social approach tolthezare where people from the
grass root level can take initiatives. Multi seatompproach and community
involvement became the basis for the Alma Ata rgsmt of 1978 and of subsequent
national and international policies and programprtavide primary health care to all
by the year 2000.

Socio economic concomitants of health:

People low on socio-economic ladder are not onlyemalnerable to infection but
also have lower access to health services (WHO8)198 general people below
poverty line, children, women, aged and displacedsosuffer more from health
problems than other strata of society.

Vulnerable groups: according to Chambers 1989 vable means not only exposure
to list but also lack of means to overcome theslesriwHO (2002) adopted a gender
policy where it acknowledges that sex-the biologfeats of being male and female
and gender- the cultural norms that determine niiastyuand femininity have
important impact on health, the policy considerbd fact that there are factors
determining health and burden of ill health for nam women. In a given culture,
gender norms and values give rise to gender diftm® and equalities for eg. a
woman cannot receive health services because hanaaity norm do not allow her
to travel alone to the medical clinic or there aceieties which do not discourage
males from practicing promiscuity that may leadhe infection of STD and HIV and
at same time wives of those males become vulnetalileose infections because the
cultural norms bar them from using condom. Morepi@w status of women in most
of the societies restricts them to avail the heedite facilities. Moreover studies also
show that women are more vulnerable to men to nudrthese health problems as
they take most of the responsibilities related &aring and rearing of child and
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household management (Moser 1987: Lee/Smith angilldrd992; Sapirr1990;
Jordan and Wagner 1993; Crew 1995 and obrist e208I3). Pregnant woman are
more vulnerable to certain environmental hazard@syeyear about half a million die
of causes related to pregnancy and child birth CEHF 1991). As reported by WHO
(1992),A woman is exposed to reproductive healtiblems right from her adolescent
period till her death. The magnitude of reproduztand sexual health problem is
donting (Pachuri, 1998). Most of the problems afated to child birth, abortion,
sexually transmitted diseases and gynaecologiathé@eproductive tract infection,
infertility and menstrual irregularities) the fuéuof human health in the 2Tentury
depends a great deal on commitment to investirvgoiman health in the world today.
Their health largely determines the health of thddeen, who are the adults of
tomorrow (World Health Report 1998).

Health systems and Services:

Health systems have existed ever since people mgstematic attempts to protect
their health and treat diseases. Throughout thédvtioe traditional practices based on
herbal cures and/or spiritual counselling and miog both curative and preventive
care, have existed for thousands of years and ®day have survived despite the
dominance of modern medicine. The modern healttesys aiming to cater to the
needs of a large mass of population, existed bara&gntury ago. Although in many
countries the existence of hospitals has a longeory than the organized health
system. With the onset of industrial revolutionrtheccurred a transformation in the
lives of the people, especially in relation to fleand health systems.

Most of the information available on health systeefers to the provision of
investment in health services, i.e. health careluding curative, preventive and
palliative interventions, whether directed to indivals or populations. People come
into direct contact with the health system as pé#tieattended by the health care
providers. It matters very much how the systemtsr@eople’'s health needs ,meets
their expectations, treats them with dignity, paghue to their time and anxiety and
how it raises revenues from them. Including how impiotection it offers them from

financial risk.
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Again, in order for an individual to utilize a sa®, they must believe that the service
will benefit their health. Some studies that haveuked on the perceptions and
motivations to use health services reveal that isaoéten inadequate and in-sensitive
(Thaddeus and Amine, 1994; WHO, 1991). Moreovecation of services and
transportation problems in accessing services @ lbarrier to the utilization of
health facilities (Price, 1984: Greenwood, 1987;n&ari, 1992). Sometimes,
corruption in public health services creates aesaramong the care seekers. In a
survey conducted in India, it was found that a tpraof all respondents had paid
bribes for health services (Kumar, 2003). Healtbteay includes all the activities
whose primary, purpose is to promote, restore ontaia health (World Health
Report, 2000). Real progress in health dependiyvda strong health systems based
on primary health care. Systems should integrat@tthgoromotion and disease
prevention and treatment for acute illness andribroare on the other. This should
be done across all levels of health care systerth thie aim of quality services
equitably and efficiently to the whole populatiowdrld Health Report, 2003).
Formal health services, 2003). Including professiatelivery of personal medical
attention are clearly within this boundary. So acgons by traditional healers, and all
use of medication, whether prescribed by the pevat not and home care for sick,
which is somewhere between 70% and 90% of all sie&kns managed (Kleinman,
1,978). At present, enhancing interventions, likkmds and environment safety,
improvement in sanitation, educational level ing@ahand of girls in particular - all
come under the purview of health system. The WHedlth Report, 2000 states that
the health systems not only have a responsibilityntprove people's health but to
protect them against the financial cost of illnasd to treat them with dignity. Thus,
it has identified three major objectives to develop health systems:

(1) Improving the health of the health of populatibey serve.

(2) Responding to people's expectation.

(3) Providing financial protection against the cokiil-health.

Health system today represents one of the largesors in the world economy and
the global spending on health care was about $2888n in.1997 or almost 8% of
world gross domestic product (GDP) (World Healtlp&g, 2000). India is one of the
countries of the world which has lowest health hetdg (commission for
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Macroeconomics and Health, 2000). The much hypeadttheolicy of India, adopted
in 2002 giving priority to revive public health $gm, and received no budgetary
allocation for 2002-03. The Government of Indiarsgea mere 17.3% of its total
health budget on the public health system as agé&ngland, which spends 96.9
percent, USA 44.1 percent, Srilanka 45.4 percehin&24.9 percent (Gupta, 2003).
The World Health Report (1995) identified 'povedy' the greatest cause of suffering
and showed widening gap in health status betweemi¢h and the poor. One of the
priorities given by this report is to develop Paliealth policy with its emphasis on
equity, i.e., equal access to health care. Howegy@ng by the report prepared by the
WHO-appointed Commission of Macroeconomics for HedR000), in India in
general, it has been observed that though therdd®s a considerable development
in the health status of the people and improvemanthe health system and
intervention, there exists wide differential betwesnd within the states, between the

rich and the poor and between the rural and urbaulptions.

Health Care Practices:

Health behaviour is a kind of a social behaviout,as such, affects and gets affected
by various socio-cultural parameters. For examphelerstanding of a disease is not a
medical issue but is largely dependent on the sh&reowledge of a particular
community. Traditions, social practices and rol&atrenships- all contribute to our
dealings with health and illnesses. The sick rabdvior largely depends on how a
community expects its sick members to behave. Thesml aspects of health form
the basis for informal 'systems of health care. iREdanthropologist, Arthur
Kleinman (1980), has classified health care prastioto three sectors: popular, folk
and professional. These three sectors not onlgrdiff terms of their explanations of
illness but also in the treatment regimen and tleelenof social interaction. The
popular sector refers to those informal health fozas that primarily rely on familial
and social network knowledge to deal with diseasdeme-made remedies,
knowledgeable people who can be consulted, visipigtual centres are all part of
the popular sector. These practices are outgrowthared experiences and transfer
of knowledge from one generation to the other. Aditg to Kleinman, 95 percent of

the health problems in a society are taken carthisypopular sector. The folk sector
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is rather a more organized with health and illnddsese are the informal system
which have evolved over a very long period of tiraad are integrated within the
community life. The folk sector comprises herbaldmmes, shamans and traditional
healers and time / tested indigenous medicinessd fak treatments have survived
for centuries because they share the belief systeinthe .community and are
consistent with the social and religious practi¢ezkar 1982 has evidenced that, what
are considered as primitive and superstitious pesthave their rationality rooted in
a coherent world view and inefficacy in dealing,ttwia wide range of health
problems. Even in this scientific age, the poptyaaf these folk practices has not
declined. The third sector, i.e., professional @ecefers to organized professional
systems, like medical system, acupuncture and agarwvhich have a formal system
of practicing. These systems are based on welblaidheoretical basis, system of
education and professional bodies and code of ain@uch professional systems
compete for public patronage and their coexisteéncharacterized by suspicion, .and
underlying tension.

Sick Role Behaviour:

Health and illness has been a major theme withimokmyy since the development of
Parson’s theory of The Social System). Parsongrfumctionalist approach, contends
that a healthy population that could undertakeoteritasks is required to promote the
smooth functioning of a society. Sick people cartake up their normal social roles.
According to Parson sick role behaviour is basedsame, rights and obligations.
Sick people are exempted from the normal soci& exlpectations and also from the
responsibility of their sickness. At the time itabligatory for a sick person to seek
out treatment and get well, a soon as possible.

As Parson posited, rights are contingent on obbgat and if a sick person fails to
comply with treatment, he or she forfeits the pege of the privilege of the sick role.
Though Parson never conducted empirical researshfonmu