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ABSTRACT

A total of 621 Bhattara women from 473 households of six revenue villages were
studied. The results confirm that 'quick therapy' is considered as a part and parcel of
allopathic system among tribals. However, for any kind of illness, Bhattara women used
home remedy on priority basis. It was also observed that tribal women were not against
the use of modern allopathic treatment in spite of the prevalence of the extensive use of
traditional treatment. Interestingly, though their work output reduced significantly during
their illness, they were not used to take bed rest, unless they were seriously ill. Since
they believe that measles (gundi) and chickenpox (maa),occur due to the wrath of the
Goddess (thakurani) on the patient, they visit the 'desari' rather than a medical
practitioner.

In the tribal society, individual as a part of the society belongs to the collective etiology
of illness and cure and as a patient reviews the efficacy of the healer as well as the system, In
other words, a patient 'shops around' the healers for different kinds of therapy. The dichotomy of
the preference for allopathic pattern is more cultural specific.

The study was conducted in six tribal villages of Nabrangpur district, Orissa. The villages
were selected on the basis of accessibility of health services and other facilities. These revenue
villages are Kosagumuda, Santostipur, Chelipadar, Junapani, Bajragada and Majhiguda.
Bhattara is the most predominant tribal population of these villages. Though all the six villages
are situated closely, yet they lack any transport network. The unit of study was ever-married
women of each household. All the households of six villages were covered. A total of 621
Bhattara women from 473 households were studied.

*Assistant Research Officer, Department of Population Genetics and Human Development, NIHFW, New
Delhi-110 067.
** Professor, Department of Anthropology, University of Delhi, Delhi 110007.
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Infrastructural facilities such as drinking water, drainage and roads are very poor in this
area. The hand pumps/taps are not enough to meet the needs of all the people, because water
is supplied for 2-3 hours in the morning and evening respectively. Especially in summer, the
supply of drinking water is scarce, so the people have to use river water. The situation gets
worsened when the handpumps/taps are not repaired or go dry. The water accumulates near
the handpumps/taps-because of improper drainage system and provides breeding grounds for
mosquitoes. There was no electricity supply to the houses of the Bhattaras.

In 1991, during rainy season, about 500 people of Kosagumuda died of gastroenteritis,
though only 10 cases were reported officially and were published in the newspapers. Mr.
Radhakanta of Kosagumuda reported that the content of florine in the water is very high which
might have affected the health of the people. Because of this, deep tubewells are dug to avoid
diseases, due to excess proportion of florine in the water, is indeed a good strategy to reduce
morbidity and mortality, since the villagers extensively use water from the tubewells. However, it
was observed that in some cases, the parts of tubewells were stolen rendering them useless.

In PHC of Kosagumuda, there were four posts of doctors including specialists. At the
time of the study, one doctor was in position. The doctor had to go on a tour for 19 days and he
used to visit the village once in a month. During this period, the pharmacist or the compounder
is the in-charge of the PHC which is found to bring poor reputation to the PHC.

Causes of Morbidity

Almost all the women reported to be sick during 1995-96. A high percentage (23.4%) of
gastroenteritis was reported (Table 1). While almost 22 per cent and 17 per cent suffered from
fever and respiratory infection respectively, 14.6 per cent complained of old age pain (old age is
considered 50 years and above by the Bhattara), 0.2 per cent each found to suffer from leprosy,
and whooping cough respectively. 2.1 per cent reported weakness due to sterilization. 17.5 per
cent of the women reported gynaecological problem. For the diagnosis of the above ailments,
help was taken from the doctors at the PHC.
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TABLE 1
DISTRIBUTION OF CAUSES OF MORBIDITY AMONG THE WOMEN

SI No. Morbidity Women N %

1 Gynaecological complaints 108 17.4
2 Tuberculosis 7 1.1

3 Leprosy 1 0.2

4 Old age complaints 90 14.5

5 Goitre 3 0.5

6 Anaemia 3 0.5

7 Scabies 5 0.8

8 Gastroenteritis 132 21.3

9 Fever 138 22.2

10 Cataract 5 0.8

11 Respiratory infection 107 17.2

12 Whooping cough 1 0.2

13 Weakness due to sterilization 13 2.1

14 Others 4 0.6

15 Not reported of any kind of disease 4 0.6

Total 621 100.0

Use of Available Health Facilities

For any kind of illness, Bhattara women used home remedy as the first preference of
treatment. It is clearly observed that almost 49 per cent of the women used traditional measures
of treatment, 45 per cent of the women were using all types of treatment including allopathic
treatment available in their area and 6 per cent of them exclusively resorted to allopathic
treatment (Table 2). This shows that the tribal women were not averse to the use of modern
allopathic treatment despite the prevalence of the extensive use of traditional treatment. This
appears to be a silver lining on the horizon of health management in this population. Adequate
and sustained modern health facilities are thus expected to make a head way in this section of
population. The present data also seem to support the observation made by Klienman that,
Villagers prefer modem drugs which are easy to obtain, easy to take and fast in their effect.

162



TABLE 2
DISTRIBUTION OF PLACE OF TREATMENT

SI.
No.

Treatment Women No. %

1. Allopathy (Pvt/PHC) 37 6.0

2 Traditional 306 48.9

3 All types of remedies 278 45.1

Total 621 100.0

The sick Bhattaras generally did not give necessary bed rest to themselves during illness
and at the same time, their work out put reduced significantly. They took rest only when they
were seriously ill. For the first two days of their sickness, they tried to take certain precautions
like keeping check on their diet and taking home based remedy. Generally they tried to 'take out
the evil spirit from the body of the sick person which was done by the old lady of the family or
neighbourhood. They generally believed that the cause of all illness was evil spirit. If the illness
persisted after having taken home based remedy, they visited the desari, the local medicine
man. Local medicine man comes when he is offered one chicken, rice and vegetables for
performing rituals to get rid of the evil spirit possessed by the sick man. It was a symbolic offer
to satisfy the spirit of the sick person.

In case of gundi (measles) and maa (chickenpox), the sick persons used to go to desari
and tried to satisfy the evil spirit. Therefore, no medical treatment was thought to be necessary
by the people in these cases. According to them, measles and chickenpox are nothing but a
form of wrath of the concerned thakurani (Goddess) on the patient. The most desirable remedy
for such type of illness was provided by the desari. But when the patient's condition goes out of
desari's control then people would usually take the patient to the PHC. Surprisingly, if the
patient is not cured after the treatment by the PHC, then he would once again be brought back
to the desari for treatment. Thus a vicious cycle of treatment is generated, shifting the patient
from desari to PHC and from PHC to desari, and so on, which is indeed not conducive to the
health of the people.

The reasons for not seeking Government or private health care facilities by these tribal
women have been set out in Table 3. The highest percentage (50 %) of women reported that
because the doctors were not available at the PHC all the time, they did not resort to modem
health facilities. Since women, had to go
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for their daily routine work, they could not afford spending time waiting for the doctors during the
day. Usually the patient visited the PHC with another family member, hence it was not only the
patient who had to wait but also the other family member who accompanied her had to
'unnecessarily' sacrifice his/her daily earnings. They also complained that the doctor did not
listen to them properly and even before they could complete their details about their illness, the
doctor would make his/her prescription. The patients travelled long distances and waited for a
long time before reaching the doctor, and the latter took a maximum of 5 minutes to give them a
treatment, which did not satisfy the patient. They reported that either the doctor writes the
prescription and asks them to purchase the medicine from the drug store or gives two 'coloured
tablets' for any type of illness. The Bhattaras found the allopathic medicines to be costly and at
times not effective (Table 3).

TABLE 3
REASONS FOR NOT SEEKING GOVERNMENT/ PRIVATE

HEALTH CARE FACILITIES

SI. No. Reasons Women
N %

1 Illness not serious 64 21.2

2 PHC far distance 22 7.3

3 Doctor not available all the time, cannot wait for the whole day,
less time given by the doctor, two 'coloured tablets'
prescribed which were costly and not effective

151 50.0

4 God's wish, doctor cannot do anything 34 11.3

5 Chronic illness not curable 8 2.6

6 Old age problem 23 7.6

Total 302 100.0

In emergency, people visited doctor's residence at night and paid rupees twenty-five per
injection. During interviews, it was realized that most of the people would be satisfied if they
were given an injection for the treatment of their illness. The Bhattara thought that a visit or two
to the PHC should be sufficient enough for them to get cured. The restricted visits to PHC by
the sick person might not be able to deliver the goods, but this was taken to be ineffectiveness
of the medicine by the tribals. They do need to be property educated about the significance of
repeated visits to PHC till they recovered.

21.2 per cent of the women found that their illness was not serious and that it was
curable by home based remedy or by traditional therapy and hence there was no need for them
to go to the PHC. 11 per cent of the women believed
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that the illness was 'God's wish' and nobody could do anything about it. They further believed
that if the God is 'satisfied', then he will show the miracle and will cure the sick and hence it was
not at all needed to go to the PHC. However, 7.6 per cent of the old women were of the opinion
that old age health problems are natural and there was no point in wasting money on them. For
7 per cent of the women, it was the distance of the PHC that prohibited them from visiting it
when they or their family members were sick (Table 3).

Children especially infants need special care and attention during illness. Children are
more vulnerable to illness because its impact is more pronounced among them. Acute
Respiratory Infection (ARI) was found to be high (35.2 %) among the children below 6 years of
age (Table 4). About 29 per cent of children were found to suffer from diarrhoea. 13.5 per cent
of children suffered from skin infection (which may be because of poor hygienic conditions).
19.2 per cent of children were found to suffer from fever, 1.1 per cent from T. B. and 1.4 per
cent from anaemia.

TABLE 4
AGE-WISE DISTRIBUTION OF MORBIDITY AMONG THE CHILDREN BELOW 6 YEARS
OF AGE DURING 1995-96

Age
in
months

Diarrhoea

N %

ARI

N %

Fever

N %

Surface
infection

N %

T.B

N %

Others

N %

No
Problem

N %

Total

N %

0-6 13 3.7 11 3.2 7 2.0 2 0.6 - - 1 0.3 2 0.6 36 10.3

7-12 7 2.0 10 2.9 9 2.6 9 2.6 - - - - - - 35 10.0

13-24 23 6.6 29 8.3 13 3.7 9 2.6 1 0.3 2 0.6 - - 77 22.1

25-48 37 10.6 48 13.8 24 6.9 16 4.9 1 0.3 1 0.3 - - 127 36.4

49-72 21 6.0 25 7.1 14 4.0 11 3.2 2 0.6 1 0.3 - - 74 21.2

Total 101 28.9 123 35.3 67 19.2 47 13.9 4 1,2 5 1.5 2 0.6 349 100.0
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Utilization of Health Services

The distribution of children treated at the PHC and those used traditional system of
medicine are given in Table 5. The present study seems to indicate that the parents of almost
50 per cent of the children below six years of age had tried both allopathic as well as indigenous
system of medicine for treatment of most illness. About 19 per cent of the children were not
treated by any kind of therapy. However, some (1.8 %) feared loosing the infant if he/she is
given any injection at the PHC which prevented them getting their infants treated at the PHC.
This was mainly because illness was not severe and did not require medical attention. 29.5 per
cent of the children were treated by the local medicine man because they had a strong faith in
traditional treatment.

Home-based remedy is used by all the parents at the onset of illness. The tribals of
Kosagumuda village were found to seek medical care earlier than the tribals of other villages
which may be because of the physical proximity of the PHC. The children were usually taken for
medical care on the second day of the onset of illness while the elders especially, mothers,
further delayed receiving medical care.

TABLE 5
AGE-WISE DISTRIBUTION OF UTILIZATION OF HEALTH CARE SERVICES

BY CHILDREN BELOW 6 YEARS OF AGE

Age (in
months) 'Desari’

N %

PHC and
'desari’
N %

All types of
Treatment
N %

No treatment

N %

Total

N %

0-6 7 2.0 22 6.3 - - 7 2.0 36 10.3

7-12 10 2.9 17 4.9 2 0.6 6 1.7 35 10.0

13-24 21 6.0 49 14.0 4 1.1 3 0.9 77 22.1

25-48 37 10.6 61 17.5 2 0.6 26 7.4 127 36.4

49-72 28 8.0 23 6.6 - - 24 6.9 74 21.1

Total 103 29.5 172 49.3 8 2.3 66 18.9 349 100.0

Table 6 shows that the women (32.7%) were more active and independent in making
their decision regarding the treatment of their children below 6 years of age, while, they were
much concerned about their own health problems. They were prompt enough to take decision
when the sickness of the child was concerned. The reason of high percentage of mothers,
participation in making decision about child's health care may be that they too were being
important earning members of the family. It would therefore, be quite useful to
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further motivate these mothers who are found to be quite responsible for the health of their
children.

TABLE 6
AGE- WISE DISTRIBUTION OF CHILDREN BELOW 6 YEARS OF AGE

REGARDING VIS-A-VIS THE DECISION MAKER FOR PHC TREATMENT

Age (in
months)

Mother
N %

Paths
N %

Both
N %

Others
N %

Total
N %

0-6 6 3.5 4 2.3 12 7.0 - - 22 12.8

7-12 8 4.7 3 1.7 6 3.5 - - 17 9.9

13-24 12 7.0 16 9.3 19 11.0 2 1.2 49 28.5

25-48 17 9.9 20 11.6 19 11.0 5 2.9 61 35.4

49-72 13 7.6 6 3.5 3 1.7 1 0.6 23 13.4

Total 56 32.7 49 28.4 59 34.2 8 4.7 172 100.0

(for the rest of the children, women were silent and did not report)

A General View of Bhattara about Doctor, Desari, and Illness

According to a respondent of Santoshpur village, The PHC is situated very far from the
village (about 4 kms) and the doctor is never available. A PHC doctor, therefore, could not be
depended upon for treatment of illness at a time requiring immediate attention of a doctor.
Treatment at the PHC is not much effective and drugs are not always available. The cost of
medicine is very high and, therefore, the villagers are unable to avail of the Government health
care facilities. Traditional healer or priest or locally called desari in the vicinity of the village is
the first choice of treatment for any type of illness, because he is easily accessible to the
villagers at any time. He is the decision-maker for the sick person about going to a PHC doctor
or to continue with his treatment. The villagers feel that it is better to depend on traditional
medicine, because it is easily available and it is potential enough to reduce the severity of the
symptoms at the time of immediate need.

Another villager of Chelipadar said Children, especially infants, need special care and
attention during illness. In this area, the children suffer more because parents are unable to
devote adequate time to their care. During illness of the children, when they actually need
mothers care, mothers are compelled to leave their children with the elderly women in the
household or with the other relatives or neighbours as they have to go to work.

According to a respondent of Bajragada, Common causes of illness include severity of
weather, poor environment, evil spirit and wrath of God.
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Treatment from doctor is not necessary for most of the minor illnesses such as cold, cough and
mild fever. These ailments tend to subside on their own and upon recovery there is no residual
impact of illness. Home-based remedies reduce the severity of most minor illnesses. However,
they go for allopathic treatment if their child is sick. For elderly persons, they take home remedy
for treatment."

A native school teacher of Kosagumuda says, "The common cause of illness is poor
sanitation. Women urinate in standing position at any place except their living rooms and also
use the sane clay for washing the utensils. After urination, she does not take bath. The second
reason is that people do not have toilets for defecation and they use open field area. This field is
also used for several purposes. Children play there, people collect tentuli (tamarind) which falls
in the field from the tree and it is also used as a passage. Since people do not use foot wears,
the germs generally enter through the feet. For cooking, people use 'Bhansuli' river water which
is very dirty. Tap water is supplied in morning and evening hours, when the women are quite
busy with other works and sometimes it is not supplied at all. As a result, they are forced to use
the river water.

CONCLUSION

The first preference of treatment for any kind of illness was generally the desari, the
local medicine man. The use of modern allopathic treatment was also resorted to and the
Bhattara women were not averse to it. However, it is found that in the tribal society, whatever
are the shortcomings of the medication, it is clearly observed that 'quick therapy' is considered
as part and parcel of allopathic system.
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Lkkjka’k

;g v/;;u Ng xk¡oksa ds 473 ifjokjksa esa ls dqy 621 HkkVM+k tkfr dh efgykvksa ij fd;k x;k

FkkA v/;;u ls izkIr fu"d"kksZa ls ;g iqf"V gksrh gS fd vkfnokfl;ksa }kjk ,yksiSFkh fpfdRlk iz.kkyh dks

Rofjr mipkj i)fr ds :Ik esa ns[kk tkrk gSA HkkVM+k tkfr dh efgyk;sa fdlh Hkh izdkj dh chekjh gksus

ij ?kjsyw mipkj dks izkFkfedrk nsrh gSA ;g Hkh ns[kus esa vk;k gS fd ;|fi muesa izkjfEHkd mipkj

i)fr vf/kd izpyu esa gS] fQj Hkh vkfnoklh efgyk;sa vk/kqfud ,yksiSfFkd fpfdRlk mipkj i)fr }kjk

mipkj djkus ds fo:) ugha gSA chekjh dh gkyr esa ;|fi mudh dk;Z{kerk esa egRow.kZ :Ik ls deh

vk tkrh Fkh] fdUrq og fcLrj ij jgdj vkjke ugha djrh Fkha] ,slk og xaHkhj :Ik ls chekj gksus dh

fLFkfr esa gh djrh Fkh] ,slk og xaHkhj :Ik ls chekj gksus dh fLFkfr esa gh djrh FkhA [kljk ¼xqaMh½ vkSj

pspd ¼ek¡½ tSlh chekfj;ksa ls ihfM+r gksus ij bykt ds fy, og MkDVj ds ikl tkus dh ctk; *nslkjh*

ds ikl tkrh gSa] D;ksafd mudk fo’okl gS fd ;s chekfj;ka nSfod izdksi ¼ Bkdqjkuh ½ ds dkj.k gksrh gSaA
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PUBLIC HEALTH IN THE TWENTY FIRST CENTURY AND ITS ROLE IN
DEVELOPING COUNTRIES

W. W. Holland*

ABSTRACT

Public health is an inter-disciplinary subject of both arts and science which the
author feels, be strengthened in the countries of the third world. The author is also of the
view that public Health cannot be isolated from other aspects like education,
environment, industry, etc. Further, the author argues that public health practitioners
must be given sufficient freedom to make the public health system more efficient and
effective. As public health is a long-term process to produce its output, its budget should
be protected from short-term emergencies of clinical care. Also, there should be no
meddling of politicians and bureaucracy in the professional functioning of public health
system. Medicos should be taught public health and its method of functioning by which
outbreak of major public health problems in future could be averted easily.

Public health is the science and art of preventing disease, prolonging life and promoting
health through the organised efforts of society1. This definition is taken from a WHO document.
Though it was written considering the prevailing condition in England, it can also be applied to
all counties throughout the world.

Public health to function effectively, it must be able to assess what problems exist, and
send feedback to those involved in that problem. It is crucial to recognise that public health
influences and is affected by all sectors of society, not only by those involved in or in contact
with the health system. Given this primary function, the public health system of all countries
requires a system of surveillance, both to monitor the existing conditions as well as to identify
when new problems arise.

*Emeritus Professor of Public Health Medicine, University of London, Visiting Professor (Health), LSE,
London. WC2A2AE.
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Once a problem has been identified, the public health service needs to identify
appropriate methods for dealing with the same. It is crucial that this is not restricted only to
health service action or health service practitioners but recognises that public health is involved
in all social, environmental and other activities of populace. Thus, the activities of farmers in
producing food or tobacco may be as crucial in influencing public health as the actions of
physicians in providing preventive or curative services.

Obstacles

The major public health problems of the developing world at this time are due to
infectious and nutritional diseases - theoretically, the benefits of public health activity are much
more obvious and effective than in the developed world with problems of chronic diseases. But
the real difficulties in public health action in all parts of the world are in implementation. An
example of the difficulties of public health in the control of infectious diseases is provided by
AIDS. In all parts of the world there has been far more emphasis on investigation of the virus
and the molecular basis of the disease, its treatment and the development of a vaccine to
prevent the disease. But, less attention is paid to the problems of understanding human
behaviour, or the change in human behaviour. The emphasis has been placed on the tail-end of
the disease process-on treatment -rather than at the beginning, on prevention.

Public health practitioners cannot act in isolation. They are always dependent on
government at the central or local level, for the freedom, to practice effectively. It is crucial that
the governmental bodies, at all levels, recognise the nature of the professional responsibilities
for the public's health. Therefore, the public health practitioners must be given sufficient status
to determine and execute appropriate health policies. But often, public health knowledge and
wisdom goes counter to belief, and accepted practice. Thus they need support in fulfilling their
task, even if it runs counter to the beliefs of the politicians, managers, administrators or the
people. In many countries, public health professionals are rarely given responsibility for the
improvement and maintenance of their population's health but are saddled with mundane
bureaucratic tasks, much less demanding of the skills required to promote a population's health.
Thus, as a result of political interest, often perceived by professionals as interference, the public
health practitioner is unable to concentrate on the necessary priorities to devise appropriate
solutions. They are often not helped by media attention, and subsequently, public opinion, as
these are often manipulated to create cheap news items.
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METHODS

To fulfil their role, public health practitioners must develop an agreed methodology,
based on evidence, for tackling public health problems. Unless public health practitioners
develop a competent, professional methodology, they are bound to have a relatively small
impact on the improvement of public health. The difficulties that public health practitioners face
are numerous, and the development of professional expertise is the only hope so that they can
fulfil their expected role and contribute constructively to the improvement of public health
policies.

No universal model of the detailed responsibilities of public health practitioners exists but
the major tasks should be:

(i) To assess the health status of the population;

(ii) To evaluate and undertake necessary actions including health care needs;

(iii) To determine the most appropriate way to satisfy the public health needs, including health
care of individuals, groups and to assess the effectiveness with which those needs are
met; and

(iv) To identify specific health hazards, and to plan their containment.

Dissemination of information and research findings is an essential function of the public
health discipline. To fulfill this role adequately, they have to be forthright in the advocacy of
programmes that improve health and state clearly and openly the dangers and consequences
of some actions - clinical environmental or political. In order to ensure that appropriate public
health actions are taken, public health practitioners must have access to and to influence the
budget for public health activities. It is important to recognise that this will always be
controversial. Public health activity is long-term and thus, always suffers from the competition in
funds for competing short-term emergencies and acute clinical care. Thus, ensuring an
appropriate and adequate budget for public health is a major challenge, which, however, must
be tackled if improvement in the health of the population is desired.

Furthermore, it is necessary for mechanisms to exist whereby public health practitioners
have a clearly identifiable role in helping, influencing and
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guiding the policies not only of health authorities, but also of schools, environmental agencies,
welfare agencies, housing departments, microbiological laboratories and practicing clinicians in
hospitals and communities.

Tasks

Thus, to summarise, public health has to be able to tackle four broad types of problems:

(i) Outbreaks of diseases caused by infectious or toxic agents – for example, typhoid,
cholera, food poisoning, malaria and radiation,

(ii) Problems arising from social and environmental issues such as inadequate housing,
water supply, nutrition, unemployment, poverty,

(iii) Behavioural concerns such as smoking, excessive consumption of alcohol, drug taking,
etc., and

(iv) Health service issues such as assessment of health care needs and outcomes and the
effectiveness and efficiency of particular services.

Training and Education for Public Health

From the above outline of the tasks which public health has to perform, It should be
clear that this is a formidable agenda. The primary task of public health is to promote health and
control disease. The major academic disciplines of public health are epidemiology, medical
statistics and some aspects of the social sciences such as sociology, economics and
psychology. These are uniquely combined in training public health practitioners. Public health is
a multi-disciplinary activity in which practitioners work in teams, which is not so easy. This
requires both training and fostering.

Public health practitioners to fulfill their major task in the promotion of health and control
of disease, epidemiology is crucial. But, particularly for infective/toxic conditions, it is crucial that
links are established with microbiological and toxicological laboratories. But they must have
appropriate knowledge in these disciplines to be able to use their expertise to the best effect.
Public health has key needs in the collection, analysis and dissemination, of accurate
information. It follows that it should have a major role in the design and implementation of
supporting information systems. It is important for the effective
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monitoring of health needs and outcome that data collected about patients are linked to
individuals and not merely based oh events.

The importance of infections or toxic hazards in the emergence of diseases is universally
accepted. But not all individuals exposed to a particular hazard succumb. There are a variety of
biological, environmental, behavioural and social factors which play a part in the development of
these diseases. The role of public health in finding way through the jungle of determinants of
these diseases is an extremely complex one. Many of these factors are related inextricably to
political, professional and economic realities. Their identification may well antagonise one
interest group or other. Public health practitioners, therefore, require diplomatic, political and
persuasive skills to achieve the most positive results. One task which public health neglects at
its peril is the ability to communicate. Some health risks are the result of individual choices,
others involve social issues, e.g. sex education of children at school. The ability to communicate
with individuals, masses, politicians, administrators/managers and even with the media is a
crucial skill which has to be learnt.

Public health obviously has to be accountable for its actions. One way of providing clear
evidence of what has been achieved is the production of regular public reports. This should not
be considered as merely a routine chore, but as a core activity of public health. The open
publication of a report on public health issues tackled and those still requiring action can be a
powerful tool in influencing the activities of both the populace as well as public bodies. This can
be reinforced by regular analysis of progress on issues raised in the past reports.

Research

No subject can survive without an adequate base of research. Public health research, by
its very nature, can provide an alternative to traditional research priorities, for example, by
concentrating on conditions such as malaria which affects the population widely, as compared
to 'interesting' problems such as metabolic disorders. In order to succeed this, a research
strategy needs to be developed. It must include the gathering of intelligence on a broad front to
determine the main national priorities. An appropriate research structure is necessary by which
tasks can be appropriately tackled. This implies a proper manpower-development structure,
with the involvement of educational institutions and government, and provision of adequate
resources for such research.
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Structure

For an adequate education of medical graduates in public health, the subject must be
given appropriate prominence in all parts of the undergraduate curriculum. Public health is a
bridging subject which can integrate the various aspects of medical education. It is essential
that future medical practitioners have the ability to see community problems, and are able to
appreciate the methods used in tackling public health problems. Medical schools world-wide
rarely provide sufficient education in epidemiology or the numerical and social sciences required
in public health to give their graduates even a superficial appreciation of public health problems.
Unless medical schools provide more education on social and preventive medicine (SPM), it will
continue to be difficult to attract suitably qualified doctors into this field.

Since the subject is multi-disciplinary, other members of the team ranging from nurses to
statisticians or information specialists to health economists and environmental officers, usually
have even less exposure to the fundamental subjects and principles of public health. It is
therefore, essential to provide a locus, e.g. a school of public health, to provide the essential
education for those persons who wish to serve in this field. Since both the problems of public
health and the knowledge required to bring reforms over time, these schools or institutes must
also have the responsibility for the continuing education and development of practitioners who
have obtained the basic postgraduate education.

CONCLUSION

It is generally agreed that some level of public intervention is necessary to protect the
health of the population. There must be a public health presence at the centre as well as at the
periphery. Public health practitioners are required at all levels of a health system as they are
concerned with the promotion of health and control of diseases. They must have access to
more than health services, e.g. environment, education, etc. To enable to fulfill their role, as
outlined, public health practitioners need to be well trained in the basic subjects, should have a
clear career pathway and have freedom to both act and communicate their concerns to the
population. It is essential to recognise that public health is a team activity and requires the co-
ordination of individuals from a variety of disciplines. Public health usually is a long-term
process to produce its result.
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Lkkjka’k
Yks[kd dk ekuuk gS fd tu LOkkLF;] dyk vkSj foKku nksuksa dk ,d vUrj &vuq’kklfud fo"k;

gS] vr% rhljh nqfu;k ds ns’kksa }kjk bl dk;ZØe dks vkSj vf/kd lqn<̀+ cuk;k tkuk pkfg,A ys[kd ds

erkuqlkj f’k{kk] Ik;kZoj.k vkSj m|ksx vkfn tSls vU; igyqvksa ls tuLokLF; dks i`Fkd ugha fd;k tk

ldrkA ys[kd }kjk vkxs ;g Hkh rdZ fn;k x;k gS fd tuLokLF; dks vkSj vf/kd dq’ky vkSj izHkkoh

cukus ds fy, tu LOkkLF; dkfeZdksa dks viuk dk;Z djus eas Ik;kZIr LOkrU=rk nh tkuh pkfg,A tu

LokLF;] nh?kZdkyhu izfØ;k gksus ds dkj.k] pwafd ctV dks laj{k.k iznku fd;k tkuk pkfg,A tu

LokLF; iz.kkyh esa jktuhfrKksa vkSj vf/kdkjhra= }kjk gLr{ksi ugh fd;k tkuk pkfg,A MkDVjksa dks tu

LokLF; vkSj bldh dk;Ziz.kkyh laca/kh f’k{kk nh tkuh pkfg,] rkfd os Hkfo"; esa lkeus vkus okyh tu

LOkkLF; laca/kh izeq[k leL;kvksa dks vklkuh ls gy dj ldsaA
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EFFECTS OF PENTOXIFYLLINE AND CAFFEINE ON SPONTANEOUS
MATURATION OF RAT OOCYTES

S. K. Chaube*, S. P. Chaki** and M. M. Misro***

ABSTRACT

The effects of two phosphodiesterase inhibitors (caffeine and pentoxifylline) and
a membrane permeable analog of CAMP (dibutyryl- CAMP) on spontaneous maturation
of cumulus-enclosed (CE) and denuded (Dd) oocytes were investigated in vitro. When
the mechanically denuded oocytes were cultured in a hormone-free medium, a
significant increase in the rate of oocyte maturation was recorded after 3 hrs of
incubation (47.67 ± 9.08%) which was further increased to 83.53 ± 2.77% after 5 hrs of
culture. The maximum rate of oocyte maturation was, noticed after 20 hrs of culture
(97.78 ± 2.03%). On the other hand, the presence of cumulus cells encircling the
oocytes significantly reduced the rate of maturation during initial period of incubations
(3hrs, 9.09 ± 4.95% : 5hrs, 32.11 ± 8.14%). However, the inhibitory effect of cumulus
cells on oocyte maturation was nullified following 20 hrs of incubation and the rate of
maturation was similar to Dd oocyte group (Dd, 97.78 ± 2.03% versus CE, 90.15
±2.79%). Similarly, during initial period of incubation, various doses of db-CAMP
completely inhibited oocyte maturation but the inhibitory effect was observed dose-
dependent after 20 hrs of incubation. Pentoxifylline or caffeine significantly reduced the
maturation of CE and Dd oocytes but the later was found to be more potent. Caffeine (>
0.4 mM) completely inhibited oocyte maturation in CE oocytes, at all the
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time points studied. Pentoxifylline mediated inhibition of CE oocyte maturation was dose-
dependent following 20 hrs of incubation. In addition, 1 mM of both pentoxifylline and caffeine
also reduced the rate of maturation significantly (P<0.001)in Dd oocyte at all the time points
studied. Taken together these results indirectly suggest that the cumulus cells delay the initiation
of oocyte maturation probably by synthesis and transfer of CAMP to oocyte and that these
phosphodiesterase inhibitors directly act at oocyte level to inhibit spontaneous maturation in vitro.

Resumption of meiosis (process of oocyte maturation), under normal conditions, is
initiated in the preovulatory follicles in response to a surge of pituitary gonadotropins. It is also
confirmed that meiotically competent oocytes cultured in a hormone-free medium in vitro
undergo spontaneous maturation following their release from the follicular environment2. The
initiation of maturation in vitro is characterized by dissolution of germinal vesicle and nucleolus
in the oocytes. Though the follicular association is important for maintenance of meiotic arrest in
the oocyte, the role of follicular cells in the regulation of oocyte maturation in vitro is not well
understood. It is reported that the maintenance of meiotic arrest is dependent on the integrity of
the cumulus-oocyte complex which may allow continuous transfer of CAMP to the oocyte from
the cumulus cells through gap junctions. The disruption of the communication link between the
oocyte and cumulus cells may lead to a reduced flow of CAMP, insufficient to maintain the basal
sustained level required to maintain the meiotic arrest. These and other reports have
documented that the integrity of association of follicular cells is important in the maintenance of
meiotic arrest. This is further supported by the fact that oocyte response to the inhibitory factors
secreted by thecal cells can be partially augmented by increasing levels of CAMP in these cells.
Thus, the involvement of cumulus cells in the maintenance of meiotic arrest may be due to
synthesis and transfer of inhibitory levels of CAMP from cumulus cells to oocytes. The another
possibility is that the cumulus cells may promote the production of inhibitory levels of CAMP
within the oocytes.

The involvement of CAMP in the regulation of oocyte maturation has also been
suggested through several in vitro studies using membrane permeable analogs of CAMP (db-
CAMP and 8-bromc—cAMP) or agents that increase intracellular CAMP levels, such as cAMP-
phosphodiesterase(PDE) inhibitors and adenylate cyclase activators, inhibit resumption of
meiosis in vitro . Hence, it appears that an increase in the level of CAMP is associated with the
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maintenance of meiotic arrest and it's decrease is prerequisite for induction of oocyte
maturation. Pentoxifylline and caffeine are extensively used to increase sperm motility in
reproductive clinics world over. The present study is designed to test the effect of these two
PDE inhibitors on spontaneous maturation of oocytesin vitro. The inhibitory effect of db-cAMP
on spontaneous oocyte maturation was utilized as a positive control in these experiments.

MATERIALS AND METHOD

Animals- Immature albino rats, Holtzman strain, aged 24 days, were injected 20 IU of
pregnant mare's serum gonadotropin (PMSG) peritoneally, in 100 of normal saline. The animals
were housed in normal husbandry conditions and provided food and water ad libitum.

Chemicals- All chemicals used in the present study were tissue culture grade (Sigma
Chemical Co., St.Louis, MO, USA). Working concentrations of pentoxifylline, caffeine (1, 3, 7-
trimethylxanthine) and db-cAMP were prepared in culture medium from stock solutions
immediately before use.

Isolation and culture of pre-ovulatory CE and Dd oocytes - Animals were sacrificed
following cervical dislocation after 48 hrs of PMSG injection, ovaries were removed and cleared
of fat and then transferred to a 35mm petridish (Falcon, USA) containing 2 ml of sterile culture
medium. Briefly, follicles (> 0.8 mm diameter) were punctured with a sterile 22 gauze needle
and the cumulus oocyte complexes (COCs) were collected, washed and maintained at 37°C in
the culture medium. The culture medium consisted of medium 199, sodium bicarbonate 0.035
per cent (w/v), fetal bovine serum 10 per cent (v/v), penicillin (100 IU) and streptomycin (100
ug/ml). Dd oocytes were recovered by mechanically removing cumulus cells from COCs with
the help of a small bore (dia.100 um) pipette. The average time for isolation and preparation for
culture of CE and Dd oocytes was 6 + 2 min and 10 + 2 min, respectively. Following three
washes in the culture medium, oocytes were transferred to 24 well culture plates (Corning,
USA) containing 500 ul of the medium. Groups of 12 to 15 oocytes were maintained in each
well and cultured in an incubator at 37°C in 100 per cent humidity with 5 per cent C02 Both CE
on Dd oocytes were randomly assigned to various groups for the subsequent studies.

Spontaneous maturation in CE and Dd oocytes and effect of drugs- Effect of cumulus cells
on oocyte maturation was studied at different time periods as per standardized protocols. In
later experiments, using db-cAMP and
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phosophodiesterase inhibitors, identical in vitro culture protocol was followed throughout the
present study. As indicated, oocytes were washed three times and incubated with or without
drugs for different periods (3,5 and 20 hr) following which' they were examined under a phase
contrast microscope to determine their maturational status. Mature oocytes were identified by
the absence of germinal vesicle and expulsion of the first polar body. Since germinal vesicle
breakdown is the first morphological change occurring, it was used as an end point for
assessing the oocyte maturation.

Statistical Analysis

Each experiment was repeated a minimum of four times and data are expressed as
means ± standard error of means (SEM). All the data were first transformed using arc sine-
square root transformation. Arcsine-transformed data were analyzed either by Student's 't' test
or one way analysis of variance (ANOVA).

RESULTS

Effect of cumulus cells on spontaneous maturation- The effect of cumulus cells on
spontaneous maturation was evaluated by mechanical removal of cumulus cells from oocytes
(Fig.1). Detachment of cumulus cells from oocytes (denuded oocytes) induced spontaneous
maturation significantly (P < 0.01) at 3 hrs (47.67 ± 9.08%) and 5 hrs (83.53 ± 2.77%) of
incubation when compared to the rate of maturation in CE oocytes at 3 hrs (19.09 ± 4.95%) and
5 hrs (32.11 ± 8.14%) of incubation respectively. The inhibitory effect of cumulus cells
attachment to the oocytes was not noticed when the incubation period was prolonged up to 20
hrs (CE, 90.15 + 2.79%; Dd, 97.78 ± 2.03%).

Effect of db-cAMP on spontaneous maturation- In the second set of experiments, the
effect of various doses of db-cAMP on spontaneous maturation was investigated. Almost
complete inhibition of maturation in CE oocytes was observed during early hours of incubations
(3 and 5 hrs) at all doses (0.2,0.4,0.6 and 1.0 mM) of the drug used in the present study.
However, following 20 hrs of incubation, a dose-dependant inhibition (one way ANOVA: f =
56.92, P < 0.001) in the rate of CE oocyte maturation was clearly evident (Fig.2).

Effect of pentoxifylline on spontaneous maturation- The effect of various doses of
pentoxifylline on spontaneous maturation of CE oocytes is shown in fig.
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3. Similar to the inhibitory pattern of db-cAMP, different doses of pentoxifylline (0.2,0.4,0.6 and
1.0mM) did not allow CE oocytes to initiate maturation during early hours of incubations (3 and
5 hrs). However, a dose-dependent inhibitory effect of pentoxifylline was seen when the oocytes
were cultured up to 20 hrs (one-way ANOVA: F=110.89; P<0.001). Incubation of Dd oocytes
with 1.0 mM pentoxifylline also showed a significant (P<0.001) reduction in the percentage of
oocyte maturation at all the time point studied (Fig.4).

Effect of caffeine on spontaneous maturation- Fig.5 shows the effect of various doses of
caffeine on spontaneous maturation on CE oocytes. Caffeine > 4.0 mM completely inhibited
spontaneous maturation of CE oocytes-at all the time points when compared to respective
controls. Although the lower dose of caffeine {0.2mM) did not inhibit maturation of CE oocytes
during early hours of incubations (3&5 hr), a significant (P<0.001) inhibition of maturation was
also recorded at this dose when the culture period was prolonged up to 20 hrs. Similarly, in
case of Dd oocytes, caffeine (1.0 mM) inhibited oocyte maturation significantly (P <0.001) at all
the time points studied (Fig. 6). Nevertheless, the potency of caffeine to inhibit spontaneous
maturation was higher compared to db-cAMP or pentoxifylline used in the present study.

DISCUSSION

It is generally accepted that the mammalian oocytes undergo meiotic maturation
spontaneously if released from follicles and cultured in vitro. Although LH induces maturation of
mammalian oocytes, it is not required for reinitiating meiotic progression2. In the present study,
rat oocytes have been cultured in hormone-free medium and utilized to test the effect of db-
cAMP, pentoxifylline and caffeine on spontaneous maturation of CE and Dd oocytes in vitro.
The data obtained (Fig.1) clearly indicate that the removal of cumulus cells had accelerated the
maturation of oocytes during early hours of incubations. However, when cumulus intact oocytes
were cultured in the hormone-free medium, a significant inhibition of spontaneous maturation
was observed. These results indicate to the inhibitory role of cumulus cells on spontaneous
maturation of oocytes. A similar effect of cumulus cells in the maintenance of meiotic arrest has
also been observed in bovine oocytes. It is suggested that the maintenance of meiotic arrest
depends on the integrity of cumulus-oocytes complex by permitting the continuous transfer of
inhibitory levels of cAMP to oocytes through the associated gap junctions. Therefore, the
increase in the percentage of maturation of Dd oocytes in the present study may be attributed to
the disruption in the flow of tonic levels of cAMP from cumulus cells to oocytes required for
maintaining the meiotic arrest. Previous studies have clearly
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demonstrated that a transient decrease in the level of oocyte cAMP is associated with meiotic
resumption. This is supported by the fact that the mature oocytes (postovulatory) contain lower
levels of cAMP compared to immature oocytes (follicular). A significant correlation between
cAMP levels and maturation of oocytes has also been documented in various non-mammalian
species, such as xenopus, starfish, and in catfish. The exposure of CE oocytes to various doses
of db-cAMP completely inhibited their maturation during early hours of incubations (3 and 5 hrs).
However, a doser-dependent inhibition of spontaneous maturation was noticed only after 20
hours of culture. These effects of db-cAMP on spontaneous maturation of oocytes in vitro are
comparable to the findings already reported. From the present findings, it appears that the
cumulative, effects of cumulus cells and db-cAMP in the inhibition of spontaneous maturation in
CEOs are much stronger than those without the cumulus ceells (Dd oocytes).

One possible mechanism by which cAMP levels in the oocytes may be towered during
the maturation process is through degradation by cAMP-phosphodiesterases (PDE). This
hypothesis was further strengthened by observations that cAMP-PDE inhibitor
(methylisobutylxanthine; MIX) directly inhibit oocytes maturation. In the present study, we have
used sperm motility stimulators pentoxifylline and caffeine to explore their role on spontaneous
maturation of CE and Dd oocytes in vitro. Pentoxifylline completely inhibited maturation of CE
oocytes during initial hours of incubations. However, a dose-dependent inhibition of maturation
by pentoxifylline was observed when the culture period extended for 20 hrs (Fig. 4).
Pentoxifylline (1.0 mM) was also found to inhibit maturation of Dd oocytes significantly at all
time points studied; though at a reduced potency (Fig.5). Similarly, various doses of caffeine
completely inhibited CE oocyte maturation at all the time points except at 0.2 mM dose (Fig.6).
A significant inhibition of Dd oocyte maturation by caffeine (1.0 mM) was also noticed but the
inhibition level was higher compared to 1 .0 mM of pentoxifylline. Previous, studies using
mammalian as well as non mammalian oocytes have also shown that cAMP-PDE inhibitors
(MIX and Theophylline), which are reported to increase cAMP levels inhibited oocyte maturation
in vitro. Based on the present study we suggest that the cumulus cells maintain the meiotic
arrest probably by synthesis and transfer of inhibitory levels of cAMP from cumulus cells to
oocytes and disruption in the flow of cAMP to oocytes accelerate the resumption of meiosis. On
the other hand, the cAMP-PDE inhibitors, caffeine and pentoxifylline might be exerting inhibitory
effects on, spontaneous maturation of CE and Dd oocytes possibly by elevating cAMP level.
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Lkkjka’k

nks izdkj ds QkWlQsMkbVjsl lan;dksa ¼vFkkZr dSfQu vkSj isuhVksDlhfQfyu½ rFkk lh,,eih dh
dyk ikjxE; lg/kfeZrk ds dwVd&vuqcU/k vkSj fujkor̀ fMEck.kq&dksf’kdkvksa dh ifjiDork ij iM+us
okys izHkkoksa ds ckjs esa bu foVªks vUos"k.k fd;k x;k FkkA ;kafxd :Ik ls fujkor̀ fMEck.kqtuu dksf’kdkvksa
dks geksZu;qDr ek/;e ls lao/kZu djus ij Å"ek;u ¼47.67± 9.08 %½ ds 3 ?k.Vs Ik’pkr fMEck.kqtuu
dksf’kdkvksa dh ifjiDork nj esa egRoiw.kZ o`f) ntZ dh xbZ Fkh rFkk ;g o`f) 5 ?k.Vs ds lao/kZu ds
Ik’pkr c<+dj 83.53±2.77% gqbZ ikbZ xbZ FkhA 20 ?k.Vs ds lao/kZu ds Ik’pkr fMEck.kqtuu dksf’kdkvksa
dh ifjiDork nj lokZf/kd ik;h xbZ FkhA nwljh vksj fMEck.kqtuu dksf’kdkvksa ds bnZ fxnZ ekStwn dwVd
dksf’kdkvksa }kjk m’ek;u ds izkjfEHkd dky ¼3 ?k.Vs] 9.09±4-95% 5?k.Vs] 32.11±8.14%) esa ifjiDork
nj esa egRoiw.kZ deh vkbZ FkhA fdUrq Å"ek;u ds 20 ?k.Vs ds Ik’pkr dwVd dksf’kdkvksa dk fMEctuu
dksf’kdkvksa ij laned izHkko fujLr gks x;k Fkk rFkk ifjiDork nj fujkor̀ fMEctuu dksf’kdk oxZ ds
leku ¼fujkòr] 97.78±2.03% vs dwVd vuqca/k] 90.15±2.79% ½ FkhA blh izdkj Å"ek;u ds izkjfEHkd
dky esa Mhchlh,,eih Fkh fofHkUu Mkstksa ¼[kqjkdksa½ us fMEck.kqtuu dksf’kdkvksa dh ifjiDork izfØ;k dks
iwjh rjg ls la;fer dj fn;k x;k FkkA isuhVksDlhfQfyu vFkok dSfQu }kjk dwVd vuqca/k rFkk fujkor̀
fMEck.kqtuu dksf’kdkvksa dks vf/kd l’kDr ik;k x;k FkkA v/;;udky esa izR;sd le;&fcUnq ij ;g
ns[kk x;k Fkk fd dwVd vuqca/k dh ifjiDork dk dSfQu ¼&0-4,e,e½ }kjk iwjh rjg ls laneu dj
fn;k x;k FkkA dwVd vuqca/k fMEck.kqtuu dksf’kdkvksa dh ifjiDork laca/kh isuhVksDlhfQfyu }kjk
laneu Mkst ij vk/kkfjr Fkk] tks m"ek;u ds 20 ?k.Vs ckn ;g ns[kk x;k FkkA blds vfrfjDr v/;;u
ds lHkh le;&fcUnqvksa ij fujkor̀ fMEck.kqtuu dksf’kdkvksa dh ifjiDork izfØ;k] isuhVksDlhfQfyu rFkk
dSfQu] nksuksa dh 1,e,e Mkst ls egRoiw.kZ :Ik ls ;g fu’d’kZ feyrk gS fd dwVd dksf’kdk;sa
fMEck.kqtuu dksf’kdkvksa dh ifjiDork izfØ;k dks izkjEHk gksus nsus esa foyEc djrh gSa] lEHkor% ,slk
la’ys’k.k rFkk lh,,eih ds fMEck.kqtuu dksf’kdkvksa esa LFkkukUrj.k ls gksrk gS vkSj lEHkork
isuhVksDlhfQfyu rFkk dSfQu fMEck.kqtuu dksf’kdk&Lrjksa ij izR;{k vuqfØ;k djrs gSa ftlls bu&foVªks
ifjiDork izfØ;k dk laneu gksrk gSA
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INTER-STATE VARIATION IN AVAILABILITY AND USE

OF ELECTRONIC MEDIA FOR FAMILY WELFARE

PROGRAMME IN INDIA

P.L. Trakroo*

ABSTRACT

This paper examines the socio-demographic profile of women in the reproductive age in
India and assesses the possession of electronic media in their households and their use. It also
analyses the extent to which family planning messages have been heard or seen on electronic
media. The paper proves that education of women effects the use of electronic media by them to
a great extent to know more about family welfare. Kerala with the highest literacy rate had a fertility
rate of less than two, while other States with lower literacy rates had fertility rates which were 4
and above, It was ahaming to know that in larger States 60 to 70 per cent of women had never
been exposed to any media.

The family planning programme has from the beginning remained a centrally sponsored
programme and so are the lEC policy and funding guidelines to the States. The broad outline of
implementation and monitoring strategies of this programme are normally provided by the Central
Government. Very few State Governments have introduced changes in their programme
operations including lEC. The experiment with newer strategies has remained limited in scope
and nature. In such situations, lEC strategies do not necessarily identify and recognise the
intricate web of cultural diversities and socio-cultural dimensions. Communication activities are
essentially required to generate sustainable processes at the individual, family and community
levels. Communication efforts have to be continuous, consistent and holistic in nature so that a
process is generated which is sustainable and effective in reaching the people and influencing their
behaviour.
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This paper assesses the inter-State variations in terms of (a) availability and use of
electronic media by women in the reproductive age in India; (b) the inter-spouse communication
as reported by women for determining either contraceptive use or the family size; and (c) the
knowledge of women in reproductive age about legal age at marriage for boys and girls.

Data utilised for this paper have been derived from National Family Health Survey
(1992- 93) which was conducted to provide national and State level data on fertility, nuptiality,
family size, preferences, knowledge and practice of family planning, the potential demand for
contraception, the level of unwanted fertility and host of other issues regarding mother and child
health. The content and design of questionnaires were based only on DS Model-B which are
designed primarily for use in countries with low contraceptive prevalence rates. The sample size
of each State was specified in terms of target number of interviews with eligible couples. From
all the States 89,777 women in the reproductive age group were interviewed, of whom 27,534
were from urban areas and 62,243 were from rural areas.

Demographic and Social Scenario of Women in Reproductive Age in India (Table 1 (A
and B)

In India, women have remained late entrants in the use of developmental initiatives
which were started after independence. Their quality of life has remained fairly low for a long
period of time in spite of the determined efforts made by the government, non- government,
international and bilateral agencies. The intensive programmes for improving the educational
status of girls, the provision of women representation in local self-governmental institution
(Panchayati Raj) through 73rd amendment in the Indian Constitution, the reproductive health
services specifically for the mother and child care; and income generating programmes for
women are some important initiatives which helped empowering women in India. The profile of
Indian women has been examined on limited variables in the NFHS survey such as (a) literacy;
(b) infant mortality rates; (c) life expectancy of women at birth; (d) couple protection rates; (e)
total fertility rates and (f) sex ratio.

Achievement in literacy rate of women is an important determinant of their
empowerment. In India, although overall educational achievements are fairly poor when
compared to other developing countries, women in particular have received some attention
towards education, except in smaller States like Goa, Kerala and Delhi. In other States, more
than 42 per cent of women continue to be illiterate. The situation is depressing in some of the
larger States such as Uttar Pradesh, Rajasthan, Madhya Pradesh and Bihar, where only less
than one-fourth of all
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women in the reproductive age are literate. Following the same trend, the total fertility rate
(TFR) of women is fairly high (4 and above) in these States (including Haryana) where literacy
rates among women in the reproductive age is low. The other States having TFR between 3
and 3.9 are Punjab, Gujarat, Maharashtra, Andhra Pradesh, Assam and Karnataka. Only Kerala
had a total fertility rate of less than 2. This shows a positive co-relation between achievements
in educational levels and total fertility rates in various States in India.

The couple protection rate (CPR) is an indirect method to assess the effectiveness of
the family planning programme. The larger States of Uttar Pradesh, Rajasthan, Bihar, Assam,
Madhya Pradesh, Andhra Pradesh and West Bengal had lower CPR ranging between 20 and
39 per cent. In these States the crude birth rate was equally higher also. Only in case of Punjab,
couple protection rate was 73 per cent and birth rate was 27.1. In smaller States like Kerala,
Goa and even in Tamil Nadu, the birth rates had already shown a decline. It was in these States
that couple protection rates are markedly higher than 67 per cent except in Tamil Nadu where it
was only 51.3 per cent.

Infant mortality rate (IMR) is yet another important sensitive index of the quality of life
among women. In India, large variation exists among different States. In smaller States such as
Kerala and Goa, IMR was 17 and 20 per 1000 live births. In larger States of Madhya Pradesh
and Uttar Pradesh, the IMR was 104 and 98 respectively which was much higher than the
national average of 72. In other larger States such as Rajasthan, Bihar, Karnataka and Assam,
IMR was much higher than the national average. In Haryana, the IMR was 75. In this case also,
it is observed that larger States like Rajasthan, Bihar, Uttar Pradesh, Madhya Pradesh,
Kamataka and Assam had higher IMR, lower CPR and higher birth rates. These are the
indications of low quality of life being lived by women in these States.

Another important indicator of quality of life is the life expectancy of women at birth. Life
expectancy of women was found to be the highest among Kerala women (72.3 years) and the
lowest among the women from Uttar Pradesh (49.6 years). In the States of Madhya Pradesh,
Bihar, Rajasthan and Assam, the expectancy of life among women ranged between 53.6 and
56.2 years. However, in other States life expectancy was higher than 60 years.

The sex ratio was found to be fairly low in the States of Haryana (865 per thousand
males), Uttar Pradesh (879) and Andhra Pradesh (872). In the States of Kerala (1036),
Himachal Pradesh (976) and Tamil Nadu (974), the rates are above the national average.
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Electronic Media Availability and their Use by Women in Reproductive Age in India

The socio-economic development scenario in Indian States has remained intimately
related to the extent of exposure to media. From the overall human development index point of
view, the larger States of Uttar Pradesh, Madhya Pradesh, Bihar and Rajasthan (popularly
known as Hindi belt) have remained fairly low on this index, meaning thereby that their overall
media exposure was also low.

Radio and television are powerful media and their reach has almost covered between 90
and 98 per cent of the geogrpahic area of the country. In larger States of Uttar Pradesh, Bihar,
Madhya Pradesh, Rajasthan and Assam, the possession of radio in households was fairly low
with only one-third of them possessing radio sets. In population-wise, smaller States like Kerala,
Goa, and Jammu and Kashmir, more than 60 per cent of households were possessing radio
sets in their households. In other States, the range of households possessing radio sets was
between 41 and 51 per cent. In economically developed States such as Punjab, Haryana,
Himachal Pradesh and Karnataka, around half of the households possessed radio sets. In India,
radio is available in around 59.4 per cent of the households. Further, bigger States have lesser
number of households and smaller States have higher number of households are in possession
of radio sets. It had also been established that around 40 per cent of households in India do not
possess radio which directly influence their level of awareness of various developmental
initiatives undertaken by the government.

When women were assessed about their listening habits to radio, it was found that in the
States of Goa,. Delhi, Kerala, Andhra Pradesh, Jammu, Karnataka and Tamil Nadu, the range
of women who listen to radio programmes was between 60 and 70 per cent. In bigger States of
Uttar Pradesh, Madhya Pradesh, Bihar, Rajasthan and Assam, the range of women listen to
radio was between 26 and 33 per cent, almost half of what had been the case in smaller States.
In other States, around 47 per cent of women listened to radio. In almost all States, number of
women who listened to radio was always more than the number of women who possessed the
radio sets. However, in Haryana, Bihar, Madhya Pradesh, Rajasthan and Punjab, listening to
radio was comparatively less than its possession. Further, in larger States, the radio listeners
had been lower in comparison to smaller States where the percentage of such women had been
above 60 per cent.
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The situation in relation to ownership of television among households in India was fairly
dismal. In States of Bihar, Uttar Pradesh, Rajasthan, Madhya Pradesh, Assam, West Bengal
and Kerala, the possession of television in households was between 10.6 and 19 per cent. In
economically progressive States like Punjab (51.9%), Haryana (40.3%), and Jammu (37.9%),
the percentage of owning television sets varied between 38 and 52 per cent. Comparatively,
availability of television sets was found to be lesser among socio-economically weaker and
larger States of the country. Even in health-wise progressive State like Kerala, only 19.2 per
cent of households owned television sets. However, the possession of radio, a cheaper option
among electronic media in this State was around 60 per cent and radio listening audience
among reproductive women was much higher i.e. 73.3 per cent.

The viewership of television was high in all the States of the country. The lowest
viewership of television among women in the reproductive age group was from Bihar (12.7%)
and the highest was from Delhi (82.8%). In States such as Rajasthan (17.9%), Bihar (12.7%)
and Assam (18.0%), less than 20 per cent of women were viewing television at least once in a
week. In these States, the availability of television sets was equally poor. However,
comparatively television was gaining viewership at a faster rate than radio.

Before the advent of television, watching cinema was an important medium of
entertainment and dissemination of information. Each cinema house in India was expected to
screen a documentary film in order to increase awareness of government programmes among
the viewers. However, after the advent of V.C.P. and V.C.R., the cinema is gradually loosing its
attraction and attention. A sharp variation in visiting cinema was observed among various
States of the country. In States like Goa, Delhi, Assam, Rajasthan, Himachal Pradesh, Jammu,
Gujarat, Punjab and Haryana, only 2 to 9 per cent of women in the reproductive age were
watching cinema at least once a month. However, in States of Tamil Nadu (42.6%), Karnataka
(30.3%) and Andhra Pradesh (48.8%), a higher percentage of women watching cinema at least
once a month. The data show that women in the reproductive age from South Indian States
visited cinema more frequently than the North and central Indian States. Interestingly, the
ownership of television in high cinema going States of Tamil Nadu, Karnataka and Andhra
Pradesh was fairly low.

Irrespective of the fact whether women in their household owned electronic media or
not, the alarming situation was that in larger States women between 60 and 70 per cent had
never been exposed to any media. The reach of TV or radio may seemingly be high but its
effective reach in Uttar Pradesh, Assam, Rajasthan,
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Madhya Pradesh and Bihar was fairly dismal that shows one-forth of them was ever exposed to
these media. In other States such as West Bengal, Punjab, Himachal Pradesh, Gujarat,
Maharashtra and Haryana, more than one-third of women in the reproductive age group was not
exposed to any media.

Age at Marriage

The age at which women in India seek marital alliances has bearing on their fertility
span. A general assumption is that women having accurate knowledge about legal age at
marriage of boys and girls would normally ensure that their children would not marry earlier than
the prescribed age. Two important observations emerged from the data. The first being that
higher proportion of women from all States knew accurately the correct age at marriage for girls
than of boys. In case of Assam, only 4 per cent of the women knew the legal age at marriage of
males. Even in West Bengal (107%), Tamil Nadu (19.6%), Bihar (12.8%), U.P. (17.7%), M.P
(15.9%) and Rajasthan (18%), a very low percentage of women could accurately, specify the
age at marriage of males. Even in progressive States like Kerala and Goa, just over one-fourth
of women could correctly state the age at marriage of males.

In States like Kerala (65.3%), Delhi (65.4%), Himachal Pradesh (56.3%) and
Maharashtra (49.1%), women accurately knew the legal age at marriage of women. The least
number of women who could correctly state legal age at marriage of girls was from Assam and
Bihar (18.9%) followed closely by U.P. (26.9%) and M.P. (24.6%). In case of Goa, Tamil Nadu,
West Bengal, Gujarat and Jammu, only one-third of women correctly stated the legal age at
marriage among women. However, for Haryana and Punjab, more than 40 per cent of women
were able to state the legal age at marriage of girls correctly.

Inter-Spouse Communication

It is observed that inter-spouse communication facilitates the acceptance of fertility
regulating methods and even decisions about family size. In order to assess the extent of inter-
spouse communication among women in the reproductive age group, they were specifically
asked to state the frequency of such communication for promoting family welfare. It was found
that a high proportion of women in the reproductive age from the States of U.P. (51.9%), M.P.
(63.2%), Bihar (60.1%), Andhra Pradesh (57.8) and even Tamil Nadu (51.9%) had never
discussed family planning issues with their husbands. Even in progressive States like Goa
(41.3%), Himachal Pradesh (42.0%), Gujarat, West Bengal and
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Maharashtra (40 to 42%), more than 40 per cent of women had never discussed about this
issue with their husbands. On this issue, urban women were found to be better than rural
women.

TABLE 1 (A)
ELECTRONIC MEDIA OWNERSHIP AND EXPOSURE TO FAMILY WELFARE

AMONG WOMEN N INDIA

(PRIVATE) Knowledge about legal Knowledge of Non- Accepta
age at marriage known contraceptives Acceptability of of mess

correctly messages of of F.W.

F.W.

Boys Girls Any Source

method known

Madhya Pradesh 15.9 24.6 80.7 80.5 12.6 50.0
Uttar Pradesh 17.7 26.9 95.7 77.8 10.6 50.3

Rajasthan 18.0 26.9 76.4 76.3 7.8 55.1

Bihar 12.8 18.9 88.1 88.0 11.6 37.5

Andhra Pradesh 27.5 38.0 94.5 94.5 3.1 86.7

Haryana 27.0 40.9 98.3 98.2 6.7 82.2

Assam 3.8 18.8 92.1 89.7 4.7 85.3

Gujarat 23.6 33.7 94.4 94.0 4.5 81.4
Jammu &
Kashmir

21.7 33.9 97.6 97.5 5.5 79.9

West Bengal 10.7 31.6 95.2 92.8 5.8 83.5

Maharashtra 31.4 49.1 95.6 95.6 13.1 77.4

Kamataka 23.7 40.9 96.7 96.1 4.8 77.8

Hlmachal
Pradesh

28.9 56.3 97.6 97.5 6.5 84.1

Tamil Nadu 19.6 38.9 97.7 97.6 3.3 92.5

Punjab 33.0 41.1 99.5 99.4 3.3 81.8

Kerala 27.6 65.3 98.8 98.7 6.8 87.4

Delhi 50.5 65.4 94.5 93.9 - -

Goa 24.7 35.9 95.7 95.3 4.7 63.4

*Data for Kashmir division were not available
U - Not available
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TABLE 1 (B)

ELECTRONIC MEDIA OWNERSHIP AND EXPOSURE TO FAMILY WELFARE
AMONG WOMEN N INDIA

(PRIVATE ) Owning Listenin Owning Watchin Watchin No inter- No
Radio to Radio T.V. T.V. Cinema spouse Regularly

communi
cation

Exposed
To an/
Media

Madhya Pradesh 33.1 32.7 19.1 26.7 10.0 63.2 59.0
Uttar Pradesh 32.6 29.0 16.8 19.0 4.1 51.9 64.5

Rajasthan 32.7 27.2 16.6 17.9 5.2 55.5 69.9

Bihar 26.9 25.9 10.6 12.7 5.2 60.1 70.5

Andhra Pradesh 42.9 62.4 17.8 39.1 48.8 57.8 24.8

Haryana 50.0 42.2 40.3 49.0 2.0 32.7 39.9

Assam 29.9 32.8 17.8 18.0 4.2 21.3 60.9

Gujarat 41.0 47.0 24.4 39.4 9.5 -41.5 44.6

Jammu &
Kashmir*

62.7 64.2 37.9 50.1 2.5 37.9 27.8

West Bengal 43.7 46.3 19.1 33.3 16.1 41.3 38.7

Maharashtra 43.0 52.3 30.4 46.4 14.9 40.2 37.2

Kamataka 51.7 62.9 21.9 39.5 30.3 42.4 29.9

Himachal
Pradesh

50.0 54.6 32.2 47.1 2.9 42.0 33.2

Tamil Nadu 43.9 59.7 20.0 50.4 42.6 51.9 22.0

Punjab 50.8 42.0 51.9 57.3 2.3 30.5 34.5

Kerala 59.9 71.3 19.2 42.2 18.3 38.6 20.8

Delhi U 63.6 U 82.8 5.7 U 13.3

Goa 65.0 69.3 49.1 70.6 3.9 41.3 14.8

*Data for Kashmir division were not available
U- Not available

Lkkjka’k
bl ys[k esa iztuu vk;q oxZ dh Hkkjrh; efgykvksa dh lkekftd&tukafddh; fLFkfr dh leh{kk

djus ds lkFk&lkFk muds ?kjksa esa miyC/k bySDVªksfud ehfM;k midj.kksa vkSj muds iz;ksx laca/kh
vkadyu izLrqr fd;k x;k gSA izLrqr ys[k esa ;g fo"ys"k.k Hkh fd;k x;k gS fd bySDVªksfud ehfM;k
midj.kksa ij ifjokj fu;kstu laca/kh lans’k fdl lhek rd lqus vkSj ns[ks tkrs gSaA ys[k esa ;g Hkh fl)
fd;k x;k gS fd efgykvksa dk f’k{kk Lrj bySDVªksfud ehfM;k midj.kksa ds iz;ksx dks dkQh gn rd
izHkkfor djrk gSA dsjy esa lk{kjrk nj mPpre gksus ds dkj.k iztuu nj nks ls de gS tcfd vYi
lk{kjrk nj okys vU; jkT;ksa esa iztuu nj pkj rFkk blls vf/kd gSA ;g ckr pkSadk nsus okyh gS fd
cM+s jkT;ksa esa 60 ls 70 izfr’kr efgykvksa us dHkh fdlh ehfM;k midj.k dk mi;ksx ugha fd;k FkkA
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KNOWLEDGE OF SLUM ADOLESCENTS ABOUT COMMON CHANGES OF

SECONDARY SEXUAL CHARACTERS

Dalvir Singh*

ABSTRACT

The study clearly shows that the slum adolescents profoundly lack appropriate
and adequate knowledge of sexuality related matters. More than 50 per cent of
adolescents were aware of moustache and beard as common signs of secondary
sexual characters for boys. Knowledge of males regarding nightfall and pubic hair
(male) is 16.8 per cent and 12.9 per cent respectively. Approximately 25 per cent of
males were aware of menstruation and breast development as pubertal changes in
female and only 12 per cent knew pubic hair (female) as a secondary sexual character
among females. On the contrary, less than 10 per cent of female adolescents were
aware of nightfall and pubic hair (male) as pubertal changes among males. Regarding
female pubertal changes, more than 60 per cent of females knewmenstruation as a sign
of puberty but their awareness about breast development decreased to 40 per cent and
pubic hair (female) further decreased to merely 13 per cent as signs of puberty.

"Condom is a pill used by both male and female to prevent pregnancy," this was how a
few college students in Mumbai perceived the condom, says a Rockefeller-funded study on
adolescents, sexuality and fertility in India. The study findings suggest skewed knowledge on
sexuality among adolescents in the age group of 15-22, the target group of the study.

Apparently, adolescents both boys and girls have a very little knowledge about
reproductive anatomy, physiology, sex and contraception. Girls have almost no information and
boys are misinformed. The research coordinated by the Washington-based International Center
for Research on Women (ICRW)

*Consultant (Medical) RCH, National Institute of Health and Family Welfare, Munirka, New Delhi-110067.
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pointed out that the lack of knowledge about sexuality had serious implications in reproductive
health because lack of information could result in unintended pregnancies, sexually transmitted
diseases including AIDS, etc.

A part of the study conducted by the Tata Institute of Social Sciences (TISS) in Mumbai,
focussing on college going youths in the low income bracket found that the main sources of
information regarding sex were pornographic films, magazines and friends. A parallel sub study
by the Pune-based KEM Hospital and Research Centre similarly found that the knowledge
about reproductive health was generally incomplete. The study found that existing reproductive
health services did not serve adolescents and despite suffering from infections of the
reproductive tracts, the target group did not utilize health centres. Vellore-based Christian
Medical College found that adolescents did not use contraceptives for spacing. More seriously,
induced abortions were used as spacing method and adolescents mainly visited quacks for
abortions. At the main hospital in Solapur, a sleepy little town of Maharashtra, 30 per cent of the
abortion seekers were under 15 years of age. A recent report of UNFPA (United Nations Fund
for Population Activities) on adolescents in India suggests a high level of premarital sexual
activity among the adolescents and specially the males. In most cases these males sought out
sex workers for their first sexual experience. It is worrying because most of this is unprotected
sex leaving the adolescents vulnerable to AIDS/HIV virus. This study also reveals that
awareness of HIV/AIDS is low across all ages and education levels. The majority of information
on sexual and reproductive issues is obtained from peers which could be misleading and
inaccurate. According to a UN agency, the incidence of AIDS is shifting towards the youngs and
women. It says 50 per cent of all new infections are being reported from the age group of 10 to
25.

According to a survey conducted by the Central Social Welfare Board covering six
metropolitan cities of India, it was found that the number of women and children, who fell victims
of commercial sexual exploitation, was between 70,000 and 1,00,000. It also revealed that
about 30 per cent of them were below 18 years of age.

MATERIALS AND METHOD

This paper is a part of the thesis "Assessment of Communication Needs about Sexuality,
RTI, STD and AIDS among Slum Adolescents" undertaken at Nand Nagari, Delhi. The level of
knowledge regarding common pubertal
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changes among the slum adolescents is analysed in this article. It is based purely on survey
research design and descriptive in nature.

Out of the total sample size of 200 adolescents chosen randomly ranging from 15-20
years of age, 54.5 per cent belonged to 15-17 years and 45.5 per cent to 18-20 years. 53.5 per
cent constituted males and 46.5 per cent were females. 6.5 per cent of adolescents were
married and 93.5 per cent were unmanned population (dominant). Education wise, 11.5 per
cent were graduates, 16.5 per cent were intermediates, 20.0 per cent were high school pass,
dominated by 45 per cent middle pass and only 7.0 per cent of adolescents were primary pass.

Data Collection

Interview schedule was prepared both in Hindi and English to collect relevant data. The
interview schedule consisted of sexuality related matters, out of which secondary sexual
characters were chosen for assessment of knowledge. The secondary sexual characters were
grouped into mainly two subheads, male and female, in the interview schedule.

Moustache and beard; Night fall/genital development; and Pubic" hair were considered
for males. Menstruation; Breast Development; and Pubic hair were considered for girl's
secondary sexual characters.

Interview method and focus group discussion were used to collect data from the
respondents. All the responses were coded as per coding plan.

Assumption

The slum adolescents are thought to be lacking basic knowledge of various aspects of
sexuality; as their parents are uneducated, socio-culturally backward, poor and orthodox. The
adolescents totally neglected their reproductive health and ashamed of telling their sexuality
related problems to their parents. They generally discuss such problems with peers who are
misinformed. RTIs are very common among the adolescents but refrain from availing of the
available health services. They are often seemed to be consulting the quacks or dais readily
available in such areas which is dangerous and detrimental to their health. STDs are also
common due to premarital or extra marital relations and could develop HIV/AIDS. The
unintended pregnancies are
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terminated by the quacks or untrained dais which result in high mortality and morbidity among
adolescents.

FINDINGS AND DISCUSSION

It is clear from Table 1 that only 58 per cent of adolescents were aware that moustache
and beard are the initial visible indications of puberty in males-and remaining 42 per cent were
not knowledgeable. Merely 12 per cent of slum adolescents knew that Nightfall and genital
development are the initial features of pubertal changes among males and 88 per cent had no
knowledge of these changes that taken place in their body. Regarding Pubic hair development
among the males, only 12.5 per cent of adolescents could answer correctly whereas the
remaining 87.5 per cent (Majority) could not answer. The findings suggest that these slum
adolescents need an intensive education regarding 'how and what physical changes' take
place when an individual pass through adolescent period.

TABLE 1
SECONDARY SEXUAL CHARACTERS (MALE)

(i) Moustache & Beard
Response Male

(%)
Female
(%)

Graduate
(%)

Interme-
diate (%)

High
School
(%)

Middle
(%)

Primary
(%)

Total

Correct 55.10 61.30 56.50 42.40 70.00 60.00 50.00 58.00

Incorrect 44.90 39.70 43.50 57.60 30.00 40.00 50.00 42.00

(ii) Nightfall/ Genital Deve lopment

Correct 16.60 6.50 34.80 15.20 12.50 5.60 7.10 12.00

Incorrect 83.20 93.50 65.20 84.80 87.50
_

94.40 92.90 88.00

iii) Pubic Hair (Male)

Correct 12.90 10.90 26.10 21.20 12.50 7.80 0.00 12.00

Incorrect 87.10 89.10 73.90 78.80 87.5 92.20 100.00 88.00

In response to menstruation as a feature of secondary sexual character in females,
only 43.3 per cent of adolescents could reveal correct answer, of which, majority of females
responded correctly than males. 56.7 per cent could
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not respond correctly (Table 2). Only 31.5 per cent of slum adolescents know about the Breast
development as a feature of pubertal changes among females whereas remaining 68.5 per
cent had no knowledge about this. Merely 16.5 per cent of adolescents were knowledgeable
regarding Pubic hair (female) as one of the features of Puberty among females and rest 83.5
per cent (majority) did not know about it. (Table 2). Here girls had better knowledge of physical
changes that take place in their body during adolescent period as compared to boys.

TABLE 2
SECONDARY SEXUAL CHARACTERS (FEMALE)

i) Menstruation
Response Male

(%)
Female
(%)

Graduate Interme-
diate (%)

High
School
(%)

Middle
(%)

Primary
(%)

Total
(%)

Correct 26.20 63.40 78.20 54.50 50.00 32.20 .14.30 43.30

Incorrect 73.80 36.60 21.70 45.50 50.00 67.80 85.70 56.70

ii) Breast Development

Correct 24.20 38.80 56.50 42.20 32.50 23.30 14.30 31.50

Incorrect 7580 61.20 43.50 57.80 67.50 76.70 85.70 68.50

iii) Pubic Hair (Female)

Correct 12.10 12.90 26.10 18.20 22.50 13.30 0.00 16.50

Incorrect 87.90 87.10 73.90 81.80 77.50 86.70 100.00 83.50

The above findings clearly show that the slum adolescents under study profoundly lack
the knowledge of sexuality component, i.e., pubertal changes. These are inevitable and basic
physical and physiological changes each one of them might have come across. Moustache and
beard are very common pubertal changes, mentioned by just half of the adolescents. Very few
adolescents, i.e., 12-16 per cent knew specific criteria like nightfall, pubic hair (male and
female) only. Females were seen quite ignorant of pubertal changes. Higher educated
adolescents had better knowledge of pubertal changes than the lower educated adolescents.

When all the six criteria taken together (Table 3) it was observed that 3.7 per cent of
males and no female could tell all the 6 criteria correctly as indications of development of
secondary sexual characters. 3.7 per cent of males and 3.2 per cent of females could answer
the five criteria correctly (except pubic
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hair (female). 5.6 per cent of males and 15.1 per cent of females replied correctly 4 of the six
criteria (except breast development and pubic hair (female). 8.4 per cent of males and 21.5 per
cent of females responded correctly first 3 of the six criteria. 15.0 per cent of males and 23.7
per cent of females could answer the first 2 of the 6 criteria correctly. 28.0 per cent of males
and 16.1 per cent of females gave correct answer to first 1 of the 6 criteria and 35.5 per cent of
males and 20.4 per cent of females did not reply any of the six criteria.

TABLE 3
SECONDARY SEXUAL CHARACTERS MALE AND FEMALE TAKEN

TOGETHER
No
Response
to any
(0-0)

One
Correct
Answer
(1-0)

Two
Correct
Answer
(2-0)

Three
correct
Answers
(3-0)

Four
Correct
Answers
(4-0)

Five
Correct
Answers
(5-0)

Six
Correct
Answers
(6-0)

Male 35-50 (%) 28.00% 15.00% 8.40% 5.60% 3.70% 3.70%

Female 20.40% 16.10% 23.70% 21.50% 15.10% 3.20% 0.00%

CONCLUSION

The study concludes that the slum adolescents profoundly lack appropriate and
adequate knowledge of sexuality or sexuality related matters. Regarding pubertal changes,
girls had better knowledge as compared to boys. Education had influence on the knowledge of
the adolescents regarding the development of secondary sexual characters. None, but only
sex education incorporated in the school/college curriculum can fill up the gaps by updating
their knowledge. IEC activities through NGOs can be accelerated to enhance their knowledge.
This study can be utilized as a model in public interest for decision making at appropriate
levels.
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Lkkjka’k

izLrqr v/;;u ls ;g Li"V gksrk gS fd efyu cLrh esa jgus okys fd’kksjksa esa ;kSu laca/kh ekeyksa

ds ckjs esa mfpr rFkk Ik;kZIr Kku dk vR;Ur vHkko gSA 50 izfr’kr ls vf/kd fd’kksjksa dks ;g

tkudkjh Fkh fd fd’kksjkoLFkk esa yM+dksa esa nk<+h&ewwNsa vkuk LokHkkfod ifjorZu izfØ;k gSA Loiunks’k

rFkk t?ku&jksekoyh ¼iq:"kksa esa½ ds ckjs esa Øe’k% 16-8 izfr’kr rFkk 12-9 izfr’kr fd’kksjksa dks tkudkjh

ikbZ xbZ FkhA yxHkx 25 izfr’kr fd’kksjksa dks ;g tkudkjh Fkh fd fd’kksjkoLFkk esa efgykvksa esa jDrlzko

gksuk rFkk Lruksa dh fodkl izfØ;k izkjEHk gks tkrh gSA dsoy 12 izfr’kr dks gh ;g tkudkjh Fkh fd

;kSu y{k.kksa esa ifjorZu ds dkj.k efgykvksa esa t?ku&jksekoyh dk fodkl gksrk gSA blds foijhr 10

izfr’kr ls Hkh de yM+fd;ksa esa gh ;g gksrs gSaA efgykvksa esa ;kSoukoLFkk laaca/kh ifjorZuksa dk tgka rd

laca/k gS 60 izfr’kr ls vf/kd fd’kksfj;ksa dks ;g tkudkjh Fkh fd jDrlzko gksuk ;kSou izkjEHk gksus dk

y{k.k gS] Lruksa ds fodkl ds ckjs esa dsoy 40 izfr’kr dks rFkk t?ku&jksekoyh ds ckjs esa dsoy 13

izfr’kr dks gh tkudkjh Fkh fd ;g ifjorZu ;kSou izkjEHk gksus dk y{k.k gSA
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