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ABSTRACT

Human migration is physical movement by humans from one area to another, sometimes over
long distances or in large groups. The movement of populations in modern times has
continued under the form of both voluntary migration within one's region, country, or
beyond and involuntary migration (which includes the sl ave trade, trafficking in human
beings and ethnic cleansing). Migration is a positive phenomenon and if regulated and
managed properly can reap in benefits for both the sending and receiving regions. Inter -state
labour migration is an important feature of  the Indian economy. Most of this movement has
been from the most populous and poorest states with net in -migration being higher for the
more developed states. Gujarat, Orissa and Bihar provide an interesting contrast in terms of
migration. Migration is not an age-old trend among tribal population of Ganjam district.
From last decade only, the tribal adolescents have started migrating in search for better and
developed live beyond their own habitat. The processes of migration are deep rooted in the
socio-economic patterns of tribal life style because they are illiterate and sufficient
livelihood incomes are not met for sustainability. Hizlikut and Purrusottampur block are two
most migrant prone block of Ganjam district. The geographical condition is the main reason
for not having better communication facility and connectivity among the villages as well as
with other corresponding areas. Lower education level, lack of perennial livelihood sources
and unreached health facilities makes the present days adolescent s attracted towards the

urban life style.
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INTRODUCTION

Migration from Odisha has a long history. The Oriya merchants had trade links with other
parts of the country as well as within states during different seasons. Poverty and migration
have always been interrelated in Orissa. The poverty profile shows that income poverty is
higher in Orissa than in the rest of India. The proportion of people below the poverty line is
estimated at 47.13% compared with 26.1% in the whole of India. It is because of high
concentration of Tribal population in the southern region. Poverty ratio is 85.5% in the
southern region than rest of state. Migration of the Oriya to the industrially developed
places is a recent phenomenon. Seasonal migration has become an important livelihood
strategy for many Oriya. Lakhs of people migrate to the other places for working as wage
labourers. The Adivasis, Harijans and Tribal class villagers are always struggling for their basic
need (i.e. food). After the harvest, the villagers who are engaged in paddy field become
jobless. Hardly have they got any opportunities in their villages to maintain  their daily
expenditure. Without second thought, they have to leave their villages and their homes in
search of 'work for food' and start their journey to the neighbour states/places for working in
income generating activities i.e. construction, weaving, hotels or as rickshaw- and cart
pullers. This is not a new story; it is being repeated every year since 1965.

Migration is a positive phenomenon and if regulated and managed properly can reap in
benefits for both the sending and receiving regions. Inter-state labour migration is an
important feature of the Indian economy. Most of this movement has been from the most
populous and poorest states with net in -migration being higher for the more developed states.
Guijarat, Orissa and Bihar provide an interesting contrast in terms of migration. This increase
in migration is essentially due to regional differences in the population pressure on land,
inequality of infrastructure, industrial development, and modernization of agriculture. In
particular, the developed a reas have increased demand for labour during specific seasonal
activities, especially sowing and harvesting in the case of agricultural activities. As this
demand often supersedes the availability of local labour, these developed regions offer a

higher wage rate and/or greater number of days of employment.

Hizlikut and Purrusottampur block are two most migrant prone block of Ganjam
district. The geographical condition is the main reason for not having better communication

facility and connectivity among th e villages as well as with other corresponding areas. Lower



education level, lack of perennial livelihood sources and unreached health facilities makes

the present days adolescents attracted towards the urban life style.
LITERATUREREVIEW

Migration from Orissa has a long history. The Oriya merchants had trade links with other parts
of the country as well as within states during different seasons. Poverty and migration have
always been interrelated in Orissa. The poverty profile shows that income poverty is higher in
Orissa than in the rest of India. The proportion of people below the poverty line is estimated

at 47.13% compared with 26.1% in the whole of India. It is because of high concentration of

Tribal population in the southern region.

Orissa has long been a major source area for migrants because of its highly unequal
land distribution, high levels of poverty among landless and marginal farmers and low levels
of human capital, industrialisation, urbanisation and diversification into non  -farm occupations
combined with poor governance. It suffers from multiple social, political and economic
disadvantages leaving the poor with few local opti ons for making a living. Action Aid
estimates that nearly 200,000 people migrate from Western Orissa to brick kilns surrounding
major cities of Andhra Pradesh (Action Aid, 2005). Research conducted under the DFID -funded
Western Orissa Rural Livelihoods Prgect (WORLP) in Nuapada and Bolangir shows a dominance
of STs and SCs in migration streams from these poor districts (Panda 2005).

The poorest and the richest as well as the upper castes did not migrate seasonally. In
Bolangir more than 90% migrants were going to work in brick -kilns in Andhra Pradesh. The
WORLP research also shows that although migration rates among females are lower than
males, significant numbers of females do migrate (39% of the migrants in Khariar block were
female).There were also many migrating children: male children (below 14 years) constituted
14.89% of the total number of migrants and female children (below 14 years) constituted
13.47% of the total migrating individuals in the sample.

Workers are usually recruited by an agent or co ntractor known as a Sardar or
Khatadar s. Thi s i s t he not orious oDadané
exploitative and led to the formulation of the Inter -State Migrant Workmen Act. At the time
of recruitment Sardars give the worker an advance and promise a wage which is to be
adjusted against the advance at the end of every month. But this promise is rarely kept. Brick
kiln workers are usually paid Rs 175-200 for 1,000 bricks made. They work for 12 to 15 hours,
sometimes 18 hours a day to make more money. Wages are settled at the end of the brick -

making season and it is common for the workers to be cheated because they are illiterate.
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OBJECTIVE OF THE STUDY

U To profile the adolescent migrant population in unorganized sector from the study
area

U To find out the reason for adolescent migration

U To find out the awareness on health issues during the adolescent migration

U To suggest for addressing vulnerability among migrants in coming days
METHODOLOGY
It was a cross sectional studies, covering randomly selected 100 adolescents from Hinzlikut
and Pursottampur block of Ganjam district of Orissa. Survey was conducted at individual
household level. The respondent selected was migrants for last three years and at least
stayed there for more than six months . All the migrants were covered during data collection
through questionnaire who have migrated to outside in search of work.
SAMPLING

Ganjam district which is considered to be most venerable in terms for risk for adolescent

migrants was selected. The proposed sample size for this quantitative study will be. All the
selected villages will be of more than 500 population and cases of migration persists in that
village. Only returned migrants will be considered for the main phase of interview. Looking at
the geographical spread and distribution of population 5 GPs will be selected. Around 10
retuned migrant in each village will be selected which will lead to a total of 100 respondents
to completely enumerate on the study. The selection of GP and the village wil | be random
from the alphabetical list of GPs in the district. The selection of respondents will be simple
random with respect to the total no of household after getting a general profile about the
villages. We have selected these two blocks of Ganjam district which is considered to be next
most venerable block in terms for risk for adolescent migrants in coming years. The proposed

sample size for this quantitative study

SI No No of GPs No of Villages No of Respondents

1 5 10 100

MAJOR FINDINGS

The study is observed that the rate of migration of females is comparatively low as
compared to male migrants. Female migrants accompany the male counterpart and unmarried
females go with their relatives. We visited almost all the study area but it was ver vy difficult
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to find 50 female respondents as the female migrants has been staying for a long duration in
one go and the frequency of coming home is less as compared to the males. Most of the
female migrants are unmarried and coming from economically very p oor joint families,

though some of them are married to the male migrants.

Age of the respondents: As our study focus upon the adolescents, we interviewed the
respondents between the age group of 15-19 yrs old, both boys and girls. The elder boys of
18years and 19 years have mostly been migrated for 2 -3 years influenced by the middlemen
and this age group has now replaced the role of the middleman. Being achieved the legal age,
take their own decision regarding livelihood, they are free from the legal juveni le laws.
Most y this age gr ol80 isiihe gudalsvorkers botheaehome land and at the
migration place, like the commuters as they have seasoned themselves in this process.

The younger group varying from 15 - 17 years are mostly school dropouts and not sufficient
intelligent enough to take decisions and adapt with new environment. Interestingly , as the
migrants are going in groups, living and working in new climate and coping with such

environment made easier by the other experienced member of the group.

Type of family of the respondents: It is a common practice among the villagers that the male

child of a family becomes separated from parents after getting married. Both unmarried girls

and boys of about 75 % of our respondents had been staying with parents and also participate

in earning livelihood for the family needs. Again, 23% of respondents are separated from their

parents after marriage and responsible for earning their daily bread for the family. The

female respondents of very poor famili es pref er to add a hand in the
and prefer to migrate for earning a better living for their parents. In few cases the female

respondents are married to male co -migrants while staying outside.

Occupation of the head of the househol d: Parents of 83 % of the respondents are either land -
less or unskilled labour having 0-2 acres of land. Cultivation and unskilled labour is the main
occupation of aggregation of the respondents. Practices from comparatively unproductive and
non-irrigated land, unavailability of perennial wage employment, undervaluation and
unavailability of reasonable market for Non Timber Farming Products collection and lack of
skill for earning livelihood from alternative sources had resulted in drastically low household
income of the respondents, which in times becomes badly insufficient to meet the basic

needs of the family members.



Table 84: Place of destination of migration

Places Percentage
Mumbai 28
Kerala 10
Surat 49
Vizag 13

Duration of stay by the respondents: The elder age group is more used with the process of
commuting and come home when there is a need of human resource at home place for
agriculture and other purposes. Some of them are not coming at all and the frequency of
coming home is very low. Half of our adolescents are long term migrants and another half has

started migration newly from last one year. Table -5

Duration of stay Percentage
0-6 Months 11
6-12 Months 9
More than 12 months 80

4.13 Health care facilities provided to the migrants at the place of migration

But 65 % of the respondents told that they had to take care of their health at their own
expenditure and only 35 % of respondents told that this facility was provided by the employer.
But most of the respondents expressed that they got better living conditi ons as compared to

their own home.

Reasons for Migration: From our study, it is revealed that Poverty, Livelihood and Education
are the underlying reasons for the migration of adolescents for search of better livelihood.

Having multiple reasons for migration, 51% of the respondents are migr ating for better money
followed by 10 % for family problem, 23 % for livelihood 8 % for better lifestyle and 8% for

repayment of loans. Chart 2
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Problem faced by respondents due to migration: Isolation from family is the most common
problem with less time with family, has been identified as the problem of 53 % Of the
respondents.26 % of the respondents and mostly females face social stigma due to the gender
status.7 % of the respondents told that they had been tortured by the employers by over
exploitation of work and under wage payment.5 % of the respondents felt problem for staying
and food at the migrated place.

Chart 3
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Problem faced by respondents due to migration : Being Born and brought up in the village
environment, the respondents are strangers to the mainstream life of outer world and not
used with the fast city life and high stress job condition.12 % of the respondents faced coping
problem with the new environment in terms of living condition, food and other high stress
etc.51% respondents hasbeen over faced food problem.51% faced health problems due to
change of food which lead to major and minor health issues.

Problems faced by migrants
4%

m food problem

H living condition problem

stress due to work

mno problem

Understanding of health issues: When asked about what comes in their mind in terms of
health issue, 36% respondent said diseases, 7% said hospitals, 15% responded with medicines,

10% with doctors and 12% said others. This question was asked to understand the
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understanding of their health consciousness. The comprehensive ideas of the respondents are
given in the pie chart. Chart 6
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Health issues faced after migration: The migrant workers face different types of health issues
after migration due to their physical labour, work related stress, non -availability of proper
facilities. The major problems faced by the migrant workers are phys ical problem like
injuries, diseases due to high amount of work pressure and lack of safety regulation at the
workplace. Chart 7

PHYSICAL PROPER IMPROPER MENTAL others
PROBLEMS  SANITATION MEDICAL  PROBLEM DUE
FACILITY FACILITIES TO STRESS

34% respondents said about the physical problem faced by them. Proper sanitation is another
problem faced the migrants. Very few of their residences and work places have proper
sanitation facility. Mostly they reside in very unhealthy places, in which they share small
rooms with the other fellow migrants because of high cost of residence and those places lack
basic facilities li ke sanitation.29% respondents mentioned sanitation as a problem faced by

them. This violates the human to clean working environment.
Diseases faced by family members after migration.

Out of 100 sample size, only 19% of the respondents whom have taken their family , said that

7% of them had dealt with jaundice, 3% has dealt with malaria.5% of them has reported of



yellow fever and malnutrition related diseases because most of them has not taken their

family wit h them the amount of no diseases was 83%. Chart 9
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Availability of health facilities at the workplace: It is observed that 35% of the respondents
reported not to have any basic health facilities in their work place, t hough the employers are
supposal to provide them with basic medical and health facilities. They lack basic health
facilities. The labourers working in the harsh circumstances and living in unhygienic condition
suffers from serious occupational health problems and are vulnerable to diseases.

Those working in quarries, construction sites and kilns suffer from various health
hazards |like Il ung disease, skin disease &etc. As

accidents are quite frequent. They dondt get prop

Availability o f health facilities in the nearby health centres; Migrants cannot avail various

health care facilities and family care programmes due to their temporary status. Free public

health care facilities and programmes are not accessible to them. When asked about the

availability of the facilities available in the  nearby health centres, the 26% of the respondents

said to be satisfied with the health centres and 76% was completely unsatisfied. Mostly they

do visit the private chambers of the doctors or the private ¢ linics. Private clinics are quite

expensive and charge a large amount of money. Health insurance and migrant workers:

Though the migrants | ead a very risky and vul ner ;
insurance. When asked about the health insurance only 25% people have done some kind of

insurance policy but the majority ofthe popul at i dane dmyairssurande.

The 25% of the respondents whom have done insurance, 10% of them spent Rs.500 and rest
15% spent Rs.1000 behind their insurance policies. The high risk industries like construction

and others are not providing any insurance cover for these migrant workers. Exposure to a
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different environment, including the stresses that it carries, has a deep impact on the
attitudes, habits and health levels of migrant workers, and to avoid certain kind of risks
proper insurance policies should be done. Main critical diseases faced by the migrants: The
mostly seen diseases among the migrant workers are jaundice, malnutrition related diseases,
mosquito related diseases, intestinal diseases, and sexual diseases.31% people reported to be
diagnosed by jaundice condition, 27% people faced malnutrition related diseases, and 15%
mosquito related diseases, 9% intestinal diseases, 18% sexual diseasesChart 13
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Suggestions by the respondents for better health condition of the migrants : It is observed
that 32% of the respondents feel that better he alth infrastructure will make the condition
better as the they will cater the need of the migrant people resulting in betterment of the
overall condition.34% of the respondents think that there should be migrant specific health
policies, in which special provisions will be provided for the migrant workers.20% of the
respondents think that low cost insurance policies will help to improve the overall health
security of the migrants.

sug%‘sltions by the migrants
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Chart 14

We discussed regarding the health concerns and facilities that th ey receive in the migrated

place. The initiative taken by the local community is to facilitate for the migrated mass.
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CONCLUSION

Vulnerability can be understood as a state of being exposed to or susceptibility to danger or
abuse. It comprises of weakness of physical and mental strength, defenselessness fragility
and exposure to undesirable conditions/ factors. In addition to the health environment in the
place of origin, transit and destination (including disease prevalence), they include patterns
of mobility (regular, circular, seasonal, etc) that define the conditions of journey and their
impact on health. In the case of migrants, the common factor that justifies their vulnerability

is perhaps the fact that their origin differs from their present residen  ce.

The migrants are highly vulnerable group of people in terms of health issues. The dangerous
work place conditions, higher working hours, poor living conditions, high stress level, and un -
hygienic life style makes it difficult for the migrants to live w  ell. The risk level is too high.
49% of the people have BPL card which describes the stressful economic condition of them.
Surat is the major destination for most of the male adolescents as there is a demand of
unskilled workforce from agriculture and indu stry.28 % of migrants had gone to Mumbai in
search of work followed by 10% to Kerala. It is evident that poverty, livelihood and education
are the underlying reasons for the migration of adolescents for search of better livelihood.
Having multiple reasons for migration, 51% of the respondents are migrating for better money
followed by 10% for family problem, 23 % for livelihood and 8 % for better lifestyle and 8%
precent for repayment of loans. Isolation from family is the most common problem with less
time with family, has been identified as the problem of 92 % Of the respondents.
SUGGESTIONS

+ Any contractor who recruits 5 or more migrant workmen for the purpose of
employment in the establishment situated in another State is required to obtain
license from District Labour Officer.

+ Such contractor is required to provide pass book, displacement / journey allowance,
accommodation, medical facilities to the workman.

+ When we are talking about the law for migration issue, the only law, the Interstate
Migrant Workman Act, 1979, formulated with particular attention to western Orissa,
applies only to peo ple who cross state boundaries. Movements within the state do not
fall within its purview. Its emphasis is on regulation of movement, not on welfare and
security. And it is almost impossible to apply the law in favour of individuals: there is
yet no state machinery to follow up on names and addresses, even if a worker is able

to report them.
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+ New laws should be strictly implemented otherwise the health condition of the
migrants will not improve. Insurance policy should be compulsory for the migrant
workers. Mostly the migrant workers dondt inform t|
where about. Whi ch makes the | abour depart men:
have the knowledge of their present position and condition?
+ The states within which the migrants are mostly mobilizing can negotiate regarding
how to offer better health facilities to  the migrant workers. The state G ovt initiatives
will definitely improve the overall condition of the migrant health issues.
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MENSTRUAL HEALTH & HYGIENE EDUCATION AMONG SCHOOL GOING GIRLS IN
BHUBANESVAR AN EXPLORATORY STUDY

*Bishnupriya Sahoo **Dr. Monorama Mishra

ABSTRACT

In this report total 5 chapters are included. Chapter 1 is introduction Objectives &
problem of the study, which includes the introduction about the topic, importance of
menstrual health & hygiene education. Chapter 2 is mentioned the review of literature.
Research Methodologyof the study is discussed in chapter 3. The researcher used primary
and secondary sourcesfor data collection. Secondary data is from websites and primary
data is collected through random sampling and observation. In chapter 4 quantitative data
interpretation of the data and analy sis is described. The data revealed that most of the
respondents are general category and Hindu family. Most of the mothers of respondents
are educated up to primary level. 69% respondents come from nuclear family. 56% families
are celebrating the first affecting of puberty. 85.83% families are restricting to the girls
during menstruation. 67.50% girls are having knowledge regarding menstruation cycle. 95%
girls are getting the solution to their problems from family. 76.67% girls are like to  spend
more with friends. 90% girls are use sanitary pads and maintain proper hygiene at the time
of menstruation. 97.00% percent respondents have not any idea about RTI. 70% girls are
feeling stress due to menstruation. 80% girls are not know that the problem a rising due to
menstruation. Chapter 85 contains the qualitative data interpretation, which is described
the report of case study and observation. Chapter -6 is conclusion of the study. So chapter
1-6 shows all the informant about the respondents which rev eals that most of the girls
maintain proper hygiene during menstruation and 90% girls are also use sanitary pads. This

shows that they have knowledge about menstrual hygiene and health.

Key word: Health education, Menstruation, Knowledge and practices

*Bishnupriya Sahoo is the research scholar *Dr. Monorama Mishra is at BJB college as Reader,

Bhubaneswar, Odisha
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INTRODUCTION

Menstruation is part of female reproductive cycle that starts when girls become
sexually matured at the time of puberty. Itisa phenomenon unique to the females. During a
menstrual period, a woman bleeds from her uterus via the vagina. The menstrual rhythm
depends on the hypothalamus pituitary ovarian function whereas the amount of blood loss
depends upon the uterine contraction. The menstrual period lasts from three days to seven
days. Each period commences approximately every 28 days if the woman does not become
pregnant during a given cycle. A deviation of or three days from twenty eight day rhythm is

guite common.

The menarche or the time of onset of menstruation varies with race and family but the
average for most girls is from 10 -14 yrs. until 45 -55 yrs. Geographical conditions racial factors
nutritional standards environmental influences and indulgence in strenuous physically activity
can all affects the age of menarche. Women will have approximately 500 periods in her life

time. The estimated blood loss is between 50 ml and 200ml.

Tal king about menstruation is just another
wait until your daughter asks about menstruation before you begin talking about it. The girls
emphasized the need for emotional support and assurance that menstruation was normal
and healthy not bad frightening or embarrassing. Before bringing any change in me nstrual
practices they should be educated about the facts of menstruation and development of
secondary sexual characteristics selection of a sanitary menstrual absorbent and its proper
disposal. There is need for a compulsory sex education and health educa tion on menstrual
hygiene so that they can discuss freely about it without hesitation.  Menstruation (a period)
is a major stage of puberty in girls; it's one of the many physical signs that a girl is turning
into a woman. And like a lot of the other change s associated with puberty, menstruation can
be confusing. Some girls can't wait to start their periods, whereas others may feel afraid or
anxious. Many girls (and guys!) don't have a complete understanding of a woman's
reproductive system or what actually happens during the menstrual cycle, making the
process seems even more mysterious. When girls begin to go through puberty (usually
starting between the ages of 8 and 13), their bodies and minds change in many ways. The
hormones in their bodies stimulate ne w physical development, such as growth and breast

development. About 2 to 2Y years after a girl's breasts begin to develop; she usually gets
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her first menstrual period. About 6 months or so before getting her first period, a girl might
notice an increased amount of clear vaginal discharge. This discharge is common. There's no
need for a girl to worry about discharge unless it has a strong odor or causes itchiness. The
start of periods is known as menarche. Menarche doesn't happen until all the parts of a gi rl's
reproductive system have matured and are working together . If an egg is fertilized and
successfully implants into your uterine lining during this cycle, your body will begin to
secrete human Chorionic Gonadotropin (hCG). This hormone helps to continue the
production of estrogen and progesterone for the remainder of your pregnancy. The corpus
lutein will also continue to produce progesterone as it is stimulated by the fetus' placenta.

If an egg is not fertilized, it will be expelled along with the endom etrial lining from your
body. This is your period. Menstruation will also occur if an egg has been fertilized but fails
to implant in the uterine lining. In this case, the fertilized egg along with the endometrium

will be expelled during your period. Addit ionally, when no pregnancy occurs during a cycle,
the corpus lutein dries up, becoming scar tissue, and your hormonal levels begin to fall. As
they drop, the hypothalamus will be stimulated and start producing GnRH. This will signal
the pituitary gland to start secreting FSH -- and so your menstrual cycle begins again.

In India the governments total sanitation campaign (TSC) is a national programmers to
ensure access to improved sanitation. In its guidelines the TSC has recognized the need for
the programmer s t o i ncorporate hygiene promotion provi
(community facilities with latrines and bathing facilities) and construct girls toilets at schools.

However as yet it gives no attention to providing menstrual hygiene services.

LITERATURE REVIEW

The present study is dedicated to make a survey of existing literature related to the topic
under treatment. The review is expected to give some ideas on the dimensions of analysis, on
the proposed hypothesis and it will provide some impressions on the universe that can be
undertaken under study. In the present chapter the researcher has made a sincere effort to
collect all the possible research studies on the subject. In this context the researcher has
taken recourse to the research articles pub lished in recent journals, books, dissertations and
has done extensive browsing on the internet to get some relevant literature pertaining to the
topic under study. The researcher has tried to combine the reviews of some articles published

in international as well as national journals

NCDO, 2005.Rhodes, Walker &Marot (1998) report that, in spite of the fact that girls

represented almost 50% of students in the early grades of primary schools in Guinea, only 34%
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were left by grade six. The World Bank (Winter &Marina, 1999) pointed out that investments
in the education for girls have positive effects on the quality of life of the women themselves
and that of their children in the long d&erm. This investment has several advantages and is one
of the most effective ways to break through the vicious circle, in which many developing
countries find themselves: (a) Economic advantages: Education raises economic productivity
on the national, community, family and individual levels. From economic resea rch it becomes
clear that the result of education to girls is equal, and sometimes even higher, than the
output of education to boys; (b) Health advantages: Education of girls has a great impact on
lowering the rates of mortality and birth; (c) Generation exceeding advantages: The
educational level of the mother correlates more strongly with the educational possibilities of
her children than does that of the father; (d) advantages for the environment: Trained
women not only use more environmentally friendly working methods, they also use natural
resources more effectively.
Inappropriate experience of menarche, adverse effect of menstruation on schooling and social
life and the use of unhygienic menstrual absorbents were common in girls who had no pre -
monarchical training than those who did. Conclusion: Lack of timely information results in
inappropriate menstrual experiences and poor menstrual hygiene practices. Ways to promote
menstrual education and hygiene practices are suggested. Gichaga, S. (z.j.), Stra tegies for
addressing management of growing up and sexual maturation among girls and boys and
menstruation practices in primary schools in Nairobi and Bondo districts in Kenya

(http://lwww . sn.apc.org/fred/quest/Kenya_  prop_diss.htm).

Lawan UM1*, NafisaWali Yusuf, Aisha BalaMusa,Department of Community Medicine, : This
study examined the knowledge and practices of adolescent school girls in Kano, Nigeria
around menstruation and menstrual hygiene. Data was collected qua ntitatively and analysed
using Epi info version 3.2.05. The mean age of the students was 14.4 + 1.2 years; majority
was in their mid -adolescence. The students attained menarche at 12.9 + 0.8 years. Majority
had fair knowledge of menstruation, although defi cient in specific knowledge areas. Most of
them used sanitary pads as absorbent during their last menses; changed menstrual dressings
about 1-5 times per day; and three -quarter increased the frequency of bathing.
Institutionalizing sexuality education in N igerian schools; developing and disseminating
sensitive adolescent reproductive health massages targeted at both parents and their
adolescent children; and improving access of the adolescents to youth friendly services are
veritable means of meeting the ad olescent reproductive health needs in Nigeria (Afr. J.
Report. Health 2010; 14[3]: 201 -207). Acharya, A., Yadav, K. & Baridalyne, N.
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(2006),Reproductive Tract Infections/ Sexually Transmitted Infections in Rural Haryana:
Experiences from the Family Health Awareness Campaign, Indian Journal of Community

Medicine, Vol. 31, No. 4 ( http://www . indmedica.com/journals. php? journalid=7&issueid=83

OBJECTIVES OF THE STUDY
1 To assess the knowledge about menstrual health and hygiene among adolescent girls in
Government Girls High school.
9 To find out the type of education related to puberty and monarchy provided in the
school to the adolescent students.
1 To ask them on regular practices of their hygiene condition during menstruation
period.
1 To explore the socio-cultural practices during menstrual cycle and its good or bad
impact on adolescent health.
9 To collect various myths, misconceptions and blind beliefs prevail in the society.
METHODOLOGY:

It is one of the interview methods applicable di rectly for the respondents of 120 Students of 3
no of schools. Under quantitative method only sampling method has to be adopted. A total
number of 120 students from class 9™ and 10" of 3 schools were selected through random
sampling process. Case study (amongst identified/selected students) & 4  n avasstaken.

Observation was by the researcher at class room, school surrounding etc.
Study area:

The research is taken from three different schools Badagada Govt. High school, Goutamnagar
Govt high school, and Kapilaprasad Govt High school; all the three schools are located in

Bhubaneswar.

The research study is consisted 120 (girl) samples from three different school. The data
collected through random sampling method. This method applied because t o take sample
from different area of different kinds of respondent and the opinion also varies from place to
place and person to person. So random sampling is suitable for data collection to know about
the status of menstrual hygiene of different school go ing adolescent girl. The age group is
from 12 §16.
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MAJOR FINDINGS

The above table shows the information about different categories. 50.83respondents general
and 29.17% schedule caste and only 20% are other backward class. This shows general people
are more. There are not any ST people because an urban area sample survey. General
respondents are more. The above table shows that 30% of people are income very low. The
income of 30.83% of the people is in between 4001 -7000, 20.83% people is in between 7001
1000 and lastly 18.83% people are income above 10,000/-. So it is clear that the income of
maximum is in between 2000-7000. A clear idea about the educational status of the mother of
respondents shows that 47.50% are come under primary section. 30% are complete 10" and
14.17% are complete +2 only 7.50% and graduate and veryless amount that is 0.83% above

graduation most are coming under primary.

From the above table we have got a clear idea about the family structure of the respondents.
Maximum are come under the group of nuclear family that is 69.17% and 30.83% are come
under the group of joint family. Regarding starting of menstruation cycle of the respondents,
most of the respondents are getting menstrual maturity in between the age of 10 -12 and that
is 50.83% and 49.17% are coming under 13l5 age group. This table shows respondents are
getting their first menstruation period or menarche at the  age of maximum 10- 15.as India is
a hot climate country so girls are getting puberty at this age. The above table shows the
information about the celebration of first menstruation period of the respondents in their
family. The table shows that 56.67% family is celebrating this occasion and 43.33% are not
celebrating. And, also most all family are celebrating this occasion. India is such a country
where so many taboos, blind believe and superstitions are still present. Which is clearly
shown in the above table? This shows that 56.67% people are celebrating the first

menstruation period.

Non

m No of respondents

Voice change =%

Growth of breast |

0% 20% 40% 60% 80% 100%
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Chart no-5.8

Option

m Teacher
m Mother
Sister

m Friends

The above table shows that the information about respondents acc. To their knowledge on
adolescent change .which shows that 12.50% says about growth of breast and 8.33% give their
opinion about growth of pubic hair. 20.83% says about mentally change and 16.67% are give
their opinion negatively and most of the respondents give their opinion about change of voice

, that is 41.67% because it is common change and maximum girls are feel it very clearly after

From the above table and graph ,we know that 87.50% students are washing their hand with
soap before eating because they are very conscious towards the hygiene practices and viewed
that they can live more time without any disease and only 12.50% students are not washing
properly their hand due to lack of knowledge. The above table shows that the information
about the respondents on the basis of discussion about menstruation with whom. Most of the
respondents like to discuss this topic with their mother that is 71.67% and 20% girls are like to
discuss with friends and 7.50% are like to discuss with sister and very fewer 0.83% like to

discuss with teacher.

This table shows whether the respondents have got th e solution of their problem related to
periods from their family or not. This shows 95% respondents say that they got the solution to
their problems from family. Only 5% are not getting the solution from the  family. Table 5.3
shows maximum respondents mother are complete up to primary. So they are at least able to
give solutions to the problem of respondents. It may be medical treatment or Ayurveda

treatment.

Table 5.12: Distribution on the basis of whether the family members including then in family

discussion during periods time.

Opinion No. of Respondents %

Yes 60 50%
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No 60 50%
Total 120 100%
Table 5.13 shows whether the family members including the respondents in family discussion

during p er i dirded $he result is same 50% respondents are included in their family
discussion and 50% are not take any part in family discussion during periods. In some cases
girls are much neglected during p e r i tniedlis Berhampur it is very strict for the girlst o
participate in any occasion during periods. The above table shows 76.67% respondents are like
to spend more time with friends and only 23.33% are not like this. Most of the students like to
spend more time with friends because at this time they feel free  to discuss all the matter

with friends.

problems

B Stomach pain
m Headache
Influenza

m Nothing

m Total

Chat 5.14

This table shows the information about the problems occurring during menstruation periods of

respondents .it is clear that there are various problems occurring during menstruation. 50%
students are saying that they have stomach pain during 1 * and 2™ day of periods. 20.83% says
about headache and only 8.33% says that they have pain in legs and hands also just like

influenza and 20.83% are say that they have no problems.

The above table shows whether the respondents like to come to school during menstruation
38.33% girls are like come school during menstruation period but most of the respondents are
not like to come school that is 61.67%.because of various problem they are no adjust with the
situation imme diately and some of the respondent also say that they having health problem so
they did not like to come to school. Information about whether the respondents use sanitary
pads or not. 90% respondents are use sanitary pads during theirp e r i tinte drdy 10 % are not
use sanitary pads. As the study area is urban area, where maximum families are middle class
family and maximum mothers are educated at least up to primary so they first prefer pads for

comfort.
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This table shows whether the respondents are able to manage with menstrual bleeding
effectively. 75.83% are managing with menstrual bleeding and only 24.17% are not able to
manage effectively with menstrual bleeding. Maximum respondent says that they have heavy
bleeding at that time but they are manage with  this situation as they feel shyness to discuss
about this bleeding so they bound to manage with this situation. 98.33% respondents have got
the facility to disposal of used clothes or pads and 1.67% respondents have not getting this
facility. Maximum resp ondents say that they getting facility for proper disposal of used pads
or clothes in the home and at school it is also available. In India n society there are various
huddles for girls during p e r i tnikdThey are neglected during p e r i tnikdThis is very
old believe that during this time they have no rights to participate in all occasion. So they
neglected. From the above table, we can get the information that most of the girls wash their
hand with soap after defecation, because they have the ideas t hat soap is more hygienic than
other washing material like ass and the remaining 13.33% students are wash their hand with

ass.

Table 5.22: Distribution on the basis of whether they feel any gender inequality due to this

menstruation.

Opinion No. of Respondents %
inequality 101 84.17%
equality 19 15.83%
Total 120 100%

This table show the information that maximum respondents that is 88.33% are hesitate to
discuss this topic in meeting and only 11.67% respondents say that they are not hesitate to
discuss the topic in meeting. This topic is such a topic which is not to dis cuss everywhere
because this is very personal and related to internal part of the body. So maximum girls are
hesitate to discuss this topic in meeting because of shyness .The above table shows that
maximum respondents that is 52.50% are not feel that they are polluted during menstruation
and 52.50% are feel that they are polluted during menstruation period. Because as science
developed so all the blind believes are far behind. Although it is not fully removed but
maximum students are not feeling that they a re polluted during p e r i ¢inded Ehe above
table shows the information that most of the respondents are worried that boys would realize
their condition that is 85.83% only and 5.83% are not worried about this topic. At this topic
only related to girls and also it is very personal so boys should not know it. And at this time

they face various stress and they feel that boy would realize their situation.
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The respondents are not feeling stress due to menstruation period that is 70% and only 30%
respondent feel stress due to menstruation. At this time they feel various mental stress that
how to manage with this situation and how they feel comfortable at this time and also how
they adjust with all problems during this time but at present time maximum girls are getting

solution to their problems and they are not feel any stress due to this.

This table shows that the information problem of respondents whether they know about the
problem due to unhygienic practices of menstruation. The table concludes that 37% have
knowledge about skin infection and 12.50% are saying about some other problems and 41.67%
have not any ideas about this matter and only 8.33% know about the RTI infections. Shows the
information that only 9.17% respondents have got some knowledge about menstrual hygiene
from their teacher and maximum respondents have not get any knowledge about this topic
from their teacher that is 9.17%.A maximum mothers are educated up to primary but not
higher studies who are able to give simple solution to the problem of respondents during
period time but they have no maximum knowledge about menstrual hygiene.

CONCLUSION
This research study has taken for the purpose of taken certain steps regardin g the health

issues of adolescence. The study was undertaken on the status of menstrual health and

hygiene education of school going girls of the age in between 12 -16. Different schools are
taken as study area and data is collected through random sampling. The sample size is 120
(girls, 12-16 age groups)

The concern study has given the resulted that most of the respondents are from
general category and 83.33% of respondents are Hindu. The income of the family is mostly in
between 2000-7000. The mothers of the respondents are mostly educated up to primary. Only
0.83% is highly qualified. Most of the families are coming under nuclear family. Most of the
girls are attaining puberty at the age of 10 -12. Most of the family are restricted their girls at
the time of menstruation and not included them in family discussion which shows that still
superstition is present in the society. Most of the respondents have health problem during
menstruation period 90% respondents are using sanitary pads and 76.83% respondentsare
manage with menstrual bleeding effectively. 98.83% respondents are getting facility for the
disposal of used pads or clothes. 89.17% girls give their opinion that they are neglected in
their family at the time of menstruation 86.67% respondents have th e time of menstruation.
86.67% respondents have knowledge regarding menstrual hygiene and 89.17% are maintaining

proper hygiene during menstruation.
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It is very clear that school going girls have little bit knowledge about menstrual health and
hygiene and also they maintain proper hygiene, but if there is some lesson included in their
study related to menstrual health and hygiene then they are become more profitable and
practice it in their daily life and try to cope more effectively with this menstruation ¢ ycle.
The present study has the objective to access the knowledge about menstrual health and
hygiene among school going girls and check their regular practices which is most probably
fulfilled. It is concluding that most of the respondents practice hygiene  during menstruation.

SUGGESTIONS

x If some chaptersrelated to menstrual health and hygiene are included in the course ,they
became more profitable

x  Extra-curricular activ ities and awareness programs create more consciousness among
adolescent girl.
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ADOLESCENT FRIENDLY HEALTH CARE SERVICES FOR THE RURAL COMMUNITIES AND THE
SLUM OFODISHA A COMPARATIVE ANALYSIS

BHIMSENMURMU AND PROF. PRASANTA PARIDA*

ABSTRACT

In Odisha there are many rural Adolescent did not know about the services set up for them at
sub-centre and PHC by the government because they did not see any evidence of these
services being provided for t hem. As a part of
workers (ANM) have been organizing to several exposure trips at the villages. It was there
that the women were informed about the specifics of various services supposed to be made
available to them. This encouraged some of them to ask questions and report on the
situation in their PHC. They explaine d that though a nurse did visit their village it was not a
daily visit, nor did she go beyond a certain point in the village, and certainly did not take a
round of the village. They made a show of doing their duty by providing nominal services.
Earlier the re were no medical facilities in the villages, although it was available that is not
more one or two and that is to very far from villages. Adolescents face numerous risks and
problems relating to reproductive and sexual health including HIV/AIDS; substanc e abuse;
violence and injury; Nutrition and psychological and behavioral problems relating to the
rapid changes during this period. The rapid changes during adolescent period also make them
vulnerable.

Key word: Health, sanity at the work place and social security
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INTRODUCTION

In Odisha there are many rural Adolescent who do not know about the services set up for
them at sub-centre and PHC by the government because they did not see any evidence of
these services being provided for them. As
workers (ANM) have been organizing to severd exposure trips at the villages. It was there that
the women were informed about the specifics of various services supposed to be made
available to them. This encouraged some of them to ask questions and report on the situation
in their PHC. They explaine d that though a nurse did visit their village it was not a daily visit,
nor did she go beyond a certain point in the village, and certainly did not take a round of the
village. They made a show of doing their duty by providing nominal services.

That is not more one or two and that is to very far from villages. Adolescents face numerous
risks and problems relating to reproductive and sexual health including HIV/AIDS; substance
abuse; violence and injury; Nutrition and psychological and behavioral problems re lating to
the rapid changes during this period. The rapid changes during adolescent period also make
them Vulnerable. For the health services to be termed Adolescent Friendly, the main user
perspectives are that they should be easily accessible and accepta ble i.e. the services meet
their expectations. From the providers perspective health services for adolescents should be
(a) appropriate (b) effective (c) equitable and (d) Comprehensive.

In rural areas adolescent was more depending on traditional service s. Many Indian girls
Adolescent have come from circumstances in which girls have limited access to healthcare.
Traditionally, there has been discrimination towards girls in decision -making; access to

resources such as food, education and health care; job o pportunities; and in child -rearing and

parenting. However, womends health in rural

from their families to their economies and
poor and illiterate, is often negl ected not just by her family but by the woman herself. She is
taught not to complain and if she does then she is directed either to use condiments in the
kitchen or try faith healing. There is lots of rural and urban difference regarding health
concern and access issues. But certain health concern that were common to both rural and
urban adolescents. Like use of alcohol, illicit drugs, bullying, street safety, diet and body
image sexual health, stress and depression. However certain concern were mentioned m ore
frequently in rural areas (E.g. depression), and two concern were raised almost exclusively by
rural adolescent (Suicide and teenage pregnancy).

There are also structural differences in service provision. Adolescents in rural areas reported

disadvantage in obtaining access to health (limited number of provider and lengthy waiting
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times); in sufficient health care facilitator. A lack of confidentiality as a barrier to seeking
service access was raised by both rural and urban adolescent; but major concern was rural
areas. Male and female adolescents are more likely than urban adolescent to express concern
over limited educational, employment and recreational opportunity, which they believe
contributed to their risk taking behavior. Gender difference is evi dent for mental health
issues, with boys less able to talk with peers or service provider about stress and depression
than girls. These gender differences are evident among adolescents in both rural and urban
areas. The other health concern raised almost e xclusively in rural areas was teen age
pregnancy. General reason for given teen age pregnancy was; getting drunk, not thinking that

it would happen to them, girls believing contraceptive was boys responsibility and for boys
not wanting to use condoms. Specific rural reason was concern over confidentiality and
visibility in small town making it difficult to purchase contraceptives, seek contraceptive
advice or obtain an abortion. They can buy them but most adolescent are embarrassed, they
might know someone. Pregnancy is the main problem for adolescent girls some of them even
dondét know where to go for contraceptive and pil/l
OBJECTIVE OF THE STUDY

V To explore women beliefs on health, risk and their relationship to lifestyles;

V To elicit of their views across a range of health -related behaviors and practices,
especially puberty, menstruation, pregnancy and child rearing, and assessment of the
potential for the positive promotion of women health in these and other areas of her
sexual health.

V To identify of the sources of information and influences on the development of health
beliefs amongst women, particularly with respect to common elements in attitudes to
risk-taking across a number of health beliefs and practices.

V To focus on what adolescent themselves know and want to know, including the
salience of health, and the relevance of health -related knowledge in their lives.

V To explore the access of all young people of the community to information and
essential services

V To examine the tar geted interventions to marginalized and vulnerable young people
(such as, IDUs, those living on the street and in institutions, youth with disabilities
youth who have been sexually abused, raped or trafficked).

V To examine the changing attitudes of service providers and significant adults who are

responsible for young people accessing services.
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METHODOLOGY

The study concentrated some health related articles and some books and some journal which
helped to prepare the structured questionnaire. That is the age group of 10 -19 years old, both
boy as well as girls. First of all designed the 50 questionnaire, and then collect the data in
various ways like personal interview, direct observation and through FGD. The questions were
like various types to know the health care facility of the rural as well as urban adolescent.
Data were collected from unds mi | eneum devel opment goal s

health care providers and ask about the health care f acilities provided to the adolescent.
Sample design

The study was conducted in 3 villages of one G rampanchayat in Mayurbhanj district. Villages
are Nakhbindha, Balka, Vanupur in Gaddeulia grampanchayat in Mayurbhanj. In the
Jagatsinghpur district we have t aken 2 villages in 2 Grampanchayat that is Nausira village of
Tirtol grampanchayat and Salijanga village of Sankhapur Gampanchayat in the urban area
Saranapalli village in Khurda district. In total , proportionate of 100 sample size from all the
villages.

MAJORFINDINGS

From the survey it is found that 20 percent of the Adults get married soon. Many of
them under the family pressure and some of them are for different purpose of the society. 23
percent adults are illiterate; they have no school education at  all. In 3 districts and 5 villages
and one slum it is found that 47 percent adults take alcohol, tobacco, and smoking. Many of
them sharing their health problem in the family very few numbers are not sharing their health
problem in the family that is 2 per cent that is because of various reason like they fear to say,
they do not want to share and try to solve the problem themselves.
There should be some reform among the parents of the Adolescents. They should give the
proper guidance to their children. The s chool education should be about the awareness of
HIV/AIDS, so that they will be concussing about that. Every hospital and primary health care
should keep up to date contraceptive. Adolescent are the transition period of their physical as

well as mental so it is the right time to get full nutrition so that they can get good health.

Because todayds adol escent is tomorrowds <citi

provide Adolescent Friendly health care services.
Health centers were identified as source s of care for a possible STD (12%), family planning
(9%), suspected pregnancy (8%), informationabout AIDS (8%), sore throat (4%), sports injury

(4%), dental problems (4%), problems with alcohol or drugs (4%), vision problems (6%), and for
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substance abuse(3%). Not surprisingly adolescentsmost commonly mentioned family planning
agencies as sourcef care for suspected pregnancies and birth control needs. Among the
other resources adolescents reported that they would use for help with some of
these health problems, Alcoholics Anonymous was the most frequently named source
of care for alcohol and drug abuse (19%). A freestanding youth service center wasnamed by 1
respondent as a source of information about HIV and AIDS.

Almost all adolescents (92%) rated their health as excellent or good and 90% had visited
a health care provider within the year. Most (88%) identified a source of primary care where
as many as 27% ofadolescents had used more than one sourceof care. Many youth identify
school personnel as important resources for health and counseling needs. Only 8.4% of
respondents haveused services confidentially, but nearly half of all youth did  not know where
they could obtain confidential care if they needed to. Adolescents were least likely to know

where to obtain mental health or substance abuse and reproductive services.

Primary care physicians were the source most often cited: a bad sore throat (71%), sports
injury (53%), possible STD (49%)and for information about AIDS (29%). Other problems for
which adolescents reported they would consult their physician include obtaining birth control

(30%), suspected pregnancy (30%), visiortrouble (22%), alcohol and drug abuse (6%), and
counseling for personal problems (5%). For help with a suspected STD, sewral adolescents

commented that they would go to a physician they did not already know.

From the above figure - 4.14 it is showing that 52% adolescent are saying that there

Chart 1:Different health care centr

m PHC m ANGANWADI m PVT.CLINIC
m DISPANSAR m HOMEOPATH' m OTHER

2%

2%

2%

In the above figure - 4.3 it is defined that adolescents go different health care centre during

their bad health condition. 2% meet Anganwadi , 2% meet Dispensary, 33% meet Rt. Clinic,
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39% meet homeopathy, 22% meet PHC, and ultimately 2% adolescent meet dher. Other 2%
basically depend on the traditional services, and some of them even want to treat by
medicine but they do not have that much money. 39% adolescent meet homeopathy because

that is better affordable as compare to other health care centre.

Is private place for patient in the medical, but 48% adolescent are saying that there is no
private place for patient in the medical. No comfortable area in the medical so that the

clients take the rest and feel comfortable.

Availability of private places

m family tress

m other

From the above figure- 4.11 it is shown that 10% adolescent are saying that service provider
have waiting area, 13% adolescent are saying that there is no waiting room in the service
provider, and 77% adolescent are saying that service provider have waiting area but not

sufficient.

Adolescent services at Clinic

mYes

mNo

From above figure- 4.7 it is shown that 20% adolescent get married soon and rest 80%
adolescent are not married, the 20% those who married early due to family pressure and some
other activities. And most of them are married from the rural areas only. That may be child

marriage, love marriage and other social factor also involved.
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Health centers were identified as sources of care for a possible STD (12%), family planning
(9%), suspected pregnancy (8%), informationabout AIDS (8%), ere throat (4%), sports injury
(4%), dental problems (4%), problems with alcohol or drugs (4%), vision problems (6%), and for
substance abuse (3%). Not surprisingly adolescentsmost commonly mentioned family planning
agencies as sourcef care for suspected pregnancies and birth control needs.

Adolescents also turn to school for help with many problems. They are more likely to seek
help at school than elsewhere for counseling for personal problems (34%).
Additionally, adolescentsreported they would seek help at school for the following:
information about AIDS and human immunodeficiency virus (HIV) (18%), alcoholproblems
(14%), sports injury (8%), bad sore throat (7%), and vision trouble (4%). Only a few adolescents
named hospital clinics as a potential source of care. Hospital clinics were cited as a source of
help for alcohol or drug problems (6%), suspected STD (5%), sore throat (4%), HIV and AIDS
information (4%), and sports injury (4%). Hospital emergency departments were also named
infrequently as a source of care, except that 14% of adolescents reported that they would go
to an emergency department for a sports injury. No adolescents identified the

local health department as a source of care for any of the problems asked about.

Parents were not the most common source of help for any of these health problems; however,
they were mentioned by some adolescents as potential sources of assistance for each type of
problem: 9% would talk to their parents about alcohol or drug use, 6% about suspected
pregnancy, 5% about birth control, and 1% about STDs. In addition, 3% would seek help from
their parents for a bad sore throat or vision trouble, 2% for a sports injury, dental problems,

or help with personal problems, and 1% for HIV or AIDS informaion.

Among the other resources adolescents reported that they would use for help with some of
these health problems, Alcoholics Anonymous was the most frequently named source

of care for alcohol and drug abuse (19%). A freestanding youth service centre wasnamed by 1
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respondent as a source of information about HIV and AIDS. Other youth service agencies, an
AIDS service and outreachagency, churches, and friends were also mentioned by 1% to

2%0of adolescents.
CONCLUSION

From the survey it is found that ru ral adolescent and urban adolescent are not aware about
their health, even if they do not have idea that this adolescent time is transition period.
There is no peer educator most of the adolescent are giving their views that medical are very
far from the v illage. Still the villagers very much believe in traditional service. Mostly they
also believe in spiritual. The adolescent are busy with the activities like smoking, alcoholic,
drinking and sex. They have also no brave for asking about contraceptive or p ill to the health
service the girls are feel shy and fear to talk ab out this matter to their friend, when they are
facing the problem like pregnancy in the age of 14-15. They have no dare to abortion and
some of them have no finance to solve the problem. T he gi rl 6s problem by the
immediately take decision to suicide.

The villagers are not allowing girl adolescents to participate in any activities basically
decision making, education. On the other hand adolescent are not getting the proper
nutrition during the transition time. So they cannot get the healthy life. Even if some of the
urban adolescents are aware about the health, that they should get proper nutrition but they
do not have that much finance. Village communities are not aware about the ARSH and LSE.
That is a great problem for the society. From this it is clear that if the parents have no idea
about all t hese then there is definitely the adolescent will suffer. What govt. medical
providing free treatment they do not have the idea because the lack of education of the
villagers.

Belief is the psychological state in which an individual is convinced of the tr uth of a
proposition. Like the related concepts truth, knowledge, and wisdom, there is no precise
definition of belief on which scholars agree, but rather numerous theories and continued
debate about the nature of belief 1. Most adolescent do not know abou t the physiology of
menstruation and therefore the first experience of menstruation is filled with fear, shame
and disgust. Lack of transportation to health care settings has been a significant barrier for
many adolescents. Poor and uninsured adolescents worry a lot about whether they can afford
the care they need. Adolescents who have health insurance often worry about confidentiality,
for example, about information forms going to their parents. So, whether adolescent have

insurance or not, cost can be a m ajor factor in whether they even attempt to get medical
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care. Clinics should offer free services and/or use sliding fee scales to ensure that young
adolescents get the services they need. Poor communication with providers kept adolescents
from seeking or getting the care they needed.

SUGGESTIONS

9 Offer transportation vouchers or bus tokens to adolescents who need them. If this is
not possible, link with community health clinics around the county or geographic area
so that you can offer adolescent the option of using a clinic closer to their home,
school, or work.

1 Offer free or greatly reduced -fee services to adolescents. This can be especially
important for STI testing and treatment.

1 Advise all adolescent about the importance of using dual protection, regardless of
their sexual orientation. Most sexually active young women are able to use hormonal
contraception to prevent pregnancy

1 To encourage parent-child communication about sensitive health issues, advertise and
offer workshops for parents on how to talk with their children. Several programs have
been evaluated and found to be effective
There should not be discrimination among poor and rich.

Cost of the services should be affordable so that everybody should purchase the
medicine

1 ANM, ASHA and AWWhould take the active role towards the adolescent
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BARRIERS AND ACCESS TO HEALTH CARE SERVICES FOR ADONEBERRAVERS AND CRAFT
WORKERS OF PURI AND BARGARH DISTRICTS

A STUDY WITH INFORMATION APPROACH

*Champai Marndi ** Prof. Prasanta Parida
ABSTRACT

The adolescent boys and girls working in the cottage industry sector are prevalent. It calls

for occupational related specific health services approaches, improving staff capacity and

quality of care, developing indicators to measure quality, coverage and  cost of services,

providing support for the full participation of working young mass, and creating safe and

supportive workspaces and economic growth. The main objective of this study is to explore

the difficulties and challenges that faced by the adolesce nt s 8 we a applig® warkeis

in accessing health care services. In the study we used structured questionnaire for the

adolescents (120r e s p 0 n dee6® boyssand 60 girls) who are working in the cottage. The

Adolescents unorganized weavers and craft makers(Appliqué) working in cottage industries

are from very poor family background on the other
is low as rate of inputs increased. Most of them are dropped out in the high school level and

start working in cottag e industry for earning purpose. Some of them are working in cottage

industry from Primary level of schooling. Most of the adolescents are aware about health

related issues. Maximum girls are not allowed to go health centre alone in Bargarh. We
suggested that sub-PHC shoul d be installed nearby place. S
need. Anganwadi and ASHA should organize a monthly meeting to create awareness about

health and hygienic (LSE & ARSH).

Key word: Unorganized workers, health care services and ado lescent health

*Champai Marndi is the research scholar ** Prof. Prasanta Parida is with KIIT School of Rural
management, KIIT University, Bhubaneswar,Odisha

35



INTRODUCTION

In this study the key features of the adolescents working in the cottage industries are
understood as health care services that help full occupational participation of young people,
peer education and life skills, integrated with insurance and government p ackages, trained
peer educator approaches, counseling & communication, occupational related and privacy,
confidentiality, quality of care, LSE and ARSH. Handloom is the largest cottage industry in the
state; Handlooms are produces in western part of Orissa in the districts of Sambalpur,
Bargarh, sonepur and hence popularly known as the Sambalpuri and sonepuri design of
handloom fabrics. Handloom sectors providing employment and sustenance to at least four
percent of Orissa's 30 million-plus population. Sambalpuri Bastralaya has its headquarters at
Bargarh town in the Bargarh district. It has more than 16,000 members. Its weavers use a tie-
and-dye method to colour their fabrics. One of the most important cottage industries
encouraged by temple rituals was the creation of appliqué work. The cottage industry of
appligué Work has been prevalent in Orissa for a considerable time frame. Initially it was used
during cart festival of Puri in decorating the Chariot of Jagannath. The whole of Puri Temple
bear evidence to its elaborate use. Appliqué works toady form one of the most exported
items of handicrafts from Orissa. And as mark of encouragement, the government recognizes
this as a cottage industry in Orissa.

This study concerns to understand the several accessibilities and challenges that adolescents
face in accessing health care services and knowledge about different awareness on health
issues. Due to the economic liberalization in 21 % century the health related services seems to
be available in the rural a reas especially in my study area however one concerns how the
services are functioning at the grassroots levels and its management mechanism (Acharya
2005)? However one wonder what are the services to whom and where and at what
time/when available. Therefo re, it is highly imperative to understand the nature and types of
services designed to take care of the working adolescent population in Orissa. In this study
the services are examined through four important variables. Those are availability,
accessibility, affordability and adequacy of a particular service. A recent study by Acharya
(2011) has shown that the functionality of above variables would be varied across places,
gender, class, and educational background of the respondents (Acharya 2011).

LITERATURE REVIEW

Focus on vulnerable groups (Second research workshop, January 2007, National Research
Council and Institute of Medicine) which focused on the available evidence regarding the

organization and delivery of adolescent health care. Although both sessi ons addressed many
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issues that affect the general adolescent population. For all adolescents, health and health
care can be complicated by developmental changes, questions about confidentiality,
relationships with families and peers, and other factors spec ific to this stage of life. For
especially vulnerable populations who live in poverty, health issues can be far more
complicated. The needs of adolescents vary by gender, race and ethnicity, and other factors.
The adolescents who are frequently most discon nected from routine health care services fi
those who lack insurance or who lack parental guidance and family support fiare frequently
the ones who are at greatest risk for multiple and chronic health problems. Less than 1
percent of primary care physicians who may see adolescents are board-certified specialists in
adolescent medicine, according to data from the American Board of Medical Specialties
supplied (by Klein).

In 2002, over 80 percent of sexually active young women ages 15 to 19 reported use of some
form of contraception at last intercourse, more than 80 percent of those young women (ages
15419) were using birth control, but nearly 20 percent were noty, according to the
National Survey of Family Growth. Brindis C. A public health success: understanding policy

changes related to teen sexual activity and preghancy. Ann Rev Publ Health 2006; 27:277 &95.

Many adolescents have no insurance at all or insufficient health insurance or they lack
adequate information about coverage for which they may be eli gible, such as Medicaid or the
State Childrends Health 1 nsur anc@D@®&atogal ldeaith ( SCHI P)
Interview Survey, low -income adolescents are least likely to have health insurance 20 percent
of adolescents in families below the poverty level have no insurance, compared with 8
percent of those in families at twice that level or greater . Older adolescents, ages 18 and 19,
are most likely to lack coverage, while significant numbers of poor younger adolescents are
covered only through public programs. Adolescents particularly tend to have dental care,
routine outpatient care, mental health care, and reproductive health services that are
inadequate. Jonathan D. Klein (1998) most youth has used primary care. Many teenagers
depend on multiple sources of care, and they rely on school personnel as important sources of
health information. Many do not know where they could go to review confidential services or
for other servicesthat they may need. Managed care insurance and public health
policies should recognize adolescents access needs to meet them appropriately. Abma JC,
Martinez GM, Mosher WD, et al. Teenagers in the United States: sexual activity, contraceptive
use, and childbearing, 2002. Vital Health Stat 23 2004; 24:1 8.
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The study by Jyotirmayee Acharya 2011 argued that in Orissa cooperative driven cottage

industries under the aegis of government initiative make claims of creating spaces for

economic participation and artisansd empower ment .

be driven by particular gender interest, leaving the least powerful without v  oices and
workspace choices. Mechanization of rural skills, conventional business ideology and lack of
infrastructure and services are not only causes of feminization of labour being continuously
subjected to the perils of a low social status, thinking( an d acting on ) gender in cooperative
management also requires active efforts to change normal ways of knowing and analyzing
soci al relationso(Acharya 2011).

OBJECTIVE OF THESTUDY

The objective of this study is to explore the difficulties and challenges t hat faced by the
adol escentsd weavers and appliqu® workers i

1 To explore the socio economic back ground of the adolescent working in the
cottage industry.

1 To examine the awareness level of adolescent weaver and appliqué workers on
various health related issues and insurance services under the government
schemes and programmes.

1 To examine the availability, accessibility, affordability and adequacy of
services mainly among adolescents working girls and boys in weaving and craft
industry.

METHODOLOGY

Methodology is a important part of any research. It is very essential of study to  research. In
the study it was trying to cover all the access, challenges and difficulties of adolescent
weavers and craft workers (Ap p | i q u &9$ inwaeasding health care services and asked
structured questionnaire  to the adolescents (120 respondents i.e. 60 boys and 60 girls) who
are working in the cottage industry sector, discussion with senior workers, Shop owners,
different factory owners. FGD was conducted with community weavers and appliqgué workers
to reflect the collective opinion on various health related issues and also visited shopping
centers and co-operative society by the help of SHG to observe work place.
Sampling method

The respondents were selected on the basis of random sampling. The sample covers
adol es weavets@msd appliqué workers aged between 10-19 years (boys & girls).Equal
number of adolescent girls and boys of the communities are selected for individual inte  rview.

120 (60 girls and 60 boys, adolescents population have interviewed to explore the barriers and
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access factors affecting to shape the friendly health care related services available and
accessible.

MAJORFINDINGS

Most of the adolescents working in cottage industry belong to OBC caste and very less number
of adolescents belongs to SC caste. Graph no. 4.1 shows that 59% of Adolescents are from OBC
caste and followed by 38 % adolescents belong to General and only 3% ee from SC caste.

Most of the adolescents working in cottage industry are from poor families. According to the

Graph no. 4 . 2, about 4. 17% HH6s annual i ncome i s
income is Rs. 10,000-30, 000 and 11. 6ntdmeld RS 830,060860000aahd 1i67%
HH6s annual i nc-5,00000i AdoleRcentsihbse @ré Weaving are from very poor
family in comparison to appliqu® worker. This gr:

income is between Rs.10, 000 to Rs.30, 000.

Most of the adolescents working in these handloom and appliqué sectors, their annual income

vary according to their work capability. Majority of adolescents earn betweenRs.10000 to

Rs. 20000 annually. Foll owed by 2 &ss3hgn RRas0d@ ndent O
ony 308% Respondentds personnel annuadoood) and@.88e i s i |
W( Respondentds personnel a n,m01a40,000).Verydessenumber i n b et
of adolescents earns Rs.30000 to Rs.40 000.

In Bargarh and Puri districts the occupation of the head of the household is different. In

Bargarh districts mo st of t he parentds occupat.i
participants i n Graph no. 4.5 shown that, 98. 33Y
weavi ng(skill ed worker) and 1.67% adol dlseqpeécadfds par ¢
cotton has risen alarmingly during the past few months. It was at around Rs.23 , 000 a candy

(one candy is 3.56 quintals of lint cotton) two years ago, which increased to  Rs.47, 000 a few
months ago (as on 24" November, 2011),as a result the money is not e

the main reason for the engagement of Adolescents from a very early age. In Pipili , out of 60

respondentds in graph nofd4.p@resahdws ocltatpamajpaor ibtey
with |l and and skilled worker, foll owed by 45% ad
and 38.33% adol escent ds parents are skilled wor
businessman and 1. 678t sadat esuaskds$ | e dpcavpationk e r . P

decides the employment of their family members because the amounts earned by their
parents are not enough for their family.
Schooling is a site where gender ideologies are transmitted through peer group culture s, and

through teachers, via the hidden curriculum of school practice. Most of the adolescents are
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under metric . According to the graph no.4.7 out of 120 respondents 4.17% respondents have
gualification of class -5, 5.83 respondents are of class-6, 20% respndents are of class-7,
15.83% are of class8, 12.5% are of class9, 29.17% are of class10,7.50% respondents are of
higher secondary(+2), 3.33% are Graduated and 1.67% are others(Diploma in Textiles etc.)

In all three villages namely Bargaon, Kotapali a nd Bardol of Bargarh district the adolescents
are working in own home. Out of 120(total) respondents 22.5% respondents are working part
time as they are student and 27.5% respondents are working full time as a weaver. But in case
of appliqué work of Pipili area 50% respondents are Appliqué workers. In Bargarh 46.67%
respondents earned up to Rs. 10,000 annually where as 10% respondents earned same in
Pipili. 30% inBar gar h and 50 % wuriéPpili)carmte Rst1@ 000-20f000 Annually.
21.67% of Bargrh and 40% of Puri (Pipili) respondents earned Rs. 20,000-30,000 annually. So
it is marked that adolescents in appliqué sector become skilled worker after 2 -3 months and
able to earn adequate money (more than Rs.20, 000 annually) after immediate joining i n the
work.

Actually in cottage industry adolescents are not that much experienced so gender related
discrimination does not take place. It depends upon capability of work. In case of handloom
the adolescents are working in own home so there is no question of gender discrimination and
in appliqgué work there is no problem in wage rate. Every adolescents get according to their
capability of their work. They are also getting good amoun t of income as they use electric
sewing machine so itdés easy for them to work quic
There is limited knowledge and awareness among adolescents about health issues and
problems. An Indian Council of Medical Research (ICMR) study showed that knowledge and
awareness about puberty, menstruation, physical changes in the body, was low among boys
and girls, especially in younger adolescents (ages 10d19). In cottage industry sector
adolescents are not really aware of about health. From the 120 individual interv iews it was
marked that 0.8% aware about Piles, 4.2% respondents aware about Asthma, 7.5% respondents
aware about Eczema, and 19.2% respondents aware about Menstrual problem, 16.7%
respondents aware about Pregnancy problem and 26.7% respondents aware about Hydroceal
which is very less i.e. Majority of respondents have limited awareness about diseases. More

than 75% respondents aware about Cough, cold and malaria as these are common diseases.
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M Seriesl

Awareness about Artisan/Health/Identity Card
Majority of respo ndents are aware about Health Card i.e. 77.5% and 85% of the Respondents
are not aware about Artisan Card so awareness on Artisan Card is very less as comparison to
Health Card and Identity Card. Only 15% respondents are aware of Artisan Card and 29.2%
Respondents are aware and 70.8% Respondents are not aware about Identity Card. Only 22.5%
Respondents are not aware about Health Card.
Frequency of occurrence of diseases:
Majority of adolescents have suffered twice or more than twice in last three years. In Table
no-6, it is found that 5.8% Respondents have suffered from fever only once and 27.5%
Respondents have suffered Twice from fever and 36.7% Respondents have suffered Thrice
from fever and 28.3% Respondents have suffered more than thrice from fever.
1  Number of times been to medical for checking up
All most all the adolescents are accessing health care services. In Table no.7 about
20.8% respondents have gone once to PHC/Medical for checking up and 35% gone

twice, 25.8% gone thrice and 18.3% responderts gone more than thrice.

1 Preference of Adolescents to the health care center: Ingraphno4.14. 1 t 6 s s howi

that 39% respondents preferred Public & Pvt(Both) for treatment and 30% respondents
preferred PHC and 29% respondents preferred only Pvt. Clinic and 1% respondents
preferred Homeopathy and Dispensary. From this figure adolescents are not at all
going to Anganwadi.

Graph: Showing Preference of Adolescents for treatment.
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Obtaining Artisan Card/Health card/Identity Card is most important for adolescents, so that

they can avail services. Along with all these card insurance is most important for adolescents.

From this table it is found that nobody has got the Artisan Card and

very less number of

adolescents have Identity card. Most of the adolescents have Health card. Health card is well

known by most of the adolescents. Table no-8 Showing 0% respondents have Artisan Card and

100% Respondents dondt h a vHealth Gafd .amd%8.3%eRegpandedt® Nt s h
dondét have. Only 5% Respondents have Il dentity Car
From Table no-9,ony 42 . 5% adol escents have I nsurance and

insurance. From FGD it was found that they are not

due to improper coordination among PHC/Medical,

getting proper service through these cards

Insurance company and Govt. It is true

that health insurance is an essential foundation for all families and Adolescents, but it is not

solving the all problems due to lack of insurance coverage. Only obtaining insurance is not

adequate it is not guarantying necessary medical care.

In case of Bargarh districts all the three villages are located in more than 4 kmi.e. 7 to 10 km

away from the Bargarh town. From graph no.3.22,

i fouddsthat out of 60 respondents all

(100% respondent$ are said PHC is located in too far due to which they are unable to access

health care services even if they have Health Card. So in this area distance is one of the

major barriers. But in Pipili PHC is located 1km-more than 4km away from different villages.

Out of 60 respondents, 51.7% respondentsare away from 1km and 10% respondents are away

from 2 km and 8.3% respondents are away from 3 km and 1.7% respondents are away from 4

km and 28.3% respondents are away from more than 4 km from PHC. In Pipili the adolescents

from far away villages who are working in the appliqué work are able to access health care
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Distance of PHC/Medical
from Village in Pipili

_m_yg%_g.gg%_l_;e%_w_
1km 2km 3km 4km More than
4 km

Servicesas they are co ming to Pipili.
Means of Transportation:

Transportation is main problem in Barghrh. Road connecting to Bargaon, Kotapali, Bardol from
Bargarh is not so well. Bus service is not available to these villages. Only Bardol villagers i.e.
10.3% respondents are availing bus service. 63.2% Respondents prefer Auto rickshaw to go to
PHC/Medical where as only 4.4% of respondents prefer walking and 57.4% of respondents
prefer Bicycle and 35.3% respondents prefer bike as main means of transportation to go to the
Health care center. Where as in Puri (Pipil) 76.7% respondents said they prefer Auto
rickshaw, 53.3% prefer Bicycle, 41% prefer Walking, 25% prefer Bus and 6.7% respondents
prefer bike to go to the PHC.

Availability of Bus/Auto rickshaw:

Basically in Bargarh most of the villagers
town. Followed by 41% Respondents said bus service is not awilable so especially these
adolescents face problem to go to the Health Care center for availing required health care
services and 58% said Bus/Autorickshaw service is available. Where as in Puri(Pipili) 35%
respondents said bus/Auto rickshaw service is mostly available and 65% Respondents said
Bus/Auto rickshaw service is available.

Transportation Cost:

Transportation is one of the main problems in accessing health care services as transportation
cost is high due to long distance and bad quality of road . So their affordability

Table no-10 showing out of 120 Respondents, 18.33% said transportation cost is Very high,
50.83% saidhigh and 30.83% Respondents said transportation cost isaverage (Affordable).
Location of Health care center:

Graph no.3.29. Showing the Location of PHC/Medical whether that is located in their
convenient or inconvenient place. 36% of the Respondents said health care center is located
in very far away so it is inconvenient to them as transportation is main problem for them and

64% Respondents said location of healthcare center is convenient for them.
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Guide line in the service center:

Adequate guide lines are used in the PHC so maximum adolescents (Educated) are not facing

problem regarding guide line. 70% Respondents said there is guide line in a place providing

services and 30% Respondents said there is no guide line in the service center.

Response of Doctors and Staffs

Mo s t of the doctorsd response well and are deliwv
respondents i.e. 97.5% adolescents said Doctors and Staffs are responding well and 2.5%
Respondents said Doctors and Staffs are not responding.

Free service is available to very few adolescents through Health Card as they have insurance.

Most of the adolescents are not getting free service. Only 35% Respondents are getting free

service through Health card/Artisan Card and 65% Respondents are not getting any free

service. Adequate supply is there in most of the PHC. So it helps in delivering the services

smoothly. Here maximum number of respondents gave opinion that there are sufficient staffs

there in the PHC. 39.2 % Respondents said there are adequate staffs in the PHC/Medical and

55.8% Respondents said average staffs and 5% Respondents said there are very less staffs in

the PHC/Medical.

Adequate supply is there in most of the PHC. So it helps in delivering the services smoothly.

Here maxi mum number of respondents gave opinion t
the PHC. 45.8% Respondents responded that there are acequate Doctors in the PHC/Medical

and another 52.5% Respondents said average Doctors and 1.7% respondents said very less

Doctors are there in the Health care center. From this table it is found that service providers

are showing their good attitude to the patient. 24.2% Respondents said attitude of service

providers is very friendly and 71.7% Respondents said attitude of service providers is Friendly

and 4.2% Respondents saidts considerable.

Satisfaction level of adolescents depends on behavior of staffs of the health care center.

Staffds behavior is also very important i,n ter ms
Table-23, | t shows that mo st of the adolescents are sa
by 22.5% Respondents are very much satisfied, 70% Respondents are Satisfied and 7.5%
Respondents are said considerably satisfied with PHC/Medical/clinic staffs behavior. It is

natural that some adolescents fear of hospitalization as they are not matured enough. In this

table, it shows that maximum nu mber of adolescents have no fear. So they are easily

accessing health care services without fearing. Followed by 19.3% Respondents said they are

fear of hospitalization and 78. 2% said they donodt

fear of hospitaliza tion.(Source: Survey, 2011).
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Generally adolescents feel shy/fear of explaining own sexual and reproductive lives in front of

doctors as well as in front of others. Rather they feel free to share among peer groups. From

the survey it is found that 53.3% of respondents feel shy/fear while explaining about their

sexual and reproductive l i ves wher e as 40. 8% r
respondents never shy/fear in explaining their sexual and reproductive lives. So majority of

adolescents feel shy/fear o f explaining own sexual and reproductive lives in front of doctors.

Large numbers of adolescents are not availing contraceptives from ASHA, Anganwadi, NGO or

Outlet. From the table it is found that 85.8% respondents are not availing and only 14.2%

adolescents are availing contraceptives. Majority of respondents perceived service cost is

high. Out of total respondents 15.8% said service cost is very high and 45.8% said service cost

is high and 38.3% said service cost isAverage (Considerable). As most of the adolescents are

from BPL family so affordability becomes little bit difficult.

Majority of respondents responded that quality of care is good i.e. 65.8% respondents. Only

10% respondents said quality care is very good and 23.3% respondents said quality of care is
average and 0.8% respondents said itds poor in
quality of care is poor. Availability of required medicine is very important in providing

medical services to the adolescents as well as public. Out of total r espondents 59.2%
respondents always available and 40.8% said required medicines are sometime available.

Especially in rural area adolescents girls are do
out from home alone. Us ual | lgsceRtaito mave cat alone.nrSome al | ow
parents also donodt all ow boys adolescents to mov

majority of adolescents i.e. 71.7% adolescents are not allowed to move out alone and 28.3%
adolescents are allowed to move out alone. For adolescents, family support is most important
during sickness and while availing medical services. So from survey it tells that 96.7%
adolescents are not facing lack of family support during sickness and 3.3% respondents said
they face lack of family support. Inequality in quality of care makes big gap in availing health

care services for adolescents. This figure shows 29.2% respondents face inequality in quality

of care during hospitalization and 70. 8% ofespond
care.
As most of the adolescents belong to BPL familie:¢

cash to meet day to day expenses. So probability of facing money problem is more during
treatment. 58% Respondents have faced money problem during treatme nt and 42%

respondents didndt face any problem during treatm
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CONCLUSION:
The study has been conducted to know the several accessibilities and challenges that
adolescents face in accessing health care services and knowledge about different awareness
issues on health and health care services. In the adolescent age working in the cottage
industry sector is itself a challenge. Most of the adolescents working in the cottage industry
sector are from the BPL families so this poor condition of the adolescents drives them to work
from a very early age with low level of education. Most of the adolescents are under metric.
Adol escents are not properly aware about al | t he
care about their health and contribute some amount of money to their family. Very less
number of adolescents is aware about using contraceptives and maximum number of
adolescents is not aware about using contraceptives. Huge number of adolescents are aware
about Health card as comparison to Artisan card and Identity Card. Very less adolescents i.e.
15% respondents are aware about At i san car d. Majority of adol esc
Arti san card and onl vy 22.5% of respondent s dono
possession of all the Artisan Card/Health Card/Identity Card majority of adolescents i.e. 100%
respondent s, ave Artisan Catdowhérdas niaximum number of adolescents i.e. 61%
respondents have Health Card which is very high as comparison to Artisan and Identity Card.
Insurance play major role in providing health care services. Only 42.5% respondents have
insuranceand maj ority of respondents i.e. 57.5% dondt
Bargarh district distance is a main problem. Transportation facility is not available and even if
available of Auto rickshaw the cost of transportation is too high due to lo ng distance and bad
quality of road. So location of health care center is not convenient for adolescents as well as
vill agers. Most of the adolescents dondt fear ab
explaining about sexual and reproductive lives . There is no language problem exists in
between patient and service provider. Especially adolescents Girls are not very freedom to
move out from the home. Most of the respondents as well as their family face problem as
they belong to BPL.
SUGGESTIONS:
1 Anganwadi and ASHA should organize a monthly meeting to create awareness about
health and hygienic (LSE & ARSH).
1 Self Help Group (SHG) should take a forward step to educate peers group to increase
awareness level among the adolescents.
Provide easy access va free public transportation to go to the health care center.

Proper monitoring is required to provide high quality health care services.
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9 Advertise the availability of free or reduced cost services for adolescents.
1 Set aside special hours for appointments.
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EVALUATION OF GOVT. SCHEME ON WATER SANITATIONFGRAMME IN SCHOOL

Ggyana Ranjan Mohapatra*Dr. Binodini Mishra

ABSTRACT

The sanitation and hygiene needs of the people have been a priority in Government policies.

It is a cross cutting issue that adds value to all the other flagship progress relating to health
and nutrition of children womends empower ment,
etc. all the good and bad pra ctices are start during adolescent periods or school periods. If
any good behaviour shows in any oneds life it is sure that , that good behaviour or practice he
learnt from school or environment during his/her adolescent periods. Every school going
students have the rights to gain knowledge about safe drinking water and sanitation
practices. The objective of the study is based on to evaluate implementation gap of govt.
schemes in school areas. The researcher using primary and secondary sources of data
collection Secondary data collected from Book review, library study, Website &Internets and
primary data is collected through qualitative a quantitative methods of data collection.
Under gqualitative only sampling method adopted & under qualitative In Depth In  terview,
case study observation guide lines are followed. The sample for the present study consisted
of 90 studentds Of four sections of two cl"sses f
and 50 from class 9". The age range and the average age of the class 9" is respectively 13-15
and the average age of class 10" is 15-17. Boys and girls from two classes were included in
the sample to study the knowledge and practice different in hygienic practices. Procedure of
random sampling was followed in se lecting the subject. Interpretation and analysis shows the
report about knowledge and practices of hygiene behaviour of students at school as well as
home and at community. It also reveals that the latrine infrastructure in the school and at
student 0 # cohtains ¢he qualitative data analyses which were highlighted in the
report of IDIs conducted among school authority as well as Govt. and NGO authorities. This
Chapter also defines the case study report of selected students and observation reports. It
indicates that the govt. provides lots of money through the TSC scheme, but there is an
implementation gaps always found among the school authority and Govt officials. Students
have somehow better knowledge about WATSAN, but parental and teachers support in this

connection was very less. The findings of the study say:
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INTRODUCTION

Water is life. Safe water is basic requirement for healthy living but no water can be safe

without addressing sanitation. More people have suffered died of polluted drinking water than

by not getting enough water to drink. This means that when water became contaminated with

human excret a, it becomes a cause of disease. Sar
toilets. It is a complete package comprising of solid & liquid waste management including

proper disposal of domestic animal excreta proper handling of water personal hygiene,

cleanliness of household and village. Diarrhoea is the single largest killer, usually treated as a

poor mand6s disease but unfortunately doesflunot get
Nearly 80% of the total incidence of registered diseases is attributed to contaminated water

and poor sanitation people from all age groups are vulnerable and children are the worst

suffers.

Hygiene refers to a set of practices perceived by preser vation of health and healthy living.
While in modern medical sciences there are a set of standard of by the community to be
associated with the hygiene recommended for different situation, what is considered hygienic
or not can vary between different or no t can vary between different culture, genders and
groups. Some regular type of hygiene which, provides better quality life, may be considered
with good habits of life style in the society while the other neglects proper hygiene can be
considered as poor healthy practices. Hence hygiene mostly means practice that prevents
spread of disease-causing organism. Since cleaning processes leghand washing remove
infectious microbes as well as first and soil, they are often the means to achieve hygiene
other uses of the term appear in phrases including body hygiene, personal hygiene, sleep
hygiene, mental hygiene, dental hygiene and occupational hygiene. Hygiene is also a name of
a branch of science that deals with the promotion and preservation of health also called
hygienic. Hygiene practices vary widely and what is considered acceptable in one culture

might not be acceptable in another.

Sanitation is the hygienic means of promoting health through prevention of human contact
with the hazards of wastes. Hazards can be physical, microbiological or chemical agents of
disease. Wastes that can cause health problems are human and animal feaces, solid wastes,
and domestic waste water. Industrial waste water treatment, simple technologies leg,
latrines, septic tanks, or even by personal hygiene practice leg simple hand wash with soap.
Sanitation generally refers to the provision of facilities and services for the safe disposal of

human urine and fasces. Integrate sanitation is a major cause of disease world -wide and
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improving sanitation is known to have a significant beneficial impact on health both in
households any across communities. The word sanitation also refers to the maintenance of
hygienic condition through services such as garbage collection and waste water disposal. We
cannot forget the outbreaks of diarrhea and cholera in Rayagada, Koraput and Kalahandi
every year from 2007 and claimed more than 500 valuable lives. It is a good thing that these
communicable diseases are preventable by good sanitation practices.

Water, sanitation, and hygiene (WASH) challenges continue to plague the developing world.
Decades of international attention have focused on these issues, yet high rates of sickness
and mortality from preventable water -related diseases persist, particularly am ong young
children. Over one billion people lack access to an improved water supply, and over 2.5
billion live without safe sanitation. Efforts to address this water supply and sanitation
shortfall have shown that no single technological solution, economic tool, or institutional
structure can be applied to all populations. From the 1960s to the late 1980s, massive
centralized investments in water infrastructure succeeded, at best, in keeping pace with
population growth in most underserved regions. In the 19 90s, a switch in financial and
economic strategies from large international grants and aid to smaller -scale strategies and
involving the private sector led to some success. Currently, however, the number of people
without adequate water services remains as large as it was a decade ago.

The WASH sector still lacks a consistent, central source of information and analysis on
technological and financial solutions. In 2000, the United Nations released the Millennium
Development Goals (MDGSs), encouraging increaed efforts to halve the proportion of people
without access to adequate and safe water and sanitation by 2015. As practitioners,
community planners, government agencies, and elected officials struggle to meet the MDGs,
they need ways to effectively choose among water and sanitation options. Some communities
will best benefit from a government -funded, centralized urban water purification and waste -
treatment facility. Others may be better off with micro  -loan-funded point -of-use treatment

systems.

I ndi aésahdggrowing population is putting a severe
resources. Most water sources are contaminated by sewage and agricultural runoff. India has

made progress in the supply of safe water to its people, but gross disparity in  coverage exists

across the country. Although access to drinking water has improved, the World Bank estimates

that 21% of communicable diseases in India are related to unsafe water. In India, diarrhea

alone causes more than 1,600 deaths daily.. Hygiene practices also continue to be a problem
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in India. Latrine usage is extremely poor in rural areas of the country; only 14% of the rural
population has access to a latrine. Hand washing is also very low, increasing the spread of
disease. In order to decrease the amount of disease spread through drinking-water, latrine
usage and hygiene must be improved simultaneously. Dirty water and a lack of basic
sanitation are undermining efforts to end extreme poverty and disease in the world's poorest
countries. 4,100 child ren die every day from severe diarrhoea, which is caused by poor
sanitation and hygiene. Women and girls in developing countries spend most of their days
gathering water for their families, walking 3.5 miles on average each day to collect water.
Girls ofte n drop out of primary school because their schools lack separate toilets and easy

access to safe water.

As the adolescents become adults, they must assume responsibility for their health care.
Assuming responsibility for ontalpableiepartofgrenangt h car e
up, becoming independent from ones family and finding a place in adult community. However
adolescents with special health care needs, chronic, illness physical and developmental
disabilities may find this different. The adoles cent period starts from or age 12 years of age
and end in the year of 1 *. The beginning of adolescence is time vary great change in the life
of child. In addition to storing puberty and beginning to reach most of their adult height,
their mind will also g row to understand logical and abstract thinking and they will develop the
moral standard by which they will live their life. This is a time for growing independence and
children at this age want to be considering more responsible. Encourage self -esteem and a
positive self -image in teen age by using positive reinforcement and frequent praise for things
that they have accomplishing. Encourage child to be curious, explore and take on new
challenges. The progression through adolescence includes teens continuing need to become
more independent, figure out who they are and learn to manage their own life. They will
probably become less interested in spending time with the family and more interested in
being with their friends. During the period of adolescent it kee ps import to maintain hygienic
condition in day to day life otherwise they can suffer many kinds of communicable and

chronic diseases.
LITERATUREREVIEW

The World Health Organization states that: "Sanitation generally refers to the provision of
facilities and services for the safe disposal of human urine and faeces. Inadequate sanitation
is a major cause of disease world-wide and improving sanitation is known to have a significant

beneficial impact on health both in households and across communities. The w ord 'sanitation’
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also refers to the maintenance of hygienic conditions, through services such as garbage

collection and wastewater disposal. The term " sanitation" can be applied to a specific aspect,

concept, location or strategy, such as: Basic sanitation refers to the management of human

faeces at the household level. Global Water Supply and Sanitation Assessment 2000 Report,

Worl d Health Organizati on, Uni ted Nations Childre
Collaborative Council, 2000.

Ghosh, Meerakshi and Goldar, Bishwanath. (2007) Safe water, safe waste disposal and health
outcomes, Delhi: Institute of Economic Growth Despite the progressively increasing outlays
under plans, universal provision of safe drinking water and improved sanitary facilit ies is still
a distant goal. Only 64% to 74% of the rural population of the country draws its drinking
water from protected sources leaving the un -served population exposed to dangers.
Consuming contaminated water. The corresponding figures for the urban p opulation are
relatively better; about 91% to 93% of the population enjoys access to drinking water from
protected sources. Only six states have been able to ensure full coverage in rural areas,
while on the urban front, only 77% of class | cities enjoy fu Il water supply coverage.
Regarding sanitation facilities coverage, data from various sources reveals that only 18% to
19% of all rural households and 75% to 81% all urban households have access to toilets. It was
found that the incidence of diarrhoea is r elatively higher among households with low
standard of living. While the incidence of diarrhoea is 23.09% among households with low
standard of living, It is lower at 20.22% among households with medium standard of living,
and still lower at 16.71% among households with high standard of living. Comparison of
incidence of diarrhoea across states shows a wide variation in the rate. Some of the states
for which the incidence is found to be relatively high include Jammu, Delhi, Madhya Pradesh,
Orissa and Maharahtra. On the other hand, the incidence is found to be rather low in Assam,
West Bengal, Punjab, Karnataka, Kerala and Haryana. The incidence rate is relatively lower
for private tap water users and private hand pump users in a majority of states. In many
cases, the incidence rate for public tap users is higher than that for private tap users. This
may in part be due to the fact that in the process of collection of water from public taps
contamination takes place. It was concluded that interventions resulti ng in better access to
piped water and sanitation facilities can have significant health benefits. However, policies
aiming at improving coverage may often be compromised by deteriorating distribution
systems, contamination during storage post collection, or lack of hygienic practices, which
may undermine the quality of the water at point of use. Universal provision of safe drinking

water supply and sanitation in urban and rural India has emerged as major challenge, but the
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realization of this goal will sti Il take some time. A Note on Rural Drinking Water Supply,
Meeting of the Consultative Committee for the Ministry of Rural Development. RGNDWM,
New Delhi, August 2002, Accessto Improved Drinking Water Sources i India. WHO/UNICEF
Joint Monitoring Programme for Water Supply and Sanitation, Coverage Estimates 1980-2000,
WHO and UNICEF, September 2001.Access to Improved Sanitatioii India. WHO/UNICEF Joint
Monitoring Programme for Water Supply and Sanitation, Coverage Estimates 1980-2000, WHO
and UNICEF, September 2001

OBJECTIVE OF THE STUDY

I To evaluate the govt. schemes for water and sanitation in schools. To evaluate the

implementation gap between govt. and school authority.

1 To access the updated knowledge on use of water in sanitary latrine among the

adolescent student.

 To find out the impact of various WATSAN programmed undertaken by various

developmental activities. (Govt. and civil society).

1 To observe the hygiene & sanitation condition of school environment, classroom, drinking

water source & latrines etc.

METHODOLOGY

Open ended and focus group discussions were conducted to understand the level of awareness
among adolescent students and existing knowledge about the safe use of drinking water and
sanitation. As the study was limited (3 months), very extensive study could not be held to get
more accurate and scientific result. Both qualitative as well as quantitative methodologies
were used for this study. In quantitative method Procedure of random sampling was followed
in selecting the respondents. Structured questionnaire was used for the study among the
students. The sample size consisted of 90 students of 4 sections of both classes and from two
schools like: 40 from class 10" and 50 from class 9". The average age of the student
respondents were 13-15 (class 9" and the average age of class 10" was 15-17. Boys and girls
from both classes were taken for the sample and the study assessed the existing knowledge

and diffe rent hygienic practices related to water and sanitation.

Appart from quantitative data collection , some qualitative data were collected to cross

check the validation of quantitative data. Procedure of indeapth interview (IDIs), case study
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and observasionwere collected followed by its structured guide. Some of the guide notes was
used for the above mentioned work. Under qualitative methods two govt authority, one NGO
personnel and some members of school commity from two schools, which were selected
exclusively for In Deapth Interview (IDIs). Out of 90 respondents, 5 students were selected to
conduct the case study on basis of their existing knowledge on safe water, hygiene and
sanitation. Under secondary research; book review, library study ,website and in ternet was
used to collect more information about this topic. Customized SPSS software is used for data

interpretation and analysis.

A) Quantitative method :

It is one of the interview methods applicable directly for the respondents of 90 Students of
both schools. Under quantitative method only sampling method was adopted. A total number
of 90 students from class 9™ & 10" in both schools were selected through random sampling

process.
MAJOR FINDINGS

This study has covered with 90 adolescent students of f our classes of two schools, in the age
group of 13 to 17, who are in the way of hygienic practices.
TABLE 1 (Age wise distribution )

Graph-1
SL Ag | Male | Female | Frequency | %
NO AGE WISE DISTRIBUTION
1 13 | 2 1 3 3.33
2 14 |50 8 58 64.4 o
3 15 |16 2 18 20 214
4 16 |5 0 5 5.56 o
5 17 |6 0 6 6.67 0517
total 79 11 90 100 =3 Total

The above table shows the age wise distri bution of students, among all 90 studends 64.4% |,
58 no. of Students are coming under the age group of 14 years , which contains 50 boys and 8
girls. The second highest group is 15 years age group, which contains 20%, 18 students ,16
boys and two girls. 3nos of students belongs to 13 years age and the remaining 11 students

54



belong to 16 & 17 years group, 5 boys from 16 years group & 6 from 17" years group. No girls

students are coming under this group.

TABLE2: CLASS WISE DISTRIBUTION

SL NO CLASS MALE FEMALE TOTAL %
1 9™ 39 11 50 55.6
2 10™ 40 0 40 44.4
ALL 79 11 90 100
TOTAL

The above table (Table -2) indicates the ratio of girls and boys class 9 ™ & 10™ of two schools.
50 nos of students coming under 9" class which contains 39 boys & 11 girls. The remaining 40s
are coming under class 10" . | took only senior students of the school for my research study,

to gain more valid information about my topic.

he above table shows the monthly incom level of students father. 49% coming under the
incom level between Rs 5000 8 RS 10000 & the remaining persons incom is more than 10,000
.Among all the 90 students, 11 students are girl and remaining 79 students are boys . GRAPH4
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The above table indicates the sources of drinking water at students home and school ,which |
taken as my study area. The table shows the water source of students home. Among all the 90
students, 50%, 45 nos of students family depend upon well w ater for their drinking water
purpose,whichh contains 39 nos from boys family and 6 from girls family. Out of 90 ,43.33%

,39 families are depend upon tubewell for drinkuing water, which contains 35 boys family and
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4 girls family. The remaining 6.67%, 6 fam ilies are depend upon PWD piped water for their

drinking water purpose,which contains 5 boys family &1 girls family as per their view concern.

On the other hand, as per answer of the students in the study report shows the drinking water
source at school,37 students prefered well water ,38 students are prefered tubewell water &

the remaining 15students are prefered tube well water for their drinking water purpose.  The

above two table (Table -5&6) shows the report on students habits & practices of safety
drinking water uses. Among all 90 students 25.56% students are drunken 5 litres of water per

day, which contains 18 boys & 5 girls. The remaining 74.44 % students drink more than 5ltrs of

water per day which contains 61 boys and 6 girls. As the students view co ncern ,on the basis

of practice of safety drinking water ,64 students ,containing 58 boys & 6 girls families are
using ladder in their family & and the remaining 26 students are not using ladder at home.
Among all the 90 students 84,75 boys & 9 girls students are used purified water for the
drinking purpose and the remaining 6 students 4 boys & 2 girls are depend upon normal water
for drinking. The above table indicates that students have a good practice of safety drinking

water uses.
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The above table shows the availability of toilet at students home as well as at school premises.

On the basis of students view among the 90 students 97.67% (87) students have toilet in their

home (which says; 78 boysd and 9girl s dHoysmandl2y ) .

girls) have no toilet /latrines in their home. On the other hand, at school premises, 82 students
answered in the availability of toilets where as other 8 students answered for non -availability of

toilets.
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The above table shows the hygienic habits during defecation & after defecation. Among all the

90 students 97.67% 87 students have toilet in thei
9girls family. And the remains 3.33% 3 family 1 boys and 2 girls have no toilet /latrines in their

home. The remaining 3 families are going outside as bush, open field for defecation. On the

basis of hygienic practices after defecation ,78 students,74 boys and four girls are used soap for

hand washing and the remaining 12 students 4 boys and 8 girls are used assfor hand washing.

Among 90 students, 66students, 56 boys and 10 girls are take bath after defecation. And the

remaining 24, 10 boys and 14 girls are change dress after defecation.

The above table indicates the hand washing practices of students before foo d as wellas after
defecation. The first column of the table reviels that 72 nos of students are using soap where as
11 nos of students are using liquide soap before taking food. Majore thing is that among the
students liquid soap users more hygienic than soap users. Another column shows the hygienic
practices after defecation. Among 90 students 64 nos of students are use soap, 18 students are

using ass, 6 nos are using mud and only 2 nos of students are using liquid soap.

The above tables shows the record of knowledge among students, which shows that 89
students are gained knowledge about watsan from school. Out of these 90 ,89 stidends had

attend the session of Global Handwash Day.

i  Among all the 90 students, 11 were girl students and remaining 79 students were boys.
Among student respondents 49% coming under the incom level between Rs 5000 to RS
10000 & the remaining 51% respondents family incom fall under more than 10,000
rupees per month

U 50% of families are using well water ,where as 43.33% families are using tube well water
and the remaining 6.67% are using tap water. On the other hand at school 41.2% are
preferred well watered, 42.2% are preferred tube well water and the remaining are used
tap water, 71.22% students are using ladder at home.

i  Among 90 families 93.33% families are using purified water. (water purified either by
boiling ,straining or purified by aquaguard), 87 students have personal latrine in their
home and 91.11% students are using toilets in school.

0 86.67% are using soap for hand washilg and the remaining 13.33%are using ass for hand
washing, 73.33% students are taking bath after defecation where as only remaining are
change their dresses/clothes.

i On the basis of students view among the 90 students 97.67% (87) students have toilet in

thei r home (which says; 78 boys®6 and 9girl s f ami
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boys and 2 girls) have no toilet /latrines in their home. The remaining 3 families are
going outside as bush, open field for defecation. On the other hand, at school pre mises,
82 students (out of 90 students) answered in the availability of toilets where as other 8
students do not have knowledge about the availability of toilets, which look strange.

i On the other hand, the study report shows that for drinking purposes 37 students were
using open well water, 38 students were using tubewell water & the remaining 15
students were using tube -well water.

0 Among all 90 students 25.56% (18 boys & 5 girls) students were consuming 5 lits of water
per day, the remaining 74.44 % (61 boys and 6 girls) students were consuming more than
5ltrs of water per day.

U As per the students view on the basis of safe practice of safe drinking water ,64 students
(58 boys & 6 girls families) were using ladder in their family & and the remaining 26
students are not using ladder at home.

i Among all the 90 students 84 (75 boys & 9 girls) were used purified water in terms of
agua-guard and filter for the drinking purposes and the remaining 6 students (4 boys &
2 qirls) were depend upon direct and normal water without purification for drinking.
Hence it indicates that the students have a good practice of safety drinking water and
its correct usages.

U So far the hygienic practices after defecation is concerned, 78 students, (74 boys and 4
girls) were used soap for hand washing and the remaining 12 students (4 boys and 8 girls)
were used ash for hand washing. Among 90 students, 66students (56 boys and 10 girls)
were taking bath after defecation. And the remaining 24, (10 boys and 14 girls) were
changing dresdcloths after defecation.

CONCLUSION

The main approach of the study is to taken certain steps towords the health issue of the

adol escent s. The study o0 Elalution of Govt scheme
between the age group of 13 to 17. Of 9™ and 10"  class students of two govt high school

namely kapila prasad and badagada . Govt. has provide somany schemes for school going

students for mentaining their hygienic condition. This study has done to achieve a report of

proper implimentati on of Govt scheme and the condition of hygienic practices of students in

school as wel as in their home and in community. Thi study report also provide

Implimentaition status of Govt authority & knowledge status of the students.
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During my study period | visit so many places and meet several peoples ,govt as well as
private authority. | collect data from them as well as try to aware them about the
developemental steps of govt. during this period , | contact with more than 100 adolescent
students. Through rap po building | found that students are very coperative in nature and they
have the desires to learn more about hygienic practices. It was quite difficult to collect data
from the govt. authorities due to their busy shedule . | visited govt offices like DDWS &
OSWSM and meet wih Abani Barala & Sikha Nayak . They helpme to know about the schemes
of govt for school adolescents . Apart from this | met with some NGO authorities , Prabin
mure , Soumya Mohanty, respectiveli from UNICEF & WATER AID. It was also qui¢ difficulties
for me to collect data from school adolescents. Their behaviour sometimes irritate me, but

the helping hand from the school authorites inspire me to progress in study.
SUGGESTATION:

AS per the research findings Govt develop so many schemesfor students, but there is always
remain a communication & implementaition gap between the authorities. If govt authorities

as well as teachers are became awared , its became more fruit ful.

U There is requirements of some aditional training session in school for school
students. The training should be more demonstrative, based on attitudinal changes,
rather than theoretical sessions. The training to PTA and MTA should be given at
school level. More number of refresher courses should be organized to refresh their
memory and to know more.

i GOs & NGOs authority needs to organise some street play, school health programme
in school with the presence of parents as well as teacher , its impact would be  more
on students or community. Apart from the ongoing Street Play in school, varieties of
intervention program must be organized to bring better changes in health habits.
Those should be Video Show, Documentary Films, Exhibitions and other Folk Medias.

U Demonstrative sessions should be conducted among the school children to bring
changes in their day-to-day good sanitary habits. Personal hygiene day in every week
should be maintained in each and every school.

U Provision of safe drinking water facility and la trine program attach with urinals
should be constructed in each and every school. Health education program especially
for adolescent girls must be done in every school

i During midsummer provision of potable water must be arranged at certain point,

where more students can use drinking water to avoid sufferings of Hit Wave
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i Waste water flowing from the water point must be lead to school kitchen garden or
flower plant and all waste materials must be thrown in the school compost, which in
due course can be used a bio fertilizer. Hence Plantation and gardening program
must be encouraged in all schools, for which seeds, seedlings and saplings must be
supplied to them.

U Health awareness through cultural program in schools must be a great advantage
towards changing healthy habits among school children. Regarding school health and
sanitation education program, concerned parents and teachers should be made
aware and try to get them involved in the program.

i Construction and repair of urinals and latrine with adequate wate r supply is essential
in each school. School Sanitation Drive must be conducted in regular interval, in
support of school teachers and village education committee.

i  Among the school students a sanitation committee must be formed and certain
activities must be delineated to them towards management of school sanitation,
personal hygiene of small children, safe drinking water practice etc.

U Health checks up and de-worming program in schools should be organized continued.
Safe drinking water point should be insta lled in school premises and the children
should be motivated in such a way that they will be bound to develop good habit to
use safe water always. And it will also be a good impact on parents.
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ATTITUDE OFSTUDENTS, TEACHERS AND PARENTS TOWARDS SEX EDUCATION: AN
ANTHROPOLOGICAL STUDY OF DIFFERENT EDUCATIONAL INSTITUTIONS IN TALCHER,

ODISHA

*Gyanendra Kumar Dhir** Nibedita Pani

ABSTRACT

Different studies highlight that lack of awareness among adolescent s contribute to increase
in the incidents of early pregnancies, abortions, sexually transmitted diseases, AIDS, mental
tensions, stress, torture, desertion from their families, loss of social respect and in the end
resulting in utter failure in their studi es and becoming a wayward in life. It is estimated that
34% of the HIV infected persons are in the age group of 12 to 19 years. The Odisha
government had initiated sex education in high schools affiliated to Odisha State Board from
the session 20082009. This study is based on anthropological qualitative research methods
such as; interview, schedule questionnaire and case study. The study is based in Talcher town
of Anugul district and the purpose of choosing this town is for its diversity in terms of type S
of schools, socioeconomic categories of students, urban -rural dynamics of respondents etc.
The result indicates that maximum respondents, across three stakeholders, are in favour of
incorporation of sex education. Though some argued against it saying tha t it encourages
promiscuity but the overall outcome do not represent this view. It also show a huge gap
between students imparted with sex education and who are not on reproductive health
related ideas. Besides sex education as a critical factor for such r esult, other factors such as
economic or social conditions of students, level of awareness of parents of such students and
type of schools where they are taught perhaps play crucial role. Maximum respondents,
among teachers and parents category, viewed that specially trained science teachers or
invited doctors should teach this subject in separately to boys and girls by male and female
teachers respectively, however, a minority believes that it should be given together. The
study recommends that there is a need to create awareness among all stakeholders to clear
their misconceptions about sex education before introducing it as a part of course
curriculum.

Key words : Sex education, Social activist, Anthropological method, Students, Teachers,

Parents

*Gyanendra Kumar Dhir and ** Nibedita Pani are research scholar s. Also this paper presented in
3 International ¢ onference on Life skills at RGNYID Chennai.
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INTRODUCTION

Sex education is broad term used to describe education about human sexual anatomy, sexual
reproduction, sexual intercourse, reproductive health, emotional relations, reproductive
rights and responsibilities, abstinence, contraception, and other aspects of human sexual
behavior. Sex education may be taught informally, such as when someone receives
information from a conversation with a parent, friend, religious leader, or through the media.
It may also be delivered through sex self-help authors, magazine advice columnists, sex
columnists, or through sex education web sites. Formal sex education occurs when schools or
health care providers offer sex education. Slyer (2000) stated that sex education teaches the
young person what he or she should know for his or her personal conduct and relationship
with others. Gruenberg (2000) also stated that sex education is necessary to prepare the
young for the task ahead. According to him, officials generally agree that some kind of
planned sex education is necessary.

Sex education is not just an option but also a necessity for teens nowadays. Children past the
puberty stage need to be informed not only about body parts and the reproductive system.
They are supposed to learn something deeper about relationships and safe sex, as these will
teach them how to act responsibly when the time comes Both school authorities and students
want sex education in their curriculum an opinion which has surfaced in a study conducted by

a MEd student of department of education in M S University. Around 500 respondents,
including school teachers, educators, administrators as well students shared that sex
education should be part of school education. The study also highlights the fact that most of
the students had very little knowledge about AIDS and HIV a nd that they want to be informed
on this subject.

Taking a cue from Gujarat and Maharashtra, Orissa has decided not to introduce sex
education in school curriculum. This comes in the wake of protests from different quarters,
including teachers and student bodies. "We would not introduce sex education from this
academic session because it is being opposed by several groups. We don't want to expose our
children to anything that could prove detrimental to them in future and do not want to take

any decision in haste," said state school and mass education minister Bishnu Charan Das. "We
have formed a committee to examine the issue and submit its recommendations. We will see
what can be done for next year only after receiving the committee's report."(2007). But ye t

sex education not imparted in O dia medium (HSC) schools.
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LITERATUREREVIEW

Burt defined sex education as the study of the characteristics of beings; a male and
female. Such characteristics make up the person's sexuality. Sexuality is an important aspect
of the life of a human being and almost all the people including children wantto ~ know about
it.[citation needed] Sex education includes all the educational measures which in any way
may of life[clarification needed] that have their center on sex. He further said that sex
education stands for protection, presentation extension, improve ment and development of
the family based on accepted ethical ideas.

Leepson sees sex education as instruction in various physiological, psychological and
sociological aspects of sexual response and reproduction.

Kearney al so def i ned s e xolviegdheanarehensive caurse obdctiory by
the school, calculated to bring about the socially desirable attitudes, practices and personal
conduct on the part of children and adults, that will best protect the individual as a human
and the family as a social institution. Thus, sex education may also be described as "sexuality
education”, which means that it encompasses education about all aspects of sexuality,
including information about family planning, reproduction (fertilization, conception and
development of the embryo and fetus, through to childbirth), plus information about all
aspects of one's sexuality including: body image, sexual orientation, sexual pleasure, values,
decision making, communication, dating, relationships, sexually transmitted infecti  ons (STIs)
and how to avoid them, and birth control methods.

Rubin and Kindendall expressed that sex education is not merely a unit in
reproduction and teaching how babies are conceived and born. It has a far richer scope and
goal of helping the youngster incorporate sex most meaningfully into his present and future
life, to provide him with some basic understanding on virtually every aspect of sex by the
time he reaches full maturity.

According to the WHO, sex education for children should be imparted att he age of 12
and above. It is estimated that 34% of the HIV infected persons are in the age group of 12 to
19 years; despite this statistic, it was found that school authorities still nursed a mental
block.

The results of a survey conducted by Vidyasagar Institute of Mental Health and Neurological
Sciences, Delhi, in the year 2003, might be an eye opener to school authorities where

children themselves expressed the need for sex education.
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OBJECTIVE OF THE STUDY
The present study has two broad objectives. That is
1 To know there interest or disinterest towards the sex education among the students,
teachers as well as parents of the students.
1 To know the difference in terms of awareness level on different aspect of reproductive
health between the students whe re it is imparted and where it is not.
METHODOLOGY
Research means search for knowledge. Thus Research Methodology is a way to systematically
solve the research problem. In it we discuss the various steps that are generally adopted by a
researcher in studying his research problem along with the logic behind his/her research. To
conduct study | have selected D.A.V Dera, Jagannath Area, Talcher school for category one
that is where sex education is imparted and Talcher college (Junior) and Silpanchal Mahila
Mahabidyalaya for 2"'category, where sex education is not imparted, Mainly quantitative data
are required for the present study . The timeline of this study was divided into 4phases and
from 20™ June to 20" September.
Sample selection
The samples of DVA Dera School and Talcher College are selected by stratified
sampling method, that is students are divided into two groups i.e. boys and girls. And among
these two groups by lottery systems samples are selected. And the samples of S.M
Mahavidyalaya are seleded by Random sampling method. The sample students are belongs to
+2 standards; because the sex education is imparted in 10 ™ standard of DAV School .Its impact
can be asses from 11" class (10" pass out students).
Sample Size
The total sample size is 100 that constitute 60 students, 20 teachers and 20 parents. Table -1

shows the distribution of samples which is as follows:

Table no-1
Sample groups Sample area Sample size Total
Students Dera DAV School 20
Talcher College (Junior) 20
Silpanchal Mahila Mahabidyalaya
20 60
Teachers Yuvarj High School, 06
Deulbera Colliery model High School , 07
Sara Swati Sishu Mandir
07 20
Parents Talcher Area 20 20
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Total 100 100

MAJORFINDINGS

The research findings are divided into two sections such as Section -1 and Section-
2.Section. Section-1 consists of Parents attitude, Students attitude, and Teachers attitude.
Section-2 consists of Awareness level between students of two groups (Where sex education is
imparting and where it is not).All most 100% DAV school students viewed that sex education is
very important, subject which must be imparted in each and every school. It is informative
and makes us aware of the Misconceptions prevalent in our society. It is a way of creating
awareness among the students in their adolescence time and makes them prepare for the
proper marital and social life.
Relevance Sex Education

Regarding relevance of this sex education maximum student suggested that that in the
present era 0Sex educationd has to be imparted because many of the adolescents are not
aware of the bodily changes and may get wayward. It produces awareness of different
sexually contaminated diseases and the way to utilize his knowledge in a proper manner.
Experience in Classroom Teaching

Regarding experience in classroom teaching 55% students viewed that they felt
awkward, while 40 % students feel comfortable .or in other words the table no 2 shows that
some take it positively and utilize the know ledge in a proper manner, while some other
extract out the evil of it. More over some girls feel awkward, when the fact about puberty is
being discussed in the class. It is also happens that some students look very much
embarrassed at the first time, but | ater on they understand the vitality of this subject
Teaching style of teacher

Table no 3 discuss about the teaching style of the teachers who teases students in the
classroom on topics related to it , 25% students viewed that sometimes their teacher felt
awkward and did not explain the facts properly. But maximum students viewed that their
teachers were very free with them and they felt very comfortable with him/her. Their
teachers explained the total process in a lucid manner which is effective forachil d6s mi nd
with a demonstrative analysis. That is they taught practically and confidently and clears the
misconceptions about sex. Form the students opinion it is clear that maximum girls are
comfortable with lady teacher whereas boys are comfortable with ma le teacher. But only17%

boys and 22% girl students are comfortable with both.

65



Maximum students stated that changes occurred in the discussion of the topic after
the class room teaching. 71%students also think that such teaching, to some extent increase
the gap between boys and girls. 85% students viewed that during the recreation/playtime the

boys and girls did not interact on the matter of sex. Graph no -3

m Boys mGirls

80%  75%

Yes No Iy Qi

80% students viewed that there is no tease among students after knowingeach ot her 8 s
sexual differ ence through class room teaching. 85% students also viewed that the sex
education promoted the boys and girls to watch commercial films. Many students view that in
the presence of family members they like to see f amily serials, news, quiz programmes,
discovery channels, animal planet, but with the close friends they like to see romantic songs,
Bollywood and Hollywood movies. It is also same in case of students of Talcher College
(Junior) and S.M. Mahabidyalaya. From this we can say that sex education does not only
responsible for promotion of watch ing adult films among students f rom the.83% parents
viewed in favor of sex education. They opined that it is essential for students especially for
the girl students who are more victimized. Sex education in school makes them conscious of
sex matters so that they cannot commit any mistake relating to it. Some viewed that specially
trained science teacher or invited doctors can teach such subject in a confined manner. Sex
education should not be imparted in the schoo Is. As the students are too freckle at their mind
and even it can make them shyer. So it is better to be omitted in school.  Maximum parents
viewed that the sex education should not be confined to teachers and students the parents
should be involved with it .

Both the teachers and parents must involve themselves in imparting sex education to
their students and children respectively. What is not clear in the classroom teaching can be
explained in a better way by the mother at home. The children are mor e comfortable while
discussing with their parents.

55% parents viewed that their son/daughter did not discuss with them regarding
his/her physiological changes during the adolescent. Rest agreed that their son/daughter

discussed with his/her father and mo ther respectively. There is one important thing is that if
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they dondt discuss with their parents, they may
situation they will not get accurate dat a on this regard. In Most of it is seen that girls share
with t heir mother and take suggestions regarding any difficulty related to sex rather than
b o y.f is also seen that daughters are sharing on the subject of S.E, but son is reluctant to
share his view on sex education. 30% parents viewed that their son/daughte r did not share
their experience what had been taught on the subject of S.E. in the classroom with them.
Most of the parents of Talcher college and have no idea regarding what sex education is. It
also highlights the educational, economic background of the student.
TEACHERS ATTITUDE TOWARDS SEX EDUCATION
One teacher expresses his view that education is one of the most important aspects
which is treated as the backbone of a society. Similarly sex education is the part of education
which is closely related to human life. As sexual urges are the biological necessity of a
person, we canod6t ignore it. I f sex education wil!/l
teenagers will be misguided by others and will do irreparable loss to them.
There is difference in view regarding meaning of sex. Table no 9 shows that73%
teacher considered sex as a biological concept. 26% considered it as psychological concept

while only5% considered as religious concept.

m Biological concept  m Psychological concep

Religious concepl  m Socioecultural concept

5% 0%

Regarding the opinion on starting of the sexual consciousness in both boys and girls,
60% teachers viewed that at 12years, 33% viewed at 15 years, and rest 20% viewed on
biological maturity.

With regard to opinion on which class sex education should be introduced, it varies
from class 6 to 12 level. B ut maximum favored with in the class 8 "to 9". Because this is the
crucial period for both boys and girls as they reach the period of adolescent. All types of

physical and mental changes occur in this age. And in this stage a child possesses curiosity to
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know about the physical changes, taking place in their body. It should not be introduced in
the lower class because they have not proper knowledge about this.
View on sex education

86% teachers viewed in favor of this and suggested that it should be impa rted in the
school because when a child attains puberty he/she has curiosity to know about the different
physical changes that appears in his/her body. Sex education is the proper not medium which
provides information about the STD. It enhances the child t o make a healthy relationship with
the child of opposite sex. It enables the child to be more civilized and sociable.

Regarding the problems of excluding sex education from the school curriculums many
viewed that the teenagers will be misguided by others a nd will do irreparable loss to
themselves. As a result of studentds awareness Wwi
of transmitted diseases related to sex.

Awareness of the way bodies grow and change and Uniqueness of their body

As in the curriculu m of DAV school there is chapter on bodily growth and changes in
adolescent and Uniqueness of human body based on gender so the students have sufficient
idea on it, but the idea of students of Talcher College and SM College based on informal way
or from pe rsonal experience. The graph no shows that there is a big gap between the students
who are imparted with sex education and who are not. Apart from books the students also
gain information it from other sources. OnPregnancy and birth, 1ll impact of early P regnancy,
Contraception (including emergency contraception) the DAV school students have more idea
in comparison to other students as these topics are been taught to them in the schools.
Menstrual hygiene, Condoms, Contraception and family planning issues

The girl students of Talcher College and SM College have low knowledge on menstrual
hygiene in comparison to girls of DAV school. Boy students of Talcher College have more
knowledge on Condoms compare to g i r dtu@ests while it is 100% in case of both boys and

girls of DAV school as it is taught to them in class.
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m Contraception and family planning issur  m Condoms Menstrual hygiene

45%
20% 25% 39%
10%
Boys Girls Boys Girls
Students imparted with sex educatio Students not imparted with sex educatio

It is also seen that the DAV school students have more awareness on contraception
than other students as they using more sources for gaining information for various health
related issues and these topics are already being taught to them.

Awareness of sexually -transmitted infection, Sexually transmitted disease, HIV/
AIDS:

As it is taught in the class, the DAV school students have proper idea on these matters,
which is lack in case of students o f other schools as it has not been taught to them. But by

posters of PHC and AWC some girls have knowledge on it.

B Students imparted with sex education Bo'  ® Students imparted with sex education Git
Students not imparted with sex education Bam Students not imparted with sex education Gil
100%4.00% 100%4.00% 100%4.00% 100%4.00%
45% 0%
0
10% 15% 109% 15% 0 20%
1 1 ]
Sexually transmitted HIV AIDS Awareness of sexually Condoms
disease transmitted infection

It is seen that 10% boys and 15% girl students of Talcher College and SM College have
concrete idea on HIV/AIDS. Though maximum student heard on HIV/AIDS but they have no
concrete information on this. But 100% DAV school students have concrete idea on it as it is
studied in their class room.

By asking the above question | have tested their knowledge level. From their opinion
it can be said that DAV school students (where sex education is imparted) have more
awareness regarding their reproductive health than where sex education is not imparted. The
source knowledge for students who have not been imparted with sex education is inform al

source that is from mother, grandmother, and other relatives with whom they are free and
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from peer groups. ASHA, AWW and ANM are also playing vital role in creating awareness

among the adolescent students who are living in villages.

120%
100% -
80% - m Boys of DAV Der:
60% - m Boys of Talcher colleg
40% - Girls of DAV Dere
20% - m Girls of S.M. Mahavidyalay
0% = Girls of Talcher collegt

The table no 10 discusses about sources of awareness for the students of both the two
categories .the discussion shows that the students of DAV schools access more awareness
sources in comparison to other students. Though it is related to their economic  status it also
shows their interest to gaining k n o wl e dig thednsain source of information for all student
and also books carries same importance for DAV school student. The informal source is more
access by girls in comparison to boys,
CONCLUSION
From the above discussion we can conclude that, maximum students, teachers and
parents are in favor of introduction sex education in the school some suggestions suggests by
the stakeholders and the author are discuss below. The result shows introduction of sex
education with some modifications such as
1 Separate teaching for boys and girls by male and female teachers respectively.
1 Highly thorough in this domain, aged person should be invited as guest teachers on
some special occasion.
1 Not only teachers but ot her volunteer organization, voluntarily doctor those who are
working in this field may be involved.
1 The adolescent students should be given sex education and besides that proper
counseling from a psychiatrist is required for the adolescents. So that they ¢ an achieve
something regarding the sexual behavior and they will be care full about their day

activities.
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One should come forward to talk to the adolescence student. Indirectly one should try
to talk to the adolescent to know the problem of adolescent he/s he is unable to
express.

Special classes on Sex Education should be given to the girl student. They should be
aware of the physical as well as the social class.

Parents must be free with their children

Before class room teaching by their teacher, they must have idea on fundamental sex
by their parents.

Acohesi ve environment must be created, So
It must be after 8 ™ and should not be started before it.

The teacher should have good counseling capacity.

Regular traini ng for teachers and counseling for students must be organized at school.
More awareness programmes must be created by the government.

Rallies must be conducted and debates elocutions and creative writing competitions
must be organized on sex education, on the eve of world AIDS day.

Media has an important role to play.

The state of sex education can be improved if they will get proper moral education
and system of Brahmacharya from their school life. If they will be convinced about its
good or bad impact in their life they will hesitate to follow the destructive path.
Particularly, it will give more benefit to the adolescent because they will be checked

up from the unseen danger.

Conference of science teachers along MTA (Mothers Teacher Association) membersin
regular intervals should be organized to updated knowledge.

Impact of good training to teacher, or export faculties for training to the teacher can
helps teacher to teach in the classroom.

Some people have a false notion that the proposed sex educatio n modules are an

encouragement rather than education about sex. So at first we have to create awareness
among the people that it is a broad concept which is related to so many other aspects of life.
Everybody should feel the necessity of sex education for his/her child. Mainly the
uneducated, economically backward classes would be taken priority.
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AN ASSESSMENT ON PROBLEMS OF EARLY AGE MARRMMEENG ADOLESCENT GIRLS IN
RURAL AREAAND URBAN SLUMSA DIAGNOSTIC STUDY

*Harapriya Satapathy **Dr. Binodini Mishra
ABSTRACT

Early age marriage among the adolescent girls before the age of 18 years is a violation of a
number of rights: human rights, RH health right and the gender right. Despite of laws that
prohibit marriage before legal age is called as crime; such practice is  still extremely
prevalent in many parts of the country as well as in state like Orissa. The condition to
violate the social norms can result in stigma, isolation, and abuse by the family members and
also by the society. Social norms followed by parents and the greater community often
undervalue girlsd soci al and economic contributic
and mothers. Therefore, most successful programs address not only to girls, but also the
people around them. Marriage at such early age exists because of several social factors,
which includes conventional gender norms, the value of virginity and parental concerns
regarding premarital sex demand of dowry and in fear of not finding suitable
match/bridegroom. Out of those 100, 50 married and 50 unmarried adolescent girls were
taken on random selection basis. That apart other qualitative research methods such as FGD,
IDI, Observation, Case study etc supported to supplement more data and validated the
guantitative data as a whole. The percentage of their marrital status says; married
adolescent girls are higher (40%) followed by unmarried (29%), widow (16%) and
other(divorsee/separated -15%) in both rural and urban area. It is also found out that married
adolescent girls are higher is rural area (22%) followed by urban (18%) adolescent widow and
diverse more in urban area (18%) followed by (13%). Primary education level among the
respondents shows higher percentage (46%) [(32%) in rural and (14%) in urban] compare to all
other three illiterate hig h school and college. Higher education (High school and college) in
urban shows higher percentage (21%) followed by rural are (8%).

Key word: Marriage, health and social issues
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INTRODUCTION

In much of the developing world, adolescent and child marriage continues to be a strong
social norm, particularly for girls. Early female marriage is associated with a number of poor
social and physical outcomes for young women and their offspring. On average, girls who
marry as adolescents attain lower schooling, have lower social status in their husband s 6
families, report less reproductive control, and suffer higher rates of maternal mortality and
domestic violence. In addition, these individual outcomes suggest a number of larger social
consequences of early marriage, including higher population growth, more rapid spread of
disease, and a higher incidence of orphans. Below 18 years marriage is called early marriage.
It is different from the child marriage because child marriage is occurs below 15 years. There
are different causes and effect of early marr iage. The causes of the early marriage are low
socio economic status, wrong assumption of parents, wrong perception etc. Due to this there
are so many problems arise in the case of early marriage. There are numerous problems a
couple can face when marriage happens at an early age for them. Early marriage which is also
referred to as child marriage is common all over the globe and has inflicted dangerous and
devastating effects on young children who are compelled to tie the knot in most cases.

It is said that marriages are made in heaven and celebrated on earth. The popular belief is
true to many extents, because it is a special bond shared between two souls, who tie the
wedding knot after promising to be companions for a lifetime. It is the physical, mental and
spiritual unison of two souls. It brings significant stability and substance to human
relationships, which is otherwise incomplete. It plays a crucial role in transferring the culture
and civilization from one generation to the other, so that the human  race is prospered. The
institution of marriage is beneficial to the society as a whole, because it is the foundation of
the family, which in turn is the fundamental building block of the society. Since the ancient
times, marriages have been celebrated as ceremonious occasions, just like the religious
festivals, where in a number of rituals and customs are followed. A number of ceremonies are
observed before, during and after wedding

The meaning of marriage differs from one person to another and from one ti me to another. In
ancient times, for example, a marriage meant a condition in which a woman was given to a
man almost as property, and often as part of a political, social, or business arrangement of
some sort. For much of human history, marriage has been a permanent institution that, once
entered into, cannot be dissolved except by the death of one of the spouses. In the modern

world, however, marriage is a vastly different thing. On the up side, marriage is today more
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of a gathering of equals, rather than the subjugation of one to the other. On the down side,
marriage often becomes much more temporary than it has been in years past.

Majority of the married adolescent girls are school dropouts. Marriages are mostly arranged by
parents and relatives. Ear |l y age at marriage | imits womends
partner . It al s o apsycleolodical dewetopmeemt.dAslolescent girle are not
mentally prepared for the change they experience at their marital home, because they are
too young to marry. Moreover, they are burdened with heavy household workloads at their
marital place for which they are not well -equipped. After marriage, young women often enter
into a non-nuclear family, where they are required to seek permission for seeking he alth
information and care. Early marriage thus deprives young girls of their transitional phase of
moving into adulthood. On the other hand, in India, the practice of dowry, or the marriage
transaction is very much common. The parents of young brides, who are mostly poor, often
agree to pay the hefty amount of dowry to marry -off their daughter. But due to non -payment
or partial payment of the dowry demands, young brides often face violence at their marital
place. Therefore, it is explicit that young women f orm a vulnerable group and many of the
programmes are offered to married women once they experience motherhood. This suggests
the need to explore the marital dynamics and the experience of young women after marriage.
Additionally girls are made to be respo nsible for the care and welfare of future generations
while still children themselves. Young mothers with no decision making powers, restricted
mobility and no economic resources are likely to transmit this vulnerability to their offspring.
Therefore, early marri age directly compounds t he 6fem
intergenerational poverty. Several studies confirm wide age gaps between younger married
girls and their spouses. This age gap clearly creates unequal power relations between the
young bride and her older and more experienced husband, resulting in husbands having tota
control over sexual relations and decision -making. Since most young brides are socially
conditioned not to question the authority of their husbands, they are often unable to use
contraception or to plan their families.

Recent trends in the HIV/AIDS epidemic indicate a high prevalence of HIV infection in young
women. This is due to a combination of biological, socioeconomic, cultural and political
factors that put young women at g reater risk of HIV infection. In reality adolescent girls are
not necessarily protected from sexually transmitted infections even in marriage, because of
entrenched gender-based inequalities, double standards and cultural values which restrain
gi rl s 8o memd sw dneaking powers and their access to information and resources.

Addi tionally younger womenaos i mmatur e cervices
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autonomy and increase their vulnerability by making them more likely to be infected by HIV.
While there is widespread agreement that early marriage, early pregnancy and motherhood
adversely affects general development and education, the links with poverty and the wider
consequences on families and the community have not been adequately explored. This i s
partly due to the oO0invisibilitydé of married gir
marriage confers adult status to girls and boys. More importantly, the limited focus on
consumption and income in poverty reduction policies and programmes may make it
impossible to identify married girls as a vulnerable group within households. International
consensus on the need to protect the rights of young people, particularly young girls, is now
growing.

LITERATUREREVIEW

The review explores the complex relat ionship between these risk and protective factors, their
variation during different life stages and pathways through childhood with which they may be
associated. It notes that while adverse outcomes are associated with these risk factors, some
children exhibit resilience and do not experience adverse outcomes. A range of early
intervention programs that seek to improve outcomes for children and/or families were
identified. These include: preschool and child care (both wuniversal services and
targeted/enhance d early childhood programs); child health surveillance; home visiting;
parent education; and programs for children with developmental delay or disability.

The attempts to shed light on the issue by studying the schooling consequences of early
marriage for girls in rural Bangladesh, an area with one of the highest rates of child marriage
worldwide. Since it is also an environment of rapidly expanding schooling opportunities and
returns to education for girls, adolescent marriage is frequently blamed for the persistent
gender gap in schooling attainment. To estimate t
schooling we employ a two-step methodology. In the first step we measure changes in
schooling investment that result from a random subset of girls bein g forced to postpone
marriage. In particular, we make use of variation in the timing of menarche as an
instrumental.

The practice of early marriage in rural India is deeply embedded in cultural values and
grounded in social structures. Despite laws that pr ohibit marriage before legal age, the
practice is still extremely prevalent in many parts of the country. Marriage at such early age
exists because of several social factors, which includes conventional gender norms, the value
of virginity and parental con cerns regarding premarital sex, demand of marriage transaction,

i.e. dowry and poverty (Amin, Chong & Haberland, 2007). Number of recent studies have
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documented that early marriage is negatively linked with health, education and economic
outcomes (Jain and Kurz, 2007; Mathur, Greene and Malhotra, 2003; Mensch, Singh and
Casterline, 2005; UNICEF, 2005). It is also argued that young women who get married early
are more likely to experience early school departure, lower earning capacity, early
childbearing, re peated pregnancies, pregnancy complications, higher maternal and infant
mortality, and increased risk of Sexually Transmitted Infections including HIV/AIDS (Singh and
Samara, 1996; UNICEF, 2001; Miller and Lester, 2003; Bruce and Clark 2004; National
Reseach Council and Institute of Medicine, 2005; Mukuria et al., 2005; UNICEF, 2005 ICRW,
2007).
Most early age marriages are considered to be forced which is true but children entering into
an early marriage out of choice should also be warned of various pe rsonal and health issues
that can complicate their lives forever. The challenges brought about by the cycle of poverty
and early marriage can only be effectively addressed where there is joint action by all
stakeholders: governments, civil society, communi ty gatekeepers and young women
themselves. The findings from recent successful initiatives offer several policy and
programme strategies which are proposed as essential for social transformation. The
publication also provides examples of programme strategi es and policies that have helped to
improve the situation of those affected by, or at risk of, early and forced marriages. Section 1
is an analysis of the contextual issues and defines the key issues around early marriage and
poverty, while section 2 addre sses the causes and consequences of early marriage and
poverty. It also highlights specific sexual and reproductive health and rights concerns. The
final section includes some examples of recent interventions and provides ideas for
programme and policy development which will help promote change and alleviate the
situation of those affected by early child marriages.
OBJECTIVES OF THETUDY

U To explore the morbidity and mortality status of early age pregnancy.

U0 To know the knowledge of adolescence girls regardi ng the problems of early marriage

and early motherhood.

0 To compare the life style of married adolescent girls in rural and urban slums.
METHODOLOGY
This research has the potential to impact on the way government systems deliver services to
adolescents and families, and therefore requires careful consideration within an Indian
context. This document briefly highlighting the major risk and protective fa  ctors that may

influence adolescents developmental outcomes in the schooling years and also those are
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dropouts from study, higher study for them cannot be thought up in this condition. This small
study would definitely through light on the prevention of ea rly age marriage and side by side
interventions to restrict early age marriage that may impact on these outcomes.
SAMPLE
The study sample chosen for this research consists of 100 married and unmarried adolescent
from the rural area of Kashipur, district -Dhenkanal and the adjacent villages and others from
urban area of Bhubaneswar which is Vani Vihar slum and the adjacent slums.50 married and
unmarried adolescent girls were taken on a random selection basis for on Kashipur area.
Another 50 married and unmarried adolescent girls were taken from Vani Vihar vasti and
adjacent slums. In the focus group discussion 15 persons including different stake holders, the
parents, and peer groups, school teachers, of the adolescent girls were participated. In depth
interv iew analyzed the personal problems and unfolded many silent truth about adolescents.
5 adolescents were chosen for the In Depth Interview (IDI) on the basis of their needs
assessment. A total numbers of respondents are 100 and the ages ranging among the girls
were of two types:

1. 25rural and 25 urban married girls. (15 -17)

2. 25 rural and urban unmarried girls. (18 -19)
MAJORFINDINGS
Early marriage can arise due to a number of reasons such as:_To raise the economic and social
status; Religious hurdles and barriers; Gender bias promotes early marriage of girls; Lack of
education; Myths and misconceptions about early marriage; Pressures from older members of
the family and community; The notion that early pregnancy leads to larger families and hence
providing for heirs to the throne; Some communities regard their girl children as a burden and
think of getting rid of them by marrying them off early in a patriarchal society
Early marriage can cause severe problems like the following: Psychological and emational
stress like forced sexual relations, denial of freedom and personal development as household
chores now become a priority; Denial of personal development and education. ; Maturity
levels become an issue as the little girl is now expected to play the role of a m other.; Girl
children undergo severe health problems like pregnancy and childbirth. ; Girl brides are also
involved in early childhood care. ; Threat to contracting sexually transmitted diseases
increases when girl children are exposed to such an environment.; As girl children are still
vulnerable and submissive, they can be subject to the atrocities of domestic violence and
abandonment.; Mental and emotional stress in girl brides is high because they are not old

enough to cope with maternal, marit al or in law issues. Though the respective Governments
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and society is doing much to abolish early or child marriage through campaigns, laws, policies
and individual support of people, it is still a far reaching dream for young girls who are still
repeatedly forced into such liaisons

1. Distribution of the total respondents according to their Religion & Caste

38
40 35 39 31
35 30
30 o5
25
mUrban | 20 B Urban
20
mRural | 15 m Rural
15 m Total 10 m Total
10
5 5
0 0
Hindu Muslim Christian Others General OBC SC ST

Percentage of Hindu respondents are higher (38%) followed by Muslim (23%). Similarly
respondents from back ward community (SC/ST: 32%31%) are hidher than the OBC (24%) and
general (14%).community.

3: Distribution of the total respondents according to their own occupation , family
educational
40 35
35
30
25 m Urban = Urban
20 1 mRural = Rural
15 -
m Total m Total
10 -

Fathers Mother Brother Sister

Occupation of respondents indicates the numbers of daily workers (32%) are higher than
Housemaid and labour (26%). Among the educational status of family members male members
[father and brother (23% -35%)] higher than the female members [mother & sisters (18%-24%)]
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4: Distribution of respondents according to their marital status

Percentage of married adol escent girls and higher (40%) followed by unmarried (29%) widow
(16%) and other (15%) in both rural and urban area. More number of married adolescent girls

are higher is rural area (22%) followed by urban (18%) adolescent widow and diverse more in
urban area (18%) followed by (13%).

45 40
40
35
30 m Urban Respondents (Numbers an
25 percentage)
20
15 m Rural Respondents (Numbers anc
10 percentage)
g Total% N=100
Married Unmarried Widow Others
(separated and
divorcee )

5: Personal profiles of respondents on basis of their own educational status

Primary education level among the respondents shows higher percentage (46%) [(32%) in rural
and (14%) in urban] compare to all other three illiterate high school and college. Higher
education (High school/college) in urban shows higher percentage (21%) fol lowed by rural
(8%).

Thematic Area: Distribution of the Married adolescents and adolescent Mothers
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adolescent Mother adolescent
Rural | Urban | Total |

In the rural sector | have taken 22 married girls among 14 are mothers and in urban sector |

have taken 18 married women among 9 are mothers.
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Distr i bution of the birth and death of young mot her ¢
ltems Child Rural Child | Urban Child Total
Adolescent Mo | Living Death Adolescent Mo. Living ﬁeat Living | Death
14 20 12 9 13 6 33 18
Total Born Total Born child
child 32 (R) 19 (V)

In urban area married adolescent mother (9) given birth to 19 children out of them 6 are

dead, 13 are living. In rural area married adolescent mother given birth to 32 children out of

which 12 are dead and 20 are living. It indicates that due to educationa

| impact in urban area

adolescent mother are having better of reproductive health knowledge compare to rural area.

Knowledge on community health services

Hospital ‘ ASHA

paramedics

60 38 50 50
SR —— 53
0 - I . —
| | =100
T=50 | T=50 | T=50 T=50 | |
Anganwadi | ANM and Othe Total ‘
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m Urban

In the rural sector respondents are very much aware about community health service (ASHA,

Anganwadi, ANM) compare to Hospital. Similarly in urban area the respondents are very much

aware on services in the hospital 38/50

Distribution of reproductive health knowledge
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Knowledge on RH infections shows higher in urban are compare to rural area which influenced
by education and knowledge described in profile table. Respondents have better knowledge

on AIDS and HIV [(54%) and (24%)] compare to STl and RTI because of various intervention
conduction by Govt. and Non Govt. organization.

Services received A NC period PNC Period

Respondents ANC PNC Institutional Home delivery with safe | TOTAL
delivery delivery kits

Rural 4 2 5 3 14

Urban 2 2 3 2 9

Here the table shows that both in urban rural sector the higher percentage of married girls
are received the service from the institutional delivery followed ANC Services, Home delivery
(with safe delivery kit by help of trained Dhai), PNC services by ASHA and ANM/LHV

Received services after delivery

RESPONDENTS | TT1 taken | TT2 Taken | 2 doses TT taken | 100 IRON
TABLET taken Total

URBAN 4 2 3 13 9

RURAL 2 5 7 7 14

Here the table shows that both in urban and rural sector higher percentage of married mother
are taken iron tables after the delivery.7 of them are taken TT2 and TT1in rural and 3 taken
in urban

CONCLUSION

The findings of the study indicate that both urban and rural adolescent girls have known
about the problems of early age marriage and early motherhood. Comparison in both slums in
rural sector the adolescents girls are less aware, like what the exact problem occur after
early marriage than urban sector but in the case of reproductively health knowledge they
have little knowledge. In case of morbidity and mortality status of early age pregnancy is also
a major factor. They suffered from malnutrit ion and law weight problems after the delivery.
Finally my research findings indicate that there are no difference in rural and urban slum
married adolescent girls. But in the urban sector they get knowledge by the different self
help group activities. The re are also some instances about the problems of early marriage due
to their family members those are educated. They are also engaged in different self help
group activities for future development than rural slum married girls.

Adolescent Girls married be fore they turn 18 are less educated, have more children and are
married to men who are significantly older. Women who married as girls are more likely to
experience domestic violence and believe that in some cases a man is justified in beating his

wife. Significant percentages of women who were married before 18 are in polygamous
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unions, and their partners are likely to be significantly older and more highly educated. In
most countries, women who use traditional or folkloric contraception are more likely to have
married before the age of 18 than those who used modern contraception when they are trying

to avoid pregnancy.

There is a need to develop methods to protect girls at risk and to address the concerns of girls
and women who are already married by ensuring the fulfilment of their right to a full
education and providing them with life skills -based training to ensure that they can earn a
livelihood. Efforts are also required to protect girls who are in union. Decreasing the pressure
on young women to conceive through education and advocacy on the dangers of early
motherhood should be considered. Similar consideration should be given to ways to improve
access to effective contraceptive methods. Services for survivors of domestic violence should
be accessile. Outreach efforts should consider targeting women who were married before
age 18 as potentially in need of assistance.

SUGGESTION

Research findings should be shared to NRHM, Health and Family Welfare Department, WCD
Department, Education Department and Labor department of Government of Orissa.
Intervention programs among adolescent girls in both the communities should be integrated
will the other similar kind of programme. Gender disparity is declining the sex ratio in poor
and marginal communities, affecting the developmental growth of the nations. Hence

convergence of various Governmentsd pr odescanmme sho

mothers.
REFERENCES

Ami n, S. , Chong, E. , & Haberl and, N . (2007) :
Framing t he Probl emb (Brief no. 14) . Retriev

Website:http://www.popcouncil.org/pgy
Bruce J. and BeClmpki2adodonédTof Early Marriage fo
New York: Population Council.
Frontline. 2005. Child Brides: Reluctant to Act. Vol 22, Issue 14, July 02 -15, 2005.
Haberland N et al. 2003. Married Adolescents an Overview, presented at WHO/UNFPA/
Population Council Technical Consultation on Married Adolescents, Geneva.
I nternational Centre for Resear ch domesio men (2
Vi ol encebo. Washington, DC: | CRW.

Jain, S. and K. Kurz (2007) ONaeAGlobali ghts on P
Anal ysis of Factors and Programs?o, Washington, D.

83



KNOWLEDGE AND AWARENESS OF ADOLESCENTS GIRLS ON MENARCHE:
A STUDY IN SCHOOL GOING GIRLS OF BHUBANESWAR CITY
IPSITA AGRAWALADR. RAJALAXMIMISHRA™

ABSTRACT

The present study focuses on the source of information and level of awareness on menarche
among school going girls. So also suggest methodologies for teaching reproductive health
issues in schools. The sample consists of 100 adolescent girls in the age group of 13-14 years
from four schools of Bhubaneswar city. Four Government Oriya Medium high schools were
randomly selected on different parts of Bhubaneswar city. Random sampling technique was
used to select the sample out of total population. The data were collected through an
interview schedule. The result in terms of response was analyzed on knowledge and level of
awareness on adolescent menarche of girls. Results shown in Graphs for the number of
responses and its Percentage are plotted showing, Adolescence stage, normal age for
periods, changes taking during adolescents, source of information, seeking help during
periods, use of Iron Folic Acid/Medicines during Periods, Teaching of sex education,
knowledge on menstruation, experiences of adolescence and need of health awareness
programs in TV. The result shows that only 56% of total respondents are aware of their
physical changes and idea on menarche. The results shows that 70% of respondents want to
read on sex related issues in classes where as 20 % do not want it to be taught in classroom.
The girls having proper knowledge on menstruation are 40%. As observed by the present
study, knowledge and awareness on menarche among school going girls is less, it has to be
taken seriously by both the parents and teachers for promotion of this knowledge and so also
policy makers have to initiate programs which will support thes e vulnerable groups.
Awareness and knowledge through life skills approach is essential for all groups of
adolescents but little changes in contents may be incorporated for junior and senior
adolescents with respect to their age. So also Peer Education model need to be adopted for
addressing health issues in schools.

Key word : Hygiene, health and education

*IPSITA AGRAWALA ISHE RESEARCH SCHOLARDR RAJALAXMI MISHRA I®/ITH BJB COLLEGE AS
READER BHUBANESWARDISHA ALSO THIS PAPER PRESENTE® 3"° INTERNATIONAL CONFERCE ON
LIFE SKILLS AT RGNN) CHENNAI
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INTRODUCTION

In modern times there are opposing views about the concept of adolescence. There is no

general agreement about the universality of this stage of life A nor is it clear whether

elongated period of puberty is a physiological necessity or a social invention a nd also whether

adolescence existed in the traditional society or an invention of consumer society.  One fifth

of world population is between 10 and 19 years old amounting to over a billion young people

85% of whom lives in developing countries. What was the role of industrial revolution in

constructing the concept of adolescence? There are many ramifications of social concept of

adol escence. Adol escence was viewed as a period
enter the twenty -first century, adolescence is viewed as part of life span development, with

continuities from childhood, unique developmental challenges and tasks, and implications for

adul thood. OPuberty is universal experience but i
idea of this paper. In this paper my focus will be to understand how this concept has evolved

in the due course of time and what its implications are. This paper will help in developing a

better insight of the concept of adolescence, their behaviour, needs, developmental tasks,

societal expectations, shift in roles of parents and community and others who want to assist

youth. This paper is divided into six sections namely, historical, sociological, psychological,

physiological, ethological and economic dimensions.

Adolescence isthe period between childhood and adulthood. But, finding a precise definition

of adolescence is difficult. Biologically, it is the time of sexual maturation and the completion

of growth. More than mere biology, adolescence is psychosocially the period betw een

childhood dependency and being a functionally independent autonomous adult. The World

Heal th Organization (WHO) consi der s-19ysatscofages cenc e d
which generally encompasses the time from the onset of puberty to legal ag e of majority.

Adolescence is a period of increased risk taking and therefore susceptibility to behavioral

problems at the time of puberty and new concerns about reproductive health (UNFPA 1998

fertility. The only universal definition of adolescence in Ind ia is to mark it a so a period in

which a person is no | onger a child, and not yet
alone (10-19) has crossed 230millions (National Population Policy 2000). In India, there is a
resistance t o tohleesccoemcceepdt, off 6ad is understood, a s
period of education and training for adult roles. The experience of such a phase is limited in

the Indian context.
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LITERATUREREVIEW

Adolescence is characterized by physical, psychological, and social change, transformation
and maturation that take place during this period. The term adolescence literally means to
emerge, to achieve identity. According to estimates, adolescents represent 1/3rd of the
global population with 84% of them residing in developing countries. These young people are
not only present in larger numbers than before, but their proportion is rising relative to other
age groups. Many research studies have revealed that adolescent girls generally lack adequate
knowledge about sexual matters and contraception which results in early pregnancy,
increased pre-marital sexual activity, increased risk of STD infections including HIV/AIDS,
maternal morbidity and mortality and unsafe abortions. They are growing up in the world in
which they experiment more, make more choices and take risks and learn by their own
experiences than by those of others. In a study conducted by Hovell (1994) on Family
Influences on Adolescents Sexual Behavior, it was revealed that conservative maternal
attitude s about sex delay the development or sex behavior.

Vi shwanath (2010) in oOo6Health Problems of Adol esce
ill -health is one of the major causes of morbidity and mortality in the young people. . In a
conservative society where reproductive and sexual health related issue s were taboo for
discussion. Young people were hindered from actively seeking counseling for their needs.
Unmarried adolescents hesitate to seek health services due to the fear that these services
were not confidential. Inability to pay, requirement of par ent sd approval and
attitudes of health providers were the other factors which creates problem of seeking health
services. Other study was done by Savara and Sridhar (1992) and they noted that parents and
teachers act as a source of providing sex knowledge in only 16.30% of urban, educated Indian
men. Generally they avoid any mention to sex in their day -to-day relationships with their
children. This is because it is still treated as a taboo subject in Indian society, and secondly as
they themselves lack scientific knowledge about it. The result is that many teenagers turn to
their peers or media for related information, which is often inaccurate and insufficient.

Also WHO estimates that 1 in 20 teenagers worldwide acquires an STD each year (Coonly and
Koontz, 1994).Looking at the above, it is clear that adolescents have to be given a specific
support that is intended for them alone. There is a need to work out for them to provide
essential knowledge in important aspects of life such as Health, Nutrit ion, Hygiene,
Reproductive system and organs, HIV/AIDS, Family Planning and Birth Control Methods
through Family Life Education Program which will make the adolescents more responsible

towards sexual attitudes.
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JeanrJ acques Rousseauds ivg (Etmile &762), pviich deackibedtlaerevolation
of a noble boy into a civilized man. At age fifteen or sixteen, according to Rousseau, a boy
experiences crisis, and hi s mi nd i s i n such
unmanageahbl ed. #and kducptiony bowever, thea learns to enjoy beauty and
wisdoms that at the end of adolescence he is ready to marry and raise children. Rousseau
addressed the condition of childhood but Goethe had a greater influence with respect to
adolescence. In the United States, the average age for girls to begin menstruating is 12.5
years, with European American girls typically starting a bit later than African American girls
(Brooks-Gunn & Reiter, 1990). Most girls (95% of the population) reach puberty between the
ages of 9 and 16. Boys lag behind girls by a few years; boys' average age for reaching sexual
maturity is 14 years. Most boys (95% of the population) enter puberty between the ages of 10
and 19 (BrooksGunn & Reiter, 1990).
OBJECTIVE OF THESTUDY

A To know the level of awareness on menarche among school going girls.

A To find out the source of information about menarche among school going girls.

A To explore the intervention strategies for imparting knowledge on reproductive
health issues in schools

METHODOLOGY

This section presents descriptions about the locale of the study, sample size and sample
characteristics, details of the instrument used to know the source of information and level of
awareness of the subjects, and finally the procedure for data collection . Badagada High
School, Power House High Schoqgl Harihar Vidyapitha and Gautam Nagar High School are four
Oriya medium schools in Bhubaneswar city located Badagada, Unit 6 V, Nageswar Tangi and
Gautam Nagrar respectively. These schools are co educated. They are affiliated to Board of
Secondary Education. There are 40% girls and 60% boys in each school. The students belong to
poor and lower middle class families.

Sample
The sample for the present study consisted of 100 girls, including 25 from each school o f class

VIII and IX. The children were randomly selected from a population of 400, the total student
strength in two classes in four schools. The age range and the average age of the students are
13-14 years. Questionnaire was prepared in English and translated into Oriya to collect data

from the adolescent school going girls of four schools of Bhubaneswar. The schedule consists
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of 27 questions on profile of respondent, profile of school and awareness and source of
information on physical changes and menarche.

MAJOR FINDINGS

The study suggests that level of awareness and knowledge on menarche and bodily changes
among school going girls are less.

Table No. 1.1 Distribution of the respondents on Adolescent Stage

Adolescent Stage No. of respondents Percentage (%)
10-19 55 55%
13-19 30 30%

6-14 15 15%
Total 100 100%

Distribution of status of adolescent stage as stated by WHO among the respondents gives the

idea that about 55 percent of the respondents have knowledge on the stages of adolescent

Where as 45 percent do not have idea on the actual stage of adolescence.
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Table No. 1.2 Distribution of the respondents on normal age for first Period

Age of first Period No. of respondents Percentage (%)
8-9 20 20%
10-11 54 54%
12-13 26 26%
Total 100 100%

Only 54% of girls aware of the normal age of first periods among girls where as 46% did not

aware. Though, it varies depending on the culture, food habit and general health condition.
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The graph shows that only 56% of total respondents are aware of their physical changes and
menarche. But if different characteristics of changes taken into account they know it better
compared to whole. 80 % of respondents are aware of development breasts where as 80%
knows about development of hairs in private parts. 70% know on the development of more
curve and prominent hips are the sign of physical changes. Change in tone and maturity in
thought and independent thinking is 15% and 15% respectively. It can be analyzed that there
is no holistic knowledge among girls on their physical changes.
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Friends are the main source of information on their physical changes which is 55%, next to it
is parents which is 50%. This substantiate that peer pressure is more in this period. Only 25%
get information in watching TV where as 20 % each from Health activist and Neighbors.
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60

Adolescent girls seeking help during menstruation problem, It shows mostly they share their
problems with their friends which is normal at this stage. Only 30 % consult a doctor where as
20% shared it with their parents. No one is seeking help from Aganwadi workers. Seeking help

from neighbors and praying God during the problem is nil.
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Table No. 1.4 Distribution of the respondents want teaching of Sex Education at Schools

Teaching of Sex Education No. of respondents Percentage (%)
Yes 20 20%
No 70 70%
Not Idea 10 10%
Total 100 100%

It reflects that70 % of respondents do not like it to be taught in classroom where as only 20%
wants it to be taught in classroom and 10% were not sure of it.
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Table 1.5: Distribution of respondents has knowledge about menstruation

Knowledge about menstruation No. of respondents Percentage (%)
Yes 40 40%
No 60 60%
Total 100 100%

Regarding understanding of menstruation process, 40% of respondents have actually
understood the concept of menstruation where as 60% do not have idea. Still this is a
significant number. It reflects there is need of increasing knowledge level through classroom

teaching.
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Adolescents experiences this period in different ways. 45% says, it is a stage of major bodily
changes and 35 % give more importance to looks where as 20% on mood swing and 10% on
stress. It shows that major bodily changes and interest in looks have the priority among

adolescents, so there is need of scientific education for better understanding

91



50

40

20 ——

0 .
Lots of interest in Major Bodily =~ Mood Swings Stress
looks Changes

45% of school going girls does not know the exact age of the adolescent period.

Only 56% of respondents have knowledge on the physical changes take place in the
adolescent period that shows the awareness level and the source they getting is
minimal

1 40 % of respondents shared their period problems with their friends where as o nly 20%

shared with their parentds .This shows they

issues with their friends and have more confidence on them.

1 76 % of girls do not take IFA tablets where as only 24% took it. This shows their
awareness level is very less. IFA tablets increased their Hemoglobin level which is most
vital for a growing up girl.

1 70% of girls are against of teaching Sex Education in schools where as only 20% believes
that it should be taught in classes for better understanding on Adole scent
Reproductive Sexual Health (ARSH) issues.

1 70% of respondents do not like health related programs in TV like Adolescent health
care, HIV/AIDs/Substance abuse where as only 30% would like to watch. So, there is
need of proper orientation to develop th eir life skills first.

1 40% of respondents do not have proper knowledge on menstruation. It is a significant
number, so knowledge on this need to be increased through classroom teaching and
counseling.

CONCLUSION

The study is important to know the knowled ge and awareness of school going girls. It is also
suggest methodologies for teaching these issues and also source of information adolescent
girls getting to update their knowledge. 40% of respondents do not have knowledge on

menstruation and where as 70% of girls are against of teaching Sex Education in schools.

Various literatures say that about one -t hi r d of I ndiads popul at-i on

group of 10-19 years and it is estimated that there were almost 331 million adolescents in
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India. It is a period of risk taking and therefore susceptibility to behavioral problems at the
time of puberty and new concerns about reproductive health. Adolescents face numerous
risks and problems during their puberty. At the same time, in India within a family, girls
especially receive less attention, health care and education, food and nutrition. For young
girls in India, poor nutrition, early child bearing, and reproductive health complicat ions
compound the difficulties of adolescent physical development. The rapid change during
adolescent period also makes them vulnerable. On average, most adolescent girls in India
have little knowledge of menstruation, sexuality and reproduction and above all the
knowledge to cope up with pubertal stress. Majority of adolescents still does not have access
to information and education on sexuality, reproduction and sexual and reproductive health
and rights nor they have access to preventive and curative serv ice.

The present study has also explored to find out the source of information and awareness
among school girls. As observed by the present study, source of information and awareness
on menarche among school going girls is less. it has to be taken seriou sly by both the parents
and teachers for promotion of this knowledge and so also policy makers has to initiate

programs which will support these vulnerable groups.

SUGGESTIONS

1 Intervention program s are to be made possible for adolescents at community as well as
in schools.

1 We know ignorance is innocence and innocence sometimes creates vulnerability and in
order to reduce vulnerability we should make them aware on reproductive health
knowledge.

1 Knowledge is power and many time work as weapon towards protection, whereas
ignorance brings risk factor to all.

1 Awareness and Source of Information through life skill approach is essential for all groups
of adolescents, but little changes in contents may be incorporated for junior and senior
adolescents.

1 Frequently Asked Questions (FAQs) must be encouragedto drop in the question box for
further clarification esp ecially in schools.

1 Various types of competitions (debate, essay, drawing etc) must be held among
adolescents to increase their knowledge and awareness, where there is less scope in
class room teaching.

1 It is also essential that teachers and parents must not discourage adolescents to gain

knowledge on reproductive health.
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1 There should be proper and ti mely counseling through trained counselors, local teachers
and also the parents.
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EVALUATION OF LIFE SKILLS EDUCATION IN AN EDUCATIONAL
INSTITUTION

*Isha ipshita satpathy ~ **Dr. Pravash.K.Mishra
ABSTRACT

In India, education has become institutionalized. Schools need to be recognized as the single
most important and recognized forum to reach out to the young population. Any program to
reach the adolescents has to be incorporated into the educational system to be feasible,
effe ctive, and cost -effective. At the Kalinga institute of Social sciences, the incorporation of
life skill education in its syllabus has been started since last year. Therefore the aim of the
present study was to assess and evaluate the effect of the incorpor ation of Life Skill
Education at the institution. The study included 60 students coming under the age bracket of
10-19 years, with equal number from each gender. The study also comprised of 30 teachers
as well as 30 peer educators who have already undergone specific Life skill education
training. All the subjects were given the Life skill education assessment scale to complete.
The findings of the study indicate that the sample group with specific life skill training had a
better mean score than the other g roups. Particularly among the students, the findings did

not indicate much difference across the gender.

Key word : Health, LSE and education

*Isha Ipshita Satpathy is the research scholar **Dr. Pravash.K.Mishra is with Utkal University as
professor, Vanivihar, Bhubaneswar, Odisha
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INTRODUCTION

An individual is faced with innumerable problems in everyday life. Somehow or the other they
manage to sail al ong. Someti mes certain [
efficient and productive way. Sometimes they fumble. This happens more often than not in

adolescence.

Adolescents (10-19 years) are considered as the most impressionable members of the society,
due to their physical and intellectual capacity to adapt rather easily. They  are at a critical
stage were their personalities are easily influenced. Hence they have a tremendous potential.
But it is sad to recognize the fact that most of the youth are unable to utilize their potential

in an appropriate way due to lack of guidance and motivation. Now days a large number of
youth engage in antisocial activities which create a lot of social problems like alcoholism,
drug abuse, sexual abuse, smoking etc. These habits deteriorate their physical and
intellectual capabilities and also ad versely affect other members of the society. Sexuality and
sexual desire usually begins to intensify along with the onset of puberty at this age. The
expression of sexual desire among adolescents might be influenced by family values and the
culture and rel igion they have grown up, social engineering, social control, taboos, and other
kinds of social mores.

In contemporary society, adolescents face some risks as their sexuality begins to transform.
Whilst some of these such as emotional distress (fear of abu se or exploitation) and sexually
transmitted diseases (including HIV/AIDS) are not necessarily inherent to adolescence, others

such as pregnancy (through non-use or failure of contraceptives) are seen as social problems.

ndi

Vi

d

In India, adolescents represent almost one-t hi rd of the total countryads

number of them are out of school, get married early, work in vulnerable situations, are
sexually active, and are exposed to peer pressure. These factors have serious social,
economic and public healt h implications. Adolescents are not a homogenous group. Their
situation varies by age, sex, marital status, class, region and cultural context. This calls for
interventions that are flexible and responsive to their disparate needs. Some of the public
health challenges for adolescents include pregnancy, excess risk of maternal and infant
mortality, sexually transmitted infections and reproductive tract infections and the rapidly

rising incidence of HIV in this age group. Thus it is important to influence the  health-seeking

behaviour of adol escent s as their situati on

mortality and morbidity; and the population growth scenario. Strategies should focus on
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reorganizing the existing public health system in order to me et the service needs of

adolescents.

In this connection life skill education plays a very vital role to increase the awareness among
the adolescents about all social problems and to alleviate social evils from the society. Life
skill education helps the in dividual to improve the decision making skill, ability to take
everything in the right sense and also improve their contributions to the society. It  is designed
to facilitate the practice and reinforcement of psychosocial skills in a culturally and
developmentally appropriate way; it contributes to the promotion of personal and social
development, the prevention of health and social problems, and the protection of human
rights.

Life skills (LS) are abilities for adaptive and positive behavior that enable in dividuals to deal
effectively with the demands, challenges, and stress of everyday life. Childhood and
adolescence are the developmental periods during which one acquires these skills through
various methods and people. Life skills are the abilities that h elp to promote mental well
being and competence in young people as they face the realities of life. It helps the young
people to take positive actions to protect themselves and to promote health and meaningful
social relationship. Life skills facilitate a complete and integrated development of individuals

to function effectively as social beings.

Various skills like leadership, responsibility, communication, intellectual capacity, self
esteem, interpersonal skill etc. extends its maximum level, if it is pra cticed effectively
among the youth to empower them. We need to create life skill education as the cornerstone
of various youth program. An effective implementation strategy will help the youth to
practice it in their life. Specific activities like leadersh ip training, communication,
interaction, understanding self, making decisions, working with groups, socialization etc helps
them in acquiring the ability to reduce specific risk behavior and adopt healthy behavior that
improve their lives in general. Life skills have produced the following effects: lessened violent
behavior; increased pro-social behavior and decreased negative, self-destructive behavior;
increased the ability to plan ahead and choose effective solutions to problems; improved self -
image, self-awareness, social and emotional adjustment; increased acquisition of knowledge;
improved classroom behavior; gains in self-control and sociability; better handling of
interpersonal problems and coping with anxiety; and improved constructive conflict reso lution

with peers, impulse control and popularity.
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LITERATUREREVIEW

The educational philosophy in ancient India was one of guru -chela/shisya parampara and
stressed on the teacher being responsible both for literacy/knowledge and personality
development in the ward. However, education, which is currently prevalent in our country, is
achievement oriented than child oriented. It does not address the needs of all the children
who in spite of various levels of scholastic competence are capable of learning and n eed to
develop those skills, and become empowered to live effectively in this world. This
empower ment is very essenti al in todayds context
urbanization with a breaking up of joint families and the traditional su pport systems.
Academic stress, violence including bullying, sexual permissiveness, easy drug availability and
abuse, crowding, poor infrastructure, social divide are some of major issues which a youth has
to contend with in this rapidly changing social sc ene of India. An empowered child has the
competence to cope with the challenges of life using the available resources even amidst such

adversities.

Methods to improve the psychosaocial competence and resilience of the adolescent as health
promotional activi ties and development oriented approach need to be included in the school
syllabus and provided as much relevance as the Three Rs (reading, writing, arithmetic).

LSE is one such program. The life skills approach seeks to fill the gaps in modern education

and create an awareness of oneds environment, of
wants to play. Life skills training for adolescents not only transcend beyond the capacity

building approach but also it is centric in wellness approach. It not only develops the social

and emotional competencies but also was empirically found to develop the mental faculties

(Vilarroya and Navarro 2009).

But very few documented studies have been conducted on the evaluation o f life skill
education in an educational institution.  Bharath Srikala and Kumar K. V. Kishore , have used
the NIMHANS model of life skills assessment to evaluate the effect of life skills on adolescent
students. Their sample consisted of 605 students from two secondary schools of Karnataka
who had been inculcated into the life skill education program since a year. These students
were matched with 423 other students on age, sex and socio -economic status, which were
used as controls. The results clearly indic ated that the students already in the life skill
program had better self esteem, they were better in their perceived coping and had an
overall better adjustment in most spheres of life as compared to those students who had not

received any specific life sk ill training.
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THE OBJECTIVE OF THE STUDY
1 To evaluate the knowledge base of students at KISS in terms of Life Skill Education.
1 To determine the any difference in the knowledge base of Life skills across gender.
1 To evaluate the knowledge base of teachers at KISS in terms of Life Skill Education
1 To evaluate the knowledge base of Peer Educators at KISS in terms of life skills.
1 To determine any difference in knowledge base in the students and the peer

educators.
METHODOLOGY

Study groups - The research was conducted at the KISS premises. The target group was the
adolescent students of the school (10 -19 years), their teachers and peer educators. The peer
educators are a group of student representatives who are first trained in life skills through a
series of training workshops, who will later impart it to thei  r peers at school. The use of peer
educators is recognized as crucial to getting messages and correct information across to young
people. Students were also differentiated as per their gender to check the effectiveness of

the programs on the former.

Samples consisted of 60 students coming under the adolescent bracket, (30 males and 30

females) through random selection. 30 of their teachers were also be randomly selected. Peer

Although, there is adequate theoretical frame work on life skills education, very few
scientific tools for LS assessment have been devised by various behaviourial scientists.
Conceptual review also indicated the lack of such a scale. Therefore there was a need for a
systematic and comprehensive assessment scale. Life skills encompass @neric life skills,
problem specific life skills and area specific life skills. Generic specific life skills are the skills
that are required for the overall development of the personality. Generic life skills include 10
core skills- Self Awareness, Empatty, effective Communication, Interpersonal Relationship,
Creative Thinking, Critical Thinking, and Decision Making, problem solving, Coping with

Emotions, and Coping with stress.

The questionnaire has both positive and negative items. The 100 test items hav e been
arranged in such a fashion that the one test item pertaining to each dimension being
measured are arranged one after the other item sequence. This approach was adopted with a
view to reduce the halo effect and the logical errors and also to relieve  the respondent from

monotony. Precise care has also been taken to ensure that the double barreled statements
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are avoided. The added advantage of the scale is that it could be self -administered or could

be utilized in a group situation.

The scoring key is given below:

Serial Dimensions of Life Iltems Maximum
nos. skills score
1 Self awareness 1,11,20,29,36,46,55,65,74,80,89 55
2 empathy 2,12,21,30,37,47,56,66,81,90,96 55
3 Effective 45
communication 3,13,22,31,38,48,57,67,75
4 Interpersonal 55
relationship 4,14,23,32,39,46,58,76,82,91,98
5 Creative thinking 5,40,50,59,68,77,83,92 40
6 Critical thinking 6,15,24,41,51,60,69,78,84,93,99 55
55
Decision making 7,16,25,33,42,52,61,70,79,85,94
8 Problem solving 8,17,26,34,43,53, 62, 71,86 45
9 Coping with Emotions 9,18,27,44,54, ,63,72,87,95,97,100 55
10 Coping with Stress 10,19,28, 35, 45, 64,73, 88 40
Global score Sum of all the dimensions 500

MAJOR FINDINGS

The results indicate that probably the life skill education has had a more determinable  effect
on the male students as their mean global score is slightly higher at 362.73 than that of the
female students 345.45. The teachers score a 393.56 mean score, higher than their students.
The peer educators go up a notch further scoring a mean of 416. 4 on the global score
signifying the impact of specific life skills training on them.  The results are indicative of the
fact that the life skills education has had a uniform impact across gender. Except for Creative
thinking where the female students score 25.4 as compared to the male students who score
31.9, there is not much discrepancy in the mean scores of the students across genders.

Though slightly varying the mean scores of the students do not show much gender bias.

The female students have the highe st mean score on the decision making dimension while
they have the lowest in creativity. The male students score a mean score of 38.46 on their
coping with emotions aspect making it their higher scoring dimension. This is indicative of the

fact that they a re better at handling their emotions than their female counterparts.

The peer educators show a clear thinking head by scoring the highest mean score in the
decision making aspect (44) while they score low in coping with stress (34.5).The teachers

also score low in Creativity along with their female students (31.83) while they have the
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highest mean score of 42.6 in Empathy. As with the global score, the peer educators show a
marked difference in mean scores of the life skill dimensions from the students. Exc ept for
the coping with stress factor, where they score slight better than the male students. The

teachers perform an average in their scorings.

Table 3: Classification of scores in percentage: Students

Percentage of scores

Dimensions High Average Low
Self Awareness 10 86.6 3.33
Empathy 10 70 20
Eff. Communication 33.3 66.6 0
Interpersonal relationship 11.6 70 18.3
Creative thinking 28.3 50 18.3
Critical thinking 0 83.3 16.6
Decision making 3.33 93.3 3.33

Problem Solving 10 73.3 16.6

Coping with emotions 16.6 81.6 1.66

Coping with stress 46.6 48.3

5 86.6 8.3
Global score

The table indicates that on the classification of the scores as per the values given in the
scoring key, the students have the lowest percentage of scores for Empathy. They score the
most number of high scores for creative thinking and the maximum average scores for

decision making.

Table 4: Classification of scores in percentage of Peer Educators

Percentage of scores
Dimensions High Average Low
Self Awareness 66 33 0
Empathy 30 70
Eff. Communication 99.99 0 0
Interpersonal relationship 43.33 56.66
Creative thinking 96.6 3.33
Critical thinking 73.33 26.6
Decision making 66.66 33.33
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Problem Solving 63.33 36.66
Coping with emotions 93.33 6.66
Coping with stress 99.9
5 86.6 8.3
Global score

The peer educators scored the maximum responses in the high category for two dimensions -
effective communication and coping with stress (99.99) while their lowest average response
was for creative thinking (3.33).Table 5: Classification of scores in percentage of Teachers

Percentage of scores

Dimensions High Average Low
Self Awareness 50 50 0
Empathy 40 60
Eff. Communication 99.99 0 0
Interpersonal relationship 13.33 93.33 3.33
Creative thinking 6.66 93.33
Critical thinking 20 73.33 6.66
Decision making 23.3 76.6

Problem Solving 23.3 76.66

Coping with emotions 23.33 76.66

Coping with stress 99.9

Global score 93.33 6.66

The teachers have given the maximum high responses for coping with stress and effective
communication, as the peer educators. The teachers also have the lowest response number
from the critical thinking dimension. Table 6: Classification of HIGH responses across groups
in the Life Skill Dimensions

Dimensions Students Peer educators teachers
Self Awareness 10 66.66 50
Empathy 10 30 40
Eff. Communication 33.3 99.99 99.99
Interpersonal relationship 11.6 43.33 13.33
Creative thinking 28.3 96.6 6.66
Critical thinking 0 73.33 20
Decision making 3.33 66.66 23.3
Problem Solving 10 63.33 23.3
Coping with emotions 16.6 93.33 23.3
Coping with stress 46.6 99.99 26.66
GLOBAL SCORE 5 99.99 93.33
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Table 7: Classification of LOW responses across groups in the Life Skill Dimensions

Dimensions Students Peer educators teachers
Self Awareness 3.33 0 0
Empathy 20 0 0
Eff. Communication 0 0 0
Interpersonal relationship 18.3 0 3.33
Creative thinking 18.3 0 0
Critical thinking 16.6 0 6.66
Decision making 3.33 0 0
Problem Solving 16.6 0 0
Coping with emotions 1.66 0 0
Coping with stress 5 0 0
GLOBAL SCORE 8.3 0 0

Table 8: Classification of HIGH responses across gender in the Life Skill Dimensions. If we
classify the responses into high scores and low scores there is an evident discrepancy in the
scores across genders especially in the Coping with stress and effective communication
dimensions. In the scores for the percentage of low scoring response s the most variable
difference between genders is indicated through the Creative thinking dimension.

Initiatives to develop and implement life skills education in schools have been undertaken in
many countries around the world. The need for life skills edu cation is highlighted, directly
and indirectly in the Convention of the Rights of the Child and a number of international
recommendations. Life skills education is aimed at facilitating the development of
psychosocial skills that are required to deal with the demands and challenges of everyday life.
It includes the application of life skills in the context of specific risk situations and in
situations where children and adolescents need to be empowered to promote and protect
their rights. Many countries are now considering the development of life skills education into
the need to reform traditional education systems, which appear to be out of step with the
realities of modern social and economic life. Problems such as violence in schools and student
drop-out are crippling the ability of school systems to achieve their academic goals.
Furthermore, in addition to its wide -ranging applications in primary prevention and the
advantages that it can bring for education systems, life skills education lays the foundat ion
for |l earning skills that are in great demand in t
LSE is a novel promotional program that teaches generic LS through participatory learning
methods of games, debates, role -plays, and group discussion. Conceptual understanding and

practicing of the skills occur through experiential learning in a non -threatening setting. Such
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initiatives provide the adolescent with a wide range of alternative and creative ways of
solving problems. Repeated practicing of these skills leads to a certain m astery and
application of such skills to real life situation and gain control over the situation. It is a
promotional program, which improves the positive mental health and self -esteem. Our
country places a premium on values. LS program empowers the youth to choose the
appropriate values and behavior which are ingredients of positive health. LS are the processes
that will make the target of values possible. In India, education has become institutionalized.
Schools need to be recognized as the single most important and recognized forum to reach
out to the young population. Any program to reach the adolescents/youth has to be
incorporated into the educational system to be feasible, effective, and cost -effective. In a
country like ours, where resources and trai ned professionals are sparse and few, it is more be
practical to involve and work with the teachers. The teachers are the personnel who interact
with the adolescents closely. They could be trained to transfer these skills to the adolescents.
Keeping in view the requirements of our adolescents, Life skill education needs to be properly
inculcated into their study framework to encourage meaningful life and relationship for the
adolescents. Our study is a small endeavor towards finding out whether the incorpor ated life
skill education is having the necessary impact on the target respondents. The research is a
guantitative analysis of the evaluation of life skill education in an educational institution. The
sample group was of students divided across genders, peer educators, who have already
received target specific life skill education training and the teachers. The results show that
amongst the 4 groups, the peer educators score the highest mean in terms of global life skill
assessment. Amongst the students, there was no evident distinction across gender in the
global life skill assessment but in specific dimensions such as creative thinking there is a
marked difference.

CONCLUSION

This is one of the few studies that have looked into the evaluation of life skill education in an
educational institution. The present study has just quantitatively evaluated the global life
skill score of students, their teachers as well as the peer educa tors. It has measured the life
skills across the 10 dimensions given by WHO. It has also aspired to determine any differences
in the scores across gender in students. The stu
specific training of peer educators h as given them an edge over the rest since they are the
highest scores among the groups. Amongst the gender in students, male students have done

slightly better than their female counterparts in their mean scores. But if the percentage of
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scores is taken into account then there is a marked difference between the high scores and
the low scores, especially in certain dimensions of Life skills.
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ASSESSMENT OF ADOLESCENT REPRODUCTIVE AND SEXUAL HEALTH (ARSH) PROGRAM IN
ODISHA
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ABSTRACT

According to World Population Prospects, the world has around 0.6 billion adolesce nts
bet ween 15 and 19 years, or nearly 12 percent
Year Plan in India recognizes adolescents as a distinct group for policy and programmed
attention. The issue of reproductive and sexual health (RSH) of adolescents has emerged as
an issue of great concern. On one hand, there is spread of disease such as HIV/AIDS and on
the other hand, the health system has totally neglected the RSH needs of adolescents.
Besides, more than half of the currently married illiterate fema les are married below the
legal age of marriage. Nearly one -fifth of the girls married under 15 are already mothers
(Census, 2001). Agespecific fertility rate in the age group of 15 -19 years, contributes to 19
percent of the total fertility rate (NFHS -2). In early 2005, the Department of Health and
Family Welfare (DoHFW) accepted that ARSH interventions were initiated in selected
centres, yet, despite monthly reports from ARSH centres to state, utilization of its services

and the progress in imparting ARSH services was slow. The DoHFW recognized ARSH as one of
the priority area and placed it in State PIP for 08 -09. The Department felt the need to
strengthen the services for adolescents and hence, wanted to review the progress of the
programme in terms of fr iendliness, dedicated clinics, conducive environment, utilization

pattern of package of services offered, and client satisfaction.

Key word: Adolescent, health services and sexual issues
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INTRODUCTION

Adolescence (10-19 Years) is a vital stage of growth and development. It is a period of
transition from childhood to adulthood and is marked by rapid physical, physiological and
psychological changes. This period results in sexual, psychological and behavioural
maturation. Adolescents are a diverse group and are in varying situations of risk, status and
environments. For example, they could be married or unmarried, in -school or out-of-school,
living in urban or rural areas or have a different sexual orientation. = Some young people are
especially vulnerable. For example, street children, those engaged in sex work, and/or
affected by disaster. Each of these groups has varying concerns and need to be appreciated as

distinct segments of the population.

During adolescence, hormonal changes lead to onset of puberty, sudden and rapid physical
growth and development of secondary sexual characteristics. Psychological and emotional
changes like assertion of self identity and independence, sex drive, and attrac tion towards
the opposite sex take place simultaneously. Adolescents begin extending their relationships
beyond the family. They feel an inclination for distancing themselves from parents and
expanding their social circle to carve an important place amongs t peers. If young people are
not well informed or guided, they are likely to make decisions that could harm them.
Adolescents are particularly inclined to try out new ideas. While this is a positive trait, lack of
abilities, particularly life skills to ass imilate multiple stimuli from media and peers, could
encourage them to experiment with risky behaviours. They could engage in smoking,
substance abuse, consumption of alcohol, unprotected sex, and while these behaviours may
start on an exploratory note, ma ny young people get trapped for a lifetime, and are not able
to realize their potential. Often, young people are not informed and/or prepared for the
rapid pace of physical, emotional and psychological changes that they undergo during
adolescence. Misconceptions about issues related to sex and sexuality, especially those
related to masturbation, nocturnal emissions and menstruation make them anxious. Their
anxiety and confusion is further compounded by adults who expect them to conduct
themselves in a more mature manner without preparing them for their new role. Adolescents,
and more so girls, have extra-nutritional requirements that are often ignored, leading to a
number of health hazards. This has been a major cause of widely prevalent anemia among
women. Further, girls are forced into early marriage that seriously undermines their health

and limits their opportunities for personal development. Unwanted pregnancies, risky
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abortions, hemorrhage, obstructed deliveries, low birth weight of the baby, and anemia are
some of the health risks attached to early marriage of girls. Additionally, restricted mobility

of girls often limits their access to health services and information on reproductive health.
Insensitive attitudes of healthcare providers also prevent th em from accessing services. In
most cases, they hesitate to seek medical help for treatment of Sexually Transmitted
Infections (STIs).

Reproductive rights of adolescents

The idea of reproductive rights is inherent to the definition of reproductive health, and these

rights are integral to globally recognized human rights. In 1994, in Cairo, the International
Conference on Population and Developmentds (I CPD)
and health systems to establish, expand or adjust health program mes t o meet adol es
reproductive and sexual health (ARSH) needs, to respect their rights to privacy and
confidentiality, and to ensure that the attitudes of healthcare providers do not restrict

adol escentsd access to i nf ohenframewak of Bumah rightsr vi ces.
established and accepted by the global community, certain rights are particularly relevant to

adolescents and the opportunities and risks they face. These include gender equality and the

rights to education and health, includin g ARSH information and services appropriate to their

age, capacity and circumstance. Actions to ensure implementation of these rights can have

tremendous practical benefits: empowering individuals, ensuring well -being, stemming the

HIV/ AIDS pandemic, alleviating poverty and improving socioeconomic prospects.
LITERATUREREVIEW

Rapid socio-economic changes throughout the world and Africa in particular are
bringing together diverse cultures, religions, ideologies, and moral values that often conflict.
This is particularly true in discussions of reproductive choice and freedom, wh ich are
concerned not only with individual decisions but also with the social effects of dramatic
changes in reproductive behaviour. There is therefore a need for greater exploration by
individuals and associations - whether religious, social, political o r scientific - of the increasing
needs of adolescents within the context of rapid change. There has been insufficient concern
for the reproductive health needs of adolescents, particularly rural adolescents, and the way
that these needs affect their decisi ons about health and reproduction. The period between
1988 and 1998 has been one of great change. With rapid growth of the adolescent population

the need to identify and address adolescent health needs has also grown. Problems related
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to adolescent rep roductive health are many and need urgent measures both in the rural and

urban settings.

October, 2008. ShGaen®WeeiAli f oFdeya. B& Compl ace
Use of Condom® ¢Editorial, Journal of Adolescent Health , (43): 313-314.The publication of
the article by Manlove and her colleagues [1] about condom use and consistency among male
teenagers in the United States is particularly timely. Recent reports of the plateau and
possible reversal of what had been a remarkable improvement of teen sexual risk taking
behaviour across the | ast 2 decades suggests tha
promoting safer behaviours. The most recent reports from the 2007 Youth Risk Behaviour
Survey conducted in high schools around the country suggest no change in the share of teens
who are sexually experienced and no change\ in the proportion using a condom at last
intercourse. Furt her , for the prst time in 15 years the

recently reported an increase in bi rth rates a mong teenagers ages 15 to 19

Sexual abuse continues to be a problem that affects many adolescents.1,2 It is
estimated that almost one third of female adolescents and approximately 10% of their male
counterparts report being a victim of sexual a buse.3,4 One concern about sexual abuse is its
association with health -compromising behaviours. Numerous reports suggest that adolescents
who have been sexually abused are more likely to report drug and alcohol use, multiple
sexual partners, early onset of consensual sexual activity, and engaging in unprotected sex or
sex resulting in a pregnancy.5dl1 Although much research has been done on the association
between age of sexual abuse onset and problem behaviours, including sexual risk behaviours,
results are not consistent. 10, 12 In some studies, earlier age at occurrence of abuse was
associated with worse outcomes, 9, 13 whereas in others, there was no difference in outcome
between early versus late age of onset.7, 12 However, on the subject of whether the
outcomes of sexual risk behaviours, particularly sexually transmitted diseases (STDs), are

associated with the age of onset of sexual abuse, very little research has been done.

To assess the sexual and socieeconomic factors affecting sexual health, Methodology:
Multistage stratified random sampling Findings: The prevalence of STDs/RTIs is quite high in
Orissa. The educational was very poor as 65% constitutes either drop out or illiterate. 4%
adolescents got married below 18 years of age. 13.3% constitutes as child labours. The mean
and median age at menarche was 12.97 and 13 years respectively. 40.5% respondents
experience pain during menstruation 46.6% adopts sanitary measures during menstruation.

Very few had knowledge of small family and birth spacing. In most cases (56.5%)
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mother/mother in law takes decision regarding sexual health of adolescent girls in the family
Visited health centres once in last one year for sexual health purpose. Cognitive, emotional
and social development during adolescent also c reates some problems with them. Adolescents
face a lot of sex -problems during this period. There is lack of gender sensitive behaviour,
which restricts access to reproductive health services particularly by adolescent girls. There is
bare need of sexual and reproductive health education to help improve the sexual health
status of the adolescent girls.

Globally, devel opment needs have <c¢created a m
behavioural patterns that often result in certain groups of people becoming mo re vulnerable
than the rest to major health risks especially in terms of sexual health and HIV/AIDS.
Adolescents are one such group! Since they are a highly productive section of the society, a
section that is by and large unaware of information regarding sexuality and reproductive
health, the situation becomes all the more grave. The 1994 International Conference on
Population and Development (ICPD) aimed at addressing certain issues such as that of human
rights, education, migration and more importantly s exual and reproductive health (SRH) and
prevention and control of HIV/AIDS. The resultant Global Program of Action agreed upon by
the participating countries aimed at achieving success in these focus areas especially
targeting adolescents by the year 2015.

The sexual and reproductive health needs of adolescents differ from those of adults,
and are inadequately served in many parts of the world. WHO supports research to help
countries understand what adolescents need and how best to reach them to encourage
responsible sexual behaviour and help them protect and promote their sexual and
reproductive health. Continued rapid population growth, high birth rates, and escalating rates
of HIV infection in our country are drawing constant concerns from all sides. Unp rotected
adolescent sexual activity significantly contributes to these numbers. Promoting
contraceptive and condom use among youth can lead to decreases in morbidity and mortality
due to unsafe pregnancy, abortion, and sexually transmitted diseases (STDs), including
HIV/AIDS, and can slow population growth. Many non-governmental organizations and some
governments are working to meet the reproductive health needs of adolescents by providing

sexuality education and life skills development, but more needs to b e accomplished.
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OBJECTIVE OF THESTUDY

i To review enhanced access of services for adolescents especially friendliness,
dedicated clinics and non judgmental providers.

U To understand utilization pattern of package of services offered and client
satisfactio n.

U To analyze factors influencing or impeding service utilization.

U To suggest plausible ways of improving utilization of services and explore opportunities

for expanding the package of services under the scheme.

METHODOLOGY
The study is primarily based on Empirical research work with a quantitative structured
guestionnaire for the beneficiaries, service provider and policy maker on the ARSH program

implementation activity.
Sample design

I have taken 100 sample sizes for my study. Total adolescents girls from 2 districts i take 75

respondent s. I n district l evel I take Dswods int
AWWBds tot al is 20 both of 2 districts.
Number of respondents Total number of
Type of stakeholder _ _ respondents
interviewed per centre _ _
interviewed from the state
State Officials 1 1
District Offici als 1 per selected 2
District
Medical Officers of ARSHcentres 1 per ARSH catres 2
10 per ARSH
ANMs / AWWSs centres 20
Adolescent Female 75

The responded were selected on the basic of random sampling. The samples cover all

categories of 10-19 age girls.

MAJOR FINDINGS
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It has found that 17% know about ARSH progr am.
know about ARSH programme as both parents & adolescent children are unaware about this.
According to Multipurpose health worker female known as (M.P.H.W,F)& anganwadi worker
when they call adolescent children on Mamata Diwas very few turn up. Also as reported by
school-children that doctors rarely visit school for this program. It underlines the need for
accountability of the doctors. Also there are few posters is in hospital like PHC & CHC centre
for promotion of ARSH. So, ARSH program need more posters in hospital ® that both parents
& children will be aware about ARSH program. 70% female adolescents are coming for
problems of only menstrual irregularity. Only 5%is coming for HIV/Aids knowledge & rest of
coming for anemia/nutrition/weakness diseases.63% of beneficia ries are saying that they are
getting good quality health service from AFHC clinic.35%saying that they are not getting good
gual ity of health services from this center. 12%

clinic.

According to my findings only 6 7% target beneficiaries are getting guideline from ARSH
centre & only 33%are not getting guideline from centre. According to service provider 60% is
saying that ARSH centre is providing quality of h
know ARSH povide qualitative service or not. Then only 10% is totally said no. Because
according to her view it is not providing good service to adolescent. According to service
providero6s view they are saying that 57% saying

coming to the AFHC clinic.29% is coming for related to sexual diseases like STI & RTI.

This data is showing that service provider getting some guide line from ARSH centre. In this
pie chart 67% are getting guideline from ARSH service center.33% are not getting any

guideline from ARSH centre.

Chart 1: Facility from arsr

E Books mNo H Training
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In this chart showing that 45% service provider getting training from ARSH center.22% is

getting books from this centre & 33% not getting anything. Like anganwadi worker.

Chart 2: Orientation program

ENo myes

This chart is showing that 67% is arranging orientation program for adolscent.33%are not

arrange any orientation program for adolescent children.

Chart 3: Main service focous

)

This table is showing that majority adolescents coming for their menstrual problems it is 57%

H menstrual problem

m Sexual diserder

m Weakness/Nutrition/
Anemia

coming for menstrual problem like irregularity in periods time.29% is coming for sexual

disorder problem. Only 14% is coming Weakness/Nutrition/amenia.

Anganwadi worker is mainly doing registration of new adolescents girls. Service provider

creates some awareness in village like community meeting. They are creati ng some awareness

among childrends & pregnant wo men. Like ANM wor |
health nutrition day (VHND) in this day they are arranging some training program also for

adolescent. In this service centre total staff is 5.0ne is gynic d octor, one is Ayush doctor, one
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LHV,one is staff nurse, another one is ANM worker. According to doctor view it is sufficient

staff for a clinic. Only more medicine is needed for future.

Chart 4: Perception about AFHC clin

m Awareness by people

m Given some tea or snack
to motivate them.

Increase awareness
among adolscents.

= More awarness among
people.

m More medicine needed.

® More training given to
3 the ANM,AWW,& Asha.

This bar chart is showing that by this way this service can improvin g in future. According to

doctor more medicine is needed for clinic. This training should be given more ANM , AWW &

ASHA worker. It will improve near future. According to service provider suggest that if in this

centre given some tea or snacks to adolescentd s chi | dr en, t hen
Lastly awareness is more increase among people & adolescents children.
Chart 5: Expectation about ARSH servic
3
2.5 -
2 | I
1.5 —
1 |
05 — |-
0 ; . ;
Com_munlc Creating Devlo_p Good.It Itis a new It will be
ation support | more in will be | CONCERLILE
shoud be | network | future.ltis| . will taken P
; improve ) near
good for the | essential dav toda some time future
amongX | girls,meeX| forX y Y. toX '
Series] 1.25 1.25 1.25 1.25 1.25 2.5
ng support network for the girls,

Creati

t hey

me et

group meet with monthly to increase understanding between mother & daughter. It will be

develop more in future. Because it is a good concept it will take some more time. Awareness

is needed among the adolescent both parents also.
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More awareness should be created among Adolescents girls and dso their parents on the
services provided in ARSH centres through leaflets, posters, wall paintings and meetings at
village level Proper Orientations need to be given to health providers in handling adolescent

girls. Life Skill Education (LSE) approach should be adopted for orientation of Adolescents
girls on Reproductive health issues. Proper orientation need to be given to health providers in

handling adolescentds girl s.

CONCLUSION

This study is important to know about current status of ARSH program in Orissa. It is also

helpful to know how much empowered the adolescents are intervention of this program. |

have found that only 17 % knowa bout ARSH progr am. Rest of the teé
know about ARSH programme as both parents & adolescent children are unaware about this.

According to Multipurpose health worker female known as (M.P.H.W,F)& Anganwadi worker

when they call adolescent children on Mamata Diwas very few turn up. Also as reported by
school-children that doctors rarely visit school for this program. It underlines the need for

accountability of the doctors. Also there are few posters is in hospital like PHC & CHC centre

for promotion of ARSH. So, ARSH program need more posters in hospital so that both parents

& children will be aware abou t ARSH program. 70% female adolescents are coming for

problems of only menstrual irregularity. Only 5%is coming for HIV/Aids knowledge & rest of

coming for anemia/nutrition/weakness diseases.63% of beneficiaries are saying that they are

getting good qualit y health service from AFHC clinic.35%saying that they are not getting good

gual ity of health services from this center. 12%

clinic.

According to my findings only 67% target beneficiaries are getting guideline from ARSH centre

& only 33%are not getting guideline from centre. According to service provider 60% is saying

t hat ARSH centre is providing quality of health ¢
ARSH provide gualitative service or not. Then only 10% is totally said no. Because according to

her view it is not providing good service to adol
they are saying that 57% saying that menstrual disorder patient is more coming to the AFHC

clinic.29% is coming for related to sexual diseases like STI & Rationally 14% is coming to clinic

for related to weakness/Nutrition/A nemia disease. | will conclude that this is a new concept.

For this awareness should be provided by Government. Posters also provided to Adolescent

friendl y health clinic.
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SUGGESTION

i
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More awareness should be created among Adolescents girls and also their parents on the
services provided in ARSH centers through leaflets, posters, wall paintings meetings at
village level Proper Orientations need to be given to health providers in handling
adolescent girls.

Life Skill Education (LSE) approach should be adopted for orientation of Adolescents girls

on Reproductive health issues.

Proper orientation need to be given to.health pr

Service providers at all levels should be trained on ARH.

An effective referral system should be developed.

Special training should be conducted for adolescent girls at community clinic needed
Female doctors need to be deployed for the provision ARH services to adolescent girls.
Counseling services for the male and female adolescents need to be arranged.

Adolescent clubs need to be formed to advocate for improved ARH information and
services

A clear program perspective about the rights of adolescents to a full range of sexuality
and reproductive health information and services needs to be communicated to the public
to create and enabling policy environment for the provision of ARH services.

The perspective of parents and the community needs to be more understanding and
accepting of programs that respond to the
reproductive health.
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