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INTRODUCTION 

“The origin of a child is a mother, a woman…”  

A woman’s essence lies in her innate ability to care, love and sacrifice for others. She plays 

an all-enveloping character of a mother, daughter, wife and sister as a friend, nurturer, 

guide and partner from time to time, displaying a wonderful range of emotions from being 

patient to being extremely courageous in times of crisis. 

However much a mother may love her children, it is all but impossible for her to provide 

high-quality child care if she herself is poor and oppressed, illiterate and uninformed, 

anemic and unhealthy, has many children to look after, lives in a slum or shanty, has neither 

clean water nor safe sanitation, and if she is without the necessary support either from 

health services, or from her society. 

Tormented and subjugated throughout all times and ages, women have fought their way 

through exploitation and have managed to secure their rights in the public domain. Despite 

continuing injustice against women, both in the domestic and work sector today, they have 

achieved several milestones. With growing literacy and financial independence, women feel 

more empowered today to lead a life of dignity. 

In many developing countries a majority of women reside in rural areas, supporting their 

households with subsistence farming, raising children, and maintaining their property. They 

are usually the most exploited and least privileged members of households, overburdened 

with work for their families but marginalized in regard to the distribution of resources. 

Women who work as market traders divide their time between farming, caring for livestock, 

selling farm products from urban and rural areas, and processing food for sale. Women 

traders provide rural women with access to food commodities and consumer goods that 

they might otherwise not be able to access. The fact that they dominate the informal 

economy in many countries is a testament to their ingenuity and determination, considering 

their lack of access to literacy and business skill training. 

Indian Scenario 

Over the last few decades there has been a positive change in laws, attitudes, and norms 

affecting women's status in India. The constitution guarantees equal opportunity and 

provides safeguards from exploitation and injustice. There is a restructuring and 

reorientation of women's roles in contemporary society. Women are competing with men in 

academic, corporate, service, bureaucratic, political and other careers. The Indian mother 

also plays a significant role in deciding her children’s school and career. Undoubtedly, 

women in India today enjoy better status and freedom than women in the past. 
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Despite the above, a paradoxical situation still haunts us for, even today, ‘the mainstream 

remains very much a malestream’, as Indian women suffer from many disabilities and social 

injustices. Although the Indian constitution grants women equal rights with men, strong 

patriarchal traditions persist, with women's lives shaped by customs that are centuries old. 

In most Indian families, a daughter is viewed as a liability, and she is conditioned to believe 

that she is inferior and subordinate to men. Problems like dowry, female infanticide, sex 

selective abortions and domestic violence, are prevalent. Trafficking is also a big reason for 

female abuse. Indian women rank high in terms of the number of prostitutes in the world, 

girl children neglected, abused or often sold purely for economic reasons, as victims of AIDS, 

and women living below the poverty line or forced to do physical labor even when they are 

pregnant or sick. Women’s wages are only 75% of men’s wages; the average nutritional 

intake of women is only 1400 calories daily; 92% of women in India suffer from 

gynecological problems and in 2002, one crime was committed against women in India 

every 3.5 minutes.
(1) 

As of March 2001, the female population stands at 497 million out of total 1,028 million 

Indians.
(2) 

This implies that there are some 34 million "missing" women in India. Some are 

never born, and the rest die because they are not allowed to survive. The sex ratio of 0-6 

year age group was 927 per 1000 males in 2001. Chatterjee estimates that deaths of young 

girls in India exceed those of young boys by over 300,000 each year, and every sixth infant 

death is specifically due to gender discrimination.
(3)

 Of the 15 million baby girls born in India 

each year, nearly 25 percent will not live to see their 15th birthday. The use of medical 

technology to determine the sex of a fetus is on the rise in India, and over 90 percent of 

fetuses that are aborted are female.
(4)

 

High levels of infant mortality combined with the strong son preference motivate women to 

bear more children in an attempt to have a son or two to survive to adulthood. Numerous 

pregnancies, early age at first birth and closely spaced births erode a mother’s nutritional 

status, which can negatively affect the pregnancy outcome (e.g., premature births, low 

birth-weight babies) and also increase the health risk for mothers.
(5) 

 

The high fertility of Indian women is one of the most detrimental socio-cultural influences 

on nutritional status because the metabolic stresses of pregnancy and lactation may not be 

adequately compensated by dietary intake before, during or even after these physiological 

processes. The average family size in 2003 was 3.0.
(6) 

While the knowledge of family 

planning is nearly universal in India, only 56.3% of married women aged 15 to 49 currently 

use modern contraception, the unmet need being 12.8%.
(7)

 Female sterilization is the main 

form of contraception; over two-thirds of the married women using contraception have 

been sterilized. Unwanted pregnancies terminated by unsafe abortions also have negative 

consequences on women’s health. 

According to NFHS-3,
(7)

 only 59% of Indian women were literate. The literacy level of women 

can affect reproductive behavior, use of contraceptives, health and upbringing of children, 

proper hygienic practices, access to employment and overall status of women in the 

society.
(8)

 

While malnutrition in India is prevalent among all segments of the population, poor 

nutrition among women begins in infancy and continues throughout their lifetimes. Women 

and girls are typically the last to eat in a family; thus, if there is not enough food they are the 

ones to suffer most. The negative effects of malnutrition among women are compounded 
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by heavy work demands, by poverty, by childbearing and rearing, and by special nutritional 

needs of women, resulting in increased susceptibility to illness and consequent higher 

mortality. 

India has a high maternal mortality ratio, approximately 2.7/1000 live births.
(7)

 In the village, 

most women deliver with the help of traditional birth attendants who often lack the skills 

and resources to save the mother`s life if it is in danger. The high levels of maternal 

mortality are especially distressing because the majority of these deaths could be prevented 

if women had adequate health services - either proper prenatal care or referral to 

appropriate health care facilities.
(5)

 In fact, the leading contributor to high maternal 

mortality ratio in India is lack of access to health care. The NFHS-3 survey found that nearly 

three quarters of all births took place at home and two-thirds of all births were not attended 

by trained medical personnel; 50 percent of pregnant women did not have three antenatal 

visits during pregnancy; 36.8 percent of them received postnatal care within 2 days and 22.3 

percent of mothers received iron and folic acid for 90+days during pregnancy.
(7)

 Severe 

anemia accounts for 20 percent of all maternal deaths in India.
(4) 

 

RCH Statistics in Punjab 

The sex ratio in Punjab was 874/1000 males which is more unfavorable to females than the 

country as a whole (933/1000). According to RHS-RCH survey, the mean age at marriage for 

girls was 21.5 years, and 65.1% of women were using some method of family planning. 

Illiteracy in women was 41.4%, and women in their forties had an average of four children.  

The overall prevalence of RTIs/STIs was 27.8%, highest prevalence was found among the 15-

19 year olds (36%). The proportion of safe deliveries in Punjab was 55 percent; on the other 

hand, reproductive morbidity due to pregnancy was as high as 59.3%.
(9) 

Facing the Challenges  

The U.N. Millennium Summit, held in September 2000, recommended a set of eight 

Millennium Development Goals (MDGs) covering a range of development issues, including 

reducing child mortality, fighting various infectious diseases, eradicating illiteracy, and 

empowering women, these goals to be achieved by 2015. The international community 

recognizes that unless girls' education improves, few of the MDGs will be achieved. Goals 2 

and 3 deal specifically with female education and women's empowerment and goal 5 deals 

with maternal health. With only four years to go India is still lagging behind MDG target 

values in almost all the parameters under consideration. Education and health are the 

critical areas and we continue to be distant from the targeted goalposts. Infant and child 

mortality, undernourished population, as well as maternal mortality are specific areas 

where much still needs to be achieved. For example, the maternal mortality rate is to be 

brought down to 109 per 100,000 live births by 2015 but is expected to reach only 135 per 

100,000 live births by that time; the proportion of underweight children which was 

supposed to be reduced to 26.8 per cent by 2015 is expected to come down to about 40 

percent only.
(10)
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CONCLUSION 

Long-term improvements in education and employment opportunities for women will have 

a positive impact on the health of women and their families. Significant progress can be 

achieved by strengthening and expanding essential health services for women, improving 

policies, and promoting more positive attitudes and behavior towards women's health. 

Transforming the prevailing social discrimination against women must become a priority, 

and must happen concurrently with increased direct action to rapidly improve the social and 

economic status of women. Close collaboration among government, non-governmental 

organizations, communities and women's groups will make services more responsive to 

women and improve utilization and impact. In this way, a synergy of progress can be 

achieved. 
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