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CHAPTER – IV 
DEMOGRAPHIC BEHAVIOUR OF SC POPULATION OF DHUBRI 

DISTRICT WITH A FOCUS ON THEIR ATTITUDE TO FAMILY 

PLANNING AND THE ADOPTION BEHAVIOUR OF FAMILY 

PLANNING MEASURES 

 

4. 1. 0. Introduction 

 Knowledge and practice of family planning is one of the important variables 

regulating fertility of a couple. Bongaarts (1997) has suggested that family planning 

programmes not only reduce fertility, but they also help in diffusion of knowledge about 

fertility regulation. Contraceptives use take place because of two reasons - for fertility control 

and for spacing. Initially, family planning methods were adopted only for birth control, but at 

present most of the newly married couples use it for spacing. The acquisition of knowledge 

and practice of family planning, a proximate determinant of fertility differentials, depend on 

different socio-economic and demographic variables. (Such as education of the mothers, 

occupation of the wives, total family income, live birth, age at marriage etc.) The immediate 

objective of the National Population Policy (2000) is to address unmet needs for 

contraception. Couples protection rate is an indicator of the prevalence of contraceptives 

practice in a population. It is defined as percent of eligible couples effectively protected 

against childbirth by one or other approved methods of family planning. 

 Different studies have found that the knowledge and practice of family planning is 

lower among the Scheduled Tribes and Scheduled Castes people. A survey conducted by 

International Institute for Population Sciences, Mumbai and Population Research Center, 

Baroda in 1983, in two districts of rural Gujrat has revealed that family planning practice is 

low among the Scheduled Castes and Scheduled Tribes in comparison to other caste group. 

Roy and Paswanin (1995) their studies in the rural areas of Uttar Pradesh have found that 

25.3% of the total SC/ST women have knowledge about all the modern methods of 

contraception while 39.1% of the total women in the other caste groups know the same. 
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4. 1. 1. Family Planning 

 Family planning is a constituent of population policy. Family planning is planning of 

the family, by the family and for the family. By family planning or planned parenthood is 

meant conscious family limitation or spacing of children. It means having children by choice 

and not by chance. It requires the adoption of some suitable methods of birth control. India 

has been the first country to recognize officially the importance of family planning movement. 

She has given family planning a special role to play and, it has been made a part and parcel of 

her national economic planning.  

4. 1. 2. Family Planning in India 

 India is the first country in the world to have adopted an official policy favouring 

family planning. Before it did so in 1952, a number of social reformers, thinkers and 

voluntary organisations had desired the Government to adopt a policy of population control as 

a measure to protect the health of the mother. Professor Karve (1972) was the first individual 

to open a family planning clinic in India in 1925. But he had to pay a price and resign from his 

teaching job. In 1930, the Mysore Government opened a family planning clinic in the State, 

and in 1932 the Government of Madras opened birth control clinics in the Presidency. In the 

same year, the All IndiaWomen’s Conference at Lucknow passed a regulation recommending 

that “men and women should be instructed in methods of birth control in recognised clinics”. 

The National Planning Committee, appointed by the Indian National Congress in 1953 under 

the chairmanship of Jawaharlal Nehru, strongly supported family planning. In 1936, Pillai 

conducted a family planning course and in 1940, Sapru successfully moved a resolution in the 

Council of States (the upper house of the Indian Parliament) for the establishment of birth 

control clinics in various government hospitals to protect the health of the mothers. In 1949, 

the Family Planning Association of India was formed in Bombay under the presidentship of 

ShrimatiDhanvanthi Rama Rao and since its inception the Association has worked ceaselessly 

for greater family planning acceptance. 

4. 1. 3. Philosophy and Guiding Principles 

 The Indian family planning programme depends for its success on voluntary 

acceptance by the people, though a process of motivation and education, of the good that 

accrues to individuals practicing the small family norm. The philosophy behind the 

programme is as follows: 
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(a) The community must be prepared to feel the need for the services in order that those may 

be accepted when provided.  

(b) Parents alone must decide the number of children they wish to have. 

(c) People should be approached through the media they respect and through their recognized 

and trusted leaders. 

(d) The services should be made available to the people as near to their homes as possible. 

 (e) The services will have greater relevance and effectiveness if they are made an integral 

part of medical and public health services, especially of the mother and child health 

programme. 

 In the early years of the family planning programme, the Government of India had 

adopted a “clinic approach” to family planning. It opened a number of clinics and hoped that 

the people would take advantage of the facilities. This approach was modified in 1962-63 and 

the government started giving greater emphasis to motivation and to changing the attitude, 

norms and values of the people. Social workers and auxiliary nurse midwives (ANM) were 

appointed to carry out the motivational work. Other staff, both medical and paramedical, was 

also appointed; the programme was made target-oriented and additional funds were made 

available. 

4. 1. 4. Why family planning? 

             (i) Family planning is a step towards the improvement of health especially of  

mothers and children. This will lead to great social benefit. 

             (ii) It will be helpful for economic development. 

             (iii) It will remove food shortage. 

It will increase per capita income. 

             (i) It will raise the standard of living. 

             (ii) It will increase efficiency of people. 

             (iii) It will reduce unemployment and underemployment. 

 When death rate is falling down, birth rate must fall down; otherwise, population 

pressure would be serious which will eat up all the benefits of the economic 

development. 
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4. 1. 5. Family Planning Methods and Measures 

                  (1) Abstinence. 

                  (2) Contraception. 

                  (3) Sterilization. 

                  (4) Abortion. 

                  (5) Availability and use harmless effective devices. 

                  (6) Motivation programme, education and propagation. 

                  (7) Extension services. 

                  (8) Training, studies and research. 

                  (9) Delayed marriage and permanent celibacy, and 

                  (10) Raising the level of education. 

  However, abstinence from conjugal relation is neither much approved, nor is widely 

practiced. There are a quite a number of contraceptive devices available, e.g. rubber 

contraceptive, pill, loop, abortion, sterilization, diaphragm, jelly, etc. Some of the 

contraceptives are not very effective, e.g. loop; and some others are highly expensive 

(diaphragm and jelly), while some others are inconvenient. Contraceptives have to be simple, 

harmless and effective. 

 Sterilization appears to be a very better remedy. This could be applied on both males 

(Vasectomy) and females (Salpinjectomy). It is a permanent cure from the occurrence of 

pregnancy. Abortion does not always get the approval of the society. It also requires adequate 

hospitalization facilities. The devices for birth control should be made available to the needy 

at a very low cost. 

4. 1. 6. Family Planning in Assam 

 The Family Welfare Programme is being implemented in the state since 1956 to 

reduce the birth rate to stabilize the population and to improve the health of mother and child. 

At present Family Welfare Programme is implemented under National Rural Health Mission 

(NRHM) a centrally sponsored programme. However, socio-economic factors such as female 

literacy, age at marriage of girls, status of women and discouragement of strong preference for 

son influence the main objective of the programe. Though the sterilization was the mainstay 

of family welfare programme in the past, spacing between births of two children is also an 

equally important aspect under the programme. The government is giving more stress on 

propagations of spacing methods like Copper-T, Intra Uterine Device (IUD), Conventional 
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contraceptives (CC) etc. Performance of Family Welfare programme is shown in the 

following table. During eleventh five year plan (2007-12) for implementation of various 

schemes of Family Welfare Programme and of better health services to the people of Assam 

the state share to NRHM on centrally sponsored schemes was Rs. 54361.29 lakh. The 

proposed outlay (State share) for NRHM is Rs.16474.00 lakh for Annual Plan 2011-12. 

 
Table: 4. 1 

Performance of Family Planning Programme in Assam  

Name of 
Scheme 

2010-11 2011-12 2012-13  

Target Achievem
ent (in %)         

Target Achievem
ent (in %) 

Target Achievement        
(in %) 

Sterilization 127000 63.89 6460 98.53 110000 56.88 

I.U.D. Insertion 90000 57.20 4820 57.34 90000 66.74 

C.C Users 90000 77.95 4800 164.92 90000 92.72 

O.P. Users 90000 94.62 4800 110.81 90000 120.77 

            Source: Statistical Hand Book, Assam, 2011, 2012 & 2013. 

The following table shows the achievements of Family welfare Programmes in ASSAM 

during 2012-13. 

Table: 4. 2 

Achievements in Family Welfare Programmes in Assam 2012-13 

Districts Sterilization I.U.D. C.C. Users O.P. Users 

Target Percent

age of 

Achiev

ement 

Target Percent

age of 

Achiev

ement 

Target percent

age of 

Achiev

ement 

Target Percent

age of 

Achiev

ement 

1 2 3 4 5 6 7 8 9 

Kokrajhar 2150 31.16 3220 72.70 2800 70.82 2800 120.43 
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Dhubri 3100 27.68 4900 52.29 4700 113.02 4700 142.94 

Goalpara 3400 19.26 3080 86.30 3700 103.38 3700 128.89 

Barpeta 4100 50.66 5180 33.53 4900 120.20 4900 180.06 

Morigaon 3100 46.87 3300 84.06 2900 74.93 2900 155.59 

Nagaon 8000 53.86 5770 59.38 5300 46.09 5300 40.30 

Sonitpur 5000 83.70 5380 30.52 4200 82.55 4200 219.98 

Lakhimpur 6350 76.28 3550 47.24 3400 63.79 3400 112.71 

Dhemaji 4300 96.14 2380 118.99 2800 22.82 2800 87.46 

Tinsukia 8400 56.18 3740 55.48 3350 22.93 3350 92.39 

Dibrugarh 8760 45.75 3800 70.32 3400 101.35 3400 164.44 

Sivasagar 4300 92.51 3950 44.33 3700 97.92 3700 121.46 

Jorhat 4250 96.71 3410 63.23 3700 119.22 3700 83.68 

Golaghat 5350 77.87 3390 50.00 3300 154.61 3300 190.39 

Karbi-

Anglong 

1550 12.71 2940 89.69 2800 148.00 2800 122.11 

Dima Hasao 500 16.80 940 46.81 1400 31.21 1400 50.71 

Cachar 7800 60.95 4820 41.10 4800 119.04 4800 88.23 

Karimganj 3100 56.23 3020 80.33 3050 113.02 3050 87.21 

Hailakandi 3150 29.05 2200 113.50 2200 226.59 2200 85.05 

Bongaigaon 2150 36.74 2110 62.46 3200 59.09 3200 155.47 

Chirang 440 52.27 1200 81.25 1900 40.84 1900 59.95 
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Kamrup (R) 4850 51.24 4610 71.76 5000 129.20 5000 133.62 

Kamrup (M) 8000 52.95 3000 272.23 3600 45.31 3600 59.56 

Nalbari 3200 29.41 3230 38.54 3700 78.24 3700 90.95 

Baksa 1100 60.36 1800 67.11 1200 123.08 1200 248.17 

Darrang 3400 30.35 3280 29.79 3200 76.63 3200 102.72 

Udalgiri 200 163.50 1800 47.83 1800 56.00 1800 156.50 

Assam 110000 56.88 90000 66.74 90000 92.72 90000 120.77 

                    Source: Statistical Hand Book, Assam 2013. 

4. 1. 7. Knowledge of Contraceptive 

 Couples’ knowledge of contraceptive determines the acceptance or non-acceptance of 

it. NFSH-2 (1998-99) has found that female sterilization is the most widely known (96 

percent) method of contraception in Assam and 85 percent know about male sterilization. The 

best-known spacing method is contraceptive pill (87 percent).  

 Knowledge of contraceptive is found to be widespread among the sample Scheduled 

Castes women of Dhubri district. Out of total 240 respondents, 60 percent are aware of at least 

one method of contraception and the best-known method is contraceptive pill.  

       Table: 4. 3 shows wife’s knowledge of contraception in relation to their present age. 

                                             Table: 4. 3 

           Wives’ Knowledge of Contraceptive with their Present Age 

Present age of 

the Wives 

Number 

of 

Wives 

Knowledge of Contraceptives 

Having 

Knowledge 

Percentage Not Having 

Knowledge 

Percentage 

15 – 19 8 6 75.00 2 25.00 
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20 – 24 22 15 68.18 7 31.81 

25 – 29 32 24 75.00 8 25.00 

30 – 34 36 28 77.78 8 22.22 

35 – 39 38 24 63.16 14 36.84 

40 – 44    44 25 56.82 19 43.18 

45 – 49   34 14 41.18 20 58.82 

50 +  26 8 30.77 18 69.23 

Total 240 144 60.00 96 40.00 

      Source: Field Survey, 2014. 

 In the sample villages, it is found that some respondent (specially the olders) have 

been using some traditional methods of family planning. So far the modern methods are 

concerned the youngest have greater knowledge of them. Table: 4.3 shows that out of 36 

women in the age group of 30 – 34, 77.78 percent women have sound knowledge while 22.22 

percent women have no knowledge about modern contraceptives. Similarly, out of 26 women 

in the age group of 50+ and out of 34 women in the age group of 45 – 49, 69.23 percent and 

58.82 percent women have expressed their ignorance about modern contraceptives 

respectively while women in the youngest age groups, 15 – 19, 20 – 24, 25 – 29 have sound 

knowledge for the same. This shows that the knowledge of modern contraceptive has been 

penetrating among the rural young Scheduled Castes people of Dhubri district. 

4. 1. 8. Practice of Contraceptives 

 Practices of contraceptives depend on couple’s knowledge about it. NFHS-2 (1998-99) 

has estimated the current contraceptive users in Assam as 79 percent and 69 percent of them 

use a modern method. In the sample villages, it is found that 60 percent of the married women 

have sound knowledge of contraceptives while 54.17 percent of them use it. Out of 45.83 

percent who are not currently using any contraceptive methods, Some of them are found to 

have an unmet need for family planning (currently married women who are not using any 

contraceptive but who do not want any more children or who want to wait for one or two 
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years for another child are known as having an unmet need for family planning). For Assam 

as a whole it is 17 percent (NFHS-2, 1998-99, p. 110) among currently married women. 

 Table: 4. 4 shows age distribution of the respondents between users and non-users of 

contraceptives. 

Table: 4. 4 

    Age Distribution of the Respondents between Users and Non-Users of Contraceptives 

Age-group Number. of 
Respondents 

Practice of Contraceptives 

Practicing Percentage Not practicing Percentage 

15 – 19 8 2 25.00 6 75.00 

20 – 24 22 12 54.55 10 45.45 

25 – 29 32 27 84.38 5 15.62 

30 – 34 36 26 72.22 10 27.78 

35 – 39 38 25 65.79 13 34.21 

40 +   104 38 36.54 66 63.46 

Total 240 130 54.17 110 45.83 

          Source: Field Survey, 2014. 

 The age-specific examination of contraceptive use among the sample Scheduled 

Castes women in the reproductive age group of 15 – 40+ reveals that the highest percentage of 

women (84.38 percent) in the age group of 25 – 29 years use any method of contraception. It 

is also found that contraceptive use among the women in the younger and older age groups 

(15 – 19, 20 – 24, and 40+) is lower than that of the middle age groups (25 – 29, 30 – 34, and 

35 – 39). 

4. 1. 9. Factors Affecting Knowledge and Practice of Family Planning 

 The socio-economic and demographic factors influencing couple’s knowledge and 

practice of family planning methods are the follows. 
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(i) Live Birth  

 Wife’s knowledge and practice of family planning methods depend on the number of 

live births that the couples have experienced. 

 Experiences from different states reveal that contraceptive use varies differently in 

different states with the number of live births. In case of Bodo women in Assam, It is found 

that women with higher number of live births have greater knowledge and practice of 

contraceptive. In Uttar Pradesh contraceptive use is lower among those women who have two 

children while in Andhra Pradesh, Karnataka and West Bangle it is high among those who 

have more than four children ((Kulkarni, 2005: 409). Susuman (2006) has observed that 

married women of various tribal groups in rural Nilgiri district of Tamil Nadu have not 

adopted contraceptive methods till they bear the desired number of children. 

 But, Borah (2005) has found no significant relationship between live birth and wives’ 

knowledge of contraceptives among the Adi people of Arunachal Pradesh. 

 Tables: 4. 5 and Table: 4. 6 show wives’ knowledge of family planning methods and 

couples’ practice of family planning respectively in relation to the number of live births. 

 

Table: 4. 5 

Number of Live Births and Wife’s Knowledge of Family Planning 

Number of 

Live Birth 

Number of 

Women 

Having 

Knowledge 

Percentage Not having 

Knowledge 

Percentage 

0 6 4 66.67 2 33.33 

1 16 12 75.00 4 25.00 

2 61 43 70.49 18 29.51 

3 117 67 57.26 50 42.74 

>3 40 18 45.00 22 55.00 

Total 240 144 60.00 96 40.00 

         Source: Field Survey, 2014. 
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Table: 4. 6 

Number of Live Birth and Couple’s Practice of Family Planning 

Number of 

Live Birth 

Number of 

Women 

Practicing Percentage Not Practicing Percentage 

0 6 3 50.00 3 50.00 

1 16 10 62.50 6 37.50 

2 61 39 63.93 22 36.07 

3 117 64 54.70 53 45.30 

>3 40 14 35.00 26 65.00 

        Total 240 130 54.17 110 45.83 

             Source: Field Survey, 2014.  

 Table: 4. 5 shows that the knowledge of family planning is higher among the women 

who have restricted their family size with one or two live births. It is 75.00 percent for one 

live birth and 70.49 percent for two live births. It has been decreasing among women with 

greater number live births.  

 The concept of using contraceptives as an instrument of spacing between two births 

has been penetrated among the sample population. Table: 4. 6 shows that Scheduled Castes 

wives with one or two children have been practicing family planning methods more (62.50 

percent  for one live birth and 63.93 percent for two live births) than the women with greater 

number live births. This is because of penetration of knowledge of family planning methods 

among them.  

(ii) Total Family Income  

 Wife’s knowledge and practice of family planning methods depends on the economic 

condition of the family. Generally educated couples are gainfully employed who are more 

conscious of using contraceptives. Families with higher income may more likely use 

contraception because they may be able to afford better access to contraceptive services. 

Alternatively, they may have higher opportunity cost of value of their time spent in leisure 

which may reduce their demand for children and increase contraceptive use to achieve lower 

desired fertility outcomes. In Ramanagaram District of Karnataka, Iyre (2002) has found 
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families with higher income use more and modern contraceptives than those of the others. 

But, Ramu (1998) says that it is not the family income but the mass media which increase the 

knowledge of contraceptive among the rural women.  

 Ibrahim & Ibrahim (1998) argue that in Egypt, over 70 percent of Egyptian women 

acquire their knowledge about family planning from the television and that is one of the most 

important factors accounting for fertility declines in Egypt in the 1980s and 1990s. In this 

situation total family income is not accounted. 

 Table: 4. 7 and Table: 4. 8. show the relationship between knowledge of family 

planning methods and practice of family planning respectively in relation to family income. 

 

 

                                                        Table: 4. 7 

        Type of Family Income and Wife’s Knowledge of Family Planning                                             

Total Family 

Income (Monthly) 

Number 

of wives 

Having 

Knowledge 
Percentage 

Not having 

Knowledge 
Percentage 

Up to Rs. 3000 161 78 48.45 83 51.55 

3001 – 6000 58 48 82.76 10 17.24 

6001 – 10000 15 13 86.67 2 13.33 

10001+ 6 6 100 0 __ 

Total 240 144 60.00 96 40.00 

Source: Field Survey, 2014.  
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                                                        Table: 4. 8 

         Total Family Income and Couple’s Practice of Family Planning 

Total Family 

income (Monthly) 

Number of 

Couples 
Practicing Percentage 

Not 

Practicing 
Percentage 

Up to Rs. 3000 161 63 39.13 98 60.87 

3001 – 6000 58 49 84.48 9 15.52 

6001 – 10000 15 13 86.67 2 13.33 

10001+ 6 5 83.33 1 16.67 

Total 240 130 54.17 110 45.83 

Source: Field Survey, 2014.   

 

 Table:  4. 7 shows the knowledge of family planning is higher among the women in 

higher income group. On the other hand, Table: 4. 8 shows that practice of family planning 

technique is found to be similar among the wives belonging to different income groups. The 

only difference is that the practice of family planning is slight lower on the income group 

1000+ than the previous two income groups and this happens only because of less number of 

the couples in this income groups. Though the monthly income in some families is not much 

to lead a better life, the women are aware of the positive impact of small, they acquire 

knowledge of using contraceptive from mass media or from neighbours which induce them to 

use contraceptives.  

(iii)  Age at Marriage  

 The decision to use contraception may also depend on the wives’ age at marriage. 

According to Visaria and Chari (1998), Studies on contraceptives use reveal that the women 

who marry in medium age may have the highest demand for contraceptives as compared to 

the women who marry earlier. This is one of the reasons that contraceptives use is lower 

among the rural women who usually marry earlier, than the urban women. NFHS- 2(1998-

99), Assam also conforms it. 

 However, Ahmed (2004) has found in rural Bangladesh that age at marriage is not a 

significant determinant of contraceptive use. 
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 Table: 4. 9 and Table:4. 10 show the relationship between age at marriage and wives’ 

knowledge and practice of family planning methods respectively.  

 

 

                                                           Table: 4. 9 
Wife’s Age at Marriage and Knowledge of Family Planning 

Age at 

Marriage 

Number of 

Women 

Having 

Knowledge 
Percentage 

Not having 

Knowledge 
Percentage 

Up to 15 74 36 48.65 38 51.35 

16 – 19 128 79 61.72 49 38.28 

20 – 24 26 21 80.77 5 19.23 

25+ 12 8 66.67 4 33.33 

Total 240 144 60.00 96 40.00 

Source: Field Survey, 2014.  

 

 

                                                  Table: 4. 10 
     Wife’s Age at Marriage and Couple’s Practice of Family Planning 
 

Age at 

Marriage 

Number of 

Women 

Practicing Percentage Not 

Practicing 

Percentage 

Up to 15 74 26 35.14 48 64.86 

16 – 19 128 77 60.16 51 39.84 

20 – 24 26 19 73.08 7 26.92 

25+ 12 8 66.67 4 33.33 

Total 240 130 54.17 110 45.83 

Source: Field Survey, 2014. 



74 
 

 Table: 4. 9 shows that the knowledge of contraceptive is higher among the women 

whose age at marriage has fallen between the age group of (20 – 24). The knowledge of 

contraceptive is less among the women who have entered into marriage at an early age (up to 

15 years). 

 Table: 4. 10 shows that the highest percentage of women (73.08 percent) is practicing 

any one of the family planning methods whose marriage has happened between the age group 

of (20 – 24). Similarly, the percentage (35.14 percent) of practicing family planning method is 

less among the newly married women. 

 Thus, Table: 4. 9 and Table: 4. 10 show that both knowledge and practice of family 

planning practices are similar among the respondents irrespective of their age at marriage. 

(iv) Education of the Wives 

 Education of women is one of the most important determinants of fertility mortality 

and other demographic behavior. Educated women are well accustomed with family planning 

method and therefore the percentage of contraceptive use is higher among them. They are 

conscious of their health and the general welfare of their family which encourage them to 

acquire knowledge of family planning and use of it. Studies in a number of countries have 

found that couples with more education have a wider knowledge of contraceptives methods, 

use the methods better, and are better able to assimilate information about availability, correct 

use, side effects and cost of using it. In addition, with education have a stronger bargaining 

position within the family when it comes to take decision about contraception. This 

conclusion is supported by the studies in south India conducted in the 1960s and in the 1990s. 

 Ramesh and Retherford (1996), Zachariah (1984), Cochrane (1995) have also 

observed that education is a key factor influencing contraceptive use in India. Similarly, 

NFSH-2 (1998-99) has found that among the illiterates, 40 percent women use contraceptives 

in Assam as compared to 55 percent women completing High School and above. But among 

the Bodo women of Assam, education is found to be an insignificant determinant of wives’ 

Knowledge of family planning. It is also argued that husbands’ education is an important 

determinant of contraceptive use and it exerts an impact most particularly at low levels of 

husbands’ and wives’ schooling. 

 Table: 4. 11 and Table: 4.12 show the relationship between educational attainment of 

the wives and knowledge and practice of contraceptives respectively among them.  
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Table: 4. 11 

Education of the Wives’ and Knowledge of Family Planning 

Wives level of 

Education 

Number of 

Women 

Having 

Knowledge 
Percentage 

Not having 

Knowledge 
Percentagr 

Below U.P. level 183 107 58.47 76 41.53 

Beyond U.P. level 57 37 64.91 20 35.09 

Total 240 144 60.00 96 40.00 

          Source: Field Survey, 2014. 

 

                                                    Table: 4. 12 
    Education of the Wives’ and Couple’s Practice of Family Planning 

Wives level of 

Education 

Number of 

Women 
Practicing Percentage 

Not 

Practicing 
Percentage 

Below U.P. level 183 94 51.37 89 48.63 

Beyond U.P. level 57 36 63.16 21 36.84 

Total 240 130 54.17 110 45.83 

          Source: Field Survey, 2014. 

 Table: 4. 11 shows that among the wives with higher educational attainment the 

knowledge of family planning is also found to be higher. However, Table: 4. 12 shows that in 

case of practice of family planning, the role of education is found to be less important. 

(v)  Religion 

 Jones and Nortman (1986) state that religion is another important factor of influencing 

the couples for contraceptive use. Some religion put restrictions on using contraceptives. The 

Catholic Church’s prohibition on contraception was the principal reason for Protestant-

Catholic differentials. The Mysore Population Study (1961) found that in Karnataka post-

partum abstinence was on an average longer for Hindus than for Muslims with obvious 

contraceptives implications. Studies by Amin, Diamond & Steel (1996) have found that 

religion is an important predicator of contraceptive use, but primarily via the religious 

practices of the community rather than through individual observance. 
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 But in this chapter, religion as variable of influencing contraceptive use has not been 

studied since all the sample households are Hindus only. 

(vi)  Infant and Child Mortality   

 Another factor to influence contraceptive practices is infant and child mortality 

experience. A decline in infant and child mortality generates a larger demand for 

contraceptive methods to regulate fertility, because of the increased survival of children to 

adulthood. Some other demographers, such as Ramu (1998) and Ahmed (2004) argue that 

with high infant and child mortality experience, couple’s use of contraceptives decrease. 

 Table: 4. 13 and Table: 4. 14 show the relationship between infant mortality 

experience of the couples and knowledge and practice of contraceptives respectively among 

the Scheduled Castes people of Dhubri district. 

 

                                                      Table: 4. 13 

   Infant and Child Mortality Experience and Wife’s Knowledge of Family Planning 

Infant and Child 

Mortality Experience 

Number of 

Respondents 

Having 

Knowledge 

Percent

age 

Not having 

Knowledge 

Percenta

ge 

0 221 122 55.20 99 44.80 

1 24 18 75.00 6 25.00 

2 5 4 80.00 1 20.00 

Total 240 144 60.00 96 40.00 

         Source: Field Survey, 2014. 

 

Table: 4. 14 
        Infant and Child Mortality Experience and Couple’s Practice of Family Planning 

Infant and Child 

Mortality Experience 

Number of 

Respondents 
Practicing 

Percent

age 

Not 

Practicing 

Percenta

ge 

0 221 109 49.32 112 50.68 

1 24 18 75.00 6 25.00 
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2 5 3 60.00 2 40.00 

Total 240 130 54.17 110 45.83 

         Source: Field Survey, 2014. 

 

                        It is found that knowledge of contraceptives is higher among the respondents 

with infant mortality experiences than the respondents without infant mortality experiences 

but the highest percentage of contraceptive use (75.00 percent) is found among the couples 

experiencing one infant and child death. 

(vii)  Wives’ Labour Force Participation  

                     Contraceptive choice may be affected by the occupations of the women. 

Dharmalingam and Morgan (1996) argue that women who are employed may be more likely 

to use contraception either for birth spacing or for birth limitation. Working women (Working 

in the sense of earning cash) are generally educated and more familiar with modern 

contraceptives. In Assam, use of contraceptives among the working Bodo women is higher 

than that of the non-working women. But Rupjyoti (2005) has found that there is no 

significant difference in using contraceptives among the educated and uneducated Adi women 

in Arunachal Pradesh. 

                    Table: 4. 15 and Table: 4. 16 show the relationship between knowledge and use 

of contraceptives with working status of the women respectively. 

                                                               Table: 4. 15 

    Wife’s Labour Force Participation and Knowledge of Family Planning 

Working Status Number 

of Wives 

Having 

Knowledge 
Percentage 

Not having 

Knowledge 

Percenta

ge 

Working Women 98 81 82.65 17 17.35 

Non-working women 142 63 44.37 79 55.63 

Total 240 144 60.00 96 40.00 

          Source: Field Survey, 2014. 
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Table: 4. 16 

   Wife’s Labour Force Participation and Practice of Family Planning 

Working Status Number 

of Wives 
Practicing Percentage 

Not 

Practicing 
Percentage 

Working women 98 54 55.10 44.90 42.86 

Non-working women 142 76 53.52 66 46.48 

Total 240 130 54.17 110 45.83 

         Source: Field Survey, 2014. 

 

 Table: 4. 15 reveals that majority of the working women (82.65 Percent) have sound 

knowledge of contraceptives while 44.37 percent of the non-working women have the same. 

On the other hand, Table: 3. 16 shows that the use of contraceptives is almost similar among 

the women irrespective of their employment status. 

(viii)  Nature of Husbands’ Occupation  

 Nature of work is always related to educational attainment. The husbands who are 

daily labours, unskilled labours, cultivator, fisherman, etc. are generally less educated. Men 

who are employed in skilled occupations may encourage their wives to use contraceptives 

more because they want fewer or better quality children but the case is reverse if the men 

work in domestic industries. 

 In the present study, occupations of the husbands have been classified into two 

categories – unskilled labour and non-unskilled labour, because in the sample villages, 

unskilled labour/daily labour is found to be the main occupation of the families. 

 Table: 4. 17 and Table: 4. 18 show the knowledge and use of contraceptives in relation 

to sampling (living) husbands’ occupation respectively. 
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Table: 4. 17 

Nature of Husband’s Occupation and Wife’s Knowledge of Family Planning 

Husband’s 

Occupation 

Number of 

Husbands 

Having 

Knowledge 
Percentage 

Not having 

Knowledge 
Percentage 

Unskilled labour/ 

Daily labour 
72 43 59.72 29 40.28 

Other than Un-

skilled labour 
168 101 60.12 67 39.88 

Total 240 144 60.00 96 40.00 

         Source: Field Survey, 2014. 

 

Table: 4. 18 
Nature of Husband’s Occupation and Couple’s Practice of Family Planning 

Husband’s 

Occupation 

Number of 

Husbands 
Practicing Percentage 

Not 

Practicing 
Percentage 

Unskilled labour/ 

Daily labour 
72 31 43.06 41 56.94 

Other than Un-

skilled labour 
168 99 58.93 69 41.07 

Total 240 130 54.17 110 45.83 

Source: Field Survey, 2014. 

 

 Table: 4. 17 shows that the knowledge of contraceptives is almost same among the 

husbands belonging to different employment categories. But Table: 4. 18 shows that 

contraceptives use is higher among the other professionals (58.93 percent) than the unskilled 

labours (43.06 percent). The negligible difference regarding knowledge of family planning 

method among the un-skilled labour and other professionals may be because of the fact that 

the un-skilled labour come close to different people for daily working purposes which may 

change their outlook about the methods of family planning.  In case of practicing family 
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planning methods, other professionals are practicing more (58.93 percent) than the un-skilled 

labour (43.06 percent) because of their solvency. 

 Presence of an extended family may influence the decision to use contraception. It is 

conventionally argued that female members of an extended family such as mother and 

mother-in-law have an important role to play in influencing the couple’s decisions about using 

contraception. In extended families less privacy is observed which may influence their use of 

contraception. 

 Table: 4. 19 and Table: 4. 20 show the relationship between number of family 

members and knowledge and practice of family planning method among the sample couples 

respectively. 

 

                                                      Table: 4. 19 

Number of Family Members and Wife’s’ Knowledge of Family Planning 

Number of 

family members 

Number of 

families 

Having 

Knowledge 
Percentage 

Not having 

Knowledge 
Percentage 

1 – 6  172 113 65.70 59 34.30 

7 – 10  62 53 85.48 9 14.52 

11+ 6 6 100 __ __ 

Total 240 144 60.00 96 40.00 

          Source: Field Survey, 2014. 

 

                                                       Table: 4. 20 

  Number of Family Members and Couple’s Practice of Family Planning 

Number of 

family members 

Number of 

families 
Practicing Percentage 

Not 

Practicing 
Percentage 

1 – 6  172 95 55.23 77 44.77 
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7 – 10  62 32 51.61 30 48.38 

11+ 6 3 50.00 3 50.00 

Total 240 130 54.17 110 45.83 

            Source: Field Survey, 2014. 
 
 Table: 4. 19 shows that women’s knowledge of family planning increases with 

increasing family members but the Table: 4. 20 shows that the percentage of using 

contraceptives is almost similar among the women irrespective of the number of family 

members. 

(x)  Effective Married Life Lived  

 It is generally thought that the use of contraceptives among the currently married 

women is less than those of the others. The currently married couples think that use of 

contraceptives may affect their reproductive life. In case of the Bodos effective married life 

lived plays no significant role in determining couple’s knowledge of family planning. 

 Table: 4. 21 and Table: 4. 22 show the relationship between effective married life 

lived by the couples and knowledge and practice of contraceptive use among the sample 

couples respectively. 

Table: 4. 21 

Effective Married Life Lived and Wife’s Knowledge of Family Planning 

Effective married 

life lived (in years) 

Number of 

Wives 

Having 

Knowledge 
Percentage 

Not having 

Knowledge 
Percentage 

0 – 9 years 42 24 57.14 18 42.86 

10 – 19  years 78 46 58.97 32 41.03 

20+ years 120 74 61.67 46 38.33 

Total 240 144 60.00 96 40.00 

               Source: Field Survey, 2014. 
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Table: 4. 22 
Effective Married Life Lived and Couple’s Practice of Family Planning 

Effective married 

life lived (in years) 

Number of 

Wives 
Practicing Percentage 

Not 

Practicing 
Percentage 

0 – 9 years 42 21 50.00 21 50.00 

10 – 19  years 78 42 53.85 36 46.15 

20+ years 120 67 55.83 53 44.17 

Total 240 130 54.17 110 45.83 

               Source: Field Survey, 2014. 

 Table: 4. 21 and Table: 4. 22 show that women with longer effective married life lived 

have greater knowledge of family planning while no difference is observed among them 

regarding the use of contraceptives. 

(xi)  Availability of Medical Facilities  

 Use of contraceptives in most cases depend on the availability of medical facilities 

because family planning methods and services are provided primarily through a network of 

governmental hospitals and urban family welfare centers in urban areas and Primary Health 

Centers (PHC) and sub-centers in rural areas. Family Planning services are also provided by 

private hospitals and clinics, as well as non-governmental organizations. Sterilization camps 

organized from time to time also provide sterilization services. People living in urban areas 

can easily avail family planning services than those living in remote areas. 

 Medical facilities of the sample villages are not satisfactory. The people of 9 villages 

out of 12 sample villages have to cover 5 km or more distance for any kind of medical 

assistance which may influence their contraceptives use. 
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Table: 4. 23 

Distance from the Nearest Health Facility and Wife’s Knowledge of Family Planning 

Distance (km) 
Number of 

Respondents 

Having 

Knowledge 
Percentage 

Not having 

Knowledge 
Percentage 

0 – 5 km 43 24 55.81 19 44.19 

6 – 10 km 95 56 58.95 39 41.05 

10+ km 111 64 57.66 47 42.34 

Total 240 144 60.00 96 40.00 

         Source: Field Survey, 2014. 

 

                                                           Table: 4. 24 

       Distance from the Nearest Health Facility and Couples’ Practice of Family Planning 

Distance (km) 
Number of 

Respondents 
Practicing Percentage 

Not 

Practicing 
Percentage 

0 – 5 km 43 24 55.81 19 44.19 

6 – 10 km 95 50 52.63 45 47.37 

10+ km 111 56 50.45 55 49.55 

Total 240 130 54.17 110 45.83 

         Source: Field Survey, 2014. 

 

 It is seen from the Tables: 4. 23 and Table: 4. 24 that the physical distance of the 

villages from the medical centers is not an important determinant to influence the villagers to 

acquire knowledge and practice of family planning. Because of improved transportation and 

communication system they can frequently visit to the health centers with the help of public 

transport / own vehicles or by other way. So, although there is a physical gap between urban 

and rural areas, the communication gap is reduced substantially. 
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(xii)  Knowledge of Family Planning  

 In addition to the above variables, affecting both knowledge and practice of family 

planning, the knowledge of family planning itself affects the practice of family planning. 

 Table: 4. 25 shows the relationship between knowledge and practice of family 

planning among the sample Scheduled Castes people of Dhubri district. 

Table: 4. 25 

Wife’s Knowledge and Couple’s Practice of Family Planning 

Number of Women Number of Couples Number of Couples 

Having Knowledge 

144 (60 percent) 

Practicing F. P. 

113 (71.53 percent) 

Not practicing F.P. 

31 (21.53 percent) 

Not having knowledge 

96 (40 percent) 

Practicing F.P. 

17 (17.71 percent) 

Not practicing F.P. 

79 (82.29 percent) 

Total 240 (100 percent) 130 (54.17 percent) 110 (45.83 percent) 

                Source: Field Survey, 2014    

 Table: 4. 25 reveals that out of 144 respondents having sound knowledge of family 

planning, 113 (71.53 percent) use of it, while out of 96 respondents without having sound 

knowledge of family planning, 17 (17.71 percent) use the same. 

 

4. 2. 0.   Summary 

 In this Chapter, we have discussed about the demographic behavior of Scheduled 

Castes people of Assam as well as Dhubri District. We have also focused on their attitude 

towards family planning and the adoption behavior of family planning. Different studies have 

found that the knowledge and practice of family planning is lower among the Scheduled 

Castes people. The reason is that majority of them are poor and illiterate. They do not 

understand the effect of large family on income. They consider family planning to be a curse.   

 Family planning has great social benefits. It is helpful for economic development and 

raises the standard of living. There are various family planning measures in Assam. Some of 
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them are abstinence, contraception, sterilization, abortion and so on. While conducting field 

survey, it is found that knowledge of contraceptive is widespread among the sample 

Scheduled Castes women of Dhubri district. Out of total 240 respondents, 60% are aware of at 

least one method of contraception and the best-known method is contraceptive pill.  

  There are so many socio-economic and demographic factors which influences 

couple’s knowledge and practice of family planning methods. Some of them are: (i) live birth 

(ii) total family income (iii) age at marriage (iv) education of the wives (v) religion (vi) infant 

and child mortality (v) number of family member (vi) effective married life Lived and so on. 

 Use of contraceptives in most cases depend on the availability of medical facilities 

because family planning methods and services are provided primarily through a network of 

governmental hospitals and urban family welfare centers in urban areas and Primary Health 

Centers (PHC) and sub-centers in rural areas. Medical facilities of the sample villages are not 

satisfactory. The people of 9 villages out of 12 sample villages have to cover 5 km or more 

distance for any kind of medical assistance which may influence their contraceptives use. 

 Wife’s knowledge and practice of family planning methods depends on the economic 

condition of the family. Generally educated couples who are gainfully employed are more 

conscious of using contraceptives. Families with higher income are more likely use 

contraception because they may be able to afford better access to contraceptive services. 

Alternatively, they may have higher opportunity cost of their time spent in leisure which may 

reduce their demand for children and increase contraceptive use to achieve desired lower 

fertility outcomes. 

 Similarly, Education of women is another most important determinants of fertility, 

mortality and other demographic behavior. Educated women are well accustomed with family 

planning method and therefore the percentage of contraceptive use is higher among them. 

They are conscious of their health and the general welfare of their family which encourage 

them to acquire knowledge of family planning and use of it. 

 Again, religion is another important factor of influencing the couples for contraceptive 

use. Some religion put restrictions on using contraceptives. 

 From the above analysis, it is found that knowledge and practice of family planning 

among the sample scheduled castes women depend on different socio-economic and 

demographic variables. But the long run impact of these variables on knowledge and practice 

of family planning among the scheduled castes women can’t be ascertained from this analysis. 


