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PREFACE 

Honourable Secretary
BTC

Honourable Chief
BTC

Mohan H.L
CEO, KHPT

�e Bodoland, o�cially the Bodoland Territorial Region, which is an autonomous region in Assam, Northeast 
India has been committed to serving the people of its region. Over the years, while the communities in the 
BTR have braved the repercussions of years of con�ict and have emerged resilient keeping intact its rich cultural 
and traditional systems, they are also actively seeking opportunities to enhance their quality of life. �erefore, 
there is a need for concerted e�orts to strengthen the health and development e�orts in the region. In recent 
years, development has gained new momentum under the able leadership of the BTR overcoming various 
challenges and bottlenecks whether it is health service delivery or infrastructure development. 

Ensuring equitable health and development of the communities in our region is a prime responsibility of BTR 
and this vision propels us to keep �nding solutions and developing programs that will have a meaningful 
impact on the region. One of the key focus areas is addressing the barriers to the health and well-being of 
communities. BTR has been making e�orts to improve the quality and the approach of its health initiatives to 
make it responsive to people’s real needs. We also realize that any program’s success and sustainability lie in 
people’s acceptance and ownership of it as well as its ability to address the needs of people in a manner that is 
context and culture-speci�c.  In other words, programs need to be evolved through scienti�c and 
evidence-based methods where strategies are thought through systematically and collaboratively with the tribal 
communities in our region. 

Guided by the objective and a strong political will of the BTR to develop a comprehensive community-based 
health intervention, BTR partnered with KHPT to undertake an in-depth needs assessment exercise.   KHPT is 
a non-pro�t organization that has been working for the past two decades in the area of public health with a 
focus on vulnerable populations across India with strong evidence-based, community centred and 
government-integrated approaches. �e �ndings from the needs assessment have been used to inform key 
strategic directions for Public health interventions in our region. 

�is needs assessment report details the methodology and the key �ndings from the assessment which helps us 
gain deeper insights into the individual, family level and community level aspirations, concerns, barriers and 
needs particularly among speci�c groups like men, women, adolescent boys and girls. �e assessment also 
synthesises the views and experiences of signi�cant members of various structures and committees in the BTR 
that have engaged with the issues of the region over long periods of time. �is triangulation of community 
responses with decision-maker perspectives has yielded valuable cognizance of what communities need and 
what would work well in terms of strategy.  

We are hopeful that this report marks a unique start in BTR’s journey to formulate a comprehensive health 
model that is holistic and impactful through meaningful collaborations with organisations like KHPT. We hope 
that this will pave the way for communities to be empowered to access their right to health and also build 
BTR’s accountability to the well-being of the people in the Bodoland territory.



01.
BACKGROUND 
KHPT has been implementing a project called ‘Breaking the Barriers’ funded 
by USAID that aims to address Tuberculosis among vulnerable population 
groups. �e project is being implemented for the last 16 months in the state of 
Assam with a primary focus on urban vulnerable populations from Kamrup 
(Metro) area, tribal populations from the Baksa region, and tea garden workers 
from the Dibrugarh district. 

�e annual participatory program review (APPR) of the Assam interventions, 
conducted by the internal KHPT team o�ered rich and meaningful insights 
into the vulnerable communities in the state of Assam. 

�e team gained an understanding of the barriers faced by the communities; 
barriers that negatively a�ect their overall health and wellbeing outcomes. It 
gave the team an insight into the socio-cultural structures and systems 
intertwined with the way the communities live, collectivize, associate, and 
make decisions. �e teams’ re�ections on the visit in the backdrop of the 
organisation’s priorities, focus, and core intention of engaging and impacting 
the most vulnerable populations in Assam triggered thought processes around 
developing, implementing, and scaling a comprehensive community-based 
health and empowerment model focusing on key vulnerable populations of 
Assam. Subsequent discussions with the Bodoland Territorial Council (BTC) 
on the needs and the challenges faced by communities in the Bodoland region 
led to the conceptualization of a detailed needs assessment exercise. 

A participatory qualitative needs assessment study was conducted in Bodoland 
in collaboration between the Bodoland Territorial Council (BTC) and KHPT. 
�is study aimed at gaining a foundational understanding of the context and 
key challenges faced by the local tribal community in Bodoland. �e exercise 
involved processes of focus group discussions, participatory workshops, 
one-to-one interaction, and public engagement with various stakeholders.

BTC and KHPT have envisioned the creation of models of comprehensive 
health and well-being among vulnerable communities in Bodoland, Assam, 
and design local solutions that are informed of communities’ needs and 
priorities. �e �ndings from the needs assessment will inform the strategy and 
operational model of implementation, which will be co-evolved by the BTC 
and KHPT teams. 
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A detailed secondary research which included literature review and secondary 
data analysis to identify key themes for investigation 

A participatory qualitative study with di�erent stakeholders at the 
community and state level to gain insights the broader socio-cultural context 
of the local tribal communities in Bodoland.

02.
METHODOLOGY

Objectives of the qualitative needs assessment study

Research Methods

�e research methods used for this study aimed at generating deeper insights from a wide range of stakeholders 
in the ecosystem.  �e methods included, participatory workshops, focus group discussions, key 
informant interviews, and a public engagement programme. �ese methods were used with 
di�erent sets of respondents over a period of �ve (5) days to understand the local tribal community, to re�ect, 
and deliberate on the issues related to health, infrastructure, livelihood, education, and gender.  �e following 
table outlines the participants chosen for the study and the research methods used for each.
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Participant Cohort

Members of Tribal Community

Frontline workers & local bodies

Public Engagement Stakeholders

Method Participant Numbers

Men 16

16

8

9

21

19Women

Adolescent girls and boys

Representatives of Village 
Council Development 

Committee (VCDC) and 
Village Defense Party (VDP)

Representatives from NGOs

Academicians

O�cials from 
various departments

Activists/ 
community representatives

Frontline workers (ASHAs, 
Jeevika Sakhis, CHOs, AWWs)

Participatory Workshops

Focus Group Discussions

Public Engagement Program

Table 1:  Research methods and participants
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03.
ASSAM CONTEXT
About Bodoland Territorial Region
Bodoland, o�cially the Bodoland Territorial 
Region, is an autonomous region in Assam, 
Northeast India. It is made up of four districts on 
the north bank of the Brahmaputra river below 
the foothills of Bhutan and Arunachal Pradesh. It 
is administered by an elected body known as the 
Bodoland Territorial Council which came into 
existence under the terms of a peace agreement 
signed in February 2003 and its autonomy was 
further extended by an agreement signed in 
January 2020. �e region covers an area of over 
nine thousand square kilometers and is 
predominantly inhabited by the Bodo people and 
other indigenous communities of Assam1 

Facts about Bodoland
Established: 9 February, 2003
Govt. Type: Autonomus Administrative Region
Body: Bodoland Territorial Council
Total Area: 8,970 Km2
O�cial Languages: Bodo, English, Assamese
Number of districts: Four, which includes 
Kojrajhar, Chirang, Baksa and, Udalguri

https://bodoland.gov.in/district.php.

�e total population of BTR is 
31,55,359* as per 2011 census.

�e Standard of Living Index Rank 
NE states (Census 2011):
Assam: 8th 
Baksa: 24th 
Udalguri: 20th  
Kokrajhar: 14th 
Chirang: 13th  

*Bodoland Territorial Council | Department of Tribal 
A�airs (Plain) | Government Of Assam, India
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04.
SECONDARY LITERATURE 
AND DATA REVIEW
A secondary data and literature review was undertaken on 
individual/familial-social/structural barriers, cultural practices, and workshops with 
communities and stakeholders to inform the qualitative research. �is section 
details out the key �ndings from the secondary literature review. 

Level of education is lower and particularly female education is lagging behind.
Lack of awareness around health and available healthcare facilities and schemes among communities.
Poverty is a serious issue, with limited economic opportunities for the men and women of the region.
Gender discrimination is evident where women remain largely unable to exercise/enjoy their basic rights 
to education, healthcare, economic activities and political participation.

�e following challenges to the health and well-being of the communities in the Bodoland region is 
re�ected in literature

5

A detailed literature review highlighted the following information about the region, 
its demography, and socio-cultural contexts:

Literacy rate in Bodoland (66.25%) is less than the state average (72.20%).
Sex of the household in Bodoland is primarily male-dominated.
Sex Ratio at Birth at Bodoland districts (964) is higher than the state average (962) 
ST Population is higher in Bodoland (33.50%) compared to state average (12.40%).
85.8% of tribal households in Bodoland identify themselves as Hindu.

Tribal Households in Bodoland have 97.7% improved water access which is higher 
compared to state average.
Only 37.6% tribal households in Bodoland have access to clean fuel for cooking.

Household Characteristics

Access to Public Service

Tribal Households in Bodoland dominantly rely on public health care facilities. 
�e utilization of private healthcare facilities is low. 

Literature Review



Secondary Data Analysis
�e study team reviewed the secondary data closely on topics below

RMNCH+A

Nutrition

Gender Based 
Violence 

Infectious 
diseases

Non-Communic
able Diseases

Women 
empowerment

In terms of economic activity, there is excessive dependence on agriculture, disguised unemployment and 
poor agricultural productivity and there is a stark absence of signi�cant manufacturing activities.
Limited connectivity and poor infrastructure aggravate some of the issues of the region owning to 
di�cult terrains and scattered tribal community settlements. �is clearly a�ects the accessibility of 
people to health facilities and support services. 
In terms of service provisions and health infrastructure, high out-of-pocket expenditure for health 
services places a heightened �nancial burden on people, a shortage of human resources, physical 
infrastructure, and insu�cient equipment, and stresses the health systems hampering their ability to 
address the health needs of the community.

Overall, the literature review consolidates barriers both at the demand and supply sides with lack of awareness, 
poverty and lack of opportunity for development a�ecting the population’s participation in shaping demand 
for health, and infrastructural challenges leading to poor availability and quality of health services. 
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Malnutrition- Underweight

Full Immunisation

NON-COMMUNICABLE DISEASES 

CHILD HEALTH

Source: International Institute for Population Sciences (IIPS) and ICF. 2021.
National Family Health Survey (NFHS-5), 2019-21: India. Mumbai: IIPS
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WOMEN EMPOWERMENT

Decision Making Accessibility 

Knowledge of Financial Services

Source: International Institute for Population Sciences (IIPS) and ICF. 2021.
National Family Health Survey (NFHS-5), 2019-21: India. Mumbai: IIPS

Source: International Institute for Population Sciences (IIPS) and ICF. 2021.
National Family Health Survey (NFHS-5), 2019-21: India. Mumbai: IIPS

Source: International Institute for Population Sciences (IIPS) and ICF. 2021.
National Family Health Survey (NFHS-5), 2019-21: India. Mumbai: IIPS
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Distribu�on of currently married women and men aged 15-49 ‘by 
who usually make decisions about specific issues, Bodoland

Mainly husbandMainly 
Respondent

Decides on own health care
Decides on large household

11.8
2.4 7.4

75.0 80.4 80.4

13.2 16.6 11.6

Decides on visits to family or rela�ves

Someone else



�e various processes of ethnographic observation such as transect walks in and around the villages, trip to the 
local market, and house visits were conducted to gain contextual understanding. �is helped us to ground the 
learning from the interactions with the community.

Ethnographic Observation

Some of  the key ethnographic observations are 

�e Bodo community has its own religion and 
language. �ey have their own belief systems that are 
rooted in nature and forests. �ey have valuable 
traditional knowledge about plants and forests.

�e settlements/villages are somewhat scattered and 
far from the main road. �e roads are gravelly. 
Villages are situated as clusters. �e locals have 
well-de�ned landmarks that act as boundaries and 
demarcate one village from the other. While the 
main road is asphalted, the smaller roads inside the 
villages are not. Men and women are seen sitting by the side of the 

road at the end of the day just before nightfall. 
Sitting by the road and chatting seems to be a 
common mode of entertainment for them.

Mobile phone usage is common both among men 
and women.

Pharmaceutical shops are seen predominantly on the 
main roads.

Each village has a small daily market, that has 
grocery, and general shops.

Health and wellness centres were present in two of 
the villages visited, the Community Health O�cer 
(CHO) does not live close to the centre, and is 
present at the Health and Welness Centre (HWC) 
till 3 pm.

Durga pooja, kali pooja, and laxmi pooja are major 
events of the year. �ere are fairs organized locally 
during these festive times. Men, and women of all 
ages and groups, dress up and are seen attending the 
fair in the late evening.

�ere are long stretches of paddy �elds.

In two of the villages that we visited, we saw 
common water tanks where women gather to collect 
water and carry it back to their homes.

Schools are located on the main roads and are 
accessible to children from di�erent villages. 
Children aged 10 years and above are seen cycling to 
their schools and younger children are seen being 
brought to school on a cycle by their parents, 
generally mothers.

Public transport is limited. �ere are battery-operat-
ed autos (electric rickshaws/autos) that ply through 
the villages and are the major mode of transport. �e 
minimum fare from one point to other is Rs. 10.

Cycle is a universal mode of transport for men, 
women, young boys, and girls. For men and older 
boys in their 20s, motorbikes are a preferred mode of 
transport.

�e main roads are not well-lit. �ere are not many 
street lights, and the power supply is erratic in the 
villages.

Most of the houses have spaces around them, where 
people have small kitchen gardens. Some rear ducks, 
chickens, and goats. People are also seen to grow 
betel leaves, areca nuts, and coconut trees around 
their houses. Most houses have slanting tin roofs.

Most houses have a sacred plant in the courtyard of 
the house that is worshipped by the family. �is is 
kept in the northeastern corner of the house. �is is 
the ‘Sejou’ plant. In the preparation of ‘Bathou 
Gudi’, meaning the sacred space or the altar of God, 
this plant is surrounded by a round fence of �ve 
bamboo sticks.�e Bodo community believes that 
sacred spirits reside under the plant and every 
evening an oil lamp is lit in front of it as a ritual.

Quaint little temples are found in the middle of the 
villages. Often there is a ground attached to the 
worship space. Children are seen playing in the area. 
�e temple also acts as a space where the community 
congregates for any meetings/celebrations.
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MAJOR HEALTH CONCERNS AT A GLANCE

Note: �ese are the health issues identi�ed from 
the secondary data and the policy makers who 
participated in the public engagement also were 
in consensus with the same. During the 
participatory workshop the participants from 
the community also pointed out concerns of 
certain other health issues.

11



05.
FINDINGS OF THE
QUALITATIVE RESEARCH

GROUP 1: MEN

A total of 16 men representing the Bodo community 
participated in a one-day workshop that aimed to 
understand their lives, their perspectives, and attitudes, 
and engage them in deliberations/ conversations using 
participatory tools. �e section below highlights some 
of the key �ndings on important data aspects such as 

UNDERSTANDING GENDER ROLES

Participants at the workshop with men

12



PERSPECTIVES REGARDING WOMEN

What participants associated with man and woman

MEN’S RESPONSIBILITIES IN DIFFERENT DOMAINS

Finance

Responsibility mapping by men

13



ChildrenHealth

Village
Sometimes reaching the Primary 
Health Centre (PHC) is a 
challenge for us. Even if we go, 
the PHC/Community Health 
Centre (CHC) is not well equipped 
to handle any serious health concern. 
The services are inadequate, 
no doctors, no saline even. 
It is just a concrete structure.

“
”

Activity of mapping concerns inside and outside home 

Family If we work on ourselves first 
the rest of the concerns around 
health, community, finance, 
everything will improve.“

”CONCERNS INSIDE AND OUTSIDE THE HOUSE

In order to understand the problems faced by the 
community, the participants were asked to list out 
problems inside and outside the picture of a house.  
�e following table captures the issues as identi�ed by 
the respondents in terms of barriers inside and outside 
their houses. 

•    Men agreed that they have a role to play when it comes 
      to health seeking.
•    Reduced health seeking behaviour due to satisfactory 
      levels of functional health which allows them to carry 
      out daily routines.
•    A health facility is the desired solution when it comes to 
     any health problem in the family. However, people see 
     lack of connectivity, ill-equipped health facilities at the 
     sub- centre level, and limited awareness as factors that 
     prevent them from practicing appropriate health-seeking 
     actions.
•   Good health is seen as directly proportional to the 
     income of the household.
•  �ere is an understanding of nutrition in the community 
    however any steps to increase/balance the nutrition in the 
    family could not be seen.

14



BARRIERS AND ENABLERS TO HEALTH AND WELLBEING

Connecting the previous activity of 
identifying problems, a brainstorming 
session was done to map and discuss the 
barriers and facilitators the community 
perceives in health, wellbeing, and the 
pathway to achieving their aspirations.
�e table below captures the barriers and 
enablers that evolved following the session. 

Participants listing down barriers and enablers

Table 2: Concerns identi�ed by men for inside and outside the home

Inside

Uncertainty about having enough food 
for the family in the house

Furniture

Cooking gas

Financial constraints (*Prioritized) 

Erratic supply of electricity

Outside

Bad roads (*Prioritized)

Water problem

Not all houses have toilet facilities 

Livelihood

Transportation

Domestic Violence

Finding time for themselves is di�cult, 
they are overloaded with housework, husbands 
do not support them with housework

Familial issues 

No community spaces (“No library”)

No security for life 

15



OVERALL KEY PRIORITIES FOR MEN

Table 3: Barriers and Enablers towards health, wellbeing, and aspirations for men 

MALE ASPIRATIONS

Aspirations Current Situation

Health and Social Security needs

Barriers

Lack of money

Lack of education- though there are schools, 
these are not beyond class 10, so lack of higher
education facilities nearby 

Tuition is there, need money to pay for tuition

Enablers

Use of pesticides in farming 

No facilities in the sub-center

Water-borne diseases are common-owing 
to water logging during �oods 

Alcoholism accelerates �nancial crisis. 
It adversely impacts health and concentration 
of the younger generation   

Presence of schools till class X

Parents are supportive of children to study 

Presence of FLWs

Govt has installed water tanks for colonies,  

ABSU has already initiated a campaign to 
put an end to production and sell of local liquor

Give alternate livelihood to those selling liquor 
then they will stop making it

If the income status improves, 
alcoholism might end 

Lack of support system
Women in our community are motivated to 
come together for a common cause - 
eg: they came together to stop sale of liquor 

16



GROUP 2: WOMEN

UNDERSTANDING GENDER ROLES

Role play activity

17



Participants mapping concerns inside and outside home

Mapping gender roles

PERSPECTIVES REGARDING MEN

WOMEN’S RESPONSIBILITIES IN DIFFERENT DOMAINS

Health

Education

Finances

CONCERNS INSIDE AND 
OUTSIDE THE HOUSE
In order to understand the problems, we asked the 
participants to list out problems inside and outside the 
picture of a house.

18



Table 4:  Concerns identi�ed by women inside and outside home 

Inside

Finance /Food security/kutcha houses

Do not prioritize their general health/illness 
Lack of mental health support

Toilet

Cooking gas

Alcohol

Drinking water

Outside

Tobacco usage

Road/Transport 

Sub-centers are not well equipped

Library- a common space that can create an
environment of studying among children 

Scarcity of drinking water

Temple- can provide space for women to get 
together, hang out, spend some time together

Flooding in the house

Financial constraints a�ecting 
the quality of education

Erratic supply of electricity

Water logging- no proper drainage system 

Home lacks an environment for study 

Houses are not big enough for livestock 

Unemployment/Disguised employment 

No cremation ground

No ambulance 

No access to medical emergencies 

19



BARRIERS AND ENABLERS TO HEALTH AND WELLBEING

�rough this activity participants mapped and a 
discussion was facilitated to understand the 
barriers and facilitators the community perceives 
in health, wellbeing, and the pathway to achieving 
their aspirations.

Barriers

Wage labor 

Small land holdings

No regular employment 

Enablers

In�ation (this a�ects basic needs, 
such as cooking gas)

Disguised unemployment  

�e cost of production is more than the 
income for agriculture and handloom

Produce is less

Public Distribution Systems

Local employment opportunities such as 
handloom, livestock, poultry �shery 

Homestead land 

Kitchen garden  

Youth interested in alternate options 
of local employment  

Openness to skill development 
(eg. bamboo furniture making and handicrafts)

Limited market for handloom, di�cult to 
compete with machine product prices  

Lack of redressal mechanisms

Lack of quality training for handicrafts 
and for marketing them

No market for bamboo craft, handloom. 
�e transportation of produce is also a challenge.

Not all villages have sub-center/HWC. 
PHC/CHCs not well equipped to handle 
serious health concerns.

Distance between PHC to village is between 
3.5 to 14 kms  

Existing basic infrastructures such as - 
Anganwadi, primary schools, subcenters etc.

Demand for local grains is less 
Village Defense Party (VDP) can be 
leveraged to address community 
health concerns. 

Table 5: Barriers and Enablers towards 
health, wellbeing, and aspirations for women

Lack of good infrastructure 

History of con�ict in the region

20



FEMALE ASPIRATIONS

OVERALL KEY PRIORITIES FOR WOMEN

Aspirations Current Situation

Health and Social Security needs
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GROUP 3: ADOLESCENT GIRLS AND BOYS

MURAL WALL ACTIVITY TO IDENTIFY PERSONAL ASPIRATIONS

�e mural wall activity was an exercise done to bring 
out personal aspirations and dreams through art. �is 
activity was used to let the participants re�ect on their 
dreams and to help break the ice. As part of the 
activity the participants were encouraged to draw 
whatever came to their mind when they thought 
about their dreams and aspirations on chart papers 
that were posted on the walls. Post the activity the 
participants were encouraged to share what did the 
drawing mean to them. Everyone was asked to 
volunteer, and speak about their dreams and 
aspirations. �e responses were most spontaneous, 
with the adolescents saying: 

�e mural wall created by participants

“A DAY IN MY LIFE”: MAPPING DAILY ROUTINE FOR BOYS AND GIRLS

Day in a life mapping

Adolescents actively engage in the mural wall activity
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UNDERSTANDING GENDER ROLES

FINDINGS AROUND KEY DOMAINS

Family Community

Health/Mental health Education
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CONCERNS INSIDE AND OUTSIDE THE HOUSE

In order to understand the problems men, identify 
within and outside the house, we asked the 
participants to list out problems inside and outside the 
picture of a house.  

�e following table outlines the major concerns 
participants listed down during the activity.

Inside

Lack of proper environment in the house to study

Absence of basic infrastructure in the house

Financial constraints- they feel parents may not 
be able to �nancially support their dreams

Lack of electricity, cooking gas, and water 
supply in the house. For girls it means spending 
a lot of time in cutting, collecting �rewood.

Alcoholism leads to con�icts in the family and 
even domestic violence. It a�ects their studies
“Money spent on alcohol can be spent on 
needs of our house, it is a wastage of money, 
instead books can be bought.” 

Outside

Lack of places for students to train further

�ere is no one to guide them in 
realizing their dreams

For girls, mobility, and lack of social 
acceptance of certain aspirations such 
as becoming a singer/ dancer etc. 

Lack of job opportunities

Roads: Bad roads a�ect the mobility of 
the children. �ere are limited alternate 
local modes of transport

Lack of landholding. Absence or lack of land 
also a�ects them, as it is seen as a need for the 
family to build a house. A lot of children help 
in sowing during their vacation

Table 6: Concerns identi�ed by adolescents inside and outside home 

Activity of mapping 
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BARRIERS AND ENABLERS TOWARDS REALISING 
THEIR DREAMS AND ASPIRATIONS

�e participants circled as a group and were shown paper models of an 
adolescent boy and girl and a destination created using paper that 
represented their dreams and aspirations. We placed barriers models 
made out of paper between the models of the boy and girl and the 
destination. �is was to help the visualize and be engaged in the 
discussions better. �e participants were then asked think of barriers and 
enablers in their lives and community in the road towards achieving 
their aspirations. �e participants took turns and shared the barriers and 
enablers they felt. �e team mapped these onto the paper model using 
sticky notes.

�is activity paved discussion on the barriers and facilitators on the 
pathway to reaching their dreams and aspirations. �e following table 
outlines the barriers and enablers that came up in the discussion.

Barriers

Girls do not have any decision-making power

Financial constraints 

Marriage is prioritized by the family for 
the girls, not really encouraged for higher 
studies or work

Lack of higher education/training options 

Family disruptions due to alcohol induced 
violence a�ects them mentally

Enablers

Community and family support are there 
to study, for both boys and girls

Mid-day meal for children in schools 

Cycles being provided to students by 
the government in schools 

Table 7: Barriers and Enablers towards realizing dreams and aspirations for adolescents

ASPIRATIONS

Once I become an IAS officer I will 
improve the condition of the schools, 
complete all the pending work of 
infrastructure in school- computer 
availability, unavailability of teachers.
“

”
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“I want to 
travel, I want to visit 
many places and see 
them, it is my 

dream”

“I want to work 
and have a secure 
future, I really want to 
buy a car and ride”  

“One day in future  I want 
to become a forest 
o�cer and save and 

protect the forests because I 

love nature very much”

“I want to 
join BSF or army 
and I want to serve 
my country”

“I want to become a teacher, I really like 
my teacher, she teaches so well, and someday I 
also want to become like her and help 
children by teaching nicely”

Aspirations Current Situation

Health and Social Security needs
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Education

FOCUS GROUP DISCUSSIONS WITH VCDC 
(Village Council Development Committee) 

�e Focus Group Discussion (FGD) method was used 
to gain insight into the roles and responsibilities of 
VCDC and also to understand to what extent is the 
committee linked with its local communities. We also 
undertook a mapping activity of the VCDC members 
to comprehend how the members of the committee 
understood accessibility, availability and challenges 
around existing infrastructure. 

Mapping the village, infrastructure, accessibility and challenges

Discussion with VCDC members

FINDINGS AROUND KEY DOMAINS

Health

Women's collectives

Village Defense Party (VDP)
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Traditional Leadership

A temple inside the village

Village council and 
development committee (VCDC) 
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Lack of employment opportunities

Health

Education 

ACTIVITY FOR LISTING CHALLENGES IN THE COMMUNITY

�e activity of listing challenges in the community led to discussions regarding infrastructure, health, education, 
employment, and social issues.

�e discussion on facilitators 
provided the following points

Social issues

Changes you want to see in future 

Health and wellness centre
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AT A GLANCE
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FOCUS GROUP DISCUSSIONS WITH FRONTLINE WORKERS
(participants: Auxiliary Nurse and Midwife (ANM)- Mushalpur, Village president, 
Anganwadi Worker (AWW), Accredited Social Health Activist(ASHA), Jeevika 
sakhi- -State Rural Livelihoods Mission (SRLM), CHO)

Focus group discussion

PROBLEMS IDENTIFIED IN THE COMMUNITY BY FRONTLINE WORKFORCE

Youth

Women

A woman came crying to the jeevika 
sakhi asking for 50 rupees. when she 
asked what the problems was, she narrat-
ed 'my children are both addicts and they 
have gradually sold everything in the 
house and there is nothing left in the 
house, not even utensils, and I have no 
money to eat also...
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Health

Structural Other

�e discussions with frontline workers also brought out the facilitators/support systems and 
challenges in their service delivery.

Challenges

Structural challenges (bad roads, 
lack of transportation facility)

Lack of convergence between departments

Overburden of work due to insu�cient 
human resources

Geographical distribution of ASHAs and ANMs

Existing schemes are a�ected by consistent supply 

Lack of support and supportive 
supervision at the system level

Lack of administrative support (AWW)
70% of anganawadi have no infrastructure

Support/Facilitators

Community support (people 
participate in meetings)

People are open to awareness creation

Lack of health awareness among people SLRM trainings are successfully conducted

Situational support at the time of emergencies

Table 8: Challenges and support for frontline workforce

Support/facilities required

•   Access to health facilities is a challenge and is 
    accentuated by bad roads and lack of  transpor
    tation and connectivity issues, ambulance services.
•   Lack of  proper infrastructure like roads, water 
    connection, better irrigation facilities affects 
    everyday life.
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AT A GLANCE
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PUBLIC ENGAGEMENT PROGRAM

A public engagement program was conducted in 
Khokrajar; which is the administrative center for 
BTR. �e participants were representatives from 
NGOs, the health department, the social welfare 
department, etc. 

�e objective was to understand if there are any rural 
and urban di�erences in the problems and challenges 
faced by the local tribal population. �e discussions 
pointed to the fact the rural-urban divide is not very 
signi�cant. However, the districts vary in terms of 
exposure to and experience of Bodoland con�ict. �e 
areas a�ected by con�ict to a greater extent are 
Khokrajhar and Chirang. 

It was shared that the con�ict has over the years 
created not only structural challenges but also 
developmental and emotional challenges for the 
residents of the districts. 

Some of the key recommendations from the 
participants included: the operationalization of central 
�agship programs, convergence platforms for e�ective 
and e�cient implementation of services, 
evidence-based learning, and involvement of 
policymakers in the ideation processes. 

Participants at the public engagement programme

LISTING ACTIVITY

Group Discussion Listing Activity
34



AT A GLANCE
Mental Health Health Non-forest (non revenue) villages
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CHALLENGES IDENTIFIED IN THE LISTING ACTIVITY

COURSE OF ACTION THAT EVOLVED FROM THE GROUP ACTIVITY 

Community Level

System Level
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Disguised unemployment and absence of signi�cant 
opportunities for income generation, alcoholism, and 
substance abuse.

Men

Facing domestic violence, malnourishment and 
anemia, limited participation in the community 
level activities, limited decision-making power 
within the family, �nancial spending habits are 
guided by directions from men, high workload in 
terms of having to take care of work both inside and 
outside home. 

Women

MAJOR HEALTH ISSUES

MAJOR VULNERABILITIES ACROSS GROUPS

COMMON VULNERABILITIES AS A COMMUNITY

Alcoholism and substance abuse, �ghts within the 
family a�ect their mental health, teenage pregnancies, 
early marriage, lack of facilities at educational 
institutions, absence of counseling support, limited 
involvement and support from parents for education 
and career.

Adolescents 

Systemic issues of supply, inadequate human 
resources, need for enhanced skills and trainings, 
behaviour change communication skill set to 
e�ectively deal with lack of health awareness and 
myths and misconceptions in the communities. 

Frontline Workers

Lack of necessary infrastructure (accessibility of health 
facilities, lack of human resources in health facilities 
and educational institutions, transportation facilities 
and roads) frequent natural disasters, residual e�ects 

of ethnic con�icts, substance abuse and alcoholism, 
poverty and limited opportunities for quality 
education, employment and income generation.

06.
OVERALL FINDINGS
�e following section o�ers, in brief, some of the core issues identi�ed by the 
respondents, communities, and possible ways forward for future intervention. 
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PRIORITY AREAS FOR INTERVENTION

DIRECTIONS FOR STRATEGY 

Categories Health & Wellbeing Non-health

Men Non-communicable Diseases,
Hypertension, diabetes 

Women

Adolescent

Frontline workers

Anemia and Nutrition, 
MNCH, addressing 
gender-based violence, 

Menstrual Hygiene 
Management, Sexual & 
Reproductive Health, 
Mental Health, 
Life skill education, Nutrition

Addressing all structural and 
community barriers – 
Transportation facilities
Employment &income 
generation activities

Quality of education 
Accessibility of public 
health care 

System level support to 
provide seamless services 
(supply, buildings for 
anganawadi, training and skill 
development for e�ective 
behaviour change 
communication)

Note: �e �ndings are not to be generalized for the entire BTC population, these are potential 
directions for strategy in a pilot mode.
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