
Bridging the Gap 

Health Care Access in the Brahmaputra River Islands through 

Boat Clinics: Issues and Challenges. 

Introduction 

 Access is a major concern in health care policy and is the most frequently used word in 

discussions of the health care system. On the other hand, it has been widely acknowledged in 

the literary field as well as amongst the practitioners and authorities that ‘access’ is not a well 

defined term. It is now well established that access does not pertain to physical access alone 

but there is a very important social aspect to it – it is multidimensional in nature. Social 

access includes the economic, socio-cultural, political and psychosocial factors that influence 

the people in seeking health care. The concept of access to health care would perhaps be 

better understood if it is analysed as ‘barriers’ that have to be overcome in order to obtain 

needed health services. In times of emergency, the location and the number of providers 

assumes greater importance whereas in the case of preventive and curative services, the 

psychosocial and economic barriers come to the forefront. However, it must be added that 

there is a complex interlinking of all the aforementioned factors especially in the case of 

poorer disadvantaged communities.  

This report seeks to provide a brief insight into the issues concerning access to health care in 

the river islands of the Brahmaputra and the barriers to health care after boat clinic 

intervention. 

The study setting – the river islands of Brahmaputra, Assam 

The river islands of the Brahmaputra are inhabited by people from various communities 

having distinctive cultures, traditions and beliefs. The public health services are practically 

non-existent owing to the geographical isolation of these areas. A health emergency would 

normally necessitate journey by boat to the mainland health services lasting for an average of 

two to three hours. Besides the time factor, the out-of-pocket costs involved and the 

unreliable timings of the boats prevent most people from attempting to leave the islands.  

The burden of diseases in India mostly comprise of infant and child mortality and morbidity, 

maternal mortality and morbidity, infectious diseases and micronutrient diseases. Most of 



these can be addressed by low cost interventions and preventative actions that can be 

undertaken by the public health system. In the case of the river islands, the provision of these 

basic health services have been undertaken by the boat clinics which is the result of a PPP 

(Private Public Partnership) between the Centre for North East Studies and Policy Research, 

UNICEF and NRHM.    

The boat clinics place special emphasis on maternal and child health so an attempt was made 

to gather information from the young mothers of the different chars to assess the impact of 

boat clinic services on the women. Four districts were visited where a total of 17 health 

camps were attended. In each camp short interviews were conducted with at least 3 to 4 

women. The socio-demographic profiles of the women were noted down along with a 

detailed reproductive profile. They were queried on their health seeking behaviour prior to 

boat clinic intervention, the kind of services they have utilised from the boat clinic, awareness 

of family planning and usage of contraception and the immunisation status of their children. 

An attempt was also made whenever time permitted, to assess the woman’s position in the 

household, with regard to control of household finances and decision making for health care. 

It was not possible to conduct interviews with the desired number of women and moreover 

the interview environment was not conducive to unbiased responses due to time constraints, 

use of translators and the subsequent risk of losing information in translation. While 

conducting the interviews in the initial camps, it was observed that the women were 

periodically distracted by the onlookers and most were in a hurry to leave the camp once their 

check up was over. These constraints hampered the process of data collection so in some 

camps, instead of conducting interviews, the women were seen as patients by the interviewer. 

A detailed interview could not be taken but a general profile of the women could be obtained 

during their examination. 

Location of study  

Four districts – Morigaon, Dibrugarh, Tinsukia and Sonitpur. 

Chars/ Saporis visited: 

Morigaon – Nabur, Lahari, Citalbari and Kashiguri 

Dibrugarh – Karmichuk, Tengabari, Dodhiyan kuligaon,Chakia, Mesaki and Chaurkholia 

Tinsukia – Erahuti, Laika Phasidia and Laika Pamua 



Sonitpur – Dubai, Dubramari, Sarder and Batuli. 

Profile of the respondents 

Morigaon – The respondents were women belonging to the reproductive age group with 

the oldest being clearly above her 40s. Out of the total 15 respondents, there were only 3 

women who have had some form of primary education. The most notable fact about the 

women was the high fertility with most women having undergone an average of 6 to 8 

pregnancies. The oldest respondent has had 13 pregnancies with 8 living children. The 

incidence of miscarriages, infant and child mortality was also high in almost all the 

respondents. There was no presence of skilled attendance at delivery in all the cases except 

for one woman who had to go to the mainland PHC for prolonged labour.  

The women generally sought the advice of traditional healers for minor illnesses and only 

when the illness became severe, they considered seeking health care from the mainland. The 

women differed in their preferences for choice of health care provider (private doctors and 

government doctors) citing reasons like shortage of medicines in government health centres 

and acceptability of services provided. 

‘I prefer visiting private doctors or purchasing medicines from the pharmacy because the 

government doctors write medicines, all of which we have to purchase from the pharmacy. So 

it is a waste of time to visit the government health centres’ 

   Noor Bano, 23 years, mother of two children, Nabur Char. 

‘Private doctors have only business in mind...but government doctors keep the benefit of the 

people in mind.’ 

 Shukujan Bibi, 35 years, mother of 3 children, currently pregnant, Lahari Char. 

Prior to boat clinic services, the idea of seeking health care unaccompanied was unheard of 

since the women could not go on a journey alone. Household finances were managed by their 

husbands although all the respondents claimed that the money was given to the women for 

safekeeping.  

There was an overall improvement in the coverage of mother and child health services as 

compared to the period prior to boat clinic services. It has been observed that all the women 

and children have received antenatal services and routine immunisation respectively. The 



only exception was a 26 year old woman with a 3and half month baby. She did not go for a 

single antenatal visit despite being advised by her mother in law because she was fearful of 

approaching doctors. There was a general misconception amongst the women regarding 

intake of iron and folic acid tablets where it was believed that taking these tablets would 

result in a ‘big baby’ and consequent difficult childbirth. This has prevented most of the 

women from completing the stipulated 100 IFA tablet regimen during pregnancy.  

With regard to family planning, there were some discrepancies in the usage of oral 

contraceptive pills with some women starting pills soon after childbirth and some women 

stopping pills midway because it was not possible to buy it from the pharmacy (mainland) at 

that time. These were instances when the women obtained the pills from the mainland despite 

the boat clinic services being there. The preference for sons was gauged when the 

respondents considered family planning only if they had an adequate number of sons. One 

woman was quite articulate in her opinion on family planning. 

‘I feel that the pills will cause dizziness and weakness so I am not taking pills. Ever since the 

boat clinic people have come to our char, we have received knowledge about family planning 

options which we have not heard of before. It will take time for us to act on it...my husband 

and myself are not against it.’  

Anowara Begum, 35 years, mother of 5 children, one child expired at 3 years age, Nabur 

Char. 

Dibrugarh – The 7 women interviewed in this district belonged to the Mishing community. 

The parity rate was slightly lower than in Morigaon but the incidence of miscarriages, infant 

and child mortality was high. The only difference here was the fact that some of the women 

had undergone medical termination of pregnancy for unplanned pregnancies.  

The women displayed a preference for obtaining health care from the mainland despite boat 

clinic services especially in the gap period. There were 2 women who obtained antenatal 

services and routine immunisation partly from the boat clinic and partly from the mainland 

citing reasons like not being able to attend the boat clinic camp in time. One woman claimed 

that her older child (2 and half years old) had been partially immunised because every time 

the child gets vaccinated, he gets a fever, so she has to take the child to some other doctor. 

There was a respondent in Karmichuk who had had 7 pregnancies out of which, there was 

one miscarriage, one abortion and one expired after a week of delivery. With 4 living 



children, she is now using Intrauterine Contraceptive Device which was inserted in the PHC 

in the mainland. 

With regard to family planning, two women stated that because of son preference, they were 

withholding contraceptive measures. 

‘I have been taking oral pills for about a month now after my second child (female) was born. 

Even after the first child (male) I was taking pills but I could not buy it from the market on a 

regular basis, so that is how I became pregnant again. Now I do not want any more children 

but my husband and his family want more sons’ 

Anupama Pari, 25 years, educated up to class 8, mother of two children, Dodhiya Kuligaon.  

‘If this child is a boy, I will consider undergoing sterilisation but if I have a daughter again, I 

will try for another child’ 

Dipali Doley, 23 years, Matriculate, mother of a 5year old girl, currently 4 months pregnant, 

Dodhiya Kuligaon. 

The women in this area also had the same misconceptions about iron and folic acid tablets 

thus either not taking the tablets at all or taking only about 10 to 20 tablets.  

The other saporis – Chakia, Mesaki and Chaurkholia had a mixture of people from the 

Mishing community and from Bihar. Here, no individual interviews were taken but the 

women who had come as patients were examined and asked a few related questions on 

reproductive health. A higher incidence of post sterilisation cases were noticed especially 

amongst the Mishing community. Clinically, the women came with the common complaints 

of generalised weakness, body ache, abdominal pain and other complaints suggestive of 

reproductive tract infections. The most striking observation made was the fact that all the 

women were in a great hurry to see the doctor, acquire the medicines and return home. 

Personal hygiene especially in children was very poor. Worm infestation, diarrhoeal diseases, 

skin diseases and respiratory tract infections were the common complaints in the children.  

Tinsukia – In Tinsukia, 3 women were interviewed and the rest of the time was spent 

examining the women who had come for check up. Most of the antenatal cases came with 

complaints of abdominal pain. On further questioning it was found out that the women carry 

the burden of all the household chores even in the later months of pregnancy. It was observed 

that the burden of physical labour falls heavily on the women’s shoulders which could prove 



detrimental to the health of the pregnant woman and the growing foetus. One of the young 

respondents is a poignant example of this fact: 

‘My family has been pressurising me to take junglee dawai because I have had three 

miscarriages and no children, but I stopped taking it halfway.’ 

Gita Malik, 18 years, Illiterate, lives in a joint family, currently 5 months pregnant, came with 

complaint of pain abdomen, Laika Pamua. 

The other two respondents also give similar history of miscarriages in previous pregnancies. 

The older respondent, a woman above her 40s, has undergone 12 pregnancies in which 2 

resulted in neonatal deaths and 3 were medically terminated in the Civil Hospital. She was 

taking oral pills for one year but discontinued thinking that she was beyond the reproductive 

age. However, she conceived again and now the child is one year but she is not taking any 

contraceptive measures. Another observation made was that only the youngest child was fully 

immunised (through the boat clinic services). There is at least a 10 year gap between the 

youngest child and the next older child. None of the older children have been immunised 

because she was unaware about the importance of immunisation before the boat clinic came.  

The general observation made was that the women lacked clarity in knowledge with regard to 

contraceptive methods and related information. One woman currently on oral pills had come 

to the camp to clear her doubts about her previous monthly cycle which did not take place in 

the 7-day pill free period. After waiting for 4 days, she restarted a new pack but she was now 

worried about being pregnant. She did not know that there should be no break in between pill 

packs.  

Sonitpur – Three women were interviewed after which it was decided that a group 

discussion at the end of the health camp was more favourable for better participation by the 

women. The main reason for the change in mode of data collection was the fact that the 

women were more focussed on being ahead of the others in the line to see the doctor and 

obtain medicines. The interviewer had also examined the antenatal cases in two camps held 

in Dubai and Dubramari. It was observed that the women in the coverage area of Sonitpur 

Boat Clinic had reservations about being examined by male doctors.  

The reproductive profile of the women interviewed and examined revealed similar history of 

high number of successive pregnancies with most giving a history of at least one or two 



infant and child deaths. It was interesting to note that most of the women said they do not 

want any more children but were not taking any contraceptive measures. The usual response 

was that they plan to take oral pills in future. There was a general belief that the oral pills 

cause dizziness and weakness and are harmful to one’s health.  

‘I have stopped taking the pills for two months now after taking it for four months because I 

did not feel good...I felt weak...it has been about three months now since my menstruation has 

stopped.’ 

Sahara Khatoon, 28 years, mother of 5 living children, one neonatal death, regular 

beneficiary of boat clinic, Dubai. 

It was observed that the women in this area had limited mobility even though the boat clinic 

provided health services at a convenient place (usually the school) in the char itself. There 

were frequent requests from the women to conduct another camp nearer to their houses. In 

some cases, their houses were within 100 metres of the camp. It was also learned that there 

were often disputes between families resulting in one family demanding that a separate camp 

should be conducted near their homes. An anganwadi worker whose house was situated some 

distance away from Batuli char had approached the team (en route to Batuli) asking for a 

prescription for her son who was suffering from skin disease. She was told to come to the 

camp which was about a 20 minute walk away from her home but she did not come. On the 

way back to the boat after the camp, she was busy with her household work saying she could 

not find the time to bring her child to the camp. These are a few factors that reduce the 

coverage of the boat clinic health services. 

The most striking observation made in this district was the general assumption that the boat 

clinic had no supply of medicines. Even small children were overheard commenting about the 

non availability of medicines. It was learned from the team that the people preferred 

medicines in liquid / syrup form and the most common complaint was ‘gastric pain’. Those 

who came with other complaints invariably asked for tonic / bottle for ‘gastric’ or loss of 

appetite or weakness. This sentiment was clear during the group discussions with the women. 

When asked about the kind of health services they have received from the boat clinic till date, 

one woman promptly answered that she did not get anything. It was interesting to note that 

she was holding two bottles and two strips of tablets. Soon, most of the women were asking 

what exactly the medicines were for and how to take it. On being queried about their 



presenting complaints to the doctor, vague responses were elicited. There was gap between 

the women’s expectations and what they received.  

Overall, the frenzy with which the people including little children collected the medicines 

was an alarming scene. 

An analytical review of the boat clinic programme  

The main barrier to access to health care appeared to be the geographical inaccessibility of 

health services prior to boat clinic intervention. This issue has been addressed in the best 

possible way by the different boat clinic teams.  However, the psychosocial and cultural 

barriers still pose a major challenge to achieving the desired health outcome. The women 

who wanted the health camps to be held nearer to their homes were perhaps being influenced 

by the general view that the boat clinics were being paid by the government to serve them. 

Also, access is still an issue in cases where women are overburdened with household work 

and are unable to attend the camp. There are a few administrative challenges because the 

camps are generally held for three to four hours during which much of the crowd simply 

come to collect medicines for future illnesses. The idea of sending the people home without 

medicines is a sensitive matter of building trust which would have a direct influence on future 

visits. As a result of the overwhelming crowd, it would only be natural to assume that there 

are a few ‘true’ patients that miss out on acquiring the much needed health services. The 

women who have limited mobility and are confined to the household would rather continue 

with their works than to seek health care which is not considered a priority as against 

household works.  

The attitude of the people suggests that perhaps the provision of free medicines especially for 

general health check up was started prematurely. Prior to boat clinic intervention, the 

prevailing concept of health, illness and health care in these communities may have been 

entirely different from the standard accepted concepts of health and disease. Moreover, the 

people have never been offered free services of any kind with such regularity in the past. 

Thus it would only be human nature to try and avail all the benefits of the services offered 

regardless of whether it was really needed or not. The basic flaw in the services provided by 

the government health system is its reliance on quantitative assessment of performance. A 

large number of patients seen in a health camp do not necessarily mean that the health care 

coverage per se is good. Many of these ‘patients’ basically attend the health camps to collect 



medicines for illnesses which in their opinion afflicts them. The different communities have 

developed preferences for the kind of medicines they expect from the boat clinic viz. 

painkiller injections, medicines in liquid form. As a result, the boat clinic doctors are reduced 

to the role of dispensing drugs to the people’s satisfaction often compromising on the aspect 

of rational use of drugs. It must be remembered that the doctors cannot be entirely blamed for 

this because the people’s opinion of the boat clinic services has already been formed over the 

years as a source of free medicines. Thus it has become a major task to  maintain the delicate 

balance between catering to actual needs and disappointing some people, and catering to 

people’s perceived needs and building on their faith in the boat clinic. This was clearly 

evident in the district of Sonitpur. In future, a renewed emphasis on the awareness 

programmes in current relevant concepts of health and health care followed by the gradual 

introduction of general health checkups in subsequent visits may well elicit a positive 

response from the people.  

On the other hand, mere awareness creation will not generate significant results especially in 

the districts where boat clinics have been running for several years. These particular boat 

clinics need to expand their IEC activities and focus on practice changes. There is a need to 

develop IEC activities which can elicit active participation from the community thereby 

encouraging the people to act on the knowledge they have gained from the awareness 

programmes. Since the literacy level in these areas is low, it is not always possible for them 

to comprehend and retain all the new concepts that are being talked of in the awareness 

programmes. An awareness lecture or the one-to-one counselling that is commonly practised 

in most boat clinics needs to be replaced with a more innovative, thought-provoking 

awareness and behavioural change programme that involves people’s participation.  

The awareness programme will produce positive results only if the local leaders and other 

charismatic members of the community are actively involved. It was observed that there was 

a general lack of interest amongst the local leaders in the boat clinic activities. In most camps, 

their absence was conspicuous. The boat clinic teams acknowledge that the leaders are not 

interested in boat clinics but it was not so in the initial period of boat clinic intervention. 

There is an indication of disillusionment amongst the leaders as to what kind of difference the 

boat clinics can make to the community. These influential members of the community need 

to be educated on the importance of health and health care until they are convinced. This will 

be a major challenge because most leaders tend to think in terms of their benefit and the 

power they can wield from any activity. After educating the leaders on the benefits of good 



health, the DPO and doctors can tactfully include the leaders in the planning process of health 

camps. This will be an undeniably difficult task for the boat clinic team but unless the local 

leadership has considerable rights to participation in the boat clinic activities, the community 

will not be as receptive to the activities as desired. Ideally, the ultimate outcome should 

include community participation in the boat clinic programme. At present, the relationship 

between the community and the boat clinic team is one in which the people expect the boat 

clinic team to simply provide free medicines which is not improving the health status of the 

people in its truest sense. As mentioned earlier, many of the common ailments afflicting the 

people can be tackled by simple preventative measures that begin with behavioural change as 

a result of effective IEC and BCC activities.  

Equal importance needs to be given to community participation in the form of feedback and 

evaluation sessions. This would be the most effective way for the boat clinic to gain an 

insight into the people’s needs and opinions on the services provided and subsequently 

improve on the quality of care.  

All the observations and recommendations mentioned above require a great deal of patience 

and insight on the part of the boat clinic team. A perfunctory awareness programme at the 

initial stages of camps will hardly make a difference in people’s attitude towards health care. 

Perhaps this will be one of the biggest challenges for the boat clinic team because immediate 

visible results will not be forthcoming and it is easy to get discouraged.  

With regard to the maternal and child health services, there has been a positive impact after 

the boat clinic intervention in all the districts. Most of the women have had access to 

antenatal services only after boat clinic intervention and the scenario is the same for 

children’s routine immunisation. However, the most common misconceptions that need to be 

cleared in the awareness programmes are the facts about intake of IFA tablets resulting in 

large baby and difficult childbirth; oral contraceptive pills are harmful to the body; 

immunisation harmful to child. The antenatal examination of women belonging to the 

Muslim communities has proved to be a problem owing to the fact that all the doctors in the 

boat clinics are male doctors. As a result, physical examination cannot be carried out and 

important findings of the well-being of the growing baby are left out. If there is no other 

option available, the GNM could be trained to perform this examination. It is important that 

every woman who comes for antenatal check should undergo physical examination in 

privacy. 



The family planning services are still taking time to be fully acceptable in most communities. 

It was also noticed that most women who were on oral pills were unaware or unsure about the 

proper usage of pills. This gap needs to be worked upon in future IEC programmes. The basic 

approach towards family planning and contraception assumes women’s ability to decide for 

themselves. In matters related to health care the women may not be the decision makers in 

their household, so even if they are considering using contraception, unless there is 

involvement of their husbands in the decision making, no concrete steps would be taken. This 

is probably why many women in this study talked of not wanting any more children and were 

only thinking of taking pills but not acting on it. The family planning coordinators need to 

impart joint counselling to husbands and wives in cases where the woman is interested in 

using contraception. 

Conclusion 

The boat clinics have made commendable efforts in reaching out to the remote, rural 

communities of Assam. It is a unique venture in the field of primary health care services and 

the challenges faced by the boat clinic team are equally unique. To create a positive change in 

the attitudes of the communities toward health and health care remains the biggest task to be 

fulfilled. As far as the boat clinic programme is concerned, the doctors carry the additional 

burden of educating the people on the basics of health and more often than not, preventive 

and promotive aspects should take precedence over the curative aspects of health care.  
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