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PREFACE

Human beings, today are increasingly becoming victims of diseases, nutritional
disorders, stress & mental illness, drug addiction, alcoholism and natural calamities such
as earthquake, famine, accidents & so on, which invade them irrespective of their age,
sex and socio-economic status. Health magazines, journals and books, newspapers and
even electronic media are constantly highlighting these human health issues.

A developing country such as India in particular still continues to experience scientific
abundance, while basic health & nutritional services remain inaccessible to the rural &
tribal masses, especially those living in the inaccessible terrain.

It was not until 1993 when the hidden secrets of health & nutritional hazards of the
tribals inhabiting in Dharni & Chikhaldara tahsils of Amravati district were brought to the
notice of general public & health administrators by Press and media. The news papers
nearly reported 700 deaths of tribal children in the above said tahsils. The causes of
these deaths as reported by Press were malnutrilion among tribal women & children, lack
of adequate health care, nutritional transportation & development facilities.

This tragic event not only invoked inspirations among social workers, activist,
politicians, health administrators but research scholars as well. Since the Tribal Research
& Training Institute carries out research studies on various aspects of tribal life in
Maharashtra, it was decided to take up a research study in selected villages of Dharni &
Chikhaldara so as to understand the problem holistically.

This research report gives a comprehensive account of the micro-level reality of health
care, health education & nulritional care rendered to the tribals of Dharni & Chikhaldara.
It also brings into light the various factors which were responsible for child death tragedy
in Melghat region. Besides this, an attempt has been made to provide an action plan in
the form of suggestions which will help both government & non-government organizations
to control health & nutritional problems of the tribals & develop culturally acceptable heaith
care, health educational & nutritional programmes for this region.
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The data collection, analysis & writing of this research report was entrusted to Dr.Robin
D. Tribhuwan, an Anthropologist. Dr. Tribhuwan was assisted by Shri ,Purushotltam
Aghashe, Ms.Aarti Kelkar, Research scholars from Schoo! of Health Sciences & Ms.Rajas
Bharekar from Anthropology Department, University of Pune. Shri J. B. Avachat, Statisti-
cal Assistant contributed in designing layout and codiication of Interview schedules &
preparing the layout and graphical presentations in the report. Mrs. Archana Gaikwad
contributed typing work of this report. :

| am graleful {o Shri Nandakumar, Chiel Executive Ofticer, Dr. Ashok Laddha, District
Health Olficer & the Zilla Parashid stall for {heir co-operation in organising the field work &
their valuable help in rendering official clata on Dharni & Chikhaldara. | would like to thank
Dr. Kamat from S.N.D.T. University, Pune for her help in analysing the anthropometric &
nutritional data collected by our research team.

The findings & suggestions presented in this report will certainly be useful to health
administrators, development workers, 1.T.D.Ps., voluntary agencies, research scholars &
more specifically for those interested in tribal development. This data base will form a
platform to develop health care, health educational, nutritional & development strategies

for the tribals in Melghat and other inaccessible terrains. ‘

(Dr.Navinchandra Jain)
Director
Dated 31/05/95 Tribal Research & Training Institute,
Maharashtra State,
pune 411001.
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CHAPTER ONE

BACKGROUND OF HEALTH ISSUES IN INDIA,

WITH REFERENCE TO THE TRIBALS.

1.1 INTRODUCTION -

Human Health has been defined as a complete state of physical, mental and social
well being and not merely absence of disease or infirmity (WHO : 1948). Health is not
merely a concern of an individual a family or a community but it is a responsibility of the
nation. Further, health issues loday have not only become a national concern but an
international too.

"Health for All' has been a prime moto of all Governments and ¢f course some
voluntary organizations, world over. Heallh of the people is natural weallh of the nation.
it is an inseparable element in development process of a nation in all its aspects. Hence
both government and non-government organizations are involved in providing promotive,
preventive & curative health care & health educalional services to mankind on the face of
this Planet.

1.2 HEALTH SITUATION IN INDIA -

India has no doubt made notable achicvement in the medical and health field, since
independence, yet there is lot to be done as far as providing health care & health
educational facilities are concerned. Ramkumar (1990) reports that, the maternal mor-
tality in India is very high. Official estimates place the mortality at 400-500 per 1,00,000
live births but figures are as high as 1,000 - 1,200 reporled from certain rural areas.

Women in the sub-continent run a life time risk of 1 in 18 dying from a pregnancy
related causes like anaemia, hemorrhage, taxemia, sepsis and abortions, which are major
causes of maternal deaths. Research on women's nutrition shows that malnutrition is an
underlying problem that seriously alfects the health of adolescent girls and adult women
and has its roots in early childhood. There is a high prevalence of protein-energy
malnutrition, iron deficiency, anaemia and iodine deficiency disorders among Indian
women (Pachuri S. 1994)

Studies show that continued heavy work duting pregnancy coupled with low dietary
intake adversely affects maternal nuliition and the course and outcome of pregnancy
because of energy deficit due to gap between energy intake energy expenditure (Gopalan
1962). Assuming that the overall prevalence of anaemia is G0% in pregnant women, 13
million estimated of the 22 million pregnant women in India are anaemic {(Ramchandran,
1992).

At present, not only are Indian women's reproductive health problems scanty, but most
available data are from hospitals or clinics and so rescarch results cannol be generalized,
Population based studies should be undertaken to rectify the frequently misteading results
obtained from hospital & clinic based studies {(Pachuri s, 1994).




Currently, gender desegregated data are not available for health problems and so it is
difficult to establish gender defferentials for health risks. There is a need to increase the
demand for such information by researchers so that data on health related problems,
causes of these problems on rural, tribal & slum societies be obtained.

At the same time, inter-disciplinary research, combining biomedical and social
research methods should be promoted so that. epidemiological information on levels,
trends, and determinants of morbidity, fertilily & mortality can be obtained along with
information that provides a clearer understanding of the same.

At the same tlimae, research should be undertaken to study the beliefs and praclices
that have become an hindrance to promoliva, praventive and curalive hoalth of Indian
population. Besides cullural factors an in-depth understanding of the various social,
economic & political factors, which are barriers to human health.

Women's and children's groups today are the main concern as far as their health is 'i

concerned.  Both these groups in India suffer from high levels of morbidity and
malnutrition. A community- based epidemiological study in rural India showed that 92% of
women had one or more gynaecological problems, infections constituted 50% of the
disease burden, and 91% of the women sulfered from iron deficiency anaemia (Bang et

al, 1989)

Poor health and nutritional status of women in India is a function of a complex interplay
of cultural, economic, religion and social factors. Some of the major indicators associated
with health & nutritional status of women in India is as given below : :

Sex Ratio : India is one of the few countries in the World where males out number
females. The 1981 census counted 9235 females for every 1,000 males ....... giving a
"female male ratio (FMR) of 935. Sex ratio continues o be unfavourable to women. Bose
A (1991) states that sex ratio has been more or less steadily deteriorated from 972 in
1901 to 929 in 1991, although there were marginal improvements in belween.

Life Expectancy : Data on the expectation of life at birth for women show lhat life was
about a year less for women (51.6 years) for the period 1976 to 1981, although life
expectancy for both men and women has more than doubled from 1901-11 to 1976-81
due to fall in overall mortality levels tesulting from improvement in sanitary conditions,
health facilities and economic development (Chatterjee M., Reddy H.P.1983)fact that due
to endogamous biological factors, females have been found to be stronger than males.
Aga specilic dealh rato presonts a cleater picturo to begin with, fomalo footicido is
rampant. For example a sludy conducted in Bombay showed that out of 8000 amino
countries cases, 7999 of the foetuses aborled were of female children (A Report of a
workshop on the Girl child, NIPCCD 1992). Further though female infanticide which was
common in India in the early part of this century has more or less technically disappeared,
a large number of deaths occur during pre-school years due 1o child negligence

(Chatterjee M 1983).

Maternal Mortality Rate : The maternal mortality rate (at 500 per 10,000 live births) is
about 50 times higher than in developed country. The commonest cause are general
malnutrition (anaemia) and poor antenatal, nalal and post natal care (Chatterjee M. 1983).
As a result of poor health and lack of appropriate and caily accassible medical services
for women bear an enormous risk every time they become pregnant. Because of the
fertility of a developing country woman, her life time risk of death from pregnancy may be
400 times greater than that for a woman in North America (Wini Koff B 1988).

A recent source book by (Mehra & others 1992) mentions that about 100,000 women
" die in India each year from pregnancy related causes and that the number of maternal
deaths in a single day in India exceeds those in all the developed countries in one month,
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NUTRITIONAL STATUS : Nutrilional status and food consumplion data also indicate
women's inferior slatus in India. Tho hall mark of poor maternal nutrition and poor
antenatal care in a community is the high proportion of babies born with fow birth weight
(<2.5kg.). InIndia, nearly one third ol the babies born ara of low birth weight.  Further,
nearly 24 percent of adult women in the reproductive period have body weights less than
38 kg and 16 percent have height less than 145 cms and thus are in high risk category
with respect to obstetric complications (Gopalan C. 1989). Data from some studies
suggest that prevalence of iron deliciency anaemia, prolein-energy malnutrition and
iodine deficiency is higher in women than in men. Anaemia in particular , affects more
than 50% women more than 80% pregnanl women in India.

Dietary inadequacies are more common in women and girls as compared with man
and boys (Report of National Nulrilional Monitoring Bureau, 1980). A study in Uttar
Pradesh by Das & others (1989), reported that a majority of rural mothers studied,
exclusively breastled their male infants for six months, fewer mothers did so for their
female infants. Women and female children commonly receive what is left-over alter
males of the household have eaten (Khan M.E, 1986) while women get a smaller share of
the family foad, they may expend a greater proportion of its energy.

ABILITY : The extenl to which women aie able o seok healthcaro porhaps depend on
their economic status. Given their double burden of employment and household chores
are serious, 'trade off' between these economically and socially unavoidable tasks, and
time, energy and expenses seeking health care.

HEALTH CARE AVAILABILITY : The availability of services for women, their location,
timings, nature & quality are all important factors and determine women's access to health
care. Services are congruent with the needs of women result in effective supply. There
are saveral health care sarvicas which really do not meol woman's health needs,

Given this background on the status of women's health in India what is important is to
understand through social science research is the qualitative dimensions of women's
health which has been largely ignored lill now. More specifically on the health status of
tribal women, girls and children too. '

The Times of India Newspaper, daled May 1, 1994, Bombay edition in an article by
Gunvanthi Balram highlight the health problems faced by Bombay Municipal Corporation
school children. It given details about a survey conducted by Dr. P.B.Shelty - Medical
Officer for schools , BMC, who with her team examined

nearly 330,000 children aged between 5-12 from 1,300 schools in Bombay. It was found
out that 30,755 children were sulfering from serious vitamin deficiency.

The deficiencies varied in children's backgrounds : The children of fisherfolk, for
instance showed a vitamin B complex deficiency, while those of Tamilians had a vitamin A
deficiency. A number of Muslim children hom the Central Bombay boroughs of Byculla,
Tardeo and Mahalaxmi were found to be anaemic. The reasons for this are linked up with
their ealing habits which are no doubt culturally defined.

Sinca some Tamilizns did nol eal meat el also drained water out of cookod rica, thoy
were dellicient of Vitamin A, while the fishedaolk did nol eal lealy vogetables rich in vitamin
B-complex in sulficient quantities, Muslims, oo tended to eal loss vegelables & greens
which could explain the high incidence of anacmia in their young age. According lo a
BMC nurse, Ms. Esther Garud who altends children in M.P_Mill compound and pilwalla
chawls in Tardeo, found that the students in Urdu medium schools were generally more
anaemic than those in Marathi-madium schools and that the muslims kids normally had
pav-chai for breakfast while the others had pav or chapali sabji.
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Yet another trend noticed by the medicos wa
while that of leprosy declining. Infact the number of leprosy cases
in the last five years i.e. from 1989-1994. Aboul 400 new cases of leprosy
delected annually in these schools as against 1,000 per year in mid - 1980's. But TB
cases have risen from about 500 per year then, to about 800-1000 today. The above
report gives glimpses of the-health problems faced by children in Urban areas and more
specifically among corporalion schools of a well advanced cily such as Bombay.

that both in India and other developing countries there is

It has been established
ale water and aanitation facililies. One of

prevalence of various diseases due to inacdeaqu
lhe eslimalions for India is a loss of 75 million work days duc to water borme diseases

alone. The cost of this in terms of loss of production and medical treatment is estimated
at approximately Rs.600 cores. Ramu Shiva (1986 : 130). Gives this magnitude of the
health problem, it becomes necessary to look into the health situation of tribals in India.

1.4 GLIMPSES OF TRIBAL HEALTH CARE ISSUES :

The tribals of India live in foresls, on hills, in valleys, on plains and in naturally isolated
regions known as a rule by different names meaning either people of forest and hills or
the original inhabitants. Vidyarthi & Rai (1976 : 25) have given some popular names by
which the tribals are known: pahari (hill dwellers), vanyajali (castes of forest),Janajati (folk

people), Anusuchit Jali (scheduled tribes) and so on.

ast of the second largest tribal population in the world next to Africa.
soclal sclentists on tribal health have shown that people
everywhere including tribals have culture specific beliefs and practices regarding health

and disease which are developments of indigenous culture and are not derived from the
conceptual frame work of modern medicine, the term Ethnomedicine is used (Hughes

Charles 1968 : 88).

India can bo
Studies conducted by

Heallh is an aspect of culture & hence beliefs of the tribals associated with origin &
cause of disease, perceplions regarding body composition & its physiology, nations of
preventive, promotive & curative health, nature & role of elhnomedical practitioners,
concepts of diet, mother & child health care beliets & practices, hot & cold concepts & so

on are part & parcel of their cultural whole.

amental problems faced by every society & every
means lo lake care of the sick in the community.

Health problems ditfer from one society 10 another. For instance, mental stress, hyper-
tension, heart diseases, diabetes efc. are found among the well-to-do classes of saciety
while diseases such as scabies, boils, eczema, malnutrition, diarrhoea, gastro enterilis

elc. are found among the poorer classes.
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independenco most tribal cotmmunitics {

1. Lack of adequate health facilities in remote lribal areas.

0. Lack of clean & sale drinking water especially in summer.
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6. Prevalence of superstitious beliels aboul heallth & disease.
7. Prevalence of skin & digestive disorders, especially among tribal children.
8. Prevalence of nutritional disorders among women & children.
9. Alcohol addiction.
The health statistics of the Directorate of Health services, Maharashtra State shows
that the health situation in tribal areas is far from promising as seen in this table.
Table 1.1 |

Tribal Health situation in Maharashtra

8.No. Indicator Goal by Situation in Tribal situa-
2000 AD Maharashtra. ~tion
1 I.M.R, < 60 59 110
2. Crude Death Rate 09 7.9 13
3. M.M.R. < 2 1.2 -
4 L B W babies 10% 28% 40%
5 Family size 2.3 3.8 4/2
6 Delivery by a
trained person. 100% 86% 60%
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A study by Bagade and others (1994 : 5) pointed out most common health problems
as reported by four different P.H.Cs. in tribal areas of Maharashtra State.

Table 1.2

Common Health Problems Among Tribals

i W e bt o B ot e S e e i My Ram Ve e e Mo S St 4 A e s m aa o o W % b o v et e e e e oGS A e e e o o e o oo

S.No. Disgease Percentage of patients in P.H.Cs.
Kasa Aliaabad Etapalli Dharni

{Thane) ( Nashik ) (Gadchiroli) (Amravati)

T ot e o ok ot Mt A S Mt Pt b B T h Wb 0 W W M Aad W e e e W W e e mie b e Wb WA e S S e W A e e e e W e Som B Bk A et e e e e e o e

1. Diarrhoea 19 21 12 07
2. Respiratory dis. 18 19 25 34
3. Fever,Maleria 14 12 11 06
4. Skin diseases 10 11 04 11
5. Injuries 07 04 10 02
6. Worm Infestation 06 03 - 04
7. Bye & Dental 04 05 05 05
8. Others 23 25 33 31

Every now and then, one hears of diseases & deaths in tribal areas due to
malnutrition, communicable diseases & so on. Some episodes which made head lines in
the news papers were :

BAMNI EPISODE : Deaths in some villages of Akkalkuwa & Akrani Mahal blocks of Dhule

5



district
Period : Dec. 1986 - May 1987.
Villages affected - 09
Population Alfected _ 3405

Total Deaths - B8

Measles with Malnutrilion accountad for 49 of these deaths. 49 of these deaths -

Post-measles pneumonia - 25

Diarrhoeal Diseases - 24
46 deaths occurred among children below b years of age.

DHARNI EPISODE - Deaths due to malnutrition in Dharni block of Amravati district during
the one and half month petiod from 14th July 1993 to 31st August 1993.

CAUSES OF DEATHS -

Pneumonia 105
Gastro enteritis 63
Others 02
Total - - 170

168 of these cases were below the age of 5 years and malnutrition was the

common contributing factor in all these cases.

by individual investigators in our country. The
health camps, held at Navapur & Dhadgaon in
and 8u5 where 6261 tribals were studied show
bals and the common health problems seen

There are a few studies on tribal health
studies of Dr.Kate et. al of N.S.S. Tribal
Dhule and Pal in Dist. Jalgaon in 1983, 84
that 90% of people from Navapur tahsil are i

wele |
|. SYSTEMATIC DISEASES -

a) GIT - Diarrhoea, Dysenlry elc 1 60%

Worm infestation 70%
b) Malnutrition : 30 - 50%
c) Respiratory diseases 1 10%
: 60 - 80%

d) Anaemia

Goilre - Overall 10% in Dhadgaon it was about 60%
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[Hl. Alcohol addiction - MAUHA
IV. GENETIC DISEASES

a) sickle cell trait - 20.4%
sickle cell disease- 1.2%

¥ PAWRA - 17.8%
* TADVI - 8.3%

* BANJARA - 5.7%

~ b) G-6P-D deficiency - 5.7% in males.

V. IGNORANCE AND SUPERSTITIONS LEADING TO INAPPROPRIATE HEALTH
SEEKING BEHAVIOUR.

In his report for 1960-61 & 197 9-81, the Commissioner for Scheduled Castes & Tribes
provided the following information

about the incidence of specific diseases among tribals in the concerned States :
1. MADHYA PRADESH - Yaws, Malaria, T.B. & Leprosy.

2. MAHARASHTRA - T.B., skin ailments and those resulling'\from
Malnutrition.

3. ORISSA - Malaria, Filariasis, Yaws and Leprosy
4, RAJASTHAN - GIT & skin diseases, T.B., veneral diseases
5. UTTAR PRADESH - Veneral diseases, Goitre & Leprosy.

6. TRIPURA, ASSAM - Yaws, T.B., Leprosy, veneral diseases & skin
diseases.

Thus, the common health problems of the tribals are :

a) Malnutrition

b) Malaria

c) Diarrhoeal diseases

d) Poor MCH care

e) Veneral diseases

f) Tuberculosis, leprosy, skin ailments, & others.
g) Genelic diseases.

The present study is an attempt to unravel the traditional health care and nutritional
practices of tribals of Dharni and Chikhaldara tahsils, Amravali district in the State of
Maharashtra. Besides assessing the heallh & nutritional status of the tribals the study
also aimed at understanding the elliciency of government health care nutritional and
heallh education services in the above said tahsils lo assess the causes of deaths of
children reporled. Given this background following aims and objeclives were kept in view.



5. Finahy, to sug:

1.4 STATEMENT OF THE PROBLEM -~
\nutrin‘onal and devel

Much can be talked & written about the beautiful valleys, the mountains, the rivers, the
forests, hills, brooks, wild life of Melghat region from the view point of poets, admirers of
natural beauty and environmentalists, on one hand, while on the other hand volumes can
be wrilten based on empirical findings on the human right, health, nutritional and Studies conducte

developmental issues of the poor tribals who have been part and parcel of this beautiful significance in view
nalural setting. acceptable health ca
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1.6 JUSTIFICATIO?!

It was not until 1993 when the hidden secrets of tribal health and nutritional issues
were highlighted in newspapers and doordarshan newsbulletin. Newspapers reported
nearly 700 deaths of tribal children bolh in Chikhaldara and Dhari tahsils of the Melghat
region. The causes of dealhs as reporled in newspapers were malnutrition among
women and children, lack of adequale health and nutritional facilitios, lack of adequate

transport communicational facililies and so on. Health ‘care poli
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give iron tablets to t
{(quality wise) and if
destroys it and hence
of Chandrapur it was
activates rapid grow!
problems during deliv
tablets.

This tragic event not only invoked inspirations
search scholars lo explore the exact causes of these deaths. A lot

politicians but also res
ade from this issue against the government of Maharashtra.

of propaganda was also m
The question at Stake, was whether these events occurred only during 1993-94 or were

part of the ongoing natural calamity since limes immemorial. Several remedial steps were
taken by government to control malnutrition and child mortalily. Irrespective of lhese
efforts the problem of child and mother malnutrition and deaths of tribal children and
children's diseases such as respiratory infections, diarrhoea, hypothermia;” broncho-
pneumonia, premature deaths, etc. still exists. In order to expose the factors responsible
for these tragic events, an evaluation study of the health and nultritional beliefs, praclices
and facilities among the tribals of Dharni and Chikhaldara was taken by Tribal Research
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1. To understand the ethnomedical beliefs and practices of the Korkus of Dhami and moreover it is very ha
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c) to assess their concepls regarding prevenlive, promotive and curative health care.

2. To study the nutritional belicls, practices and facilities among the Korkus of the above

said tahsils and more specifically to examine ; :
intended to bring into
which have nol been e

a) their concepls of dietary intake with reference to health promotion of women and

children.

b) to assess their perceptions of the impacl of tood on human physiolcqy.

3. To evaluale heallh care, health educational and nutritional services rendered to the

tribal women and children.

iLle for malnutition among chitdren and women

4. To identify the various factors respons
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5. Finally, to suggest measures to improve upon health care, health educational,
nutiitional and developmental services in Melghat region.

1.6 JUSTIFICATION OF THE STUDY -
Studies conducted on health related beliefs and practices of various groups assume

significance in view of developing, planning and implementing appropriate and culturally
acceptable health care and health education programmes, for the tribal and rural masses.

~ Anthropological studies related to health behaviour are fast gaining importance because

they help the health providers to understand how social and cultural phenomena influence
health behaviour of human beliefs. Heallth and disease though scientifically understood
as biological in nature are yet related lo people's belief system. Hence, health Is
an aspect of cultural and must be studied from a wholislic perspective.

Health 'care policy planners health care providers and health educators often have
faced stiff resistance in trying to introduce modern medicine. To cite a few examples of
tribals, the Thakurs of Karjat tahsil especially the one residing in remote areas refuse to
give iron tablets to their pregnant women for it is believed that these tablets are ‘hot'
(quality wise) and if consumed the heal in these tablets disrupts the foetal growth and
destroys it and hence leads o an aborlion. (I'ribhuwan Robin 1993). Among the tribals
of Chandrapur it was observed from an emic perspective that these tablets if consumed

- activates rapid growth of the foetus, the loelus enlarges considerably thereby giving

problems during delivery. To avoid these kind of deliveries women do not consume iron
tablets.

Colustrom milk which is supposed to create immunity in the child as per scientific
explaination, is not given to infants in many tribal cultures. It is believed that the thickness
of the milk may result into child having diarrhoea or stomachache. Hence this milk is
manually squeezed out on a piece of cloth, without giving it to the child. For 3-5 days the
child is fed with cow milk, honey or merely waler. In rural areas where exists the joint
family system use of condoms is not welcomed, because they feel shy to use it and
moreover it is very hard for them to dispose the used condom in such a big family set-up.
One can quote a number of such illustrations and examples of sliff resistance of natives to
acceptance of health care and health education programmes. Social science research on
health behaviour of people certainly helps us to know and comprehend, why people
behave the way they do ?

The significance of specifically carnrying out this study was to unrave! lhe social,
economic, cultural and political factors which have let to the death of tribal children in
Dharni and Chikhaldara tahsils due to malnutrition. It would also suggest measures as to
how health care, nutritional and health education facilities and services would be
strengthened in these tahsils so as lo prevent death of children in near future, and
upgrade the health and nutritional standards of not only children but women and men too.
Besides identifying the factors of malnutrition among children and women this study
intended to bring into light other health issues of the tribals of Dharni and Chikhaldara
which have not been emphasized by the media.



CHAPTER TWO T

RESEARCH METHODOLOGY

2.1 LOCALE OF THE §TUDY -

s carried out in 8 tribal villages of Dhamni and

The present rescarch study wa
The tiibal villages

Chikhaldara tahsils of Amravali district in the Stlate of Maharashtra.
selected for research were as follows -

TABLE 2.1

TRIBAL VILLAGES SELECTED FOR RESEARCH
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Utavali
Dharanmuh
Heerabambai
Kusumkot

1. Dharni

Amzari
Boratyakheda
Semadoha
Salona

2. Chikhaldara

....-......._._—........_.__...._....4..........-....._.........-...-......_..___.._.....-..._._......‘...—.......—......-—__..-.-_._—.....

bai and Boratyakheda were selected from the

interior and inaccessible terrain of Melghat region, while the other six were accessible by
a proper road. This criteria of selecting interior and approachable villages was used to

gol a comparalive viow of hoalth care and nutritional situation of the Korkus.

Two tribal villages namely Heerabom

2.2 THE TARGET POPULATION -

Tha Korkus of Melghat region were selectad as the target group for the present study
since most of the child deaths which took place during 1992-93 were among the Korku
tribe. Korkus of all the eight villages mentioned were studied. Besides Korkus a few
Gonds (a neighbouring tribe) were also interviewed to get their perceplions about the
death tragedy of tribal children which took place on account of malnutiition, acute

respiratory infections, diarrhoea, hypothermia, pneumonia, etc.

2.3 METHODS OF DATA COLLECTION -

methods of data collection were used to collect

Both qualitative and quantitative
aditional anthropological 1ools and

relevant data for the present study. Besides use of tr
techniques such as in-depth interviews, focused group interviews, participant observation,

ethnographic method etc. anthropometric measurements of 113 children of Kusumkhot,
Dharamuha, Heerabambai, Boratyakheda, Amzari and Salona village Anganwadi from
bolhh Dharni and Chikhaldara tahsils were laken s0 as 10 ASSESss the degree of malnutrition

among the Korku children boelow 6 years.

The variables used for taking anthropometsic measurement of children between (0-86)

villages (interior and road side), head circumference,

arm circumference, height, weight
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and chest circumference. The results were then compared with standard tables of
“anthropomelry used to assess the degree of malnutrition.

The main tools and techniques of data collection used for the present study were as
follows :

‘a) INTERVIEW SCHEDULES :

One of the major tools of data collection wara inlerview schodulos propared lor women

Withites thies tere rarigte of Y - Aty yaars, wid nucond was lor school going childron within the
_agerange S 168 yeurs. About 16U intuivivw schedules for woinen within the range 14

. - 45 years completed from all the eight villayes and 50 interview schedules were filled in
. from three Zilla Parishad schools.

b) QUESTIONNAIRES :

. Two types of questionnaires were used to collect data from Health Workers and

“Anganwadi Workers. Thus 23 questionnaires from Anganwadi Workers and 22 from

“health Workers of both Dharni and Chikhaldara were filled into assess their views about

_health of tribal children, women problems linked with their health services, the causes of
deaths of tribal children and so on.

c¢) IN-DEPTH - INFORMAL INTERVIEWS -

Besides collecting data using interview schadules for women within the age range 15 -

45 years and school children of 12 - 1 aqge range and through questionnaires from
- Aganwadi and Health Workers, in-depth and informal interviews of key informants such as
traditional medical practitioners, private praclitioners, Primary Health Centre medical staff,
‘elderly people etc. were taken to cross check the data collected through interview sched-
“ules and questionnaires. It was observed that free discussions with the tribals and key
informants fetched frank opinions of the respondents. This certainly helped in cross-
‘checking data collected through interview schedules and questionnaires,

d) OBSERVATION -

Most of the times researchers find out that data collected through schodules and
interview guides or even questionnaire lends 1o be dillerent when a researchers cross
checks what he collects through interviews with participant or non-participant observation.
This usually happens due to various reasons such as mood of the respondent, his
willingness to furnish data, his ability to grasp and understand a question, his priorilies

- and engagements and so on. It therelore becomes evident to cross check the data using

observation technique. In this study besides collecting data using interview schedules

- and questionnaires the researchers used observation method to document relevant data.

- e) PHOTOGRAPHS -

Photograph of malnourished children and mothers, traditional practitioners, patients, a

_few Health and Aganwadi Workers in action, and various other photographs linked with
the research lopic were taken to validalae the eropaical nature of the data.,

f)y ANTHROPOMETRIC MEASUREMENTS -

Assessment of nutrilional status is conveniently done using dietary, anthropometric
and clinical parameters (Nutrition News, Vol. 12, No. 3, 1991). In the present study
anthropometric measurement and diclary inlake were used 10 assess the degree of
malnutrition among Korku children below the aqe of 6 years.,

I



Anthropometric data of 113 tibal chitdien were collected from villages, out of which::
two were from the interior and inaccessible terrain.  The dala collected using!
anthropometric parameters contributed in assessing the degree of malnutrition among |
KKorku children,

g) USE OF DIETARY INTAKE PARAMETERS -

The overall intake of a few Korku families from all the 8 villages was calculated by
documenting informalion on the amount of food consumed by a family. In order {0 assess |,
the calorie intake of a family per day, their weekly food menu was documented by taking
information on what food stuff was bought by a family every week, the members in the
family, their ages and the quantily of food consumead by them daily w
order to assess daily calorie intake.

Besides this recall method was also used to understand the amount of food consumed
by a family per day. The energy intake of adult men, women and children of 1 - 12 ages
were calculated by applying appropriate coellicient of consumption according to the type
of work performed by men and women whose calorie intake classified as moderate
workers. To cross check this data, Korku children were interviewed to assess theirﬁé

energy intake. f
2.4 DATA PROCESSING AND ANALYSES :

Analysis and processing of the data was done both manually and using lotus and exel,
soltware. Relevant tables, histograins, graphs and pie diagrams were prepared with the
help of computer. While processing and analysing qualitalive data efforls were made lo
understand the problem of child death tragedy, food supply and health facilities from an
holistic perspective keeping in view faclors such as literacy, poverty, health care and
nutritional facilities, transportation and communication facilities, beliefs and praclices
regarding health, disease and nutrition and the political will too. Besides this, based on
the observalions of actual reality in the lickd and available P.H.C. and [.C.D.S. records
field analysis was done. Deductions diawi om analysis of tield situation was used to

cross check with computer analysis.

2.5 CHAPTER SCHINMI -

The data of this study has been presented in seven chapters. The lirst chapter deals
with background of human health issues, with reference 10 the tribals and more
specilically the nulritional issues of the Kotkus of Melghat. Chapter two deals with the,
methadology used to collect, analyse and present the dala. ‘

Before getting into aclual data chapters, (he third Chapter very briefly highlights the,
glimpses of Korku culture with reference to their sub-divisions, population in Maharashtra, |
geographical distribution, physical features, dress paltern, economic organization,
Religion and ritual cycle, forms of marriage, family types, political organization and so on.
The second part of he chapter gives a picture of the Korku beliefs and praclices
regarding health and disease. Chapter four highlights the roview of the death tragedy of
Korku children and the factors which contiibuted for their deaths. Chapler five deals wilh;
people's perception aboul the death tragedy. b this section the Korku parihar (shamans).
and Gond views about this tragic event of child death is assessed. Chapter six briefly
deals with the consequences ol the food
allitude of tribals. Finally, the seventh ch
form of conclusions and suggostions.
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31 GLIMPSES OF KORKU CUL'TURIS -

Before getling to the focal point of this study, with a view lo assessing tho values and
alliludes of the Korkus a study of their ethimography was made, This holistic modol ol tho
study contributed in understanding health and nulritional beliefs, practices and facilities as
a part of their cultural and ecological whole.  The procedure followed to oblain
ethnographic data was both participant and non-participant observations followed by
extensive interviews. This brought to light the lollowing salient téatures of Korku culture.:

of food consumed
ren of 1 - 12 ages
:ording to the type
ified as moderate
d to assess their

a) KORKU SUB- DIVISIONS -
The Korkus are divided into three sub divisions namely Mahvasi, Ruma and Bondaya.

b

) POPULATION IN MAHARASHTRA -

According to the 1981 census of India the total population of Korkus in Maharashtra
State is 1,15,974 with 58,675 males and 57,229 females.

sing lotus and exel
preparod with tho
orts were made to
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ation was used to

é) GEOGRAPHICAL DISTRIBUTION -

The Korkus are principally found in cast Nimar and Baitul in Madhya Pradesh and in
Amravali district in the State of Maharastita. A few Korkus are also in Chandrapur,
 Gadchiroll, Buldhana, Akola and Yavatmal, districts as woll,

d) THEIR PHYSICAL FEATURES AND DRESSING STYLES -

The Korkus are dark as well as brown skinned people with medium height, prominent
heek bones, straight hair and a well buiit strature. They are a hardy group of tribals who
lirst chapter deals .really work hard as dailywage labourers and cultivators to earn their livelihood.
tribals and more ‘

lwo deals with the Korku men wear a dhoti, a shirt or a ‘bandi' and a while or red turban. A Korku never

goes bare headed, especially the elderly folk. They have a long piece of cloth Turban
.(Pheta) tied round the head. Korku women wear saris of five or ten yards. Saris are worn
with anchals drawn on the head and dropping in the Marathi style on the right shoulder. A
very few Korkus wear chappals.

iefly highlights the
an in Maharashtra,
mic_.organization,
vzation and so on.

efs and practices
e death tragedy of Korkus are basically small scale agriculturists, agricullural and daily wages labourers.

ster live deals with ¥ Gathering fruits, mushrooms, roots, corns, wild lealy vegetables and honey is part of their
parihar (shamans) ' economic activity. They also collect fire-wood and sell it to non-tribals and government
Chapter six briefly  workers in tahsil places and weekly markets, Mahau flowers and char seeds are stored
1 its impact on the | for use when food becomes scares. Al lines even banyan leaves (Ficus religious) are
the findings in the boiled and eaten, in times of food crists.  Fishing and hunting provide them with

-1 supplementary food as well as income. A veny few Korkus are employed in government
and private seclors.

. ¢) ECONOMIC ORGANIZATION -




f) FORMS OF MARRIAGE - The Korlw pancha

_ ) , . i) Family di ‘
o Korkus is more of a social affair than a religiou ) y dispute
Korku culture has made provisions fo

ring a bride.

The marriage ceremony among th
one, the Priest (Bhumka baba) takes no paitin il.
a number of forms of marriages and methods of acqui

ii) Breach of a tab

jii) Disputes over d

Monogamy as a rule is certainly practical but quite a number of cases of polygyny are;
found among the Korkus. Widow ramitiages e also allowed. Widows usuadly marry
thoir husband's younge Drothors,  Thoso miaringon miko plieo without any cotomony,
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ii) Marriage by service - Those boys
Thae boy is then married to the girl. This kind ofa

bride's father's house for a fixed period.
marriage agreement is known as LAMSENA.

As practised among most tribes of India the
Korkus also have marriage by paying a bride ptice either in cash or kind to bride's father.
Bride price ranges from Rs. 500 upwards depending on the economic status of the
groom's family. In kind from one bag or tice of jowar upwards.

iii) Marriage by Bride price payment -

The Korkus a
Milk and coconut a
to the sun once a
disease. Bhum go
and the village ¢
occassions. They
the hut Is supposec

vel another method of acquiring & mate is
a man or boy enters his
house with a pot full of waler on her head.,  The man concerned has to accepl het
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as his wile, irrespective of whelher or not he is martied.
bride price to her first husband and give a liquor treat to the members of traditional
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preside over such
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iv) Marriage by forcible entry of a woman -

called as wgharghusghi " wherin a wotnan or gitl who likes

panchayat.

g) FAMILY TYPES -
The Korkus hav

Both nuclear and joint family types are prov
other calamity. Thu

patrilocal residency and patiiliny as a norni. '
calamity to the wral
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h) MAIN FEATURES OF KORKU PANCHAYAT -
Dasera, Diwali

s, which funclions as a judiciary A
The major festivals

a panchayat or council of elder

Every Korku village has
body. A panchayat is headed by a person popularly known as patel. His post is
hereditary. Each village has a Choudhary who is a servant of the Panchayal. The judicial celebrated
function of a choudhary are as follows :
“on Shravan Amava
i ' at membe r meeting. important fairs are
i) calling the panchayat members for meeting Hindu gods) which

ting with the consent Korkus perforr

E puberty, marriage,
implications.  Ever
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providers.

i) deciding the day and place of the mee
of village head.

i) making arrangements for the meeting.

iv) collecting fine from criminals.

v) announcing judgements of tho pting paeebed i disputes.
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The Korku panchayat tackles disputes such as :

. i) Family disputes and fights.
air than a religious

nade provisions for ii) Breach of a taboo or failure to perform a divine duty.
iii) Disputes over divorce, marriage and bride price.

ses of polygyny are

Jowé usually marry iv) disputes over property, theft, sexual misconduct etc.
Oul any coromony,
owtl - ,
‘ The culprits are either outcasted; charged fine in cash or kind; soclally humiliated
vitlingnogs to nuury or at times they are doprived of using public amenities.
or lwo. Thoy thon w

Jitional panchayal, ) RELIGION AND RITUAL CYCLE -

The Korkus worship their village god (Muthawa gomaj) during all social ceremonies
and festivals, A community puja is held on Dasara when food, fowls and goats are
offered and a common feast is held. Some of their other gods are Kuta Gomaj (the
mother goddess), Akhadi gomaj (the god of crops), Kulla gomaj (the Waghdev tiger god),
nd the Dongar gomaj (the god of hills).

jo and work at the
girl. This kind of a

tribes of India the
nd lo bride's falher,

omic status of the The Korkus also worship Hindu gods like the sun, moon, Hanuman and Mahadev.

ik and coconut alone are offered to Hanuman and Mahadeo. A while goat is sacrificed
to the sun once a year. Mata gomaj is worshipped whenever there is an epidemic or
disease. Bhum gomaj is worshipped at the time of sowing and harvesting. Akhadi gomaj
and the village god (Muthma gomaj) are worshipped on all social and religious
occassions. They also worship their ancestors. The main supporting wooden beam of
the hut is supposed to be their dwelling place and is worshipped on all occassions,

acquiring a male is
1 or boy enters his
has to accep! her
must pay back the

nbers of traditional o
Their priests are known as Bhoomkas. They are present at all sacrificial rituals and

preside over such rituals and ceremonies. There is yet another class of diviners known
as "pPadyals" or "Parihars", who claim to have mystic, magical and curative powers.

The Korkus have strong faith in them and consult them in the event of disease or any
other calamity. The Padyals know many harbal medicines but always link the disease or
calamity to the wrath of one of the other local deities and persuade their clients to perform

some puja or sacrifice. Both the Bhumkas and Padyals are paid at harvest time.

.us with patriarchy ,

Dasera, Diwali, Holi and Nagpanchami are some of the major festivals celebrated,
The major festivals celebrated by the Korkus are : Pola (a festival of bullocks) which is

celebrated

ctions as a judiciary
patel. His post is
chayat. The judicial
..on Shravan Amavasya when their bullocks are washed, decorated and given rest. Six
< important fairs are held in Melghat in honour of Mahadev, Maghnath and Dhoraba (an
* Hindu gods) which are attended by a number of Korkus and other tribal groups as well.

. Korkus perform a number of rituals associated with a person's life cycle, at birth,
. puberty, marriage, ill-health and death. These rituals have symbolic and meaningful
Implications.  Even with regards to health, the Korkus have series of preventive,

“promotive, curative and even destructive rituals. It was observed that some of these
superstitious beliefs and practices have become an hindrance to government health care
providers. '




3.2 ETINOMEDICING OF ‘THE KORKUS -
‘ . : E Comm

Disease in some or the other form has been a fundamental problem faced by every},
sociely and every known sociely has developed methods of coping with disease, thereby!i
crealing a system of medicine (Caudil William 1955 : 772}, =

Thus, even before the advent of modern medicine , people all over had developed
culture specific beliefs and practices regarding health & disease which are the products of |
indigenous cultural development and are not explicilly derived-from the conceptual frame-
work of modern medicine that the term "ethnomedicine” is applied to (Hughes 1968:88) |

Anthropological intorost In maodicino stoms from tho fact that health and disoase, |
though scientifically underslood as biological in nalure are yel related to peoplo's belief -
systems. Tribals everywhere have cullure specific beliefs about human body image, |
disease causation, pathogenic agents, intervention of supernatural agents, in humang.
health, ethnophysiology, nature and role of medical practitioners, preventive, promotive, b
curative and destructive health rituals etc. This chapler focusses on very brielly the
various ethnomedical bellefs and practices of the Korkus. ~

a) DISEASES AMONG TRIBAL WOMEN AND CHILDREN

The data collected through interviews with PHC stalf, the tribal medical practitioners,
Anganwadi worker, private praclitioners and the school teachers revealed that following ¢
diseases are very common among tribal women and children in the Melghat region.

'DISEASES AMONG CHILDREN
1. scabies

2. Boils

3. Pneumonia

4. Hypothermia
5. Septicaemia
6. Anaemia
2
8
9
10

. Bacillary Dysentry
. Diarrhoea }
. Gaslroentrilis

Measles

The Department of Health, Amravali took up health check-up programmes to
detect most common ailments among school children in Dharni and Chikhaldara. About

8,895 children in Dharni block and
7,813 children in Chikhaldara were medically examined. The results of disease detection

are given in table 3.1 and graph 3.2. This data was furnished by the District Health
Ofticer's office.

Detacted Cases

DISEASES AMONG WOMEN ,
1. Tuberculosis

2. Anaemia

3. Weakness

4. General debility
5. Early Aging

6. Malaria
7. Skin diseases f
8. Diarrhoea !
9
1

. Dysentry ]
0.Malnutrition | Source
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Table No. 3.1

;Common Ailments Among School Children In Dhami & Chikhaldara Blocks

Sr. No. Disease Detected cases In
Dhami Chikhaldara

1 Vitamin A Deficiency 71 113

2 Anaemia 68 117

3  Tuberculosis 3 3

4  Skin Diseases 132 81

5 Leprosy 3 0

6 Polio 8 1

7  Worm infections 91 101

8 ENT Problems 15 10

9  Tooth Decay 115 145

10  Night Blindness 10 59

11 Eye Disorders 101 152

12  General lliness 31 23
Total 648 805

Detacted Cases

Graph Showing Commeon Ailments Among school Children from Dharni
& Chikhaldara Blocks

160 1

E3 Vitamin A Deficlency
M Anaemia
QTuberculosis

{1 Skin Diseases
¥ Leprosy

B Polio

EIWorm Infections
QENT Problems
M Tooth Decay
DY¥Night Blindness
K Eye Disorders

1 General lilness

1-Dhaml

2-Chikhaldara

Source: D.H.0., Zilla Parishad Amravati

17







PRSI,

DISEASE CAUSATION CONCEPTS

he causes of illness/disease as revealed by ethnomedical specialists and informants
n-all the 8 villages may be classified into two, namely, natural and cultural, Natural
auses are the environmental factors such as heat, cold, diet, wind, etc. The variable
greater or lessor) influence of such factors upset, bodily humors and equilibriums and
affect human health. It was observed that ailments such as cold and cough, head-ache,
igrane, asthma, cuts, wounds, sprains, bone fractures and fever may be categorised as
aving caused due to environmental faclors.

The culturally recognized causes of illness are those events, factors or supernatural
tervention responsible for causing an iliness or disease. The commonly prevalent
ultural causes of iliness as revealed through the data are as follows :

.-Visitation and wrath of Gods and goddesses, ancestral spirits, evil spirits and cosmic
rces.

2. possession by evil spirits

3, saxual intercourse wilth menstruating woimen

4. witchcraftsorcery/evileye

8, fallure to perform a rellglous duty or a rite

It was observed that the Korkus also altribute the origin and cause of iliness to
‘combination bith natural and supernatural pathogenic forces and agents. The table given
below highlights the disease taxonomy and etiology of as perceived by the Korkus.

TABLE 3.1
Disease Taxonomy & Etiology

8.No, Diseasne Local name Cause of illness
foxr dilsease

. . O S Sk 9 W S kW ok S W W e e Bh b et e Bk N e M G et e W Ba W e R et e e e W amt T e e e e e e e W S e

Chicken pox
Boils

Badi Mata
Badi Mata

Visitation of goddess Mata.
Visitation of goddess Mata

T.B. Rokod Rog Excess drinking of alcohol.
Diarrhoea Ulei tatti - Drinking contaminated water
- Consumption of stale &
uncovered food.
- 1lndigestion
- Consumption of heavy foods
Measles Chhoti Mata Visitation of goddess Mata
Malnourish- Sharir Witchcraft, sorcery or wrath
~ment sukhana of supcrnatural beings
Arthritis Baygola Fntry of cold air in the joints
Worms I1li Consumption of excess sweets
Jaundice Hardya Blood turning yellow
Cleft palate - Proguant women cutting vegeltables
during Solar eclipes,.
11. Cough Khoka Exposure to cold air/water
{12, Migrane Adatisa Presence of spoilt blood in the
. forehead
13. Scabies Khujali Unhygienic conditions
!'14. Asthma Damma Woakness of lungs
15. Pneumonia Thandi fxposure ol body to cold air
~16. Fever Among Bhukhar Lvil eye
children
17. Polio - Wrath of aoddoass Mata
I8



c) NATURE AND ROLE OF ETHNOMEDICAL SPECIALISTS -

In the context of medical pluralism, a wide variety of medical specialists both traditio
as well as modern co-exist and whose scivices the triibals avail to. However within t
ethnomedical system of the Korkus different specialists are available including herbalis
shamans, priests, bone setters and mid-wives. These practitioners are looked upon w
great respect and reverence by the Korkus. Every medical practitioner has a role to pl
in prevention, promotion and cure of human health, their medical functions are giv

below -

i) PRIEST (BHOOMKA BABA)

ary , who presides over pujas and sacrificia
atural sources. He interprets the caust
ows a few herbal medicina

A bhoomka is basically a religious function
rluals. He derives his powers directly from supern
of epidemics and even health and fetility failures. He also kn
plants. Korkus have lot of faith in Bhoomka baba.

ii) SHAMAN (PADYAL OR PARIHAR)

A shaman is a man or a woman, statles (Harner, M. 1973 : ix) who has direct comac!,'i“
with the spiritual world through a trance stule and has one or more spirits at his/he. s
command to carry out his/her bidding
spirits or simply acting on their own violations.

s for yood or to cure person's alfected by othey

supernatural phenomena. To fullill hi
ltural causes of illness, performs healin
sacrifices to originators of illness
The Korkus also have:

A Parihar is a diviner and an interpretor of
medical funclions he diagnoses and interprets cu
writes, ward off evil forces and effects, offers,
administers herbal medicines and also ordinales new bhagats.
fermale shamans popularly known as "Bhavanis

i) Magico
" performed by a ¢

iii) BONE SETTER (HAD GURU)

Had Gurus or bone selters provide treatment for mechanical injuries such as sprains,
broken bones, swellings. Massaging and branding techniques also are par ol
mechanical therapies. As rightly stated by (Kurian J.C. and Tribhuwan Robin 1990 : 255

that bone setters have a sound knowledge
and arteries in human body. Among the Korkus of Melghat w

profession.

ho are really expert in theil

“another.

about the positions of bones, nerves, veins .

Midwives who

:complicated case
“delivery, bathing ¢
-for 5 - 15 days.

status.

All these mec

~members for thei
.render. However,
are dependent ot

community.

Qualifications

‘is required for

apprenticeship is

hereditary, as m
,;community.

Nalure and ro
In their

“ and Tribhuwan R
_medical specialist
- vaidus, Mantriks, -

' d) ETHNOMEDIC

v

Three types

. collected on the e

. reli

help of divine:pov
evil elements or

‘iliness by appeari

the patient.

The parihars ¢

'~ faith in them and

" from Primary Hea

iv) HERBALIST (GUMANJA) -
——— T e S
//’\«’ . ) )
<. A Gumanja or herbalist is one wh

herbal therapy. He moslly cures his p
paticnts on diet to be encouraged or discouraye during ill-health.  Besides this, il was

observed that most of these herbalisls administer medicines extracted from animal
sources. Among the Katkaris of Karjat this practice of using animal extracts as medicing
is very common (Tribhuwan Robin and Pelers Preeti 1993 : 21). !

o may or may not use magico-religious elements in,

iv) MIDWIFE (SUINE) -

a female and is necessarily not a diviner,

A traditional midwile is one who is always fivin
ant mothers, lo assist in deliveries

Her duties are to give advice and medical aid lo expect
and to treat iliness that may be fall the new mother and child. To

fow hetbal medicines,

fulfill her duties a midwife prescribes a
er diel for the new mother and the

knows massage lechniques and recommersls a prop
child.
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Midwives who start their career always face problems of child deaths, especially with
complicated cases of deliveries. A traditional midwife gets Rs. 50/- for conducling the

glivery, bathing and massaging tho now mother and child and also washing thoir clothos
for 5 - 15 days. Some people offer her a blousé or sari depending on their oconomi;:

status.

alists both traditional.
owever within the
including herbalist
are looked upon with
or has a role to play
functions are given

All these medical specialists are looked upon with great respect by their community
members for their medical skills, knowledge and of course for the services that they
render. However, these medical specialists are not full-time professional practitioners but
are dependent on other economic aclivities for livelihood, like other members of their

community.

. Qualifications for folk medical roles vary considerably. In some cases, formal training
required for the practitioners (Melzger and Williams 1963) in others a long
apprenticeship is customary. Our dala has revealed that a post of medical specialisls is
ereditary, as medical knowledge is restricted to a particular clan or family in a

mmunity.

g interprets the cause
few herbal medicina

Nature and roles of ethnomedical specialists may however differ from one society to
nother. In their studies on the traditional medical practitioners of Sahyadri Kurian J.C.
and Tribhuwan Robin (1990 : 251 - 264) have shown that there are seven lypes of
medical specialists among the Thakurs. These are Bhagats, Bhagalin, Vaidus, Had
yaidus, Mantriks, Suines (mid-wile), and potdharies (assistant mid-wives).

Who has direct contact
more spirits at his/her,
s affected by other|

&

romena. To fulfill his
ness, performs healing
originators of illness,
e Korkus also have

) ETHNOMEDICAL THERAPIES -

Three types of major ethnomedical therapies have been revealed through the dala
collected on the ethnomedicine of the Kokus. They are as follows :

i) Magico : religious Therapy - incl.ides those ritualistic and divine procedures
performed by a shaman or any other madical practitioner or an elderly person with the
help of divine power, holy objecls or by chanling divine commands to wardoff or remove
avil elements or objects from a patient or to ritually compromise with the originator of
ilness by appearing him/her and offering a sacrilice or a gift so as to reslore the health of

the patient.

pjuries such as sprains, |
es also are part of
ywan Robin 1990 255)
o bones, nerves, veins
e really expert in ther The parihars and bhoomkas are experls in magico-religious therapies. People have
faith in them and prefer to first consull them in case of il-health, than a medical person
from Primary Health Centre. The word of the parihar is a gospel! truth to the Korkus. His
interpretation regarding the origin and cause of any illness is respected by the Korkus. It
was observed that the prevalence of magico-religious practices among the Korkus is very

. Loureligious elements in
common.

vs. He also advises his

Besides this, il was
Wracted from animal
| extracts as medicine

i) Mechanical Therapy - includes therapeutic procedures such as bone setling,
massaging, branding painful parts of the body by touching them with hot iron rod, using
accupressure or acupuncture techniques and so on. Mechanical therapy is provided usu
ally by the Had Gurus, Gumanja or elderly people in the village.

" i) Herbal or Chemo therapy - Herbal therapy consists of administration of medicinal
‘herbs or medicines extracted from animal nnd minaral sources. Gumanja (harbalists) Is
one of the medical specialists who cures ns patients using chemo therapy. Besides this,
he advises his palients on diel. Elderly nen ant
about herbal medicines which are adminisiered as home remedies in ¢
ailments like cough, cold, cuts, wounds, fove r ele,

cessarily not a diviner.
,lo assist in deliveries

| women also have sound knowledge
ase ol conmmon

e new mother and the

0 .
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Among the Thakurs of Karjal, horbalists haver a itualized way ol treating their palient
These are specilic rituals of collecling, preparing and administration of herbal medicine
(Tribhuwan Robin 1993).

MCH - BELIEFS AND PRACTICES - ro

Women and children are our nation's gieatest asset. They conslitute about 70% of Ul
population. Their health is the basis lor the belter health of the family as a whole and als C¢
the nation. The good health of women and childien reflects the health of the family as :
whole which is reflecled on the national scene and is one of the indicators of developme

of the nation as a whole,

It is very necessary to protect and promote the health of women and children throug
well planned health care programmes to (ullill the complete physical , mental and soci
welibeing of the people.

In order to understand the health needs of the people it is very necessary to have give
knowledge of their health problems and at the same time knowledge of their attitudes an '
responses towards the health facililies provided to them. CAE

The health needs and problems of women and children have to be assessed by takin
into consideration their beliefs and practices 1egarding health care, diet, which also havg ' bloo.
an influence on their response and choice of medical facilities provided to them. or 5

While taking into consideration Matemal and child heallh it has to be understood th
mothers and children have to be considered together and their interdependence wil
respect to matters of health must be recognized.

Health of mothers affects the health of child, thus consideration of the woman's healll “RITU
in various stages, the beliefs and praclices associaled with the matters of health care it 'MOT.
these stages and their positive and negative influences on her health as well as that of the.

child is very important. F
' define
Improvement in the health of mother and children with proper family spacing and family: conte
planning is also an important issue in the Matemal and Child Health Care. . purpo
; with tt

DIETARY INTAKE AND THE BELIEFS AND PRACTICES AMONG THE KORKUS -
. ‘ M
All the Korkus eal thrice a day with the morning break-fast follow by lunch at noon ang hersel
dinner at round about 8 p.m. activiti
is belic

The women who spend a major part of their timo in cooking, fotching waler, collecting menst
firewood, doing houschold work, childiearing and doing their bit where agricultural work € Then s
concerned are a neglected lot. This negligence also extends to the sphere of diet. Th ™

adult males and children eat first. The leftovers are consumed by the womenfolk. . Th
strong

DIET DURING PREGNANCY AND LACTATION - ‘hospita
foetus

No special foods are given during pregnancy and lactation. A pregnant woman kabortiol

denied a few foods which are considered hot and is believed to harm the foetus. Thestallowec
are papaya, shevaga, til, masur dal, banana which lead to aborlions, according to Korkus
Aller delivery the women are gencrally given Kutki and savaria pej (porridge) which arg " Tete
supposed to increase the breast milk produciion. The women usually take rest for sevedeath ¢
o eight days after delivery after which magenty of them go back to work, sharp ir

umbilice
lakes a

{



Mothers breastfeed their infants till their stomach is full. Breastleeding is continued till
he birth of the next child. Rice, Kutki or savaria pej or Kanji is given to the child when it
starts sitting as reported by the women. Other solid food items like Roti, Rice, Dal, are
glven to the children when they start walking or when they demand food.

CARE AFTER DELIVERY -

« ‘,Bfack tea prepared with jaggery is given to a woman who delivers so that the impure
lood which is there in her body gets cleaned out. Savaria (millet) porridge is consumed
or 5-15 days by a woman aller she delivers. She is bathed twice a day with hot water so
hat the muscles and nerves of the woman get relaxed.

The woman is allowed 1o rest in the house for aboul 15 days after which she starts
rking again.

ITUALS AND CEREMONIES ASSOCIATED WITH THE NEWBORN AND THE
OTHER -

Rituals according to Edmund Leach (1968 : 524) should be applied to all "culturally
defined sets of behaviour as such regardless of ils explicit regligious, social or other
‘contents". Every ritual or ceremony is performed lo achieve something. Thus a ritual is a
urposeful act performed with intentions. A few ol the rituals and cerermonies associated
ith the mothers and children are given below.

Menstruation is considered to be a stato of pollution. A menstruating woman koeps
erself aloof for four to five days. She does not cook nor perform any household
clivities. Thus, a menstruating woman is socially dislocated from the society because it
believed that social interaction with her may bring trouble to the community. After the
enstrual period i.e. on the 4th and 5th day the woman takes a bath, washes her clothes.
hen she is allowed to perform her duties and interact with the society.

he delivery is performed by the traditional Dai at home itself. It appears that due to
trong faith in tho Dai most of the delivaties are pailormed at home and novor in tho
ospital. In the interior areas the ICDS or ANM Workers are not allowed even to feel the
foetus of the pregnant woman as they believe that their touch might lead to still birth or
abortions. This altitude becomes a barrier in the ANC programme. Only a midwife is
aflowed to do this.

elanus toxoid injection given to pregnant women are believed to lead to abortions or
‘death of the baby, & therefore not taken.  The umbilical cord of the child is cut with a
Vsharp instrument, usually a blade now-n days but, which is unsterilised before use. The
umbilical cord is burried at the back ol the house usually at the place where the mother
takes a bath on the fifth day. This is done to ensure that the cord remains safe from wild



animals, birds, human being which might be used as an object or device of wiltchcraft and "
might harm the small child.

e

On the filth day the Dai performs the Panchvi Puja where the child is olfered to the
Goddess Sali or Satvai who is belicved lo delermine the fate of the child and her
blossings aro considered vory necossiny (o1 the good health and welfara of the child.
The child is kept in a Sugali (baskot) with coconul, tica, kumkum, turmeric, etc. usod in
the rituals. Thaso wro the health promotiva rituuls porformed to malntain good hoaith and
wellare of the child.

Preventive rituals -
v. It is commonly believed that most of the prolonged illnesses in children are because of
the effect of evil eye. To ward off this a black thread is usually tied around the neck to

P neutralised the effect of the evil eye.

- ATTITUDES TOWARDS FAMILY PLANNING OPERATIONS -

The response o family planning is very poor. Tho peoplo appoar to lack tho concopt
of having loss childron probably dua o & nrge numbor ol infant doaths, poverty and
wanting to have a large number of helping hands to fullilt their economic requirements.
Usually, people have four or five children alter which the family planning is done. There
were cases where the operation was not done even after 3 - 4 girls were born because
parents want a son and vice varsa. Birth of a girl child is welcomed because of the
system of Bride price which ranges from Rs. 400 - 1000 along with one or two bags of
rice.

The concept of birth spacing seems 1o be absent among the women and the gap
between two consequent children is very less. Oral contraceptives are never used by the
women and there were -many cases where the pills received from P.H.C. stalf were
thrown but or just kept without use.

Copper T is also not used by the women as they befieve that-

1) it causes weakness which might affect their work performance
or capacily.

2) it causes pain the back.

‘. 3) it leads to internal bleeding

4) the Copper T tears the uterus

5) it makes the woman sterile

7) itcreates inconvenience during sexual intercourse.

Vasectomy is rarely done by the males as it is believed to produce weakness V\{hich
might affect their work performance or capacity.  Absence ol any other recreational
facilities can be one of the other factors 1esponsible for a large family size among the
Korkus. In many of the interior areas when the people decide to go for tubectomy, Hegllh
Workers have to spend extra money for patients and relatives for their transport, lodging
and ealing arrangements.

|
{
|
?
i
|
|
: \‘ ‘ 6) it decreases breast milk of the mother
|
\
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, fn the interior areas Folic acid tablets are never taken by the pregnant women as t'hey
are believed to cause abortions, miscarriages in pregnant women, Thgy are glso believed
o increase the size of the foetus causing problems for the mother during delivery. Many

omen have reported loss of strength or encrgy, increasa in weakness, change in colour
{ slools usually production of binck stools duo o which folic acld tablots aro not takon.

IESPONSE TO IMMUNISATION FACIHHT "

.

Mosl of tha childron from thnl aron have boon immunisod In l|.\0 /\ngnnyvndl but, tho
mothers are not aware of the various doses given, w‘hy 'they are given, lhg timings when
the doses are given. All these beliefs and lack of faith in the health prox{t.d'ers appear to
act as barrier in the response of lhe people to the heaIFh facilities provided.



CHAPTER FOUR
A REVIEW OF CHILD DEATH TRAGEDY IN MELGHAT\REGION

The child death tragedy which took place i 1992~ 93 in Melghat made head lines in
most newspapers. Some-papers repotted deaths of the tribal children to figures over 700.
Figures of deaths of children however varied hom paper to paper. The present report has
made an atlempt to review the child dealls lagedy situation bare on empirical findings,
olficial data and observations. The PIHC 1ecords maintained by the ADHO at Dharni
regarding the general dealhs recorded helween April-October 1994 from all the seven

PHCs is given below :-
Table No. 4.1

p.H.C.wise Deaths from April-October 1994 in Dharni Block

S.No. P.H.C. still 0-06 yrs 7-14 yrs 14 & above Total
births

1. Dharni 27 117 12 88 244

2. llarisal 15 3% 2 31 83

3. Bairagad 15 49 3 20 87

A4,  Bijudhavadi 16 a1 5 249 100

5. Sadrawadi 5 55 5 33 98

6. Susarda 7 43 3 27 80

7. Dhulghat Rly 8 a1 3 17 69
retar TR T s e

.‘...—....._..._...._.........—..__..u._.._............_.............._..._._........._.-..——-....._..-._.._.._._.—__...._.-_.........—-—.

Source: A.D.Ho's Office Records Available In Dharni P.H.C..
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[Lis evident from the above table 4.1 and the graph 4.2 that even the lales! records of
just seven months (April - October 1994) cleatly shows the deaths including still births to a
tolal of 761. The break up of which stales that there were 93 still births, 389 death of 0 -6
children, 34 death of children teenagers 1anging from 7 - 14 years and 245 deaths of
people above 14 years. This clearly is an indication that there is still lot of scope for
improving the health, nutritional, communicational, economic and developmental situation

asit were in Melghat region.

" The causes of child deaths as revealed by the medical staff and their records could be
explained more specifically with the help of the table 4.3 and graph 4.4 which  highlight
the causes of deaths among children ol the age group 0 - 1 for the period July - Sept.,

1994 in Dharni.

Table 4.3
Ccauses of Deaths Among Childron hotween 0 to 1 Yrs For the period
. July 94 -~ Sept. 94 in Dhaxni Block.

Respiratory Infections 39
Premature Deaths 8
Anaemia

Hypothermia & Low Birth Weight
Hypothermia

Septicaemia

Febrile Convulsions

Viral Diarrhoca )
Dysentry & Malnutrition
Prematurity

pulmonary TB & Hypothermia
Prematurity & Hypothermia
Viral Fever

Anaemia & Tuberculosis
Dysentry & Anaemia

Pyrexia

Hypoxia

W U

T = O = T U SRS

Note : Respiratory infections Include acute respiratory infections Pneumonia &
Bronchopneumonia.

Source: A.D.Ho's Office Records Available In Dharni P.H.C.







Graph 4.4

Graph Showing Causes of Deaths among the Children 0-1 Yrs. for period July -
Sept. 94 in Dharni Block

No. of Deaths

£ Respiratory Infections

B Premature Deaths

[ Anaemla

E2 Hypothermia & Low Birth Weight
M Hypothermia

I Septicaemia

M Febrile Convulsions

O Viral Diarchoea

W Dysentry & Malnutrition

o Prematurity

11 Pulmonary TB & Hypothermia
Prematurity & Hypothermia

M Viral Fever

" M Anaemia & Tuberculasis

: s o M Dysentry & Anaemia

’ e R | Pyrexia

! W Hypoxia

Causes of Deaths

I

Source: A.D.H.O’s Office Record Available at Dharni P.H.C.
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Premalture deaths of the childion azinterpiated by the medical experts are linked with
the health status of mothers. Malnutition among women, tuberculosis, and even veneral
diseases of the mothers can prove as pradisposing lactors for pre-matured deaths among
children.  Commenting on the majorty of denths ol tibal children in Melghat region nroe
due to acute respiratory infections, the medical personnel said that ARI (Acute Respirato-
ry Infections) include pneumonia and tronchopneumonia.  The prevalence of these
disease could be due to poor samtation, hygiene, lack of awareness regarding the
nutrtional care of the child, improper clothing of the child, poor nutritional status of the
child, cold and damp environment in the houses.  Poor ventilation, fack of sunlight elc.

were probable reasons as to why ARl is prevalent among the tribal children.

Deaths of tribal children due to Hypothennia could be inked with the lack of proper
care of the children by the Korkus. in adequate protection of children from sudden drop in
temperature especially during rainy reason and in winter too, due to lack of proper warm
clothes, blankets, bed-sheets, other cloths and over all poverty of the Korkus.

Cause of septicaemia among the tibal children in Dharni and Chikhaldara was
interpreted by the medical personnel to ignorance or negligence of parents with regards to
treatment of the child at right time, which ultimately leads to spreading of thal infeclion on
the body of the child. With regards 1o Asphyxw ic. difticulty in breathing. This may be
due to choking caused by tieing umbelical cord around the neck of the child during deliv-
ery. Above all malnutrition among both women and children is very cormmmon. This could
be happening with traditional midwives (untrained) who just being their carrier newly and
. are not are not aware as 1o how to deal with complicated delivery cases. There are the
few medical interprelations regarding the causes ot deaths among trihal children in

Melghat region.

Malnutrition among the tribal children clubbed with diseases such as pneumonia,
seplicaemia, diarrhoea, dysentry, worm infections, bronchepneumonia, vitamin deliciency,
anaemia, skin diseases elc. have additionally contributed to the deaths of these children.
This means there is an urgent nead to plan and implement disease control programimoes,
health and nutriion oducntion 1olatod o control tha problom ol child morbidity, martnlily,

malnutrition and health promotion.

40 AN EXPLORATION OF THE FACTORS RESPONSIRELF FOR CHILD DENTHS IN DHARNI
AND CHIKHALDARA.

Empirical evidences based on the daliy collected through interviews with P.H.CL and
ICDS stalf, tribals school children, school teachers and other officials including official
dala pointed out that there were several (aclors which were directly or indirectly inter-
linked with the death tragedy. Given below is the classification of the faclors responsible
for child death tragedy in Dharni and Chikhaldara,

A. MEDICAL INTERPRETATIONS :

i} Malnutrition among tribal children.
iy Age at marriage
iii) Spacing and contraceplion practices
iv) Sanitation and hygeinic habnts

v) Korku altitude towards family planing

vi) Dietary intake
B. COMMUMICATION AND TIADSDOGHEATION FACH TTHIES,

C. POVERTY OF THE TRINALS,



D. ILLITERACY & HEALTH IGNORANCE.

E. MARRIAGE PRACTICES

F. SUPERSTITUOUS BELIEFS & PRACTICES

G. PROBLEMS FACED BY HEALTH CARE PRbVlDERS.

The above factors are discussed one by one here in this chapter based on empirical
findings of this study.

A. MEDICAL INTERPRETATIONS :

An altempt has been made 1o project medical, cultural, social, economic and
environmenltal interpretations of the cause of ill- health and deaths of tribal childran in
Melghat region. Given below are a few madical interprelalions.

i). Malnutrition among tribal children -

Malnutrition refers 1o the physical elfocts on the human body of a dietary intake
inadequale in quantity and/or quality (Joshi Subhangi @ 5). It is a state in which a
prolonged lack of one or more nuliicnts relueds physical development or causes specilic
clinical disorders such as iron deliciency anisemia., goitre, etc. Malnutrition can also be
defined as an impairment of health resulting from a deficiancy, excess or imbalance of

nulrients. Itincludes under- nutrition and over- nutrition, as well.

Some of the characteristics of people suffering from malnutrition are dull lifeless hair,
greary pimpled facial skin, dull eyes, shimped posture, fatigue and depression are easily
evidenl by their spirilless expression and behaviour and lack of interest in surroundings.

Persons prone to malnutrition are infants, pre-school childien, adolescents, pregnait
women and clderly people. Pregnant wonmen are especially prone to malnutrition if they
are adolescents and mature enough to bear children. fnfants and pre-school children are
dependent on their mother for nourishiment and if her selection of foods for them is
incorrect, they may sulfer from malnutition.  The problem of malnutrition is however

linked with several faclors.

The sakal newspapar daled July 21sl, 1994 teported that as per the obsorvalions
reports of medical personnel neary 1600 chilkien aro under nourishod in Melghal region,
This information was given by the Flealth Minister, Smt. Pushpatai Heere in Vidhan

Parishad, Bombay.

The Tribal Research and Training Inslitule research team took anthropometric
measurements of 113 tribal children within the range of 0 - 6 years. It was found out that
nearly 67% of the children were found to be undernourished. This means even as of
1994 the nulritional intake of the tribal children is not uplo the mark and needs to be paid

urgent allention to.
ii) Age at Marriage :

Early marriage is a very common practice among most tribal communities in India.
Among the Kotkus the mean age at maiiige of girls ianaes from 12 - 16 and for boys il is
16 - 2- years, Farly aqge al mamage leads o conly peegnancies and hence sueh pregnant
wornen are prone to be undemmosieeshied e ducremie. T s cortainly hazaodous 1o tho
health of the mother as well s (he noy L,

Child bearing at a very caily age a nunber of complications for the mother such as

)




npirical

e and
dren in

inlake
hich a
ipecilic
so be

nce of -

is hair,
easily
ngs.

agnant
if they
en are
1lem is
wever

ralions
gion,
/idhan

metric
ut that
as of
¢ paid

India.
ys il is
wpnnnt
1o tho

ich ns

birth of low weight babies, anaemic babies. because the girl (mother) herself has not fully
grown especially the pelvic bones. This poses problems during delivery. The nutrients
which she needs for her bodily growth are inadequately supplied to the foetus this leads
1o anaamia and malnourishment among mothers and childien,  In addition poverty of tha
Korkus and lack of nulrition education prevents them from eating good food during

pregnancy.

"Thus, if a mother does not get her adequdta proportionate and qualitative share of
food during pregnancy it will certainly have an effect on her health as well the health of the

new born.

_As rightly stated in the ethnographic notes on the Schoduled Tribos of Maharashtra
(census of India, Vol. X 1961 : pp 166) that the age al marriage for Korku boys is usually
5'to 20 and girls 12 to 17 years. A study of 1,095 Korku couples showed that the
difference in age of husbands and their wives was between 6 to 10 years in 54% of the
cases. This is an indication that the age at marriage as practised in 1961 has not gone up
even 1994 as per our study. Very few educated Korkus get married late. This means
educational strategies have to be designed to prevent and control early marriages among

the Korkus.
i) Spacing & contraception practices -

Korkus have their own perceptions aboul natural spacing and contraception praclices.
Their ideology of spacing and use of contraceptives does not resemble with the scientific
interpretation of the use of contraceptive and significance of spacing as it were. it was
observed that the Korkus are not aware of the significance of the use of contraceplives.
" They are reluctant to use pills, nirodh and even copper T. Very few Korkus especially
those who are educated or have been exposed to urbanization and modernization uso
these contraceptives sometimes.

' Copper T programme for that matter has got very poor response both in Dharni and
Chikhaldara from the Korkus because of following beliels :-

i) Insertion of copper T leads to tearing of uterus.
i)

It hurts the penis of males during sexual intercourse.
Causes pain in lower abdomen and back pain too.

iv) It gives rise to internal infection,

v) lts insertion gives rise to bleeding and white discharge.

These beliefs are a sought of socio-cultural barriers that hinder spacing and
contraception programmes. Similarly in the case of oral pills Korku women said that a
woman's abdomenal region tends to get fat if oral pills are consumed and therefore they
are not taken. The practice of using Nirodh was also found to be absent except a very
few exceplional cases. Use of Nirodh creates problems during intercourse, one does not
get sexual salisfaction, it is problematic to dispose it, therefore no one makes use of
Nirodh except very few educated Korkus. This scheme has faced a set back.

and attitudes of the Korkus towards contraceptive methods they
do not use contraceptives. This in turn has an elfect on spacing praclices. It was
_observed among most families that the period of spacing ranges from 3 - 20 months.
Very few cases were found to have kept spacing of 2 - 3 years alter every child. The
Korkus are pleasure loving people irrespective of their poverty. Meaning thereby they
love to drink liquor (siddu) since there are no recrealional facilities, mating ultimately gets
priority and hence contributes to large family size. One does not even think of the
significance of spacing. Secondly both men and women drink mostly in the evenings.

This stale of physical and mental conditions aive room for mating.

Due to above beliefs
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There is an urgent need to devise educational stralegies and programmes to crealr,
awareness among the Korkus regarding the signilicance of spacing and use of
contraceplive devices. Voluntary organizations and even government must take up
nonformal syslems of education programmes for the Libals and especially the women.

iv) Sanitation and Hygiene among the Korkus -

Hygiene has been defined as the "science of health and embraces all factors which
contribute to healthful living". Hygiene not only aims at preserving heallth but also at
improving it. The purpose of hygiene is 10 allow man to live in healthy relationship with his-
environment.  Air, weather, soil, waste, bodily cleanliness, and nutrition are the widely
differing concerns of the Hygienists (Park : P 38 : 1986).

The term personal hygiene includes all those personal factors which influence the
health and well-being of an individual. It comprises of a broad range it day to day
activities such as care of the body regarding bathing and washing, care of clothing, hair,
teeth, skin, nails, cultivating good habits regarding eating, diet, sleep, smoking, drinking
and altitude towards life. Any disruption of these activities may impair health. This is a
malter of individual responsibility (Park : P: 19 ; 1986)

The concepts of sanitation and hygiene reflect the awareness of people concerning
health. These concepts can be developed not through formal education, but, health
education which is another aspect of education.

Awareness about the concepts of sanitation and hygiene is very much necessary
among women as they are responsible for the goed health of the family as a whola most
important of all being the children and this awareness is reflected in the way they keep

the children.

It was observed that the Korku wornen did not appear very ‘clean apparently. They did
not use any footwear. The women have a bath but, without using soap, stone is used to
clean the body. It was found that the waimen did not cut their nails nor did they take
proper care of their teeth and hair. The same thing was refllected among children.

The children were scantily clothed and never bathed regularly due to which many skin
diseases especially scabies was very common them. Small untidy children were found
roaming here and there and there wete a few instances when they were picking and
eating food they had dropped on the ground.

The people did not seem to have the concept of washing their hands before ealing.
Animals like hens had free access to the kitchen. Open air defecation was very common
and use of leaves, stones, mud after dofecation was very common among children. Water
from brooks, rivers elc. was used for drinking purposes. Treatment of water by bleaching
powder was not accepled as the change in the taste of water served as a barrier. No
other modes of treatment of watet like filteration, boiling were used. This probably
explains the high prevalence of scabies, daitthoea, worm infestation, dysentary,
gastroenteritis among the children.

v) Korku attitude towards family planning -

A assassment of the Korku responiss? te family planning programmes implemented by

the Primary Health Cenler's revealad ollowing facts.  Table 4 highlights tubectomy,
vasectomy and not operated €ases.




Table No. 4.5

Response of Korkus to family planning

Total

Tubectomy Vasectomy Not Operated

160

92

25

43

Pie Diagram 4.6

Response Of Korkus To Family Planning
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_ Both the table 4.5 and the pie diaogran show thit acceptance of family planning
_programme is very poor aninng the Korkus, Out of the 1680 women interviewed it was
ound oul that 43 of them went ihrouah tubeelomy operation, 25 of the men went for
‘vasectomy and 92 (both rnen and women; vl pot go for cither of it.

Informal interviews witix Loth Kocko men & wonren showed that children are
_considered to be an’economic asset . Secondly the practice of polygamy & early
age at marriage gives more scope for production of more children during the
.reproductive life span. Thirdly knowing inat chitd mortality & morbidity is very
igh the Korkus do not tske risic of having ene or two children, who may die due to
illness , hence to subistitite the lost cinldien they praduce more children.

: Besides this male children take over the properly (land and house) of the father, there

-is continuation of the clan lineage and because of nale children there is security for old
‘parents. Nearly 42.5% of the tolal respondents interviews had undergone tubectomy and
husbands vasectomy. It was however observed that all these families who went for
tubectomy and vasectomy operations did it only after having atleast four children.
‘There are cases who have had 8-10 cluldren and ihe gone for family planning
_operations. Well, this iind of ao attilude does not do any justice to the small size
family norm which is there beiore the eyes of heaith administrators.

: Wa came actoss @ case in Salona vitlhge in Chikhaldara tahsil who has had 15
children from one wile and have not gone for family planning operation, He would shout
at the health Workers who would go to canvase him ter family planning operation.  He
would say "Hamara bachha hai, Ium unio crmbhnlega, tumko taklif kyo
hoti hai" In Boralyya Kheda vilinge which ialls under Semadoh Primary Health Centre
we came across two families with 10 and 12 cluldren respactively.

Y Yet another phenomena raganding Jamily size as observed by us was that due to
polygamy a woman tends to preduca children trom boin har husbands.  Secondly early
age at marriage gives lot of scope tor hivang more cinldien, Thirdly, as regards to deci-
sion to go for family operation is takan by ekicily members (mostly household head) of
the family. Medical personnet ld us that the Korkus prefer Laproscopy than tubectomy
and vasectomy as one does nol have to stay intie Prinwuy Health Centre for 3 - § days.

RN,
* e

¢ Tubeclomy and vasectomy is doan i orrfer to got Ra 130 and 110 respeclively.
Besides this a health worker shends oo 2B - 350 rupees per case as an extra

. incentive to the pationt so tha! he or shn goos lor faily planning operation. In the bar-
gain a health worker looses quite iclob of money to prepaie these case {o save his skin
from gelling memos fron his higher suthontios for not conpadeting family planning target.

Jtis, therelore, very necessaty lo keep a chirek over this crucial problem of population
explosion among the tribals of Melghat 1egion. Over production of children has not only
had negalive irmpact on the chiihs heaith buteen the Lealth of the mothers as well, This

has also crealed problems of shild negligenee,

vi) Nutrition Related Problems -

DIETARY HABITS OF '!'HF.. LG RUGE NI

Food in the maet Loasis poed 20 e b Poepln averywhoere have deovised
different wivs and noeann of pece e s e o ]”0“0-‘“?“\() food Nlems for
consurmption, Diaing bbite ol fuers e e e Gt oo aociety o anothor and even

Py i b eonestoy e plays an important role in

from one class and/or woste
people's dietary habits. Depondicg cn v o 6000 ceeeystem and what is available
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people adapt their dictary nabiks seesids . rodustion of quality agricultural produce
depends ot the avaitalde tocihriofody o nocweiy hoe, S This section ol tha report precisely
deals with the dictiny habitsaf e Kok A :

i) GENERAL DIET OF THE 1ZORIKUS |

The data coliediead throughthinteraaws and obsevatior revealed that the Korkus
consume following diet. :

CEREALS - Rice and Jowar is thoir aiapie b Howavar o few do  consume wheat,

MHLLETS - Kutki (p.mu um sp) a mitlel s aeo consumed by them,

VEGETARLES - 1l in vory tane thad the 1o b odpecinily of the  fonlorior areas consume
lealy vegetables, Uudng rainy season and wador Amaranthus, Ambadi and tender leaves
of gram c\lO the only lealy vegatables consumed, Besides Ihis they also eat wild
vegelables. '*3rm; notaioes, 'om nom cauliffower” are growr: by a very few Korku

fqllﬁ‘ s whne othmh ‘_ot Hmm m\,(.smn v from Wm klv m uke’zts.

PULSES - Toor dal, gram, frensh bonps ot vdid dal mung dal are some of the
pulsas consumed by the Kotkus.,

FIMATS - Consumplion of fruils wae obeocaod 1o b o rare practice among the Korkus
beanuse thay caneot alford 1o By thomy and sdan thoy are available only in tahsil places
which are far off from then viliages, Howover, fiits Wit boasnas, guavas, raw mangoes,
wenssionatly by the Korkus.

jarmoon and a few wild fruits siwa consimind .

OIS - Sround nut ¢ ig cormoeny sy vithaons places and roads.:
Wil the villages dn tha indadnr 0 - e nse cil ooy ‘mi from Mauha seeds. The
phenomens of using cheae @ heyoned e nmaiontoo of the Korkus, Ol glse is used

spacingly excepnt during feativaly

MOWNVEG DIET oerdips sy fond of noeoee st food Se o ao0s

very well wiih liguor-sicttiog, Thev oo dieed o Loy gzt from the market as it is

very costhy, Howover consumeben <f bt oo aod oven naat once or iwice a month s

cemrnon, e il s counir e nad s cesaneon abiene! ereo a o week,  Some of them

Nunt waild commats soehy e ccuehos vl uassahhing bowoer el 34 limes & year
ooyt .

M - ST HE VS . . [T o
ireeaneciie of i foarab fonceb vt b
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PN AN R BROIMOTS L Do b o il eopdds and other milke product s
wlits Yoa e kus wihe e buffaloes sell milk and even
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ghenin lown ;)! eenin hniel o /n».‘z::, s docdin tivonE”

SOYH PF-'A"\ IS = .Sova gy crop which 5 oamwn By "the Korkus is not kep? for
consumplion bui is sold at the rain of R H00 fo 1000 Rel per quintal to traders.  Soya
bean is very rich in protein conteri Ll i ey natly consumed by Korku children by
frying iton a pan. Thev dey o peon o pet e coed, honce itis not consumed.

CConaumplion i slal obidoe (raebrt e e aece) with nee aad jowar Bhakar is the
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This peculiar behaviour of the Korkus of not utilising the resources available with them
reflects their lack of awareness extreme poverty, lack of a constant source of incoms,
which forces them to go for cash by selling whatever they have.

In a few areas the local markets are also situated at about 20 - 30 kms which makes it

very difficult and unapproachable in the rainy season. Many a times, in the interior areas
men usually go out in the rainy season to catch fish or hunting animals like rabbits, deer
etc. An attempt was made t0 assess the quality and quantity of the food consumed by the

:‘peopie from that area by conducting a diet survey.

- The amount and type of food consumed by the family was obtained by asking them the
"~ amount of food eaten per day and the information on the amount of food bought from the
weekly markets was bought. Due to time constraint and practical difficulties, weighment
method was not used. It was however observed that it was very difficult to obtain the
“exact quantity of food consumed by the people due to variation in the availability,
consumption pattern, because in a few cases the people depended on whatever was
_ available for their food due to extreme poverty and unavailability of enough money.

» ry difficult to implement among the people. It requires a long
term study based on two of three different methods of dietary survey to estimate the
calorie intake of the people from that area. However from the information on the amount
- of food bought from the weekly markets the type of food they ate everyday it was possible
~to assess the quality of the food consumed by the Korkus.

Also recall method was ve

It was found that cereals, meat and fish are the items common among the diets of the
Korkus. Meat is eaten occasionally as it is expensive but, dry fish are consumed atleast
once a week. The women in the house eat the last while the tribals classify a few foods as
hot and cold. Brinjals, potatoes, meat, fish, Tur, Bajra, Masur, Papaya, classified as hot

_while milk, bananas, curds, - cold, Rice - light foods, Bajra, Jowar,Legumes, Tur, Wheat
- heavy foods. ,

The most important factor found in their diets is that the intakes of protective foods like
leafy vegetables, milk fruits, fats and oils are very low in the Korku diet. Their diet is
predominamly based on cereals and are deficient in several nutrients namely vitamin A,
calcium, riboflavin, iron etc. Due to lack of green leafy vegetables, fruits, oils, milk many
nutritional deficiencies are found among the women and children from that area.

A, B.H.M.S. doctor working in that area reported "I don't know how | am going to .
- pull on here, | have not seen any green lealy vegetables, nor fruits here for a very
Jong time. The only vegetables available here are Brinjals, Potatoes, cabbages,
cauliflower. Conditions become even more worse in the rainy reason.

This is the situation as reported by the doctors so one can imagine the condition of the
tribals living in the interior areas facing extreme poverty, no alternative source of income
and having no other transport facility except his bullock cart or walk by foot.

General debility, weakness, early aging and anaemia are found to be very common
due to poor nutrition among the tribal women.

. Anaemia, vitamin A deficiency, Nightblindness, Eye disorder are very common among
' children. Also deficiencies related to nutrition make them more prone to infections like
ENT problems, Tuberculosis, Worm Infestation, Pneumonia, Bronchopneumonia atc.

tional disorders found among schoo! children in Dharni and
jeficiency - 71 cases were detected in Dharni and 113 in
arni and 117 in Chikhaldara (3) Nightblindness -
“hikhaldara, (4) Eye disorders - 101 cases in

L The common nutri

Chikhaldara are (1) Vitamin A ¢
Chikhaldara. (2) Anaemia 68 cases in Dh
10 cases were detected in Phami and 6 in (

A



Dharni and 152 in Chikhaldara. Bitots spots are very commonly found among child’2n
due to vitamin deficiency, scurvy, undernourishment and stunting Is also very common
among the Korku children.

vii) Nutritional status of Korku children between 0-6 years

Good nutrilion is the basic componant of Health. It is of prime importance in the
attainment of normal growth and development & in maintenance of Health throughout life.
There is a growing realisation that adequate nutrition is a necessary step in improving
quality of life.

Malnutrition has been defined as a pathological state resulting from a relative or
absolute deficiency or excess of one or more essential nutrients. There can be -

1) Undernutrition - Insufficient food eaten over a long period  of time.
2) Overnutrition - excessive consumption of any food over an extended period of time.

3) Specific deficiency or pathological state - Resulting from relative or absolute lack of an
individual nutrient.

4) Malnutrition predisposes to injection & injection to malnutrition. Lack of food is not
the only cause of malnutrition but, food habits are influenced by customs, beliefs, attitudes
& traditions (J.E.Park, Pg.423:1986) Food habits are the oldest and most deeply
entrenched aspects of any culture.

Nutritional status of children (0 - 6) years
Various studies have identified certain high risk factors which have aa influence

on the child's nutritional status. They are r:lated to rnedical, social, economic and
educational conditions and may include -

) Low birth weight

) Twins or multiple births

) Many children in the family

) Short intervals between births

) Poor growth in early life

) Early stopping of breastfeeding (i.e. before 6 months)

) Introduction of complementary foods either too early or too late.
) Many episodes of infection

9) An illiterate mother in an area where many mothers are literate.
10)Poverty in the family due to unemployment )

11)Recent migration of the mother to that area

12)Children - only one parent (1: Pg 17)

1
2
3
4
5
6
7
8

Anthropometric measurements of 113 under six children were taken such as (weight,
height, head circumference, chest circumference) and the ages were also recorded.
These measurements were compared with N.C.Hs. standards.

The children were classified into different grades by using the following methods of
classification. i
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Weight forxr Age

System Reference Method Clasgification
population
Gomez Bosten % of median > 90% - Normal

90-75% - Mild
malnutrition

75-61% Moderate
malnutrition

< = 60% severe
malnutrition

WHO Bosten % of median > = 90% Normal
< 90% stunted

Waterloo Bosten % of median 110 - 9-% Normal

90-80% mild
malnutrition

80-70% moderate
malnutrition

< 70% severe
malnutrition

Reference cited - From "Growth monitoring" by World Federation
of Public Health Association, 1985.

The children were divided into three age groups { 0 - 1) years - Infants (1-3)years -

Toddlers & ( 3 - 6) years - Preschoolers and the percentage of malnutrition was
calculated among the different age groups using different methods.
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I) Infants (0 -1 years)

Sample size 22

Wt. for Age Weight for Age Weight for Height
Normal -~ 9% Normal 68% Normal 81.8%
Tsl Grade\— G3.6% Ist Grade- 13.6%

ITnd Grade - 27.2% Stunted 31.8% TITrd Grade 9%

IT) "Toddlers ( 1 - 3 )} yecars

Sample size 55

Qe n un it e = ot S bt o ot o

wt. for Age Wéight for Age weight for height
Normal - 3.6% Nornal 0n Normal 56.3t
Ist Grade - 40% Stuntecd 70.9% Ist Grade - 34.5%

Iind Grade - 43.6% IInd Grade - 7.2%

IIIrd Grade - 12.7% IXTrd Grade -~ 1.8%

1) Weight for Age - The use of weight as an indicator of growth and nutritional status is
one of the best and reliable methods of assessment in cases where the exact and reliable

ages of the sample are available.

Although the average weights of different groups of children vary widely, it is now
agreed that this is mainly due to differences in health and nutritional status. Race and
climate have relatively little elfect on the weights and heights of small children. Infants of
any race, anywhere in the world, born to mothers who have had no dietary restrictions or
infeclions or complications during pregnancy ; who have been reasonably well protected
from infeclions and given much love and stimulalion, will show little if any dilference in
growth rates during first few years thus making it possible to use same 'reference’ weighls
and heights in every country. - (2) { 2 Dg. v) Weight for Ago is an indicalor of Acuto

malnutrition -

in the case of the above sample, the exact ages of children were available and the
weights were recorded using a balance. It can be seen from the table that the number of
normal children decreases from 9% to 3.6% as the age group changes from O - 1 years to
1 - 3 years. Inthe age group 3 - 6 years all the children are malnourished. Thus, it is
clearly seen that malnutrition increases as we proceed from 0 - 1 years lo 3 - 6 years.
Even when we break up the age group of 0 - T yems into 0-6 months and 6 - 12 months
wilh the increase in age the malnutiition percentage increases from 71% to 100%.

The probable rensens for initint ey niiton (0 - 6 months ) can be due to poor

nulritional status of mothers, low biih weight of the infants.  The percentage of

malnutrition increases in the age group ¢ - 12 months ) because the child gets detached
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from the breast feeding and is subjected to faully weaning practices. Also, poor
sanitation and unhygiene of children was observed among children resulting in infections
among children making them malnourished. The percentage of malnourished children
increases wilh increase in age as the child becomes more and more independenl, roams
about and eats on its own coupled with poor sanitation and hygienic practices and
unclean surroundings. Ignorance and illileracy of mothers and neglect of these children
by mothers due to the birth of another child worsens the condition of the children. A child
may have low weight for age because he is thin (wasted) or he is stunted or is

combination of both.

2) Weight for Height -Weight for Height can be used as an indicator of stunling in the
children. This has been used as an indicator to assess the nutritional status of children in
cases where the exact age of the sample under study is not known. But, if this indicator is
_used independent of age then it may prove misleading in cases of small statured

community.

Thus a child may have normal weight for a particular height but, may have less weight
for that particular age then the child may be classified as normal according to the weight
for height indicator as the weight and height balanco each othér, Thus in this samplo it
can bo saon that tha percontago of notmal childien is mora for all ago groups using
weight for height as an indicator than the percenlage of children found normal using
weight for age as an indicator for the same aqge yroups.

But, in the same table showing weight for height as an indicator the percentage of
‘normal children decrease with increase in age. It has to be keptin mind that a child who
is stunted may have normal weight for a child of that height. Such children may be quile
healthy although short. Hence, it is important to distinguish between thin and stunted
children. Thin children who have 'acute’ or recent malnutrition are at risk of becoming
seriously ill and hence need special care. The best way to identify thin children is to
measure their weights and heights where weights compared to those of a child of similar

height.

3) Height for age - The height of a child expressed as a percentage of the reference
height for his age indicates whether or not a child is stunted. Stunting results from
mainutrition extended over a long period. However, it is impossible to tell from his height
whether or nor he is stitl malnourished. He may now be growing well but, has not caught

up with his reference height.

Stunling appears o be more for children in the age group (1 - 3) years. The main causes
for malnutrition among tribal children appear to be poor nulritional status of mothers thus
giving birth to low weight babies initially.  Faully weaning praclices along with poor
sanitalion and hygiene further worsens the conditions of the children giving rise to
infections. Lack of awareness and illiteracy of women, multiple births in the family
coupled with all the above given factors are the high risk factors related to malnutrition in

Dharni & Chikhaldara.

aible to take the Anthropomelric measurements of

Due to time constraints, it was post
only 113 children. Due to small sample size the data on children of (0-6) months and 6-

12) months was pooled together.

s he tends observed in the nutritional status of tho

This data but, definitely reveals
children.  An indepth study of the nutritional status of children by taking a large sample
associaled with malnutrition in

size will be of great value in understanding the problems
this area.
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B) COMMUNICATION AND TRANSPORTATION FACILITIES - S

One of the important criteria of judging the development of a village, town or a tahsil for
that matler is the pravalence or availabilily ol communication, transpottation facilities in a
given geographical area. Grealer the speed of development, greater the frequency of
communication and transporlation services and lacililies. Dharni and Chikhaldara are -
basically tribal tahsils, situated in mountainous and thick forest terrain. Secondly, there is
no industrial development in this area hence less transportation and communicational
lacilities. Chikhaldara being hill station is the only attraction to tourists in summer season
moslly. The selllernent patlerns of tribad villages are such that many of them are in
interior and remote places which do nol have proper approach roads neither higher
frequency of 8.T. bus services and even privide vehiclos,

Lack of transportalion and communication facilities have certainly been one of the
most important cause for child death tragedy. Since there is no proper communication
syslem and transporlation facility it is very dilficull for the tribals to reach R.H.'s, P.H.C.'s
and sub-centres. During rainy season it is impossible fof the tribals to take their children

for treatment as there is no means of transpoilation.

Heerabambai is a village, 50 kms away from Dharni and is situated in remote arca. |
a lribal has to take a patient to the ncarest P.H.C. which is 13 ks away from
Heerabambai during rainy season he has lo ¢cross a river nearly five times with the patient
to reach the Primary Health Centre. Very ollen serious cases are referred to Rural
Hospital at Dharni which becomes a complex problem for the patient's family to transport

hirn there.

It is very hard to reach some of the interior villages given the transportation and
communication situation both in Chikhaldara and Dharni. To make this point very clear
three cases sludies of Semadoha, P.H.C., Boratyakheda and Heerabambai villages are

presented here with.

CASE STUDY 1
SEMADOH PRIMARY HEALTH CENTRE

Semadoha village is situated right in the heart of Melghat, within the vicinily of the
Tiger Project in thick forests along the main road which takes buses to Dharni and
Paratwada (see Map 4) Semadoha P.H.C. covers nearly 18 villages which are distributed
within a geographical distance range of 0 - 59 kins. Given below is a table which throws
light on the villages, their distance from PLHLC, and the distance the health slall have to

cover by walking to the concerned villago lrom the bus stop.




TADBLE 4.7

PRIMARY HEALTII CENTRE : SEMADOHA

8.No. Village Distance Distance Remarks
from PHC to be cov-
ered by walk

1. Semacloha 0 kins -

2. Makhala [ A 12 kmg walk [rom
Semadoha,

3. Bhaval 9 kg 2ok 12 ks walk

4. Kohakas 15 lans 2 kg 2 kms walk

. Pl 1ok AT one has Lo croasn
aoriver.

6. Chikhali 20 ks - 4ok 3 kmas walk

7. Kesharpur 27 ks Yy ks 5 kms walk

8. Bhiroa 7 kms

9. Keli 33 kms 11 ks 11 kms walk

10.Tarubandha 37 kms 12 kmws 12 kms walk

11. Patkahu 27 ks H o ks 5 kms walk

12. Raksha 29 kms 7 ks 7 kms walk

13. Kund A9 ks 24 kins 24 kms walk

14, Koha HA ks A I AT 29 ks walk & crosg

noriver.

15, Rellkund %9 kg 34 ke A4 kg walk o

16. Raipur 16 ks 0 s -

17. Boratyakheda 23 kms ok 7 kms walk from

Raipur.
18. Retlyakhoda 40 ks 14 ks 14 kms walk &

five times
river & brookoesns
to be crossed.

Note : Villages which cannot be reached during rainy seasoi.

(1) Retyakheda (2) Boratyakheda (3) Pili
(4) Kund

Source: Official Records Furnished By Medical Officer Semadoh P.H.C.
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Table 4 clearly shows the distance the P.H.C. inedical stalf have to cover to reach the
villages with medical supplics and other aids with vehicle and by walk.  Table 4 shows
that some villages such as Kund, Koha, Belkund, Retya Kheda and Keli one has to walk
from 11 - 34 kms. (sge table for details) which is certainly a difficult task for the heallh
stalf. At tlimes they have to cross rivers to get to the villages. In rainy season situation
becomes worse. Secondly every P.H.C. has anly one jeep which is out of order most of
the limes in a year. Thirdly, the budget provided for diesel and maintenance of the jeep is
not sufficient.  Fourthly it was observed that PH.C. jeeps are ulilized more for
~transportation of family planning cases than health educational tours and visits. Thus, it
. would be nice if adequate amount of hudaqet is sanctioned for fuel and maintenance of
.. PH.C. jeeps. It would be advisable to supply two ot thiee icops per PH.CL in remoto
areas In order to reach the tribals more frequoently,

Heallh Workers, especially A.N.M.'s and female Health assistants expressed that it is
very difficult for them to walk long distnnees with vacaine kils, alone. Even otharwise also
. walking alone in thick forests is not good for a woman they said. There is fear of both wild
" animals and mischievous men. Most A.N.M's. preter to go with their husbands to remote
villages as a safeguard measure for sell secuwrily, This is however impossible always.

it was also observed that the health Warkers and oven other medical stalf do not like
to be in interior areas such as Utibal villages of Dharni and Chikhaldara. They are
forcefully posted there and hence this act of forcible posting has an impact on their
services. They have 1o live a disturbed type of a family life with husband working in one
place and the women (A.N.Ms.) in another place, while children are either with one of
them or with relatives.

CASE STUDY NO. 2
BORATYA KHEDA VILLAGE

Boralya kheda is a small village situated towards the north of Semadoha, about
23 kms in distance. (see Map 4). To rcach this village one has to take a Bus going to
Haturu, get down at Raipur which 16 ks away from Semadoha and then walk 7 ks
through the woods. Bus to Raipur qoes only once a day and comes back only the next
day. It is no doubt a difficult village to reach. This case study highlights the
developmental and health facilities that are available in Boratyakheda.

1) Population of the village - As per 1991 census the lotal population of Boralya kheda
is 472 with 468 tribals which amounts to 99% ol tribal population in the village.

2) Health facilities - Semadoha PI.C. is 23 kms away from Boratyakheda.
Boralyakheda itself is a sub-centre. Al Raipur there is a primary health unit. If one has to
buy medicines from drug stores he has to go to Paratwada, 74 kims away Chikhaldara 73
kms, Dharni 74 ks and Semadoha 24 ks away from Boratyakheda, It help has to be
sought from private medical practitioness tiibals have to go to Paratwada and Dhami
which are again approximately 74 kms away from Boratya kheda.

There is an ANM and an Anganwadi workoer in Roratyakheda. They have to gel health
care and nutritional supplins from Semadotia and Chikhaldara raspeclively. With regards
to drinking waler facility there is a well and a hand pump in the village. Well waler is not
used for drinking. Weekly marketis situited in o place called Harisal which is 18 - 20 ks
away rom Boralyakheda, provided short cul road is used. Weekly market serves as a
place for gelting vegetables and ration. Some ol the tribals also go to Semadoha to felch
vegelables. There is a ration shop in the wvillhge where wheal, rice, sugar is available

occassionally.
O
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X'ray and surgery (acilihes ete, e available at Dhami which is 74 ks away from
Boratyakheda, X'ay machine iy Dhann albo does not give quality results. Secondly most
of the times cases which requite advance technological medical diagnosis are reterred to
Amravali which is beyond the imagination of the tribals hence they prefer to go back to
their villagas and Iace the consequences than aoing to Amravati. Lack of adequate trans-
potlation services and communicabion system i cerlainly beoen responsible for giving
rise 1o health hazards in Melghal region.

3) Educational facilities - Aboul 7 ks vy om Boratyakhedn in a place called Raipur: '
there is an Ashiaum School. Thete is no high school i Botatyakheda, - Childien have to
walle 7 kms 1o Raipur whore they can getl educiibon upto Vihh standaid. Schools above
VIl standard are at Semadoha which s 24 kins away hom Boratyakheda, It was:
observed that not a single student from Roralyakheda goes as a day scholar to Raipur
and Semadoha to attand school. Howover, a few children are there in Raipur Ashram
school.

There is a primary school in Boratyakheda, the enrollinent of student in this school is as

given below :

TABLE SHOWING EMROLLMENT STATUS 1M BORTYAIHEDA PRIMARY SCHOOL-

S.No. Clang Malon Fomaleon Total
1. Standard T (X3} 08 L6
2. Standard T (s 0n 14
3. Standard T1L 13 14 25
A, Standard TV 04 01 . 10
Total . . 36 24 6%

There are only two teachers who handle all four classes and all the sudjects. To
check on the school altendance the teachars were asked lo give us  figures regarding
altendance of tribal children as en 7th Decemboer, 16940 They furnished us the following
information -

TARLE AR

TABLE SHOWING ATTEMDRANCE OF PRIMARY SCHOOL CHILDREN AS ON7.12.94

S.No. Class Male Female Total
attoundnnan attendance

1. Standard 03 0/ 10

2. atandard 1 oA 06 10

3. Standavd TIT U ua 14

4. Standard IV 08 00 08

Coth the teachore recoived feiming nder the Ananddai Shikshan scheme but
oot Lo hoen leamt in the training especially to altract

have nol started implementing, wh
Korku childran to achool. Weil that i the situation af pducational facilities in Doratyak-

heda villagn,




4) Transportation facilities : There is no ditect Bus to Boralyakheda one has to get
down at Raipur and then walk 7 kms to reach the village. Except for P.H.C. and 1.C.D.S.
Jeeps and very rarely private vehicles go to Boratyakheda as the road is very bad. .In
rainy season it is impossible even tor jeeps o reach Boralyakheda.

5) Telephone, Telegraph and post office services @ Telephoné, telegraph services are
available only at Dhami and Paratwada i.c. 74 kins away. There is a post box al Raipur
seven kms from Boralyakheda.

6) Electricity : There is no electricity in Boratyakheda, Hence the question of floor mill,
electric hand pumps, street lights, ete. does nolnise at all. The tiibals of this village have

grinding stones which setves as their oot null,

7) Diet of the tribals of Roratyakheda : ‘fheir staple diet is Jowar, Rice, Bajra and
‘wheat. Toor dal, grams, Masoor dal, gadmal are main pulses consumed by them. Green
" vegetables such as gram leaves, Ambadi leaves, Amarathus leaves are the only green
vegelables seasonally consumed. They also collect corms, mushrooms and few wild
" fruils for consumption. Chalni (chilly paste) serves as side dish in absence of veqetables
and non-vegetarian food. Chilly is quite frequently consnmed.  Over and above the
dietary intake of villagers of Boralyakhediis vory poor, hey accassionally lish and hunt,

8) Ways of Earning : Bolh men and women work as cultivators, agriculture labourers,
forest daily wage labourers, and labourers ol Public. Works Department.  These
employment schemes are tempotary and seasonal, On o way back to Semadoha we
mel some forest labourers cooking their meal. 1haey were making rolis (bread of Jowar)
to cat it with chatni. Sitting around bomne fire awaiting for their meal to get ready. We
inquired whether or not they had enough clothings 1o cover themselves and the answer
was. This borne fire is only our clothing, bed sheet and blanket. These tiibals wero from
far off villages, who would camp in the forest at night and work in the morning.  Alter the
work of two-three weeks was over they would return to their villages.

9) Gram sevak : The Gram Scvak or Village Level Worler was a resident of Baipur 7
kins away from Boralyakheda, :

10) Visits of Development Workers : It was observed that the health Workers, PHC
stall, gram sevak ele. would occassionally vest Botatyakheda, The register of Angianwadi
worker and interviews with locai people of Boratyakheda revealed this information. Their
irregular visits could be because of lack of transportation facilities, personal and official
problems faced by the health stafl. Lack of incentives to them could also be yet another

reaskon,

CASE STUDY NO. 3

HEERABAMABI VILLAGE

Herabambai is a small village located towards the west of Dharni. It consists of 154
houses inhabiled by the Korkus, Raihivas and Lohars. s total population as per 1991
census is 803 with 772 Wibals which amcunls to Y6% to the total population. This was
one of the villages in which maximum number of child deaths were reportec. Il is a very
diflicult village to reach one has to cioss rivers and small brookes quite a several timaes
belore reaching the villaae Diurina minv season it gets cut off from the main stream of

population living in townes o el
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B HEALTH FACHITIES o Mearost Py 11 Cevire s Susirda which is 12 ks
away from Fleormbambinl, The Boged Hmm.xl wrhir, '1 s Dharnd THAT is 50 ks away. i
on has to buy miedicines he or siie oo Beooa toc Dbanos D store which s anin 50
i, sowiy, o

Fhere fs an AMOANM, WAPHIW CHV sodd an Anganwadi Worket at Heerabambai.
The Assistant Madical ()‘hrm has boen posind after the problem of c¢hild death was
highhighted in nowspapers. As tar as deanbing wator (neilitios are concerned there are 5
hand pumps in the villwae, out of which one is aui of order. 3 were installed in Qclober,
1904, There is one well with walls whesawndos s not used far drinking purposoes.

Wwas however oleapeed Uit e e o et abmnhod do not deink walter in which
bleaching powder is pui. Thoy sav il winells and does not tasle good.  Some people
prefer to diink river waler because of this reason, s therefore necessary thal people of
Fleerabambai be educated on the sicnificines of sale and clean water used for drinking
and cooking foodd, '

Besides the PH.Comedical acilitins thoere are two aditional midwives (suines) trained
and untrained.  There ic one Bhoomkababa (priest) naunely Shikar Zharokar and 4
Patihars (Shamans) who take care of nogico cehaguons therepies of pationts who consull
thene People in Flecrabambai have [aiih i these tadiionad medical practitioners and
consult them more often than the paromedicnt siafl, With regards to private medical
practiioners one has to walic down or aoin a butlock-card for nearly 12 kms to Susarda

villoe,

i) EDUCATIOMAL FACHITIES - Thewe = a Zilla Farishad primary school from | - IV
standards, 1Lis managed by two leac wis only, Necently the Apanddai Shikshan schome
has been inlrodncesd in this village to ¢ thacet children (o eduention in an informal way. This
schrme however noeds oo b evedusited from Hee viows paint of its impact on the tibal
childion and their pooonts and e peootisapation in s echoima, I is howevor, veny diffi
cult for two {eachor to manage e o dveaborsd sibvis of 1o IV o elasa, maining school
rocords,  conecling  paers, Ceonduiinng e giadions, maitdaining T the  school's
cleanhiness, ote, el o the <oy dinee denvote teypeolves Tor Ancnddat Shikehan
proqgramme, s saggesind dhat meee sehoot teachons boe ecraited to shoulder the
raspoensibilitios of jonnal and nondomed edueational schemes, 1T one has 1o Inke
sdmission i high safoeol be o sho hos o sl 12 oa o Sacieda everyedaye Thore s an
Ashiram sehool alsa i Soearta Thore o g sehionl al Banegaon alsa whic lis 6 ks
away lrom Heerabambad, e (0 E0W apt s that b boys altend this high school.
(3\‘)”(',‘5](-! of eotrse is al Dharmywhioh s B ke s pway from Heerabambad,

) TRAMSPORTATION FnaCH ,)(.- T~ Sintn Tianmperl buses wore staated  in
Trrher thereowee no brinas going to Hloeerbambai il
weas only when e probicin of ;:mi(. u'(‘ showas hiehdighted in the news papar the buses
wers startnd. Wit regards o fraguency of s service it was neled that only once a day
there s a bus to Hoeombanihai which comes n the evening at 7 pan, halls at night and
loaves in the merming. Tha approach oad o Hieembambai was in bad shape cadior. It

-
has benn yesonlly i ‘;r.nrr\r!,‘-.

Haoaormbambal since Ontebor 17035,

Db e e s np Lo e peake Othor the 50070 bus sewvice

thore s no oo pivate neponslion Gty o go o Heetabombai,

V) MUTTIUTIOMAL DASIE RS Ol it e o ange of 000 6 ine talken e

l-; the Ay Ll fomat caprefiee 0 i il 52 etaian of the ages 0= 1,074 of
corodio childlreon are atven 88
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.. them fell under the Il degree malnutrition category while 1 under IVth grade. During rainy
- season nutritional supplements are stocked in advance as these roads get cut off. There

“is one ration shop in Heerabambai. &

V) CHILD DEATHS IN HEERABAMBAI -As per the records of the Anganwadi worker 14
child deaths took place in July and August 1993, of 10 Korku children, 3 Rathi children,
and a Lohar child. During the period April 1993 to March 1994 18 deaths of children
within the range 0 - 5 took place. From April 1994 to November 1994, 8 deaths ware
ecorded. Well, this is an indication ol the heallh care and nutritional supplement situation
~which the tribal children have been deprived of from their families because of illiteracy,
poverly, stricken background, ignorance and supersiitious beliefs and practices. It also
hrows light on the efforts which needs to be put in by health care providers and nutrition
.supplement agencies of the government of Maharashtra in villages like Heerabambai.

i) - PREGNANT WOMEN - November - December 1994, AN.C. records of the

/Vl) .
4t
. Anganwadi workor showod that thota woro 15 prognant womaon in the village. Knowing

hat their children die of natural calamily they tend to go for more children and do not take
risk of having only one or two children. The Health worker reports that this year he was
able to prepare only 3 - 4 cases for family planning operation. This is an indication of the
negative response, not only to family planning programme, but also to contraceplives
such as Copper T, Nirodh, oral pills. The 3 - 4 cases agreed for family planning operation
after having more than 4-5 children. Secondly, there is no recreational facilities for men
“and women and this gives more scope for procreation which is one of the recreation for
the tribals, Especially because they setl drunk every day and therefore high pregnancy

rate.

vii) PROBLEMS DURING RAINY SEASON - Intervicws with both paramedical stalf and
the residents of Heerabambai revealed following facts about the situation of Heerabambai

during rainy season -

a) Heerabambai gets cut off from the main road as waler over flows over roads and small
" bridges. ,

b) people cannot go to Susarda P.H.C. nor Dharni Rural Hospital

:c)' Drinking water gets polluted

d) serious cascs of illness cannot be taken to P.H.Cs. and R.H,

e) Health and I.C.D.S. stalf are unable to visit the village during this season.

fy Medical supplies and nutritional supplements have lo be stocked in advance for 3 - 4
months. In case supplies are not available this leads to heaith hazards in Heerabambai.

g) Bus transportation service also stops during rainy season.

Communication Facilities - There are no telephone facilities in Heerabambai
nearest place for these facilities in Dharni which is 50 kms away. Post office is at
Susarda which is 12 kims away from tleerabambai. Telegraphic services are at Dharni.
Over and above situation of communication facilities in Hearabambai and allied villages is

viii)

very poor and needs (o be given serious thoughl to.

ECONOMIC ORGAMZATION « The inhabitants of Heerabambai are small scale
daily waae and agricultinnl ibourers, forest workers, millke and fire wood
Coveily is the characteristic leature of their
aliects their nutritional intake, health care,

ix)
cullivalors,
sellers, food gatherers anvl hunters.

economic organization.  This in {urmn

B8



ecucalional and other expenditure pallemns. There are no industries or cottage industries °
which can give them employment.

C) POVERTY OF THE KORKUS - One of the major factors which has been responsibla
for the child health tragedy is the utler poverly of the tribals of Melghat region. They sarn
their livelihood by working as agricultural, forest, P.W.D. daily wage labourers. These
jobs are seasonal. Some of them are small scale cultivators. Except for Soya beans
which is a cash crop and which is sold for 800 - 900 per quintal, rice, Jowar and corn is
ulilized for consumption.

Whaen thera is money thera is toom for drinking liquor and eating non-vegotarian food.
Ihare is also room for paying bride price and gelling anothor wito and buying silver
ornaments for women. In times of crisis ornaments are either sold or mortgaged for a low

price,

Borrowing money on interest is yet another common practice among the Korkus.
Money is borrowed from Sahukars on 50% interest basis per annum. Money is borrowed
on occassions of marriage, death rituals, festivals etc. If Rs. 1,000 are borrowed the tribal
has to pay Rs. 1,500 at the end of the year.

In case he is not able to pay the amourt the money lender takes away his land for a
year or two produces crops earns the money and gives back the land. During such time
the borrower suffers like anything. Al times 10 acres of land is given for lwo years on
rental basis to money lenders for only Rs. GCO/- which means the real owner (tribal) get
only Rs. 25/- per month for 10 acres of land from the money lender. This is certainly a
haight of exploitation. Even then the tribals go for it.

‘The scheme of nutrition supplement implemented by the Anganwadi i.e. distribution of
Khichadi has been a boon to the tribals. In case a child is absent on a particular day
parents fight with the Anganwadi Worker to get raw rice. Secondly, Government had
distributed 1 bag of rice, 25 kg of gram and 25 kg of toor dal to families in which child
death took place. Now, this did create an impression that whosoever looses his child or
has a malnourished (sukha) child gets the above quantity of grains.

Both heallh Workers and 1.C.D.S. Anganwadi Workers reported that the Korkus
deliberately neglected the health of their children and bring them to llird and 1Vth grade so
as to get the benefit of the grains. This reaily shows that food grains were more important
to themn than the health of their children. Poverty is the force that drives them to behave

this way.

Benelits given to the tribals through D.R.D.A. and Nucleus budget are not ulilized
properly. Buffaloes, goats, tinsheels elc are sold. What is necessary, is to offer them
daily wage labour opportunities throughout the year. Small scale industries, cottage
industries and companies should be eslablished so that tribals get some work in order 1o

earm money.

D) ILLITERACY & HEALTH IGNORANCE - Somecone has rightly pointed out that
"higher the educalional stalus grealer the heallh consciousness”. Education no doubl
plays an important role in moulding health and nutritional habits and consciousness of a
person. It may not he true with every individual but by and large educaled people are
{ound to be health conscious. Women as mothers, wives and sislers have been directly
or indirectly responsible for the health ol o family. Their educational status certainly is
directly linked with their responsibility of health care providers at family level. There lore
socinl aclivists always say “Educate a woman educate a nation’.
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According to 1981 census of India, women made up 57% of the illiterate population
and females made up 70% of the children of school age who did not participate in formal
education system. Further the dropout rate for girls is over 60% at the primary level
(Varma 1991 : 57) Miteracy is particularly very high among tribal women. The table 4.9
given below depicts the educational status of 160 Korku women interviewed.

Table No. 4.9

Educational Status of Korku Women

llliterate -1V V-Vi Vil-X

113 19 4 4

Pie Diagram 4.10

Educational Status of Korku Women

VII-X

V-Vl 2.48%

2.48%

N llliterate
im NV
Bv-vi

WVI-X

literate
82.6%

S0



. From the above table and pie diagram it is clearly evident that almost 82.6% of the

. Korku women within the age range of 15 - 45 years were illiterates, while 11.8% studied
upto 4th class, 2.48% from Vth - VHith class and 2.48% from VIith to Xth class and very
unfortunately not a single soul out of 160 women interviewed was found to have studied
above Xth standard. This is an indication of the level of illiteracy among Korku wormen. |t
is very necessary that non-formal as well as formal educational strategies be planned and
implemented for the Korku girls and women so as to upgrade their educational status.
Non-formal educational programmes must be clubbed with earning (economic) activities
so hat the Korku wormen earn as well as loqain.

Il the non-formal educition programe i tor B hows 2 - 4 hours must bo utilized for
educating the wornen while rest of the tine they inust be made to work on daily wage
basis. This daily wage would serve as an incenlive for the tribal women. As far as
possible the medium of instruction should be in Korku dialect. It would be better if
educated and dedicated Korku women are given the responsibility to co-ordinate non-
formal education classes under the supervision of supervisors. The co-ordinators and
supervisors must be given honorariums to run the show. Secondly, present younger
generation of girls must be paid attention so that they are educated. If this is not done
illiteracy of both Korku men and women will be an hindrance to the health of themselves

and their children too.

Our observations regarding the nealiaence of child health and nutritional care, is
directly linked with educational slatus and cconomic status of the Korku families. If they
are upgraded economically and educalionally the problem of malnutrition, morbidity and
mortality can be brought under control to some extent. lliiteracy of both men and women
has become a barrier in health promotion, prevention and service programmes.

E) FORMS OF MARRIAGE - Marriage among Korkus as rightly stated in the
ethnographic notes on scheduled tribes of Maharashtra (census of India 1961 , Vol. X, pp.
166) is more of a social alfair than a religious or ritualistic one. Our data and observations
on the marriage praclices of the Korkus has revealed following facts about the various

forms of marriages prevalent in Korku cufture.

i) Marriage by elopement - This form of marriage is one in which a boy and a girl who
like each other elope away from their seltlement(s) and live in the jungle or on their farms
for two or three days. They have pre-marital sex over there, get lo know each other,
make decisions to get married and then come back to the boy's house. The initiative for
marriage is then taken by the boy's side. Bride price is given to the girl's father in cash
and kind. The couple is then social announced as husband and wife followed by few

ritualistic performances.

ii) The Gharghushi form of marriage - This form of marriage is also prevalent among
the Kolams. A woman (married or unmarried) who likes a man (married mostly) walks in
his house with a pot of water on her head. He is not supposed to refuse her. However
price to her ex-husband and give liquor and feast to the Panchayat.

iiiy Marriage by service - If a boy who does nol have any cash or kind (grains) to pay as
bride price ha works in his would be father-in-law's house for a certain period of time and
then ha gots tho girl. This form of mardage is known as "Lamsann,

iv) Polygyny - The practice of martying lwo or more wives is very common among the
Korkus. The second and third wives aie however moslly married women. Each time a
wd and pays some fees to

N

person marries another woman he pay bivie poce 1o her husha
the traditional panchayat,



v) Marriage by trial - is o form of maninae whinin a boy's bravery is judged before he is
married lo the girl. During Holi festival Korkus dance the bride who is encircled by young
men has to break the chain and feteh up mate from outside the circle.  This form of
marriage is prevalent among the Bhils too.

vi) Widow Re-marriage - widow re-marriage take place without any ceremony. They
are usually married to their husband's younger brothers.

vii) Monogamy : Marriage of one man marrying one woman is the most common form of
mairiage among the Korkus,

The point which needs to be understood here is thal mariiage practices among the
Korkus are more social affair than religious which does not have any binding on the
males to stick on to one woman. Korku sociely also gives social sanction to youngsters
to choose their own partners, elope, have pre-marital sex, marry two or more women
depending on one's economic stalus. These practices then certainly give rise to problems
such as population explosion, early marriaqes, large family size, neglegence of child care

and so on.

A number of wormen in our study were detected to have married twice and having
children from two husbands. To add o this Kotkus appear to be atlatched to their women
folk. A Korku never leaves his wife alone. He lakes her wherever he goes, i.2. to the
field, for gather minor forest produce, to the weokly bazar leaving infants & childien at tho
mercy of nature. This form ol marital behaviour is certainly an hindrance o the nutiitional
and health needs of litlle ones and children. This is one of the factors which has been
responsible for the child death tragedy in Melghat region.
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fy SUPERSTITIOUS BELIEFS AND PRACTICES -

Beliefs and failh in the paribars (shamans) and Bhumkas (priests) is very strong even
in the 21st century and alter 46 years ol independent India. Korkus first prefer to consult
parihars and Bhumkas in case of iliness even if it has to cost the life of their children. The
parihars and Bhumkas who are diviners and interpreters of supernatural phenomena take
charge of rituals of diagnosis and healing too. The belief that "what comes (caused)
spiritually must be healed (cured) spintually and therefore a parihar or Bhumka is
consulted.” Medical personnel or Modern medicine does not fit into this frame of beliefs
systam. The parihars and Bhumkas ritually dingnose and interpret the cause of iliness

and offer solutions too.

Sericusness in sickness of children, adulls and elderly folks is commonly altributed to
wrath of Gods, Goddesses, ancestral spints, ovil spirils, witchcralt; sorcery; evil eye, fail-
ure lo perform a divine duly or rite, possession ol evil spirits; inlrusion of objects in the
body of the patient, visitation of Gods and Goddesses and so on. In such condilions also
patients are taken to the parihars and Bhumkas because of the strong faith in them.

Itis very hard to convince the present elderly generation of the ill-eflects and draw
backs of superstitious beliefs in paribars and Bhuma cult as it assumes meaning to them
if viewed from anemic perspective. However, if right motivations incentives, educalional
approach, communication strategies are used the younger generation may gradunlly
change. To summarize superstitious beliefs and practices have definitely been

responsible for the death tragedy of tribal children in Melghat.

G) PROBLEMS FACED BY HEALTH CARE PROVIDERS -

Grass root workers who actually work for and with the target community are in true
sense pillars of developmental work. Whalever has been planned at the cenlre or slate
levelis finally bestowed on the grass root workers to be implemented and followed up. In
the field of health, the health workers both ANM and MPHW are directly in touch with the
people more than the Medical and Assistant Medical Ollicers.

While shouldering the responsibility as health Workers and Aganwadi Workers, these
grass root workers face a number of personal, familial and ofticial problems including the

tribals.
Higher the degree of problems lesser the quality of health service. Meaning workload

combined with probleins does elfect the quality of heailth care, nutritional and health
educalional services.

This seclion of the chapter highlights the personal, familial and official problems and
problems that arise from community faced by the health and 1.C.D.5. Workers. How
these problems are linked with the qualily of health services to be rendered to people.

AR



Table 4.11

TABLE HIGHLITGHTING THE PROBIEMS OF MALE AND FEMALE HEALTH WORKERS -

SR. NATURE OF THE
NO. PROBLEM

1. Peronal &
familial
problems.

A.N.M.'s
staying away from 1.

children or husband
in rewmotce villages
assigned & therefore
lack male (hus-

~hand's) sccurily.

of

walking long dis-
tances to reach
village where there

is no transportation
services becomes tire-
-some and exacting.

At cimes husband or
some relative has to

accompany the ANM.

Lack ol o

(TR
Lovel .

atperi el
Lhe village

impact on
thoir

Negat.’ ve

educat.ion ol

chi Lcien,

Lack ol aupply of
good vegoetahles
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articles

keroscne
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the villajge.,
gets worse in rainy
their

in
Thin
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villages are cub

fram main oads
there are
portation aorv Loes.,

ne btrans-

2.

civie ).

M.P.H.W.'s

- o - - - - "

staying away from
native place and
away from family

Walking long dis-
tances to reach

3 - 7 assigned
villages of work
where there is no
transportation
service 1s very
tiresome and
exacting.

Lack ol proper

civie amonitios at

the village.
Negative impaction
the education of
their children.

Lack of supply of
good vegetables,
corenls, pulasoes,
kerosene
houschold
& [acilities
the village.
gets worse in
rainy season,
their villages
cut off {rom main
roads as there is
transportation

articles
in
hils

as

el

aervicea.

.

and other




2. official
problems.

3, Problems from 1.
the community

2.

(821

o2

Delay in forwarding 1.

TA & DA bills.
Tension or stress of 2.
completing targets
and family targets
in particular.
Devoting lot of 3.
time for writing &
maintaining records.
Non-availability 4.
of PHC Jeep for
transportation of
tubectomy, vasectomy
& laproscopy cases.

Memos from higher
authorities for not
completing targets.
Non availability 6.
Medical supplies
at times.

Negative response 1.
for TT & Copper T

Extra payment to
beneficiaries of
tubectomy, vasectomy
and laproscopy rang-
-ing from 250-350
Rs. per case.

pDemand for blankets 3.
& food grains from
tribals & quarrels
over this issue.

Lass co-operation 4.
in ANC & immuni-
~-zabion programme,

The barrier of 5.
tribal dialect.

The beliefs of tri- 6.
-bals in Parihar cult.
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Delay in forwarding
TA & DA bills.

Tension or stress .
of completing targets
and family planning

targets in particular

Devoting lot of time
for writing & maintain-
-ing records.

Non-availability of
PHC Jeep for trans-
-portation of tub-
ectomy, vasectomy

& laprosecopy cases.

Memos from higher
authorities for not
completing targets.

Non-availability of
medical supplies
at times.

Negative response for
Nirodh scheme.

Extra payment to bene-
~-ficiaries of tubectomy
vasectomy or leprascopy
ranging from 250 - 350
R . per casea.

penand for blankets &
food grains from
tribals & quarrels
over this issue.

Less co-operation in
ANC & immunization

programme.

The barrier of tribal
dialect.

The beliefs of tribals
in Parihar cult.



Table 4.12 Highlighting the problems of female Anganwadl Workers

Sr.No. Nature of problems

I) Problems faced from 1. They are not easily accepted
the community by the tribals hence becomes
hard to motivate them,

2. The tribals do not allow the
Anganwadi Workers to take the
weights of the children proba-
-bly due to the fear ol evil eye.

3. Negative response for the
immunization programmes .

4. Bencficiaries demand extra
payment for undergoing tubectomy
o vascecltomy operations. .

problems faced in distribution
of Khichadi to the malnourished
chitdren who want to take it
home and sharae it with other
family members.

(621

6. Negative response to Family
pPlanning and ccntraceptive
measures.

7. Neglect of the children due
to which the children are
dirty, unclean.

8. Pregnant women do not casily
opt for checking nor do they
take T.T.injections.

9. The people are not ready to
take their malnourished children
to the doctors for treatment.

N

10. The pcople have to be spoonfed

conalantly,

11. Their behaviour is
quided by superatitious beliefls

andd practices.




12. They are carcless and
ignore whatever they are
told about sanitation and

hygiene.

13. People do not send the children
for nonformal education.

14. Barrier of the tribal dialect.

II) Personal problems 1. Have to walk almost 15 ~ 20
kmis everyday through the forest.

2. Problem faced in crossing river
due to the {loods in the rainy

season.

3. No proper accommodation facil-
~ties available.

Y 111) Offdicial problems 1. Delay in forwarding TA/DA bills.

. 2. Delay in receiving their salary
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CHAPTER FIVE

PEOPLE'S PERCEPTION ABOUT THE DEATH TRAGEDY : AN EMIC VIEW

.

As per the interpretations of the medical personnel and dieticians the cause of
deaths of children were malnutiition clubbed with diseases such as diarrhoea,
pneumonia, hypothermia and other respiratory infections elc. from an etic perspective or
through an oulsider's eye. As per one of the aim of this study it was necessary o assess
the views of the tribals about the death tragedy, hence it was necessary to get an emic
(insider's) view. In order to do so the KKorkus, a few Gonds and Parihars (medical

praclilioners) were interviewed so as o getan Iic view,

5.1 PERCEPTIONS O THIS KORKUS -

When the Korkus were interviewed to know their reactions towards the dealh tragedy a
number of responses were given by them. These could be classified as followed :

i) Wrath of Mata Goddess - Most Kotkus explained that the dealh of iheir children was
duo to wrath of goddess mata whose religious and healing rites were not performed
properly, people failad lo please her, honce her wrath took away so many children from
Melghat region. Mata usually visils @ persons (palients) during illness such as
chichkenpox, boils, body sores, measles clc. 1l a family or person fails to fulfill the
demands of Mata she gels angry and caus»s more harm cr kills the person who does not
follow the norms of her visiling a person during ill-health of a person.

i) CHILD DEATHS AS NATURAL CALAINTY - For sorme Korkus this death tragedy
was a natural calamily. They said human budy is like tree which bears fruits (children)
and just as some fruils fall from the tree so alsc children die. They further ¢ dded as far as
our trees (woman) are fine, they will keep bearng fruits (chitdren). Itis but natural that a
few fruits of a tree fall down and perish, To this phrase in their words it could be wrilten
this way "Jab tak hamara ped majboot kLui, hame koi gum nahi. 'Har ped
ko phal aate hai kuchh acche hote hai aur kuchh kharab". Hence for
some Korkus the death tragedy was a natural event. It was among such type of
respondents it was observed that their family sizes were large. This was a precaulionary
measure that if one or two children die others can te there and therefore pne would prefer

to have many children.

iii) SICKNESS AS THE CAUSE - Gome Korkus expressed that their children died
because of sickness such as ultitalli (diarthoea), Thandi (pneumonia), Sharir sukhana
(malnutrition), vomiting of blood etc. Lack of good food and proper medical facility was
yet anolher reason why the Korkus thoughit this tragedy took plac'e.‘

iv) MALNUTRITION AS THE CAUSE - Very few Korkus who were educated leaders or
able 1o tell us the exact cause of deaths »f the childrers. They said it was
Scarcily of food, illiteracy, inadequate
al facilities

in service were
due to “Kuposhan”, meaning malnutrition.
transportation and communication system, le ck of proper medical and nutrition

were other causes of dealhs as viewaed by v,

52 PERCEPTIONS OF PARTIARS (SHAM ANS)

s are diviners and interpretors of supematural phenomena, They preside over
magjico-ritualistic healing rituals which inchide diagnosis of the origin and cause of an
inesa, the tdlualistic procedures invelasl denn and the thanks giving 1iluals and
coremonios. Thov are middie men hetwesn human beinas and divine bengs -and forces.
I is generally obsetved among most shamiang that thew do not belirve in modem

Parihar
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: (Goddess). The views of parihars would be cle
one of the few case studies of parihars interviewed.

Korku children, during 1993-94.
died last year. On enquiring the ¢

"done, "Mata" gels furious and aggrav

ease causation. Being such an important

medicine and scienlific causes attributed to dis
ssary to assess their views regarding the

key personnel in the Korku culture it was nece
death of tribal children

It was observed that both bhoomkas (priests) and the Parihars (shamans) attributed
aths lo supernalural interventions i.e. is the wrath of "Mata"

the cause of child de
ar from the following case study which is

Motilal Bapulal Bhilekar, aged 42, mariied male, illiterate Korku, a daily wage labourer
and a parihar (shaman) by social status, a resident of Chhethur village, in Dharni tahsil,

Amravali district narrated his views aboul the child death tragedy.

" He mentioned about the several deaths that took place in Dharni and Chikhaldara of
In fact in my own village Chhethur, he said 12 children
ause of these deaths he revealed that among the
Korkus it is a taboo to take injections when a person sullers from chickenpox, boils, body
sores, measles etc. The causes of these diseases are attributed by the Korkus to visita-
tion of Goddess "Mata”. When "Mata" visils a person she should be pleased performing
several rituals and offerings. One of the taboos of her visiting & person is that there
should not be any menstruating woman in that house, people should not offer non-
vegetarlan food to the patient, the patient should not given injactions. If by mistake this is
ates the sickness and at times kills people it is in the

light of this the dealh tragedy occurred.

Motilal interpreted this tragic event to wrath of goddess Mata". It so happened that a
few people in Dhami gave injections during measles to their children and broke the
healing ritual norm of goddess Mata. Mata was so furious with this, that she took lives of
many children both in Dharni and Chikhaldara. He stated that our community members
must take this as a warming and please Mata whenever she visits a person. This view
was held by other shamans 100. A number of Korku women who interviewed although
could not tell us the exact cause of child deaths revealed that they felt very bad about
their tragic event. They think of their dead children. These views were contrary to the
views of these Korku men who altributed the cause of child deaths to natural calamity,
stating “har ped ko phal aata hai kuch phal girte hai (perish) aur

kuch phal achhe hote hai (good) .

5.3 PERCEPTIONS OF THE GONDS -

The Gond community is yet another tribal group dwelling in the Melghat region along
with the Korkus. Since the Gonds are a neighbouring community to Korkus, their view
regarding the death tragedy was assessod.  The Gonds of Gond Dahana (hamlet) of
Salona village ware interviewed.  One of the eldetly woman said that tho death tragedy

took place due to wrath of 'Mala'.

She added that the Korkus do not know how to please 'Mata' when she visits a
person's body. One has to give whatever the patient (Mata) asks for. Attimes there is lot
of expense involved in pleasing her buying ornaments or clothes if she demands.
Besides this one needs to be very careful that a menstrualing woman does not stay in the
house wherin Mata visits, no injection is given to the person’s body who is visited by
Mata, we have to wash the feel of the patient and drink that water. Some people bathe
the patient and drink that water. This aclis symbolic of showing reverence and humility to
Mata (patient whose body che visits).  One has 1o maintain certain dietary
All this wis not done by the Kotkue henee she got furious and killed a iot
hahtit Kerlu bachna utha liya”, ashp exclaimed !

goddess
restrictions too.
ol Kotlat children,  "Matana
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Gonds of Salona worship a number of female goddesses including Khokali devi Ma,
Ghurkadi devi Ma, Kali Ma, Dhaiti Ma, Dheri Ma, Pheri Ma are a band of seven female
planetary spirits who move in the cosmos. They visit human beings and cause skin
diseases. Pheri Ma's are worshipped for seven days. They get into a person's body and
show themselves by errupting that person's skin and flesh. If they are not given proper
treatment they aggravate iliness and at times kill people. The cult of female goddesses is
vary popular among both Gonds and Korkus. The visitalions of not only 'Mata' bul any of
these above mentioned goddesses is observed very religiously by both Korkus and
Gonds. Interpretations regarding the visitalion and wrath of these goddesses is however
ritually done by the parihars (shamans) and Bhoomlas (priests).,

To sum up the Korku views as well as the views of the Gonds it is very clear that they
are not aware of the scientific causes of dealths which have been occurring since ages
and not only during 1993-94. They link up this lragedies with natural calamity and/or
supernatural intervention.  There is an urgent need to promote health education
programmes using various strategies and modes of communication culturally appropriate
so as to spread the message of scientific causes of malnutrition, significance of small
family norms, balanced diet, effect of alcohol on body as well as economic life, child and
molher's care and so on.

It is very necessary to teach the cducnled Korkus both men and women how to plot
nulrilional gradations of children depending on their height, weight, arm circumierence,
head circumference, chest circumference, nutritional intake and clinical signs.

This training will help them to coinvey the message lo the parents of malnourished
children. Merely the Anganwadi Workers knowing how to plot llird and IVth degree
malnutritional gradation docs not do «ny good to the triibals. The tribals must be taught
these things.

(18]
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CHAPTER SIX
IMPACT OF FOOD SUPPLY SCHEMES AND OTHER

DEVELOPMENT FACILITIES ON THE TRIBALS.

With regards to the child death tragedy in Melghat region several corrective measures
were taken up by the government, These were as follows -

i) Supply of 1 bag of Jowar, 25 kg of gram, 25 kg of toor dal
etc. to families who lost their children in the death
tragedy period.

i) Supply of raw rice (for Khichadi} therapeutic food packets,
protovita packets, mitk powder etc for anganwadis in every
village.

iii) Medical and food supplies to sub-centres and PHCs and
anganwadis for rainy season.

iv) Construction of roads and small bridges in Melghat region.

v) Introduction of "Anand Dai Shikshan Scheme" to altract
children to schools.

vi) Health educalional stralegies.

vii) Establishment new sub-centres and PHCs.

viii)Establishing an office of the Additional District Health
Officer initially at Dharni and Chikhaldara, but now only
in Dharni by temporarily deputation of ADHO's turn by
" turn every month.,

ix)Assigning the Project Officer of Dharni, an LLA.S.
personnel to co-ordinate health, nutritional and other developmental aclivities of

Dharni and Chikhaldara.
x)Introduction of bus services to many remote villages.

Besides this several other schemes were also implemented so as to uplift the socio-
economic life of the tribals in Melghat region. This chapler very briefly discusses the
impact of above schemes on the Korku atlitudes and lifo style as it were. As any
developmental programme has both positive and negative eflects on its beneficiaries.

6.1 IMPACT OF FOOD SUPPLY SCHENIS -
Data collected through informal interviews with health Workers, Aganwadi Workers,
medical officers, and the Korkus revealed following facls.

i) Provision of food grain supply -Families who were supplied with 1 bag of Jowar, 25

kg of gram and 25 kg of toor dal were cettainly benefited as long as they were able to

feed on it. This supply was given only to families wherin child death(s) occurred due to

That the other childien should not suffer from malnutrition therelore food
Ol

malnutrition.



grains were provided with an intention that parents will take care of the nutritional needs
of other children. The positive aspect ol this scheme was that the tribals did get
something to feed on during that period of time.  Simultaneously it did create negalive
effects on the altitudes of the Korku people and these are as follows :

a) Complaints & quarrels : Families who did not receive 1 bag of Jowar, 25 kg of gram
and 25 kg toor dal complained and quaiiclled with Aganwadi Workers.  In some villages
Aganwadi Workers were abused. In Heerabambai people threw stones on the house of
the Aganwadi Worker at night. This was repoited by the Aganwadi Worker and her

husband,

b) Deliberate neglegance of child health -Knowing that government is supply food
grains and pulses to families wherin deaths occurred and even malnourished children.
Some Korku parents deliberately slaited neglecting their child's nutritional requirements,
hoping that they would receive grains and pulses. This allitude was reported by both
health Workers and Aganwadi Workers who are constanily interacting with the tribals.
This altitude indicates that food grains and pulses were more important to the tribals than
the health of their children. This also shows their level of poverty and their nzed to gain
food grains and pulses even at the cost of their child's health.

c) Increase in the number of part takers of Food Supply Scheme- The supply of
jowar, gram and toor dal was implemented wilth an intention that parents woulc use these
cereals and pulses for promotion of their children health. It was however obuerved that
even adults, teenagers and elderly folks become part takers (beneliciaties) of this supply.
This is clearly an indication that the adulls and teenagers are equally in need of food
supply schemes. Inspite of the instruclions given to parents that the food supply was
meant for the children they used it for everyone in the family.

Yet another observation made n this regard was that the Khichadi (cooked rice)
distributed to Aganwadi children i.e. below six years was again distributed among cther
non-Aganwadi children (above 7 yea's) of the family. The purpose of distribuling eact
quantum of Khichadi ( 80 gms) per child and even that being shared by his/her broll-ers
and sisters gets disturbed. The purpose of the scheme is hindered because of such a
kind of altitude of parents taking Khichadi at home to be distributed to other children,
Same kind of an attitude is shown in the case of therapeutic food, protovita and milk too.
The Aganwadi Workers have been fed up this attitude of tribals. There are, however, very
few parents who allow their children to eal Khichadi in Aganwadi itself,

d) What happens to the food supply il a child does not attend Aganwadi -
Interestingly it was found that if a child is sick, or it she/he goes to another village with
his/her parents or is absent for some or the other reason parents quarrel with Aganwadi
Workers to get their share of Khichadi, therapeutic food, protevita or powder milk for that
particular day. They see to it that they get their share. This was reporled by infact all the

Aganwadi Workers interviewed.

e) The attitude that it is the duty of government to supply food-

A common tendency of most beneliciaries of any development scheme who only teceive
somelhing cash or kind from an agency lend to develop this allitude that it is to develop
this allitude that it is their right to be served and it is their right to be served and it is the
duty of a development agency to supply them goods.  The food supply scheme has
created such a kind of an impact on the altitudes of the Korkus that it is their right to

receive benefits.

workine in the ficld of conmunity development do not

advocale the idea of spoon freding ar one way traflic programme of supplying somathing
in kind and cash. This kind of planning hinders the concapt of community participation

and sell reliance in development prograruins, Iis therelore suagested that the tnbals of

Social scientists and activists
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Melghat region be made aware of the concept ol participation and self sulfficiency in
development programmes.

To summarize the elfects of food supply scheme on the altitudes of the Korkus, their
. negalive allitudes could be classified as {ollows -

1. Deliberate neglegence of children's nutrilional intake
with a hope to get food grains and pulses lrom govern-
-ment on a continuing basis.

2. Quarrels with Anganwadi Workers and Suparvisors on
distribution of food supply.

3. Sharing Khichadi and other food stuff with brothers
and sisters of a child who attend anganwadi.

4. Use of jowar, gram and toor dal for the entire family
and not for the malnourished children only.

~ 5. The atlitude that it is the duty of government
to compulsarily provide nutritional supplements. That
it is their right to receive these benelfits.

. ji} Positive aspects of the food supply schemes. As compared to earlier situation of

~food supplement programmes it was noted that this programme is being taken very
" seriously by Government irrespective of number of difficulties which it has given rise of.
Earlier tribal children in the Aganwadis would get only 'sukhda' and pulses but now
therapeutic food, protevita, khichadi and milk is being distributed to children below 6
years. Even child health care programmes such as immunization, school health,
“distribution of fron and vitamin tablets, referring malnourish and sick children to PHC's ,
keaping details of child morbidity and mortality are taken sariously now by both health and
ICDS departments.

It however appears on the whole that the tribals need to be educated on the
-significance of child health care and nutritional programmes so as to promote their
participation and co-operation in these programmes. The Aganwadi Workers reported
that the tribals do not allow them to take height and weight of their children. The pregnant
women do not allow the Aganwadi Workers to check them. This resistance comes from
the beliefs that if the height and weight of a child is taken he or she becomes weak
(sukhata hai bachha). In case of checking a pregnant woman, the Korkus believe that the
child is either born weak, get aborted or is born dead.

In the light of these allitude it is very necessary that non-formal education classes
clubbed with some kind of an income generating activity be started for tribal women so
that they earn something as well as learn about health and nutritional principles.

6.2 Impact of ‘Pransportation Macilities -

Introduction of bus facilily has certainly been a boon 1o the tribals. Because of such a
kind of facility the tribals are able o keep conlact with 1ahsil places.  Even govarmment
dovelopment agaenls wotking al grass 1ool e able 1o reach their respective villages ol
work, by ulilizing bus service and also walking 1o interior villages from the bus stop. The
tibals are able to take their agricultiead produce (in small quantities), firewood and oven
milk to be sold at tahsil places and biagoer villages,

With regards to bus service system i s suqagested that the frequency of buses should
increase especially those qoing to interior areas so as lo increase the rate of contact of
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devalopmoent workers with the iibals cod viee versas Thus bus [acilily has corle sy
halped the hbals,

Besides this, efforts were made 1o 1epair and construct roads and bridges. The
conslruction and repairing of roads and birdges helped the tribals to get some cash as
they worked as road construction workers. Inspite of the efforts made to construct roads
and bridges there is still lot of scope for construcling roads to reach inlerior villages for
example Bhavar in Dhami, Ketyakheda in Chikhaldara connecling tribals with urbanities
lor a fruitful cause through roads should certainly do good to them.

With regards to road conslruction pregritnines it is sugqested thal the PHC and 1ICDS
departments be given more vehicles and ks for fuel and repaiting vehicles so that they
supervise and monitor the health and nulnonal situation ol tribal children and woimen
more patticularly. It was observed thal UG tansporlation Tacility is used more for
transporting tubectomy, vasectomy and ieproscopic paticnts than lor school health check-
up, health education and health awarcness programmes. This trend is very common all
over Maharashtra, as family planning programme is a target oriented programine.

6.3 ‘The Anand dai Shikshan scheme -

The Anand dai Shikshan Programmea wos intreduced by Shri Nandakumar, Chief
Executive Officer, Amravali Zilla Parishad wilh the help of hiis colleagues. The main aim
of this programme was 1o allract the tribal children to come to schools and qet themselves
educatad informally. For this the teachers were given taining on non-formal edu sational
methods, skills of altracling children, usc of various communicational stralegies and so
on. This programme has been implemented recently and hence there was less scope 10
really assess its impact, However, it was noted that this scheme has created extra
burden on the unwilling teachers and it has really not canght onils specd. One can only
got 1o see very well painted boards highlighting 2 natme Anand Dai Shikshan Scheme,
I is suggested thal after a year or two an evaluaticn study be conducted on the impact of
this programme on Korku children and (heir parents so as to know its suscess and failure,

o

6.4 Establishient of ADHO'S temiparary offive Dhoeni -

With the initial establishment of ADHO's temporary office both at Dhami and Chikhaldara
and now only in Dharni there has been a corious check on health situation of the tribals
and the health staff. Since ADHO's are deputed temporatily at Dharni every month turn
by turn they are able to communicate the health situation to the Dist. Health Oflicer and
Chiel Execulive Officer every monih. Besides his very presence has created a sought of
submission or tha point of health stafl to repod day to day's activities and wortk done. Ho
is only responsible for co-ordinaling heallli sewvice activilios and tepotting system.

6.5 Co-ordination of Activities by Praject Olficer - .
Wilh regards to co-ordination of health, nutritional and cther developmental programmes
an L.A.S. olficer has been posted at Dhami to co-ordinate the above activities for both
Dharni and Chikhaldara. This posting has certainly made difference in management and
administrative affairs as far as planning, implementation and monitaring of health,
nulritional and developmental progranymes. Under the able guidance of the present
Project Oifficer a developmental plan ol action has been prepared for Dhami and

Chikhaldara tribals.

nspite of preparation of o devnslrnental plan tha Project Officor aleng with the
D), and others has been able 1o work out a

department heads of 1GDS, hoalih,
Cohik ki The posting of an LALS. officer

numboer corrective measiies in Db e

at Dhani has certainly dene qood 1o aeceeain the rate of devolopment activitiess,
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CHAPTER SEVEN

SUMMARY AND COMCLUSION

Human beings are increasingly becoming victims of diseases, nutritional disorders,
national calamities such as eatthquake and famine, alcoholism and drug addiction, stress
and mental illness and other health hazads, which invade them irrespective of their age
~“and socio-economic status. Health magazines, journals and books, newspapers and even
electronic media are constantly highlighting these human health issues.

’, A developing country such as India in patticular still continues to experience scientific
pundance while basic health and nutiitonal services remain inaceossiblo to the rual and
tribal folks. Health and nutritional problems in tribal areas especially the remole villages

igs compared to the caste villages.

This research has made an attenmypt 1o unravel the various factors which are direclly
~and indirectly linked with the child deatiy and malnutrition child that took place in Melghat
region and prevails even to this date. Based on the empirical research findings following

conclusions have been drawn -

1. The problem of infant mortality and malnulrition which prevails in Melghat region is an
interplay of multiple faclors such as socinl, cultural, ecucational, economical, political,
developmental etc. which have been responsible for child mortalily,

" communicational,
alth hazards in Dhaini and Chikhaldara tahsils of Amravali

malnutrition and olher he
district.

2. Extreme poveily among the Korkus, indebladness, lack of advance agricultural and
irrigational technology, lack of knowledge of marketing agricultural produce such as soya
beans, wheat, cotton etc. lack of job opportunities, absence of industrial development in
Melghat region, lack of mobilization of national and human resources in the Melghat
region has been one of the major fnctors which have been responsiblo for tha health

hazards.

3. Low level of literacy among the tribals and among women in particular our findings
showed almost 82.6% women interviewed were illiterate. This is indicative of the fact,
lower the level of literacy lesser the health and nutritional awareness and consciousness

as it were.

4, Early age at marriage arong the gitls (12 - 15) and boys (16 - 20) leading to early

regnancies and therelore large famil size and poor nutritional status of women ivin
preg ( g

rise lo slill births, premature deaths, low birth weight babies, anaemic children elc.

5. Supersititious beliefs and practices of the tribals regarding health and disease. Strong
faith in the parihar and Bhoomka baba cult, leading the tribals to consults traditional
medical practitioners to diagnose and interpret the origin and cause of ilness. Hence, as
per their logic what comes spiritually must be healed or got lid of spiritually and therefore
spirilual curors (shamans and priests). The Korkus prefer to consult these spocialist first
and then try out the doctors. These superatitions beliets and practices regarding heallth
and disease have certainly been one of the factors that has been responsible for health

hazards among the tribals of Melghat,

[ oaomunication fasititios in Melghat has been one
of the major factors which has become i hindiance to provide qualily health and
nutiitional facilities 1o the tibals of temote and inaccessible villages. 1 had also cut off the
tribals hom the main stream, Dning 1y season especially one finds it very difficult o
seek medical help as it hecomes very diheult 1o PGS, drug stores, Rural Tospitals

6. Lack of adequale tanspotation an
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and privale practitivners  Absence of 1c communication facilities in most remote “yeas
has been yel another diawback for not ity i touch with the paramedical personr.ffgf

7. Inadequale dietary intake and lack of vitunins, minerals, fats and oils in the diet giving
lise to various nutritional deficiencies like anaeinia, night blindness and malnutrition
among both women and children.

8. High prevalence of diseases such as vital diarrthoea, pneumonia, broncho-pneumonia,
worms, gastro-enterilis, dysentry, septicacnia clubbed with malnutrition has led to infant

and child mortality.

9. Poor response from tribals to health progranimes such #s Coppar T, Nirodh, oral pils
have shaltered the concept ol spacing.  Yel another reason could be that absence of
recreational facililies may have given rise lo population explosion among the tribals. We
delected a family with filteen children produced from one wife in Salona village and two
cases with 10 to 12 children in Boratyakheda. Minimum 4-6 children one must have is the
common family norm among the Korkus. This could be due to death risk factors of the
children. Children being econornic assels both in terms of getling bride price and putting
in household and agriculture labour for the family.

10. Negligence of health and nutritional care of infants and children is yet another faclor
which has been responsible for health hazinds and deaths among tribal children in Dhami
and Chikhaldara. Infants and even small children are left at home by both father and
mother at the mercy of grown up children. Parents go out for agricultural work, daily wage
labour, collection of minor lores! produce together and leave infants and children at home

to be taken care by the nature,

11, Late tubectomy, vasectomy and laproscopie operations have shatterd the ationale
ol small faumily nonns. Thesa cases however serve to depict a glamorous target achieved
by the P.H.C. What tribals heed ‘o understand is the significance of small ‘amily planning
norms, contraceptive methcds and its practice. It is clear indication tha: tribals go for
family planning operations t> earn Rs. 130 or 110 along with extra money (Rs.250-350)
which they receive from Health Workers.

12, Lack of adequate transportation and maintenance budget for P.H.C. jeeps, and use of
jeeps for transporting family planning cases more than using them for actually going lo
schools, villages, Ashram schools for educational and health check up and nulritional

fonitoring purpose,

1 Lack of medical editios such as Xy machines, good sugical instrumaents, proper

cols, matliesses, beds, todels, urinads oo PLHLCs.

4. Trbal people altributii ¢ the cause of malnutiition and infant mottality 1o wrath of
"Mada" (A planctary Goddess).  Linking the health hazards and death tragedy with
suparnalural intervention.

15 Lack of industial development in Miolghat has deptived the development of
communicalion and transportation faciliiics and also the economic development of the
o0 hindered Hie protiohon of job opportunities for the tribals. Other

trihals, This has als
than foresl, agrcultural ard PW.O (nily waae labour there 1s no othar source ol wage

QErng.

1h Forectul posting sud reciuteent of o vl healih and LC.D S, stall i these
cemole oreas whore there are no deveeg montat (acilities, no  cormmunication and
Honenartalion [beililing. no rocrestion:d iiitios, ne prover medicad and educalional
o] rosidenind facitbes onoone hand and

[meihzion peod iveh veogelabios ondd it
Sds an other hand cettainly reflects o0 one's

peor response o haalth peogranes T
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interest and dedicalion in providing quality health and natritional services to the tribals.
Most ANM's and MPHW's leave away from their children and other family members.

17. Nutritional supplement progranune has creatad an in’m'act wltleroirzj tri’:):;\rlg w;[’;)kut:;:
' i air right 1o get nutritional supplements and sha h
they need to served. It is their righ ¢ : and share win ther

i ' recause food grains and pulses were distribu
family members. Secondly because ( | P uted to familes
i i alecting child's health and nutritional ¢ g
who lost their children, the tendency for neg C | o
increasing in the hope of getling lood grains and pulses supply from the Government.

18. The Anand dai Shikshan scheme has not shown much progress as it was :ec!entt)ly
implomented.  This scheme's itmpact on the tnbal childien and their paronts needs lo bo

evalualed so as lo assess ils success and/or lailuro,
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SUGGESTIONS

The problem of malnutition among inines, children and women as well as the Melghat
region and olher heallh hazaids couid e cheched with infegrated efforts of Government,
Voluntary agencies and e iribals oo fees,

1) Transportation -

Filorts must he made o develon foapenesttion syetem and neilition taking into aceount
fotlowing suggoestions.

a) Construction of new roads and 1epaiting of the old ones. in fact every village needs to
connecled by pucca roads.

b) Constiuction of small and big bridges and ~ulvett s wherever necessary.

p
¢) Provide al least 2-3 jeeps per P00 ed 1D sone o monitor health care and
nulritional servicas and health education jiotrnnunmes as woell,

d) Mobile clinic heallh care services i gl be promoted in Melghat 1egion so that
services can reach people of interior vilaces,  Efforts aiso must Le made to monitor
mobile clinic services. A visit ragister tie! be maintained at every village and should be
signed by the Doclor, Incharge of tha Liabile Clinic, along with village Patil and two or
three heneficiaries.

2. Educationai programimes -

The rate of illiteracy is very hign among the libale of Melghat region and more
patticularly among women. Efiorts mus be made both by government and voluntary
organization to take up following activilins seriously.

i) Establishment of Adult Educalion centies,

iy Non-formal Education classes for women, dropouls anc farmers ns well should be
slarled.

iiyEncourage Health and Nuliition classes (er women and children

iv) Promotion of health and nutiition education in schools compulsorily.  Fealth and

Nutritional educated programmaes in schools must be clubbed with or centred around

rocrantional activities g0 as to invoke mterest amona the studants.

NOTE - There ig a neod to combine aducaticnal activitians adult men

and women with incoma gaacralion programnas, Meaning theraby if
\

two hours could bo utilized fov axtracting worvk from the tribals

for which thoy could bo puld. ro doineg moe they can losrn ag well

g8 el
Codhit e aocbvamen ceuld be as follows

LI

Some of the areas of hasdliy ooeeate s
CCianificance of sinall ey o
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- Significance of Iimmunisation.
- Signilicance of ctukl hoendite G,

- Significance of mother's hoanls cnre.

1elgh - -
AJ at - Adverse lmpact of alcohciism on ocon eeic tite and human health as well.
niment,
- Signilicance of health, Lyaiorny aidd saniatoen,
. - Significance of drinking wade podd cfonnctar
zcount L , ) .
v) Regular monitoring and evaluntion «f Anand dai Shikshan scheme so as to take a
stock of the failure and/or success of the nromammae,
eds to A ) X ‘
vi) Provide some kind of an honourariun: for educated tiibal boys, girls, men and women
to take up non-formal education classes bot their cammunity members.  This will provide
an opportunity of parttime employment tor thermn,
+ and vii) Establish creshes which could be manaand by voluntary agencies. This will help to
w4 . i . .
control the problem of child care negiiaence winch is there among the tribals of Melghat.
3. Communication Facilities -
r that :
mitor . - G .
Id be There is an urgent need to promote commuiicational facilitids in Melghat region so as to
/0 or develop the communicational network of the tribals wilh health, nutritional and
developmental sectors. In the light of this following suggestions could be usefut -
a) Increase or establish the number of post olfices, telegraph offices, STD phone booths,
public telephone services. '
nore . . s
ary b) Every gram panchayat musl be provided with Televisions so as to have access to
mass media programines of health, nutrition and development as well.
c) Films on health and nutrition should be compulsarily screened in the theatres before
screening the movie and aven at inlorvals, so as to spread the message of health and
\ nutrition significance.
be
d) Use of folk media as @ medivm of communication in educating the tribals in their own
dialect, should be encoutaged both by government and non-government organizations.
g) Organizing film and video shows on health, nutrition and development in tribal villages.
and 4. Suggestions for P.H.C. and L.CILS. statf -
ind . ‘ .
i, PH.C. and I.C.D.S. jecps must be used to propagate and promote health and nulrition
education and health check-ups. 1t was observed thal I'H.C. jeeps are used more to
rent wanspot family planning cases hem vilage to PH.C., than for educational and health
iE chock-tp purpose.
la >
11

w\vould be appropriate to tocrvii edueated tribal voulhs as AN.M's and M.P.HW.'s,
C.H. Vs and Anaanwadi Woikors conecinlly i romoie areas as it was observed that non-

lribal Fealth Workors tond 1o five in i it pleces or bin villges and go weekends to their

relatives and awn hames, Sonandle e e roleinpt t vl iy remoto 81eas

EY PG e B st Do e et Socihe opaits and maintenance of
i.

vehicles and also for luel
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iv) There should be a check on maintesnees and follov-ups ol immunization records,

VY Health Warkars spond Job of tina inooaintaning reconds and altending minetings. They

st dovete time i oreeating et

vi) The praclicn of giving extra incenlive (mmoney) by Heolth Workers to tubectomy, and
Laproscepic cases must stop as this prachee has been looked upon by the tribals as a
means of carnings some mnney by going for Inte thaeetomy, vasectomy and Laproscopy
i.e. alter having 4-8 childien,  This prawtice shalters the rationale of the small family
norms, and further creates a negative impact in the minds of the tribals that they must get
money in order to go through family planning operation.

5. Nutrition Education & Supplement programmes -

a) It would be appropriate o train educaled tibals and even high school sludents to plot
nulrilional gradations based on the anthtopomelric parameters and clinical signs, It is
very necessary that the lribals know how to plot gradations (Mrd and 1Vth) and take
necessary aclions, than only 1.C.D.S. Workers knowing it.

b) Promota and encourage nuliition cducation programines covering following areas -
- concepl of Balanced diet.
- Diet during pregnancy

- Diet of infants.

- Diet of children.

- Diet during iliness.

- Diet of the elderly folk.
- Nutritional disorders and asaociated causative factors

- Food preservation and storage education

¢) Encourage both government and voluntary organizalions o taka nulritional service

projects such as management of Mohile, ration, lruit and vegelable shops.

d) Efforts must be made to regularly monitor the growth and development of tribal children
in the Anganwadis.

e) There should be a check on the distribution of food grain and nutritional supplies given
{o the tribals so as to see that itis used properly and not sold.

ppulsary in the schools at least twice a week.

fy Nutilion Education should e made cor
hram schools must be made aware of

The tribal students, both in Ziila Parisharl and Ag

the signiticance of nulrition and the niaventive measures (o be taken thereof.

5oreesinonont Facilities & Programmes

PR b

U eielovee it in L eemnarer e s bt ane o the najor tactors which has
Cate e e oL Melahat 1o ey fiaht of i, following
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a) Establish small scale Industries in Melghat region which will help the tribals to get
employment.

b) Forast Department is cartainly doing very well as {ar as providing daily wage labour to
the tribals. This department must take up initiative to mobilize the Minor Forest Produce
resources with the help of tribals so as to create more jobs for them. Small Scale
Pharamaceutical firms can be established in the tribal areas with the help of
pharmacoologists, bio-chemists, forest department and the tribals. In doing so the

 medicinal herbs will be scientitically ulilized lo prepare medicine which may be marketed
in Metropolitan citlies. These aclivities will contribute in providing daily wage labour to the

tribals.

The Academy of Development science, for instance is a voluntary organisation which

.. is working with traditional medical practitioners in Karjat tahsil, Raigad district in mobilizing
.. naturally available medical resources. This organization has also get a processing unit

wherein herbal medicines and medicated oils are prepared and marketed. If Academy of
Development science could do it why not other agencies.

c) It is necessary to establish vocational training and guidance centres for tribal women

and youth so as to widen the scope ol promoling skilled workers for the proposed

. companies and small scale industries in Melghat region.

7. Role of Tribal Development Corporation -

The Maharashtra State Cooperative Tribal Development Corporation which has been
appointed as the chief agency in the procurement of food grains and minor forest produce
is no doubt rendering good services to the tiibals. It is however suggested that the T.D.C.
with its available infrastructure and man power must introduce two more programmes
besides procurement and markeling of M.F.P. and Food grains of the tribals. These pro-

grammes are :

i) Mobile Fare Price Shops - Tribal Development Corporation must start mobile fare price
shops so that food grains and other commodities could reach the interior villages Melghat
region. Its time that these mobile fare price shops service be introduced at a price which

could be affordable by these poor lribals.

i) Supply Centres - Tribal Development Corporation already has its collection centres.
These same centres with available man power could start food grain supply centres.

It could also be possible that Tribal Development Corporation may incure losses but if
the maternal and child mortality problems in Melghat region has to be viewed from
humanitarian angles, service with loss for a good cause should not take into account the

felt loss. This scheme will be of immense help to landless tibals,

8. Forest Department -

As most of the Melghat area is geographically under the jurisdiclion of (orest department.
It would be appropriate for this department to provide daily wage labour on a farge scale
for the tribals. Tribals could be recruited for jobs such as construction of small bridges,
dams, bandharas, plantation etc. Their payment could be done in cash as well partly in
kind (supply of food grains). This will cerlainly keep a checlcon the drinking habit of the
tribals as well as provide them with nutiitional supplements.

This approach of creating empinynent opporlenity {or the tribals of Melghat will
certainly be a boon lo these tibals, movided it is sicerely and honestly managed on

humanitarian grounds. In fact forest depattiment can establish small scale coltage

industries which can mobiiize Minor Forest Produce. This will create an opportunily for
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providing employment to the lribals iy ther own habitat. In the light of promoting stic”
programmes government must allot separale budget to Forest Department.

9. Role 6f Integrated Tribal Development Project -

The Integrated Tribal Development Project office has greal responsibility in upgrading
the socio-economic life of the tribals in Melghat region. Efforts must be made to mdbilize
the available natural and human resources in the eco-cultural system. Development
programme, Planning, implementation and follow-up should however be based on a
participatory approach wheiein tribals @12 involved in the schemes.

Efloils should be made to assess the dovelopmental needs of the tribals, their likes
and dis-likes about the schemes, their knowledge about the technical "know how" of the
scheme, their willingness o participate and of course their economic capability to refund
the loan etc. should be taken into account, while planning and implementing the
concerned schemes. One of the areas which needs more attention is promotion of
irrgational and agricultural programmes.

10, Cllorts should he mada to provide hivic amenilies such_as residential quartors, water
facililies, toilet and bathing facilities elc. should be made available to grass root workers
such Health Workers, Anganwadi Workers. gram sevaks, Health visitors, etc. In fact if all
these grass root workers along with other concerned officers are given facilities so that
they live in a comimon residential complex, campus or chawls. This will enhance the
awareness among tribals that there is a common place to seek medical and developrment
help for. If these incentives are given to workers, it will certainly reflect on the quality of

services rendered by them.

14 It was also observed because arass raot health and development workers get posted
in remole areas such as the Melghat region, their children get deprived of educational,
recreational, vocational etc. needs. Efforts must be made to provide these workers travel
expenses or educalional allowance s0 as 1o send their children to good day schools and
or boarding schools in tahsil or district areas. This will telieve the stress which these

workers have régarding the future of their children,

12, 1t was also found that these grass root workers have 1o visit villages assigned to them
wilh respect to their jobs. Some of them have to walk for fong distances. This again is a
hard lask on the part of female workers. As an incentive they must be provided with

rensonable travel expenses.  in facl oalth Workers of every P.H.Co or sub-centres

should be privileged to make use of jeeps for health care and health educational services.

13. Volunlary organizations should be encouraged to take up health, nutritional and
developmental programmes in these areas. In doing so voluntary organizations will
shoulder part of government's responsibility in handling human right issues in Melghat
region. These voluntary agencies should be assisted financially so as to carry out these

activities effectively.
14. Why not urge Industries to take up development projects in Melghats ?

in recent years a number of industrins are gelling involved in developmental activities
by adopting slums, rural villages, schools elc. Why not liaison with such industries so as
to 1ake up developmental activities in remoloest villages which need health, nutritional and
ol Taeilities, EHons must beomade T e industries in Amravali and neighbouting
dictricls 1o Iake un dovelopmoent activilios s per the felt needs of the people. Most
ndustialists tend to adopt villages cloce o the ciies, As o special case industiies must
adopt cerlain remote villages in Melghat region. This will lessen the burden of Health

Department.
12
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15, Liasoning with International & Nationa! Health Organizations :

Whenever a natural calamily such s ocarthquake, accident, famine etc. occurs in a
given area a lot of international & nationil acencies rush at the site to help the victims &
their relatives. For example very goc:d development work was carried out for the
inhabitants of Latur & Osmanabad whichi became a victim of earthquake in 1994,

Simitarly, international & national health organizations should be approached to work
out research & healith develepmental activiues in Molghat region. Efforls must be made to
wrile project proposals in order to aet {unds 1o ungrade health case, health educational,
nutritional care, notitional, educationat o developimental activitios in this area,

16. Role of Pharmaceutical Companics -

A number of leading Pharmaceutical industries in India are involved in cultivation of
medicinal plants in rural areas. Theze plants or plant parts are later processed for
commercialised products. Pharmaceutical industries should. be contacted to take up
medicinal plant cultivation in Dharni and Chikhaldara, Such a project will in turn generate
employment lor the tribals and also cronte awarenass among them about tho scientific

utility of the medicinal plants as well.

Further more if small scale Pharoneouticn) companies are established in these tahsils
it would do more good for the tribals frem health care and econornic (employment) point

of view.
17. Role of Voluntary Organizations.

Voluntary Organizations have certainly rendered qualitative services to the down
trodden, the poor and the needy in this counlry. In Amravati and neighbouring districts
there will be number of Voluntary Organizations who would be interested in working in
Melghat region il given adequate funds by the State Government.  Such organizations
should be encouraged and financially aided to taken up programmes in the field of
education, mother and child health care, vocational training and guidance, nutrition
supplement prograrmmes, health education and so on,

18. Role of Zilla Parishad -

The Zilla Parishad Amravali is no doubt doing good work in the rural and tribal areas of
Melghat region. Efforts must be made to create job opportunities and strengthen income
generation programmes for the tribals. Desides this health and nutritional programmes

should be upgraded in the remotest areas.

19. Role of State Health Sector (Civil Surgeon) -

s soctors should be antrusted part of the geographical sector to render health care

services 1o the tribals. The services of the State Health Sector (Civil Surgeon's ollice) will
cetlainly be a supporling aid to the DIHL.Cand his stafl. This kind of a measure should

be laken as a spocial case for aeas soch as Dhami and Chikhaldara, It is also
suggested that the Rural Health Hospilins must have enouah stall, medicine slock and

uﬁﬂ}ciVil Surgeon of the district who looks alter Rural Hospitals and the wban health

medical equipments so as o strengthen ioath care activitizs,

.
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Tribal Research & Training Institute, Maharashtra State,

An Evaluation Of The Health & Nutritional Beliefs , Practilces
Facilities Among The Tribals Of Dharni & Chikhaldara Tahsils.

SCHEDULE MO, 1
Interview Schedule for tribal women ( Age Group 15 to 45 Yrs )
I. IDENTIFICATION.

District : Tahsil ¢

Village : Hamlet :

II. PERSONAL INPORMATION . .

2.1 Name :

2,2 Tribae : 2.3 Age i Years

2.4 Education [:]

(Use Following Codes )

1 Can not read or write 6 Up to XII std.

2 Can read only 7 Up to graduate

3 Up to IV std. 8 Up to post graduate
4 Up to VII std.

5 Upto X std,

2.5 Marriatal Status

1 2 3 4 5 6

Married|Unmarried| Widow [Divorce|Deserted|Separated

2.6‘Her age at the time of marriage : Years

2.6 Her hushand’s age at the time of marriage : Years

2.7 Mo. of fanily members

T
S.No Name Relation|Sex|Age|Education|Marriatal Occupation| Income
With Eqo|1-H}Yrs|Use Code |Status Rs.
0-f Use Code

Self Self F




2.8 Soclo-Eccononlc Status of the family

a> Main Occupation :

b> Subsidary Occupation :

¢> No. of members earning in the family :
' 2.9 Crop Production during the last 3 Years
g Quantity ( in Kq. )
; ‘ st.| crop 1991-92 1992-93
a‘ - Total |consumed|Sold |Total |consumed|Sold
f; 1 | Rice
%? 2 | Jawar
3 | Nachani

| 4 | Worrie
; 5 |Soyabean
j 6 Toor
‘ 7 | did

2.10 Live Stock owned by the fanily.

i

i
i

o
i

| Sr.{ Animal No. of animal
No.| Type
Indegeneous | Imported
{f 1 | Cows
| 2 | Bulls
?j 3 | He Buff
o 4 |she Butt
5 Sheep
6 | Goats
%v 7 | Hens
% 8 | Plgs

2.11 Annual Income received from livestock:




2.12 Annual family income from

Sr.| Source of income Annual
No. Incone
1 Land

2 Daily wage labour

3 Small Scale Industry

4 Service

2.13 Land holdings ( In Acres )

Sr.| Description [Irrigated{Non irrig.{ Total

1 Total

2 | Cultivated

3 | Not Cultivated

2.14 Availability of water source for cultivation :

Sr.1 Source of water 1-Yes
No. 0-No

1 Well with Motor

2 Well without Motor

3 Tubewell with Hotor

4 [Tubewell without Motor

5 River

6 Strean

7 Lift Irrigation

8 Rain

9 Other

2.15 Do you go for fishing ? ( 1-Yes 0-No }:

If Yes,

In which season :

How many times within wmonth :___



2.16 Do you go for hunting ? ( 1-Yes 0-No ):

If Yes,

In which season :

liow many times within wmonth :___

2.17 Do you go for gathering minor forest produce ?

( 1-Yes 0-No ):

If Yes, Pl. give following details

T ——

Sr. | Type |Who Season [Monthly [Qty Per [Income of
No. Collects Frequency{Season |Sold good
1 | Fruits

2 | Corms

3 { Roots

4 | Flower

5 | Seeds

6 | Others

2.18 Type of Houses

Sr.| Description 1-Yeg

No. 0-Ho

1 Thatched Roof, Stick Wall

2 Hlouse with tiles & Brick Wall

3 Thatched Roof & with Brick wall

4 House with Tiles & Stick Wall

5 Other Type




III. Family Planning History

3.3 Contraciptive Methods Used

Sr.| Description 1-Yes
No. 0-No

0 Not using any method

1 Pills
2 | Copper T «
3 Condon

4 Tubectony

5 Vasectomy

3.4 Are there any traditional contraceptive methods ? ( 1-Yes 0-No ) :

If yes,
specify

3.5 If not using any contraceptive methods state reason.

3.6 Death of Children in the family for last 3 years of age group 0 to 5 Yrs.

S.No Name Sex|Age Cause of death
1-H{Yrs




v CARE DURING PREGNANCY

4.1 If there is any pregnant woman in the family f111 the following information

S.No Name Did she receive following
Health {lorn Folic  |Tetanus |Nutritlon
Check Up{Tablets| Acid Toxoid |Health Edn
1-Yes 1-Yes | l-Yes 1-Yes 1-Yes
0-NO 0-No U-ho 0-No

0-No

AT

4.2 Which special diet is given to pregnant women ?

4.3 Which foods are avolded during the period of pregancy & why ?

Sr.
No.

Food Iten

Reason for avoideice

4.4 Which diet is recommended after delivery & why ?

Sr.
No.

Food Itenm

Reason for recommendetion




4.5 Food recommended to purify the blood. 4.6 Food consumed to increase the
quantity of blood.

Sr. Sr.
No. Food Itenm No. Food Item

4.7 Which food is consumed by new mothers to increase the quantity of breast milk ?

Sr,
No., Food Iten

V DELIVERY CONCEPT & CHILD CARE

5.1 Which instrument is used to cut the umbelical chord ?

5,2 Is it sterilized before used ? { 1-Yes 0-No ) :

5.3 Which special care is taken of child immediately after birth ?

5.4 Does the mother feed the child colostum milk ? ( 1-Yes 0-No ):__

If not state reason: _




5.5 Does the mother give water to infant ? ( 1-yes O-No ) e

1{ not for how many days @

5.6 Which diet is encourged for new born ? & why ?

Sr.

No.

Food Item

peagon f{or recomnendetion

§.7 Which diet is avoided for new born ? & why ?

Sr.
lo.

Food Item

Reason for avoidence

5.8 Whether breast feeding to a child starts
immidotiately after the birth 2 ( 1-Yes 0-lo Ve

If not state reason:

5.9 Hho conducts the delivery of a woman ¥t

5.10 What does the dai receive in return for

§.11 Khat is done with the unbelical chord 2 Fplad in detail

.

the service she renders

?




5.12 What are the various ritual & ceremonies agsociated with birth
of a qirl/ boy child? Explain their meaning from an emic view.

5.13 How long does the new mother reste hefore
she starts her datly routine ?: - No. of days

5.14 What medication does a midwife provides for the new mothef\during
Pre-natal & post-natal perioed ?

Pre-natal period Post-natal period

Sr. Sr.
No. Food Item No. Food Iten

5.15 For how many months/years is the child breasted feeded ?

5.16 At which age weaning foods are given to a child? : Years

5.17 Which weaning foods are given to a child ?

Sr.

Ho. Food Item

5.18 Which food items according to you are nutritious
for growth of a children?




5.19 ¥hich fooda are given to

¥y
Sr.

Sickness

a child during ilinens 2 ¥hy ?

Food item Consunnd

Diarrhoea

J.HIH'”“(.T“(:MM o ;—_" L

wis | -
weon |

Someh e | -

I
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Pheumonia

Dysentry




5.20 Which foods are avoided during illnogs ? Why ?

sr.| Sickness Food itea Consunmed Reason

1 Diarrhoea

2 | Jaundice

3 1 Scabies

A | poils

5 1 Cough & Cold

6 Stomach Ache

7 Fever

8 | Chicken box

9 | Pneunonia

10 | Dysentry

5.21 What do you feed the child when he/she gets diarrhoea?

Sr. I-Yes
MNo.| Description 2-Not
0-Not appllicable

1 Breast Milk

2 Home available fluid

3 Solid foods

4 Sugar salt solution

5 Oral Rehydration Solution




5.22 In case of illness where did you take your children for treatment?

Sr.| Description 1-Yes
Ho. 0-Ho
1 | Traditional Healer
? Health worker
3 Aust. Hladical Offlcer
(Sub-Centre)
4 Hedleal Officer
(P.H.CY
5 | Rural hospital
6 Private Clinic
7 | Domestic Treatment
8 Others

5,23 Immunization status of children below one year

.

Received following
Sex|Age  [B.C.G.| D.P.T. | Polio Measles
S.Ho{ Child’s Name 1-M|in 1-Yes | 1-Dose 1-Dose
2-f [Months|0-HNo 2-Doses | 2-Doses 1-Yes
3-Doses | 3-Doses 0-No
8-No-Dose|8-No Dose
VI FOOD HABITS
6.1 Who eats first in the fanily ?
1 2 3 4
on fomen | Children | 0ld Folke =
1




6.2 What did you have yesterday for ?

Sr. ouanrit;-of food item consumed
No. Food Item
Rreakfast| Lunch Dinner
»l Rice i
2 | ok
N;M~ Chapati “
4 Dal o
5 Vegetahle — o
W;ﬂm ,wgdqs I
7 Heat
, - I
9 Hilk -
~&;- Curd
11‘ Bread ( Pav ) .
2| i ”
13 | Toast
14 | Tea
-];”7 Sweets N
“{6M Fruits
17 “Othﬂrn‘"“’“““‘”““
[ B




6.3 ¥hich food grains/items you get from ration shop & weekly market
Use following codes.
é' 1. Ration shop 2. Weekly Bazar 3. Both Weekly Bazar & Ration Shop
gi S.Ho| Food Iten Code
}; " --“]"wv ‘“}?i(fﬂ
| ‘é .“thggwuﬁ”b._,..u__WMN*M
y |
0| e |
o | wohni |
6ww%&%Wmmwmmwww
h}‘ Tuber
“g~" Pulses ~

9 {lealy Vegetable

10 Fruits

11 liuts

12 Sugar

1} Neat o
| g
P
Ih ni ll’: R

V7 Othor




6.4 How olten do you consune following food ? ( Make tick mark if Yes )
CERFALS

S0 Food tten | [oaity [1oueck] s ueek |2yeek |1 weok]ocen. [never
]m~ Rice 1

? .QhoﬁtV‘mM”‘ o e

3 | Jawar | ' o

B .b Nscuhvll‘\i o ‘ T '

ﬁ Abg}f}g'm“' S IS S B
"7u* .m;;;;m*_._“ﬁu_ S SN F— —
xém_ W“é;3;;;a_~“_,~ N

9 Other o
PULSES

S.Moy Food Itenm Dnily- 4/&;;% 5/week 2/week |1 /week|Occa, QQQEr
.iu. .Wﬁdgg.aaiwm-,".hm.". N R ) -
w;m,“;;;::gybwuu.mmw I B .

3 Gram o

;, .u;;I““mmw,_Nwm e e

5 Reas

6 Chavali

7 Wid dal | o

8 Bajari

5.. ...... — i . .

10 o i

6.6 NILE PRODUCT

S.No| Food Iten Daily [4/weck|3/week|2/weck{1/week|Occa. [Hovor

] nitk

? Curd




6.1 SICPTAPLES

ﬂ!”é fAndvltvn o Datly 4 weckireack ?2weok I,Qnok Uéén: Nonr 5
.A ,vbgiAk.m,u“w.. co ) e e e
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h, m}h&ﬂ;;“ww' . ; e e

0| eatis o
{;_,mg;;;;—___..m ...... SR PN I

6.8 TRUITH

S.Nol  Tood Itenm Daily [4/week 3 wack|2/week 1/week|[Occa. [Hever

! Panana

B
e |

Tl eme ||

o | s || '
e

P iy

8 Avlas

9 Farvandas

10 Phanus

I Foanne

1 Aaehitm] \




6.9 NUTS

S.No Food Iten -‘ Daily 4);;ék I/week| 2 /week|1/week [Occa. ﬁéver
1 Peanuts

2 Coconuts B .

3 Cashawnuts

‘ L

6.10 NON-VEGETERIAN FOODS

S.No] Food Item Daily [4/uweck|3/weck|2/veek 1/week|Occa. |[Never
) — o} e | B
2 Chicken

] Beaf R o
;“ Pork o

5 Fish S

; - SSNN FRN S

7 Dry Fish - ) o
_,;_ o SV S

1
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VIT DIET DURING TLINESS .

Wiy

’

7.U¥hich diet is encouraged § discouraqed during following illness.

{Sr. Sickness Diet Discouraged Diet Encouraged

1 Diarrhoea

2 Jaund}ce _ o W%M:-j-
| poits -
M;m héOUgh & Cold “__ .:«m»

f Stomach Ache

7 Fever

8 | Chicken pox

9 | Pneumonia

101 Dysentry

15




7.2 Disease Causational Concepts

a) DIGESTIVE DISORDERS

el st | e of e | thorany
U vl o

2 [andiee | |
Sty T

+ | cholera R

5 | Gastro-entritis T -

6 StonaéhﬂAche - o h -

7 Wdrm Infections

8 | Abdomenal Pain
9

b} SKIN DISORDERS

el sichess | oo of visee | thorapy
i B
i e

*;w Chicken 'POX h -




¢} COMHON ATIMENTS

.
Sr.

) RE

ar.

NS

Fpilepsy

Sickness

fever

Cause of Disrace

Therapy

Higrane

Mataria

Wounds

Arthritis

Goitre

Conjuctivitis

APIRATORY DISORDERS

Sicknoss

Pneumonia

Cough

Acthna

Food item Consumed

Reason




Vllll PROVILE OF REALTH FACILITLES

A How farare the follewing health tacititine fron your village?
S Facility Niatance  1Visits

.

in Yo iPer Honth

| Traditional i

o

Village Health fuida

! AL M eo
4 Health Vicitar

5 Hedical Officer

6 Private Doctor

7 1 Traditional Healer
f Sub Coptre
9 P.H.C.

10 | Private Clinic

11 | Drug Store

12 | Rural Hospital

13 | Others L

8.2 In case of Fpidemic in the villags who reports it to the Covt, ?

SMol  Description [1-Yes 0-ll

I Sarpanch

7 Police Patil

3 Gram Sovak
1 AN,
il n.p.au,

6 V. H.G.
U Toachnt

9 l'olics

0 ndieal 0ffjeer

1 rieabe pactey

1 e e i
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Tribal Research & Training Institute, Maharashtra State,

An Evaluation Of 'T'he lecalth & Nutritional Beliefs, Practices
& Facilities Among ‘he YTribals Of Dharni & Chikhaldara

Tahsils.

SCHEDULE NO. 2
{ Schedule for tribal children between 12 to 16 Years )
I. IDENTIFICATION.
District Tahsil :

Village : Hanmlet :

Name of the school :

Hame of student @

Sex ( 1-Male 2-Female ) : Age : Years

Std in which studying : Tribe :

IX. DIETARY PATTERN.
2.1 Food Consumed before golng to school & during the recess in the school

Sr. Quantity of food Consumed
No.| Food Itenm

Before going to school | During the recess

1 Rice

2 Bhakar

3 Chapati

4 Dal

5 Vegetable
6 Eqqs

7 Heat

8 Fish

9 Hilk

10 | Curd

11 { Bread ( Pav )

12 | Khari

13 Toast
*1}“‘ Tea

15 | Sweets

16 Fruits

17 Others




2.1 fWhat did you have yesterday for ?

1 U — -
srl guantlty of (uod 1tom conqumod
Ho. Food Ltem - e S -
i Bteakfaqt Lunch Dinner 5/
1 Ri(’(‘mmm.w“h“—w‘_w o T
o e N
) ]
3 Chapati
E; 4 Dal
éé_, 5 Vegotable -
1 6 ‘gqqé P I R R
7 Heat
§ | Fish
—:;‘«’ Hilk
10 | Curd
11 | Bread ( Pav ) o
*1;~ Khar i 1
“I;. Toast B
‘14‘ —ﬂ;éa ‘
“;;” Sweets :
ﬁI;. Fruits
¢17 Others
. |
7.2 What happens uhen a person eats uncovered /stale food ?
" Uncovered Food Stale Food
o] eaigtion | 1ves oo pescrigtion | 1-tes
Ho 0-No No. , 0-No
#;¢h piarrhoea m;ﬁ‘f Diatrhoea
O | vonits 2 | vonits ‘
~;—— u—;E;mach ache _ 3 Stomach ache
T ———— o]
4 Fever 4 Fever
o | i ache e |
o Jnnif;””” o P e B
o | s |




2.3 Do you eat uncovered food ?
( 1-Yes 0-NHo } :

{ 1-Yes 0-No ) :

2.6 which food do your parents give when you fall sick ?

Sr.| Sickness

Food item Consumed

Quantity

Following sickness codes are to be used:

1. Diarrhoea

2. Jaundice

3. Uysentry

4. Cholera

5. Gastro-entritis
6. Stomach Ache

7. Worm Infections
8. Ahdomonal Pain
9, Seabies
10.Poils

11 . Headaieg
12.Chicken Pox

13, frver

4. cold

15. Migrane
16. Halaria
17. Hounds
18, Mrthritis
19. Goitre
200 Conjuetivitis
2. Fpidepey
22 .Fneunonia
PANAGURIN

24, lethna

2.5 Do you eat stale food ?



T11. HEALTH FCILITIES

3.1 pid you fall 11 during the last eiv nonth 2 (1-Yes O-No ):

If Yes,
aufferad from which health Problen? { Use Sickness Code )

3.2 In case of illness where did your parents take you for treatment?

ar.| Description 1-Yes
No. 0-Ho

1 Traditional Healer

? lealth worker

3 | Aast. Nedical Officer
(Sub-Centre)

4 | tedical Officer
(P.H.C.)

Rural hospital

(843

6 | Private Clinic

7 Domnstic Treatment

v, Froan, HABUTS

4.1 Bho eats first in tha family ?

1 2 3 4

Nen Women | Chitdren | 0ld Folks




4.2 ¥ho goes to buy ration & vegetable for the family ?

s meltie | e
Ho. 0-No
TM Father
2 .;;;Aé;mnwmwvwmu.
vl mee
}— “ Brother “ -
5| sister
| 6 Grand Father
;~- Grand Nother '
8 Self h
9 Hoiqhhour i )

4.3 Trom whern do they buy ration & veqstable ?

f

4.4 Bhich food items according to you are nutritious

Description

From village

From weekly Narket

From Tahsil Place

From District Place

for growth of a children?

DU

1-Yes
0 o




4.5 tlow often da you consune followhng food 7 ( Mhke tick nark it Yes )

5

]

o

o

4.6 How nany glacses of water do you drink in a dayy )

V. PERSOMAL NYCERNE

5.1 How often you take bath ?

1 2 3

[AB]

5.2 flow of ten you cut

1 \ it 1

Y onenthiae per conrepir

“{;g&“{éﬂg“"“" - B;}};ﬁ‘%)ﬁnﬂk 1;J$:L ;}woek 1/week |Occa. [Never
E%é;W,NNAwwm_ i b .
.Alﬁp;dw"mmuMMMAm__mmw,_ww- .
Joyea -
Sayabnan .
Aﬁ;;B;J;_wmww, SO R N
ffaryin *
Tuber o o
m}wﬂsos o T
’i;;;y Ynqatable R
'-%£higgﬂmwmw” N I
Tws |||
Fish o
whéggﬂna-__m_._M_.*mmw, e | e
quﬂ SN SIS IOV R .
curd o
W || I '
Al e Y A N R N I

iy | 6jveck

L panth

4 5

nails ?

WA ¥ yoett oy e b X3 BOY BVIN \"u«n b

6

G/weekl 4/uoek Jjuenk| 2iveck

7

1/weck




5.4 How many times do you brush/clean your teeth?

1 2 3 4

1/day 2/day | Alternate day | Does not brush

5.5 What do you use to clean your tecth ?

S.Mo| Description 1-Yes
0-No

1 Neem Stick

2 Babul Stick

3 Ash

4 Mishri

5 Tooth Pouder

6 Tooth Paste

7 Others

VI. BEALTH EDUCATION

6.1 Does your teacher talk to you
about the importance of diet ? ( 1-Yes 0-No) :

If Yes,
What does he/she talk about ?

6.2 Does your teacher talk about the harmful effects of
eating stale or uncovered food ? ( 1-Yes 0-No ) :

6.3 Doos your teacher checks you for
your cleanliness, cut their nails etc ? ( 1-Yes 0-No ) : §

If yes how often ?

1 2 3 4 5 6 7

1/weak (2 /ueck [3/week (I/month{2/month]3/month{as per convenience




6.4 Has any one from P.H.C. come to talk to children in the school
about health , sanitation & hygiene? ( 1-Yes 0-No) :

If Yes,
what was he talked about ? . . et

6.5 Does any one from P.H.C. come
for health check up in your school ?

1 2 3 4 5 6 7 8 0

1/month{2/month|3/month|4/month|4/Year 3/Year {2/Year |1/Year |Not visited

.-._....--_...-...----..—...--_--_..-—...-—--.-...--_---_..-....-...--..--.-.---—----..------------a-----——

Date of interview:

Signature of Invest{gator:

Hang of Investigator:

Designation:




Tribal Research & Training Institute, Maharashtra State,

An Evaluation Of The Health & Hutritional Beliefs , Practices & Facilities
Among The Tribals Of Dharni & Chikhaldara Tahsils.
SCHEDULE NO. 3
Schedule for Health Worker

I. IDENTIFICATION. -

District : Tahsil ¢

Village Hanlet :

Name of Respondent:

Sex ( l-Male 2-Female ) : Age : Years

Designation : Education :

No. of Years of service as Health Worker :

Marital Status

1 2 3 4 5 6

Married|Unmarried| Widow |Divorce|Deserted|Separated

No. Of Children : Male: ' Female:

II. Workload

2.1 As health worker what are your job assignments?

a0 1o 20 1 O " > T o . o " o0 5 " - o




1

2.2 Target & Achievement for year 199i¥§3f&?{993—94

e

Sr. o 1992-93 1993-94
No. |Hational Program

Target | Achievement| Target Achievement

10

15

2.3 Geographical Area Covered for Health Service:

St. Total |Distance |Means Of |No.Of visit
Mo.| Village MName population|From House Transport |Per Month

1




2.4 Which diseases do you comn across in women? Why?

], e et s e -

11T, HEALTH EDUCATION

3.1 Do you conduct health education programans fer women and children ?

ﬁ If yes,
; What kind of ?

.....................................................................
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3.3 Which personal problems do you come actess vhile handling your responsibilities as health worker?
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3.5 What personal problems do you come acrost while handling your responsibilities as a health worker ?
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3.5 Which programmes have failed among the tribals of your target population ?
i (Please Explain in details)
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3.6 Which programmes have succeeded among the tribals of your target population ?
(Please Fxplain in details)
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— .
2.12 How many children died in last yoar? ( IR )
) -;.Z‘",l’ ‘z‘ ; .
L \
[ 338 4 "
e K
2.13 What are the causes of these deaths ? Lot -
MO, coT ,
N D - e
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Date of interview:

Stqnature of Tnvestigator:

Name of Investiqator:

Designation:







Tribal Research & Training Institute, Maharashtra State,

An Rvaluation Of The Health & Nutritional Bellefs , Practices & Facilities
Among The Tribals Of Dharni & Chikhaldara Tahsils.

SCHEDULE NO. 4
Schedule for Anganwadi Workers
I. IDENTIFICATION.

District : Tahsil :

Village : Hamlet :

Name of Respondent:

Sex ( l-Male 2-Female ) : Age @ Years

Designation : Bducation :

No. of Years of service as Health Worker :

Marital Status

1 2 3 4 5 6

Married|Unmarried| Widow [Divorce|Deserted|Separated

No. Of Children : Male: Female:

II. Workload

2.1 As Anganwadi worker what are your job assignments?

G, o e e e 4 0 e e o o
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2.2 Target & Achievement for year 1992-93 & 1993-94

Sr.
No.

Description

1992-93

1993-94

Target

Achievement

Target

Achievement

B, mmemmamee- At o 0 B 0 b P e
.



2.6 llow many children do you take cave of 7 ___

2.7 What nutritional supplements are provided to these children ?

2.8 Nutritional status of children:

Sr., No. Of
No. Children Reason
1 | Healthy

2 IT nd Degree

3 | I rd Degree

4 IV th Deqgree

2.9 ¥hat personal problems do you come across while handling your responsibilitiésh
as an Anganwadi Worker?

2,10 ¥hich 1eps proqrammes have failed onong the tribals of your target population ?
(Please Fxplain in details)

e o b4 ey ot 8 o ot At 7t o B 8 S Ut e P T S L o O 9940 0 8 0 e 0 1 4 M

200 Ahich tens preqponpes haye suecesdod ameng Phe tribals of vour tarqet population ?
(Plecwo Peptain in dotails)
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Seasonwlse migration of families

Table No. 1.21

R R R T e ey O

| t :5.“::‘;‘\:;0:1 - Migration Period

/ i1, .

{ ~ Upto 2 months Upto 3 months Upto 4 months
Hhs, Persons FHhs Persons Hhs Persons

}1 Tainy 486 971 56 129 51 129

{ Winter 2515 | 5174 | 1983 | 4842 | 1067 | 2521

0| Sumumer 2368 | 4372 | 2197 | 5164 | 2115 | 5444

Tyt :1';:.](' Households migrating = 7442 (S0%)
B.ALS, Series No, 3. ‘Tuble No, 20,

Notree

o dec 93
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