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CHAPTER - I 

INTRODUCTION 

Media have recently been reporting incessantly wide 

sp-read occurrances o-f and consequent deaths due to Kala-azar 

fKA} 1.:..11 ff.lhar. Th"e disease Kala-azar or Visceral 

Leishmaniais (VL) is no longer unknown even to a common 

citizen of India. However, the villagers of North Bihar 

have become more familiar with the menace of it. as it has 

shown special favour in victimising them. rn~the decades of 

late 1950s till late 1960s it remained unknown even to many 

of the medical professionals; it is not that the disease has 

created havoc in Bihar for the first time. It has 

reappeared in the form of a dreaded monster, engulfing the 

rural population. Despite major breakthrough in medical 

sciences this disease remains the least known and most 

misunderstood of all the major parasitic diseases of man. 

The leading periodicals of the country such as the Reader's 

Digest (April~ 1987) and the Dharmyug (27th August, 1989) 

have come out with special articles and features on Kala­

azar to make the readers a~are of. the dreaded disease. 

Cons-e·qu-ent upon ca~pturing 'the attenti_on of media this 

problem got projected as a major public health issue to the 

governments as well as the public at large from different 

perspectives. Recrudesce of this deadly disease indicates a 
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poor performance of our health services system and, further 

I more, even after its felt reappearance it continues to 

remain neJlected as no concrete results are perceptible. As 

I compared tro 1977 governmental data of 28778 cases of KA and 

229 deathJ there were and 8778 cases and 457 deaths in the 

year 198J, which is a phenomenal inc-r-e:as:e in ;t:he face nf 

'big' claims and the so called 'effective' control measures 

in operation ever since the last 12 years. So much so that 

in the last 12 years not less than 10,000 each year has 

been reported; an evidence enough to expose the hollowness 

of the. tall claims made by the guardians of state. 

Kala-azar or Visceral Leishmariais has plagued mankind 

since time immemorial. The earliest documented information 

on this disease dates back to late nineteenth century. It 

was almost a forgotten disease~ but for its explosive 

reappearance in the state of Bihar, there has been a renewal 

of interest in this subject in the past two decades. 

Kala-azar is an insect-borne: infectious parasitic 

disease, causing considerable debility. It is characterised 

by onset low/high grade irregular fever for long 

duration, enlargement of liver and spleen: anaemia, decrease 

in white blood cells and progressive emaciation (Benson 

1975, Sehgal et al. 1988). In Indian Kala-azar, 

darkening of the skin of the face, hands, feet and abdomen 

2 
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is common due to which the disease got its name Kala-azar 

blacksickness. The skin changes are acompanied by signs of 

malnutrition (oedema, and hair changes). Intercurrent 

pneumonia, dysentery and pulmonary tuberculosis are common. 

If remain untreated, the disease proves to be highly fatal 

(Benson 197 5, Sehga 1 et a 1 1988). 

This has been occuring in rural areas of most of 

tropical and subtropical regions of the world. No accurate 

geographical distribution of this disease could be plotted 

due to the continuous changing effects of environmental 

factors on the prevalence of this disease and also because 

of their grossly underreporting or non-reporting for a 

variety of reasons. The Fig.1 shows the world wide 

distribution of kala-azar with maximum reliabil.ity (:Sehgal 

et al 1988), 

1.1 History of Kala-azar in India: A Synoptive View: 

The earliest recorded outbreak of fever which can be 

ascribed to Kala-azar was in 1824-25 in Jesore now in 

Bangladesh. This outbreak of fever then known as 'Jwar­

Vikar, caused death of no less than 750,000 people during a 

period of three years. Other epidemics which are attributed 

to Kala-azar includes Burdawan fever of 1854-75; 'Sarkari­

Bimari' of 1869 in Assam; "Kala-dukh" of Purnea in 1882. 

3 



Epidemic fever in Patna in 1856-59, and so on (GOB, 1988, 

Sehgal et al. 1989). A severe epidemic also raged between 

1917-29 in eastern part of the entire Indian sub-continent. 

It has been occuring in India in endemic, epidemic and 

sporadic forms over the past centuries (VHAI, 1988). 

This disease is concentrated in the alluvial plain of 

the Ganges and the Brahmaputra rivers. Epidemic waves raged 

from Uttar Pradesh to Assam. In Bengal, the highest number 

of reported cases were during the period of 1931-'42, while 

in Assam in the years 1885, 1897, 1913, 1925 and 1944. and 

in Bihar in 1882, 1885, 1917 and 1933. During these years 

it rolled on non-alluvial plains but rolled back to its 

original soil after some period (VHAI, 1988). 

Past studies in Indian Kala-azar have been well 

documented in the form of literature specially, the Reports 

of the Kala-azar Commission (1926-1932) and other related 

publications (Zahar~ 1980). 

In 1930s there came an effective drug, Urea Stibamine, 

to combat the menance of Kala-azar. Kala-azar control 

activities were initiated by the Public Health Department of 

the Government o-f India. After independence National 

Malaria Central Programme. (NMCP: 1953-57) and National 

Malaria Eradication Programme NMEP (1958 onwards) provided a 

collateral benefit resulting in virtual disapperance of the 

4 



SL No. 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

Source 

N A 

T A B L E 1 

DISTRIBUTION OF KALAAZAR CASES IN DIFFERENT STATES/UNION TERRITORIES SINCE 1977 

States/UTs 1977 1978 1979 1980 1981 1982 1983 1984 1985 1986 1987 1988 1989 (P: 

Assam NA NA 6 4 4 5 4* 3* 

Bihar 18589 41953 25172 13620 14165 11120 11832 12983 12029 14029 19179 19639 28778 

Delhi 8 2 3 1* 2 1* 1 4* 1* 

Jammu & Kashmir 1 1 

Meghalaya 7 NA -- 1 1 

Pondicherry 4 

Tamilnadu 62 53 NA 2 2 1* 

Utter Pradesh 9 NA 3 NA 51 19 

West Bengal 63 71 333 917 1234 2717 4233 4257 3718 4447 3068 

N ME P (Draft Document on Action Plan For Control of Kala-Azar in India), Status Reports 

Presented at Inter-State Meeting, Patna (1988). 

Not Available 

N I L 

* Imported from Bihar and oth~r investigation 

4.a 

NA 

2409 



disease from the country. Cases of KA started coming by the 

year 1971 for the treatment to different health 

institutions, and in the year 1977 ther was a colossal 

figure of 18589 from Bihar, 8 from Delhi, 62 from Tamil 

Nadu, and 63 from West Bengal and 9 from Uttar Pradesh. In 

the :s.ame ye-aT, the ;governm-ent machinery started some work in 

ord.er ,tD ·coRt·r:cl the p-roblem.. and research institutes 

started working on different aspects of the problem of kala­

azar. Rajendra Memorial Research Institute (RMRI) of 

Medical Sciences: an Unit of ICMR, National Institute of 

Communicable Diseases. Patna Unit, have been entrusted to 

carry out research works on the problems of this disease 

since the last two decades. Table: 1; provides figures of 

KA incidence and deaths as reported from different parts of 

the country from 1977· to 1'9'89. 

1.2 History of Kala-azar in Bihar: 

Fever epidemic in Patna (1856-59; 'Kala-dukh' in Purnia 

in 1882 are attributed to the earliest recorded outbreak of 

Kala-azar in Bihar. The peak years in the number of Kala­

azar cases were detected in 1882, 1885: 1917, 1933 and 1939. 

In the year 1939, twentyone temporary Kala-azar treatment 

centres were put i.nt·o op·eration by the Public Health 

Department and 11848 patients were treated in these centres 

during the year. There is an unavailability of specific 
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data for the period 1940-50 while records of Patna Medical 

College Hospital indicate a sharp fall in the admission of 

Kala-azar patients from 1942-70. Sanyal et. al (1979) has 

produced a longitudinal reviw of Kala-azar in Bihar tracing 

the ups and downs of the epidemic situation and has analysed 

the causes of its disapp-earance as well as reappearance. 

But this stu~dy la:ck:s th:e· continuity and no supportive 

evidence has been produced till now to confirm the findings. 

It says that between 1955 and 1960 there were definite 

decline in the cases of Kala-azar coming down to 3,913 in 

1960. A further decline in the cases of Kala-azar is 

available from the records of children's hospital of PMCH, 

mentioning only 196 cases from 1961 to 1975. Thus, there 

was a virtual disappearance of this disease from the state 

in late 1960s. They have supplemented their data together 

with the studies carried out in collaboration with NICD and 

Malaria Unit of Bihar state from 1977-79. 

The yearwise cases and deaths due to Kala-azar as 

mentioned in the Annual Returns of Hospitals and 

Dispensaries in Bihar of the Year 1912-1939 is presented in 

Table No.2., while Table-3, shows figures of KA from 1942-

1970. 
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Table : 2 

KALA-AZAR CASES IN BIHAR (1912-1939} 

YEAR CASES DEATHS IN HOSPITAL 

1912 1150 29 
1913 1253 24 
1914 14~6.2 37 
1915 1532 27 
1916 2112 37 
1917 24'63 40 
1918 2667 44 
1919 4600 50 
1920 7706 75 
1921 11581 121 
1922 15723 128 
1923 18942 152 
1924 28526 169 
1925 37125 192 
1926 25537 150 
1927 36831 150 
1928 41633 144 
1929 57636 166 
1930 57305 168 
1931 56145 165 
1932 55227 175 
1933 54970 190 
1934 58476 228 
1935 57400 221 
1936 68253 237 
1937 91942 316 
1938 116568 387 
1939 119465 388 

Source: Annual Returns of the Hospitals and dispensaries 
1912-1939. 
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Table : 3 

Admission of Kala-azar cases to Patna Medical College 

Hospital 

Y.EAR 

194Z 

1943 

1944 

1945 

1946 

1947 

1948 

19.49 

1950 

.1951 

1952 

1953 

1954 

1955 

1956 

1957 

1958-70 

Source: Sanyal et. al {1979) 

8 

CASES 

1021 

947 

1031 

987 

928 

923 

1912 

1528 

2 

2 

202 

2 

54 

DEATHS 

20 

19 

26 

30 

28 

15 

15 

19 



As some of the leading physicians of Patna recalls 

that the cases of Kala-azar started to recur and steadily 

increased from 1971 onwards. The number of cases recorded 

by hospitals in four districts namely, Muzaffarpur, 

Vaishal~, Sitamarhi and Samastipur durin~ 1974, 1975 and 

1976 were 40, 850 and 1371 respectively. The then health 

minister of Bihar stated in his reply tn a questinn in the 

Assembly (March 22, 1976), that the Kala-azar in North Bihar 

districts has started rcurring since 1974, incidence was 

quite high in 1975 and there was no deaths due to Kala-azar 

in the same year. There had been hue and cry from almost 

all affected districts of Bihar regarding the short supply 

and unavailability certain anti-Kala-azar drugs since 1974. 

Thus we cannot look for the definite and written documents 

to know the exact magnitude of the problem of Kala-azar in 

the beginning as surveillance and monitoring system of the 

health services system does not have any such records of 

these period. 

However, in the year 1975, USQ No. 3294 on March 

13 and USQ No. 9265 on May 8. 1975 of Lok Sabha called 

attention of the health personnel and asked the government 

to do the needful. As mentioned earlier, the recorded cases 

of K.A. in the year 1976 indicated an incipient outbreak of 

epidemic. These numbers represent only such cases which 
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visited the governmental health institutions of the regions, 

there remains a strong possibility that many more would have 

remained unrecorded. In the year 1977 there was a colassal . 
rise of figures in records due to Kala-azar reaching 18.589 

cases and 229 deaths. It was the year when governments at 

the state level as well as the centre level took some heed 

of the problem and tried to control the meance and started 

Kala-azar control unit in coordination with Malaria Unit. 

The Table on the next page gives district wise figures of 

Kala-azar cases and deaths from the year 1977-89 in Bihar. 

These figures represent only the tip of an 

iceberg. Possibility of many more unregistereed cases 

remains certain. This view has been confirmed by a sample 

survey conducted in Purnea district of Bihar in January 1986 

by NMEP~ NICD and RMRI. Patna. It is also supported by 

leading physicians of Patna working on Kala-azar. Dr. C.P. 

Thakur, Professor Emiritus, suggests that in order to know 

the actual figure, the governmental figure should be 

multiplied atleast ten times. 

1.3 Present situation of K.A. in Bihar: 

As evident from the Table No.4 of Kala-azar cases 

in the year 1989 nos 28,778 and 457 deaths. There has been 

a lot of reporting in newspapers, national as well local on 

10 



TABLE - 4 

State: Bihar Dist.rict IJise Kala·azar Incidence in Bihar for the year 1977 to 1989 
-------------------------------------------------------------------------------------------------------------------------------------------------------···········-···········---~~-

1977 1978 1979 1980 1981 1982 1983 1984 1985 1986 1987 1988 Sl. Name of 
No. the 

District 
-----------------------------------------------------------------------------------------------------------~----------------------------------------·---------------
Case Death Case Death Case Death Case Death Case Death Case Death Case Death Case Death Case Death Case Death Case Death Case Death 

1. Patna 
2. Nalanda 
3. Gaya 
4. Jahanabed 
5. Nawada 
6. A.Bad 
7. Bhojpur 
8. Rhotas 
9. Saran 
10. Siwan 
11. Gopa l ganj 
12. E.Champaran 
13. w.chemparan 
14. Muzaffarpur 
15. Sita!Mrhi 
16. Vaishal i 
17. Darbhan9.a 
18. Madhwani 
19. Samast i pur 
20. Bhagalpur 
21. Munger 
22. Khagria 
23. Begusarai 
24. Purnia 
25. Katihar 
26. Saharsa 
27. Madepura 
28. DLmka 
29. Sahebganj 
30. Godda 
31. Deoghar 
32. Ranchi 
33. GL1n8la 
34. Loherdaga 

42 9 
0 0 
5 0 

0 0 
1 0 
2 0 
0 0 
89 0 
27 0 
0 0 
218 0 
232 0 
5950 2 
164 2 
6337 182 
7 
10 0 
3109 5 
316 0 
334 0 

577 11 
34 0 
580 
455 16 

3 0 

0 0 

35. Palamu 0 0 
0 
0 
0 
0 

36. Hazarfbegh 62 
37. Giridih 22 
38. Sfnghbhum 0 
39. Dhanbad 3 

62 
15 
50 

0 
0 
6 
0 
363 
268 
160 
2549 
n 
9373 
268 
9885 
191 
24 
6794 
2566 
1850 

1062 
784 
869 
4746 

6 

0 

0 
2 
0 
0 
13 

0 
0 

0 
0 
0 
0 
0 
0 
0 

1 
24 
0 
8 
0 
0 

~ 
0 
4 

4 

5 
0 
7 

0 

0 

0 
0 
0 
0 

52 0 
0 0 
46 0 

0 0 
0 0 
1 0 
0 0 
476 0 
535 0 
148 1 
3659 2 
29 0 
4625 12 
228 0 
4249 0 
273 0 
94 0 
2388 0 
1148 0 
2027 0 

1145 0 
1042 6 
898 0 
2358 7 

0 

0 
0 
0 
0 

0 

0 
0 
0 
0 
0 

178 
8 
10 

0 
1 

0 
282 
88 
226 
1630 
14 
2242 
191 
1522 
428 
75 
1159 
7765 
788 

568 
1212 
1044 
1186 

0 

0 

0 
0 

3 
0 
0 

4 
0 
0 

0 
0 
0 
0 
0 
0 
0 
0 
0 
1 
0 
0 
0 
0 
0 
0 
0 

2 
5 
5 
6 

0 

0 

0 
0 
0 
0 

191 
1 
4 

0 
0 
0 
0 
216 
108 
247 
829 
0 
126 
195 
716. 
224 
616 
1124 
324 
575 

312 
5621 
973 
760 

0 

0 

0 
0 
2 
0 
0 

0 
0 
0 
0 
0 
0 
2 
0 
0 
2 
0 
0 
0 
0 

0 
0 
0 

0 
25 
2 
3 

0 

0 

0 
0 
0 
0 
0 

219 
1 
5 

0 
1 
0 
0 
510 
110 
180 
20, 
4 
338 
216 
391 
67~ 
27~ 
574 
33~ 
342 

15~ 
5117 
761 
696 

0 

0 

0 
0 
0 
0 
0 

0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
1 
0 
0 
2 
0 
0 
0 
0 

0 
15 
3 
14 

0 

0 

0 
0 
0 
0 
0 

269 10 
7 0 
3 0 
0 0 
0 0 
0 0 
0 0 
0 0 
469 0 
19 0 
125 0 
225 0 
6 0 
257 0 
483 61 
282 8 
804 0 
509 2 
559 13 
31 0 
121 0 

120 0 
5527 23 
1423 2 
481 7 

146 2 

0 

0 
1 
0 
0 
0 

0 

0 
0 
0 
0 
0 

361 
31 
1 
0 
0 
0 
4 
0 
406 
61 
48 
271 
19 
428 
992 
242 
476 
368 
485 
17 
92 

241 
5937 
1615 
361 

529 

0 

0 
0 
0 
0 

). 0 

7 
1 
0 
0 
0 
0 
0 
0 
1 
0 
0 
0 
0 
3 
23 
1 
2 
1 
5 
0 
0 

0 
20 
3 
0 

0 

0 

0 
0 
0 
0 
0 

376 
32 
0 
0 
0 
0 
52 
0 
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325 
125 
223 
24 
542 
1450 
208 
537 
551 
726 
85 
183 

214 
4263 
1243 
662 

660 

0 

0 
0 
0 
0 
0 

6 
0 
0 
0 
0 
0 
6 
0 
0 
0 
0 
0 
g 
~ 
4 
6 
s 
2 
1 
Q 
(j 

0 
13 
0 

0 

0 

0 

0 
0 
0 
0 

0 

220 
35 
0 
0 
0 
0 
11 
0 
463 
306 
107 
135 
22 
1146 
1284 
175 
711 
580 
1295 
7s 
0 
67 
134 
3137 
1038 
1368 
403 
21 
1346 
0 
0 
0 

0 

0 
0 
0 
0 
0 

0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
1 
0 
8 
0 
13 
12 
4 
0 
0 
0 
0 
4 
2 
2 
0 
0 
0 
0 
0 
0 
0 

0 
0 
0 
0 
0 

361 14 
30 0 
0 0 
18 0 
0 0 
0 0 
44 0 
0 0 
341 0 
163 0 
95 0 
220 0 
38 1 
1302 8 
1030 11 
290 1 
1123 10 
718 . 7 
1400 19 
106 0 
0 0 
084 0 
195 0 
2781 3 
897 1 
1024 2 
NR NR 
11 0 
6918 0 
NR NR 
NR 
0 
NR 

0 
0 
0 
0 
0 

NR 
0 
NR 

0 
0 
0 
0 
0 

222 12 
37 0 
NR NR 
NR NR 
0 0 
0 0 
17 0 
65 0 
350 0 
200 0 
106 0 
368 2 
36 0 
1254 6 
1146 1 
394 0 
1211 35 
908 43 
1655 16 
341 0 
86 3 
127 0 
221 2 
1775 2 
674 1 
882 0 
213 0 
9 0 
7078 0 
364 0 
NR 
0 
0 

0 
0 
0 
0 
0 

NR 
0 
0 

0 
0 
0 
0 
0 
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42 
8 
8 
0 
NR 
9 
61 
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177 
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785 
1519 
55 
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4705 
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0 
0 

0 
0 
0 
0 
0 

3 
0 
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0 
0 
N 
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0 
3 
2 
0 

2 
1 
9 
2 
1 
3 
2 
4 

~r 
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0 

0 
0 

0 
0 
0 
0 
0 
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KA problem. The problem has been brought to notices of the 

governments through raising questions in state assembly and 

in the Parliament by the people's representatives from the 

concerened areas. it has created havoc in the state. ln 

spite of the 'claimsi made by the government~ there remains 

nothing substantial to trace the credibility of achievements 

in containing and controlling the problem of Kala-azar in 

the state. 

Like the previous pattern, resurgence of KA in the 

beginning was restricted to the districts of north of Ganges 

in alluvial soils, now the diseases has crossed the river 

and has spr~ad over in the laterite soil. Substantial 

population in districts of South and Central Bihar has come 

into the grip of this killer disease, more specifically the 

district of Sahibganj. According to the health minister's 

~tatement in the Parliament (Sept. 1989) no less than 40 

million people in endemic areas are expressed to the risk of 

contracting this debilitating and often fatal disease. At 

present more than ·half of the population of Bihar are 

vulnerable to the problem of Kala-azar. 

~ 

1.4 Kala-azar: As Known to the Scientists: 

Kala-azar's infective agent is a protozoa of 
I o"f\. 

species called Leishma~a donovani. In general~ it is 
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accepted that the Genus Leishmania belongs to the Family: 

Trypano-somatidae; 

Kinetoplastidae; 

sub-order: Trypanosomatina; Order: 

Class: Zoomatigophorea Subphylum: 

Maotigophora and Phylum: Sacromastigo phora. Its life cycle 

involves an al terna t·e existence in a Vertebrate and an 

insect host. Its mode of transmission is through bite of 

infected female Sandfly of Genus: Phlebotomus in the old 

world. In addition. infections may occasionally be acquired 

by infected flies being squashed on the skin or being 

accidently inhaled or through direct transmission from man 

to man~ transmission by blood transfusion, through sexual 

contact or bite of infected laboratory animals have also 

been reported (Benson 1975. Sehgal et al 1988, Mukhopadhyay 

1989) . Symptoms of KA has also already been given in the 

beginning. 

Th~ proven and suspected vectors in India are 

Phlebotomus Argentipes and Ph. Papatasi respectively 

(Mukhopadhyay: 1989). Swaminathan et. al (1942) (Zahar 

1980) made a successful demonstration of 

Argentipes being th~ vector of Kala-azar. 

Phlebotomus 

The Sandfly 

belongs to Phylum: Arthropoda, Class: Insecta, subclass­

Pterygeta~ Order: Diptera, Suborder - Nematocera. Family: 

Psychodiae and subfamily: Phlebominae. The word 

'Phlebotomus' means the flies which suck blood, Argentipes 

means the flies having shiny silvery white scales on tarsi 
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of foot. In our country, these flies are mostly found in 

the Eastern coast~ Assam, Gangetic plains. foot hills of 

Eastern Himalayas upto the altitude of 600 mts. 

In appearance these flies are greyish brown in 

colour, body covered with hairs and second longitudinal vein 

of wings forcked twice.' They are nocturnal in habit· and are 

very poor fliers, move by hoppings. They prefer to rest more 

in cattle sheds than in human dwellings~ take shelter in 

dark corners setting on or under cobwebs, in empty feeding 

trough or on. any collection of strew or in the cracks on the 

wall. In human dwelling they are usually found in - cracks 

on the wall~ behind furniture, underside of beds in empty 

boxes or on hanging in the living room. 

Their breeding places in rural areas are debris 

found in the corners of soil floors of room and cattle sheds 

and under the feeding troughs. Sometimes it has been 

observed that they also breed under thick vegetation. In 

urban areas they breed in the places of similar nature. 

Sandrlies Ph. Argentipes are predominantly 

zoophilic wher¢ as Ph. Paptasi is anthrophilic in nature. A 

study conducted in Bihar showed that Ph. Argentipis prefers 

to feed on bovine (68%) man as second (17.9%) and 6.1% feed 

on avies. Intermited feeding was found in both the species. 
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Indian Kala-azar is unique, it is anthroponotic. 

No evidence of zoonosis has so far been obtained, inspite of 

the epidemiological ~vidence suggesting it to be· zoonatic. 

In other geographical regions like Mediterranean area dog is 

the reservoir. Occasionally these parasities have been 

identified in foxes, rats~ jackals and racoon dogs in 

certain other geographical regions. 

The clinical features of visceral leishmaniasis 

tend to differ between three situations namely endemic, 

sporadic and epidemic. It has an incubation period ranging 

between 10 days to 2 years'but is commonly within the range 

of 3-6 months. The common symptoms are fever, malaise, 

weight loss, anorexia and discomfort in the left 

hypochondrium .. Cough and diarrhoea are present in some and 

absent in others. In untreated patients deaths ensures in 

as many as 90% cases which is usually attributed to 

concomitant infections. Recovery, whether natural or after 

treatment, may be complete with rapid regression of fever 

and of the swelling of liver and spleen and correction of 

blood picture. In some cases parasites are not completely 

eliminated and may recrudesce in the skin giving rise to 

post Kala-azar dermal leishmaniasis (PKDL) (Zahar 1980). 

PKDL in Indian sub-continent appears within 2 

years of recovery from Kala-azar. Initially, there appears 
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some faint 

consist of 

mottling on the skin. The chronic lesions 

multiple modular infilterations of the skin, 

usually without ulceration. There are numerous parasites in 

the lesions as well as in normal skin but bone marrow and 

organ biopsy shows the absence of parasites. 

There are several direct and indirect tests for 

the diagnosis 

diagnosis which 

microscopically 

indirect tests 

includes ELISA 

of this disease, like Parasitological 

is performed to identify the parasites 

in the smears prepared from spleen. while 

include aldehyde tests, immunodiagnosis 

tets. indirect haemagglutination tests, 

competent fication test etc. 

Only available treatment of Kala-azar is 

Chemotherapy in nature. The first line drug is the 

pentavalent 

(SAG) and 

antimonials namely Sodium Antimony 

the second line drug is Pentamidine 

Gluconate 

isothinate 

commonly known as Pentamidine. There are some researches 

being carried in different institutions to find out some 

newer and more effective drugs for its treatment. 

Epidemological studies on Kala-azar of past have 

been well documentd in literature specially the Reports of 

the Kala-azar Commission (1926 and 1932) and other related 

publications. It was Sinton (1925) who first reviewed 

15 



various epidemiological obsrvations rleated to the 'theory 

of insect transmission' in relation to climatic and physical 

conditions and the distribution of the disease. Later 

Napier (1926) examined climatological and ecological factors 

namely altitude, rainfall\ soil, temperature. humidity~ wind 

direction, subsoil water. watersupply~ vegetation and 

agricultural conditions in relation to the distribution of 

Kala-azar and mapped the same. Sivarama Krishnaiah and 

Ramanathan in 1967 further reviewed the same proposition in 

the context of certain limitations and demarcated the zones 

favourable for low and high incidence of Kala-azar on map 

(Zahar 1980). 

Sen Gupta (1975) reviewed the previous works and 

indicated for the changed situation of the distribution of 

Kala-azar cases with specific reference epidermicis of 

1940's (Compared to those of earlier studies). 

There was no proper study conducted during the 

period of 1950s - 60s. As mentioned earlier. the disease 

disappeared from the state in the 1960s. There was no study 

made to know as to how and why Kala-azar disappeared from 

the state. There was a renewed interest in the study of 

Kala-azar as its recrudescence called for an attention of 

the government, the medical scientists and public health 

officials. With respect of age/sex distribution of K.A. 

16 



Infections Thakur et al (1978) analyzed the 475 cases 

recorded in Patna Medical College Hospital and his private 

practice and showed that 60% of these cases were in the age 

group 10-24 years, and 16.2% of children below ten years, 

and 4 cases of age groups 50-59 years. Infection was higher 

in males than females, in the ratio of 5.5:1. They 

indicated that there is a possibility that more males take 

treatment in the hospital, hence the higher proportion, 

while Aiket etal (1979) showed that the maximum prevalence 

was in the age group 0-10 years followed by the ag group of 

11-20 years. Sanyal et.al (1979) presented his analysis on 

the basis of intensive studies carried out during 1977-79 in 

three villages of Muzaffarpur district and concluded the 

following age-wise distribution of the KA as 0-9 years 

(20%), 10-19 years (27.2%), 20-29 years (27.2%), 30+ years 

(16.5%). They indicated that these studies showed 

differences with those of Ross (1928) and Brahmachari 

(1928). They further showed that the overall sex 

distribution of cases i.e., the male to female was of 1.7:1. 

They attributed this to the greater awakening among females 

as a possible explanation. However, it remains to be 

substained, as it is contrary to the studies carried out in 

the field of health behaviour. 

They further indicated that the majorty of the 
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cases appeared during April september the highest being 

during May August, partly coinciding with 'density peak' of 

sandflised. It was different from what Napier (1926) 

depicted in past epidemics as ~he past epidemics have had 

two 'peaks' one in the November and the other in the 

February March with the lowest being during May August 

Furthermore, Napier (1946)talked of the periodicity of the 

epidemics as per the records of the period prior to the 

availability of drug therapy and showed that in an endemic 

area of Bengal epidemic waves occured with a definite 

periodicity of 15-20 years between the rise and fall of 

incidence. The increase in incidence struck the whole 

endemic area lastinug for a period of three to four years. 

The recent reviews of Sen Gupta (1968,1975) is based on the 

analysis of past situation in the principal endemic areas in 

the 

of 

Indian subcontinent, which says that the usual 

epidemic was the prevalence of a low or 

pattern 

moderate 

incidence of the disease for about ten years of inter­

epidemic period and it is followed by an outbreak giving an 

increase of incidence by four to five times. It mentions 

that the last epidemic occurred successively in states in 

India and in Bangladesh between 1940 and i947 subsiding by 

1950s when an inter-epidemic level was reached. Although 

antimonial drugs could not prevent the occurrence of the 

outbreak, it succeeded in contairng it and saving the lives 
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of 90% of the KA cases. there came a boon as a collateral 

effect of antimalarial campaign under NMCP (1953-57) and 

NMEP (1958 onwards) as KA cases became extremely rare. 

The factors which could have influence on the 

disappearance df the disease, Sanyal e~a~ (1979) delineate 

following three, viz. 

i) effective treatment of all cases. 

ii) increase in solid immunity and consequent inter­

epidemic lull. 

iii} impact of DDT spraying under NMCP/NMEP. 

Undoubtedly, there was a provision of effective 

treatment of Kala-azar due to availability o~ potent drug as 

Urea Stibamine of Brahmachari. But the second factor is 

subject to 

immunological 

further investigation as 

studies are available any 

context. Further more there are instances of 

no supportive 

where in this 

older people 

being affected by the disase in the studies of Thakur etal 

(1978) and Aikat (1979)· 

About the third factor which they described as a 

contributory factor for the killing of substantial vector 

population as collateral effect of insecticides of 

antimalarial campaigns; it lacks of longitudinal 

entomological observations during the antimalarial campaign, 
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and subsequently until the recrudescence of VL cases 

occurred. Delay in the outbreak of Kala-azar epidemic also 

question the validity of the argumentgs of othe author. 

While talking about the reapperance of the disease they 

mentioned following corrollary. 

a) addition of rion-immune population 

b) withdrawal of insecticide spray. 

A~ the validity of the factors responsible for the 

disappearance of no diseasee remains to be tested, the 

assertion for the recrudence of KA is itself far from as 

neither any immunological/entomological study has ben 

conducted to confirm these hypothesis nor other factor 

responsible for the reappearance and disappearance of the 

disease has emerged. Non-availability of such studies 

indicates the indifferent attitude of academician and 

technocrats in the problem of Kala-azar. 

The disease is mostly concertsated among the rural 

poor having poor and over crowded housings, those sharing 

space with the tattle and have poor sanitation factilities. 

Sanyal et al (1979) showed that the mean number of family 

members in the affected household was greater than the mean 

of other household in the villages. : 
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1.5 Need for the Present Study: 

Inspite of governmental slogans 'Health for All 

by 2000 AD'· and 'people's health in people's hand' the 

disease of Kala-azar which has been playing havoc in Bihar 

for the last two decades remains to be tackled. It has been 

bringing substantial mortality and morbidity in the 

population, and thereby causing hindrance in the 

developmental processes of the state. · Though no such 

corelates have been delineated in the present situation. 

In the recent weeks media have been reporting many 
cr--r-- a case· of Cholera and subsequent deaths from Patna. These 

cases of Cholera are in series of epidemics which the state 
' 
' 

ha~ been experiencing since the last few years. This is 

what Banerji (1990) calls 'Epidemic of Epidemics'* The 

series of epidemics includes diseases,namel~ KA, JE, Viral 

Hepatitis and ofcourse Cholera. 

Precipitation of such a large number of expidemics 

indicates the failure of Public Health Services system in 

the state and indicates that there is something drastically 
i 

wrong with the Health Services Systems in general. 

There is an urgent need to know more about Kala­

azar. These information are to be obtained from the fields 

of epidemiology, entomology, immunology pathology, 
* In the course of discussion with Prof. Banerj~~, 
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microbiology and so on. It is an imperative to know these in 

order to evolve an effective treatment of this "Cindrella of 

diseases.' Inspite of these requirements one fails to 

apprehend as to why the disease of Kala-azar remains 

neglected in the field of academic and research activities. 

Thus these factors call for a need to study and understand 

the problem of Kala-azar, in the existing Socio-cultural and 

politico-economic backdrop of the country. This study is to 

be made in an interdisciplinary and holistic perspective. 

Such a exploratory study may provide some key 

variables in understanding the problems of Kala-azar vis-a­

vis the Healtp Services System of the State. 

1.6 Premises of the Present Study: 

The disease of Kala-azar essentially affects the 

rural poor population as all the environmental conditions 

in conducive to the growth of sandfly, the vactor are found 

and around their houses. As the disease affects the 

sections of people rural or urban, people of the 

sections remain indifferent even towards this 

poor 

other 

dreaded 

disease. Thus there is a little concern for Kala-azar in the 

minds of 'elites' who are involved in policy formulation and 

programme implementation. There is an acute lack of 

diagnostic and treatment facilities in the affected areas, 
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as rural health care delivery systems are not developed 

enough to meet the requirement of population or as per 

plans. Thus ior a long duration the disease remains 

undetected or misdiagnosed or treated by local quacks as 

private practioners demand heavy charges And consequently 

there ~re lots of morbidity and mortality due to Kala-azar. 

Inspite of so much of attention paid to the health 

services, rural population still lacks the provision of 

basic health facilities. It is enigmatic to see nothing 

concrete coming through despite a big cry. There has been 

little concern for control activities of Kala-azar in the 

state. Nothing such has been pursued on the research 

on Kala-azar, even though it remains a matter of 

concern for health plannerss and administrors. All 

factors indicates towards an accute lack of political 

and initiative to control the disease of Kala-azar . 

front 

urgent 

these 

will 

Furthermore, there exists many a linkages between 

the culture of a community and its health condition. Each 

culture has an inbuilt mechanism for heading with its health 

problems. If any new health problem arises out of certain 

environmental, ecologial ~r socio-economic changes it· 

responds to combat the same in a particular way. In the 

modern complex society political and economic forces play a 

vital role in combating the epidemic problems. Thus there is 
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a need to explore the socio-cultur~l, socio-political and 

politico-economic forces responsible for the negligence of 

such a major health problem. 

1.7 Objectives of the Study: 

In the light of mentioned premises this study 

attempts at ind capture the sequence of events which came in 

the course of reappearance of the disease and the responses 

to the probllem of Kala-Azar since 1970's. 

The first major objective of the study is to 

explore how and when the problem of Kala-Azar was perceived 

and identified at the state level-by the people and by the 

governmental authorities. The problem is studied at a macro 

level. 

Second major objective of the study is to 

into the governments responses to the problem and 

people's demand concerning the problem of Kala-azar by 

look 

the 

the 

governmental authorities. The problem is studied at a macro 

level. 

Third major objective of the study is to know what 

this problem meant to the people and how did they respond to 

it. It is studied at five different levels namely the 

centre, stab, district, PHC and finally at the village 

level. It further scoops into the perception and cognition 
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of the poeple regarding the gov~rnmental programme and 

policies to combat the problem. 

The fourth major objective of the study is to 

make an a~alysis of political and administrative measures 

taken at the state, district, PHC and village levels by the 

government to tackle the problem. It looks into the various 

measures taken at all these levels to combat the menace of 

Kala-Azar. 

The fifth ~ajor objective of the study is to 

delve deep into the people's perception and response to the 

disease of Kala-azar at a villa~e level, specially selected 

for this purpose, Saharia in Vaishali district. it aims at 

cultural meaning notion perception and cognition of the 

disease of Kala~azar in context to 'Health Culture' of the 

community. It al~o studies how the people responded to this 

·crisis at the inpividual as well as at the community levels. 

Th~s the_study tries to look for the causes which 

are responsible for 'inadequate responses' to the problem of 

Kala-azar. It tries to study the the political economy of 

the problem of kala-azar together with socio-cultural and 

environmental factors. At a narrative level it tries to 

explore various causes of the the neglect of such a major 

health problem and link them to the nature of the society. 
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1.8 Limitation of the present study~ 

One of the major limitations of the study is due 

to difficulty in linking up of the responses to the problem 

and nature of the society. 

Secondly there is an acute dearth of information 

from secondary sources due to inadequate stirveilliance and 

monitoring systems o~ health services system. Furthermore, 

problems got aggravated due incomplete records and poor 

quality of records and poor quality of record keeping. 

Diversity of the nature of informations to be 

collected contributed towards the limitations of the study., 

It is obvious that the required data has to be collected in 

the perspectives of epidemiology of 

organizational set up, managerial aspects, 

Kala-azar~ 

political 

processes and so on diversity in the ~ources of data is 

equally a contributary factor in the limitations of the 

study. 

Above all time constrains contributed a major 

limitations in the collection and analysis of the data by a 

sirigle inve~tigator. 
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CHAPTER - 2 

METHODOLOGY 

The present study is basically of an explorative 

and analytical in nature. It utilizes concepts and m:ethods 

of different disciplines to identify the problem of Kala­

azar · at different levels and to know the respective 

responses at various levels. As mentioned earlier, this 

public health problem is viewed in holistic perspective. 

Thus the study is essentially interdesciplinary and helistic 

in its nature. It explores the various processes of 

socciety, culture, politics in addition to the 

epidemiological impacts of the disease on the society. The 

impact of technological advancements to control the disease, 

its tandem with the political and administratiave actions 

have been studied with special interest. The study 

shows tpat there is considerable interaction among the 

various components which precipitates the problem and calls 

for a response. Besides this, it also considers various 

components of interaction which are responsible for the 

functioning of a public health system and changes in its 

organisation and programme implementation and emanation of 

policy for a programme and so on. For instance, projection 

of a problem through media affects change in the outlook of 

political representatives of the society in the authority, 
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hence subsequent changes in policy perspective, programme 

formulation and its implementation which otherwise remain in · 

-accordance with the advices and recommendations of the 

technical experts or 'technocrats'. This change arises out 

o-f ·pressure on the political leadeship tos respond in a 

p.articular ·way. Thereby it requires concepts and methods of 

different disciplines in analysis of the data too. 

Studying the problem of KA and its responses 

involves a careful analysis of the following factors. 

a. epidemiological factors. 

b. social, cultural, economic and political forces 

influencing the problem and their responses. 

c. ad,ministra•tive factors including organizational 

setup and behaviour in health delivery systems. 

d. operational/technical and other associated 

factors. 

Analysis of the data involves these forces to 

interact with one another and to operate in inf~uencing the 

policy formulation, programme implementation and performance 

of the programme over a period of time since early 1970's 

till date. 

It further tries to explore the causality as to 

' why there is such a dismal response to the problem of such a 
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vast magnitude by looking into the dynamism of social, 

economic and political forces which influence and shape the 

·health services system in general. 

Adoption of such a perspective to study the 

probLem "of Ka_la-az:ar p.resented a number of methodological 

problems. The process of data collection also brought about 

some challenges in carrying out the study too. Till now no 

interdesciplinary and holistic study has been attempted to 

study the problem of KA, thus considerable efforts have been 

made in designing the study·, working out the procedure for 

data collection, analysis and interpretation of the data. 

The study is made at five different levels, namely 

the centre, the state, district, PHC at the village 

concerned. It plans to go for a comprehensic analysis of 

the problem of KA, within the existing socio-political 

setup. It is a case study of a severely affected village, 

where all,the activities related to the problem is zeroed 

down, and linked upto the study from a micro to macro level 

and vice versa. Pseudonames for informants from village 

level study have been used. 

2.1 Data required and the sources: 

The study required data of the following nature 

with specific reference to resurgence of the disease since 
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eaily 1970s at different levels of the study. 

1. How and when was the problem identified and perceived 

by the people and the governments (Central and the 

State)? 

2. What are 80vernment's response to -the p:r:ob1,em and t-o 

the people's demand concerning the problem?. Meaning 

thereby responses of the State Government as well as 

that of the Central Government. 

3. What is people's perception of the problem as well as 

governmental measures regarding the problem? 

4. What are the people's responses to the problem and the 

governmental actions regarding the probl-e.m? 

A part of these data were collected from Patna and 

Delhi by looking into various sources like archives of news 

paper, governmental reports, committee reports and by 

interviewing informed and concerned sections of the people 

as well as the affected ones government officials, 

doctors, and persons from social, political and voluntary 

org·anizations. These data are as per the requirement of 

centre and state level study. 

District level study required data of the 

following nature: 
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1. Details of governments programme in Vaishali district 

to tackle the problem of Kala-azar in relation to the 

'population of the district, health institutions available 

and riature of the fa~ilities available and accessiable to 

the people. 

2. These data were collected from the district hospital 

and district malaria officers by looking into their records 

and programme directives with reference to the problem of 

KA. It was supplemented by interviewing persons holding 

responsible offices. Secondly, regarding the problem of KA 

and responses to the KA control activities responses were 

recorded by interviewing the conccerned and affected people 

through formal structured interviews, like patients in sadar 

hospital, local leaders, students and so on. 

PHC level 

nature as that of 

study required data of the similar 

the district level in more details 

concerning the activities of Sahdei Bujurg PHC. These data 

were collected from the records of PHC and was supplemented 

by interviewing doctors, paramedical officials involved in 

KA control activities. Some concerned and affected people 

were also interviewed which included the medicine shop 

owner, local youth, patients visiting PHC and some local 

, leaders who also worked as social worker in that particular 
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.. 
locality. Some of such informants are also teachers . 

The requirement of the village level study was one 

of anthropological perspective methods, and techniques of 

this discipline were used, such as qbservations, informal 

interviews and indepth case study. Data of the following 

nature were collected. 

1. Perception and cognition of the problem of KA, in the 

population, in general, and the members of affected 

families in particular. 

2. Specific responses to the problem at the individual and 

community levels. 

3. Perception and responses of the governmental programmes 

related to KA problems. 

4. Ecological and environmental setup of the village. 

5. Dynamism of village power-structure, social and 

economic realities of the community and its influence 

over the problem. 

The sample of the population interviewed 

consisted of 110 people out of which 60 people were there 

those who had suffered due to KA or someone of theirs family 

members had suffered due to it. Rest of the people were 
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selected at random and a few of the them were interviewed 

incidentally who had come to that village for some purpose 

or the other. The detailed case history took into account 

of fifteen informats and opinion of the community heads of 

different castes as well in a systematic and intensive 

indep,th int:ervi:ecw. These informants were cross-checked with 

diffurent poe:opl:e and the .key informant, being a local 

student studying in class tenth in a near by school; out of 

this three has been presented in summary form. 

The case study also recorded tfie information of 

references of visiting different health institutions and 

rough expenses spent and experiences made in the process of 

the treatment. Such type of information helped in 

understand-ing and recording data related to a particular 

type of actions in response to governmental programmes. 

2.2 Selection of the Study areas: 

Problem of Kala-azar is an acute public health 

problem in the state of Bihar. As mentioned earlier kala­

azar has resurged in the state in the early 1970s and is 

still prevalent in whole of the north Bihar, specially in 

the pla-ins- o-f alluvial soils in north o-f the Ganges. Since 

last two years it has crossed across the river to the south 

and spread in the districts of south and central Bihar, in 
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the regions of laterite soils. 

0 0 

Bihar lies between the latitude 22 N and 28 N 
0 0 2 

and longitude 84 and 88 E. It has an area of 173876 km . 

It is bounded in the north by Nepal, in the east by West 

·Bengal, in the South by Orissa and in the west by Uttar 

Pradesh and Madhya Pradesh. The state is divided for 

administrative convenience in a number of districts which 

again are subdivided into subdivisions and blocks; and a 

Primary Health Centre is located in each block of the state. 

The North Bihar and South Bihar is separated by 

the river Ganga. Vaishali is one of the districts of North 

Bihar with its headquarter at Hajipur. This district is 

further subdivided, geographically, into two sub-micro 

regions, namely the Gandak-Burhi Gandak flood plains and 

Ganga-Gandak flood plain. The Ganga-Gandak Flood Plains 

lies in south-eastern portion of the district. Mahnar Bazar 

is famous for its grain Bazar in the region. This town is 

situated at 48 metres above the sea level. It has average 

annual rainfall of 107.98 mm. Paddy, wheat, maize, 

surgarcane and banana are the main crops of this area. This 

regio~ consists of numerous chaurs and Tal lands. They 

remain filled with rain water during the season. This 

district has been selected because of convenience for the 

investigator. 
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The PHC, under study, Sahdei Bujurg is located in 

this region and covers 109 villages. In the year 1989 it 

reported 454 cases of KA and 48 consequent ~eaths. 

Statistics related to KA were not available prior to 1981. 

In the course of study it was brought to notice that till 

:!_983,_ ;thLs PHG was at Desari, a place where an additional 

PHC is functioning. In a report to CM0(1989), this PHC 

mentions that 54-villages of this block are under the grip 

of this disease. 

The village selected for study, Saharia, is 

covered under this PHC and is the worst affected among the 

all the villages. In the same year i.e.~ 1989 it reported 

3f) deat:.hs, and 26 7 cases of KA as per the official records; 

while villagers claim of 50 deaths due to the killer 

disease. 

2.3 The Village under study; Saharia 

Saharia is a multicaste village. Its population 

consists mostly of backward castes ~nd scheduled castes. It 

is 5 kms north to its PHC. It is connected to a small 

railway station at Sahdei Bujurg by a Kuccha road toward 

south and to its 3 kms north lies the state road ways. The 

roadway connects it to its district head quarter at one end 
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and Dalsing Sarai to the other. The metre-guage railway 

·line connects Sahdei- Bujurg to Hajipur on one side and 

Barauni Junction on the other side. Thus the village 

remains accessible to Jeep, Rickshaw, Tonga from the nearest 

railway station as well as roadways. · 

The village has one small Bania shop to cater the 

needs of th villagers to some extent. It has one depleted 

small primary school, too. However in the nearby villages 

we have more than one institutions - · providing education 

upto high school. Villagers for shoppi:ng go to Sahdei or 

Hajipur. It was learnt from the villagrs that till early 

1980s they used to go to Dalsingsarai for the treatment of 

Kala-azar as they knew that some doctors there had the 

expe-rtise -fn the diagnosis and treatment of the disease. 

The population of this village is Four thousand 

one hundred and twenty five. It mainly consists of Yadavas, 

Kurmis (Koiris), Pasis (Toddy-Tappers) and Paswans. There 

are 3 houses of muslim community, which consists of about 25 

persons. Muslim people have Youths who work and stay 

outside the village mostly. They have the occupation of 

leathe~/hide selling. Majority of the people are dependent 

on agriculture. Yadavs are the ones who own land and they 

have substantial social and political dominance in the 

village. Persons of other communities are either farmers or 
; 
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agriculture labourers. Many of these people go to other 

villages or nearby towns to earn their livelihood. There 

are three peons and two lower division clerks who work in 

the district administrative offices. Most of the people of 

the village like other villages of the state are illiterate. 

There exists a cluster of villages around. it­

These villages are situated at the radius ~f 1 to 5 kms. In 

the nearby_village like Chakjamal, it is the Kurmis who are 

dominant; in Mazrohi it the yadavs, in Shekhopur; it is 

again the Kurmis, Chaenpur has a more diversified high 

castes including Brahmins, Kayastha, and Bania community. 

As a whole this Panchayat of Wajidpur is dominated by the 

Yadavas. The nearby Panchayat is dominated by the Rajputs. 

These Panchayats are a part of Hajipur reserved 

parliamentary constituency and Mahnar assembly constituency. 

Co-dominance of yadavas and Rajputs is evident when one 

looks at the list of MLAs who have represented this assembly 

constituency since 1~52. 

Dushads, 

population than 

or Paswans are substantially high in 

those other castes. They are poor, 

illit~rate and eke out their living through daily wages in 

agricultural activities, plying rickshaw and similar nature 

of occupation. 
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2.4 Problems of Data Collection 

There have been many problems in the collection of 

data for the study. Some of them are as under. 

Incompleteness of Data 

M'aN'Y o-f :t:fute· ·dat:a at ,the centre,, state and district 

levels were inadequately recorded. Even if some of them 

were recorded, now some of them are either ~issing or cannot 

be traced. Incompleteness of data is aided by the poor 

quality of record keeping. Furthermore there is a lack of 

details of information. 

Reliability of the Data 

As many or the cases of Kala-azar do not visit the 

governmental health institutions, many of them remain 

unregistered. Thus the statistics of KA ·remain 

underreported. Furthermore, reliability of data related to 

KA control activities remain doubtful as some of the 

recorded cases might not have taken place at all. This was 

confirmed in cours of the cross-checking of the data . 

. 
Poor Quality of Record Keeping 

Even the data pertaining to the period of as late 

as 1977 is not traceable because of the very poor quality of 
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record keeping in the District Malaria Office and PHC. The 

records of CS office suffers a similar fate. 

Shortcomings in the analysis of Data 

In these. records there was no analysis of raw 

data. Specifications like Age-Sex distribution of the 

diseage and socio-economic ccinditions of patients are also 

missing. 

Notification 

KA is not a notifiable disease and since its 

resurgence remains unreported at many instances. 

2r5 Literature Survey 

It was Benjamin D. Paul (1955}, who lucidly spelt 

out various linkages between helth and culture of a 

community. Later on Steven Polger presented a 

comprehens1ve review of then available literature tracing 

relationship be ween health and cut lure of a community. 
' 

After sometime other scholars updated and presented studies 

on these aspects. It has been of interests to academicians 

and scholars who worked in such fields with specific 

reference to Indian society. 
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It is not out of place to mention that the 

ihterest in village studies in Indian anthropology and 

Indian Sociology was advocated profoundly by Srinivas. At 

this juncture scholars. emphasized the need to carry out 

studies at a micro-level and link it up to those at macro-

level. Unfortunately with regard to health, thexe st:ud:Les 

lackfirstly holistic and multidisciplinary perspectives, and 

are biased in favour of theoretical propositions propounded 

by Western Countries, which have social, cultural, political 

and economic settings, quite different from the Indian one. 

Now coming to a few particular studies as speific 

to the one that of Hassan (1967), which had been carried 

out in a village of Uttar Pradesh is worth-mentioning. It 

highlights many of the relationship between health and 

culture of a community together with some social 

imperatives. Unfortunately, it does not shed off value 

judgements such as that, Western medicine remains superior 

to other ·medicines and people fro~ rural areas does not 

accept it as provided by the health services systems. These 

limitation are similar to those of Mckim Marriot (1955), 

Morris Carstains (1955) and even to those of Djufelt al 

Lindberg. 

Review works of Anita Minocha (1972), Karna (1976) 
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provide an evidence of indequacy in efforts made by the 

anthro pologists in developing the required framework 

relevent to the studies in the field of health behaviour 

research. A reivew of ICSSR mentions that very little 

progress has been made in·order to develop an adequate 

conceptual framework in this field through all these years. 

No doubt, with the concept of 'Helath Culture' 

{Banerji 1982), as developed and propagated since 1961, by 

the scientists working on Tuberculosis problem of India 

brought a significant change in the perspectives of sociaJ 

scientists who were working with socio-cultural insights in 

health fields. In addition to this, concept of 'fiet-need' 

has equally contributed in the development and rigour of 

healt'h behaviour research in India. Studies of 19 villages, 

spread over 8 states in the country has brought forward by 

the propounder of this concept himself and a few of his 

research students are worth-mentioning. He had identified 

four integral factors of health behaviour in order to 

understand the sub-culture or Health Culture of a 

,community. These four factors relates to: 

a) 

b) 

entire spectrum of health problems 

cultural perceptions and interpretation of 

problems 

these 

c) various curative, preventive, promotive and other health 
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facilities provided by the state 

d) and other health institutions existing, a part of culture 

of the community. 

As mentioned earlier the author in his studies of 

19 villages brings out the factors associated with health 

problem of these commtinitLe.s and provid:es insights with 

respect to the availability and accessibility of the health 

care delivery institutions. Furthermore, he stresses upon 

the absence of health problems in the manifestoes of Indian 

political parties and subsequent negligence. 

Study of Sahu (1980) _in the similar perspectives 

mentions a transition in the health behaviour of Oraon 

Community as a consequence of changes in social settings up 

influenced by the forces of uTb~nisation, migration and 

industrialization in those regions. 

reference 

It 

to 

will 

the 

not be out of place to make a passing 

study of Gould (1958), who mentions a 

cognitive discretion of villagers in selecting the mode and 

institution for treatment of disease with the availability 

and accessibility of the health institutions in that 

particul~r society, while the study of Vander Veen (1982) 

with respect to Tuberculosis highlights a few socio-cultural 

factors influencing the particular mode of behaviour of the 

patients with respect to the accessible health institution. 
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Now coming to the specific area of Bihar very few 

studies have been made available due to the paucity of such 

studies, presenting some relationship of poverty with the 

population, while another fascinating study has been brought 

out by Jayasw..al (1985), with respect to the health 

modernity. ·study by Khan et al ·traces many of the factors 

which are responsible for under utilization of PHCs and 

calls for a macro perspective'of Health care delivery system 

of the state. 

As mentioned in the previous chapter studies­

related to KA in the past have been well-documented in Kala­

azar Commission report and a few other related publications 

(Rf. Chap. I, PP''• Lrl. 

Some specific studies as carried out by the doctors mention 

a few general observations related to KA. Later on, some 

studies have been initiated by RMRI, Patna and their full 

reports are awaited (Annual Reports 1985- 1989). 

Annual Report of RMRI, Patna for the year 1985-86 

mentions about the study which provides some data on the 

socio-e·conomic status of uman populaion affected by KA. This 

study has been carried out in one of the highly infested 

areas. Similar findings have been reported in the Annual 

Report of 1987-88. · Which again emphasises upon the 
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congecture, cligration of people from the one region to 

pnother and development of immunity in population of a 

particular region, but these studies evidently lack support 

cif da~a related to refraction and immunology. The series of 

Annual Report of 1988-89 mention some observations related 

to the outbreak of KA in Borio block of Sahibganj district. 

Coming of KA to ~his region is an enigma in itself.· The 

study points out that there has been no ecological change 

for the past few years. This observation is in itself a 

paradox. The depleting conditions of forests due to 

deforestation, querry workings in this region has perhaps 

been overlooked and so much so the Plasmodium Falciparum 

Control Programme had been under operation till 1988 (An 

information from the Swasthya Bhawan, Govt. of Bihar, Patna). 

Thus, it is but obvious that there is a lack of 

studies with a view to understand the problem of KA with its 

re-emergence in the state of Bihar; studies with an emphasis 

on socio-economic and socio-political context which may 

reveal a systematic understanding of the problem. In the 

present study an attempt has been made to understand the 

problem of KA in this same perspective, which may reveal a 

systemataic understanding of the problem with its present 

status vis-a-vis the status of Public Health Services system 

of the state. 
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CHAPTER - 3 

PRESENTATION OF DATA 

Data made available in course of. field work has 

been org~nised as per the objective of the study under the 

headings of identification of the problem of KA by the 

government and the people and peoples responses to the 

problem in a macro perspective. Data related to 

Governmental actions has been presented under two headings; 

as Central ~overnment's actions and as State Government's 

actions. 

Data related to programme implementation has been 

studied at length in context of Vaishali district and Sahdei 

Bujurg, PHC ~nd the village Aharia. 

In the next stage, as per the requirements of the 

study, a detailed case study of a severely affected village 

Saharia has been presented. 

Finally, a separate heading has been devoted to 

present the informations related to the malfunctioning of 

the go~ernmental institutions in combating the problem and 

pilfe~rage-s of insectides and anti-KA drugs. 
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3.1 Identification of the problem of KA at the state level. 

It was perhaps, Dr. Ram Swaroop Agr~wal of SKMCH, 

Mu~affarpur, who identified the coming of Kala-azar back in 

the state. This information was brought in the Patna 

Medical Gazette (1968) and was circulated in the 'Branches 

News' of Indian Medical Association of the subs.equent years. 

Doctors of Patna and Muzaffarpur recalled that cby the year 

1971 a number of KA cases started knocking at the doors of 

different· heal~h institutions. These patients were mostly 

of very poor socio-economic strata of the society, they left 

no stone unturned to get cured, inspite of their inability 

to pay and bear the expenses, they visited the Patna Medical 

College Hospital for treatment. By the 1974, a number of 

reports started coming into the local news papers -r:e;g,ar-dLng 

the unavailability and blackmarketing of anti KA drugs. The 

problem of Kala-azar and its menace were raised on the floor 

of the state assembly (BVSSNQuestion Mach 22, 1976) and the 

Parliament (Lok Sabha)(LSQ. March 13, 1975). Doctors of 

Patna and Muzaffarpur who are working on problem of KA 

recall that by the year 1974, KA started appearing in almost 

all districts of North Bihar specially in Vaishali, 

Muzaffarpur, Sitamarhi, Begusarai, Samastipur and Darbhanga 

districts. As per announcement in the Parliament it was 

Indian Council of Medical Research (ICMR) which was 

e~trusted with the task of calling a meeting to assess the 
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problem of Kala-azar (NICD MANUAL Series No. 4-1979). This 

~eeting was presided over by Dr. P.C. Sengupta, who had 

expressed the possibility of coming of KA way back Ln 1968, 

& 1973, and participants included a Dr. L.S.N. Prasad; 

Dr. C. P. Thakur, then the Director of Health Services., Bihar 

in add-ition Co NICD "F>'i:re-cto-r, and Director Malaria Research 

Institute ·re'~e:cti:ve'ly. T..'L:Il ·then medical 'technocrats 1 

were complacent about the problem, but by the year 1975- 1 76 

a sizeable number of Kala-azar cases from North Bihar, 

specially from the districts of Vaishali and Muzaffarpur, 

came to the knowledge of doctors in Patna as well as doctors 

of Sadar Hospitals~ A research institute (Rajendra Memorial 

Research Institute of Medical Sciences; RMRI) in Patna, 

which used to carry out researches ·on tropical medicine and 

had only 3 to 4 beds for Kala~azar patients, but was flooded 

with the Kala-azar patients. At least 50-60 inpatients had 

KA. In 1975, a daily from Patna, published a news feature 

with the caption 1 Bihar Me Kala-azar Mahamari 1 (Kala-azar 

epidemic in Bihar) ( BVSQ D-241, July 22, 1976) in the month 

of February. There came an unstarred question in the 

parliament referring this news headline on March 13, later 

on May 8, the problem of Kala-azar was again raised in the 

parliament. By the next March enough heat was generated to 

attract the attention of government. The problem of KA was 

raised in the State Assembly through a short notice question 
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on March 22, 1976. It is evident from these informations 

that the government had identified the problem of Kala-azar 

in the State and stated in the house that the problem of KA 

is in the state since 1974 and the state government had been 

taking special measures in order to cope· up with the 

situation. A very interesting information has come into 

notice that the government had earlier stat.ed in the house, 

that anti-KA drugs was to be imported from Iran. It was 

informed by a member in-course of debate in the house. 

Nothing more· could be traced out regarding this specific 

information. 

By the year 1976 perhaps government had realised 

the need to assess the problem and took the initiative for a 

sample survey of three badly affected districts of the state 

namely, Vaishali, Muzaffarpur and Sitamarhi. This survey 

was made by NICD from June to September 1976. This survey 

revealed that 64% of villages were affected with a 

prevalence rate of 0.20% and maximum number of cases were in 

the age gro~p of 0~19 years. In subsequent years, a team of 

officials of the Government of India visited 72 villages of 

Samastipur in addition to the villages of previously 

mentioned district. The team reported that 89% (69/72) 

villages were worst affected with the disease and had a 

overall prevalence rate of 1.1% and case fatality rate of 6 
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percent. Another interesting information has come to fore 

that, Mahnar Block of Vaishali district reported 117 cases 

;;md 3 deaths in the year 1975, and 120 cases and 4 deaths 

due to KA in subsequent years. However, 1977 and 1978 

w·itnessed 851 cases and 12 deaths and 2067 .cases at· 7 deaths 

respectively. Figures of 1978 is the highest reported 

figures till date CNTCD MANUA:L). 

Then came the year 1977, when the country ~itessed 

a change in the political leadership in the country. One of .. 
the then ruling party members made a special statement 

regarding the spreading of Kala-azar in Bihar in the Lok 

Sabha. In course of the candid statement he expos~d the 

government's inadequacy in dealing with the problem of Kala-

azar. He also referred to the fact of underreporting of 

figures of KA cases- :aor-Hi' d-eat!la:s {LSDebatesVo. II pp.204-296, 

July 29, 1977). Reference to kala-azar problem was 

mentioned in the House even before this in the form of an 

unstarred question of the parliament (LS USQ No. 77, June 

16,1977). 

It was the time when the government of India and 

government of Bihar perceived the problem of Kala-azar, and 

consequently Government Df Bihar was asked to implement a 

Kala-azar control programme in consultation with NICD (NICD 

MANUAL). 
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But the problem failed to catch hold of full 

attention of those in policy formulation and programme 
. 
implementation, and resultantly, the problem got aggavated· 

~y the year 1983 and started raising its ugly head by the 

year 1985 when it spread across the river Ganga and gripped 

the districts of south and central Bihar. People's 

nepresentatives from various platforms raised the voice 

against the governmental apathy in dealing with the problem 

when the reported deaths increased substantially in the year 

1989 reaching almost 500 from the state of Bihar alone. KA 

beccame an issue of political stake in north Bihar, fer 

parliamentary and assembly elections, and for the first time 

the governor of Bihar mentioned problem while addressing the 

joint sitting of upper and lower house of the state assembly 

:gn N-arch 21, 1990. 

3.2 People's responses to the problem and the governmental 
programme for control of KA J..A macro perspective) 

Re-emergence of KA in the state caught the whole 

population unaware. They did not know in the beginning how 

to cope up with this crisis as it has disappeared for the 

time being many of the physicans in those remote areas where 

manifestation of the disease were earliest did not know 

exactly what do or how to diagnose and treat the disease. 

The earliest victims of this disease were mainly from rural 
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poor of the society. They tried their best to utilize the 

available and accessible health services. Then to other 

facilities that is why we hear of a few 'Hakims' who were 

among the firsts who diagnosed the disease. KA problem 

·brought a lucrative sum to these medicine practioners in the 

remote areas who claimed to know and possess the required 

'tTea"t·ment- and drugs; it is one of the reasons that helped 

-rne ·prren~mn-ena of quackery to flourish. Even after this 

when the patients kept suffering/dying, the family members 

turned to modern and specific health institutions like the 

medical college hospitals and research institutes. In 

course of a casual coriversation with the pitients and their 

family members admitted in these institutions, I learned 

that many of them had already known the places, where to be 

treated for this disease, as a few of co-villagers or 

relatives and friends had informed them about the problem 

and its treatment and the place where its proper diagnosis 

was available. 

Even in the beginning, as some of the o+d patients 

and medical professionals working in these areas recalled 

that once having known the problem they used to visit the 

places where they could be treated well. Then the coming of 

que~s-tion in the state assembly about the cases and deaths 

due to 'unique disease' indicates towards the curiosity as 

well as anxiety the people have for the disease. 
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Furthermore, raising issue of governmental inadequacy in 

providing anti-KA drugs since 1974 indicates a supportive 

confirmation of people's awareness to the problem. In 

course of informal chatting with some of peoples selected 

randomly, I was surprised to know many a misconceptions 

about th-e d-iscea-s:e o:f ool{A-, .as .Lt is thought to be a kind of 

cancer. 

Thus, at the state level many people raised the 

voice against the problem of KA from different platforms 

like writing in newspaper, raising questions in assembly and 
_:;.:. 

council and staging demonstration against governments 

inability to contain the disease. Informing and presenting 

memorandums to the concerned authorities like sub-divisional 

magistrates, District M-a:gistr.a,te.s and different ministers 

and their representatives in the legislatureal executives 

are some of the most common method in this direction. 

However, these responses were not intensive in the 

beginning or early years of resurgence. Such responses were 

more intensive since the year 1987. There was a big 

demonstration in Patna in the year 1988, it was led by a 

former chief minister of Bihar and the then MLAs from worst 

affected areas. M-an.y d-emo.ns,t,r.ations were h-eld in d.istrict 

and divisional headquarters too. By the year 1989, the 

death rates in KA increased steadily and it was but obvious 
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~· 

that the responses through such meani were more intensive. 

reports 

calling 

views on 

It is· learnt by looking through the newspaper 

that gminent citizens and professionals started 

up many a press conferences and expressed their 

the problem of KA and inadequancies of control 

which attracted the attention of the ,puhli.c ,a,t 

the people in the offices in the concerned 

programmes, 

large and 

departments. 

Reports of many a voluntary organizations working_ 

on the problem of KA is one of the most commendable step in 

this direction. These voluntary organizations include, 

voluntary health Association of India, (VHAI). Some 

specific voluntary organizations like Kaala-azar Unmoolan 

Morcha (KA Eradiction Front) in Muzaffarpur, and Vaishali 

district is also worth mentioning. KAUM of Vaishali and 

Muzaffarpur demonstrated in protest against the problem of 

KA in their respective district 

availability· of the facilities for 

pressure on the administration to 

headquarters 

treatment, 

take more 

control and eradicate the problem. 

for the 

and exert 

effective 

KAUM of measures to 

Muzaffarpur formed a panel of doctors who volunteered to 

diagnose ~nd treat patients free of costs. In the 

1989, this organization treated 31 such patients. 

year 

They 

conducted some surveys in the villages to get to know real 
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situations in the form of first hand experience and carried 

some health education campaigns through direct contact or by 

~istributing pa~phlets especially designed for this purpose; 

while KAUM of Vaishali district have be~n instrumental in 

organizng dharna in the premises of district adminisCration, 

which called for effective implementation of KA control 

pr-o·gramme, and at times it raised the issue of compensation 

to those who died due to KA on the ground that the state 

has been unable to provide the pr6tection of life from this 

dreaded disease, and demanded adequate health services in 

the rural areas. The~i organizations have been exposing the 

inadequacy of health services system in addition to the 

other related local issues. 

In the month of December there were a General 

elections. The local candidates contesting 

promised their people that once they come 

would make every efforts to eradicate the 

for Parliament 

in power they 

disease. These 

information were collected through personal interviews from 

the office bearers of there organisations. The MPs 

representing Hajipur and Mujaffarpur Parliamentary 

constituencies are presently Cabinet ministers and people 

are very much hopeful that now something concrete will 

definitely come through and this dreaeded disease will be 

over for ever. 
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3.3 Central government's resp_onses: 

One of the earliest actions which came in response 

to the problem was after raising the problem of kala-azar on 

the floor of parliament. The Government of India dircted 

NICD to carry out research activities on different facets of 

.the "probLems_ of KA and took avisory role only. In the year , 

1976, NICD carried a sample survey in the state, followed by 

another survey from the Government of India team i~ the year 

1977 (NICD MANUAL). In the same year central government 

realised the need to start a progr~mme~to control the menace 

of this disease and advised the state government to execute 

an organized control measures with respect to this problem 

in consultation with NICD for planning and guidance. Then 

the pha;r-maeeutical companies had stopped manufacture of 

anti-KA drugs; these companies were asked to manufacture 

the life-saving essential drugs. 

Till now the central government has been providing 

insecticides to the state to carry out spray activities in 

the affected areas, and the office of the NICD took 

supervisory and advisory role to carry out KA control 

activities including active search, planning insecticidal 

s-pra-y a-ctivitie-s, and to evaluat-e and pursue research 

activities in the fields of eipdemiology, entomology, vector 

control and other associated disciplines. 
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The first initiative made by NICD was to set up a 

·speical unit ~n Patna, under epidemiology division to 

investigate the possible cause of reappearance of KA as well 

as other aspects of epidemiology and control of the disease 

in 1976. This unit undertaken studies for detection of a 

,p_r:_obabl:e 'zoonotic reservoir' of India Kala-azar. Till 

tod-ay it remains to be investigated whether this unit 

contributed anything worth in this direction. This unit has 
.-

been conducting training courses since 1979 in Kala-azar for 

medical officers of the state in collaboration with the 

directorate of health services of the state of Bihar. By 

the ~ear a total 721 medical officers and 5 technicians were 

trained under its programme. 

kno'ther important measure taken by the Central 

government in order to carry out special research activities 

in the field of Kala-azar was that of taking over of 

Rajendra Memorial Research Institute (RMRI) of Medical 

Sciences of Patna by ICMR in the year 1984. This research 

institute has been pursuing different projects to know more 

about the pt~blem of KA in a number of disciplines like that 

of ~pidemiology, immunology, diagnosis, treatment, 

e nt om-ol :ogy a'nd so on. 

There is an information that some specific 
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research 

reference 

,Chemical 

pursued 

RMRI and 

activity 

activities were also conducted with specific 

to the problem like the Indian Institute of 

Biology, Calcutta. KA research activities are 

in School of Tropical Medicines (STM) Calcutta. 

STM have been carrying out specific research 

on this problem. These two institutes have in-

patients facilities. 

Another important event was that of the setting up 

of a 'Group of experts' to suggest ways and means to control 

the problem of KA in 1985. This committee gave its 

recommendations in 1986 which included a detailed control 

programme to be carried out on the 50:50 sharing basis in 

its economic burden. This committee provided a blueprint of 

control programme which includes manpower distribution, 

organization ~etup and. operational aspects of the programme 

(Dr. Harcharan Singh Committee Report). 

It is evident that at present, Bihar remains the 

worst affected state and the government of Bihar has been 

expressing its inability to bear economic burden 

detailed programme so no fullfledged programme as 

recommendations have been implemented. But the 

Government has been sharing 50% of the expenditure 

activities in the state till now. 

of the 

per the 

Central 

on KA 

Besides these activities, Central Government has 
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been sponsoring various meetings, seminars and symposiums on 

the problems of Kala-azar in Patna, Delhi and Calcutta from 

time to time. tine of the such meetings known as Inter State 

meeting on Kala-azar took place in Patna in January 1988. 

This meeting discussed thoroughly about the control measures 

against KA to be adopted and also finalised the need_ed 

course of action to be taken (Govt. of Bihar; Status Report 

on KA, 1988), but it still remains unimplemented. Of 

course there has always been a partial implementation since 

the resurgence ·of KA partially due to lack of determination 

and otn~r difficulties. 

In the recent months specially February-March, KA 

infested areas have been visited by four control level teams 

of experts which included teams of AIIMS, NICD, NMEP, and a 

joint team of Government of India, Ministry of Health and 

Family Welfare and Maulana Azad Medical College, Delhi. 

This act of centre is perceived as a 'populist activity' by 

many of the concerned and informed section of the society. 
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Table • 5 
KALA·AZAR DDT Spray Operations (1980·81 to 1989·90. 

Percentage cov~rage against the target in Bihar 

-----~-------------------------~------------------~~-----------------------------------------·~~~--~----------------------
S.No. Financial Round Population HPUse Rooms Varanda Cattle sheds M¢nt~ of spray No.of Distt. 

Year i)~nMion covered 
------~--------------------------------------------~-----------------------------------------~~-----~---------------------

1. 1980-81 I· . not on tlme 100 1tJ6 100 X X 4l,me! &o·March '81 15 

2. 1981-82 Provision fqr Data incomplt\t~ Feb·82·Marh83 17 
only one round 

3. 1982-83 
4. 1983-84 
5. 1984·85 

6. 1985·86 97 X 97 X 88 X 19 
II Data Not available 

7. 1986-87 only 92.19 97.34 96.65 97.62 96.58 Aug.85-March'81 19 

8. 1987·88 95.5 92.97 93.63 97.79 95.51 Apr.87·Aug.87 21 
II partial 94.74 94.38 95.26 95.82 95.06 Jul.87·Sept.87 13 

9. 1988·89 64.99 97.43 98.59 97.5 97.94 July.88-0ct.88 25 
II partial 96.93 97.42 97.36 97.17 98.22 Jan.89·Feb.89 09 

10. 1989-90 64.7 95.99 96.34 96.72 97.95 24 
-----·---·······-··:····-·----···--············--·······················-~~---········-······----·····---·····-·-··-·-···· 

Source: Chief Malaria Office, Bihar; Patna. 
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Table - 6 
Kala-azar Incidence in Vaishali from 1977-890 

S'. No o Year Incidence Deaths 
------------------------------------------------------------
L 1977 6337 182 

20 1978 9885 8 

3 0 1979 4249 .0 

4o 1980 1522 :0, 

5o 1981 716 0 

6o 1982 391 0 

7 0 1983 232 8 

8o 1984 242 1 

9o 1985 208 0 

10o 1986 175 0 

11o 1987 290 1 

12o 1988 394 0 

13o 1989 3047 175 

14. 1990 l.J'~.; 205 1 

Source: Office of the Chief Malaria Officer, Patna, Bihar 
CoSoOffice, Vaishali, Hajipuro 



Table • 7 

PHC were KA incidences and deaths in Vaishal i From 1982·1989 

-·-----------------------------------------------------------------------------------------------------------------------------
S.No. Name of 1982 1983 1984 1985 1986 1987 1988 1989 

the PHC Cases Deaths Cases Deaths Cases Deaths Cases Deaths Cases Deaths Cases Deaths Cases Deaths Cases Deaths 
-------------------------------------------------------------------------------------------------------------------------------

1. Desari/ 18 0 21 0 30 0 35 0 16 0 14 0 29 0 447 48 
Sahdei Bujurg 

2. Bidupur 13 0 16 0 11 0 4 0 4 0 16 0 12 0 304 48 

3. Patepur 05 0 8 0 7 0 4 0 10 0 9 0 63 0 319 35 

4. Mahua 07 0 6 0 15 0 12 0 5 0 78 0 23 0 550 24 

5. Jandana 109 0 39 0 33 0 57 0 30 0 7 0 60 0 409 11 

6. Lalganj 109 0 100 0 12 0 50 0 7 0 34 0 80 0 355 2 

7. Gorul 51 0 23 0 21 0 10 0 10 0 3 0 56 0 52 2 

8. Raghopur 3 0 29 0 17 0 14 0 6 0 4 0 4 0 22 

9. Mahnar 23 0 20 0 11 0 19 0 17 0 24 0 13 0 182 

10. Vaishal i 13 0 8 0 20 0 9 0 19 0 101, 0 (.9 0 127 0 

11. Hajipur 5 0 6 0 6 0 8 0 5 0 2 0 2 0 39 0 

-
12. Sadar 356 0 276 0 243 0 204 0 127 0 290 0 ~71 0 3047 175 

Hospital, Haj i pur 
--------------------------------------------------------~~~---------------------------------------~~-~---~~--------------------
Source: District Malaria Office, Vaishali, Hajipur. 
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Table • 8 

Monthwise breakups of KA cases at deahs in Vaishali for the year 1989 

From January 1989 to December 1989 

---------------------------------------------------------------------------------------------------------------------------------------
S.No Name of January February March April May June July August September Octo~r November December Total 

the PHC 

---------------------------------------------------------------------------------------------------------------------------------------. . 
1. Hajipur . 4 7 4 3 . 18 3 39 
2. Vidupur 16 37 . 42 13 2 5 47 19 132 9 . 28 304 48 
3. Mehnar 8 3 . 10 . 1 . 14 . 35 29 1 33 . 49 . 182 1 
4. Jandaha . 51 . 38 64 . 167 9 50 39 409 11 
5. Go raul . 195 . 24 . 21 . 32 . 119 16 90 8 64 2 . 547 24 
6. Sahdei 3 17 4 7 . 49 . 34 . 21 . 45 31 67 2 147 1~ 16 37 2 449 48 
7. Lalganj 6 . 34 . 7 . 44 9 74 . 30 1 14 ' 134 1 352 2 
8. Vaishaki . 31 9 . 16 14 . 57 . 127 
9. Goraul 2 . 30 2 10 i 44 2 
10. Patepur 6 5 3 7 - 9 - 12 - 24 28 . 150 31 52 22 3 318 35 
11. Raghopur - 1 5 . 5 2 3 1 4 1 1 22 1 
12. D i st .Hosp. · - 49 40 - 166 ~ . 255 3 

Hajipur 
Total 20 0 37 0 80 0 62 0 302 0 1~~ 13 123 5 332 32 441 39 929 7~ ~15 3 371 8 3047 175 
-----------------~--------------------------------------------~~--------------------------~--------------~~~-~-~-----------------------
Source: 

I 
l 

"V 

c.s. Office, Hajipur, Vaishali. 
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S.No. 

1. 

2. 

3. 

4. 

Total 

Table - 9 
Age ,ful31~, Sex, -m::s.e Kala -aza r cases in 

Sahdei BuJurg PHC in the year 1989 

Age Group 

0 - 4 

5 - 9 

10 - 14 

15 & above 

Male 

8 

57 

64 

141 

270 

Female 

17 

54 

54 

59 

184 

Total 

25 

111 

118 

200 

454 

Source: PHC, Sa'hdei 'Buju-rg, 
D.M.O. Office, Hajipur, Vaishali. 
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3.4 State Government's actions: 

There is an acute lack of information about few 

ea~lier responses of the Bihar government to the problem of 

KA, whatever information could be collected indicates that 
,, 

the Bihar Government has not taken any concrete steps for 

the· ,control mea·sures. Till the coming of directives from 

the central government in July 1977, that the State 

Government must execute the organised control measures by 

August 1977, there was acute shortage of anti KA drugs, as 

the pharmaceutical companies had stopped manufacturing them. 

The state government in consultationn with the Central 

government asked some companies to produce the anti-KA 

clnJgs~A' The State governemnt asked one of its research 

institutes, RMRI to carry. out research activities on KA in 

detail and help the government to fight the problem of KA. 

An organised Kala-azar control programme in the beginning 

included_ activities of indoor DDT spraying for two rounds 

annually, in its first round 40-70 per cent of villages in 

the districts of Vaishali, M~zaffarpur, Samastipur and 

Sitamarhi were covered. In the month of November 1977, an 

active search of KA cases were undertaken in assistance with 

NICD, in all the 31 districts by domicilliary visits of 

health services staff to every house. Second round spray 

could not be taken due to late coming of budgetary 
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~anctions. Similar has been the fates of planned second 

round of DDT in the financial year 1978-7~, 1979-80. In the 

year 1980-81 there was no insecticidal spray operation of KA 

in those infested areas in time. The reason given by the 

authorities who had to carry out these activities is that 

they could not get financial package intime to perform the 

same. However, later in the year 1981-82, there was 

provision for only one round of spray, and this was carried 

out in Dec. 1981, when the KA vectors have less population. 
-

Later on for the three consecutive financial years 1982-83, 

1983-84, 1984-85, there was no fund sanctioned for Kala-azar 

spray and annual searches of cases. In the subsequent years 

1985-86 two rounds of DDT coverage was given in highly 

infested population of (5.68 million); while in the year 

1986-87 one round of DDT coverage was given for 10.48 

million population. In continuation with spray activities 

it remains necessary to mention that in the year 1987-88 

there was one round spray with partial second round and the 

year 1989 had only one round of spray. It is but obvious 

that the number of cases and deaths are higher in the year 

1989 than those of year 1987 and 1978. This has been 

presented in a Table - 5, with the percentage coverage of 

DDT spray in different years. 

There is an interesting observation made regarding 

the supply of the second line KA drug (Pentanidine 
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isoltionate known as Pentamidine/Lomodine). In the early 

years the drug Lomodine was being imported from France by 

the Government of India and distributed by NICD. This drug 

was in an erratic supply. Till the early 1980s the French 

dr~g was being imported while later on British drug was 

being also imported and ca.m,e in;t,o 'tl:Se tlnco.ugh WHO. There 

w.er.e som;e hit:ch at the hi-gher lew£~'~:, .. :thus., :t;h.e d-rug was in 

short supply in the state and cases of KA spread in all 

sections of rural people by them. There came an unfortunate 

situation (or the year 1988, when the government of Bihar 

could not procure second iine anti-KA drungs through NICD, 

there was lots of public demand from different platforms and 

the State Government procured these drugs by direct import 

(Budget Speach by CM, 1989-90). No further information 

could be collected in this r·eagard. nnly information 

related to this issue which could be collected was that 

after this episode the directorate of NMEP was entrusted to 

the work of 2nd line drug distribution. Specialists have 

been raising the issues that the number of cases 

unresponsive to first line anti-KA drug has been increasing 

due to various reasons like that of primary resistance of 

parqsites, under treatment and other invisible cause. The 

Government of Bihar claims tha-t the -suff-icien-t amount of 

this drug has been available, but the public outcry claims 

contrary to this assurance. 
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vaishali district is also worth mentioning. It was there 

o'rgani za t ions which had demons t ra ~ ed in their respective 

district headquarters for the availability of the facilities 

for treatment, and exert pressure on the government to take 

more effective measures to control and ·eradicate the 

problem. KAUM of Muz.affarpur formed a panel of doctors who 

voluntered to diagnose ~nd treat patients free of costs. In 

the year 1989, this organization treated 31 such patients. 

They conducted some surveys in the villages to get to know 

real situations in the form of first hand experience and com 

some health education campaigns through direct contact or by 

distributing pamphlets especially designed for this purpose; 

while KAUM of Vaishali district have been instrumental in 

organizng dharn:a- in thee premises of district administration • 
. 

which called for effective implementation of KA control 

programme. and at times it raised the issue of comoansation 

to these whso died due to KA on the ground that the staate 

has been unable to orovide the protection of life from this 

dre aded disease. and demanded adeauate health services in 
,. 

the rural areas.· These organizations have been exposing the 

inadequacy of health services svstem in addition to th~ 

other related local issues. 

In the mont~ of December there was a General 

election. The loca candidates contesting for the ~eat in 
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the rank of Deputy Director and two of Asst. Directors, 

pr~sently headed by the Chief Malaria Officer 6f the state 

who is assisted by the two assitant directiors one on 

Epid~miology and the other in .. Statistics. 

Furthermore, the state government through its plan 

and programme directives mentions foLLowing .me.a:~m.r·eB to he 

adopted for control of KA. It includes residual insecticide 

spray,. provision of anti KA drugs and health education· to 

population. The found realities indicates towards 

inadequacy of such activities (GOB, Status Report on KA 

1988) . 

It is a worth mentioning information, that 

realising the gravity of problem that the state government 

ordered in 1985 all its medical hospitals to operate special 

KA wards, but till the 1988 only PMCH complied with also 

directive and in the year 1989 Muzaffarpur, Darbhanga and 

Nalanda medical college hospitals followed the same. 

Another information which has come to fore is 

related with the financing of health 

particularly to the problem of KA. 

services and 

In the year 1977, Government of B~har passed a 

Bill in the State Assembly levyini health surcharge on land 

revenue in order to raise finance for the epidemic 
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conditions of the state. Detailed informations regarding 

this budgetary provisions could not be collected (BVS 

Debates Part-II, Vol II, No. 1-8, pp.30). 

Available informations pertaining to KA control 

activities mentions following amount sanctioned. 

Financial 

1985-86 

1986-87 

1987-88 

1988-89 

year Amount s anc;ti:cme.d .by t:b.e S.t.a;t,e ~Gov.t­

Rs. 33,72,000 

R s . 33 , 31 , 0 9 0 

Rs. 64;64,590 

Rs .. 1,22, 96,800 

Till date the expenditure on KA comes under non­

planned expenditre and therefore, financial package to deal 

with this problem takes a long time to be sanctioned, 

consequently for each year there is always a certain 

unnecessary delay in the programme implementation. As per 

the recommendations of the Group of Experts on KA, 50% of 

the finance is to be contributed by the Sta-te Gover-nment, 

the state government has been constantly apprising the 

inability to comply with the provision to the central 

government but to no avail, the programme gets its partial 

financial requirement, thereby the rationale for partial 

programme. 
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3.5 Problem of Kala-azar in Vaishali and its responses 

It has already been mentioned that the problem of 

KA started resurging since 1971. It recorded the amximum 

number of cases and deaths due to Kala-azar in the year 

1977. .The year 1989 records the maximum number of deaths 

(175) due to Ka~a-:az:ar~~ TheLe .ar_e el-even PHCs, since 1977 

shown that all these PHCs have remained affected. In the 

year 1989, Sahdei Bujurg PHC registered maximum number of 

deaths in the .district and second largest number of cases 

444. It is pertinent to observe that, the cases of Vaishali 

were raised more than any other districts in the 

since the inception of KA control unit in Bihar. 

this district demonstrated before the 

parliament 

People of 

district 

administration and Ln the $tatce capital. Detailed recrods 

of cases are not available since 1977, but the rcords of 

1982 onwards were available in the office of district 

malaria office that took the stastistics. This has been 

presented in Table nos. 7, 8 and 9. 

In accordance with the available records of 1989 

it was realised that the maximum number of cases were of the 

age group of 0-14 years about 55.9% compared to other age 

groups. 

than 300 

Patepur 

There are six blocks (PHCs) which repor-ted 

cases of KA, while Sahdei Bujurg is followed 

and Mahua with 35 & 24 deaths respectively. It 
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needless to say that the authenticity of data from the 

government rcords about KA remains to the subject of 

verification people at district level responded through 

different institutions as mentioned earlier, while the 

governmental responses needs to be discussed in more details 

as per the objective of my study. 

District level KA control Programme is carried out 

through the district health organization which includes the 

office of Civil ·Surgeon of district Sadar Hospital and 

district Malaria Office. The treatment of cases, diagnosis 

at case detection activity remains under the perview of 

civil surgeon while that of insecticidal spray activity is 

with the. malaria officer. However, the surveillance and 

monitoring system lies in the purview of both these offices. 

District Health Organization 

Civil Surgeon 
Treatment with 2nd line drug 

PHC 
Treatment with 1st line 
anti -KA drug 

Addl PHCs 
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District Malaria Officer 

Malaria Inspectors of 
PHCs and Malaria work 

of PHCs 

Spray Activities 
diagnosis, treatment, 

case detection, feed back 

State, GMO 
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Hence there lies the problem of accountability as the 

responsibility is not clearly defined in the organisational 

network. 

lies 

The 

with 

distribution of drugs; 

the office of Civil 

diagnosis, treatment 

Surgeon, while the 

responsibilities of carrying out spray ac:tiv.Ltie.s ~re.mains 

with the office of Malaria Officer under the supervision of 

the Civil Surgeon office. As there has been only two active 

search conducted in the district once in the year 1977 and 

the another in the year 1989. Thus there has been lots of 

in determining the priority of spray and treatment 

facilities. the district hospital is supposed to carry out 

the 'bone marrow test' for- parasiteological confirmation 

and the 

through 

carried 

schedule 

lab technician have been given 

NICD 

out 

for 

unit, but till date no such 

in the district hospital. 

second line drug is taken 

special trai:ning 

test have been 

The treatment 

in the district 

hospital and there is a directive from the state government 

to give priority to the patients at KA for the provision of 

beds in the hospital. It is the office of the Civil Surgeon 

which controls distribution of the first line drug SAG to 

PHCs and Addl. PHCs. 

In 1989 active search activity was undertaken at 

the instance of District Administration, as many people 
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raised enough dissatisfaction against the problem and apathy 

of health authorites. It is worth mentioning that till the 

active search, there was no offical report of details due to 

KA. from Mahua PHC of the district, but the fact remained. 

that atleast 20 people had died by then, which incurred the 

wrath of local community a-gainst the local health 

administrator. furthe-r more·, in -order to ·pacify the 

situation, health and general administration took up 

spraying activity, which was not technically beneficial, as 

it is during the monsoon period, there is enough of rain 

which washes out the residual insecticide and so much so 

sandfly population remains mostly in larg~phase. 

The offices of malaria a_s well as that of Civil 

Surgeon is ~uppossed to provide 'feed back' to the Chief 

Malaria Officer of the state on the problems of Kala-azar. 

It was also learnt in the course of exp~oration that the PHC 

·officials at many instances do not comply with the 

directives of CMO and CS. 

3.6 PHC at sahdeiBujurg; data 

Table No. 7 and 8 give, the highest number of 

deaths due to KA in the year 1989 from this PHC. It 

contributed the second largest number of incidence of KA 

cases. This PHC was earlier in Desari as evident from the 

~-
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table, it has shifted to present location in the year 1984. 

Now Desari as evident from the table, it· has shifted to 

present location in the year 1984. Now Desari has an 

.additional PHC. Specific epidemiological data could not be 

collected as records of this PHC were missing. However, 

data revealing s_pe_cific a;ge-,a:nd s~exwise distribution for 

incidence were collected from the DMO office of Vaishali. 

It has been presented in the Table No. 9. 

Further data collected through a structured 

interview schedule reveals that the setting up of an PHC 1n 

the present location was determined on certain political 

pull and ptish. During interview it was noted that, some 

local leaders from the study village Saharia have been quite 

instrumental in setting up the PHC at tne present location. 

Leaving such informations, and knowing the existing setup of 

the PHC it was noted that there were six medical officers 

employed in the PHC and out of these six, two are given 

special charge of KA programme, at two temporary KA Centres 

operating in two different villages in order to cope up with 

the problem. These centres get supply of SAG, one of the 

interesting information, being that the patients were issued 

the vials of SAG and they were suppo-se-d to ta·ke injections 

regularly by anyone whom they found fit. The rationale 

given for this type of action was that the people were 
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complaining that instead of SAG. the vials contain distilled 

w~ter which were being injected to the Patients. that is why 

patients were not able to Qet cured. Consequently. the 

district administration issued directive to follow such 

process. It is an imperative to know that at the PHC level. - ' 

The diaQnosis of KA is made on the basis of 'aldehyde test' 

which is not a confirmatory te~t and that is why peopie used 

to visit the medical officer in their orivate clinic as PHC 

lab-technicians did not carrv more soecifi~ tests for the 

dia2nosis of the disease and used to treat them with the 

druQs of the PHC. bv enrollin2 them in PHC and char2es were 

made for the service. While talkin2 to the M-0 I/C of the 

PHC he expressed the inability to conduct re2ular search 

activities due to the lack of basic infrastructure and 

financial constrains as all the travellin2 allowanc~ were 

included under the head of family welfare oroQramme. 

Malaria insoector who is supposed to supervise the activitv 

of spray and survelliance are deputed for 2-3 PHCs. These 

two reasons hinders workings of Basic Health Workers. The 
•· 

PHC had four BHW (Malaria) and 2 BHW (Minima) even then no 

re2ular material slide collection or KA aldehvde collection 

were taken. About the role of health educator it was learnt 

that he still remains attached with· the family olannin2 - -

activities only and conducts works for the same. 
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It is useless to reiterate the fact that the PHC 

officials have to achieve certain targ~ts in the Family 

Welfare programmes as their promotion and increments are 

based on petformance in this programme. They are forced to 

·~ope up with the official directive of achieving the target 

Ln Family Welfare activities at the cost of the KA problem; 

Regarding the opinion of the local residents "ahout 

the PHC, it was mentioned by the villagers that the doctors 

do not provide required service to the patients, and at 

times they used to extort money from the villagers for their 

secohd grade service, while the officials of the PHC refuted 

the charge giving the explanation that since doctors usually 

do not comply with the dictates of the local influential 

people and therefore earn bad names and gets defamed .. 

The village Saharia has a population of 4125 as 

per the records of the nearest PHC. There were 80 cases of 

Kalazer Jan-July 1989, while by the month of December it 

reached 267 and resulted in 30 deaths. There was a pertinent 

information that cases of KA as reported were detected 

through active search method at the instance of district 

administration. By September enough water has flown over the 

heads of the people and the people raised the voice when the 

PHC record of a near by block reported that no death had 
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occurred while in actual there were 20 deaths from that 

block. In course of interview with a lower official at the 

district Malaria office informed that the records of 1989 

were made and appropriated after this active search. The 

second pertinent information from the village was that 

before the PHC officials would have pr-epar.ed th;_e- l±s~·t_ o:f 

deaths due to KA, the villagers of the:s,e PRC _&;aiL a:Lrea-dy 

prepared such list which included larger number. After cross 

checking these lists, the PHC officials gave a different 

version that in that very period, 

(irrespective of the specific disease) 

whosoever 

were enlisted 

died 

hu OJJ 

these villagers as one of the patients who died ~ue to fall 

from a mango tree was also mentioned in the list. This 

information aroused some curiosity to know more about such 

data and in this connection enquired from the Tocai 'PHC 

officials about the reality of the name of a fifty years old 

woman in villagers list. The officials of PHC confirmed as 

their list was based on the informations elicited from the 

members of families of these dead persons and confirmation 

of death due to KA was purely based on their informations 

only, and absence of few names as mentioned in the 

villager.' s list was attributed to unsatisfactory 

informations elicited by their family members. 

There was a rumour that the bereaved family 
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members of KA cases would be given some compensation by the 

government. This fact became more evident, when one of the 

villager Manu paswan, who sat for a hunger strike before the 

district administration for compensation and demand for 

adequate healt care facilities in those areas under the 

banner of KAUM, Vashali in the March 1990. 

The sa-nitary and -envi-ron .. rent"a-1 cm:rdttiuns of the 

village as mentioned in the previous chapter are indication 

of the fact of conducive environment for breeding of 

sandfly. In general it appears that the man-fly contact 

ratio must be very high, as these people relax in the 

Varanda and Bathans (cow sheds) while and they sleep in such 

places during the nights of summer. Men usually remain half 

naked and so is the case of children while the dress pattern 

of women folk subscribes for full coverage of the body by 

sari, same remains true for young girls. 

Now coming back to specific problem of KA, a youth 

of 18 years, studying in 10th class in a nearby high school 

informed that he was the second patient of KA in the village 

in early 1981. The first person to be the victim of KA was 

an old man of over fifty years. They were cured by 1982. 

These people were tre~ted at Dalsingsa~ai, a town in 

Samastipur district. Thus, some people were aware of KA in 

the village since 1980. They knew the names of anti KA 
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drugs like Dibanate and stibanate and a few diagnostic tests 

for agglutinaton tests and bone marrow tests. They had a 

notion that KA is due to the biting of a special mosquito, 

which bites only in the night. They expressed the ignorance 

about the shape and size of the insect. Secondly, they had 

the perception that KA comes with high fever-, cold .and 

severe body aches. In the course of the dise.ase p-.e;opbe -Lo.:&e 

appetite and becomes weak, When it becomes chronic. Indian­

medicine does not work and it is cured only by Pentamidine 

as they called it 'Videshi S~i'. It was of interest to know 

in the course of study that the persons were aware of their 

co-villagers who had either died due to KA or were under 

treatment. Almost everyone knew some of the patients of 

nearby houses. Some of them had informations for places of 

treatment like Agam Kuan Hespital (RMRI); PMCH, Dr.C.P. 

Thaker Dr.T.K.Jha Muzafferpur and so on. While they 

mentioned that they do not take early refuse to such centres 

because of their inability to meet the expenses. But the 

exigency of he situation forces to meet such expenditure by 

taking loans or selling their land and ornaments. 

About KA control activities, they replied in plain 

and simple terms that these exist only on paper. When one of 

them was indicated towards the date and months of DDT spray 

written on the wall they said that these activities take 
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place occasionally which is not true to a great extent. 

Scribled Table on the wall showed that on three occasions 

the spray have been done. But this was not true on the 

thatched roof houses of some of the socially degraded caste 

people. 

It was of interest to note th-a-t xhe-Se vLllag-ers 

never had prior information about spray operation whenever 

it was to be made. Secondly they complained that spray works 

are taken inside their houses as at ti~es these workers 

write down on the walls and gets forged signature from 

someone else; as the provision exists that work completion 

whould be entered by neignbour or so. 

It was of interest to talk to one of the spray 

worker as my visit to the village co-incided when the spray 

activity was in progress. While talking to him, he tried to 

refute these charges as 

he partly confirmed 

levelled against them, but later on 

such charges. Some day I had an 

opportunity to find some of the houses and many of the 

Bathans were not sprayed in the interior of village and a 

few of the houses did not show the inscription of the 

tables. ~nfortunately I could not meet their field incharge, 

who happens to be the malaria inspector of th-a·t PHC. 

Episode of supply of spurious first line anti-KA 
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drug as already mentioned in previous headings were repeated 

in while interviewing some who had participated in 

demonstration related to the issues of KA problem. 

Data related with the village power structure and 

dynamism of socio-poli~ical forces operating in the village 

a-na r-egiGH~ .l:t-as already been mentioned while describing the 

villa;g:e s-etting. {R-ef. Chap .. II pp. 36 ) 

It was a revealing informatiorn to know khat in 

the last parliamentary elections, the elected MP had made 

two promises in his local manifesto one of these being the 

Eradication of KA from the region. 

Case Study No. 1. 

J3;ikku -Pa-swan, a 55 year old agricultural landless 

labourer experienced four deaths due to KA in his family. 

He had a family of 12 members. The wrath of KA fell first on 

his wife around 52 year old. For the first few weeks she was 

kept under home treatment with a hope that she had problems 

due to her old age and cold season. But by the month of 

Feburary in year 1988, she was brought under the treatment 

with a visiting quack and was informed that she 

due t.o KA. 

suffered 

Bikku brought wife to local PHC, but to no avail 
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as he was informed that it would require some amount of 

money to be paid in lieu of service as he was advised to go 

under treatment by some private doctor. There was no anti-KA 

drug available in the PHC. Having made the requests and 

agreed to pay f6r he service she was brought under treatment 

with one of the Medical officer of the PHC. She was still 

under the treatment, when their daughter started showing 

similar symptoms. She was a married women of 30 year and had 

two children. By this time Bikku had enough of miseries and 

his wife passed away Afraid of the previbus experience, he 

brought his daughter to Hajipur. There she was under 

treatment and while she was recuperating and still under 

treatment, coming of rainy season aggravated the problem. 

This season called for employment and they were unable to 

earn as they could not spare the time and money. In order to 

cope up with the exigency, she was brought home and 

followed the advice. 

Once, she felt cured, the treatment was stopped 

for the time being, but by then her another sister was 

caught under the web of disease in the month of September. 

This daughter had her"husband's home near Patori and they 

had come to know that certain doctor in that area was able 

to cure the disease so she was taken to that place. ' 

In the meantime condition of elder sister started 

82 



showing deterioration are yet brute blow of KA axe had 

fallen by that time ten year old boy in the family. The 

limited accessi~ility to health institution, the boy was 

kept under the treatment with local doctors and the sister 

was brought to Hajipur, where she sccumbed to KA in the 

beginning of 1989. 

S-cared of· death, poor father tried to save his son 

so the boy was brought to Patna, where he was asked to go 

for the second line drug (Videsi Sui) as the case had become 

unresponsive to 'first line drug' and the availability of 
--?· 

Pentamidine was beyond their reach. They tried to cope up 

with the situation, but he could not save his son and 

finally his second daughter too. 

~-n. -course of case taking, the old man narrated the 

story with emotional overtones and arraigned about the 

horrible experiences inaccessibility of health institutions. 

He expressed the sorry affair of local PHC and 

sadar Hospital. His case confirmed those findings as 

mentioned earlier. Now he is still under debt trap as he has 

to pay back all those from whom he had borrowed during he 

crisis.· 

Case of his neighbour and his brother remain under 

distress as presently two members of his family are 
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undergoing treatment with PHC Doctor. 

Case study No. 2 

Manu paswan, a man of 24 years, father of two children, 

earns his living by selling tobacco leave~ (Khaini) in the 

locality, weekly market. and .at the Bus stop. He lost his 

eight year old son in Feburay 1990 when he was under 

treatment with local PHC Doctor. The PHC reported the death 

due to KA to CS. This incident was brought into the notice 

of district administration and then the DM directed CS for 

fresh investigation and the report got altered from the 

place and was reported as 'exposure' and dehydration. Then 

came a demonstration and Dharna before the DM office and he 

sat for a hunger strike. The KAUH of vaishali was 

instrumental in organising this activity, this activity was 

highlighted by the local press. These persons demanded for 

adequate health facilities to combat this problem and 

compensation to the victims of KA. But then came some 

administrative activity and few routine explanaton were 

taken from the concerned institutions and some public 

relations 

officals. 

activity was established by the concerned 

His hope still lingers in optimism for his 

participation in dharna and hunger strike vis-a-vis a 
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disenchanted opinion of health care delivery system .. He 

recalls that had he acted in accordance with advice of his 

neighbours and went to Patna or calcutta, he could have 

saved his son, and he explains his inability to afford such 

a costly affair. 

In course of case taking, when enquired about why 

d~d he make such a delayed decision of visiting the PHC, he 

recalls that the these doctors used to charge higher than 

those who visits the places, furthermore, many of the 

patients had beeri cured by one of such visiting 'doctor'. He 
~ 

recalls that the same visiting doctor ~ould have been able 

to save his son, but unfortunately at that very time he did 

not possess that 'Videsi Sui' (P~ntamidine). Experiences of 

manu is not much different from those narated by other 

affectd co-villagers. 

Case study NO. 3 

The story of the Family of Dhamesh Ray is to not 

muc~ different from that of his co-villagers who suffered 

due to KA. He is a peasant of Yadav community. He holds more 

than ten acres of land and has some cattle. His house has 

Khaprail(tiles) roofs and walls are semiplastered. He has 

verandah which is adjacent to his Bathan. His wife suffered 

from KA by July 1988 and when she was under treatment with a 

85 



able to establish a good rapport. 

In an interview, it was learnt from the officials 

that the post of chief entomologist remains vacant in spite 

of various recommendations since last five years. Thus, the 

entomological wing remains a d~funct unit. 

From an another source, it was collected that the 

post of Chief Malaria officer is a sort of political post in 

the health services organisation as he draws .and disburses 

.about 8-10 crore rupees per year from the state exchequer 

with sufficient autonomy. Thei~ actions and orders are 

guided more by their political loyalties rather than actual 

priority and rationale. Furthermore, he has been given an 

additional ch~rge to look after the KA control activities 

with Malaria and Japanese Encephalitis, and 

consequently, unable to cope up with the executive 

formalities,due to paucity of time. This was substantiated 

by the informant by citing three instances of lapse of funds 

allocated for anti-KA activities. 

Iri course of interview with some of the evaluation 

officers, it was revealed that they had many a times 

reported about the inadequate and faulty spray operations to 

higher concerned author-ities, but no follow-up has been 

undertaken. 
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While talking to one of the concerned anti-KA 

programme officers, it was revealed that rivalry between DMO 

pnd CS brings improper implementation of the programme. 

Regarding the pilferage of DDT and anti-KA 

information provides a st!ong drawback in the whole of 

hea.t services system. Stealing of DDT takes place 

-a:lm'O's-t -all t::he :stage-s starting from the state to the 

operation levels and are held in the black market. 

drugs 

the 

from 

field 

Pilferage of second line antiKA drugs speaks the 

naked reality of HC existing set-up. Firstly, the original 

drug is stolen by the health officials themselves by 

falsifying the ·stock registers systematically from the 

levels of Chief Malaria office to that of CS office at the 

district headquarter. 

The system of empty vials of pentamidine to be 

returned to the office of CMO and it takes a long procedure and 

gives enough scope for the pilferages of such vials. These 

viaLs in turn are filled with spurious drugs and sold in the 

blackmarket. However, till date no such cases has been 

recorded in-the police but despite the fact that such a view 

has been confirmed by the officials and concerned people.' 

In the sequence of lack of adequate manpowr to 

control the health problem, it remains worth mentioning that 
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the present director of health sevices of the system holds 

two posts one of the directors, and other in Ranchi Medical 

C~llege. It was quite surprising to know that ~any posts in 

the directorate of health remain vacant, as very few civil 

surgeons like to accept the promotion of coming to the 

headquarter. It was learnt ~n course of discussion with an 

ex-director of health services that the so called promotion 

from Civil Surgeon to Assist Art Dirctors or is a type of 

shunted presting as the post of civil surgeon has lots of 

power and perks while the post in the directorate lacks 

similar privileges. 

While talking to one of ex-course planner of NICD, 

' Patna unit regardirig the problem of KA and its training 

programme, it was revealed that when the medical officers 

from the affected PHCs and district invited for the training 

in KA treatment remain mostly absent from the training venue 

and are found busy in the governemnt secretariat offices 

pursuing officials for their transfers and solving their own 

problems. 

While, it is stark reality to know till date there 

had been no training programme for paramedicos, while the 

preventive aspect of KA lie under the perview of these 

officers of the affected regions. 
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One of the most striking information as provided 

b~ one of the Ex-ministers of the previous government 

regarding the problem of KA, was that the level of 

consciousness about the disease among the people of Bihar 

was quite low (for their health problems), and that is why 

there have been very few protest demonstrations~ and 

protests~~ESd political weapons. 
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CHAPTER - 4 

DISCUSSION 

The data presented in the previous chapter is 

discussed :with subheadings with specific reference to the 

ojectvies of the study. 

4.1 People's Responses: 

The village, Saharia saw its firs£ case of KA 

resurgence in the year 1980. It was to an old man of about 

50 years, then came the case of a boy of 7th standard in the 

subsequent year, these patients belonged to the category of 

small £arm:er EamiTy-. These persons took early measures to 

the exigency of crisis and knocked at the doors of locally 

available health institutions, then to the known/informed 

source of treatment in a local town Dalsingsarai in 

Samastipur district. It is not that the district 

headquarter, Hajipur could not have sufficied their 

requirement instead convenience to travel to ·the place and 

information guided their choice (Ref. pp~) 

By ·the e·nd· of 1985 a few more cases of KA steadily 

appeared and took devastating role in the year 1987, when 

many of the villagers got gripped under its tantacles and 
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which tantamounted to its horrible manifestation in the 

year 1989 killing almost 50 of the villagers. This is what 

recalls my key informants and many of the co-informants. 

The disease being insidious in nature gave little 

opportunity to cope with crisis through the available 

institutions. It was an imperative to look beyond the 

a~ailable institutions including PHC. Some of the people 

like previous ones went out to places while the socially­

degraded ones and under privileged took to the available 

institutions due to lack of furtds for such 'contigent 

expenditures'. At this juncture quacks(RMPs) by their 

propaganda compounded with unavailability of anti-KA drugs 

in the market made more money than anything else. 

Furthermore, they who went to governmental institutions, 

which remained paralysed due to strikes by different grades 

of employee in the state health care delivery system were 

forced to visit the doctors in private. 
~ 

This situation was not restricted the conditions 

of Saharia, instead it remained as it was for other areas of 

the state too. This is what recalls a senior doctor in 

Patna. 

Thus, it is not out ot place to mention the 

argument of Roy etal.(1984) that the rural well offs have 

92 



more 'life chances' than the fellow poor Co-villagers 

inspite of similar life conditions. It gets further 

e1aborated when one looks into the conditions of the 

villagers with reference to the triad of human host, 

environment and the causative agent affects equally to the 

villagers due to similar life patterns. 

cultural system of village did not possess the coping 

mechanism of the said problem of KA in the community. Thus 

it-required a search for new institution with the coming of 

problem and subsequent perception and cognition of the same. 

It is but obvious that the mentioned phenomena of quackery 

developed as a consequence of failures and inadequacy of 

governmental health institutions of rural areas aggravated 

by the problem of KA. Rise of such a phenomena indicates 

towards the 'unmet felt needs' of the villagers as a 

consequence of malfunctioning and maldistribution of health 

servies in the. affected areas with the specific problem of 

KA and health problems in general . The reasons for the 

underutilization of the PHC are similar to what had alreadv 
J 

been brought out by Khan etal(1987). It remains but obvious 

that th~ unavailability of drugs and unresponsive behaviour 

of the people in the institution are commonly cited reasons 

by the affected people. 
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The notion, perception and cognition of the 

problem in the people's mind abut of KA is evident that they 

did not asked for provisons of curative facilities of the 

disease, instead preventive aspects are also looked by these 

people. Some of the political actions as taken against the 

problem is an indication in this direction .. In the country 

many a- rf.I,etCGr-ics a-re made by each government, specially in 

favotH· ·Gf :t'f.re poor and deprived sections of the society. 

Thus, the call for demonstration and other political 

activities by these people indicates in favour of the 

cofirmation of political rights in the context of KA 

problem. Similar activities at different level of 

administration substantiate the evidence. It ramains worth 

mentioning the dharnas by these people in the premises of 

district administration of Vaishali in favour of demand for 

compensation to the family members of those who died due to 

KA. 

Response to such demands in a welfare state can 

not be overlooked and there comes the consequent 

manipulation by the persons in authorities by swinging into 

action to appease the agitated masses. Re~ponses like 

claims proclaimed by persons in authorities that they have 

achieved what could have been performed through various 

information/dislnformation; In the special context to KA, 

spraying of insecticides, availability of drugs and so on 
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from various plat forms like that of weekly briefings to the 

press, from the floors of the parliament and state 

as6embgly are a few examples of such activities. 

4.2 Administrative and political actions 

Taking the thread from the previous paragraphs and 

tracing the sequence of actions as presented in the previous 

chapter it calls to analyse the activities of lsoft state of 

Myrdal (1968)' in the total perspectives. It is evident 

from the data from the previous pages that each; action by 

the governmental authorites were taken in response to the 

people's outlay then to assessed need. A few glaning 

examples including setting up of a few special Kala-azar 

centres in addition to available PHCs, spraying of 

insecticides n rainy reasons when the futitility of 

operation is evident due to lower population of vectors and 

di~advantages due to rain. 

Inspite of the assessed need of the society with 

specific reference to the problem, specially that by 1 Group 

of experts(1986) the programme for KA control remains under 

partial implementation. 

As referred in the previous subneading the spray 

operations of insecticides in response to exigencies of the 

political pressure deviates from. the real issues of the 
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problem and gives a temporary appeasement to the people, 

while suffering remains. 

There has been setting up of many a committees in 

order to asse~s the problems in order and to know the ways 

to deal with the problem. But the recommendations of such 

committees remain lying in some corner o£. th . .e .heE.l.th 

Department and remains unimplemented or partially 

implemented due to various known and unknown reasons. 

Role of some non-governmental organisations in 

combating the problem of KA has been negligible. A few of 

organisation which came into operation . star,ted 

functioning when the problem became severe. The roles of 

these organisations got further vitiated as some of the 

people got in prominence and tried to encash there in the 

elections as that of KAUM in Vaishali, a vis-a-vis excessive 

politicisation hampered the real cause, as in the case of 

KAUM of Muzaffarpur. Other voluntary organisations saw the 

activity of KA not suited to their organization as there has 

lack of endowments by the government. This is what some of 

the people of other socio-political organisation told me. 

Furtherm~re, no other welfare activities was found under 

the operation as that of programmes like centrally sponsored 

Rural sanitation programme or that of Accelerated Rural 

Water Supply Programmes, though the co-ordinating agency, 
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. ..;:;·-

Council for Advancement 

Technology has a Branch 

Hajipur. 

of People's action and Rural 

in the district headquarter, 

4.3' FINANCIAL CONSTRAINS: 

The data (Ref ·PP·6g) pr-ovides som-e inforin--atiun:s 

regarding the provisons -of th-e -fi~na~I;tcial --p--a'cka:ge"sc ·rn 

different years. These provisons have been in~adequate as 

compared 'to the assessed need. 

Furthermore the provisons for health sector has 

been in the general budget of the state has tappered off 

from about 8.0 percent in 1950s to about 2 percent in the 

1980s (Mathew 1989). Distribution of this amount gets 

vitiated in order to satiate the needs of various int-er.est 

groups. 

Different types of pilferages as that of 

insecticides and drugs further aggravates the situation. 

Such activit~es are due to the rampant corruption and 

nepotism found in the administration of the state this is 

what has been brought into media from time to time. 

further 

chances 

The control activities for the problem of KA 

vitiated due to 'split-financing' pattern a~ 

of pilferages increases due to prevalence 
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corruption at different levels of administratio~. 

Furthermore, due to inefficiancy of the system there occurs 

many a lapses of funds for ·the same purpose. 

4.4 ORGANISATIONAL FLAWS · 

The part unit of the Directorate of National 

Malaria Eradication Programme performing ·KA control 

activities remains highly unorganised. It has not been 

integrated with the general health services system. The dual 

organisation brings more of inadequacy then to 

e.ffic.Lency a£ .the operations. 

Data (Ref.pp:72) indicates towards the divison of 

responsibility without much authority to the malaria 

department at the district level administration. It calls 

for a fresh integration in order to deal effectively the 

problem of KA. 

Due to the division i~ the nature of· control activities 

t·he a'C'CU\Tilt:crhili:{.y. rema:ins a·bsent from the authorities. 

This Ls :Wh.a,t. :fei.t:: :by many :o-£ officials in the concerned 

departments. 

4.5 POLITICS IN THE ·PROBLEM OF KA: 

Inspite of reference made by a few of research 

scientists that there was an urgent need to train the 

98 



medical manpower in order to cope up with the possible 

resurgence of the disease (Sengupta 1968, 1973). There are 

many such examples which indicates toward the apathetic and 

insensitive attitude of the political leadership towards 

such problems of rural populatiron, be it that of Malariac 

Pattanayak(19-80) or T-u-be-rcu1o-s-is (:13.a,nerji 1985). 

Leaving aside for a mo-ment, research should had 

been done particularly 'grey areas' of the nature of the 

disease with respect to various disciplines and possibility 

of looking for some relationship with ecological conditions 

of the regions and that of entomological conditions 

specially with rreferene to vector the issues when KA has 

virtually 

possibility 

conditions 

disappeared from the country. 

of a benign altera~tion in 

against the vector which could 

There was a 

the ecolnogical 

have provided 

more clues and choices in dealing with the situation. It is 

more important to know what is being performed in the post 

resourgence period. 

Establishing a special unit for KA research in 

Patna by NICD, and entrusting RMRI for research activities 

by the state government and taking over of RMRI by ICMR are 

some of the glaring examples of health planner's pos.t-facto 

and technocentric actions with respect to the problem. 
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The problem does not end here instead it makes a 

pertinent issue that inspite of governmental acceptance of 

spread of KA to four more district of the state within a 

period of four months (March 16, 1988 to Aug 8, 1988), the 

government neither accepted the reality and gravity of the 

sLt1·1a:La.Lon nor called for the measures to solve epidemic 

-condl:t~l-:ons- { VHA I 1 9 8 9 ) • 

No doubt, the policy planning gets influenced. by 

captured attention of the media due to some reasons there 

by monopolizes the funds as in the case of J.E. (Petets etal 
........ · 

1982) . 

The problem of AIDS, have some more dimensions 

than the 'diseaes of poverty'. Monopolizatiron of funds 

.S:e--rv-e's -some needs of vested interest groups of people 

involved in policy planning (Banerji 1987). 

In the history of India Health Services system, 

the delivery system has never met the 'felt need' of the 

people, it has always been the people who knocked at the, 

doors of health institutions to get due response (Banerji 

1977, 1986, 1989). 

But the inadequacy of infrastructural development 

of health services system in the country and the state 

particularly Bihar callls to meet the unmet felt needs of 

the society. 

100 



The very inadequacy of the health Services system, 

particularly for the rural masses has an explanation for its 

lopsided development in favour of sophisticated urban based 

hospitals and other health institutions. This kind of 

development of health services system caters to the needs of 

particular interest groups in the society. Adoption of 

'technocentric' approaches in dealing with the various 

health problems satiates needs of these 

thies unjust order by taking the sides 

technology rath~r the people. 

interest groups. 

of the nystified 

The development of Health services system of a 

country is determined by its ecological, social political 

and economic conditon of society.(Banerji 

1974,'77,'85,'86)). This assertion remains valid for the 

Indian context and particularly that of Bihar. 

In the Indian society there are various pressure 

and interest groups. These groups exert substantial pulls 

and pressures on the policy decisions. These pulls and 

pressures are attributed to the presence of diverse elements 

of dominant coalition of the Indian democracy (Morre 

1966,Bardhan 1984). The democratic machine of Indian 

politics remain responsive to various interest groups at 

different levels in the system. It is these pressure groups 

who have been responsible for the tilt in the developmenta 
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activities in their favour, particularly that of Health 

servies system. To substantiate this. (Illich,1971) presents 

his analysis that the capilatist mode of production and the 

market eco~omy has created a peculiar social conditon in 

which the dominant section of the society hav~ cornered the 

resources in their favour including .t.he. :development of 

Health Services System ~nd the control of diseases in the 

society. To Perpetuae this the medical profession and 

health services system have not questioned this unjust order 

by taking the sides of mystified technology rather the 

people. The long awaited vision of 'Social Physician' 

(Bhore 1946) remains yet to brought into reality. 

There has been an emergence of new political force in 

the Indian political system which has been able- to bring the 

issue of KA in the notice of the ruling partners, 

subsequently in the policy decison, wh~re for the first time 

since its resurgence has been mentioned the Draft paper of 

8th five year plan of the 1990-1995. 

The vitiation in the health programme also comes 

through the very political process of the state as health is 

simultaneously a part of state and concurrent list of the 

Union of India. (Basu, 1987). There remains something to be 

demarcate precisely the areas of activities, when the 

pro,blem identified as an 'epidemic' it comes comes under the 
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perview of central government. This is precisely the the 

reason for delay in acceptance of KA as epidemic. 

Further more the socio-political forces operating 

at the state ·level produces some impediments. in the 

development proce-c-e-sses a·rrd case of development of Health 

:servi·ceos syst-em i:s tro :exce:pt:·fon to it. The state of Bihar 

where politics is greatly controlled by the ruling 

castes(Verma 1987) makes tilt at many a times in order 

to satiate vested interest groups. 

The Health sevices systems are a part and parcel 

of general administration at the implementation stage. The 

district administration is guided by various local forces 

operating in t:he dTs·r:i--c.t instead of rationality and 

directives of the state. (Brara 1985). 

Thus, the control programmes/activities gets so~e 

alterations in its impl.em-en~tation phases due to prevalent 

socio-political and politico-enonomic forces operating at 

the levels. 
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CHAPTER - FIVE 

Summary and Conclusion. 



CHAPTER - V 

SUMMARY AND CONCLUSION 

The findings of the present explorative study 

indicates that the problem of KA caught the study populat~on 

unaware and UR,p~r.epax·ed .&nd ,gave a severe jolt. It is not 

that the problem occurred first to this village, instead the 

problem has been persisting in the state and the district as 

well for atleast for he last. 

There,has been quite a delay in the identificatiori 

of the problem at the state level. It took almost S-6 years 

to the government to accept the presence of problem of Kala­

azar, and the organised control measures for KA was brought 

into operation {Aug. 1977). It -has been the people who 

knocked at the doors of the helath institutions, But 

inadequacy and malfunctioning of these institutions forced 

th~ people to solely depend on the privat~ institutions and 

practitioners who virtually swallowed the mustered meagre 

resources of the suffering masses. 

The problem got aggravted due to the socio­

political and aconomic forces of the society which has 

culminated into the lopsided development of Health Services 

System. It contributes to the inadequacy and 

maldistribution of the health care delivery system and 
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development of other infra-structural facilities with 

specific reference to the problem of KA. These inadequacies 

compounded with the poverty of these people led the rise of 

phenomence of quackery during the epidemic of KA. 

It further brings to fore that the KA control 

activities under operation has been brought in response to 

the 'storming of legislation' by these people than to the 

'felt need' of the people. Meaning thereby the KA control 

operations were forced upon the policy planners who had 

overlooke& the welfare of these rural population at 

different junctures including the programme impelementation. 

The KA Control activities, under operation suffers 

due to a lack of variety of reasons including 

infrastructural inadequacies, financial constrains, 

bureaucratic disorganisations and administrative 

malfunctioning in dealing with the leakages in the 'delivery 

pipeline' hence a consequent failure of Public Health 

systems. This can be further inter-related to the 

inadequac~es of Health Systems in itself in the state of 

Bihar. As evident from the number of epidemics occuring in 

a-series at different intervals in the state of Bihar due to 

infrastructural inadequacies compounded by the ·paucity of 

resoruces in terms of finance and manpower are sufficient 

data to substantiate the failure of the system. 
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There is an evident lack of 'political will' in 

solving the KA in rural areas. Inspite of the felt and 

assessed impacts of resurgence of KA for the last 12 years 

its expenditure remains under the heading of non-planned 

expenditure and no sepa_r..ate policy or programme has been 

spel t out to comba:-t t:h'€' .iiJ?5'1:ac:e o·f 'th-e problem which could be 

in consonance with the locally assessed local 'felt needs'. 

This exploration calls for a further study in 

broader dimensions together with more of insights from the 

different disciplines of social sciences in the existing 

social, political and economic set up. of the society. This 

may require more of maturity in understanding the problem 

and interpreting the same in the existing socio-cultural 

realities, ~hich may provide few more clues to look into the 

'grey areas' of the problem. 
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THE NEWS PAPERS CONSULTED 

Sl. No. Name of the Newspaper Station Dated 

1. The Aaj Patna April 20, 1989 

2 .. The Aaj Patna . Sept. 13, 1989 

3. The Anugamini Hajipur Dec. 28, 1989 

4. -do- -do- Dec. :::29, 1989 

5. -do- -do- .Dec. 31, 1989 

6. -do- -do- Jan. 10. 1990 

7. -do- -do- Jan. 12, 1990 

8. --do- -do- Jan. 17, 1990 

9. -do- -do- Jan. 30' 1990 

10. -do- -do- Feb. . 04' 1990 

11. -do- -do- Feb. 08, 1990 

12. -do- -do- Feb. 23' 1990 ..:.:,;. 

cr-
13. The Aryabrat 1974 t- Patna Nov. 10, 

.::s-
\.') 14. The Financial Express Delhi June, 13, 1988 

\ 15. The Hindus tan Patna May 06, 1989 
:L r. . 16. -do- -do- May 18, 1989 

' 

17. -do- -d-o- May 26, 1989 

18. -do- -do- Sept. 10' 1989 

19. The Hindu Madras Aug. 12, 1988 

20. The Hindus tan Times Patna. March 21, 1987 

21. -do- N. Delhi May 09, 1987 

22. -do- -do- March 10' 1988 
.... "'Y~-:...,.. 

23. -do- ·ia-~~, Patna Aug. 11, 1988 :\\.· 

24. -do- I$ ~.\ -do- Aug. 30, 1988 :} <~;:-..,,., . l'.t ' 
. ... •f.'Jt r-. 

25. -do-
.•. t.· 

-do- 31, 1988 ·v. .~; Aug. i.'::JtiV..;:::· 

26. -do-
....... _~_ ...... 

N. Delhi Dec. 03, 1988 

27. -do- Patna Dec. 16, 1988 

28. -do- -do- Feb. 26, 1989 

29. -do- -do- March 02, 1989 

3 0. -do- -do- March 18, 1989 
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Sl. No. Name of the Newspaper Station Dated 

3L The Hindustan Times 1\T Delhi April 02, 1989 ••• 
32. -do- Patna April 30, 1989 

33. -do- -do- May 17, 1989 

34. -do- -do- May 23, 1989 

35. -do- ·-do- May 27, 1989 

36. -do- -do- . May 29, 1989 

3 7. -do- -do- May 31, 1989 

_3;8,.. -..On- -do- June 30, 1989 

39. -do- -do- July 03, 1989 

40. -do- N. Delhi Aug. 07, 1989 

41. -do- -do- Aug. 2.6, 1989 

42. -do- -do- July 12, 1990 
~-

43. The Indian Express Bombay April 16, 1987 

44. -do- -do- March 10, 1988 

45. -do- -do- Aug. 01, 1988 

46. -do- N. Delhi Aug. 12, 1988 

47. -do- -do- Oct. 14, 1988 

48. -do- -do- July 06, 1989 

49. -do .. -do- Aug. 03' 1989 

50. The Indian Nation Patna Sep. 21, 1974 

51. -do- -do- Dec. 14, 1974 

52. The Nav Bharat Times -do- May 19, 1989 

53. -do- -do- Sept. 08, 1989 

54. -do- -do- June 30' 1990 

55. The Ranchi Express Ran chi April 20, 1989 

56. The Statesman N. Delhi April 13, 1987 

57. -do- -do- Aug. 12, 1988 

58. -do- -do- Aug. 21, 1989 

59. The Telegraph Calcutta Oct. 18, 1987 

60. -do- -do- Sept. 21, 1989 
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Sl. No. Name of the Newspaper Station Dated 

61. The Times of India N. Delhi April 19, 1988 

62. -do- . -do- Oct. 26, 1988 

63 .. -do- Patna May 03, 1989 

64. -do- -do- July 16, 1989 

65. -do- ~do- May 27, 1990 

66. -do- Patna July 02, 1990 
•· 

67. -do- N ._ Delhi July 12, 1990 
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APPENDIX 

TENTATIVE INTERVIEW SCHEDULE FOR DISTRICT LEVEL INFORMANTS 

-1' ltJhat is 'the existing set up district health organization? :.L·•· 

2. lvhat is the history of KA in the district? 

3. Year and month were break ups of incidence and deaths due 

to KA in the district. (District health Authorities) 

4. What is the role of district health organization in 

solving the problem of KA? 

5. Do you conduct any survey at any point of time to assess 

the problem of KA? 

·6 .. Ca-rr. you giv·e some informations from these survey reports? 

7. Can you tell me about the Co-relationship of social 

perception to the problem and your own technical assessment 

in terms of 

a) magnitude or the problem? 

b) Facilities available and accessible? 

8. Where does the policy and programme fails? 

9. Can ·you give any information about PKDL cases? 

10. Any specific comments, if you have? 
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TENTATIVE INTERVIEW SCHEDULE FOR THE PHC LEVEL INFORMANTS 

1. What is the existing set up of the PHC? 

2. Wh~t is the iole of PHC in combating the menance of KA? 

3. What your records speak for KA in the block? 

4. What is the role of Health Educator with respect to KA? 

5. Did you achieve anythin extaordinary in combating the 

problem of KA.in your block? 

6. What is you opinion about the people with respect to KA? 

7. Why don't people come for treatment of KA to PHC?(if, the 

case remains unreported) 

TENTATIVE INTERVIEW SCHEDULE FOR THE COMMUNITY INFORMANTS 

1. Name Age: Sex: No. of family members 

2. Housing cype: 

3. Occupation : 

4. Literate/illeterate 

5.Facilities Available in the community School/PHC/Hospital/ 

Private practioner/Medecine shop 

6. Existing situation of health facilities: 

7. General health behaviour (if there exists any 

conspicuous information) 

8. Individual's worldview of KA (Notion, perception, cause, 
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symptems and treatment of the diseases). 

9. Has any one of the family member ever suffered this 

disease in your family? 

10. What was the consequence? 

11. How and when did y-ou know that it was KA? 

12. What did you do to get cured from it from this disease? 

i) Which health institutions did you visit? 

ii) How much did you avail the state medical facilities? 

iii) Did you experience anything extraordinary in the whole 

process?. 

14. Case hiitory report in detail. 

15. Did you make any colec.tive effort to solve the problem 

with reference to reliowing 

a) Sanitation. 

b) Representaton made to the govt authorities to provide the 

facilities. 

c) Representation to youuur representatives(like, M.P., MLA 

etc.) 

16. What role did your representatives played for your 

cause?· 

17. What has been the role of government programmes for your 

cause? 

18. What is your opinion about the role of PHC in combating 
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the problem of KA. 

19. What is your perception about the policy and programme 

in relation to KA? 

20. What is your opinion about the vol~ntary organizations 

a:nd p:ri-v:a:te p:ractioners with respect to KA problem? 

:.Z:L Can you give any i~formation about the last epidemic? 

22. What is the situation of malaria and filaria in your 

community? 
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