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CHAPTER 1|

1NTRODQCTIQN
Health
Heaith Service ngelopmgnt
The Case of Kerala
Literéture Review

Objectives



INTRODUCT I ON
1. Health

‘Héélth has:been'defined'by WHO as a state of complete
physiéél,mental‘and social well—being'énd not juét absence of
disease and illneés’. This definition tends to focus on the
ideal rather than the actual ie.‘the complete weil—being of an
individual, rather than'examineing the‘relafionship of the
individuél with his social environment,. On the other hand, if
health 1is the well?being of huﬁan béings, ﬁhen if can’ be saia
that to acguire fhé material basis and create conéiﬁions for
" well-being, human'beingé act upon nature, developing technology
and social relations in the process, bothvbf these iﬁ turn begin
to influence heavily £heir well-being. In other'words; health of
 indi;/iduais 'ana groups 1is vlargel)/ deterwnined by Athe
socio-economic, political and technological forces. According to
Banerjf (1978), interactfon'ﬁetween the way of life of a
éommunity, its Culture and the environment in the widest sense of

the term determines the state of health and disease in a

community.

In a community, the cultural and social perception and
méaning of health probiems, the health institutions that are

availablg and accessible to members. of the community and health



behaviour of the community as a whole and of its individual
-members—allvinteract with one anothér to form a sub-cultural
complex; one factor éannot be described or studied without haQing
referéncevpoinf for the other‘inteféctihgvfactors;  This
sub-cﬁltural COmpfex has been termed by 'Banerji és the ‘*Health

Culture’ of a community.
2. Health Services Development

In the pre—industrialrera of the history of ‘man, different

communities developed their health cultures in tune with their

overall ways of life. ‘At that stage of man's history, as the way
of life was differen't from-the.present, sO'was‘its health
culture. Historically, the Qoncept of heafth has evolved from

the magiéo—re!iéious overtones of the eartier'epochs-in to a mbre
scientifiC'oﬁe iﬁ the presént period. fhe»initial multifactorial
approach to health;, got 1ost.in the mecﬁaniéé} model of the
industrial era. l}n sﬁch é model, the emphasis was not so much on
the multiplicity of thé determinants.pf health as onfthe
biologicél perféction of the maphine called ‘body’. This
natu;ally led to the individualistié and.cprative apprdach‘to
health problems where‘medical technologyAaloné'wés éonsidered
sfoicient tovhéndle health problems. The limitations of this

approach brought back the environmental or theﬁeéological,

approach to health. In spiﬁe of this” however, the emphasis on



the physica] and biblogica] basis of health:continued wiih little
effort to,bring cout the signifiéénce of its social basis. This |
conceptual framework, was the basis fqr reforms within the
'welfarevservices iﬁbthe western capitalist countries ana the
growth of public health componenﬁ of thei} ﬁéalth services,
.withoutAactually_éllowing~any chaﬁggs\inithébsocial‘structure.
Today.the'contradiCtiﬁns éf the capitalist health serwvice system
have finally brought the social dimensions of healﬁhiin to focus.
7 .

Health services system is a complex. of research, education
and del ivery systuaﬁs (for preverrbive;‘ pronujtiye apd
rehabilitative'services) and.is only ohe,of thé many inputs
reqqifed to improve the health of the people.' The;pfesenﬁ health
servicé system is anvouté;me of the British effort to bonsolidate
their-poSition in their new found cofony. The British intrbduced
vthé western system. of medicine in to Iﬁdia to serve £Heir QQn
community and a selected section of the native population. The
heélth planﬁefs who took over after Indian Independernce, had the
chailenge of changing this system in to one‘where everyone was to-
‘have access to services irrespective of his paying capacity. But

they failed to respond to this challenge.

The recommendationé of the National Planning Committee of
the Indian National Congress proposed an integrated decentralised

health service based on relevant research and training and having



adequate manpower. They also proposed self—sufficiency in dfugs
and équipment, integration of traditional systems in to tée
heaith deIivery systems énd use 6f health workérs_wi@h short
fraining to.mEEt the.urgént demands of manpowerss; This line of
vtﬁihking assumédva broad base.and wgsialso reflgcﬁed in the first
ever effort of thevBritish Government (Bhore Committee Repo;t) to
evolve a édmprehensive plan for health service developmeﬁt. It
recommended anvintegrated,structufe:for curétive and‘preventive
.services and freé service-tbzall. It émphasised on preyentivé
services, matefnal and child health, fUral health and an
infréstruéturai.net@ork for rurél and urbén'areas wifhvaﬁJ
adequate referhal3syétem, 't also emphasiséd the need torprépare
soéial'physicians through'socially oriented meaicaf education and
recommeﬁded abolftion of the licentiates. . Thgse recommenaations
were maﬁifested’iﬁ the form of setting up Primary Health Centres
.for p;oyjding'intégréted health services as_a'part-of the widér
Community Devélopmeﬁt Programme, a social orientétion of medical
éducation and special attention to programmes for providing
protected water supply. Other measures were fmpro;ing nutrition
promoting the indigenous Sysfems of medicine,.the rapid .extension
of network of rural health servica; wiph.depioymén{'of é large
number of multi—pgrpose wOrkers, chmiﬁatfng in the decision of
the new rule who took over in i977 to entrus£ ‘peoples’ health in
people’s hands by providing one community health worker for every

100@ rural population. But the negative social fofces, which



‘emanated from the ruling class,. have hamperéd the implementation

of these very landable intentions.

Apart from.fhe failure of the government to build a
people-oriented health services structure, anotherkfailuré in
assisting in the improvement of people’s health was the lack of

~concurrent change in the extent and degree of the perrty of the

masses. iThe 1982 statemeﬁt op‘National Health Policy of the
gove}nmént of'India states that the demographic and health
picture of the country gtill'cons£ituted a cause for serious and
urgént concern. The high rafe of population'growth continued to

have an adverse effect on the health of the people and the

qualfty of their lives. The mortality rates for women and

”

children were still distressingly high. The extent and severity

of malnutritionrcontinue‘to be éxceptionally high. Communicabye

and non-communicable diseases were still to be brought under
effective control and eradicated. Blindness, leprosy and
tuberculosis continued to have a high incidence. Only 31% of the

~rural population had access to>pdtable'water supply and 5% enjoy

basic sanitation. The statement noted that high .incidence of
diarrhoeal diseases and other preventable and infect.ous
‘diseases, especially amongst infants and children, lack of safe

drinking water and poor environmental éanitation, poverty and
ignorance as the major contfibutory causes of the high incidence

of morbidity and mortality.



In comparision to the demographic and healthvpictufe of the
.country,errala_sténds far ahead of other stétésléf Indja wiﬁh
regard to the health indices like degth'rate. birth rate, infanf
mortality_féte, etc. In ¢ertain.respecté, the state has already
achie?ed the targets set to be achievéd by 2000 Ab. by thé
governmeﬁt of‘lndia.‘ These;aéhievemenfs should not givebroom for
complacehoy, bééause the foundation is very weak. On fhe one
hénd thé death ra£e is very low. But'on the-other, morbidity

0y

rates owing to poverfy—related diseases are on the rise.
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ase of Kerala

Table 1

General Socio-Economic Indicators

Area ’ - 38864 - . sq km

Districts . 14
Taluks o : 61
.Panchayats . | | | 999
Municpaiities - 44
Villages o I 'i45é
Townships ’ | : ? - 3
Municipal Corporaiions _ 3
Population (81 census) V 2545368@
Density of Population : 655

Male Population (81 census) - 12527767
Femaie Population ’ 12925913
Sex Ratio fFamale‘per 1000 Males) >1®é2
Total Literacy Rate (%) ' ' .7®.42
Male Literacy | - ' '75.36
Female Literacy - ' ' 65.73

Source: Health Profiie'of Kerala 1989. Department of Health £

Family Welfare. Government of_Kerala,



Table 2

Important Health Parameters

Kerala

. India

Birth rate | _ , - 22.4 33.6
Death rate o S | 6.2 11.9
Iﬁfgpt mortality rate o 27 96
Maternal mortaliﬁy.rate . 1f34 3i5
Expectation of life.at birth
(in yeafs of age)
Male | - o 67 55/
Female .' | 70 ’54
Couple protection rate - 52.6 | .3?.5
Sour&eﬁ HealtH‘PfoiIe Qf Ke;ala 1889. Departmeﬁt of Health

and Family Welfare. Governmené of Keraia.



Table 3

1985

Health Indicators
Period Kera}a India’

Hgspita;s 1.1.87 327 . 7764
No. of beds 1.1.87. 52074 555246
Populgtion served per‘bed ~,1;l;§7 S44 1388
,Ho;pitals per 1®éo sg'km 1.1.87 8. 2.3
Dispensa;ies 1f1'§7 /1491 25871
No. of doctor§

(régistered with mgdical

council) | 14208 306966

Source: Health Profile of Kerala 1989..Department of Health and

Family Welfare. Government of Kerala.,

The progress made in the health care in Kerala has brought

"in a health profile which 1is comparablebwith tpaf of the



developed world. The population thch {ive as long as any
population groug in the west or in.the socialist countries are
far  less healthier and sturdy. 'fThis is evident from the fact
that Kerala probably has a population'Which freqqentsfthe
hospital morevtﬁan anywhere else.in the couﬁtry_and that the
state has a>hospital bedvoécupancy ratio which is the miximuﬁ“
Thus, whatvﬁas been ach{eved by providing an accessible health

care system is enhancing the life expectancy of a population
vwhich is farless healthy for all practical pUPpQSéSw This is
because df podr nutrition standards and the non—availabilityvof

the'infrastructuré for healthy living.
In-order to understand the present -health status in the
state, it is ESséntial-to analyse the socio-economic conditions

and the health indicators.

Keraia was. formea ‘in 1856 out of three ,séparate
admihistrativg units. Travancore state in @he sputh, Cochin
state,in_the_miadle and the ﬁalabar region of the Madras province
in the nortﬁ. Travancore and Cobhin were ruled by local

Maharajas, while Malabar was part of British India.
From the very beginning of -its history, Kerala had extensive
contact with other ¢ultures, both within and outside India.

These contacts have played a significant part in the

10



socio—économic development of the state. The health states of a
popglatiOn is but a reflection of the socio-economic development
of the country. ,

Social Inequalities

The traditional Keralms socgiety in the pasf wés_characterised
by unequal distribution in both the means of subsistence and
privileges. Kerala used to be one of the most caste-ridden pafts

of India.

The social reform movements, séread of modern educétion,
increasing rufal~urban migration, impro?ements ip transport and
com-munication lgaaing to greatgr social contacts, weakening of
the traditioﬁal institutions like the temple»ahd joint family
which constitﬁtéa the major props of'the caste sySiem are some of

“the developmentsiwhich undermined it.

Due to,ﬁhe spread of.gdﬁcationn social reform movements and
lorganisations'among ihe Sbcially‘and economically backward
classes, the wo;sf forms of social diSCrimination@ana economic
exploitation have been eliminated. These changes have aiso
favourably affected odcupational pattérn and vertical mobility.
Howéver, the employhent situation has worsened keepidg down the

level of income and standard of living.

11



Land refo;ms was.the principal:means used.to'éring about a
:major_redistribution of Qealth. The first post-independence
législatfve.measure on land reforﬁ was adopted in 1957 and passed
in 1963. Tt sought to assure permanent tenure to allgtenants, to
giQe'tenants the right to purchasé théir lahq éna.té'impose a.
ceifing on the totalvacreage a primary ‘family unit could own.
The-land reforms-creaped a’large'middle class of owner
vcult&Qators. These people gained only in some aspeéts by the

reforms as aggression reforms simultaneously raised the wages and

other benefits of farm workers.

Mencher (1980) observes that agricultural labour unions

started first in Kuttanad and thé wage rate there is one of the

highest in India. With éignificant’decrease in the amount of
work available, the only way most labourers could stay on even
ground was to demand higher wages; Thbugh the statutory minimum

wage rates are high in Kerala, the number of days of enployment
for male agricultural workers was 187 for Kerala, the lowest for

any state.
Education
The contrast between Kerala and India is striking with

respect to educational attainment. According to the 1981 cénsus,

the literacy rate in Kerala was 70.4% as against 36.2% in India.

12



The female literacy in Kera}a was about 66% as against 25% in

India.

The dévelopment,of education inithe state owes much to the
importance given to it in the Kerala qultpre and to the work done
by the Eupbbean missionaries. Historically, edQcation was

'pfovided using témp]es as Qentres,.with non—formél leséons

imparted to both.hen-and women through puranic stories and

devotional songs. More recently thevruleré of both Travancore-

and Cochin gave.cénsiderable impetus.to edﬁcation~by having the
staﬁevpay the entire cost of primary education. These offiéial
efforts weré supplemented by private efforts which began with the
foreigﬁ Christian missionariés’ establishmeﬁt éf church ﬁanaged

‘schpools and cbllegés.

Besides promoting‘education at -the schOoy andzuﬁiversity
level, the receni'trends of éhe-state governméht'has been in
making the entire state fully literate by launching Adult
Education Programmes. = The. Kottayam town is already in the
Guiness Book inerId Recordsifor being fhe‘firéf town to attain
cent per cent literacy. A massive adult educatidn'éampaign was
launched in the Ernakulam District -in 1989 with the aim of
attaining cent per cent literacy(and the programme ha§ beén

successful in attaining its target.

t



Mencher observes that education in Kérala has nof'meant
better employment’éspecially for most of_those iﬁ the lower
ecénomic strata. Thus, this,shéws thét sending ‘a child to sch001 
need th be an indication df a 1eéseningvof_poverty.v Free
schooling and ihadeéuate.growth»of.employment éppor£unities have
howeyen led -to prolongation of the period -of edﬁcétion with no
éignificant'gaihs for thgse concerned in the labour mérket.'<

Education{is éo widespréad.i; the‘state that therevaré véry
few ilLiteréte men or women in¢the'prime childbéaring ageé.
Raman Kutty (19838b) conducted a study on the influeﬁce_of women’s

education on attitudes to aspects of child care in a village -

community in the Trichur District, In this study, 78 rural
mothers of pre-schoolers in the age group 6 months - 8 years were
taken. Half the sample of mothers were those with less than 10

years of schooling and half with 10 years of schooling or more.
The impact of schooling was checked on their attitude to 5
important aspects of child care such as (1) awareness of child’

health status (2) breast feeding and proper care during child

birth (3) ,care of sick children, including need for -
hospitalization (4) concepts about the appropfiateness or
otherwise of artificial feeding and (5) immunizatigh. The women

[y

were also cross-categorised as to whether or not their husbands

had 1@ years of'schobling.

14



Thelstudy révealed that 10 yéars of Schobling did not
prbducé.a markgq difference in attitudes. Inlcaée of
immunizgtion, i£ sugéests that educétioh of the womeﬁ by itself
is not a sufficiént cthition to bring aboufma change 'in
attitudeg. Edeatioh.of.the husband, whicﬁ could be interprefeﬁ
- to mean a différeﬁt life style had a stronger influenpé in
shaping the attitudes of women to immunizatioh?
éoverty‘aﬁd Ngtritional Status

"Poverty i; réf}ected mainly-in'the inadequacy of food in
take‘a£d the congequen£ undernourishﬁent. vaertyviS'thus
related to the lack of access to minim$11y~5da§uaté‘fobd which is
lack of access tb'ﬁwo—square meals a day. Under such conditions,

a poor is unable to meet his hunger satisfaétion._

Kéraia has been identifiedvas the stéte with the lowest food
intake and-thérefore, by this criterion, as the one with the
highest incidence pf poverty in the entire country. The calorie
intake in the state w$s only 1620 whicﬁ is the lowest in the

‘country according to the National Sample .Survey Draft Report

1961-62.

Rice constituted the main . staple *of the population for

centuries. Since the late 19th century, Cassava also found a

Sp
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place in the diet,’particularly among the poor people. The other
ingredients of the diet are végetableé, coconut and coconﬁt oil,
the chief. source of»animal'proteiﬁ beiﬁg fish. The war years
brought aBout near famine conditions jn_tﬁe coastal areas of
TraVancofe and Cochin, where food shortage and spiralling prices
were aggfévated by unemployment conseqﬁent;on the failure of
traditional indust}ies like Coir and Copra.

Morbidity Pattern

~The level of nultrition aﬁd the level of health of a
population are génerally considered ﬁo be closely relafed: theA
lower the level of nutrition, tﬁe poorer the health and
vice-versa. A diet survey was conducted invﬁhe state durihg the

_period of second World war, when aéufe shortage of food wéé
widespread in the state and in the rest of India. The survey
indicated that aneﬁia, diarrhoeas, wastiﬁg oedema, skin diseases

and peripheral neuritis were encountered widely in the population

'living-in the coastal areas.

The major diéeases wﬁich are the Bard core Health probfems
of Kerala mainly found in rural aréas are respiratory infections,
diarrhoeal disorders, skin infebtions.andsintestinél parasites.
Degenefativg'diseaées-like diabetes, hepertension, heart diseases

and cancer have also-begun'to surface mainly in urban areas. The

16



three important diseases tuberculosis, leprosy and filariésfs

still remain major health problems in the state.
Mor{aiity Rates

The mbrtality rates_staftéd their downwafd-trend at a much
1earlier‘period in Kerala than in tﬁe rést‘of India. Thé Cfude
death rate was estimated to . be about 25 per'1®®® population inv
'the iQSQs and abou% 7 in 1979. The lérgest gain:o;ef;mortality
.was experiencéd in the infant ages.; In 19?9—8@, a béby*s‘chance
of dying in India during the first years was ameSt three tiﬁes

as that of a baby born in Kerala.

Thé distinguishing feature of Kearalé’s healfﬁ prﬁfile as
compared to‘the rest Of’thé country, 1is the lower mortality,rate
in the rural areas. Death rates in the rural and urban areas of
Kerala at the beginning of the seventies came to 9.1 & 8.3
respectiQely, as against 16.1 & 8.3 :espéctivelyvfof Iindia as =
whole, the rural rate be}ng almost twice asg high as the wurban

one.

There has been great inter-regidnal differences in mortality
rates within the state itself. The death rate for Travancore -
Cochin in 1941 was 14.8. As against this, the death rate for

Kerala as a whole «during 1941-50 is placed at 22.3. This would

17



imply-a'significahtly higher'mqrtality rate in the Malabar
districts. This~is explainéd in terms of the differential levels

of development of medical facilities and the consequentv

differences in accessibility to the system in the two regiorns.

0f the tbtal number of 230 medical institdtidns in Kerala in
1951-62, only 30 ingtitutlons were located in the Malabar

districts. While the availability of bedsiper 100,00@ population

was only 33 in the Malabar districts, it was as_ high as 87 in
Travancore - Cochin. These disparities-existed at the time of
the formation of the Kerala state in 1956. Since then. greater

attention has bgep_pgid.tp the -development of medical facilities
and pub}ic healthifaciliﬁies in Malabar. .The number of b;ds per
100, 000 populafioh more ﬁhan doubled in the.Malabér area between
1866-57 & 1970-71. ;During‘the samé period, death rate Aeclined
from about 23 to 1@.4. In 1956-57, the number of beds per
_1@@,0@@ populatidn was 2.4 times largef in Travancore - Cochin
than iﬁ ﬁélabar}_bpt this fatio”declined to 1.5 times in 1970-71.
In Travancore Cochin area, the’death fate in 1970-71‘was only
?)9. Thus,'thé differences'in mortality rates still reflect the
differences in the_exteni of and écceséjbility to médiéal care

facilities in these two regions.

18



The health status of Kerala thus is a picturé of low overall
mortalityvco-existing with considerable morbidity, mostly caused

J

by diseases linked to under-development and'poverty.

‘Fertility Trends
The crude birth rate in Kera}a was about 49 per thousand
,popﬁlation before 1950 but it is only about 22 now. The birth
rate started declining in the early 195®s, but "this trend

gathered momentum only in the‘éecond half- of the 1960s,

- The to£al\fertility,rate was about 5.2 in 1859 & 3.4 in
”-1976, a decliné of about 35%. From 1559 to 1971, the largest
feftility decline in the age-group 15—19 years, duevlargely to a
deglineiin thé prOporfioh of-tﬁis age—group that was harried.

" The varying declines noted among other age groups would be_in

their utilisation of Family Planning methods.

The Family Planning Programme in Kerala began in 1955 with
parallel Family Planning Qlif\ics ati:acrxedA to Medical
institutions. The.coqrse of progregs;since then_fai!s in.to four
distinct phases: a period of slow growth (1955-64): a period of
re-~organisation and the establishment of statewide Family

Planning Centres (1964-7@), the years of mass sterilization camps

19
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(1970-73) and a period of matérnal and child health service (1973

onwards).

From the ferfility study (Zachariah), it revealed that the'
"most ambitious and iﬁpreésive in terms of achievement was in the
Ernakulam District where the target was 85,000 sterilizations and

.the actual total was 83,254 sterilizations (110% of the target).

Mencher (1980) observes that, traditionally in Kerala, among
the landless, as long asbthere was enpuéh work to go around, an
extra child was usually able to begin earningvhis'or her keep by
the age of 10 or 11 years, sometimeé even earlier. " This is no
longer true in Kerala,aé employment opportynities in agriculture.
and other sectors in the region have declined. Under such
bohditions, the adthor argues that while people still want
children, tﬁey do not see ény economic advantage inahaQing iarge
f;milies and thﬁs: coupled with the fact that with'better.medical
facilities thé éhildren ﬁhat they ha&é are likely to live to
adulthoqd, makes even agricultural labourers amenable to famiiy
pianning. fhus, the dec?ine in fertilify among agricultural
labourers need not be seen as .an indicgtiOn of én impferment in
their qual!ity of life. In Kérala cdﬁtext, it can equally well bé
seen as a sign of greater poverty. .Panicker(1984) npteé that the

decrease in the benefits and increase?in<the costs of children

motivate parents to adopt family Blahning leading to fall in

20
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fertility. In Kerala, it is the change in parental attitudes and
motivations which stimulated increasing acceptarice of birth

control resulting in the rather sharp-and rapid fall in

fertility. Moni Nag (1984) associates decline of fertility in

Kerala with greate:_équity in education and health facilities
than with greater equity in 'income and assets as Seen.in

developed countries.. Thus, he relates fertility'decLine with

‘socio-economic factors like high female literacy rate, rapid

decline of hortality rate, successful family planning programme

and high minimum wage rate among agricultural labours.
Medical Care Delivery

Kerala has a wide network of medicare institutions under the

'éublic sector and belonging to the allopathic and indigénous

systems of medicine. There ,also éxists an equally extensive
private seétors.

vThe state has a S5-tier health deliyery system. At the .
grassroot level, a government dispensary caters to the needs” of
abou% 20-30, 000 éopulafion in a Panchayaf. The faéilities,
presently available at this level are being made more wholesome
by connebting it to PHCs, so as to cater to positive, éreventive
ahd promotive health care in addition to the curétive services

provided there. At the next tier,  the bfock PHg/government
C DHss evbalion &
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hospiiais pnoyide_the'samé health facilities to a population of
about one lakh with medical officer and para medical staff -

positioned on a pro-rate basis and beds for inpatient treatment.

As for cura£i§e Sefvices, taluk'hospitals'exist at the next
level forrrehdering services to a popﬁlation of about hélfva
million,vwhereas the district hospitais which are élso basically
curative ofiented;'funption aﬁ the fourth tier as a :eferra&
centfe for all the periphéral units of the concerned diétr;cts.
At the 5th tier, céhtaih‘apéx institutions, exclusively for
speciélised'treatmeht of cases of leprosy, tuberculosis, meptal
diseases, etc., éan be discernéd along with theSS-@edicél'

!

colleges where curative services of a complex nature are rendered

~

apart from medical education and research.

To‘p}oyide health care services to the rural population,
concgntfation is made 06 the development of the rural health
infrastructure. This.is in Conformiﬁy with the stress given in
the Nationai Heéltﬁ Policy to provide preventive, promotive and
rehabilitative‘heélth services to the people in thé pural‘areas.
In rural areas, services are provided through a network of 3874
.sub-centres, 740 EHC & 29 communityléub—centreg. National
p{ogrammes have been ihplemented for the control of coﬁmunicable

diseases like tuberculosis, leprosy, filariasis and malaria.
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To sgpplemenﬁ the éqtivities of thé Allopathip institutioﬁs;
theré aré Ayurvedic and Homoéopathic,institutions too. Ayurveda
- is acCepted.and resofted to by a wide segment of the pobulation.
The}department Qf Hom0eopathy has beeh making steady progfess in
the field of rendering meaical_relief'to the . public thtoqgﬁ
Homoed hospitéls/dispensafies and in promoting'Homoeo education

in the state.

‘Every aspect of iife in Kerala is politicized. Political
awareness among . the populationvin the state ‘is verQ‘ﬁigh.
Newépaper reading and poli£ical-di3cussions are principai
pastimes of the average persgn.- Pfotest marches; general
strikes, hunger,strikes, and other pub[ic'démOnstfations are éé
‘,much‘a daily'occurence iﬁ.Kerala as tﬁe monsoon rain in July.
‘Such politicizing has many disruptive cohsequehceé, but it is not
without behef&ciaf effect. Menche; (198@) writes that there is
no-questioh that.politicization of people in Kera{;'has played a
major éart in affecting people’s health. In Kerala, if a PHC was
unmanﬁed for a few days,'thé;e would be a massive.demonstration
;t the nearest colleétorate led by local'leftisté, who wbuld'
demand to be given what they knew they were entitled to. This
has had the effect-of making‘health care much more readily

available for the poor in Kerala.
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Sérutinisihg the medical-care delivery in Kerala, Raman*_
Kufty (188%a) writes that if medical care is provided as a market
good, only those who canvafford the price can avail of the

AN

services, thus restricting the use of the product. ‘The health

- .
service sector is mostlyvgroésly inadequate to providg much
neeaed Earef, Besjdes;.health care competeé wi@h other priorities
like:sanitétion, food production, immuhisatidn, for ééarce
resources. Theré‘are mainly three devicés which.breferent}ally
allocate medical care in favour ofva.sectiph of tﬁé poﬁulatidﬁ'in

Kerala.

a) Money price, which acts as the most important factor in the

case of private care and which favour the rich.

) Travelling time: the component of travelling time becomes a
large factor for rural dwellers especially when

ﬁransportatiorl facilities are scarce and health care

providers are concentrated in urban areas.

c) Waiting time, which introdﬁces a bias in favour..of more
influential members of the community iﬁ the allocation of
health care.® For them, waiting time is practically reduced>
to nought. The legitimisation of private practice of
gdvérnment doctors,vas has been done in Kerala; eﬁcourages

this ‘jumping the quéeue’, since it is difficult to deny »
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priority to those who have previously consulted the doctor.
The .effect of this ’jumping the queue’ on ﬁhe section which
is not thus priviléged is that it increases its price of
obtaining medical care in termsfof increased wait{ﬁg time.

The net result is that the general health care system in the
state, government and private included, is'geherally.skewéd

~in favour of the elite classes in allocating its benefits.

This inefficient medical care cdupled.with‘poor
socio-economic conditions in the‘state is clear from the
diarrhoeal deaths ihat oCcufed in Kerala in'Septembér 1987, Most
deaths occured in ihe age group beLow i@ (24.2%) and above 50
‘(51.2%). The fact ﬁhat two—third’of the de;a afe women,
indicates their Iow Health status. 49% of the dead did not gét
water. Half of the victims were'nbt given water supplements, in
spite of the faét that preventing dehydrgtion.by GRS is th;_most
Qital aspéct of diarrchoea care. 95% of the deaths<took place in
hospitals."lt is:alarmihg that sd'many died in'spite of the fa;p
‘that they may have beén sa;ed by rehydration alone._ Besides
these, éevefai paﬁiénts,we:é'shifted from one Epsﬁita[ to
another. This shoﬁs that even simple rehydration therapy could
not -be handled in these placgs. Most of;the pétients had to.buy

medicines and drips from outside and 77% of them did so.
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The éocio—economic status of the patients reyealéd that most
of the dead belonged to low income groups. The main chprit of
diarrhoeal diseases is,drinking water. S@% relied_on yel&—watEr;
35% of the people relied on public taps or the sd—called
proteéted wéter,supply. But here, the quesfioﬁ fising is.the
level of‘faeca] contamination creeping into this water supply due
.to broken pipes, perﬁénenfly dry ones and the ones COntaminated
‘by drainage wate}, etc. 10% of thé’people depend on wgﬁerbbrought
in lorries by contractors. Nobody ever cares to knOW-how‘thié
water is ‘collected, processed and if it is ever potaﬁle.
Sanitary latrines play a major fole in pfeveﬁfing deirrhoeal
diseases but only 5% of the dead;had,aécess'to them.

éuéh findings reveal”that despite majoripublic invéstments
in the health ang ﬁon;health csectors in the state, the masgs of
the,people~continue to live in poor socio—économiq conditions and
for whom the medical care services are not éasily acceésible.
Similar coﬁditions‘preQail in the rest of. the country.

With such conditions exfsting\in the entire country, the
social scientisﬁs were involved in the process of health service
‘development at a very early stage. Fof more than‘thrée decades;
sociél,scientists have produced‘a large volume of Iitérature in

the course of their work in health fields in India.
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4. "Literature Review

Mckim Marriot and Morris Carstairs were among the first to

g

carry out ‘formal’ sécial scieﬁcé studies in health in India.‘
Marriot carried out hié study in'the'Qillage kishan G%rhi in
Aligarh districtvofvottar Prédésh‘ih 1962.° He éﬁtempted to |
analyse the cultural problems involved in:introducjng what wés
considered to bé more effective medical te¢hniques to a
consefvative villaée. The‘éﬁccessful es{ablishment of effective
medicine here appears to the researcher to depend largely on the
degree to which scientific medical pracﬁice can divest itself of
certain western aécertions and clothe itself in ﬁhe social home

.

spun of the Indian'village.

 Khwaja'Arif Hasan (1967) has been ahong the firétvécholars
to have cgrried but field wofk Specifiéally to elaborate .on
cultural Qimensions of health in an Indian virlage. -He stéyed in
the village for one full.year'and coqduéted participant
observations besides analysing available records and
adﬁinistering questionnaire to a purposive sample of 80 out of a
total of 215 households. In the report, he describes the villége‘
eﬁvironment, sanitary habits, personal hygiene, food habits and
'taboos, drinks andvdrugs, concepts ofvetipiogy‘and illness and
doctor-pétient relafionship. He has pointed out that there ‘are

two types of social and cultural factors that affect the health



of ény community. Firétly, there are Tactdrs thét directly
" affect tﬁe health of'thé communiity because cer#ain ¢customs and
practiceé,.beliéf values.and religious téboos, eté., Creéte an
environment that.helps in the spread of controi of certain
diseases. Accordingly, facfors_that indirectly affect héatth of
"a community ie., {actofs related with problem of medical care of
already sick andithé iﬁvalid. Some chtufal factofs p}ay a
positive yale ie..taboos ﬁelpful in.the‘maiﬁtenance, promaticn or
preservation 6f health and some cﬁltural factors play é negative
vfofé adversely affeoting.practices. A major Iimiiatibn of
‘Hasan's work is that.it makes a value judgement that-western
medicine is_always superior :to tfaditionai'medicing and thosge who
do not acCept‘western medicine arejcQItUrally'backward. | Hasan
has dverlooked.fhe hechanism through which services from
practitioners of:Qestern medicine are made availablie and
accessible and has gone on tQ pass»judgement on the cultural

response of the people’to'their health problems.

Djurfelt and Lindberg conducted a study of introduction of .
western medicine in the village Thaiyur in Tamil Nadu in 1968-70.
While writing their case study of health and health policies-in
the v&llage, they have attempted to demonstrate three thesis:

9) The health situation in the village is a consequence of the

prevaiiing economic and political order.
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b) The health problems canﬁot be studied by means of medical
technology. - It is intended to demonstrate the importance of .
western (allopathic) technology by comparing it with the

already existing (indigenous) health services in the

village.

c) Only a profound transformation of the economic and. political.
structure can give the people of Thaiyur the means to
improve their health.

Thaiyur village is .20 miles.from‘Madfas city.” They spent
about an year in the'village. They combined several methods of
data collection. An extensive census covering demographic and

economic subjects; an ethnograﬁhié éata cblleétion covering
.Séyenal subjects and using several methods (series of
unstrﬁctured inférviews, séecialist inﬁerviews, casé—studies,
intensive stati;tical studjes of very small gample, participant
observation, etc; and a conventidnal‘sociological sample survey
_df 200 ﬁodséhdldé whereby relevant variables_réléiing té
economics, demography, healtﬁ, politics, knowiedgé,'éttitude,‘eto

were measured.

The two main implications of .the existing health conditions
of the people are that: firstiy the health of the Thaiyur

inhabitants 1is not a natural fact, but a social and historical
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‘product. Their bad health is the<re5u1t of impoverishment which
startéd tong ago and which continues és.one of_the{resdlts of the
pérasitic %ode—of produCtion.dominating_independen£ India.
Secondly, the Thaiyur people will impréve their health not by
coﬁsuming mo{é al]opathic medicine;,; but by improving their

economic lot, which they can ohly ‘do by getting rid of the

parasitic system which oppresses them.

Banerji has uﬁdertaken a wide nation‘wide SOciél science
study spahning from -1872-81, of the health behaviour of fﬁral
populations c@vering 19 villages, located in 8 sﬁates. *The
villages were divided into (3'categories}> (1) within thé
immediate‘viéinity of the PHC (2 a little"awéy‘from the PHC (3)
covered by the-Sub—oentfe’. Fbr this study, healthvbehaviQUr has
been cdnsidered’in terms of: (a) the entire spectrum of health
problems; (b) cultural perceptions and culturél meanings of
these problems; (c) - various curative, preventive, promotiye‘and
family planning.measures implemenféd by fhe gbvérnment and other -
agencies aﬁd:(d) ‘other ;ealth agencies that exist in villages as
a part of the cgltﬁre of the cohmunity. Findings from this.study
have shown-how.abové men£ioned‘four faétors are integrated tq the
underétanding of the health behavioﬁr of rural population.
Bahéfji maintains that the conVentional, methodo[ogical-and:
conceptual apprdaches to the study of rural life in India, which

are usually based on-western reference models, often lead the
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~presentation of a fragmehted and materially distorted account of
the social reality. Hé attempts/to present the social reality as

the.stepping stone to develop an alternative approach.

:By far thé most important implication of this study is that
it makes it poésible to relate healthipréblems of a CQmenityvahd
its health culture with -the question of povefty aﬁdithe various
éociai, econOmic and'politicél forces in the communitvaﬁich
influence the degree and- the néture pf vaeftyg Theré are four’
issﬁes‘tﬁat emerge while consideriné the implications of»tﬂe

findings:

a)l BEecause of wide differences in the énvironmentél conditions
and in access to heafth institutions, it can be concluded'in
generél, the people in urban areas enjoy greater advantage
vover‘those living in rural areas. Similar differenqes exist
even within the villages whete a small privileged class
lives in better envirdnment with better access to heaith

institutions than the vast majority of the village
. \ .

population.

b) As the bulk of the health probiems among the poor is
g?nerated by the extreme poor environmental! conditions in
which they live, these problehs can be déalt>only by

improving the living conditions. As this improveméent i

]
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essentially relatéd to eéconomic, poijtical and social
cohd;tions; iméfovemenf of heélth status of é population is
also eséentﬁally aﬁ eConomié.'political égd social issue.’
Under the existing conditiOnS of social and economic
relations, conventionai health services can have only a
marginal role. Strugglé for better health thUs'becpmes
synanymous with struégle for economié;,pblitiCal and social.

justice.

c) Under the existing conditions of gross inequality‘in the

d)

access to health institutions, the priyileged class, which

has control over access of the underprivileged to health

-

institutions, uses the access to health institutions as a

~ weapon to controi and exploit the underprivileged.

If the poﬁr-ére organised enough to exp{oit'the concessious
that -have already been méde by the ruling classes in the
fields of health,'they can not only blunt the weapon of
using access. to health services to oppress thém, but they
can aisé use ﬁﬁese conbeésions és'a ieyer tﬁ‘join other‘

forces in ushering in a more just social order.

In conclusion, it is contended that, in a community,

perception-of a health .problen, meaning of the state of health

and disease, response toc various institutions that exist for-



'dealing'with there health problems, all form an integréted,
interdependent and %nteraoting whole. [+ is a Sub—cultu?al
complex which can be termed as the health culture!of"the
coﬁmunityf Health culture of a2 community is influénced by
diffusion from othef health cultures. fn this context,
implementation of govermnment health p;ogrammés in a community;can
be considéred as éurposive iﬁﬁerveﬁﬁions into the existing health

culture of that community with the object of bringing about a

-

'desired change. in that'(pre—existihg) health culture. As health
éultune of'the community, is*the SUb-Cgltupe‘of the overall
culture of the cohmunity, it is"intimgtely iinked withychahges in
the overall culture that are mediétéd by various social, economic
and pdlitiéai forces. The significént aspect of this sstUdy is
tha£ its entire methodological edifice”is builf around this‘

‘integrated and broad based cbncépt of health culture.

Based on the similar methodology.is the study conducted by
Sahu (198®) which investigates the health culture of six Oraon
tribal habitats l'iving §£ varying tﬂisﬁances from the
sophisticated hospitai at £he steel plant at Rourkela, This
study differs from:ea;lier étudies as this involves the study of
_a tribal communi£y. ‘Here, the concept of health culture a; a
dynamic entity, which is influenced by a numbér 6f factors, 1is

used to explore how the health cuLkure'of a tribe undergoes

change with changes related to the concerned factors.
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The study_investigates the health culture of Oraons in
different eoological; spcial; economic and occupétional contents.
The Oraohs living iﬁ Rourkela SteelvPlaht héving_free'aécess td a.
very extensiQe network of héélth services built around the highly
sophisticated Ispa£ Genefél Hbspitai is taken as one éf the Oraon
habipats. . The other habitat'js the remote viirége of Kokerma
which Hés no government heaith insti%ution located- in it. The
village Karolega which has a éqb~centre of a Primary Health
Centre andianothér viflage which has the corresponding . PHC
located in it.were,selected as the two other villages. Féur slum
areas surrounding the RST aﬁd a resettlement colony-locatéd 10
kms away frdm RST were‘the,other urban‘groués taken for £he

study.

It is observed from thé study that QUring iliness, the
Oraons actively seek health services outside their culturally

[
determined health institutions to get relief: A very ‘large

proportion of £heir felt needs for such services remain unmet
‘because of limitations in their access to these health
institutions. Sccial, religious, ecqnomic and po}itical factors
determine the access of Oraons to‘health institutions. Thus
changes'in the access of western medical services ﬁad'profoundly
chénged the other components of their health cuiture. Even if

. 1
they are not accessiblie to western style medical services even in

the remotest Oraon village, when medical catastrophes strike
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them, they are prepared to make great sacrifices to gain access

‘to practitioners or institutions of western medicine.

Sod%al scientists havé covered an extensive field in'£he
cersé of their work in the health fields in India. The
cﬁmmunity based health behaviéur_studié; havé mainly dealﬁ with
peasant communitiés. vSéhu (1980)'s, study area is differént_as
it deals with a fribal population in Orissa.

Kerala standé'fa: ahead bf other states 6f India with regard
to the health indices (Table 2 &3). Kerala is. today being
pointed to by a number of eoonomists ahd b@hers as an.e¥ceptionai
instant when without either a radidal revolutién.or a majﬁr
increése in.industrralizatioh or production, "things seem to.be
getting better ih éerms~of quality of life of the common people.
Eventhough the pdleatiqh is well advanoedvin its population
trﬁnsition with a low and slowly declining mortality rate, it haé

a very higﬁ fgte of mo?bidity.

Keralia is a land of rivers and backwaters. The backwaters
form a speciaily attractive and economically valugble feature of
Keralé. The biggest backwater is the_Vembanad laké; some 80 sq
miles in area, which opéns out in to the Arabian sea at Cochin
port in -the Ernakulam District. As the health stétus bf a

population is closely related to its physical environment and
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socib~egonomic milieu, the present sfudy probes into the health
behaviouerf an island populétion in thesé'sackwatgrg.v As there
has not been any iéland study conducted so far, there is need to
study»the health behavidur of such-én isolated_community. Thé
island chosen for ﬁhe étudy is thevVallarpadom isiénd_in the

backwaters of Ernakulam District.

\Objectives

. The main objectives of the study are:

(1) To explore the sbcio—ecoinomic'conditioﬁs in the

is{and.

(2)  To study the health behavour of the community within

the given socio-econonmic conditions.

(3) To assess the availability and accessibility of the

existing health services in the island.
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The Design
1. Data Required for the Study

The bulk qf the data needed for such a sfudy was.
 §uafitative in néthe. BUt some of this qualitaiive’data were to
be strengthened Hy means ofra_quantitatiye'diﬁénsion. The
qualitative dafa:requined for this étudy was poilected on the

following lines:

a) The physicalvaspects of the study area,'ie,; lécation,
physical features, flora, Settlement'pattébn; housing,
environmental sanitation, water supply, markets} transport &

communication system.

b) Social structure of the population ie., religion, caste,
population & distribution of households, education,

institutions & organisations.

-c) The economic structure of the population ie., occupation,
economic stratification, land holding pattern, cultivation,

"loan or other facilities from government or private charity

organisations,
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d) The political'structufe in the study aréa ie., political

pafty affiliations, voting behaviour &_functions of the

Panchayaf.'
(e) The Health service system & health behavibur which include:

(i) the various health institutions available tbvfhe population

in the gstudy area & their functions.

(ii) the prevailing illnesses which include the bgmmunicable &
non communicable diseases, childhood diseases, snake bite,

-

dog bite, alcoholism, accidents & deaths.

.

(iii)The community participation.
(iv) Pregnancy & child rearing practices.
2. Methods Used for Data Coliection

An initial ‘survey was conducted to get a census:- total
population, households & their composition, 'caste & religion,
systematic, intensive, probing interviews, direct observations &

recording of specific case reports were the techniques used to

collect bulk of the data for the study.
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Efforts have been.made to standardize & répeétedly cross'
check the qualitative methods used in this investigation. an
attempt was made'tovprOVide,a quéntitatiVe dimensibh'to'th;
§ualitative data. This was dene by identifying specific issues
that neeaed to ‘be quantified on the basis ofvthe.stuay of the
qualitative data already collected & developing a suitable mix of
open & close ended interQieQ schedule; This séhedule wés
administered to a systematic random sample of 1@@ households,
taking every fifteenth household from the study area.

¢

3. Sequence of Data Collection

Due to certainAlimitatiqu in séttiiﬁg down in the study
area; the investigator usea.to cdmmqte‘to the islahd_daily_
-mbrningfby boat & fetufn in the evening. Nevertheless, this>did
rnot hinder in the establishment ot rvapport with tﬁe inhabitants
as théy were mainly coopérative & frieﬁdly.

- The inﬁestigatof started colfecting information from
different sections of the communitybn'the basis of a check-list.
Inifially,.the work'cbnsisted in getting data concérning the.
physical featupes of the area, interview of informants,,
'interview of persons af the mini PHC, making direct observafibn

to health behaviour of the population, of their response to.

visits of_health personnel to the study area & of their(visits to
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health institutions, the formation of an interview schadulé &
~thelir administratioh to the sample.

The preists of the Church in the island, sociél workér,
school teachefs,>personnel of thelmini PHC,'members ofvthe
‘pahéhayét, rétireé officials, clan Ieaderé, &«some smal1 scale
traders were among tﬁose yho were ihterQiewed to gt thefr
responses to the;aifférent questioﬂs-relating to ﬁhis.study.
Techniques of obsérvation; depth interviews &  case fepofts were
‘used to study different gsegments of the populatibn that were.
identified on the basis of strata & religkioh';_ For each of these
segments, apafﬁlfrém those wﬁo were well informed_aboﬁt their
gnoﬁpvo? stfatgm{ some common membersiwere'included among the
respondents when reqdiréq; Findfngsron a segﬁent as a whole were
érbss.checked withﬁcommon members & inforﬁants‘of éthervsegments

& from health workers.
4. Reports & Records

While colleciing the ﬁualitative data, two main types of

records were keét{ The field notes & daily qairy;' The daily
dairy was written on the basis of field notes, Thé.local
language MaTayalam was used for communication. . Both in making

Cow

~notes of interviews, case reports & observations & in‘filliﬂg the

schedules, attempts were made to record them on the spot. If,
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however, the investigator felt that in specific situations such
on the gpot recordings might inhibit the free feSpdﬁSe of tHe

. respondents, the recordings wehe made'aftefwards.
5. Analysis & Preséentation of Data

All the different types of the qualitative data as meﬁtioned
earlier were first divided into the following categories:.

- (a) description of the isiand under sfudy
(b) . the Sociaf:structure bf‘the population

(c) the economic¢ structure of- the population by breaking them in -

to different economic groups.

{d) the political structure & the functions of the panchayat

(e) “"the health.service system % the health behavibuf which
includes the various health institutions available, the
prevailing illnesses, the community participation & the

pregnancy & child rearing practices.

For the purpose of analySis, the questions included in the

;-schedule were identified in.the form of specific parameters. A
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code list was then prepared on the basis of each of the.

parameters. This codeé list listed the. variables for éach
parameter. Tables were prepared to present the .distribution  of
the vartiables. Thé gquantitative profile of the parameters came

in very handy in elaborating some bf the qualifétive data
obtained in the course of the;fieldwork. dn éuch occasions, thé
qualitative and fhe'quantitative data were brought together &
organised systemafiéally. With the help of sddh“orgaﬁised data,
-an integrated acéoght.of the community & its health behévigurvwaé‘

presented.
6. Limitations of the Study

1. 'Due to time constraints only a sample of 199 households were

taken for the study.

2ﬂ _ Due to perscnal reasons, the iﬁvéstigator could‘not settle
down in the island. instead, had to commute dailyAto.the.sthy
areé. Therefore, observations could not be-made on aaily events
in thé evenings & early mornings,  especially on the menace
arising from'alcoholisﬁ as repérted by(some;respondents.

3. Questions on alcoholism, when asked to a female ré5pondégt

gave different answers than when asked to a male respondent.
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DATA ANALYSIS

1. Introduction

Fringing the Arabian_éea‘and_tbuqhing'Spicy Sahyé Hills,
Kerala the land of coconut palms is unigue fd; its scenié beauty,
h;gﬁ literacy rate, cleanliness, rich cultural ﬁeritageAand
political éonséiouénéss. The stéte has a long coastline of about
6500 kms_aléng’with the Arabian sea on_thé west and is bordered én
the east by mountains. Abogt 40 rivers.fléw from the Ghats td
'the éea and a chain of backwaters connected by mah-hade canal;
run parallel to tﬁe sea. I£ is in thése backwaters within the
Ernakulam district of thé.state that the island under study is
Iogated. According to the 1981 census, of the total arealof
38864 sq kms of the state, the Ernakulam district covers an area
of 24®8 sq kms, of Whioh,>2®3®.4 sqg kms fall under rural
ErhakuLam. As against ﬁhe\staté population of 2545368@ persons;

the'total popuiation of the Ernékulam.district is 2535294
pe;sons, of whiCh;‘l}SBZ,A@Q persons are in the rufal area. The
district has a deﬁsity of pépulatioﬁ as high as 729 agaiﬁst the

state’'s figure of 655

The island Vallarpadom is located at about 6 kms away from
the Ernakulam city. Eventhough the distarice is not much, it is

totally cut off from the mainland. There is regular day time



boat service from the island to Erﬁakulam.“No boat.services at
night. - The islanders are- thus put to grea€§inconveniences. ‘Thé
island is stretched out length wiseiand ig 4 - kms in 1ength4énd
1.5 kms in breadth, The northern‘side of the island is cafled
Vallarpadom and the southern sidevPanambukad{ The islénd
consists of 4 wards under.the Mulavucad Panchayat;- Ward no. 748

are in Vallarpadom and ward no. 9 & 10 in Paﬁémbukad.*

VB

The total populatibn of the islahd'is'QaéB personé with 1578
’househo»lds. There are only \Cw‘hfi's,tiqaﬁs and Hindus living there.
Thefé are three gfoups of Christiaﬁs mainly:}he Anglo Indians,
Roman Latin Catholics and Penthecostes. Tﬁere are four Hindu
caste gréups. Théy are the Dheevaras, PUI;yas, Ezhévas.énd
Nairs. The differént categories of occupation.held by the people
- in the island‘ére skilled labour, unskilled labour, fishermen,
gove#nment'sérvénts, jobs in private firms, small scale business,
and big business.‘ Majdrity wOré.in the maiﬁféndf as there are
- nOt~en0ugh brganisétions or institutions in thé island which_can
 absorb these workers. The islanders are Aepé;dent cn the
mainland for most Bf their needs including the health needs. . It
has been‘widely reéogniséd-thét the geograéhical, social,
econpmic-and political conditions under which a community’lives
_greatfy'influence its growth and'develoémént. For a proper

understanding of the cultural practices of a2 community, inbluding

‘its health practices, it is therefore, necessary to relate its
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culture to the social, economic, and political forces which

maintain the ecological settings.
2. Physical Structure

Housing

There is no’prpper_pattern of housing 'in fhe‘whoie.island..
In some areas thére is concentration of houses whereby a linear
pattern qf housing is 6bserved. In sdme places there is
concent:aﬁibn of houses in a disorderly manner with some housges
facing ndrfh,_some south, east; west, éoﬁe with'feﬁCeS, séme
without. fn some areas, ihere are so many Qa£9r»canals and water
logged patches of land that'houses are seen a few furlongs away
from each othef, beside water canals or water_logged areés in

between concentrations of 4-5 Houses.

Three main categories of houses are the Kacha, Mixed and the
Pacéa type. Majority of the people own some:laﬁd whereby fhey
have madevtheir Bwn houses be it Kacha, Pucca orvMixed. The
government has congtructed some houses for the very poor. The
govgrnment also has a scheme of giving loan té the poor such that
vthey cén buy p{ots and construct hduSes themselves. The church
too‘construots 2—3 houses‘every year as charity for the very poor

Catholics. Thus, 86% of the households.stay in .their own houses.
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Table 4

Percentage of Kacha & Pucca Mixed Houses

Housing - - _"Percentage
Kacha E ' _— 4%
Pucca , . 13%
Mixed . 83%
%
Kacha houses constitute just 4% of all the houses in the

island. = The walls:of these houses are made out of rough wooden

_pianksvnailed to eabh othQT. The flaor is raised by bricks.
Very réfely is fherfront éortionvcemented. If not, then it is
just a'dedy platform. The ceiling is made of fileg. fhese
hbuses mdétly have just_two rooms. The furnitures ére a bénch or

a couple of éhairs;in the verandah (where there is one) or in the
sitting room and_just one cot inside. ‘The kitchen is in the
.-édrner portioh,of.the house. Majority use .earthen ports for
.cooking. _tooking»is done on chula.  TEey’have no létrines
constructed in their houses. Those‘étaying neafvthe common
latrine make use of them, Those whose houses are near water
canalg use the banks of these canals. Those with not even water

canals nearby wuse boreholes. Some have just enough area to make
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their Kacha houses. Some have as much land as 150 sq yards. But
they have no plantations”in their campuses. Fences of some

houses are made from straw. o

The most common type of hogses found are of,the mixed type
-which constitute 83% of all the houses in the island. These
houses>have walis-made of brick; which méy'be cemented or no#
'cemenfed, thbughlmajority of the héusés have'piastéred and
painted walls. The floor is cemented too but the roof is made of
'tiles; These aré the traditional typé ofthUSes/t%ere. 'Tﬁesea
type OvaOUSES’are owneéd by both . the econohically backward and
the well off. Evéhthough the basic péttérn.remainé the ﬁéme, the

—

well-off have better maintained houses with many anméenities.

The Pucca houses constitute ‘13% of all the houses in the
island. These have concrete roof and strong cemented floor and
walls. People have big courtyards, but many have not made fences

-or constructed compound walls. Majority of the houses hAVe front

verandahs.
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Table 5 (a)

Availability of Latrines

Latrines : -Percentégg
Yes | - 56%

No - . _  44%
Total : . ' 100

Table 5 (b)

Latrine | o Ngmber
Qommén o | ¥® £22.7%)‘
Béﬁks'ofécanal vv | ZS-kSS.B%;
Borehole _ 9 (20.4%)

Total - , 44
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56% of all_thé houses have constructed latrines, Out of the

rest 44% who have no latrines in their houses, 22.7% of .them use

common Iétrines. These are those whose houses are near these
common latrines. 56.8% use the banks of canals. These people
have houses on the banks of water canals. 20.4% use .boreholes.

Such people are those who have thses neifherlén_thé banks of
éanals nor near common latrines. In the houses wiéh 1atrines,
the latrines are constructed in the backyard detéohed from the
‘main ‘house. Only the new chca houées.have attached!bafhrooms.
, It.is faécinatiﬁg fo see that éven if it is a small house of the

poor, it is daily swept and swopped in the morning. Even their

courtyards are swept daily. Hoﬁses with compound walls héve we;l
maintained gardens. ‘Most houses have COconut'tfees‘but all do
‘not give good yield. People who are well off have well furnished
houses. Even a well off family gses.earthen pots - for cooking aé
dishes cookéd in there are COnsidefed tasty. They aiso use steel
and aluﬁinium. Cﬁdla is used 5y the wefl—off too. Kerosene

stove is also used.
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Electricity
Table 6

"Availability of Electricity Connection

Electricity . . Percentage
Yes ‘ . 74
No | 26

5

-

The entire'island is.electrified 74% of the houses have.
' ~electficity. The hﬁuses provided’by the government to the very
poor have béen ﬁ;ovided with electricity. Houses wiﬁh no
.électricity are of those poor who have made their houses &
;bhaven’t been aBlé to’afford electricity. "Many hoUses have no
ceiling fans. Iﬁstead some of them use table fans. In some’

- areas, fans are not very much essential as houses on the coast

get enough breeze throughout day & night. - . -
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Table . 7

Ownership of Television

Television - Percentage

Yes _ . . - 28

No. : . ‘ 74

26% of the households own television. The rest watch television

programﬁes in the houses»in their neighbourhood which have
vﬁélevision. 57% of the households own radios. But some are old
and nén—functionél as they cannot afford to get it fepaired
often.‘ |

General Sanjtation,

The General Sanitation of the island is not 4quite well. . For
"those without-latrfnes & wﬁose h;uses are near or on tﬂe banﬁs of
water canals or .water logged fields,-make 3 shed out of matted
' coconut leéves on  these banks. Such people use this as their
latripe with the ideavthaﬁ ﬁhe canal water may ﬁake the excreta

along with the flow. Common latrines are provided for'sUch’
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pebplé. These are built at Valléfpadom;. Tﬁesé aré:USQd by oﬁly
those who stay nearﬁ?? But théseftoo are n6£ fuily utilised due
’tQ noh—availability.df»water there.b This. is not due to water
scércity in the_loéality but there is no water tank conStrucﬁed

in the vicinity such that pipe'water can be supplied in these

:latrines. There is no septic tank for common 1atr3ﬁés. The
-excreta flow into the canals. Peopie whose houseé are not on the
‘banks of'water'cahals use boreholés in their backyards. There

boreholes can be very destructive during rainy seasons as there

~is water logging.

Many houses have enough space in the courtyards. Thus, the
garbage is dumped in a corner and burnt later. Many people dump
it in to these waﬁer canals or water'logged fields. Therefore

such places have a terrible stink. Such places breed mosquitoes"
and other infectants. No sanitary arrangements are made for

“this. , ‘ , '

The roadsvaﬁd_pathways are quite clean. Some pathways which

- are low—lying'beCOme'slushy dnly during rains..

In the'fishenmén’s colony, as these people dry the fish on
the sand in sunlight, there is a constant odouf of dried fish,
"One. of  the unhygienic things observed is that many of the

households own either ducks or hens. These are always,let»loosef
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Therefore their excreta is strewn all over the place. All- there

’

become destructive during rainy season.
‘Transport & Communication

There is a pdst office in the island. There is one public

: télephone booth. Only one house and the churqh own telephone.
There is no tarred road in the island. As thére,are no vehicles,
except bicycles,.tﬁe need for a pucéa road hasn't been felt. All

the roads ;re'kacha.' There is one main road ffom fhe Véllarpadom
jetty to t%e Panémbukad end. vThe otﬁer paths are all>zig-zag
with many curves and‘narroﬁ paths,  A1so; theré are many smalL
vbridges made of_wboden plapks to cfoss over Qatér.cahalsvand

Streams. During rainy season, the low-lying paihways become very

:slushy.

There are frequest boat,éervices to the Ernakulam city.
Thére is a boat jetty at Vallarpadom from where there is a boat
every forty mihufes and takes 15 mts to reach Ernakulam cit?.
~The boat servipeé ava;lable are from 7 am. to 9 pn, No boat

. : .

‘service at night. There are two boat'jettys at PanambUkad. At

one jetty, there is,constant day service every 25 mts but takes

40 mts to reach Ernakulam. The boat jetty -at the other end of
Panambukéd has very liﬁtle service. Twice in the morning and
twice in the afternoon. Some fishermen have bought rowing boats
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which too afe used by the locals for cpmmuting; As moﬁdr boat§

are not always available, theSe'beéQme very useful, People
living very far ffom the jetty use rowing boats to reach the
jetty. The»Qery poor who cannot afford motor'boats,vuse rowing

- .boats ‘to reach the city.
*Uafer'Supply

" Table 8

Sources of Drinking Water

Fd
. 'Water supply - B » Percentage;
Public pipe . ’ 58
_House pipe S _ o 39
Well : : 2
Pond . ' . 1

There is one public pipe provided for 25 houses. From these

pipes, those-who can afford get connection to their houses.
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These constituﬁe 39% of the households. From Always river, water

is pumped to Mulavucad tank and Panambukad tank. From these
tanks, connection is given to these public pipes. There(are also
individual ponds and wells. Water from these pubiic pipes are
used for a;l the basic needs of the household like drinking,
washing, cooking, etc.' Some public pipes>are under repair. The
area Vallarpadom is at a higher level! than Panambukad.

Therefore, Vallarpadom experiences water scarcity sometimes
during peak summers, whereas, Panambukad receives water supply
constantly. Pepple compliain that sometimes, the water sSupplied
is contaminated. During such problems, they seek shelter from

ponds and wells nearby.

Mass - Media
Table 9 (a)
Newspaper Reading Habits
Newspaper reading Percentage
No . 12
Borrowed 50
Bought ) 38

-
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Table B (W)

Reading habit

Percentage
Daily L o 56
Frequently o ' ' 4
Sometimes ; : - 28
Never o 12

12% of the.éouseholds do not read ﬁewspaper>ét all.
Newspapers are fegulariy bought byfohfy thOSe.housého}ds whé can
afford them. Thése'cohstitute 38%. 'The rest 50% borrow
newspaper'frOm thé heighbourhbod. 56% read.newépaper déily, 4%

read frequently and 28% read sometimes.

Markets

- A proper market place is only of that selling fish and beef
and'buffalb.’ ‘No vegetabfes or fruits are sold in the market.
Amorigst fruits, only banana is sold in small shops. Thus, people

59



are totally dependent on cities for such shopping. Fish selling
is even done from door to6 door. The few shops that are there in
the island are provision store, utensil storé{-cloth shop, tea

stalls, tailoring shop, ration shop, dhabas and toddy shops.

Besides licensed toddy shops, there are peopie selling liquor and

toddyvillegally in their houses. Many households own ducks and
“hens. Many of them give the eggs to the local shops for selling
- some sell in their own houses. Those whovownrprovision store,

get all’thevstuff‘from the city in a boat. People complain that
SOhe<item$ aré more expensive in thé island.A Thus, whenever
‘people go aeréSs io the c{ty, #hey Prefer shoppingifrbm there.
3. Soqial Structﬁ;ew
Religion & Caste
| Table 10

PopuiatiOn of Different Césté Groups

Caste A Population
Roman Catholics - 3912
Anglo Indian . . ' ' 906
Pehthecostes : vll
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" Table 10 (contd..2) -

Population of Different Caste Groups

Caste . Population ' -
' &éir - ;': ' | 47' r‘
 Ezhava | o | - ez
' Dheevara v' f | o 26404
‘Pulaya | | ' o 2096
Total - ' 9468

1

’

'There are only Christians and Hindus in the island. The

‘three Christian groups are the Roman Latin Catholics, the Anglo

In&ians and  the Peﬁthecostes. The Hindu groupsvéré the Nairs,
‘Ezhavas, Dheevaras and Pulayas. There are oﬂly»twé Penthecoste
" families. Besides this, all the other caste groups have their

own caste associations.
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(a) The Christians

(i) .The Roman Latin Catholics constitute the-méjdrity caste
groupi They believe iﬁ the-exisﬁencé of one andvbnly'ohe god, .
the éfeation of the world by him, the inca;%atioh of Christ;.the
'redemptiQh of humanity by His death on the cross, resurrection
'énd ascention oﬁ Christ, the tén‘commandments énd seaven
sacraments, etefnit} of the séul, héaVen; melj and purgatory,
~holy communion, primacy and:ihfallibility of the Pope

S ... All of them are allegiarice to the Holy See of Rome.

These Christians in thevisland co@prise the économically
-dominant and the éﬁonomically backward. These Christiaﬂs form a-
ﬁgreat.majority aﬁd;there is great unity ana mingling amongst each
cheh but they do not mingle mﬁch with the Hindus esPecialiy
Pulayas._ The Caiholics_are alf members of the Vallarpadom

. Church.

The "Church .is famous and attracts devotees from outside the

7island. The Churéh has an orgahisation of ité own for helping
-the poor and the néedy. ;The Church has divided the whole area
iﬁto 24 units according to the'number of households. They
provide 25 ducks_tb the poorest family in each'Unit{ " The family

in turn has to give Rs 2/- weekly to the Church. Many of these

families are too poor to feed so many ducks. Witﬁ the result,
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many ducks have died or are not able to produce eggs. Only very
few families have profitted from this scheme. Such families
collect all the eggé daily and sell it in the market every week.

:Ih-thé housing scheme  of the.Church, it.makes‘2-3 houses as

- charity every year for the very poor landless Catholics.

In 1836 in Paris, St-De-Paul Society was formed with
ffbranches all over the worlid. One brénch opéned in Véllarpadom'in
1537 éalled ‘Our lady of ransom conference’., 'ff*s aim is to
ﬁfo?ide_facilitieﬁ within its Einancial.éapadityvto_aily
irrespective of caste, creed or religion. Théy-haVeipérférmed

several functions since then. Till now, 14 new houses Have been

§

given to the very poor. 18 very poor families are continuously
. helped by giving treatments, mealé, education, cows, goats, ducks

'faﬁdkhens to differenﬁ‘families such that_khey become

f;géff%feliant. They also help in marriage and death ceremonies of
4:£he poor. Clashes and problems that arise in the locality are

mediated by them. This society is formed by the Cathbli¢$ in the
‘island. =

-

©.(ii) The Anglo Indians The race of Anglo Ihdians came in to
being in the state after the British came to Kerala, One of the
IanCestraI parents of the Aﬁglo Indians is a Britisher. When the

British left, many Ang)o indians left for 6ther countries but

some remained. Their life styles are different from the other
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Christians as they are véry anglicised.- They do not have a
~Church of théir own. . Thé‘Ahglb }ndians in the island are all
members of the VQIIarpadomVChUrch. But now, they have been
adapting to. lndian. life st)fleé thex‘eby. Bfirwging in
transformaticnsvin_ihéir gr&dp.v Two thifds of the:Anglo Indians
. in the island aré:QQite well-off. Their association has been
inhactive aé many ﬁava ieft for Ernakulam. The members dodriate tp
the aSSOCiation{fOr conducting Chfi$tméé ahd New Year,

_Celebrations.

(i1i)The Penthecostes in the island are just two families. They
-areva group of Christians with different system of Church service
“ ahd.diffe:ent beliefs. They have faith in the sué:eme power of

..god as he is the healer and everything.

. (bl The Hindus

”7(1)_'The'Nairs in ﬁhe island are.just 8 families; Tﬁe Na}fs were
iveérlier a military body holding lands and serving as*a militia.
.;withjfhe cﬁahée_of time; many péople~belonging to tﬁis5cqmmunity
;«;héve sﬁed their-hofions of-suﬁeriority and privilegé ana resorted
. to all kinds of.occupaticns; The Nairs in the islaﬁd have a Nair

Sabha and a temple of their own and hold temple festivals.

(ii) The Ezhavas Constitute 15 families in the island: Some

60-70 years ago, when the caste system was prevalent in the state
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with all'iﬁs rigidﬁty,~Ezﬁavas were considered uﬁt@uchables. But .
‘the caste systemvﬁad latef begun to lose its hold on the pégplg
owing to the teacﬁings of'religidus leaders and sodcial réfcfmeré
like-Chagtémpi Swamikal anhd Sri. Narayanaguru.»'The iatter;
himself born of Ezhava parents contributed much through his
teachings and reforms to the upliftment ofEEhe Ezhava community"
from: the depth of humiliation to which it had fallen and placing
'it4on_ah equai_footing with the so-called high castes. Their
occupaﬁion in older tiées was cufﬁiQation eépecially cocohut
Ecﬁltivation and toddy tapping. But ﬁow, people'bf>théir
community arevehgaged'in vériqu kintds of trade and commerce. In
Vallarpaaom, thé Ezhavag have an SNDP Sabha bgf have not

constructed & temple of thaelr sWn.

.

' <ii{)'THe Dﬁee&a#as Belong to the ‘Other. Backward Castes'.
?; Their caste odgupa£ion is fishing, But now; some of the familiés

have»cut theméelvés off from their caste occupation and attainea'
: 1other jobs. The Dheevaras 'in the island have. two Sabhas and two
" temples. This community is concentrated in Paﬁam?pkad. though
" there are quite a few families in Vailarpadom too. The Dheevaras
in the island }angé from very poor fiéherﬁenvto big businessmen.
‘Hv) The gngxggnare_a division of the scheduled castes.’
According to N. r

Subramonia Iyer, ‘Pulaya’ is supposed to be

degived from 'Pula’ a word ‘meaning polliution because of all the
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'

.indigehous ééstes ana tribes of Malabar, they cause the greatest
impurity from the sﬁahdéoint of‘medica} Con;;ntiﬁnaliSm.v
According‘to another interpretation,‘Pulaya“is ﬁeriVed from the

"word “Pulam’ which heans é corg fiéld and the community was

"called Pula;a asjtheif'traditional océupatiqn was. agricultural
'lahour.'_These people who were mefe vasséls of-tﬁe landlords had
idrginallQ no permgnent rights ovér thé lands in which they_héd
their.huts, but wé;e occupying the iénd‘at £he will of the
‘Iandlord. Thanks to the'varibus land reform.measurés adbpted by
government from fﬁme to time, they got permanent.décupancy

‘rights.

The Pulayas have their own assoc¢iation. Thé members donate

to the associatioﬁa They hold temple fesfivals.-’purihg'aﬁy
deaths, the association gives Rs; 101/- to. the bereaved. Thesé
Pulayas have become great gainers as‘the gerrnment has prévided
many Iandless.with land for farming and fishing. With the
’;esult, they have improved~£heir economic status. They work in
thgiy’own land making farming profitable{ The Pulayas COmplaiﬁ
that some landowhe;s get labour from their own reiigion. Thus,

the Pulayas are discriminated against.

Education and Community Development Programme

0f the total population, 74% are just primary school’

educated. The popufation Qf graduates in the island is only 31 &
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345 are hatrics, Total illiterates are very few which is a
'neg]igible number. There are ﬁany school drop outs. It.is
obserQéd that there aré.ﬁany jobless young_boys loitering &about
or. playing cardé, etc. There are no colleges in the iSIAndt Thé

vérioué schools are}
1. St. M;ry’s“LoYer Prihary ?chOOI‘(1899)
‘,?. .P?némbukadiS%; Joseph’s LP School (1906)‘
éj‘fSt. ﬁaryjs.ppper Primary School (1957)

4, St. Mary’'s High School (1966)

5. Anglo Indian LP School

»

"There is no régulaf adult education programme.as abpart of
'CommUnity development programm%. But one took placde lately és.per
'bee_state_governmeﬁt’s programme of‘meeting.tﬁé'térget of .cent
'per.qent literaéy.:‘With'the result, 300 illitérates learnt to
:read and writ;. "Theére are volunteers of fﬁe ShaSira Sahitya
Parishad in the island. They hHelped in orgapj;ing adult
education in the area. Besides this, they had held semihars fér

women, street plays depicting gender discrimination, making them
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aware of the evils and act against them. With the result, some

women had come forward and participated in these camps.

Another programme is the ICDS given in the Angénvadis.

There are total>six énganvadis in the island. The anganvadli
admits children from 3-6 years. Timing 9.30 am. - 4 pm. Here,
|
food is supplied to the children daily, i.e.,lunch and tea
snacks. The pregnant and lactating mothers till‘S months are
double fed. For lactating mothers from 6«months - 3 yearsy there
is single feeding. The food supply is Bulgar wheat and vegetable
oil Suppliéd by UNICEF. A meeting is called once a month for

women in the age group 15-45 years. Lady health inspector takes
classes. Once a month; the Jr. PHN gives wvaccination to tﬁe
children in the anganvadi.
4, Economic Structure
- Occupation
Table 11

Occupation

Main Occupation Percefitage
Skilled Labour 26 '
Unskilled Labour 12
Fishermen 17
Government Job 277
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. Table 11 (contd..2)

Occupatjon

Main OccupatiOn _ ' o Percentage
Smail Scale'BuSiheSs ' : 2
~ Big Business o _ .8
‘Others = I ' e

The different categories of occupation held by the people in
the island are skilled and unskilled labour, fishérmgn,
:gbvernment servahts; small scale business and>big'busin933ﬁ
Méjority of the perle are those workihg in the city.

(i) Government Servants: These constitute 27% of the

_population. They_incfude those working in the Cochin Port, Naval
lBage, Cochin Déck'Lébour Board (DLB), as mainly Skjlied and
4unskilléd labourers. Tﬁere.are also some working‘in the
'telephone exchaﬁge; Kerala state electricity boa;d, Kerala state
tnaﬁsport corporation, etc. These government servarnts
comparatively get a highEr pay plus various other amenities.
These mainly constitute ohe-fourt% of the Dheevarabcommunity,

Caéholics and Pulayas too.
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(ii) Skilled Labour: These constitute 26% of the population.

They are mainly carpenteéers, paiﬁfers,,masons, weldérs, etc.  Some
of them worf in_private COmpanies in the mainland.ahd,sqﬁé-work
in the'island,when any work is available. Sﬁch”p69ple'§ometimes
stay Qithout work for periods depending on_ the availability of
work. About one-third of the Catholics, one-fourth of the
Pulayas-and about half of the Anglo Indians form this.caﬁegory of
workers.

 (iii)'Unskil1ed:Labour: These conétitufe oh[yvizﬁ ﬁf_the

pqphlation. They are always in a pathetic condition. When work
i.s available, they worknéither in the mainlankd or in the island.
iWhen there is no Qork, they stafve.~‘The work of the.déily wage
.earner‘is séasdﬁa‘(T Usualfy he has work for 5-6 months; After

this, if he gets any type of work, he works. If not, he is

N f
i

- jobless and has no earning. This group is'mainly constituted of

“one-fourth of the Pulaya community and a few Cétholics.

<iv$ Fishgrmen: fhey cdhstitute 17% of the pépulation. Their "
work is‘seasénalT The season Iésts.fﬁr 5-6 months. Out of
- theée,vthere are thqse who gé fishing oﬁ their own -in their boats
:and those who go fishing for the landlords. Just half of £he
thegvara communityvaﬁd about one-tenth of the Catholics are

involved in fishing.
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(v) Small Scale Business: A mere 2%_¢f»the_population run smatll
scale busihéss as their main pccupation. These are in the form"

of tea stalls, dhébas,’provision store; etc. Only Catholics_aré

i

engaged in this business.

(vi) Big~Business:l.6$ of the.population is.coﬁétitﬁ£ed Of'fhem.
.Tﬁqy'are‘in the form of conéﬁruction ¢0ntfactor,:ah}acfe or more
.gf,paddy fields;énd fishing,bJats or thésngBO'ﬁ;ve prawn
cUltivation. Agfiéplture ﬁés»proved to be a greatlidss’asﬁit is
élgambie in the mbnéoon. Therefore, havé bpen diSCQu;aqu. In
some low-lyiﬁg fields,'therq is constant Qaterﬂlqgéihg which
hampers agriCUltufé. The air énd wapér is saltish wﬂich preveﬁts
cultivation of any,kina of’cropsa As méjority pf £E§ éebPle havé
b#hér occupations, it is difficult to éet labod#é;sf Those
éVé;lable dEmand}high rates, Therefore, peaple haQe to_ggtb
labour from the mainland which turns out to be>veryiekpénsivé and
the:efofe a great'ioss. Thus, from ag}ipqlture,;many have turned
ﬁd prawn cultivation which is profitable comparatively. This
'gfou§ is mainly éonstituted of the Dheevaras, Catholics, Angiloc
Indians and some‘Pulayas too as a result of the land reform

measures of the state government.

(vii) Qthers:; = This group is that of the pensioners which

constitute 10% of the population. In some families with a
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‘pensioner as the head of the family, may have other earning

members.

ﬁ”}Besides meiﬁ.OCCupation,'42% of tHe houeehoLos'ete éngagea'
”huhsidiary ocoupatioh. This may be in'the foim of.é;side
hueihees'or thereibe moreé than one earhingpmemoer_ih‘the'family.
ﬁay’be inhthe‘forM‘ofﬂa skilled or unekiffed.lebourer,

fis ermen or- someone with a government or pr1vate Job There are

many unemployed youths in the island. The unemp}oyeo-eduCated in

the 1sland number 250.

“Economic Stratification

Aga1nst the=background of Buch wide varietioﬂ$zfﬁ the

occupatxons and " d1ff10ultxes in éstimatihg-ihe:{hoomééuof the

Efarent~groups of the;populatlon,’the_critetfé‘whethetvﬂhey get
igh food to:eét everyday all round the year:turhs'ouf to be a

co venlent way of econsmio Qtfaﬁlfioatxoh of the populatlon in

he'1sland : Th1s crlteria d1v1des the populatzon 1n to the poor

and the rest Those poor . who do not get enough to eat for more

?than six months in a year ‘are called the abJectly‘poorf or ‘very
poor’ . 0f those who get twd square meals all round the'yeamf
those whose dief contain sgubstantial amouhts of edditional
hourishmeht ih the.form of milk, curd, meat, eggs and vegetables,

[N

~etc., are designated as ‘well-off’, The population is thus
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divided in to foun'gatéﬁafléﬁf ‘wéilwdff’, héﬁ poor, ‘pcor'_and
‘very poor’.
Table 12

Degree of Hunger Satisfactiqﬂ‘

T

;Hunger satisfaction PercenfageA
. Not for 6 months L 28 .
ffi?ﬁust'meet . B - _ , .27
o satisfied S h . 29
* " Fully satisfied o 16

T s

“The Very Poor

© 28% of thé hbuseholds in the island constiﬂﬁté“thé'Qery‘
 p6§r; or ‘abjéctiy poor’, In thié category fall hbre than half
.of:the'fishermen community and the skiiled and unskilled
5j§§ouréfs és'ﬁheir work isvséasonal. They live intkacha.housés
,{Q;£B nb eléctriqity. Many live in mixed type- of ﬁouses provided
'by the state-govérﬁment under its scheme of préviaing hbuses to
the.abjectly poor.. Two—thirds of these houges have no latrines
constructed: As wéter is not a scarcity in the island, théy get

water from the public pipes. Majority -are in debt. Some have
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taken government loans. . Méjority_haVe'paWned:their jewellery and

_have.othef personal debts too.

Vegetab}es ére a luxury in the island which they cannot

afford. They make do with the tration. Small fish from the water

logged areas and canals are in abundance. Amongst the fishermen,
fish constitute their daily diet. Therefore,,a popr man's diet
is Kanzhi and fish. No other nourishments. Their children are

sent £o primary_schools nearby but many do not clear examinations
jand-dtop out at an eérly age. fhey.aré givén'no ¢oa¢ﬁihg at
home. Their main passtime is cétchiﬁg.fiSh from canals and dirﬁy
water logged areas:. This group constitutes bﬁe—fourth of the

Pulayas, Dheevaras,-é few Anglo Indians and almost one-third of

the Catholics.

Mr. Job, a Cétholio is a fisherman. *Thére is no other
earning member in their fémil; of seven. Fishing is seasonal
which lasts fér less than 6 months. During the rest of the
périod,.there is no mohéy earned. The family lives in a Kaché
house with hardly any furﬁitgres and no eleCtricif& or latrine.
They utilize the common latrine. Their diet-conSists\pf Kanzhi
with bnly:fish’when available. Sometimes: not evén this.. They
»have largé personal debts and the little bit of gold too is

‘pawned. A great -deal! of his earning is spent on alocohol. When'
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there is no earning, he borrows and spends it on alocdhol and he
ends up beating his wife almost daily.

- The Poor

fhdée whd ménage té just meet the requirement of two—Squafe
’megls-a day ali’rbpna the year are 'the pdor’. '27%.6f the
héuséholds in tﬁe island constituté the poar. 'Oné—fourth Qf the
government servants and Skilied labourers, one-third of thé
fishermen commqnity, half of the pensioners and less ihan—half of
-the_Un%ki}led labohrers fall in this ¢étegory; .Theseﬂa}so
include haif of the Pulaya cbmmunity, almost onéffourﬁh bf thé
Dheevaras and Catholics and few Anélo Indians. . Thefr living
. i v y
conditions are not very ituch different from.the very poor.  Thus,
m@re tﬁan half of the poﬁulation in the'island takén together are

categorised as ‘poor’ or ‘very poor’.

Mr.An£ohy; an Anglo Indiaﬁ is a.fabricator by profession.
He_has been withoﬁt a job for many honths ﬂOW5 vHe lives with his
Wifé and two small sons. His wife is‘not working and he doesn’t
go for any other kind of work. Thus, they héve beéen iiﬁihg in
debt all this time. She somehow manages fo feed the family twice.

daily from the debt money. The food would be just Kanzhi and

nothing eise. The jewellery is pawned. - To make things worse
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Mr.Antony plays cards daily with his friends and he drinks daily.

too. They are totally drowned in debts.
The notvso,Poor

. Those who are able to have ehough food to satisfy ‘their
- hunger all rodund the year are not categorised as poor, Their
children do not get milk daily but are able to have it sometimes.

»Theif'diet includes vegetables or pufses along with rice and fish

and an occasional dish of meat or eggs. 29% of the hoUsehoids in
the'isfand fall in’ this category. 'Half_of the pensioners and
businessmen, }esé than half of the government seryahts‘and
one~third of thé skilled labourers ;all in this category. They

also include one-third of the Dheevaras, Catholics, Anglo

Indians, some Ezhavas and a few Pulayas.

They Jive iq'mixed'type of houses and somé government
" servants have constructéd pucca houses-after getting loan from
_ their offices{ This loan amount is automaticélly cut off from.
vtﬁeir_saléries.~ About One~third have pawned their jewelleries.
About two-third of these houses have constructed -latrines. Their
children are sent to the schoqis in the island. But the drop out

rate is high. Few reach university level.
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The Well-Off
Those who get all the food they neéd throughout the year are.

the ‘well-off’. These constitute 16% bf the households. They
are mainly government servants and big businessmen. "They

@

constitute a few Dheevaras, Ezhavas, Ca%holics and Anglo Indians.
# '
14

They live- in puccé‘houses, also some inpmixed houséé with
'.latrines; privaﬁe'water taps and well furnished With sofaé, TV.
‘fridge, etc. Those who have large 1andholdings.employ labourers

to work in their fields and in their houses. They top4ﬁave taken

loans but repaymént is not difficult-for’them. Their childreﬁv
are sent to schools in the jSJand. Séme even send them to
schools in the city for better Educatibd; Coaching is given at

home. Majority reach university level.

* Loan

Table 13 (a)
Government Loan
o
Government loan Percentage
Yes . ) 38 .
' No | | | 61




Table 13 (b)

Private Loan

Private loan - "Percentage
Yes v 7 ) B3
No o - 47
39% of the households have taken government loans. These "

. are in the form Sf: IRDP loan given to farmers mainly Pulayas:
Ioan is also given for coQ’s cultivation and shops; the fishermeﬁ“
' - get loan from'tﬁeibank;.the‘fishermen‘of low income group get
loaﬁ from the fisﬁeries department; those in services take -loan
‘_;f;om théir respecgive dfficesvfor their needsllike construction
' of2théir4houses;'etc; some have‘taken loan from Banks. Besides
_‘thése loans, as mﬁch as 53% of the households have taken loan
'ffom.private parties which include mOneylenders. .Majority have
';iﬁdulged in.pawning their jewellery. ,Also,'they,havé peréohdt
qébts tqo. With'large debts,.repayment_becomes di{fiCUIt and the

pbor are further drowned_in to them.
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5. Political Structure

The two main parties in'the island are the CPI(M) and thé
Congress. CPI(M) is a mipofity in the island, consisting of less
‘than 5% of the pop@létion and it ié mainly forméd_by tﬁe Pulayas.
The Congre#s ié fhé majority consisting 0f th§,Christiahs and
_other Hindus. Itihas less than 5% of the_éulayas‘ip ;i,; Ahoﬁher
minority party in the island is the BJP formed by Hindus mainly
frbm ﬁhe-Dheevara community. vThe'political parfy actipns are
mainiy aurihg the elections. Party'clashes do take pIa¢e usually
between\thé‘Pulayasvand the Chfiétiaﬁs.‘ Due to these clashes
there afe some’Qhﬁ hesitéte to join the parfy politics. Some
Small sqale businesémen who arée dependent on all theilocals,
Vavoid getfing identified’wiﬁh any paréyL  During the last

elections,  there were three polling booths with 80% polling.

Panchayat

.Thé four wards (7,8,9,10) of the igland are qﬁder the
;Mulavuead_Panéhayét. Mulavucéd;is$in bétweeh Vallgrpadoﬁ and
Ernakulap‘but the Panchayat is not well connected With the
island. There is boat service only from Ernakulam to reach the

Panchayat.
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The Panchayat pfesident is a. Pulaya from Vallarpadonm, The
main fﬁnctiohs of the Panchayét has been iﬁ inéreasingathe,height
of Kaéha roads in Vallarpadom and ;anambukad. Duriné rains, the
Kacﬁa rdadé in.the island bedome'almost submerged 1in wateé.and
. are unable to.Qalk through. fhe Panchayat.in its programme hés
raised many of these pathways b?ihging reiief to the people.
They have s£arted‘a new Ayﬂrvedic dis;ensary in Panambukad. The
rent of thHe mini PHC is given by thg Panchayat. Some water
canals in the«isiand, which is the propgrty of ihe Panchayat é'
éuctioned eyery ygaf for the purpéée of praﬁn:cultiVation. Thus,:

%

people who get these areas, pay the amount they bid, to the

Panqhayat and do bréwn cultivation fér one year.. The amoﬁqt they
get from the cqltiJation is their.own. - After one_yéafi the area
';ﬁaﬁ.to_be given:back to tﬁe Panchayat. Agaih,-the forlowing.

vyeaf, Panéhayat antiohs,tHese very éanals¢ Thus, fhis takes

place every year. .

Liqupf“and toddy are brought from-Ernaleam ahd'sold in the
‘island. The 1icgnsed liquor and toddy contréétohs%have to pay
Rs.25®/-_each‘per_yqah'td the Panchayat aélpfoviﬁibh'tax.
Several activities of the Panchayég have benefitted Pulayas.
Many have been provided with paddy fields thereby raising their

financial status.
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6. Health Service System and Health Behaviour .

Health Institutions and theit Functions

(i) There is oné mini PHC formed,ih 1884 in Vallarpadom. The
7 _ . - . ' P
main PHC is at Maalipuram which can be reached from the island
only by boat. The staff pattern in the mini PHC is under the

non-plan head and the plan head. Under the non-planh head there

£

are:
1. One Assistant Surgeon Medical Officer
- 2. One Phar@acist | -
3. One Nursing Assistanf
4, Dné Hosp?tél Attender, Gr;!?

Under .the plan heéd{

1. One Jr. Public Heaith Nurse (PHN)

2. One Jr. PHN from main PHC
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3.. One Lower Division Clerk
4. One Peon
5. One Daily Wages Part Time Cleaner

. The mini PHC.has no bed faciliﬁies.:lt g;s an average
attendgnceVoﬁv1O®téatiehts per day. I£ holds méﬁthly cgamps 1ike
well—bggy clinic, ante-natal c{inickand immuﬁisation pnogramme;
. The drugs they gef from E?nakdlam DMO store and véccine from the
‘main PHC. The?'get.drugé once in 6 months'whﬂchbare‘stored in
thé'fridge_in gihef houses. '~ People a:é prébided'with'
COAt{aceétivés ffke copp;r—T, nirodh aqd pill. The drugs
available are”not‘enough for the treatmeht'cf_aLl kihaé of .
' illness. Therefer, only limited type of ailment are treated.

‘The doctor in»the mihi PHC comes- from fhe mainland 6 days
- working from S a%. to 12“no§n., His home is 15_kms away_from
Ernakulam city. If he misges his usual boat, then the next boat
reaches him to the island byv9.3® am., By then he is greeted byba
drowd of patients. The doctor himself is no£ sétisfied with his
job as he says that the drugs required for treatmen£ éré not
sometimeé available. With large crowd waiting to meet the

doctor, not much time is devoted to a single patient. Before a

patient can explain his illness completely, the doctor already
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prescribes medicinés. These are the genera |l complainté of the

patients.

Thé role of the pharmacist_is purely to deliver medicines.
In the .absence of. the déctor, he checks minor ailments of the

patients and prescribes medicines.

There is-ohe female nursing assistant. Shé takes injeéctions
and provides first aid to the patiernts. She stays in the island
itself and is the_dnly regular staff of the mini PHC. The post

of hospital attendér is vacant.

There is one 'junior'Public'Health. Nurse (PHN) in the mini
PHC. She too takes injections and attends to giving.fifst aids
bgsides making fieid visits. She only visits ward nos. 7 & 8.
Qhe takes the family data of individual households*aﬁd takes
‘cases fof immunisétion'and family planning. In the abserice of

the pharmacist, she distributes medicines for the patients.

One Jr.PHN COhes from the main PHC. She makes field visits
covering all the four wardg in the island. She takes household
data and propagates family planning and immunisation and takes

cases from both. The result is encouraging.

~
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The clerk only keeps records and accounts,. The post of a

peon 1is vacant. v

..There is one daily wages female part time 6leaner from the -
island itself. Shé is not Qery'régular. Nhenever she does come,
éhé does the sweeping éhd swopping ;feihé place keepiﬁg it cl;aﬁ.
though it néver looks cleanf
(ii) There is one 'private dispensaryffgn by Liqn‘s Club. = Here
too, there are ho{bed faoilitiés. A doctor from the'city comeé_
ﬁhrice weekiy wdrkiné froﬁ 4 pm to 6 pm. 'Aé this_place is
»slightly.expensiVe;.it is not very bopﬁlar,in tﬁe island.

(iii5 There is one.government Homoeo. dispensary. <Thé'd0ctor he;e
;is a resident ofithe island., This is popular speéially for

-treatment for children.

(ivf.A non-qualified Homoeo Practitioner has sta;ted_practice in
‘his house lately. It has yet to pick up. He is basically a
rétired governmént,éervant. | .

(v). Very recently é new Ayurvedic dispensary waé stériéd by the : .

Panchayat. This has yet to show results:

(vi) There is an allopathic resident doctor working in DLB. He

shifted to the island lately. After office hours, he practices
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~at home from 6 pm. on wards. Therefore, those in need visit Him
in the evenings.'

“(vii) For delivery atteﬁdance, there 1is a'tréined mid:wife’an; an
‘ungfained mid—wiféiin'the_islénd;. But they are aﬂﬁost jobless
now as people prefe; vi;iting hﬁspitals, Tﬁé emergéncy'eésesbare
taken Qp by them. Sometimes, the very poor also aéproach them.

-

- The Prevailing Illnesses

Mosquitoes'are-innumerabie iﬁ the island. " there is no DDT
spraying for moqujtoes. The individual households'spra?iphenof
for disinfecting the place. Bu£ it is nbt'of much efféct. Cases
of Malaria are rare. One-fourth of the population gre totaily
ignqrant about this disease. Cases df Filariasis 'arid Leprosy are-
vefy few. Yet, éll are aQare cf these diséases. Tubércdldsié
cases are common. jbther common_illnéss among adults is Brohchial
asthma; hypertensioﬁ; diabetiég, heart attack énd améebic
dysentry. Tréatment for all these are not provided in the local
dispensaries.

The main éhiidhood diseases_are'measles and scabies.
Diarrhoea is not seen @uch. Asthmatic Bronchitis'is rampant.
Due to lack of faéil{ties, there is no supply of drugslfgr.thééé

- : . N i s . . ! s . .
diseases. Therefore, such illnesses .are not treated in the mini
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PHC. The otﬁer illness among childrén are virél'fever; vomiting,

hermintiasis, rouhd worms. and hook worms.

Snake bites are very few. These ‘cases are taken to the_city
hospital. There aré many dogs in theAisland_andatherefore, many
cases of dog bites too. Such casés are treated in the mini PHC.

Table 14

Consumption of Alcohol

Alcohol Consumpﬁion Percentage
Daily N 13
_Frgquently B | o 13
Sometimes D | ' : 38
Never:r ‘ ‘ : | : 36

{
Alcoholism is a great menace in the island. The table shows
that 64% consume alcohol sold legally or iilegally in the island.
The ligensed liguor and toddy contractors usually close their

shops by 8 pm. as they have to return to Ernakulam by the last
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boat. Besides these, liquor and toddy are.sold i1iegaf1y in some
‘housés. _Therefore,‘some drink 1ih secrecy. The table shows thé
daily cbnsumers'o} alcoheol to bé:only'13%. This wéuld be much
vlﬁwer than the actual figﬁrés as.thé female pespoﬁdents do‘nét
'give the right'answefs to such.questions; Mr;Mfitydﬁjayaﬁ,'a
retired non?working joprnaliSt pdints out thét, at night; there
is no peace,in the neighboUrhdqu He staysvwith his wife in a
house- just next to anofher‘house that éells_liqdor illegally.
The;efore,-specialﬂy for an old couple, there is no peace_at
night.' The daily alcohol Qonsﬁmers are found.among the ppor and
4he‘§ery poof_and a féw weii40ff tbo. ~ There 'is hof mucHh
'difference in the consumption pattern ahong‘aifferenﬁ caste
groups. All drink;equally wéll.  The gerrnment servants g??
éomparatively.hiéh salary and can afford to spend §n alcohol.
" The poor with no money, Bofrow and spend it all on-aléohol. With
VtheireSUIt,_theré is family aisruption, demoralisation and deaths

too.

As there are no vehiclesbplying in the island, there are rno
traffic'aécidents; Mipo: accidénts_are givén first aid in thé
mini PHCﬁ ‘The'major accidents’found are among the coconut tree
climbers. ﬁr.Krishnan, 4% years, 1s- a coconut f;ee cfimber by
profession. he fell off from a tall coconut tree and fractured

A

his hipbone. He was admitted at the city hospital for a few

months. Now he is recovering. But he can never go back to his
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profession. He now works as an unskilled labourer in the island

itself. His wife works as a labourer. He doesn’t get much work

as he cannot strain himself miuch. He has three children to feed.

Their economic condition is very poor.

Community Parficipation

Table 15

Visits'to Health Agencies

Health Agéncy‘ Percentage
Government Homoeo Dispensary b’,24
Mini PHC 27
R ->

Lion’s Club Clinic" 3
City Hospital 36
Any other 3

2

Government Homoeo Dispensary & Mini PHC
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The whole island is stretched out length wise. The mini PHt_
and the Lion’s Cldb Clinic &are situated {n one end of the island.
The éovernment homoeo dispensary too is nét very far away from .
_tﬁere.- fhereforé,.patients staying at_theiother end of fhé
isiand fihd it difficult to walk -long distances'tb_theée local
diépensariés. }t is easier for them to go acrdss-to thevéity.in
a rowing boat. The popuiarity of the local dispensaries is very
éoor. ’This is because of the very Timited‘faéilities.r Thére»are
no medicine shops in tﬁe islahd. Due to the'limiﬁations, ajl
kinds of illnességrare ﬁot_treéted in the local dispensaries.
The doctor too, is not alwayd aﬁai}ahlé; “Therefdre; majority gré

dependent on the city hospitals¢

MPQ&ROZaPiO, 5® year old Anglo indiéﬁ; éomplaihed £hat>shé
deveioped,sgme skin reaction o# her face éfter she ha& a médiciﬁé
éiven'by the doctor in the mini PHC;~ As the doctor keeps
changing oftén, tﬁey are unable to depend on.any bne of them.
After this incidenﬁ she has never been to the miﬁi PHC, instéad,

_always goes. to city hospital. . This particular case can at least.

H  afford to go to the city hospital whenever required.

One of the fishermen had complained that .the mini PHC has
just four tins of medicines. For all kinds of diseases, they
give these same medicines to all. Thesé.people, eventhough they

"are aware of the shortcomings, have to remain COntent=with those
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a;ailable. Thus,-hajority of the poor visit the mini PHC. A few
»visit the Homoeo Dispenséry as they say.that aliopathy doesn’t
‘suit and is expensive. But for major ailmepts, they are totally
dependent on-city hoséitals. Even if they have no mdnéy,.they
- borrow énd collect money'to visit the cify‘hﬁsp&tais. _This,way,
they are indebted more and more. The wel I-off visit the city
ho;pitals and take the beét treatments. The ﬁot*so-poor also
visit the city hospitals mainly. Very few of them yis}t,the mini
'PHC.' Séme of them’use‘Homoeo fop\childréniéhd'alldpathy-for
adults.,

People workiﬁg'in Cochin Port, "Naval B;se and DLB gaet ffeé
treatmént in the hospitals of their respectiQe place of work.
For them,'the financial aspect is not a.pfoblem, but the great
problem is that of commuting tb the ciiy. Boat sefQice is
_lavailable only fn the aay time and not always at the required
time. Abdut 7@% of the population are not satisfied Qith the
local dispensaries. But‘for—them, commuting tg the city is
alwgyé a éroblem.‘ Now, a bo%t is available at night only after

paying Rs.150/-. This wadg introduced after cohplaihts’from the
inhabitants asvthefe Qefe two césés pf heart attack deafhs a year
back. Those days, due to non-availability of motor Boats at
night, the patients had to be taken to the city hospital in
rowing boats. As rowing boats take a long time to reach, the
patients could not reaéh the hbspitél alive. Even thesée days,
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the poor use the rowing boats as they cannot afford‘to'pay for
the night service. Another difficulty. is sitting for long

duration in the boat for a very ill patient.

Mr.Madhavan, an asthmatic patient a1ong with éa}diéc
problems died‘aue:to these inmpnvapiehces; He was 62 years at
the time of death. He was ah employee aﬁ the.Cochin Porf working
-as a labourer. Hi;_aifments started at the age of 40. He took
. alloéathic treatment then, but had tg stqp wdrkihg at the age of
_ 55, During early May ;89, he " had acute aéﬁhmatid and éardiac
problemé for which‘he’ﬁasvadmitted to the city hospital. ;He was
discharged on 13th May without fully recovering. After ﬁis
journey back ﬁome, he became serious'again. Siné; he:was then
d;schérged from £hé hospital and because of the problem Qf taking
a ‘patient pack-to.the'ﬁainlénd, his folksvwéré~confu§ed and
waitéd. éut.on i%th May,-eéfly morning, hfs condition became
ré£itical. Hé could be takén to the city hospital only by 8 am.
1t took himbdne hour.to“reach the hospital. éy then His
condition had deteriorated further. He was administered with
glucose aﬁd medicine. But by & pm. he died after strpgg\ihg for
“breath for sometimé. |
P?égnancy and~Child Rearing ﬁractices

Family Planning Cahps are held evéry_monthlin the mini PHC

‘and in different anganvadis. All the cortraceptives are proVidéﬁ
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in tﬁe miniuPHC. Tﬁe resui£ has'been encouraging. People are
wé}l aQafe ofAthé family plénning methods énd utilise the
coﬁftaceptiyes broyided, irrespective of their ECoﬁomic.stat;Sp
ﬁore than half the.population of thé-Hindus.ana léssvthan'half
the population‘éf Catholics and a few.AngIQ fndiahs have
undergone tubeétomy. A few Dheevaras; Pulayas anﬁ Caphoiicsvhave
undergone vasectomy. Copper-T i§ used by ohiy some Anglo Indiané
.aﬁd-CathoLiCS(, Oné—third ofdthe populétidhvof couples ‘haven’ t
felt the néed to gtf&ise any family planning methods. ,Thig
includes Penthecostés.as they do not follow medical tréétmeﬁté5.
Table 16 |

Method of Child Birth

Child Birth . '  Number
Untrained midwife (UTM) | 2 (3%
Trained midwife (TM) - 4 (B%)

Junior PHN . . -

Doctor . o . . : . -
‘Hospital 3 58 (91%)
Total o : v 684
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In the injtiél stages of‘pregnahcy, many'bonsult tﬁe loéél
'doc:tor.’ The well-off go to the .ci'ty'tibctor. The
daughters—in*Iéw staying in the island ga to their feSpective
home towrns at the stage of seven months of pregnanéy.b The others
'Qse'thé opfibn of calling-eithen a local midwife>of g;ing_to.the
city‘hospiﬁal. 91% visit the city hoépitaljfof deliyéry cases: 6%
‘call the trained midwife and only 3% the untrained midwife. Due
to the fear of not getting-a boat at the reqdired.ﬁiﬁe, everyone
gets admitted infthe hospital many days before the due date.
_This turﬁs out tovbe very expensive. The tfainedvand untrained
midwife invtﬁe island used to.ﬁéke up many local AeliVery cases
till a.few'years béck. But ' now evenxtﬁe poor go to hospitals.
At present;_it is a few've:y poor cases or some emefgency caﬁes
or thevPentﬁeCOS£es’ delivery that are taken up py local

-

midwives.

’One of the ﬁost emergency cases 1is that;of~Mr$iMary
Augustin, 24 year old Anglo Indian frbm Vallarpédom.. Héf home
town ‘is Vallarpadom. Her hgsband is a skilled labaourer. This
was her sécond delivery. Her eldest son is 5 years old. 'Héf
.first_délivery-was'in the‘gity hospital. That timeféhé got
admitted in the hospital'S—G days earlier. During her second
p}egnancy, she used to go for check ups to the city hospital
every fortnight. -Her due date was 24th January 1989 énd'she

planned to get admitted on 20th January. But on the 18th at 2
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am. pain started. They then called‘upohbthe trained midwifé
staying ﬁearby. She checked'the patient and told them that tﬁe;e
was eﬁ;ugh time té-reach.the city hospital. The midwife provided
‘a wheelchair as’the patient could ndt walk. Thevpatienﬁ's house

is 15-20 mts walk to the Vallarpadom boét‘jetty. Mrs.Mary's

Hstandiand brother wheeled her to tﬁe jetty. ‘As ﬁﬁe rdéd was
uneven, she experienced a lo£ of jerks; By the time‘she reached
the‘jetty, her condition had deter}oraied. At the jéiﬁy, theré_
was.ho bpat availab;e. ‘The midWife was called for immediately.

Shebqamebafter42®.mts and took thé delivery at the jetty at 4-30
pm. When cbécked;with the midwife,lshé said that the chord was
twirled around thé baby’s neck.  She UHtwirled_ita She‘hadhft
cut the umbhilical chord ;et-as she héd‘nﬁ tools then. The midwife
held the,bab§ close £o the mother and the mbtﬁer was' brought fﬁ é
stfetcher to her house. On the way, the'midwifevtook her tools
from home. In the patient’s house, the midwife cut the chord and
bathed the babywziThe next day, the doctor from mini PHC was
called. He prescribed tonic. Now the mother and the child are

both keeping well..

‘The diet of a pregnant woman from a welli-off ﬁémily consists
of a full meal of rice with vegetables and pulses and fisﬁ and
méét with_daily milk and fruits besides thevdoctorfs brescription
of vitamin tablets. This is taken by one-third of ihe populiation

of pregnant women from the Catholic and Anglo Indian families and
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very few from the Dhedvara. and Pulaya community.- The

~

Penthecostes and some Ezhavas also take a healthy diet.

The éiet of the non-so-poor pregnant women'cqgéists of full
meals of ricé_Qith vegetabies and fish. Extré noﬁrisﬁments~like
milk,_meat’and fruits are occasional. Very few take milk déily.
Majo;ity take ghe doctor’s prescription of vitamin-tablétsr This

.ié mainly taken by onejthird of the Catholic 'and Dheevara

pregnant women.

The ordinary diet of a poor and the very poof congists of:

just Kanzhi and fish. Fish is readily available. Fish from the
water logged areas and canals are in abundarice. -During pregnancy
too, they take no special diet. Majority take vitamin tablets

‘too. Majority of the Dheévaras and Pulayas and some Catholies and
Anglo Indians take a poor diet. Some of them don’'t even take

vitamin tablets.

Eventhdugh there has been no Ayurvedic dispensarfy in the

island, besides the one which opened lately, Ayurveda is . accepted

and resorted to by a wide segment of the population esgpecially

for delivery cases. After delivery, almost all mothers .take a
bottle or two - of Ayurvedic tonié.. The tonic taken. is ‘Dasamulanm
Arishtam and Panchajéera—goodam'léﬁiam. This is bought\frém the
mainland as nothing is available in the islaﬁd. Only a few very
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poor do not-take any tdnics after delivery. Their diet is purely

#

~restricted to Kanzhi‘alone;. The well~off, on the other 9xtreme,

have a full meal with Ayurvedic and English tonic along with

mfmk,
C | Table 17 . 2
Immunisation 'c,)f‘ ‘Chilc'ir"en‘ | -
thiléren’ - ~ . ' Number
No | ' : ‘ oo ‘. 3 (4.7%)
{
Yes yggngest 2 (3%) '

Few ' ‘ : ' _

Most _ ' ' 5 (7.8%)
All e 54 (84.4%)
To£a1 _ : ' o . 64
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Table 18

- Vaccination Taken for Children

Vaccination Numbér

BCG.pély . 4 (6.5%)

Triple oniy - .
Polio only i (1f6%)

Measles only ; -

Allv 47 (T7T7%)

BCG, Triple and Polio 8~(13%)

Triple, Poi;o and Measles 1 (i.e%)

Total 61

Imminisation is provided every uwonth in the fiini PHC. B4.4%

have immunised all their children. Only 4.7% of mothers of

infants haven’t utilised the immunisation facility.

g7
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shows'that 77% have been given all the required vaccination. But
the children of the poor keep getting ill with ailmenﬁs like
fevef, cold, stomach upsets and worms.v‘The tréatiment for which

‘are usually taken at the mini PHC.

\

. Table 19

Oral Rehydration Therapy

DRT- ) B o Peycentager

Know : » A. 27 L
Know\and use: | ‘ . 49

Don’t know - : . | | 33

The oral rehydration therapy is utilised by 40% of the
mothers. bBesides £his, certain small home remedies for stoméch
upsets are used.:‘These are in the form of crushed éinéer juice,
iime, etc. The poor too.ére weil awaré of ORT and utilise it.
33% areJtotally'ignorant abbut_it. But they are'awére and

utilise the traditional home remedies.
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The poor women, despite poor diets and poor nutritional

status are able to breast feed their infants ‘for prolonged

periods, unlike women of the affluent group. . Majority of the
. poor feed theéeir babies for more than 2vyears.' The maximum period
was 5’years. the maximum period of bfeaét feeding by the

well-off ahd the not so Well-offvwas about 2 years.

Table 20

Period of Starting Supplement

Period ‘ ' | » . “‘Number

< 4 months N o | 34 (54%)
_5 4 months -‘8 moﬁth; o » 23 (36.5%)
> 8 monthé _ ) ? 6 (9e5%)
Total ' | | 63

In B4% of the cases, supplements have been introduced to the
infants before 4 months. 36.5% introduce supplements between 4-8
months. The well-off give rich supplement of commercial baby

foods like Cereiac, Farex, Amul, etc along with cow™s milk, eggs,
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bénanas;-biscuit, éoﬁp, etc. The not;so—poor too give'baby‘foods
aﬁd some give cow's hi&k and kanzhi. Major@ty'g;vé Ragi. This
is given by the ﬁoor too. Soﬁe ppof, as they.are not able to
afford baﬁy foods,_soméhow feed one tin of Eérex, Ceré}aé or Amul.
- to the infant as per the doctor’s prescription. Otherwise they
give only Kahzhi. 1According-£o Table 20, in 9.5% of the cases of;
the very poor, thé fnfant is given no sﬁppiemghts auring the
laétating period of wup td 2’years. Only - after this period, the
child is fed on Kanzhi alone.

Affer’B years, usually the child is sent to angénvédis whére
they are given mid-day meals.‘ The illness observed émong the
children in‘tﬁe anganvadis are mumps,'cold and hostiy WOrms. 'Thé
wOorms ;f infected are not usually te§ted but afe.treated by

observing'the symptoms like no foodvin—take and vomit{ing. As a

S :
child grdws_up, he fails to observe cleanliness. This is
especially so amongst the economically backward. ‘As there isn’'t

much water problem, daily bathing is observed but this
cleanliness is shortlived aﬁong ghildfen. They are cohstanfly
out in the mud after'which they do not wash £heir haﬁds witﬁ soap
béfore eating. with the result, they offenvget stémach problems
and worms. It is observed that chilidren from.psor fahilies often
'jumﬁ in to the dirty waters in.tﬁe water iogged areas in order to

catch small fish fol their daily diet. This is very unhygienic.
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DISCUSSIDN.



CHAPTER IV

DISCUSSI0ON

Health Behaviour is:COnsidered to be a compohent bf a wider
‘cultural complex, Health Culturé; thch'inéludesjthe various
heaLtﬁ problems generated by the prevailing eodfogibal cohditions
and culturaivrespbnse to these pfobleﬁg'in'the fopm of their
perception and meaning‘énd in the fbrﬁ Qf.prgctices and
institutioé; that are developed by the pebplé themsélveﬁ tq oopg
Wiﬁh”tﬁe.problems. Cémﬁpnity.health services that are made
availabie from outside are considered as purposive intervention
in the health’cﬁlture of the pommuniﬁy'withva viéw to more
effectiyely alleviate ﬁhe suffering of the people due to health
prdbiems.' Thus, in tﬁe context Qf fhe socioiecohomic life
conditions prevailiné in the jsland; thé corresﬁonding health

behaviour becomes a dependent variable,

Kerala hasvbeEp idehtified as thg state with the lowest food
intake and highest incidence of poverty in the country. Such
poverty is projected in the island under study. As a result,
more than half the population is unable to meet the minimum
dietic calorie heeds. The diet oﬁ the poor mainly Constiiute of -
Kanzhj.' #ish is quiet easify available as the island is idcatéd 

in the backwaters, an economically valuable feature of the state.
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This location has attracted a concentration of the Dheevara
community whose caste occupation is fishing. The poor, besides
‘the fishermen, can afford to have only small fish locally

~available from water logged fields in the island. ‘The fishermen,

on the other hand, have good fish in their daily diet.

The island has ﬁahy ﬁéday‘fields which are water logged.
There are éiso Qater cahals éna watér logged areas. These are
usually éoUrces-for’dumping.thé garbage and also used for
defecation by the‘pobb without latrines in their houses. vThesé

places breed mosquitoes and other infectants for which no

sanitary arrangements are made. The fishermen's calony tdo
projecf poor conditions of sanitation; They dry_fish in front of
" their houses and‘theif-colony always has a false odour. In

contrast to the féct fhat Kerala has great water scarcity, the
isl#nd under study has aaeqUate Qater supply; Yet, - the prqblem
faced sometimes, is the supply of contaminated waéé}. Adequate
water supply is no indiéaﬁioﬁ of cleaﬁ}iness specially amongst
-fhe poor children who are mdstly found catching small fish fron
dirty water iogged areas. The éoor livihé conditions of fhe.
économically-backward expose them to various health problems as

compared to the well off with better living conditions,

The island is famous for its Church which dattracts. devotees

from outside the island. Catholics constitute the majority caste
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gfoup in ihe island. The inhabitants are.dgpé%Aent on the
mainland for'their variﬁﬁs needsf The only way to commute to the
mainland is by boats whichs»are avéilab}e»only at spécific times
;durihg_thé.day.- Tﬁis is the»majgr iqconvenienCérfaced by the
inhabitants.

The island haé mahy‘primary scﬁoolé‘and~one'high sc;ool
which is attended by majority of'the local chiidren. Besides
this, wunder thevstéte gOvernmehﬁ*s-programme of launéhing adult
education programme in the Ernakulam District'to_attain cent per
cent>1ite;a¢y, volunteers of Keraia Shast¥a Sahitya Parishad-.
éonduc£§d the programme in the iéland, With the re;ult,.SQQ

*

illiterates learnt to read and write. The island can be regarded

as fully literate. Even if there is full literacy, there are
many school drop outs. Many do noat reach high school and
majority do not reach university level. There'are no local

industries too, in‘the island, which could absorb the fbungsters,

As. a result, unemployment is high amohg them.

More than Ohg;thirq of,thé-populatidn constitute skilled and
unskilled labourers. As ‘théir job  is seasonal, 'wﬁen there is no .
work, they face starvation. ‘Along wifh this is also faced
various other poverty relatéd probkémsjlike débts, aicdhoiism,
etc. The-)and reform of the state gbvernment has bénefittea the

Pulayas a great deal. Thus, the Pulayas in the island have now
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becqme bwners of £heir land and WOrk.in their own. land making
agriculture profitable.  As the paddy fields inh the islahd are
low lying and the wage.raﬁes aré very high, agriculture is
non-profitabfe for other land owners. Therefore, many have
turned to prawn cultivation. A£ouﬁd,one—fourtﬁ of the population
‘afe goverﬁment séfvants workfhg in the Cochin‘Port, DLB, Naval
Base, etc. As they get higher ééyi they.ére better off than the

rest of the working population in the island.

Kerala is famous for its widé-hefwbrkiof medical
insﬁitﬁtions under the pgblic.seqtor and privaté sector énd
belonging to the allopathie and indiéenous systems of médiéiﬁé.
Ernakulam District:hasmthe highest'coqcentration of EOSpitals ih
the state. Thé island too has severél medicaréfinstitutions,
both governﬁen£ gﬁd private. Yet, none of these are able to
fully sétisfy the needs of the people. The facilities are
blimited. With.thé‘reéult,Athe_inhabiténtsbare fofced’tb depend
_on bigger hospita{s in the ﬁainland to satisfy’£heir.néedsQ In
order to reach then city hospitals, the inhabitants have to

overcome the difficulties of finance and commuting.

The mini PHC is visited mostly by the poor. The Lion's Club
Clinic is unpopular as it is expeéensive. Due to the
non-availability of medical! equipments, inadequate supply of

drugs and non-availability of doctors at any required time in
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these local dispensaries, peopde are dependent on city hospitals.
The well;dff approéch‘theAcity hospitals for most of their health

“problems. - In cbntrast,'the'poor have to mainly depend on the

mini PHC. Bu£-during'véry sérious ailments,'they h;ve'no éhoicé
but to visit éiiy hbSpitalé. People working in Cochin éort,
Naval Ba#é and Cochin Dogk Labouf Board take treatment frdm the
hospital éf‘their respective companies. Théir main problem &and
also the problem of all the ihhabitants of thevisland is that of
commutingAto the mainland due to limited bogt facilities. The
very poor are notlevén ablé to afford a boat ticket. ‘As_ﬁhe
fsland is stretched out length wise, a patient staying at one eﬁd
of the island finds it aifficult to walk to the mini PHC situated
at the other end. During such circumstahceé, they usévrowiﬁg
boéts and visit éity hospitals. Thus, for the pbbr and. the well
ﬁffvin'the is!and, the Ioéal dispensaries are ihaCéess?ble mainly
in febhs of.thé>distance. Besides theske éllopathic health

services, as much as one-fourth of the pbpulatien visit thé_locaf

.Homoeo Dispensary. Of these majority take Homoeo treatment for
children. Some of the poor find allopathic medicines too
expensive and thus prefer Hompeno, But hetre tbo,_for a very

serious ailment; they are'dépehdent oh city hospitals. 'Lately, a
doctor from DLB shifted to the isiand and now éractices western
medicine in the evening. He is the only gqualified allopaﬁhic

doctor staying in the island.
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In Ke}ala, the Family Planning Prbgramme has:beeﬁ very
successful. According to Zachariah’s study, the Ernakulam
District showed the best Fesults_by acﬁieving 110% of the target
‘in £efms df steriliéatiogj- The island under study too sﬁows
encoufaging results wifh reépeét:té utilization of fgmily
'planning methods.  People ére well aware~6f'the family'planning
‘methods éhd utilizé'the contraceptives provided. . The local
midwive§ are are.ﬁnpopular? People;are £otally,dependent‘bn @ity
hospital fér delivery cases. Such dependeﬁce turns out to be
very expensive.' Due to the commuting problem, pre;;antAwomen get
fadmitted in the'city hospitals many daysabefope fhe dﬁe date.
This is méinly-inAQrder to avoid problems Like that faced'by
Mrs.Mary Aﬁgusfin:(page.qg ). Even thé'poor sdméhow borrowvmoney
‘and visit city-hospitals for a safe delivéry'seryice.( Only a
véry few éf the popr call local midwiQeéf As the Penthecoste
méligioﬁ is.agaihst medical.tpéatmént,'they call the loﬁal

midwives,.

The boor pregnant women take a poor diet with_low églbries
which mainly consists'of kanzhi and fish whenever available.

Extra nourishments are raré. After delivery too, the same diét

"is followed. Eventhough there was no Ayurvedic health care
system in the island, majority have taken AerVediC tonic after
birth delivery as is the usual practice in the rest of the state.

The poor women despite their poor diet and poor nutritional
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- status breagt feed their infants for long pefiods uhliké women of
- the affiueht group. A top feed of Kanzﬁi ié,ihtfodpged to thg
infént_mainly byvthe timevﬁf 4 months. The sﬁudy shﬁﬁs’tﬁat
about 84.4% of the motheré have immuﬁ;sed ail their c¢hildren.
Yet, their childreﬁ_are;qﬁderhourished and keep falling ill with
-ailﬁénts Wike fever, cold, stbﬁach upsets and Qorms, the
treatment for which is ﬁaken ét the mini PHC énd Hbmbeo
Dispensapy. vThese mainly belong to the poor fémiliesvofvskilred
and unskilled labdurepsf fishermen; etc. 'The degrééAofbspch

ailments among children from well-off familie¢ are lower.

Amongst the communicablé digseases;. only tuberculosié is |
COmmon, £ﬁe trea£mént for which is provided at the miﬁi PHC. In
spite ofvthis, it is.seen that the‘pétients seek.help.from thev
city hospitalé. After treatment_from.the mini ?HC,.their illnesé
Has not fmproVedf  Cases of leprosy and filériagis.aré rare.
Treatment for thege diseases are ﬁot providéd at the mini.PHC.

There are no cases of Malaria in the island. Almost‘one—fourth

of the population are even ignorant of the disease.

Besides these diseases, another health problem and alsoc a
social probiem\is.the menécé/of alcoholism. Alcohpl'isvbrought
from Ernakulam and sold here._Besides\licensed toddy and liquor
contractors, there are sold illegally in some hﬁuses too. Even

the poor who -cannot afford, borrow and spend everything on
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alcohol, thefeby.éddingbto the misery of their fahfl&_mémbers.
There is chaos and clashes.providiné inconvenience in the
mneighbourhood. | |
This study éhéws that people trom differeét ;traté of £he
population in the island héve,gfeat felt need for health seérvices
which are unmet.bj the loecal dispenéarieéa Thefé'is5gréat need
for western médic;] care. On the'basis_of.this'stddy;'it.can be
éssé;ted7tha£ fheﬂhéalfh.behaviourvbf the islanders is in many,
Qays similar to what was Observed by Banérji (1882) in peasant
sﬁcieties. The ﬁain differencg and one of the signifiéant
féaﬁdres obseryedmin the island is the en¢0uréging family
éiaﬁning results which is.in conformity with thevrest of the

state. In terms of literacy too, the isiand is fg\ly literate

v.  The main suffering of the islanders is their commuting
problem and thereb§ their'limited access,foqihafmain health

séfyices within énd'qutside the island.
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CHAPTER V

 CONCLUS1ON

The §Urpose‘of the study wés to in?éstigaté tﬁe health
‘behaviour of the islanders in différentiéociofecohOmid
conditions., As the istandAwas gomplete}y isolaﬁed from the
mainiand and the:islandgfs were dependent on.thé mginland for
most of thefr neéds, these provided very good conditions fér
conducting such investigation, The methédoldgy used by Banerji

(1982) for studyihg health behaviour was adopted for this study.

The main finding ¢oncerhing the heaLthIEehéyiour df the
islanders is that, ‘with thé'évailability‘of the Qériéus local
'.Héaith delivery systéms, the liﬁitéd facilities in theée.health
institutions’is unable to satisfy a very subétantiglipropOrtion
" of the demand of #he isléhders for medical care services.
Depending on the‘econOmic status of the individdal and thé
gravity of his.illness, these people adtively seek help from
government and pfivate medical agehcies in the city;' The demand

is for western medicine.

The greatest inconvenience faced by all the inhabitants is
the commuting problem. The limited boat facilities in the island
pose great inconvenience for a seriously ill patient to reach the
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city hospital. There have been cases of death in such
situations. Due to the non—exfstéhéevof vehicles within the
‘istand, a patientvliVing ih.one-ehd of'fhe island finds it
'Empbssibje to walk the distance to a health égehcy situated at
another end. Thus, their alternative is td take a rowing boat to
the %ainland_@hidh takes a much longer;time. Such cdndiiions
restrict the access of the population to the heélth inétitutiohs
within and outside the iSlana.

fhése inédnvéniences,Have‘prompted majority of the preghant
womgh, irrespéétiﬁé of their economicg status, to get admitted in
the city hospitals much in advance for a safe deiivery, In spite
of it, there has been a case of birth delivery atrthe.boaﬁ jetty.
| .Majo;ity of the children have been immunized. :In’spite of
it, ‘the children of the poor are prone to variou5'illnesses fof
whiéh»they-take treatment a£ the mini PHC:. The Ioéal Homoeo
doctor is.épproadhédvby some specially for the treatmernt of
children... Besiaes'these, genéral home remedies like using
ginger and limé are resorted to by the popuiation. ln.spite of
the isolation, nd specific health practices of their own-wereF
found among tHe iélanders._ They were totafly dependent on
'Qéstern medicine. This may probabfyvbe due to-tﬁgiproximity of
the island to the Ernakulam city.

The study thus provides.enough data to assert that
improvement in the access of the islanders io health services is

the prime need in the field of health in Vallarpadom island.
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Aépendix A
Check - List

General Sanitation. |

Qafer Supply

Dréinage System

Medicine Shops

Other Shops

Market 

" Local Indust;ies

Bank

Co-operative Society

Loaﬁ

Radio

T.V.

Telephone

 Pump Sets

Schools

Cinema Halfs‘— Othgr'Entertainments - Fairs

Paﬁchéyat | |

Temples

Chgrch

Transport and Communication

Total Population.and.its Distribution

‘Laﬁd and Crops

6CCUpatiOﬂ and Economic Stfaiificaﬁion
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Appendix A-(Cpntd..é)
Dais
Indigenous Medical Practitioners
Modern ﬁedical Practitione;s
Homoeo_?ractitioaers'
Hospiiaf Facilities and Health Care Systems
Community Develcpment ProgrammES
Community Participstion

Political Structure
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10.
11,
12.

13.

14/

15,

Appendix B

Schedule for the Study of Health Behaviour

No. :

Name of the Head of the Family:

Caste

Fducation

‘Occupation

Jdncome

Family size

Housing

Latrine

Water

Electricity

Radio

T.V.

Do you read newspaper
How often réad'néwspaper“

Do you have any loan from

rig

House No. :

Primary/Matric/Graduate/
F.G./Professional. '

a. Main-

b. Subsidiary-

a. KaccHa/Pucca/Mixed.
b. Rented/0Own.
a. Yes/No.
b. If No then
Common lllatrine/River
bank/In the open/

Borehole.

Public pipe/House pipe/
Well/pond/. -

Yes/No.

Yes/No.

Yes/No.
No/BOrroWed/Bought
Daily/Freq/sométim954
Yes/No.

a. Govt-

b. Pvt. - Yes/No.



16.

18.

19,

25,

26.

which-health agency do you
visit oftenr

Reasons-

Do the local dispensaries

satisfy your needs

If No, are you able to go

across to the city hospital

Eeascns

Have . MPWs visited.duriﬁg
last month

Who is called for children
birth ' ’

Breast feeding

Food habits cf mother

Have you. immunised your

Children

For what diseases_did you
immunise your child

120

a. Govt. Homoeo Dispensary
b. Mini PHC

v. ) ~
c. Lion’s Ciub Clinic

d. City Hospital

e. Any other

Yes/No. -
: /

Never/Rarely/Mostly/Always

Yes/No

NA/UTM/TM/Jr.PHN/doctor/
vigit hospital.

2. How long-

b. When start supplehents—
c. Solid food-

d. NA.

a. During pregnancy-

b. After delivery-

NA/No/Yes youngest child/

few/most/Ai}.

': TB/Diphtheria/Tetanus/Whoop-

ing cough/Polioc/Measles.



TH-DUIS

27.

28.

39.

31.
32.

33.

35.

. 36,

37.

38.

39,

49,

41,

42.

Hunger satisfaction-

Two square meals a day

Do you practice Family
Planming

Do you visit FP camps,
immunisation camp &

well-baby clinic

Do you take alcohol

ath in the famiiy
last two years

if Yes, Regasons

Oral Rehydration Therapy
Jo- you kneow the disease

Do you know the disease

Leprosy

o

Do you know the disease

Filariasis

Do you know the disease

‘Malaria

Are you a member of any
club or political party

Did you voté-in the last
elections :

To which party had you

TB

voted in the last elections

Are you interested in
Politics '

Reasons

121

Often/Sometimes/Just meet/
Always.

NA/No/Vasectomy/Tubectomy/
Pili/Cut/Nirodh/Any other.
\

-NA/No/Sometimes/Always.

Daily/Freq/Sometimes/Never.

Yes/No

Know/Know & Use/Don’t know

Yes/No

Yes/No

Yes/No

Yes/No Sy
5’?‘*"% .

Yes./No i‘x" '*;‘5';?5
iﬁfﬁﬁﬁéf

N T
Yes/No

CPI(M)/Congress/Janatha/
Others/No comments.

Yes/No
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