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Still have I borne it with a patient shrug,

For sufferance is the badge of all our tribe.”
~ William Shakespeare



Acknowledgement

Writing this part of the dissertation gives a sense of relief, as it gives us the feeling of
accomplishment and a pleasure to acknowledge all those who contributed in the completion of
this work. There are no words to thank the ultimate being “The Almighty” but I entrust all my
thanks and gratitude to the ‘One’ for guiding me all through my life, and for loving me in my

best and in my worst. For being the ultimate source of happiness and for letting fight every odd

situation in my life. Thank you Father Lord.

First of all I would like to thank Dr. Rama Baru, my supervisor, for her continuous support and
guidance. It was her constant encouragements and timely scolding blended with her motherly

care which helped me doing my work. I thank her for imbibing in me the confidence and giving

me good teachings of life. Thank you ma’am.

I also would especially thank my supervisor Dr. K.R Nayar for his guidance and teachings. I
thank him for sharpening my intellect time to time and giving me insights and helping me

overcome my silly faults and doubts. I thank him for making a lazy girl like me work on her toe.

Sir thanks a lot.

I also want to show my appreciation to all my faculty members — Dr. Mohan Rao, Dr. Ritu Priya,

Dr. Sanghmitra, Dr. Rajibdas Gupta and Dr. Sunita Reddy for their constant remarks and insights

to my work all through my course work.

My deep sense of gratitude and recognition goes to Stensila Masi and Mausa who provided me
with an abode during my fieldwork, and for not letting me feel away from home, keeping me
with so much of care. I want to thank Meenu, Choti, Chotu for accompanying me to various tolas
and helping me interact with people. I also like to thank Dr. J. Kisku; the MS of Mohulpahari
Hospital for letting me have a general idea of the hospital. Thank goes to Dr. Joel Kisku for
providing me with informations appropriate for my study. Thanks to Utpal Tudu and Sarla Baski
for being a friend and giving me true picture of the state of people in the villages. I want to thank

all those women who shared with me their life and their hardship. I salute all of them.

I like to pay a lot of thanks to the inspirations of my life — my Moma and Dadu. Without their

love, their support, their constant encouragement, their care I would not have been here. They are



there all through whatever 1 do; they have given me the freedom to be myself. Thank you

mamma papa. I also want to thank my Masi for her all ime concerns and care. I love all of you.

I am grateful to my brother Bread for giving me enormous support when I needed most. Without
him things would not have been managed — giving me a home, making tea for me, for bearing
my frustrations, for tolerating my mistakes. Thanks to his techi-knowledge, his presence made
things easier for me. Thanks a lot brother, you are great. I also want to thank my little sis Kuhu

for her love, moral support, and her prayers.

Most essential mention and thanks go to my best friend Bhrigu who has just been there all the
time, witness to all the changes and saw me growing with my work. He has never consulted his
calendar before helping me and has been a source of positive energy in my life. In times of
distress he always lifted me and motivated me towards working more and more even scolded me

wherever needed and for keeping a track record of all the work I did. Thank you my dear friend.

My close friends Shailendra and Rajshree have been a moral support all the time and encouraged
me all through whenever I was disturbed or troubled, also for bearing with all kind of moods I
carried. Thanks to both of you. Want to thanks a lot to Minakshi for giving intellectual insights
to my works and for being there always like a true friend. Thank you Mini. The phrase friend in
need is a friend indeed holds correct for my friend Arvind, who many a times went out of way to
help me and for letting know that he 1s there 24*7. Thank you friend for your timely assistance. 1
want to especially thank Mohan for taking care of me, reminding of medicines and timely food

and giving me moral support all through. Thank you so much dear.

I have been fortunate enough to have friends whom 1 call angels who pray for me selflessly and
have been a source of encouragement all through my work. My angels are Sneha, David (Rahul),
Abhi, Sudhakar, Arshi, Meghna, Dimpee. Thanks to all of you for praying for me
unconditionally and being a great support. My other friends — Kumaran, Nisha, Shweta, Mou,
Mrityunjay, Shrenya, Mayurish, Shubhakrity and Shubmay who have shown a positive attitude,
and helped me in some or the other way, whether by simply letting know that they are there, or
by their steady support, or by simply turning the stressed up mood in to a smiling and
rejuvenating one. Thanks to all of you. Finally once again I want to thank The Supreme for

v

being there.



Abbreviations

MCH - Maternal and Child Health

RCH - Reproductive and Child Health
IMR - Infant Mortality Rate

MMR — Maternal Mortality Rate

TFR - Total Fertility Rate

ANM - Auxiliary Nurse Midwife

AWW - Anganwadi Worker

PHC - Primary Health Centre

SLI - Standard Living Index

CBR - Crude Birth Rate

ICDS - Integrated Child Development Scheme
LBW — Low Birth Weight

IUGR - Intra Uterine Growth Retardation
ST — Scheduled Tribe

SC - Scheduled Caste

OBC — Other Backward Caste

BMI - Body Mass Index

ANC — Antenatal Care

TBA — Traditional Birth Attendant

TUD - Intra Uterine Device

ASHA - Accredited Social Health Activist

MPH - Multipurpose health Supervisor



List of tables

NAME PAGE NO.
Total Fertility Rate »
Malnutrition status among children NFHS I and 11 19
Trends In Any Antenatal Care Utilization 21
Morbidity and mortality indicators among ST children 27
Total Fertility Rate and CBR Among Various States 28
Infant And Child Mortality Variation Among few States 29
Age Distribution Of Maternal Deaths (2001-03, Special Survey Of Deaths) 34
Causes Of Maternal Deaths (2001-03) 35
Infant And Child Mortality In The Three Rounds Of NFHS 37
% Of Tribal And Non-Tribal Women With Health Problems During Pregnancy, Jharkhand, 1998-99 43
% Of Tribal And Non-Tribal Women Receiving ANC Care During Pregnancy, Jharkhand, 1998-99 4
Education And Health Facilities In The Village 58
Prevalence of Leprosy in the block 92



St

0
23

0
22

I SR SO, Wy N

INDIA
JHARKHAND

ADMINISTRATIVE DIVISIONS 2001

KILOMETRES

20 0 20 40 GO
s (N S | |

. 13 LT
i o B )
Ql S T mxu»up\n. -~ . R :E;;l
1-‘4'3 (xr;nxm o i .wmw}sw N % \;%AS':RW% g
55 (Fpppetoniy i~ e B
( - MIWPJ!P;TM v TAPPvR e :u]&lmm. P:‘m':"’“ W"f W GIRIDPH
.ouum,, (ﬂx N * MANATU { CHATRA l’wm COOR 1 GIRIDHY \,
1 GARHW, ifononng ” "+ ~"1 Lwaana AMRIBAGI e
o -‘.a'm" \rcﬂmm ?@"‘sfgem L e = N0 SMARAS <o n .’ 'PRIANR -
d < LAMU“ e "f“":“u‘;::" ’

4 .\ N \ \‘ MANIKA ,_r\ BALUMATH ( "*""9“"
kwmnt ’m\nw N ¥ X
P

JA \ ’ i
\rwwmm..\ e

,\,. cu».oms ~ ot e, 'wwmi BO}(ARS

,um-:nm i

msrw"
% o aau’ - h L BURMU \PATRATD | TR
k4 ~a? e T \_ | i ’\ ‘mum’ 0 \anRioH MA%
|- e~ 4
I & mm 3 b
- Lanninonn's ‘LOHA RDAGA\WRL J ( ?"‘W“\ B2 A B W P
A \ BN Y, LR g o e Wil
Ny PA *“f m,NCH" m,‘uui
%Y ’ b ' WRO 1 - ’
* Joiny ' - ~omagRa TS P ST ST Ty
: g s \ o7 % 7 KM, - > SONAHATOR
[y \ lowanemr g N 17V IVER A i A
\ T L BUNDU -
. \ A 3 KMUNTI -, . Tl w
VN Sy GUMIAY ! J KARRA_ - Y T ¥ Em" i
o “A s 4‘ ) VPN » A ~ - : 7 NMDIN S~ , e,
il Ty L E Y "V " voreA L MR, ¢ TAMARE T < = L 7
RAIDIH | 1BAS 3 4 ' ~ /
» P R g RA ,TA&A::I’I‘ . -, cHaNDR. ) earawon ¢
il GﬂMwm £ ;{m.,,? Lt e ek s - GomyanR ~ R
a R ok i T ) ) . BANDGAOIT - ~ - IKHARSAWAN o.Mum-ctN‘. X
. & N - F e ,mw{rw:nmr'un' - 5 C GHANSHILA
f. smoEGA| naNo bt | SERAIKELA s
oo > KOLEBIRA ' SONUA _: PU
. . X p T . (KHUNTRANL , GOBI PUR R ‘
W f KURDEG s e~ e enm ~.\ 4 P | SlNGHBHUM
2 %  LTHETHATANGAR, inL0EGA & " \GOLKERA 2 ‘f"”"‘“ \ T POTKA ,(MUSAMY*
" BOUAS | et R — PASHCHIMI L ‘rANT'\“G”‘ N 'm 8 Vl
" N 3 oumm U
BAGHMARA * BAGHMARACUM-K t TRAS \‘ - e i S‘NGHB HUM TonTO 4 a \-‘ U%
DHANBAD = DHANBAL CUM-KE s DUADIN.Z UMJAGT /1 : Mmonméqgv ~—" )_ o NKM“"’""/ Kmising, ol WG-,M
HARA = JMARIAGUMNIORA :OKHAR(: JIASINDIY 0 / ,',Mﬂﬁ'&, | KUMARDUNG » o
NISRA = NIRSA CUM-CHIRK',NDA (' S m:mmmpun \
R "\..,;_,/ s 5—-'}MMF96M -
I s

|

¥ .
a o
83 4 85 86

n;fy/ \ [ NAWADIH \‘mﬁ;\;
A ’9~.

a7

: “THAXUR GANGT?

Mexeria | 7
i L \w.Jw&uM
aomuﬁn S 1 ' ~4
_PAmAAﬁmA ‘SA BG

1. coooas ke '\wum

BOUNDARIES :
STATE ssiwssseisssvin

DISTRICT .....
C.D. BLOCK .vuovessnere 3

08

o
|25

24

e
——{23




4 INDIA
QA e, @ DISTRIC:
DOUNDARY, STATE ot ey ; h l/ \— oy~ 1O 5 C‘OO/ JHARKHAND
i i 2 JISTRICT . N %\.. & 2
ST ol AL P G S DISTRICT DUMKA
SH s : SARAIYAHAT / A PN ) .
TTTTTTTTT S STATE HIGHWAY \ " z N KM 5 0 5 KM
= IMPORTANT METALLED ROAD X A X e ]
ks . o t s T
mecmtBmmc>=  RAILWAY LINE WITH STATION; BROAD GAUGE = .4.——"‘/ = y RM,GA,SB ' A\ D s .
=~ . . 2 Ny PR )
S RIVER AND STREAN Q‘;’g&\" | r C =
) > Sl ST g
® HEADQUARTIRS DISTRICT A L . {
. i Ve .
X
@ = C. D. BLOCK Fr / 5 !
D%Gl?g' ¢ ) \‘\ s ‘. / "
- DEGREE C€O.LEGI: ™~ N o~ \© Yy ™
« ) St m s . s\ g : : { ;
mn TRCHNICAL ODLLICE 5 ——— ) r S </ < we
( . t\t))‘,l'."gukmnlh}‘ ‘ )
- \Nonih«\ ) y . ( \ -
L] VILLAGES HAVING 5000 AND ABOVE q ' S S\ » o RSN A 3
L CAARMUNDL - TO5 N | Vgt QL .
POPULATION WITH NAME N Y N S A b i N\, \ >
o \ (F . : = - »
URBAN ARCA WITH POPULATION SIZE: \ ./"\ i \@) y :_)‘__\ i Lt S| -
CLASS L B Seeshy TS 3 7 -
Y -t p) = V] g @
a CLASS IV - % : % i’ DUVKA -\
5 % g g\ ('?x umk]j i o
‘0‘\“-\ R \ Irama ~‘l_-m 2
o \?D\Q‘P 'J\\\ - ~ .J. qq \ LT
&g e S | \ \ \- A\ § 7 e SHIKARIPARA el
" : z
. a1 ‘ —em =T\ Barny,
s ModhF N J MASALIA L e
. ' \ Q *"52
| P ag ls ~ i L \%
. oart™ 'R i \ \ AN (
A\I . o .\_‘ L. .—"\.\ R
&g (s - ; \ . L 0N, .
& N Sk ) \ \,.f@,' %, T8N RANISHWAR v
N ' NARAYANPUR ™ A P \ e, | seT ol N :
oL~ ) /N —— s L R i NQ k) >
. ¥ \\. - \\\\ \ '—--\‘ ..-’ \ .'../. .
\ =i \ \ ’ s
Q\\B‘RA:'“R & o l\ JAMTARA A TR al Lot ™, =N s
eSS 1N, LN, ) et M o 5 S
\;\ \ L g _( b - /_‘(;3 <L TR 1o Surd -QA =
o /& ~,_ Jamtara| ~-. / /- KUNDAHIT ¢ s %
> ‘“ﬂc. = - 1 . g ‘%
4)/ \‘Q 38 b} Total  Rural Urban
¢ 2 \\ T . Area (in sqkm) 621200 CI630is A812
<
2, AR e TN . » Population IR I4408) 14912
! 4 ¥ S w ¥ ia o No. of Villages 4090
B 14 p o~ I o Ne of Towns 4
N, \S\ Nistanee of Distriel Heacquerters
< »
\ L ™ to State Headguarters 266 Kms




INDIA
JHARKHAND

Boac B SHIKARIPARA C. D. BLOCK

R S ShEe HOUNDARY; STATE

memmim—eel @ DISTRICY T
K A &
I L DISTRICT DUMKA
. D BLOCK \,‘\\\\q'h\\ . &
m g Ly Ny o
"""""" % Vﬂ—l:Af"' wun FARN ANENT M= Boaliin o pa y Kmn 1 L 1 . 2 Km
ATE'N CODE NUMBER J ';m“m.. e [ o U PN S -
) Tt - sban L @ % AW ) . 5 AN-M pebct %
STATE HIGHWAY . \ . Lo A ik ¥ "
A BT 4 "". ‘. [ P Y i M ll\ullnpl e R ' T" Suldatin : l)L\‘RKT p“KAUI‘s
; e N '*uunn v 3 m ‘,.‘.,”,“ :\H_N__
IMPORTANT METALLER RO/D " o ,, ALK A s i § y B2 oa. 0.3 -;;,:z, ‘L—v;r‘:N" =1
. s N 1,..., Patart 5 ATFUR mv ~--,M,h \\ 4 0 ;
o UNMETALLED ROAD ¢ . e 3 "~ Chaipani* iy o1 3
a v - 6a ' . ¥ ¥ uu
: L“ Pahanpur® L » Navpahar .- e o
G h
N "_n K W
3 ke -nmna\ ‘aw .' haen

S i
L x Jesey ° S‘.I'Anrp«\nn =R
= Duqnpxlr“ e M
A et @ 0 ) .. . . IRENGR. ) Vyed
S ey . e BT Karokala |
N \ A '
e Eyam ¥ )

X ot
'aAnAuzsd‘“vAmv. B

‘ L]
\Knnpn'hcr L

o Feame i g S T, “angchahens | s
it et SN P e L S “hoa TN, San P
c{me y ¢ Meme Loy @ il ) i e,
, IS LT T pant
i Bl Sh, e e Bhiiaipans (Saraidant o oz Sitwmena T PUE Hay
™ L e L8t /-\ | « MR v ORan. 2 =
B N S e s T2
:1.’}&':‘\* .atapart s Xathyer ') v o0,
“ady ﬂq: S a 3] 2
7 ' L / \ v ¥
(m.ﬁ | W N9 B X 5, o ‘190:‘
g [} 2 4 T b <] 'i!:f
: = BLOC o ’&' ® ' ' d Lo S gt ,' i . "”r x:-o"‘”'":s v‘luﬁ--tw."
. X i (e oaopoR-r, Mau! 05
Eai§ L . LN W *, FO"?-’E‘I
. g ‘ ,
; L B .m
'Khmnmr‘ 0 eedd %
I R \ s IStulibana |
_— [N
A S
SZFTS BIVER AMD STREAM N L
. P8 HEADQUARTERS: & D BLG:K, 2OLICE STATION N G

POST OFFICE/TELECRAPH OFF'CE

HIGH SCHOOL/MIGHER SENONPARY SCHCOL/INTER COLLEGE
BANK

% o
’hkllllf"" "l

Boagz®

PRIMARY HEALTH CENTRI!
POPULATION SI7ZF CLASS 3F ¥ LLAGES,
2 BELOW 200

Tolul Ruial Urban
Arca (Ek‘l. Km) 41016 43016 o ,;“ ‘x-\p-lum &
Populotion  HOIR W02 — P RSLETH

° 200499 ; No. of Villages 281 -—‘&j"‘"' "‘Q)

° SO0~
Sopel No of Tovns i Q
° 1000-4901) Distance of Block Headquarters
e £000 AN ABOVE lo Dintrict Headquarters 20 Kms
X UNINHAI TED VILLAGE




Contents Page Nos.

Acknowledgement 1-1i
Abbreviation 1l
List of Tables v
Maps V- vil
Introduction 1-2
Chapter 1-Methodology and conceptualization 3-13

o The Conceptualization
°  Methodology
° Limitations

° Fthical issues
Chapter 2-Overview of maternal and child health status and programs 14 - 54

o Population trends of women children along with fertility pattern in the country

° Nutritional status of women and children in the country: An overview

°  Nutritional status of children

o  Nutritional status of women:

° Role of caste and socio-economic living index in determining nutritional status of women and
children

° Maternal and child mortality patterns in the country: figures speak themselves

e Women and children morbidity picture

o Tribals in Jharkhand and issues related to Maternal and Child health

® National health programs on Maternal and child health: An insight

viii



Chapter-3- Social-economic fabrication of the Village and Status
of tribal women

Section 1: An overview of the village

-Amenities
-Social and Cultural Aspects
-Economic Aspects

Section 2: Condition of women in the village

-Women’s participation in agriculture
-Household work

-Social status of women

-Health status of women

Chapter 4- Health seeking behavior and practices associated with
Maternal and Child health care among Santhal tribals

Section I - Seeking health care — accessibility and utilization

-PHC Shikaripada
-Mohulpahari Mission Hospital
-Indigenous healers

Section II-Health Institutions and Programmes in Shikaripada block

-Integrated Child Development Scheme (ICDS)

-Revised National Tuberculosis Control Program (RNTCP)
-Malaria (National Vector Borne Disease Control Program)
-Leprosy

Section I11 — Maternal and Child health care practices among Santhal Tribes

Practices relating to pregnancy and delivery

-: Perception about pregnancy

- : Concept of rest during pregnancy

- : Care for pregnant women

- : Food patterns / food taboos

- : Ante natal care

- . Superstitions followed during pregnancy
- - Changes in the above across generation

55-82

83 -108



Practices at the time of delivery and post partum period

- Place of delivery

- : Preferences and actual use of birth attendants

- : Expense involving deliveries

- : The process of home deliveries

- : Food restriction during lactation

- : Working pattern after delivery

- : Family planning practices repetition

- . Beliefs and superstitions during post partum period for women and child
- : Changes in the post-partum practices across generations

Child care practices

- : First feed

- : Feeding colostrums

- . Breast feeding

- : Vaccination

- : Looking after children when mother is out for work

- Infant morbidities

- : Superstitions in child care

- : Ceremonies and rituals during pregnancy and after child birth
- : Changes in the above across generations

Chapter 5 -Discussion and Conclusion
Bibliography

Annexure

109 - 123



Introduction

India is a country of diversity. With a population of more than a billion, people differ in nearly
all dimensions whether it is food patterns, occupation, education, health status, morbidities and
mortalities associate with various disease, access to health care or traditional and age old

practices associated with variety of things.

Jharkhand, being one of the newly formed states, with its predominant tribal and backward
population is one among the most poorest and the backward among the states. Low per capita
incomes, low literacy especially female literacy and high unemployment rates compounds the
problem. With predominantly a tribal population, with a major proportions of schedule castes

and backward classes, the problem of maternal and child health is more acute in the state.

The tribal population is by and large socially and economically backward. One issue
which affects them in every sphere, and around which revolves many things is their poverty.
Poverty is so pervasive among them that it doesn’t require any profound study to discover it.
There are certain health problems that are poverty related, and there are different perceptions and
attitudes of people towards those health problems. Though tribal population is largely viewed as
homogeneous group but there is stratification. Here again the poverty plays an immense role,
because poor are always on disadvantageous position even if they largely belong to a socially
and economically backward group. Not much improvement has occurred regarding health status
of the tribal population. To a large extent they get socially excluded from the main stream. And
many a times they are just left out stating that tribals are isolated homogeneous group, who have
defined boundaries for everything, be it their dialect, area, or culture. Moreover, the prevailing
and the dominant understanding say that they are unchanging and resistant towards newer
innovations. They are mostly perceived as an inhibitor to the so called “modernizing process”.

The same view is applied regarding their attitude to western medicine as well.

The tribes differ considerably from one another in race, language, culture and beliefs.
Notwithstanding so much diversity, there are certain broad similarities between the mutually
divergent tribal groups. Striking similarities are noticed in their modes of living, each tribe lives

in a definite area, has common dialect, cultural homogeneity and unifying social organization.



The tribes are at different stages of social, cultural and economic development. The
cultural pattern varies from tribe to tribe and region to region. The economic life of the tribals 1s
specific in nature, based on the manner in which the tribals primarily and distinctly make their
living. The common beliefs, customers and practices connected with health and disease have
been found to be intimately related to the treatment of disease. It is necessary to make a holistic
view of all the cultural dimensions of the health of a community. In most of the tribal

communities, there is a wealth of folklore related to health.

Cultural practices such as child bearing imposes additional health needs and
problems on women — physically, psychologically and socially. The Maternal and child health
practices are quiet different within various tribes and much dissimilar from what is practiced
under ‘Modern Medicine’. These practices, whether beneficial or harmful, are deeply rooted
within their tradition and are practiced during pregnancy and child birth. At the same time, the
variety of services provided by government under various programs and Institution based

services are far out of reach of the tribal population due to variety of reasons.

I have tried to examine into the traditional practices relating to pregnancy and child birth and
issues related to health seeking behavior in the largest tribal community in Jharkhand i.e.
‘Santhals’ of Ranga village in Dumka district during my one and a half month’s field work. In
addition, 1 have tried to locate the changes that had occurred across generations in the area of

maternal and child health practices among Santhal tribals.
Chapterisation

The conceptualization of the study and the methodology applied in the present research study
used qualitative methods and data collection. A description of the methodology is given in the
first chapter. The second chapter builds the background for the study through reviewing various
literatures. The third chapter gives an outline of the area of study and social composition, along
with the status of women in the village. The fourth chapter gives an insight into the practices
related to maternal and child health care and also provides a general idea about the national
health programmes functioning, along with an indication of people’s and provider’s perspective
towards traditional and modemn system of medicine. The fifth chapter on discussion and

conclusion brings out the issues that emerged from the study.



-Chapter 1-

Methodology and conceptualization
The Conceptualization

Culture is defined as a shared system of values, beliefs, and learned patterns of behaviors' and is
not simply defined by ethnicity. Culture is also shaped by factors such as proximity, education,
gender, age, and sexual preference.2 The culture determines the response of the group both in
terms of formation of institutions for dealing with different health problems and in determining
the behavior of individuals when they encounter such problems. We know that ill health
corresponds to the state of instability, loss of function and failure of self-regulation but the
perception about health, disease and health seeking behavior are not the same across cultures.” It
varies from culture to culture as an integral part of human ecology and cultural ways. Illnesses
are constructs of beliefs and knowledge, which vary with time and space. Cultural processes play
explicit part in sickness and health. Cultural and biological dimensions of human beings are
interrelated.” Illness is shaped by cultural factors governing perception, labeling, explanation,
and valuation of the discomforting experience, processes embedded in a complex family, social,
and cultural nexus. Because illness experience is an intirﬁate part of social systems of meaning
and rules of behavior, it is strongly influenced by culture. Illness is culturally shaped in the sense
that how we perceive, experience, and cope with disease is based on our explanation of sickness,
explanations specific to the social positions we occupy and systems of meaning we
employ.’These have been shown to influence our expectations and perception of symptoms, the
way we attach particular sickness labels to them, and the valuations and responses that flow from
those labels. How we communicate about our health problems, the manner in which we present

our symptoms, when and to whom we go for care, how long we remain in care, and how we

'L ow SM. The cultural basis of health, iliness and disease. Social Work in Health Care 1984;9:13-23

? Carrilo Emilio, Green Alexander. Cross-Cultural Primary Care: A Patient-Based Approach. Annals of Internal
Medicine 1999; 130: 829-834.

: Praharaj Purujit and Sonowal C.J. Tradition vs Transition: Acceptance of Health Care Systems among the Santhals
of Orissa. Studies on Ethno-Medicine 2007; 1{2):135 — 1466.

* Bhasin Veena. Medical Anthropology: A Review. Studies on Ethno-Medicine 2007;1(1): 1-20

* Kleinman Arthur, Eisenberg Leon, and Good Byron. Culture, iliness, and Care: Clinical lessons from anthropoiogic
and cross-cultural research. Annals of Internal Medicine 1978; 88:251-258.
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evaluate that care are all effected by cultural beliefs. Illness behavior is a normative experience
governed by cultural rules: we learn “approved” ways of being ill. It is not surprising then, that
there can be marked cross-cultural and historical variations in how disorders are defined and
coped with. The variation may be equally great across ethnic, class, and family boundaries in our
own society. And doctor’s explanations and activities, as those of their patients, are culture

specific.

The term health has many meanings. It can mean the absence of illness. It can also mean
equilibrium: thus sickness means imbalance or disequilibrium. Health is often seen to have both
physical and mental components. Health is not only physical or mental health per se — health is
also situated in a cultural context. The anthropological examination of health involves aiso
norms, worldview, power structures, the role of beliefs, practices, etc. Health is a function, not
only of medical care, but also of the overall integrated development of society — cultural,
economic, educational, social and political. The health status of a society is intimately related to
its value system, philosophical and cultural traditions, and social, economic and political
organization. Each of these aspects has a deep influence on health, which in turn influences all
these aspects. Hence, it 1s not possible to raise the health status and quality of life of people
unless such efforts are integrated with the wider efforts to bring about overall transformation of a
society.® Iliness and distress are “not simply individual experiences, which arise, out of the
contingency of life and threaten to disrupt a known world. These may also be experiences which
are actively created and distributed by the social order itself”. And the disease is a form of social
suffering that is an outcome of the complex interplay of biological, socio-economic, political and
institutional factors in a given society.” The culture of community determines the health behavior
of the community in general and individual members in particular. The health behavior of the
individual is closely linked to the way he or she perceives various health problems; what they
actually mean to him or her, on the one hand, and on the other, his or her access to various
relevant institutions. The holistic concept of health culture provides a valuable framework for
analyzing the dynamics of maternal and child health practices. However, very few studies are

available in this direction, especially among the tribal population.
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It has been observed that among the tribal people the universal index of a threat to health is
expressed through withdrawal from work. Mahapatra (1994)® sees health among tribal groups as
a functional and not clinical concept. According to Sachchidananda (1994)° the field of tribal
health is a cultural concept as well as a part of social structure and organization which is
continuously changing and adapting itself to changes in the wider society. It is a faith prevailing
among tribes that diseases are caused by supernatural agencies. Broadly, the tribal people believe
in four types of super-natural powers. These are (1) protective spirits who always protect them;
(2) benevolent spirits who are worshiped at the community and familial level regularly,
otherwise they may bring diseases or death; (3) malevolent spirits - the evil spirits who control
smallpox, fever, abortion, etc. and (4) Ancestral spirits, the spirits of their ancestors and always
protect them. The causes of ill health perceived by the tribal communities can be divided into
two categories, namely, known and supernatural. Thus Choudhury (1994)'° and Lewis (1958)"!
believes that the study of tribal health should be with reference to their distinctive notions
regarding different aspects of diseases, health, food, human anatomy and faiths as well as in the
process of interaction with modern world. Singh (1994) indicates nine factors to examine and
assess the tribal health situation in India. He highlights the effect of changing physical

environment on tribal health, which is ultimately related to their economic pursuits, nutritional

availability, medicines etc.
Concept of Health and Perception of Disease

In a tribal habitat, a person is usually considered to be afflicted with some diseases if he/she is
incapable of doing the routine work which is usually being expected to be carried out by that
individual in the society i.e. incapacitation from work is the universal index of poor health. Thus
the concept of ill health becomes a functional one and not clinical. Symptoms such as pains,
ache, weakness, scabies, prolonged cough, mild fever, wounds etc. are not taken seriously as

symptoms of disease. A tribal in general hardly makes a distinction in the magnitude of fever.
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However, within the limits of their own respective worldview, most of the tribal societies have

definite means for identifying and classifying various kinds of ailments and diseases.
Child Bearing and Maternal Mortality

Child bearing imposes additional health needs and problems on women — physically,
psychologically and socially. Maternal mortality was reported to be high among various tribal
groups. The chief causes of maternal mortality were found to be unhygienic and primitive
practices for parturition. Expectant mothers to a large extent are not inoculated against tetanus.
From the inception of pregnancy to its termination, no specific nutritious diet is consumed by
women. On the other hand, some pregnant tribal women reduced their food intake because of
simple fear of recurrent vomiting and also to ensure that the baby may remain small and the
delivery may be easter. The consumption of iron, calcium and vitamins during pregnancy is
poor. The habit of taking alcohol during pregnancy has been found to be usual in tribal women
and almost all of them are observed to continue their regular activities including hard labour

during advanced pregnancy. 12

An extremely important component of women’s health during pregnancy is the state of their
general health before pregnancy. The overall health status as well as health during pregnancy is a
part of the women’s social existence. Thus while medical care undoubtedly play an important
role in maternal health, it is only one of the actors on the stage. Women’s social reality
incorporates in addition to health care, the larger social structures in which they exist. These
include not only their social environment but also their self image that owes a great deal to their
socialization as well as to their roles as caretakers of the households and its members. These
different components that contribute to women’s health are interlinked and each strengthens the

effect of the other. The thread of poverty runs through all these factors.

Health is complex of different factors; besides social factors the economic circumstances of
women’s lives also have an impact on their health. The general health status of economically
disadvantaged women is affected to a large extent by their poverty. Poverty leads to lack of

sufficient food and this leads to malnutrition. In addition women’s heavy workload and low
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status also contributes to their poor health. Even before they become pregnant these women have
high degree of morbidity. This situation is worsened by pregnancy. The larger social structures
are important for all women whether they are pregnant or not. It is these structures that decide
how a woman must behave in patriarchal societies, what roles they will play in their lives, and
what their social status will be. Additionally, it is these structures that also decide ‘the sick roles
for women’ and whether they need care or not, especially during pregnancy. The state of
women’s health is therefore affected by the sum total of their existence and that include their
socialization and devaluation, their economic status, their employment and their physical
environment, as well as the larger social mores. This general health of women in turn affects
their health during pregnancy. It is the interaction between all these determinants that finally lead
to the creation of the kind of health status that influences the outcomes of their pregnancies. The
quality is reflected not only through their morbidity during their pregnancy, but also in their

babies’ birth weight.
The concept of health culture

Health culture becomes an integral component of the overall health culture of a community. The
culture of a community also directly influences its health culture because certain cultural
practices such as child rearing, food and drinking habits, pregnancy and child birth practices are

directly related to the generations of some community’s health problem.

Gochman (1988) views the health culture as a macro level concept — concepts those that apply to
health behavior and understood in terms of group or systems phenomena; micro level concepts
are those that apply to health behavior understood in terms of individual actions or interactions.
The macro level concept of culture may be defined as a society’s repertoire of patterns for
cognition, affect, and behavior. As such it provides the framework within which individuals in
various positions in the status hierarchy and for positions of centrality or marginality in a social
system learn specific ways of thinking, feeling and behaving. In this respect culture is a group

concept.

Banerj1’s health culture observes that health culture is the sub-culture of the larger complex of

culture. As a result, the changes in the overall culture influence changes in the health culture of a



community. He further argues that ‘health culture’ covers an equally wide range of

consideration, which intimately interacts with one another to form a sub-cultural complex.

Cultural perception of health problems, cultural meanings and cultural response to these
problems, both in terms of formation of various institutions to deal with various health problems

and actual (health) behavior of individuals or groups, form this sub cultural complex.

The present study attempts to understand the cultural and the social realities among Santhal
Tribes and their influence on the maternal and child health care practices. Secondly, it explores
the gaps between perceptions and actual care practices of mothers and children. The study also

tries to look at the perceptions of people towards the pluralistic medicine.
The research questions of this study are:

1. How has health practices (traditional and allopathic) changed overtime in a Santhal

society?

2. What are the underlying reasons for the pluralistic use of health care in such

societies?
Broad objective:

e To study the Maternal and Child health care practices among Santhal tribes of Dumka
district, Jharkhand.

Specific objectives

1. To study the patterns of maternal and child health care practices (institutional or home

deliveries).

2. To study the health care practices across generations.



METHODOLOGY

The Design

Since the focus of this study was to examine the patterns of the health care practices among the
santhal tribes and also to study the health care practices across generations, an in-depth
qualitative design was found to be appropriate. Qualitative methodology was used keeping in
mind that I have to study the lives of women in their entirety, to closely look at their daily lives
so as to know and observe their practices, and to explore different dimension of their lives. 1
wanted to acquire an in-depth understanding of their day to-day behavior and practices, and the
reasons that governs those behaviors. This is an emic (native’s point of view) perspective, which

would be different from the outsider’s perspective on their local living.

Given the above backdrop, some degree of familiarity with the local culture, knowledge of social
customs and proficiency in local language and dialect could be an asset. I chose a village called
‘Ranga’ in Dumka district of Jharkhand, where the degree of communication and interaction
with the people was easy and feasible. I stayed in the village for one and a half months, which
was full of challenges. T got rich insights on the lives of the people during this period. I gained a
close intimate familiarity with the people and their practices, especially with the women through
an intensive involvement in their natural environment. Being a participant observer, I first build
rapport with the women of the village, and the best of way was by being a good listener, and let
them speak whatever they wanted to. To address my objectives I conducted in-depth interviews
with the pregnant women or women who have delivered within the last 2 years, and located their
patterns and practices. I further talked to the old women to draw a contrast or see the changes in
the health care practices across generations. Apart from it, I looked into health status of children
up to the age of one year and inquired about the morbidities suffered by them in past or present.
Depending on the circumstances of the place, or the informant's or women’s position within it, I
conducted the interview in a private place, as far as possible. 1 also made sure that the

respondents knew that the data are to be used for my research work.
Study Village and Its Population

The village where I carried my field work was “Ranga village” which had four hamliets or ‘tolas’

1.e. Baru tola, Rasi tola, Gajal tola and Jolha tola (Muslim tola). This village was under
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Shikaripada block in Dumka district, Jharkhand. The village population is approximately 800-
900. And the total population under Shikaripada block is 110132; it is predominantly a tribal area

in which the total tribal population is 68718.
Nature of Data Required

As the objective is to study the health practices of women focusing on their maternal and child
health, I wanted to look at the influence of socio-economic and cultural environment on
women’s health. For thi