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“We are guilty of many errors and many faults,
but our worst crime is
abandoning the children, neglecting the fountain of life.
Many of the things we need can wait.The child cannot.
Right now is the time his bones are being formed,
his blood is being made
And his senses are being developed.

To him, we cannot answer “Tomorrow”, his name is “Today”.

- Gabriela Mistral

Rats and roaches live by competition under the law of supply
and demand; it is the privilege of human beings to live under
the laws of justice and mercy.

- Wendell Berry
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Definitions

Child Mortality rate: The probability of dying between the first and fifth birthdays
(calculated per 1000 live births).

Under-five mortality rate: The probability of dying before the fifth birthday (given in
per 1000 live births).

BMI/ Body Mass Index: It is defined asweight in kilograms divided by height in metres
squared. It excludes pregnant women and those who gave birth during 2 months
preceding survey. A cut-off point of 18.5 is used to define thinness or acute under-
nutrition and a BMI of above 25 indicates overweight or obesity.

Height: It is an outcome of severa factors, most important being nutrition during
childhood and adolescence. For women, it is used to identify those at risk of having
difficult deliveries, since small statures are related with small pelvic size, also increases
the risk of having alow birth weight baby. The cut-off point for height is 145 cms.
Height-for-age among children (Stunting): It isan indicator of linear growth retardation
and cumulative growth deficits. Children whose height-for-age z-score is below minus
two standard deviations (-2 SD) from the median of the reference population' are
considered short for their age and are chronically malnourished, and those below -3 SD
are considered severely stunted. Stunting reflects failure ot receive adequate nutrition
over a long period of time and is aso affected by recurrent and chronic illness. It,
therefore, represents the long-term effects of malnutrition in a population and does not

vary according to recent dietary intake.

1 The use of a reference population is based on the empirical finding that well-nourished children in all
population groups, for which data exist, show very similar growth patterns before puberty. Height-for-
age, weight-for-height and weight-for-age — are the three standard indices of physical growth that
describe the nutritional status of children. (NFHS-3, Vol.1, India, 2005-06)

ix



Weight-for-height among children (Wasting): It measures body massin relation to body
length and describes current nutritional status. Children whose z-score is below minus
two standard deviations from the median of the reference population are considered
thin (wasted) for their height and are acutely malnourished, and those below -3 SD are
severely wasted. It represents the failure to receive adequate nutrition in the period
immediately preceding the survey and may be the result of inadequate food intake or a
recent episode of illness causing loss of weight and the onset of malnutrition.

Weight-for-age among children (Underweight): It is a composite index of height-for-
age and weight-for-height, taking into account both acute and chronic malnutrition.
Children whose weight-for-ageis below -2 SD are classified as underweight and those

below -3 SD are severely underweight.



Abbreviations

ST- Scheduled Tribes

SC- Scheduled Castes

OBC- Other Backward Classes

Other- The genera population, not belonging to SC/ST/OBC
Non-ST/ NT- The population not belonging to ST
HH- Household

BMI- Body Mass Index

UW- Underweight

ST- Stunted

WST- Wasted

SLI- Standard of Living Index

L- Low

M- Medium

H- High

Y-Yes

N- No
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Chapter —1
INTRODUCTION

1.1 Statement of the Problem

The health and health care received by children, especialy those under the age
of five years, belonging to a particular community — is a universally relevant issue not
only from the point of view of its effect on the future attainments and use of the potential
capabilities by a population, but also because it is completely dependent on the
presence, functioning and immediate accessibility and services of the health care
ingtitutions in that particular place. Child health and health care utilization, then, is a
product of the location of the population, which then determines its access to socio-
economic amenities and future attainments. The focus of the present thesis is to
understand whether there are disparities in health status and health care utilization of
the under-five age children among the scheduled and non-tribes of Keraa, as is well
known has done better than other states of India and is seen as a model for its positive
achievements on various aspects of social development. Given the achievements and
inclusive policiesit is expected that Keralawill have, if not similar but lower levels of
disparities between and among the socia groups. In this study, tribal communities have
been studied as internally differentiated by ethnicity and therefore intra-tribal
disparities have also been attempted within the context oftheir pre-existing socio-
political and geographical/locational (caste society, historical, economic, cultural)

situations.

India is home to amost haf the tribal population of the world. The triba
populations, being concentrated in the forest and remote areas of the country tend to
suffer from varying degrees of inaccessibility, which adversely affect their access and
utilization of basic public services, which in turn affect their livelihoods and other
opportunities for social and economic mobility.“Though during the last fifty years
India’s economic growth has brought development to some of these communities, they
continue to lag behind other communities with respect to the attainment of income,
education, health and other requisites of adignified life”.!

1. Mishra, Rudra Narayan (2006), “Dynamics of Caste-Based Deprivation in Child Under-nutrition in
India”, CDS Working Paper



The total population of STs, according to the 2011 Census, is 104.2 million
(forming 8.6 percent of the total Indian Population, 11.3 percent in the rural areas and
only 2.8 percent in the urban areas); it hasincreased from 84.3 million in 2001, showing
adecadal growth rate of 23.7%. The rate of growth has shown a declining trend (from
24.3% in 1991-2001) similar to that observed for the general population. The sex ratio
of tribes is more favourable to females than of the general population (990/1000 males
vs. 943/1000 males). However, there is a wide variation among the different ethnic
groups among the scheduled tribes and also across the states of India. As regards to
housing conditions, it has been reported that only 22.6 of the ST households had access
to latrine facility and 37 percent did not have any durable assets like — TV,
computer/landline/mobile phone and scooter/car; only about 20 percent households
have drinking water facility within their premises. According to the Statistics of School
Education (2010-11), the dropout rates for ST boys and girls (Classes | — X) is more
than 70 percent as compared to about 50 percent among others. According to NFHS-3
(2005-06), under-five mortality was highest (95.7) among the STs. Planning
Commission estimates (2010-11) report that the percentage of tribes living below
poverty line was 47.3% in rural and 33.3% in urban areas, which is higher than the
corresponding national figures of 28.3% and 25.7% respectively. More than 80% of the
total ST workers, both rural and urban, are engaged in the primary sector, essentially
agriculture? and allied activities.

Although the STs have been accorded specia status under the fifth and sixth
schedules of the Indian Constitution, their living conditions on the whole, especially
their hedlth status still remains unsatisfactory®. Compared to national averages,
Scheduled Tribes have higher mortality rates, the prevalence of communicable and
infectious diseases such as- tuberculosis and malaria; anaemia and malnutrition is high
among them, which are related to their higher exposure to risk factors like- inadequate
food intake, poor sanitation and hygiene, tobacco and acohol consumption — in

combination with lower access to health care.

2. Tribal Profile at a Glance (2013), www.tribal.nic.in, accessed on 6th July’2016

3. Bala Soundarassanane M. and Thiruselvakumar D. (2009), “Overcoming Problems in the Practice of
Public Health among the Tribals of India”, Indian Journal of Community Medicine, 34 (4): 283- 287.



There are vast differences in the health status of mothers and children between
tribal and non-tribal populations. The indicators comparing the maternal and child
health, highlighting the under-achievements among the tribes are summarized in Table
1. According to the NFHS-3 survey, 81 % of tribal women delivered at home compared
to 59 percent among non-tribes. Similarly, 47% of tribal women were having Chronic
Energy Deficiency (CED) compared to 35% among the non-tribal population. As
regards to child health, the under-five and child mortality rates aswell asthe proportion
of stunted, wasted and underweight children is a so highest among the scheduled tribes.
Equally important is the fact that a very high percentage of ST women reported the
distance of ahealth facility to be abig problem while accessing health care, as compared

to other groups.

Table 1.1 Health Indicators by Social Groups, I ndia, 2005-06

Indicators ST | SC | OBC | Other
Child Mortdlity rate 368 232 173 108
Under-five Mortality rate 957 881 728 592
Percent Stunted Children 539 539 488 407
Percent Wasted Children 276 210 200 163
Percent Underweight Children 545 479 432 337

Percent Live births delivered in ahealth facility | 17.7 329 377 51.0

Percent women (15-49 years) with low BMI
(<18.5)

46.6 411 357 294

Percent women who reported 'distance to health
- ) _ o 442 273 260 185
facility' as an issue in hedlth care utilization

(Source: NFHS-3, 2005-06, India, Vol. I)

Child health and health care utilization is part of alarger picture. The nutritiona
status of girls and women, even long before pregnancy, affects foetal development and
child health*. Among the tribes, maternal morbidity and mortality is very high because
of acombinations of factorslike— early marriage, successive pregnancies, accompanied

with low calorie of food intake and inaccessibility and under-utilization of medical

4. Shah B.D and L.K. Dwivedi (2011), “Causes of neonatal deaths among tribal women in Gujarat,
India”, Population Research and Policy Review, 30 (4), 517-36.



facilities®. The inadequate diet and uninterrupted physical work load lead to cumulative
disorders, such as — anaemia, general malnutrition, premature ageing and early death.
More than two-third of the ST women in India are anaemic, which increases their
fatigue and thus, affects working capacity and decreases resistance to other diseases.
Maternal ill-health affects an infant's chances of survival and its subsequent growth and
development. The probability that a child will be healthy and will be having favourable
access to hedlth care services increases when the mother is healthy and seeks proper
and timely health care.®

Nutritional deprivation among Indian children is one of the parameters of under
development mentioned in development discourse in recent times. Malnutrition is the
most common health problem among tribes.” Generally, tribal diets are seen to be
deficient in protein, iron, iodine, and vitamins. Infant death or illnesses among children
during postnatal period might be due to various problems, such as — inaccessible
medical care, inadequate quantity/quality of food, contact with sick, or unhygienic
living and environmental conditions (especialy drinking water) or more commonly, a
combination of these factors. The most common diseases seen among tribes are
respiratory tract infections, diarrheal disorders, parasitic infections, and nutritional
disorders®. Quality health careis still adream to many of the tribes, especially in areas
with meager population because of factorslike—lack of accessibility to health facilities
due to constraints of time, distance coupled with lack of transport facilities in difficult
terrains, non-availability of health staff/ infrastructure/ drugs and equipments or
inadequate quality of services in the health centres.”® Child health and hedlth care
utilization are, then, a matter of public health and the health care institutional systems.

5. Reddy Sunita (2008), “Health of tribal women and children: an interdisciplinary approach”, Indian
Anthropologist, 38 (2), 61-74.

6. Halim Nafisa, Alok K Bohara, Xiaomin Ruan (2010), “Healthy mothers, healthy children: Does
maternal demand for antenatal care matter for child health in Nepal?”, Health Policy and Planning, 26
(3), 242- 256.

7. Mishra, Rudra Narayan (2006), “Dynamics of Caste-Based Deprivation in Child Under-nutrition in
India”, CDS Working Paper

8. Pandey B.N. (2005) “Foetal wastage and infant mortality in two tribal populaions of Jharkhand”, Man
in India, 85 (3-4). 255-63.

9. Mishra op.cit. p.4



SCHEDULED TRIBESIN KERALA
The eastern hilly areas of the erstwhile Malabar region of Kerala, currently

comprising the districts of - Palakkad, Ma appuram, Kozhikode, Wayanad, Kannur and
Kasargode — is the home for more than 65 percent of the STsin the state'®. According
to the Census 2011, concentrated in the eastern hilly regions of the state, the total
number of Scheduled Tribe population is 4.84 lakhs which forms only 1.5 percent of
the total population, which isvery low as compared to the national level average of 8.6
percent. In the state as awhol e there are 40 groups of the Scheduled Tribes.* Thissmall
share of thetribal population in the stateis one of the main reasons why they havefailed
to get adequate attention by the policy makers; also lack of political mobilization both
within the state aswell asin the broader federations of tribal bodies at the national stage
render them relatively inarticulatein their demands for justice and equality of treatment.

Wayanad is one of the important tribal belts of Kerala. Wayanad has the highest
proportion of the most deprived socia group — the scheduled tribes — in the state (31
percent of total STsin Kerala) aswell asthe highest share of STsin total population of
the district (18.5 percent). It is also the most neglected and most backward districts of
Kerala. Despite some advancesin social indicators during the last two decades, poverty
remains a major problem in Wayanad. It is one of the two districts in the state without
arailway station and presents a very poor picture in terms of overall infrastructural
facilities. In 2006, along with Palakkad district from the state, it was one of the districts
out of atotal of 250 districts in the country categorized by the Ministry of Panchayat
Raj as the “most backward districts” and is covered under the Backward Regions Grant
Fund programme'?. The Ministry of Minority Affairs has identified 90 minority
concentrated backward districts using eight indicators of socio-economic development
and amenities based on the 2001 census data. Wayanad was included in that list.
According to the survey, “primary infrastructure appears to be satisfactory in terms of

availability of schools and hospitals. But, the mean distance of middle and secondary

10. Nelson, Nisha Jolly (2011), “Dynamics of health seeking discourses among indigenous population”,
Eastern Anthropologist, 64 (2-3), 153-67.

11. Aiyappan, A. (1994), “Tribes in south India” in Tribal Life in India; Customs, laws, administration,
education and devel opment towards 2000 AD, Part 1; Tribal life and forests, Deep and Deep publication,
New Delhi, pp.89-97

12. "A Note on the Backward Regions Grant Fund Programme" (2009), National Institute of Rural
Development, Ministry of Panchayati Raj, www.nird.org.in/brgf/doc, accessed on May 27th 2013




schools and tertiary health facilities is relatively high. Heavy rainfall during monsoon
results in frequent disruption of road transport. The coverage of sanitation is low and
50 percent villages are still without all-weather road connectivity. All the villages are
not electrified and thereis no universal coverage of safe drinking water. Similarly, there

are differences in availability of toilets and drainage facilities” 2.

The data from Census 2011 revedls striking gaps between the Scheduled tribe
and non-schedul ed tribal households and population conditions. Table 2 makesit clear
that a lower percentage of ST households are in good condition, have electricity and
other amenities and assets as compared to non-ST households in Kerala as well asin
Wayanad. High gaps exist between tribal and non-tribal population in terms of literacy;
only 76 percent of STsin Kerala are literate compared to 94 percent among non-tribal
population. Higher gaps are seen in female literacy, where the ST women lag behind
by more than 20 percent as compared to non-tribal women, the differences being higher
in Wayanad. Another important differentiating factor in the majorly tertiary sector-
dominated state isthat the share of agricultural workers among total workersisonly 11
percent among the non-tribal population, whereasit is as high as 42 percent among the
STs(see Table 2). Thisshowsthat the STshave not been apart inthe Kerala’s so-called
socia development, which becomes clearer when the same indices are analyzed for
Wayanad, where one-third of the STsin the state reside.

The benefits of Kerala's progressive development have not been equally shared
across the population. This callsfor amore critically balanced and in-depth research on
human development issues in the state, which was projected as a role model for other
states, especially those with poor economic base. “Often we forget the fact that these
parameters of human development were mere averages and often tend to forget the

outlier communities which were left out from the mainstream public action”4,

13. “A Baseline Survey of Minority Concentration Districts of India: Executive Summary of Wayanad
District (Kerala)”, Government of India and ICSSR, www.icssr.org
14. CDS. (1975), “Poverty, unemployment and development policy”, UN, New York
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Tablel. 2 Tribal - Non-tribal Comparison, 2011, Kerala, Wayanad

Indicators Kerala Wayanad
ST | NomsT| st | O™
HOUSEHOLDS (%) ST
Share of Households 18 98.2 178 822
Houses in Good Condition 384 67.0 331 600
Dilapidated Houses 16.3 50 19.6 7.0
Houses with Electricity 62.8 95.0 50.0 880
Houses with Latrine facility 71.4 96.0 723  96.0
Houses with Bathing facility 415 82.0 340 830
Houses availing Banking facility 54.7 75.0 46.4 820
Houses with no assets* 235 4.0 34.9 50
POPULATION
Sharein total population of the area,% 14 98.6 185 815
Share within the group's State pop.% 100 100 312 2.02
Sex Ratio 1035 1085 1033 1035
Child Sex Ratio 949 964 962 965
Literacy Rate, % 75.8 94.2 70.5 93.1
Male Literacy Rate, % 80.8 96.3 77 96
Female Literacy Rate, % 711 92.3 64.3 90.4
Total Agricultural Labourers, % 41.7 10.7 61.4 20.8
Male Agricultural Labourers, % 39 9.7 59.7 18.6
Female Agricultural Labourers, % 45.8 13.7 63.7 25.8

Source: calculated from Census of India- Household Tables, PCA, PCA- ST, Kerala, 2011

*assets include- radio, television set, any vehicle (bicycle/scooter/car),phone/mobile,computer

Even though the Indian state is constitutionally secular and egalitarian, caste
and socioeconomic inequalities persist and influence every aspect of aperson'slife, and
health is no exception to this. The inclusive development policies undertaken by the
governments of Kerala in the post-independence period enabled the people to make

gains in education, health care, employment and social security. This has prevented a



deeper probing of issues, including the investigation of potentia inequalities (as that
between tribes and non-tribes) among the population groups. Although there have been
numerous studies on the health and social sector development of the general population
in Kerala, the situation of scheduled tribes has not received much attention. Or it can
be said that because the general social development was so high and received so much
praise and support, it diverted attention from and sidelined the needs and
underdevelopment of the scheduled tribes in the state, who form a marginalized
proportion of the total population. Even after several decades of the famous “Kerala
model of development’, the scheduled tribes do not have much to boast about, either in
terms of socio-economic or political attainments, they have not been able to improve
their asset base in material terms or to catch up on human development indices as
compared to the rest of the population in the state.

On the one hand, during the 1990s there were attempts to bring the participation
of the people in the development and political processes with the implementation of
decentralized planning in 1996. On the other hand, at the same time, the state itself
attempted to increasingly withdraw itself from the social and economic sectors due to
the implementation of the neoliberal policies of globalization, liberaization and
privatization. The adivasis, who were already posed very low in the socio-economic
ladder of the society, did not have the means to face the impact of these new policies.
The negative effects of liberalization, particularly in the agricultural sector, have
diminished the employment opportunities for the adivasis, since their participation is
more as landless |abourers (more than 40 percent of the tribesin Keralaare agricultural
labourers according to census 2011); and has contributed to further marginalization of
these communities.

With the government’s policy on decentralized planning since 2001, the
adivasis haveincreasingly lost control over the limited devel opment resourcesthey had
at the local level. This has increased the vulnerability of these communities, which is
particularly disadvantageous to the younger generation, owing to the lack of
opportunities for quality education and health care. The long-term human development
of the younger generation is getting seriously affected, leading to the intergenerational
transfer and repetition of poverty and deprivation, and increasing the magnitude of
socio-economic disparities. The expenditure cuts in the health and educational sector
are more harmful as they are amost completely dependent on public services.

Decreased government spending in this sector and development of private profit-
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oriented health sector (which is a barrier to access) is resulting in - an increasingly
inadequate public health delivery system with declining quality of services, government
hospitals not having the necessary equipment and medicines, and substantial increases
in the prices of medicines, including the most essential ones.

Table 1.3 Tribal- Non-tribal Comparison, Wayanad, 2007-08 (%)

Indicators ST | Non-ST
Pucca houses 399 772
Houses in Richest Quintile 0.6 290.7
HHs with >1acre agricultural Land 34 37.5
Children attending school (11-17 years) 71.9 947
Boys attending school (11-17 years) 818 939
Girls attending school (11-17 years) 60.5 955
Mothers with 10+ years of schooling 16.3 473
Mothers working as wage labourers 32.6 25

Mothers who received full ANC (last birth)  58.7  70.7
Mothers who delivered at home (last birth) 20.4 1.3
Mothers who delivered in public hospitals

714 481
(last birth)
Children whose first checkup after birth was
) . o 744  46.6
in public health institution
Children who are fully immunized, 12-23

77.7 827

months
(Source: calculated from DLHS-3, Kerala, 2007- 08)

However, not all tribal communities are equally affected in all spheres. The inter-tribal
variations are also need close examination. The need for understanding the variations
in socio-economic development of different tribal communities was insisted by Kurup
as early as 1971, even though, for administrative purposes, all ‘scheduled tribes’ were
considered as ‘an entity’.*> He prepared separate ranking and composite index of levels
of development of ten purposively selected tribal communities (representing various
regions, language groups, religions, levels of economy, cultural contact etc) according
to their qualitative (based on ethnographic information) and quantitative data (1961

15. Kurup, A.M. (1971), “Status of Kerala Scheduled Tribes: A Study Based on Ethno-Demographic
Data”, Economic and Palitical Weekly, 6(34), p. 1815-20.
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census). Both sets of analysis showed similar results with slight differences, placing
communities like — Kurumans, Malyarayan, Kurichian, Hill Pulayan at a much higher
level of development than — Kattunayackan, Paniyan, and Malapandaram. The
differences between these communities can be seen even today. Socio-Culturally,
techno-economically, educationally, geographically — these communitiesvary from one
another and are lying at various stages of socio-economic development.

Table 1.3 shows the tribal-non tribal comparison in Wayanad with regards to a
different set of indicators. It shows that the percentage of ST households belonging to
richest quintile and those owning more than an acre of agricultural land is negligible.
Another most disturbing fact is the lower school attendance of 11-17 year-old ST girls
and boys as compared to non-tribes. Even the proportion of ST mothers (15-49 years)
who had more than 10 years of schooling is very low, with one-third among them
working as wage labourers. As regards to health care utilization, one fifth of the ST
mothers had their last birth at home. Their dependence on public institutions with
regards to deliveries and child checkups seems to be very high vis-&vis non-tribes.
From these tables it is clear that the tribes have a very low asset base, are engaged in
low paying/seasonal occupations and combined with low levels of education — they
have less resources to spend in private education/health care.

Significant health inequalities exist not only between tribes and non-tribes but
also between the different tribal groups, with one tribe having very distinct needs
compared to others as not al indigenous groups are equally disadvantaged. The largest
tribal group, the Paniya, have higher unmet health needs compared to other Scheduled
Tribesin this area, specifically with respect to underweight, anaemia and goiter'®. The
concentration of poverty and lack of education among the Scheduled Tribes contributes
significantly to the excess morbidity observed in this group compared to the general
population. Haddad et. al also observed that the health gradient between social groups
was dtill evident among those of similar economic status, indicating that health
inequalities are rooted in socia structures much deeper than material deprivation. As
the poor and landless Scheduled tribes in Wayanad are mostly agricultural labourers,

the seasonality, low wage rate and larger dependence on it for livelihood fluctuate the

16. Haddad Slim, Katia Sarla Mohindra, Kendra Siekmans, Geneviéve Mak and Delampady Narayana
(2012), ““Health divide” between indigenous and non-indigenous populations in Kerala, India
Population based study”, BMC Public Health, 12 (390),
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availability of food in the household, which in turn reduce the children’s nutritional
intake.

The key health issues faced by the adivasi communities in Wayanad include:
high morbidity, high infant mortality rate, low life expectancy, genetic disorder like
sickle cell anemia, low nutritional intake, poor hygienic condition, no adequate
preventive measures, inadequate public heath delivery system, large share of young
unwed mothers, high consumption of tobacco/al cohol, insufficient income to approach
private doctors, and high spendings on health compared to the earnings. Among men,
more deaths are taking place during the ages 40-50, and the proportion of unnatural
deaths (suicides, murder, accident) is high!" 1819,

Thedistrict has witnessed high number of incidents of maternal deaths and poor
health of children among itstribal population. A report of the Comptroller and Auditor
Genera has pointed out that the infant mortality rate in Kerala fell from 12 per 1000
live birthsin 2008 to 7 in 2013, while in Wayanad it increased from 8 to 10. The IMR
for tribes stood at 29 in 2008, and in some villages, it was more than 40. A UNICEF
survey noted that about 34 percent tribal children in the age group of 1-2 years did not
receive al the primary doses of immunization®®. Such reports keep cropping up
frequently, throwing light on the pathetic state of tribes. In 2010, of the 86 infant deaths
in Wayanad, 46 were from tribal communities?. Similarly, of the 8 maternal deaths
reported, 6 belonged to adivasi mothers. Keralamay record the highest life expectancy
for both men and women in India, but the average life expectancy of tribesin Wayanad
ismerely 45 years.

Accessibility to proper health facilitiesis very rare. Though there are PHCs, the
services are very limited and not easily reachable. Advanced checkups and treatments

17. IIM Kozhikode, (2006) “Wayanad Initiative: A Situational Study and Feasibility Report for the
Comprehensive Development of Adivasi Communities of Wayanad”.

18. Kunhaman, K. (1985), “The tribal economy of Kerala: An inter regional analysis”, Economic and
Political Weekly, 20 (11), 466-474.

19. Bijoy, C. R. (1999), “Adivasis betrayed: Adivasi land rights in Kerala”, Economic and Political
Weekly, 34(22), 1329-1335.

20.“Public  Health Services Elude Wayanad Tribal Communities”, June 13, 2014,
www.mattersindia.com.

21. KK Shahina, (2011), “Wayanad Tribals are soft targets for Sterilisation”, Tehelka, 8(5),
archive.tehelka.com
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are unavailable and unaffordable to the majority of tribes. Health education and proper
sanitary amenities are far from them.?? The health system seems to be inflexibile and
unable to accommodate social realities of the tribal populations, especially the Paniyas
and Adiyas; thisin combination with the physical difficultiesin access, strange attitudes
of the health staff and the existing complex of vulnerabilities of the marginalized tribes
—isresulting in avicious interplay of social realities and health outcomes.?®

From the above discussion and statistics it is evident that against the general
perception, Kerala is one of the states with very high divide in the level of socio-
economic devel opment between tribal and non-tribal population?®. Also, thereisawide
variation in the level of development among the different tribal groups within the state.
This makes their situation very vulnerable in the context of dwindling public spending
on health and education sectors, which will only fasten the processes of their sinking
into vicious traps of poverty (debts) and ill-health in future, not to mention a multitude
of other psycho-social externdlities at the level of individual aswell as community. As
Varghese states - “there are two types of citizens in Wayanad: tribes and non-tribes.
The Tribes are an oppressed community, exploited by others and thrown out from their
own land and are forced to settle in colonies. The non-tribes are organized and the laws
are in favour of them. They are considered as elites. Tribes lack unity and ability to
organize themselves. In this context, there is a constant struggle for survival.”? Thus,
“being a tribe in Wayanad does not have much to do with traditional customs and
practices, but has much to do with the extent of their marginalization in social,
economic and political domain. They can more or less beidentified as a political entity
or a socio-economic formation than a cultural entity””2

The present study, therefore, is an attempt to understand the differencesin child
health and health care utilization in Wayanad district of Kerala, since it has the

22. www.focusonpeople.org/problems faced the tribes in_Kerala.htm , accessed on 25th June, 2013

23. Maya C. (2012), “System failure in Wayanad”, The Hindu, www.thehindu.com, august 2012

24, Sujatha, K., (1998), “Education among scheduled tribes”, India Educational Report, Government of
India, 88-92

25.Varghese Thressiamma, “Tribes in Kerala: A Case Study in Sultan Bathery Taluk of Wayanad
District”, www.shodhganga.inflibnet.ac.in/bitstream/10603/222/13/13 Chapter4d.pdf ,accessed on 5th
June, 2013.

26. 1IMK, op.cit.p.11
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maximum concentration of tribal population in the state across selected schedul ed tribes
(Paniyans, Kurichians, Kattunayackans, Kurumans and Adiyans) and the non-
scheduled population. It isalso an exploration of the extent to which the modern system
of health care has penetrated among the tribal communities, especialy in the area of
child health care. The study is a comparative one between tribes and non-tribes,
focusing on the inter-tribal differences as well. It might be read as an earnest
contribution of a ‘morally obligated geographer’?’, who would be happy to make even
a minutest dent to the ever-increasing “dualisms between fact and value, subject and
object, man and nature, science and human natures”, created and sustained by the
“corporate state” in the name of “national interest”, simultaneously unashamedly
pushing the non-conforming groups to non-existence or ill-existence.

The provisions and utilization of health care services might not be very relevant
for the well-to-do sections, whose health needs, compositions (risks and vulnerabilities
are less) are different from the poor or the not-so-well-to-do sections. It is precisely for
this reason that it is very important to study and understand the nature of health care
utilization, among under-five children, who are the most vulnerable age groups in any
population, as their health and growth are completely dependent on their families,
communities and surroundings -that too in a socio-economicaly and culturally
excluded “population” of scheduled tribes. And the study attains full clarity only when
we study the children in the context of their mothers and the socio-economic conditions
of their households. The assumption here is that, at present, in India, the chances of
attainments (in terms of health/education/employment) of non-tribesis relatively more
dependent on their compositional factors like — age, sex, socio-economic position as
compared to scheduled tribes, whose chances of attainments (even their compositional
factors) are more dependent on the contextua factors like — provision and access to
socia amenities, physical location, socia systems and state support etc. This study is
more interesting because Kerala is aready known for controlling some of the major
contextual factors that result in inequalities among populations, through effective
implementation of land reform policies, socia reforms, efficient public distribution
systems, along with provisioning of social amenities throughout the state. Since it is

known that the contextual factors are not equal in all places (among districts within

27. Harvey, David (1974), “What kind of Geography for What Kind of Public Policy?”, Transactions of
the Institute of British Geographer, 63(Nov. 1974),18-24.
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Kerala, Wayanad has a relatively poorer socia environment); within this context we
are trying to explore the possible explanations for this, because health is not exclusive
of space or society.

‘Health inequalities or the differences in the levels of health attainments
between different social groups or regions occur when (or where) the chances of good
or bad health are not evenly distributed between groups of people’.?® This is just an
attempt to understand these health inequalitiesin their context. Because, as Paul Farmer
puts it aptly — “for surely we have learned that the right to vote, for example, has not
protected the poor from dying premature deaths, caused as often as not by readily
treatable pathogens (including pathogenic situations), or from decreased access to
services — or, as is most often the case, from both of these ‘risk factors’ working
together”?®, whose central idea was “that human rights abuses are best understood from
the point of view of the poor. In no arenais it more needed than in that of health and
human rights.”

1.2 Study Area
Wayanad is located roughly 76 km away from the Arabian coast and lies a a

height of 700-2100 meters from the sea level. Its name evolved from the combination
of two words; vayal meaning paddy fields and nadu meaning land, i.e. ‘the land of the
paddy fields’. It isbounded on the north by the Kannur district of Keralaand the Mysore
and Kodagu districts of Karnataka, on the east by the Nilgiris district in Tamil Nadu;
on the South and west by Malappuram, Kannur and K ozhikode.

Fig.1 Political map of Wayanad District Fig.2 Location of Wayanad in Kerala
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28. Shaw, M., Dorling D. and Mitchell, R. (2002) ““Health, Place and Society”, Pearson: London.

29. Farmer, Paul (2003), “Pathologies of Power: Health, Human Rights and The New War on The Poor”,
University of California Press, California, p.9 and 140.
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Thedistrict isdivided into two physio-geographic regions: the Wayanad plateau
and the Wayanad Forested Hills. Of these, the Wayanad plateau (a continuation of the
Karnataka plateau) lies on the eastern portion of Mananthavady, entire Sulthan Bathery
and eastern tract of Vythiri taluks. The forested hills form an unbroken strip to the
Western and Southern side of the Wayanad plateau. It is generally rugged and broken
and has some of the largest mountain peaks in the district. The central portion consists
of ranges of low hills of easy slopes, covered with grass and low bamboo jungle, while
the eastern parts are fairly open and flat and merge into the table land of Mysore®.
Covering an area of 2131sg km the district accounts for 5.48% of the total area of the
state and more than onethird of it covered under forests. It isdrained by the east flowing
river - Kabini and its three tributaries. The location of the district in the high altitudes
and the resultant cool climate and dense forest cover have given the district animportant
place in the tourist map of the state as well as at the national level. It isthe least dense
in terms of population and the smallest district in the state, consisting of three taluks —
Sultan Bathery, Vythiri and Mananthavady. The main road connecting Karnataka,
Kerala and Tamil Nadu passes through Wayanad®!. The economy of the district is
mainly dependent on the cash crops like coffee, pepper, vanilla, tea etc., besides which
riceisalso important.

The district has numerous tribal groups, but the major ones are Paniyans (44.7
percent of ST population in Wayanad), Mullu Kuruman (17.5 percent), Kurichian (17.3
percent), Kattunaickan (9.9 percent), Adiyan (9.1 percent) and Urali Kuruman (2.29
percent)32. Among them, those who were traditionally bonded |abourers such as Adiyan
and Paniyan, aong with forest dependant community like Kattunayackan and artisan
community like Urali Kuruman are the most vulnerable sections of tribal communities
in Wayanad (forming the lowest indicators in terms of health, education, income etc.).
Traditionally cultivating communities like Mullu Kuruman and Kurichians are
relatively better off than the rest of the tribal population of the district owing to the
resource base — agricultural land — they had. Other tribal communities include —
Tachanad M ooppan, Wayanad Kadar and Karimpalan, all three recently included in the
Scheduled Tribes list of Kerala. Mg ority of them are marginal peasants or agricultural

30. Rashmi Sandhya, (2008) “Paniyas of Wayanad”, Modern Books, Sulthan Bathery
31. Varghese op.cit. p.13
32. As calculated from popul ation data provided by tribal development officesin Wayanad.
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labourers. Some of the tribes in Wayanad, viz.- Cholanaickan, Koraga, Kattunayakan,
Kadar and Kurumbas - fall in the Primitive Tribal Group Category (PTG), based on the
criteria of pre-agricultural level of technology, low literacy rates and stagnant/

diminishing population size®.

1.3 Resear ch Questions
Isthere any difference between the child health status and health care utilization

of the selected population groups in Wayanad?

What is the health status of the mothers and their health care in the area? How
isthe reach of the health care systemsin the area?

What factors can be marked out as the most important ones affecting child
health care issues in the study area? Do they vary across communities?

What are the relative positions of these selected communities with regards to
their living conditions?

To what extent can these attainments be explained by their historical, social,
economic and political context? Why do some of the tribal communities find

themselves extremely marginalized in Kerala?

1.4 Objectives
Following are the objectives of the study:

1. To study the child health status and health care utilization (birth weight,
morbidity, nutritional status, immunization, anganwadi attendance) of five
tribes (Paniyans, Kattunayakans, Kurumans, Kurichians and Adiyans) in
Wayanad vis-aVis non-tribes.

2. To analyze the degree of variation in the socio-economic status and health care
utilization of mothers belonging to the various population groups.

3. To understand and study the history and context behind the establishment and
working of the health care system in the state of Keralaand issuesin theworking
of present health care set up in the region and the communities.

4. Toexplorethedifferencesinthelevel of socio-economic assets and attainments

of the various socia groups.

33. Kakkoth Seetha (2005), “Issues of Development in a changing primitive tribe: Koraga of Kasargode,
Kerala”, Man in India, 85 (3-4), 273-81.
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5. To study the historical, socio-economic and political nature of the exclusion of
Wayanad and the tribes residing there in order to understand the differential

situation of the various communities.

1.5 Data Sour ces

Primary Source:

Primary datawas collected, from householdswith children under 5 years of age,
on socio-economic variables, mother and child health utilization among the various
tribal and non-tribal households in Wayanad using questionnaires. Moreover,
interviews and discussions were carried out with the tribal healers, doctors, anganwadi
workers, key informants - recording their attitudes, responses towards patients,
awareness and problems of hedlth care (if any) in order to understand how the socia
support systems work.

Secondary Sources.
o0 Censusof India 2011, District Census Handbook — Wayanad, Primary Census

Abstracts, PCA- Scheduled Tribes, Household Tables.

0 Panchayat Leve Statistics— 2006 Wayanad District, Department of Economics
and Statistics,
o Datafrom Tribal Development Offices of various blocks of Wayanad — 2007-

08,

o Data on various amenities in tribal areas from Kerala Institute of Local

Administration (KILA) — 2010

o Didgtrict Level Household Survey — 3, 2007-08
o Keraalnstitute for Research, Training and Development Studies of Scheduled
Castes and Scheduled Tribes (KIRTADS)-2006, Govt. of Kerala.

1.6 Sample Design

The following five tribal communities were selected for the study since they

constitute more than 95 percent of the total tribal population in Wayanad, according to
data collected from tribal development offices in Wayanad:

1. Paniyans

The Paniyans probably represent the earliest settlers of Wayanad. The name of this

community seems to be derived from the Maayalam word “pani’ which means work,
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and also from the fact that majority of them used to work as agricultural labourers®.
So, traditionally, they used to work as bonded labourers, as proved by their folklores
that tell how their labour was brought and sold by the owners during the annual temple
festival of Valliyoorkavu Amman.® They are the largest tribal group in Kerala, but fare

low in terms of their socio-economic attainments.

2. Kurichians

Kurichians form the next mgor community in Wayanad after Paniyans. As
Mathur3® noted, they consider themselves superior to other tribal communities, (even
practiced a system of untouchability with other groups), practice matrilineal family
system®, they were mainly warriors, land owners and cultivators where owning and
cultivation was a joint responsibility of the family and nobody could claim a separate
share, had great skills in archery and were close dlies of the Pazhass Raja (a non-
tribe), who fought against the armies of British and Tipu. Many of the Kurichia
settlements were completely wiped out by the British. Today, they are one of the better
placed communities in the socio-economic and political front, with even having a

minister of state from their group.

3. Kurumans

Kurumans, socio-economically a dominant group, are believed to be the
descendants of the Vedar's, the ancient rulers of Wayanad.® “Their name is said to stand
for “existing or remaining (i.e. Ulla) Kuruman”, which in course of time became Mullu
Kurumans. According to alegend, when they lived in the jungles as hunters under their

own chief Veda Raja, the local king, for certain personal reasons attacked and killed

34. Mathur, P.R.G. (1977), “Tribal Situation in Kerala”, Historical Society, Trivandrum.
35. Thurston, E. (1909), “Castes and Tribes of South India”, Cosmo Publications, New Delhi.
36. Mathur, op.cit.

37. Ayyappan, A. and Mahadevan, G. (1990), “Ecology, Economy, Matriliny and Fertility of
Kurichians”, B.R. Publishing Corporation, New Delhi.

38. The International School of Dravidian Linguistics (1996), “Encyclopedia of Dravidian Tribes”,
International School of Dravidian Linguistics.
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many of their people.”® Later, they shifted to becoming farmers and settled
agriculturists, growing pepper, coffee, ginger, paddy, tapiocaand plaintain. Their socio-
economic attainments are almost similar to that of non-tribesin their region and ahigh
degree of participation in civic and public life, all loca levels of offices have their

representation.*

4. Kattunayackans

Kattunayackans fall in the category of “primitive tribal groups”, as their level of
socio-economic attainments is relatively very low. Traditionaly, they were a hunting
gathering community*! (very isolated), completely dependent on the forests, even now
they live within or near the forest boundaries and are dependent more on the forest
products as compared to other groups, even though many of them are now wage/ forest
labourers. So, this community remained in isolation for a comparatively longer time
period* as compared to other communities, they still do, even their dialect ismore close
to Kannada than Maayalam.*®

5. Adiyans

Adiyans (meaning slave labourers, even though they call themselves Ravuleru,
which means human beings), are believed, originally, to be the inhabitants of the hilly
regions of Mysore, who were supposed to have been brought, as slaves to landlords,
here to work in the paddy fields of non-tribes.** Infact, the bonded labour system
continued till very recently among them.

39. sathyanarayanan, C.R. and Nirmal Chandra (2012-13), “Traditional Life, Livelihood and Plantations:
A Study among the Mullu Kurumba”, Journal of Anthropological Survey of India, 61(2) & 62(1), p. 595-
615.

40. George, K.K. (2011), “Higher Education In Kerala: How Inclusive is it to the Scheduled Castes and
Scheduled Tribes?”, CSSEIP Working Papers, 1(4), Cochin University of Science and Technology,
Kerda, India

41. Luiz, A.A.D. (1962), “Tribes of Kerala”, Bharatheeya Adimjati Sevak Sangh, New Delhi.

42. Mathur, op.cit.p.19

43. George, op.cit.

44. lyer, L.A.K. (1937), “The Travancore Tribes and Castes”, Government Press, Trivandrum.
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The Non-Tribes in Wayanad

Studies show that the area was under the control of a powerful tribal group
named Vedar from whom it was captured by the neighboring princely powers of
Kottayam-Malabar and Kurumbanaadu. The major non-tribe groups include — the
Wayanadan Chettis who are thought to be one of the oldest immigrant groups of this
area. Later, came the Goundersfrom the nearby areas of Mysore-Karnataka. Both these
groups gradually became landlords, under whom the tribes worked. The influence of
the K ottayam-K urumbranadu dynasties resulted in the fast rise of non-tribal settlements
and establishment of feudal system (under the Nairs) in the areain course of time. The
Muslims from the southern parts began to come and settle in the area by 1930s and 40s,
while the Christian population started settling during 1940s and 50s. The waves of
migration of non-tribes continued till 1980s. The tribal people had a majority in
Wayanad till about 1941, they constituted over 60% in 1931. But, by 1971, they were
aminority in the district population (18%). Thus, land alienation of the tribals and their

fight to restore the land owning rights is a several decade old issue in the district.*®

Since our study is based on 6 population groups — Adiyans, Paniyans,
Kattunayakans, Kurumans, Kurichians and Non-tribes, Panchayats having the
maximum population of selected tribes were chosen, from the colony/settlement-wise
data of population and number of households provided by the taluk offices of
Mananthavady, Sulthan Bathery and Vythiri. So, four panchayats were finally selected
for studying the five tribes. Pulpally Panchayat (for Paniyans and Kattunayakans),

45. Sathyanarayanan
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Noolpuzha Panchayat (for Kurumans),Thirunelly Panchayat (for Adiyans) and
Thavinzhal Panchayat (for Kurichians). Within these Panchayats, the colonies having
the largest number of households of these particular tribes were selected for collecting
the samples. As some large colonies did not necessarily have large number of
households with children below 5 years of age (as they were the target households of
our study), the discretion of
ASHA workers was also used in colony selection, since they knew the area better. The

Panchayats Surveyed, Wavanad District
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sample of non-tribal households was taken from all these areas.

21



Table 1.4 Profile of Sample Households and Population, 2015

Number | Paniya | Kurichia | Kattunayacka | Kuruma | Adiya| ST | Non-ST | Tota

HHs 66 64 64 64 64 322 64 386
Persons | 397 374 374 335 384 | 1864 | 370 2234
Mothers 69 69 66 65 67 336 65 401
Children | 88 83 91 77 89 428 77 505

A total of 387 households from 65 col onies/settlements were surveyed for the
study (60-65 HHs from each group), which included about 401 mothers and about 505
children below the age of 5 years/ less than 60 months (Table 4).The survey covered
details of 2234 persons. The sex ratio is seen to be highest among the Paniyas and non-
tribes and lowest among the Kurichias (see Appendix-1). The average age of the
population is lowest for Kattunayackas and highest for non-scheduled tribes. The
respondents, in the case of tribes, were mostly mothers or elderly women, only in some
cases, the respondents were men. In the case of non-tribal households, the men were
the main respondents for the questions related to household details, the women gave
reproductive details and child health details.

The survey aso covered 2 Community Heath Centres, 3 Primary Hedth
Centres, and 3 Sub-Centres. The respondents in the CHCs were the chief medical
officers, whereas in the PHCs it was the Junior Public Health Nurses or the Health
Inspectors. Anganwadis were also included in the health institutional system, seven of
them were covered by the survey, where the respondents were mostly the anganwadi
teachers or the helper. Informal discussions were held with afew of thelocal healersas
well.

1.7 M ethodology
The analysis of primary data and secondary data was done using quantitative

statistical techniques of percentage and cross-tabulation. The socio-economic
conditions of households, the health and health care utilization of mothers and their
socio-economic status, child health and health care utilization have all been analyzed
across the different socia groups;, and some of those indicators have been cross-
tabulated with the background characteristics of the respective populations and
households.

22



The Standard of Living Index has been calculated as a measure to determine the
overall socio-economic status of households, by adding scores set for each
amenity/asset a particular household possessed (see Appendix 2). The Body Mass Index
of mothers has been calculated by dividing their weight in kilograms by height in
squared metres in order to calculated chronic energy deficiency. A BMI below 18.5is
considered low, between 18.5 and 25 is considered normal, and above 25 is overweight.
The proportion of underweight, stunted and wasted children has been calculated with
the help of the standardized field tables given by the World Health Organization for
children below 5 years of age in their website*® Alongwith this, primary field
interviews and responses of tribal and non-tribal households, mothers, ASHA workers,
Anganwadi workers, doctors, and Panchayat office staff have been added alongwith
photographs to increase the understanding about the problems and workings of the
system. Further comprehension and analyses of structures and working of the state
system in Kerala has been attempted at theoretically by reading contributions of
scholars who have particularly worked in this areain order to understand the processes
that are at work in impeding the path to equity.

1.8 Limitations of the Study

This work definitely could have been better if qualitative and ethnographic
information of specific cases of child deaths and maternal deaths were recorded in
detail, in order to understand the pathways adopted by people during times of
emergency. Similarly, the tribal women were found to be very silent and shy, so their
life experiences and real/ perceived state of health and access to amenities could not be
brought out in accurate detail. So, it has a slight bias in this matter, as during the
household surveys, it was mainly the ASHA workerswho were responding for thetribal
mothers, so some of the opinions could be more of the ASHA workers themselves than
those of the mothers. Moreover, it would have been better to measure the distances
(temporal and spatial) of the colonies/settlements from the health centers in order to

explore the difficulties in accessing health care.

46. Simplified Field Tables, www.who.int/childgrowth/standards, accessed on 13th June’2016.
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1.9 Organization of the Study

The thesis consists of seven chapters.

Thefirst chapter is Introduction, which provides an overview about the context and the
state of thingsin the region from amacro perspective, that direct ustowardstheresearch
guestions, objectives, sample design and the way the thesisis structured further.

The second chapter provides areview of literature on various aspects of — child health
and hedlth care and the factors related to health care utilization. This chapter provides
the theoretical framework for the study.

The third chapter explores the differences in the child health status and health care of
under-five age children among the different communities selected for the study, where
health status and care have been analyzed in relation to other characteristics of the
children. This, therefore, serves as one of the core chapters of the thesis.

The fourth chapter is on the mothers’ health status, health care utilization and their
socio-economic attainments. Here, some of the child health and health care indicators
have been seen in relation with the mothers’ health and socio-economic status.

The fifth chapter begins with a background of the health care system in Kerala, the
presence of traditional healing systems in the study area and gradually moves towards
showcasing the day-to-day workings of the health care system which captures the
experiences, attitudes and responses of the various levels of workers in the health
system.

The sixth chapter presents a comparative analysis of the socio-economic conditions of
the surveyed households, with regards to housing conditions, amenities and assets; and
people, with regards to their education and work status, belonging to different
communities. The second section of this chapter attempts to evaluate the state-political
systems, earlier in the Wayanad region and later in Kerala, that seem to have resulted
in the different population groups attaining different positions in current ‘development’
scenario with the help of secondary theoretical sources.

The seventh chapter is a concluding one, which summarizes the findings of al the

previous chapters and attempts to give some policy recommendations.
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Chapter — 2
CHILD HEALTH CARE: AN OVERVIEW OF LITERATURE
The present chapter reviews current and past literature that have remained

relevant for understanding the concepts of child health and well-being, and the factors
that affect the child health status and health care utilization. Theliterature review begins
with the concept of child health as a part of a broader concept of child well-being, and
in the next section, it goeson to list out the factors that influence child health status and
health care utilization. The factors have been divided into two parts- compositional
factors (i.e. individual/ household-level factors — the socio-economic conditions of the
parents/the household) and contextua factors (i.e. the physical, socio-economic and
environmental context in which the child is born into/ grows up in). Both these sets of
factors are, in the succeeding section, explained as a culmination of longer-running
historical, socio-economic and political processes that affect a community/ individual
at the local, regional, national and more recently, global levels. The literature, till this
section, mentions al the factors that result in differences in the health attainments of a
population and health care services available to them. The last section highlights the
arguments that have been made in favour of making health and health care as a basic
human right because it has been, it is and it will be increasingly very difficult for a
majority section of the world’s population (or children) to overcome all the factors that
affect health and health care and achieve adequate health care and maintain their well-
being. This chapter, thus, presents the theoretical framework used in the present study.

2.1 Child Health and Well-Being
The concept of child health and well-being isvital not only because they are the

future generations on this planet, but also because their health status and well-being is
completely dependent on others, more so in the case of infants and young ones. The
others here include — their families (parents and guardians and their socio-economic
status), their nutrition, clothing and health care, especially during sickness, cultural

values attached to children, social responsibilities and support systems, philosophies of
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life, recreation and knowledge systems, political institutions and state systems of health
care and protective measures and their implementation®.

Explaining why the right to health of children is important, Doebbler (2001)
writes— “first, child health indicators of infant and child mortality/nutrition are the best
evidences of the health of a nation; second, there is a widely shared understanding of
the moral importance of child health, quoting James Grant of UNICEF, ‘the care of
children is a practice and an ethic rooted deep in the wisdom and culture of all
societies’; and third, children’s health has been normatively recognized as a priority by
governments in several international legal instruments, primary among them being the
UN Convention on the Rights of the Child (CRC)”.? As per CRC, “child’ is someone
below the age of 18 years, who has the Rights to: survival, protection, participation
and devel opment.®

Whilst talking about the feasibility of forming auniversal concept of child well-
being, Seaberg states — “child well-being is a subjective, value-based concept, so the
feasibility of creating a definition and conceptual model on it that would have a wide
acceptance is extremely limited, especially when it will come to assessing the
performance of families or institutions regarding the physical and emotional care of
children. Food is the most basic need for physical well-being, then should
children/families be assessed based on calorie intake, or the different forms of diet, or
would it considered adequate to feed children just so that they don’t die? And when it
comes to emotional nurturance: where some wouldn’t even consider it as part of child
well-being and others might argue for nothing less than smother love for each child, the
levels and scales of measurement become extremely difficult, varying in different
cultures with different values.” Even then, there is some agreement on some of the
themes related to child well-being that include: -“providing food, clothing and shelter;
providing medical care; providing a non-abusive (physical, sexual and emotional)
family environment; providing for emotional nurturance and affection; providing for
socialization to normative behavior and the complementary supervision needed to

1. Seaberg, James R. (1990), “Child Well-being: A Feasible Concept?”, Social Work, 35(3), 267-272.

2. Doebbler, Curtis Francis (2001), “The Right to Health of Children and the World Bank”, 5 (2), 120-
146.

3. Nair, M.K.C. and Vishwas Mehta (2009), “Life Cycle Approach to Child Development”, Indian
Pediatrics, 46, Supplement, S7-S11.
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accomplish this; and facilitating acquisition of forma education toward later self-
sufficiency.”*

So, the moral philosophies of well-being are equally important here, as Griffin
wrote about three perspectives to study well-being: one, where well-being is based on
need; second, where well-being is based on desire/aspirations; and third, where well-
being is based on perfection.® His argument was more in favour of social obligation
that is limited to well-being based on need (basic survival matters) rather than a more
expansive quality-of-life perspective on well-being, even though he aso redized the
importance of considering the complexities of the conceptual pluralitiesthat result from
different value systems.

Pollard and Lee (2003), while writing on the need for a “consistent unified
definition of well-being”, identified five distinct domains of child well-being: physical,
psychological, cognitive, social, and economic. They found that positive indicators are
used more often in al domains except that of psychological. Physical domain pertains
to physical health and eating practices, or self-inflicted injuries; psychological domain
includesindicatorsthat are related to emotions, mental illness, depression, self-esteem;
cognitive domain usually includes academic assessments, teacher’s perception,
memory, classroom behavior; social domain assesses family and peer relationships,
emotional and practical support, resources, social behavior, interpersona skills; and
economic domain related to family resources, parental income, government support.
They prepared a list of more than 200 indicators, positive and negative, objective and
subjective, under these domains that they reviewed from other literature, for children
from O upto the age of 19 years. So, child well-being for them is a multifaceted theme,
focusing on just one or two domains doesn’t make up ‘child well-being’, which is
dependent on a host of other factors related to parents and their environments. ©

Similar considerations, as Nair and Mehta observe, led us to develop the ‘life
cycle approach to child development’” through the development of the ‘ Integrated Child
Development Services (ICDS) project, which is perhaps the largest child devel opment

4. Seaberg op.cit.

5. Griffin, J. (1986), “Well-being, Its Meaning, Measurement, and Moral Importance”, Oxford University
Press, Oxford, England.

6. Pollard, Elizabeth L. and Patrice D. Lee (2003), “Child Well-Being: A Systematic Review of the
Literature”, Social Indicators Research, 61(1), 59-78.

7. Nair and Mehta, op.cit.
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project in the world, trying to meet the basic development needs of pregnant women,
children and adolescent girls. This in essence is a life cycle approach to child and
adolescent development, caring for the most critical nine months of intrauterine growth,
the vulnerable first six years of life and the most neglected adolescent period.” Since,
poverty, illiteracy and poor environmental hygiene are factors detrimental to optimal
child development, “National Children’s Policy resolution states that priority shall be
given to programs in: preventive and promotive aspects of child health; nutrition for
infants and children in the preschool age along with nutrition for nursing and expectant
mothers; maintenance, education and training of orphan and destitute children; creches
and other facilities for the care of children of working or ailing mothers; and care,
education, training and rehabilitation of handicapped children.” Thus, Nair and Mehta,
then re-emphasize that acceptance and successful implementations of such ‘broader
visions of child welfare, which include not just physical/ material well-being but also
psychological and social wellness’, automatically necessitate the making of a more
responsive and responsible health care system and management, which stresses not only
on the medical model but aso on the preventive and promotive aspects of health,
working in coordination with the departments of women and child devel opment and the
local bodies, all of which should work together to provide multiple *secure spaces’ for
the children and their families and their communities that would enable them to benefit
fully from the program.

2.2 Factor s Affecting Health Status and Health Car e Utilization
Shaw et.al (2002) very comprehensively, in their book, have tried to understand

the concept of health inequalities from the two approaches of — composition and
context. Composition, here, refers to an individual’s — age, sex, diet, habits, socio-
economic position etc.; whereas, context refers to — health care services other
amenities, physical environment, socio-economic environment, rural/ urban,
community sense, crime rate etc. According to them, these two approaches can never
be mutually exclusive, but work simultaneously, even though the degree of impact of
these two types of factors may be different for different groups and places at different
times. So, in such studies of health inequalities and utilization of health facilities, it is
more important to find out which of these groups of factors is having a higher role —
composition or context — because complete explanation (of individual/group

knowledge, thinking, attitudes, behavior and practices) is not possiblein the absence of
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either®, as Hummer remarks — “‘while it is important to focus on individual behaviour,
it is aso equally important to place the cultura and behavioural variables in their
appropriate socio-economic and historical contexts because the root causes of

differentials lie here’®.

2.2.1 Compositional Factors

1) Poverty

Health, in today’s world, definitely depends on wealth/ income as adequate
availability of food, medicines, heath care within a household is increasingly
dependent on the material well-being and flow of income in that household. It is a
misnomer® that “mortality due to ‘diseases of affluence’ like — heart disease and cancer
(in Western industrialized nations that have passed through the epidemiological
transition) affect the rich more; in fact, it is not the affluent but the relatively poor in
these countries who are more likely to be afflicted with these diseases. The class
inequalitiesin health of the 19" century that were apparent when looking at infectious
diseases are thus still clear today”. As Stockwell pointed out, in the case of Sudden
Infant Death Syndrome having strong inverse relation with income patterns in Ohio,
USA - “the first to benefit from advances in medical technology and other health care
improvements are those in the highest income classes...and the progress made in the
prevention and treatment of these diseases has not benefitted all groups equally”.!
Poverty is fearsome from the simple understanding that it increases one’s chances of
getting all kinds of illnesses, but at the same time severely decreases his/her chances of
getting cured or even getting access to treatment, and appropriate nutrition, shelter and
other amenities that are very important for the success of any treatment. As Premi
observed: — ‘as of 1999-2000, 27 percent of India’s population lives below poverty line,
majority of whom do not earn even the minimum subsistence wage for their work;

thereby, highly reducing their access to food and medical services, hence resulting in

8. Shaw, op.cit. p.128

9. Hummer, Robert A. (1996), “Black-White Differences in Health and Mortality: A Review and
Conceptual Model”, The Sociological Quarterly, 37(1), 105- 125.

10. Shaw op.cit. p. 117

11. Stockwell, Edward G. (1988), “Economic Status Differential in Infant Mortality by Cause of Death”,
Public Health Reports, 103(2), 135- 142.
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malnourishment, morbidity and mortality, which continue to be passed on to their
infants and children. This poverty, which isaresult of improper distribution of incomes
and resources across space and society, needs to be tackled urgently’.*? While pointing
towards the need to changing the development approaches as early as 1971, Mahbub-
ul Haq aptly remarked: “the problem of development must be defined as a selective
attack on the worst forms of poverty. Development goals must be defined in terms of
progressive reduction and eventual elimination of malnutrition, disease, illiteracy,
squalor, unemployment and inequities. We were taught to take care of GNP because it
would take care of poverty. Let usreverse this and take care of poverty becauseit will
take care of the GNP. In other words, let us worry about the content of GNP even more
than its rate of increase.”*® The same tone is maintained by Bill Gates, as |ate as 2015,
world’s richest entrepreneur-turned-philanthroper, when he said - “some countries will
soon be too rich to qualify for the most favourable forms of aid, but they will still be
home to many people in extreme poverty and may not have enough money to cover the
gap on their own. For e.g. India, Pakistan, Nigeria and Vietnam could all face this
problem. So we will need to focus less on aid to poor countries and more on aid to poor

people, no matter where they live.”4

2) Education and Awar eness

The level of awareness and knowledge about the importance of accessing and
availing quality health care at the right time is a good predictor of whether a child’s
parents will provide him/her the proper medical care. Thisis, in turn, dependent on the
educational levels of the parents, as Caldwell pointed out, which has an effect on: “the
power balance between the spouses and between the generations in the sense that an
educated mother has asay in devoting better resourcesto children and distributing those
resources equaly among them; reducing the degree of fatalism with respect to
children’s ill health, and a confidence in the human capacity to manipulate the world
through knowledge about the location of facilitiesaswell as gaining access and utilizing

12. Premi, Mahendra K. (2003), “Social Demography: A Systematic Exposition”, Jawahar Publishers,
New Delhi.

13. Hag, Mahbub-Ul (1971/95), “Reflections on Human Development”, New Y ork, Oxford University
Press.

14. Gates, Bill (2015), “Setting Targets to Save Lives”, www.gatesnotes.com,, accessed on 8th July,
2015.
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those facilities.”*® Thisis especially important in a country like- India where, as Sinha
says — “People have a fatalistic view towards life and death, resigning to fate even
before they think of getting their infants treated, despite the medical advances”.

Thus, just like poverty, education has a multiplier effect, but more in a positive
direction, on the behavior of the individuals and the society, by enabling individuals
and groups to cut across ingtitutional barriers like — race, caste, class, socio-political
attitudes, gender; it aids in autonomy of the weaker groups and women, increases
political consciousness (makes people determined to fight for their rights), influences
and expands their choices and skills, resultsin changing the occupational structure and
thus access to resources (nutrition, housing, health services, self-care, sanitation etc.)
through income and assets (Kravdal, 20041; Mosley and Chen, 198418).

3) Castel/ Social Position

The hierarchical arrangement of people into different socia-occupational
categories, for e.g. the caste system in India, or the relatively recent economic
classification of workers into — white-collar and blue-collar jobs — tend to assign
specific positions to people/ groups, which in turn result in differential recognition,
respect and rewards for different levels; and movement between these groups (or from
one level to another) is either severely restricted (in the case of caste) or dightly
restricted (in blue/ white collar jobs, where moving up (even though very difficult) was
still possible through hard work/ qualifications/ networking). The position of an
individual or a group within these hierarchies (which lasts almost throughout a person’s
life, with few exceptions) definitely has an impact on their access to health and health-
seeking behavior, and finally on their health status (both physical and mental). Hummer
(1996) presented a conceptual model for explaining the mortality differences between

Blacks and Whitesin USA, in which experienced “racism and its social manifestations

15. Caldwell, J.C. (1979), “Education as a Factor in Mortality Decline: An Examination of Nigerian
Data”, Population Sudies, 39(3), 395- 413.

16. Sinha, Shantha (2006), “Infant Survival: A Political Challenge”, Economic and Political Weekly,
41(34), 2657-60.

17. Kravdal, Oystein (2004), “Child Mortality in India: The Community Level Effect of Education”,
Population Studies, 58(2), 179.

18. Mosley, W. Henry and Lincoln C. Chen (1984), “An Analytical Framework for the Study of Child
Survival in Developing Countries”, Population and Development Review, 10 Supplement: Child
Survival: Strategies for Research: 25- 45.
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came out to be the magor determinants of health, as, both at the individual and
ingtitutional levels, racism influences the differences in health care, physical
environment, health and coping behavior, stress, social roles and support systems.”1°

“In India, racism is replaced by casteism, which has all the attributes of racism
plus some additional rigid and discriminating restrictions that do not allow equal rights
of living to everyone. This is because of the fact that caste is highly correlated with
other factors like — wealth, socia respect, access to education, health services,
awareness and distribution of amenities and resources.” 2°While caste may have a say
in an individual’s economic or political situation, but economic or political situation
can have no say in an individual’s caste in the society.

Caste groups are not only hereditary, endogamous, and localised but they also
have fixed positions in the hierarchy of castes, at the bottom of which come the SCs
and STs. So, it not only has aphysical affect on the living conditions of the people and
communities but also a psychological facet that shapestheir behavior, practices, beliefs
and socia norms that, in turn, dictate the extent of socio-economic and politica
mobility attainable by them. Thus, accessto power or resourcesis aproduct of the caste
of the individual. Such distinctions result in deep and unequal division of community
participation and resources and frustrate the processes of equity in social development.

In the Indian context, as Mukherjee et al. aptly state, “a household’s caste
characteristics are most relevant for identifying its poverty and vulnerability status.
Inadequate provision of public health care, the near-absence of health insurance and
increasing dependence on the private health sector have impoverished the poor and the
marginalised, especially the scheduled tribe population”?. In their study, they found
that the per capita health expenditures reported by four caste groups, viz. Paniya,
SC/ST, OBC and Forward Castes accord with their status in the caste hierarchy, with
FC spending the most and Paniya, spending the least, clearly reflecting their unequal
access to quality health care. This calls for afresh look into the widespread belief that
Keralamanifests less social inequality in accessto health care.

19. Hummer op.cit. p.31

20. Jayashree S. (2011), Unpublished M.Phil. Dissertation, “A Study on Trends, Patterns and Socio-
Economic Correlates of Infant Mortality in India: 1970- 2008”, Jawaharlal Nehru University, New Delhi.

21. Mukherjee Subrata, Slim Haddad, and Delampady Narayana (2011), “Social class related inequalities

in household health expenditure and economic burden: evidence from Kerala, south India”, International
Journal for Equity in Health,, 10:1
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Mohindraet a. report ahigher preval ence of poor health outcomes among lower
caste women. Despite Kerala's superior performance in reducing caste discrimination,
"Inter-caste disparity continues to underlie overall disparity”. Poor health is associated
with lower socioeconomic position regardless of the indicator. The inequalities in
household landholdings are also linked to poor health. The burden of low
socioeconomic position combined with lowness of caste can lead to "double deficits®
in health. Their study revealed that caste interacts with socioeconomic variables on
health by magnifying or buffering the effect. Caste and socioeconomic position are two
inter-related sources of inequality that tend to reinforce each other; being from an upper
caste can buffer women from the poor health effects related to low socioeconomic
status, whereas being from alower caste can magnify these effects. They state that both
being from a lower caste and of low socioeconomic status can trap people into poor
health more than either inequality on its own 2,

Social stratification remains a strong determinant of health in the progressive
socia policy environment of Kerala A significant part of this gap is driven by
discriminatory practices and differential rates of returns on endowments for tribal and
non-tribal populations, especially since differencesin endowments between indigenous
and non-indigenous groups (poverty status, occupation, education, housing conditions,
etc.) are themselves largely attributable to past exclusion and discrimination practices.
This becomes more relevant in a context where the whole society is brought up and
develops the collective thinking that particular positions in a socia hierarchy deserve
differential levels of social respect, reverence and value, which in turn results in that
particular individual or group experiencing different levels of self-respect or pride in
themselves; such a collective thought and socia structure definitely influences their
levels of success (opportunities) and sense of well-being, and the health benefits (or
disadvantages, more commonly for those placed low in the hierarchy) that might accrue
from them. And within this picture, the processes which produce upward or downward
mobility (of a group/ a household/ an individua) become important to understand
because of their degrees of beneficial or adverse impacts on health.

A study by Dommargju et a. (2008), examining the effect of caste on child
mortality and maternal health care utilization in rural India using data from the NFHS-

22. Mohindra K.S., Slim Haddad and D Narayana (2006), “Evidence based Public Health Policy and
Practice: Women's health in a rural community in Kerala, India: Do caste and socioeconomic position
matter?”, Journal of Epidemiology and Community Health (1979-), 60 (12), 1020-1026.
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2, show that children belonging to low castes have higher risks of death and women
belonging to low castes have lower rates of antenatal and delivery care utilization than
children and women belonging to upper castes. Further analysis shows that the
mortality disadvantage of low castesis more pronounced in poorer districts. They stress
on the fact that caste differentials in health outcomes such as child mortality cannot be
reduced only to socioeconomic differences among castes, “children belonging to low
castes have higher risks of death and women belonging to low castes (30 percent lower
for SCY/STs and 24 percent lower for OBCs compared to FCs) have lower rates of
antenatal and delivery care utilization than those belonging to upper castes”; which,
according to their speculation, could be “because of segregation of residences, less
accessibility of hedth care services, and even due to discrimination by health care
providers, where health worker visits remain confined to forward caste houses”, and
this disadvantage, of the low castes, they found to be more pronounced in poorer
districts.? To better understand the inequities in health it is necessary to conceive of
caste and class as both independent and related. They suggest that successful child
mortality reduction policies in India should pay specia attention to lower castes,
striving specifically to increase their access to and utilization of antenatal and child

delivery care.

4) Mother’s Autonomy and Employment

Gender becomes an important socia factor in health, not only because of the
culturally established norms that control the actions, roles and behavior of males and
females in domestic and public spheres, and the role of such constructions in
influencing the opportunities that these two ‘sexes’ are extended, but also may be
because only ‘women’ are expected to take care of children and they are the ones who
experience maternal mortality (should we say poor women?). Such attitudes
automatically force us to observe and understand the degree of autonomy that the
mothers actually possess in making decisions regarding health care and other services
for themselves and their children. Women's autonomy (participation in household

decision-making process regarding own health care, freedom of movement and access

23. Dommaraju, Premchand, Victor Agadjanian, and Scott Yabiku (2008), “The Pervasive and Persistent
Influence of Caste on Child Mortality in India”, Population Resource and Policy Review, 27(4), 477-
495.
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to money) does play an important role in demographic and health-seeking behaviour of
people. As Karve (1968) pointed out — “the position of women in the house and in
society depends on the kind of kinship and lineage systems that a particular region
follows. Women’s autonomy is higher in matrilineal/matril ocal -endogamous societies
(like-Kerald) as compared to patrilineal/patrilocal-exogamous societies (like-North
India). The main problem in traditional societies lies in the power distribution within
the households, where the power iswielded by the elders (mainly the mother-in-law or
the husbands) who control the allocation of resources ((food) to the daughter-in-law or
the wife, and the infant)”?*, and also decide the type of care and treatment during
sickness. Low status of women (because of the differences in the “perceived socio-
economic and spiritual values of boys and girls”?) in society resultsin their education,
health, decision-making abilities getting neglected and vice versa; and this directly
affects children.

On talking about the multiple factors affecting maternal mortality, Shaw (2002)
state that “maternal deaths are a persistent feature of poor countries, and within those
countriesit isthe poorest, most disadvantaged and least powerful who are most at risk”
26, They continue to say that these deaths are related to women’s status in society,
mainly cultural practices — which in turn put constraints or encourage them to access
and decide on their own nature of work, nutrition and health which in turn influences
their access to health care at the right time, which is aso affected by their location.
“One of the fundamental determinants of maternal mortality is the low social status of
women, limiting their access to economic resources and basic education, which in turn
affectstheir ability to make decisions about their health and nutrition. Cultural practices
in some societies mean that women are secluded and denied access to care. Excessive

24. Karve, Irawati (1968), “Kinship Organization in India”, Asia Publications, Bombay.

25. At least, in Indian Society, there is universal consensus and strict adherence in the roles of parents
and the relative positions of their children: from an socio-economic point of view- girls are a burden
because al their needs have to be taken care of by parentstill their marriage, whichisitself aheavy drain
on family’s wealth and even after marriage they have to be taken care of by their husbands and later by
their sons; whereas boys deserve to be taken care because they will grow up to take care of their parents
later in life and through them the family name survives; from a spiritual (because, no one can question
the scriptures — they are the final authority!) point of view- to attain spiritual peace, one is supposed
(forcefully expected) to give kanyadan, which actually means donating a girl to someone through the
ritual of marriage (that’s why you need to have a girl too, but you can also do kanyadan for someone
else’s girl — it doesn’t matter how), but, the most important thing is to give birth to your own boy, who
only can give one’s parents lasting spiritual peace through the performance of their last rites.

26. Shaw op.cit. p.100
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physical work and poor nutrition, before and during pregnancy, are also contributing
factors to poor maternal outcomes. Lack of access to essential obstetrical servicesis
also acrucial factor, and is especialy a problem for women in remote rural areas, or
where there is little transport”.?’

Hobcraft et.a (1984) showed how mother’s employment may have
contradictory influences on child health — *while on the one hand, women’s work may
be associated with enhanced individual autonomy and improved family incomes, both
of which are thought to be beneficial for child health; on the other hand, women’s work
in developing nations often involves long hours and poor working condition
(accompani ed with meager incomes), which lessen the ability of the mothersto carefor
their children or even avail health care at the right time. So, the nature of work of the
mother (because the gendered role of caring and rearing has been assigned to women)
is an indicator of the amount and quality of time that she can devote towards taking
proper care of herself and her child (including prenatal visits, postnatal visits,
breastfeeding, food preparation, and sickness care).”?®

Very importantly, Agnihotri argues that it is not just important to increase
femal e autonomy through education and employment but equally important to change
the attitudes towards the values of children and socia ideologies, otherwise “an
increase in the bargaining power of the mother may increase the heathcare
expenditures on sons at the expense of those on daughters, and it can exacerbate female

disadvantage.”?®

5) Unemployment
Unemployment is not only a socio-economic factor but also a spatio-temporal
factor, because there are regional level variations in unemployment levels, because
some kinds of jobs are simply not available in some places. “An individual cannot find
work, no matter how qualified and experienced they may be, if there are no jobs
available within reasonable distance of where they live”*°. This may be for a short

27. 1bid.

28. Hobcraft, J.N., J.W. McDonald and S.O. Rutsteon (1984), “Social and Economic Factors in Infant
and Child Mortality: A Cross-National Comparison”, Population Studies, 38(2), 193- 223.

29. Agnihotri, Satish B. (2001), “Declining Infant and Child Mortality in India: How Do Girl Children
Fare?”, Economic and Political Weekly, 36(3), 228- 233.

30. Shaw, op.cit. p.114
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period of time (when it affects all levels of workers) or a much longer period of time
(where it might affect a specific category of workers). So, unemployment affects real
incomes and thereby living and materia conditions, which in turn affect health; it aso
directly impacts health, leading to ‘depression, anxiety, psychological illnesses, even
suicide because of an individual’s loss of self-respect, emotional stress and in some
cases — social isolation’. The chances of getting access to health care services gets
severely reduced when the flow of income stops in households suddenly, as shown by
Brennan et.al (1978) who found ‘high infant mortality especially in households where
the fathers are unemployed (again gendered roles, where men are expected to provide
for their families) and remain so for along period of time, because of its direct relation

with disposable income, food, diet, and other goods and services’.3

2.2.2 Contextual Factors

The understanding of context becomesvital when it is found that the contextual

conditions (sometimes, over and above material conditions) of an individual, a group
or asociety influence their health and life possibilities and, differences within them or
between them result in producing relative differences in those possibilities. Many
studies have explored the role of community support and ties in influencing the health
of its people, and have found that *“a particularly close-knit community, with strong
social cohesion with a clear egdlitarian ethos, family and civic ties enjoyed better
relative health advantages” as compared to neighbouring towns or locations, where
there was more competition than social support, lose community ties, importance to
materialistic values.*> The importance of this socia context on health has been very
aptly conceptualized and explained by Shaw et.al who stated: “one of the most
interesting aspects of studying medical sociology and medical geography is that as
living standards in the Western worlds have risen there has not been a commensurate
decrease in health inequalities. The gap between the life expectancy of rich and poor
has often widened for instance. Thus, it may not be simply the absolute level of people’s

31. Brennan, Mary E. and R. Lancashire (1978), “Association of Childhood Mortality with Housing
Status and Unemployment”, Journal of Epidemiology and Health, 32(1), 28- 33.

32. Shaw, op.cit. p.121

37



material circumstances (what they have) which influences health as much as their

relative positions”.

1) Location

Anindividual’s location could be spatial, social and temporal. But here, we refer
to mainly physical or geographical location (the nature of which directly influencesthe
weather and climate, the establishment of transport and connectivity networks, the
laying and distribution of socia infrastructure like — hospitals, health centres, schools
and post offices), dealing with social and temporal factors separately. The distribution,
density and maintenance of social amenitiesis different in aplain area as compared to
hilly or desert regions, also depending on the degree of wetness or dryness and the
seasons. Location in a particular space and place is a big determinant of a person’s
health status and accessibility to health care services, in terms of the country and region
within the country, along with location in society and time.

“Relatively speaking, the historical, social, economic and cultural experiences
and linkages of a region depend on its location in relation to other regions”®, as
Caldwell mentions— “theisland location of Sri Lanka, the coastal and strategic location
of Kerala, their relatively small population, production of commercial crops and spices,
and thus, their high degree of external trade links and role of missionaries — al have
resulted in major cultural and demographic changes in these regions as compared to the
rest of the subcontinent.”3* For e.g. thelife expectancies of children vary from continent
to continent, from country to country. Particular spaces tend to accrue particular
benefits or disadvantages to health (either because of their physica environment —
elevation, weather, pollution, or human environment - settlement types, rural/urban,
housing, cleanliness, public policy). At a more local level, locations reveal what ‘types
of people’ live in *‘what types of neighborhoods’ : “neighborhoods often contain quite
specific groups of people at similar stagesin their lives, with very similar economic or
family circumstances, similar racial identities and similar attitudes to the world” %,

“These are a product of the processes of “residential differentiation” (Soja and Harvey);

33. Jayashree, S. op.cit. p.34

34. Caldwell, John C. (1986), “Routes to Low Mortality in Poor Countries”, Population and
Development Review, 12(2), 171-220.

35. Shaw op.cit. p.119
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the driving forces behind which are market economics (housing) and social/ group
identities’. Location from a micro scale might refer to the physical and material
conditions that a community makes use of daily, like — housing (quality), layout of the
settlement, overcrowding, other immediate amenities, cleanliness, shops, the pricingin
the locality, avenues for leisure and recreation — parks, safety, crime — all of which not
only have a physical but also a psychological impact on the health of the people.
Differential locations result in and are produced by extreme variations in the
characteristics (especially the socio-economic ones) of population living within even a
small area, which in turn cause differences in their health status. As Amartya Sen says
in his foreword in Farmer —‘indeed, the deprived groups in the “First World” live, in
many ways, in the “Third.” For example, African Americans in some of the most
prosperous U.S. cities (such as New Y ork, Washington, or San Francisco) have alower
life expectancy at birth than do most people in immensely poorer Chinaor even India.

Indeed, location alone may not enhance one’s overall longevity.”®

2) Social Exclusion

As Thorat et.al state while presenting a conceptual framework to study
exclusion based on caste (in the case of Scheduled Castes/Dalits) and ethnicity (in the
case of Scheduled Tribes/Adivasis), “social exclusion implies the denial of equal
opportunities imposed by certain groups on others which prevents an individual’s
participation in basic political, economic and social functioning of a society. Exclusion
hastwo particular features: first, it is caused through exclusion (or denial of opportunity
and thus deprivation) in multiple spheres which in turn reveal its multidimensionality;
second, it is embedded in societal relations and societal institutions, that is, the
processes through which individuals or groups are wholly or partially excluded from
full participation in the society in which they live.”3" Further, quoting Amartya Sen,
they draw attention to two ways in which social exclusion could work, “wherein some
people are being kept out (or left out), i.e. unfavourable exclusion or active exclusion,

through deliberate policy interventions by government or by other agents; and on the

36. Farmer, Paul (2003), “Pathologies of Power: Health, Human Rights and The New War on The Poor”,
University of California Press, California, p. xii

37. Thorat, Sukhadeo, Arjan de Haan and Nidhi Sadana Sabharwal (2014), “Exclusion, Deprivation and

Human Development: Conceptual Framework to Study Excluded Groups”, in Thorat, S. and Sabharwal,
(eds.) , “Bridging the Social Gap: Perspectives on Dalit Empowerment”, Sage, New Delhi, p. 1-7
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other, where some people are being included (even forcibly) in greatly unfavourable
terms, i.e. unfavourable inclusion or passive exclusion, which works through socia
process in which there are no deliberate attempts to exclude, but nevertheless, may
result in exclusion from a set of circumstances.”3®

From the viewpoint of mainstream economics, as Thorat et.a continue to
explain — ‘in the market discrimination framework, exclusion may operate through
restrictions on entry to markets and/or through selective inclusion, but with unequal
treatment in market and non-market transactions’. Thus, they categorized caste-based
exclusion and discrimination into — economic, civil and cultural, politica and genera
spheres. In economic sphere, exclusion may be practiced by denia in hiring for
particular jobs, denial of access to capital/loans/equal wages for labour/ price for
products, denial of sale and purchase of land/house/other goods; in civil and socio-
cultural spheres, exclusion may be practiced through denial of access to public spaces
and goods like — schools, housing, water points, temples, participating in festivals, even
roads and health care; politically, some groups may not be included in decision-making
processes and in availing their political rights; in general spheres, discrimination may
be practiced by residential segregation, untouchability (since the duty of the society is
strict enforcing of social norms), even violence.*

Talking specifically about Adivasis, they state that in their case, the process of
exclusion and discrimination are different because here it is based on their ethnic
identity/ culture, so they are not strictly “structural or systemic, even though the
outcomes of such processes may be the same as in the case of dalits”. This they
attribute to the cultural (language, habits, lifestyle) distinctness of these groups, social
organization and economy, their relatively isolated habitats in hills and forests,
outcomes of historical processes, and unintended and intended government policies
which denies them the rights to access to resources that can be accessed in areas around
which they live - all of which result in their “inability to relate to others, their ideas of
development, to take part in the life of the community, and thus, directly impoverish the

member s of these groups.

38. Sen, Amartya (2000), “Social Exclusion: Concept, Application and Scrutiny”, Social Development
paper no.1, Asian Development Bank.

39. Thorat et.a op.cit.
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Raman (2002) opined ‘For the adivasis in the state, history isan unbroken chain
of servitude and atrocities with nary a break with the past’.** Even as numerous
programmers and initiatives were undertaken by the government of India after
independence, the brutal legacy of the existing socia structure (in which the tribes
always stood in the lowest strata of society) continued. Any review on the problems of
tribes therefore should begin with this aspect of Indian society, and health status is not
an exception to this. The psychosocia strain, that the communities have to bear because
of thissocial exclusion, isinitself amain cause of ill-health.

3) Social Capital

The concept of socia capita is related to socia interaction, the relationship
among members, their norms, mutual trust, resources, networks and consequences of
participation in these networks in the day-to-day quality of life of the members, which
not only equates to, but in many cases, is more valuable than — financia support. Inits
relation to health, social capital works through some “pathways” in improving health
or prevent illness, including- influencing health-seeking behaviours, providing stress
relief, physical and emotiona support whenever needed. Yang et.a show how social
capital worksin influencing maternal behavior and thus infant mortality in three ways:
- “through the enhancement of tangible and invisible assistance, such as money, food,
care, or health information; secondly, through rapid spread of health information and
assistance in an area where residents are tightly bonded; and finally resulting in less
deviant maternal behavior (like substance abuse) because of better psychosocial
environment.”#2 “The social capital thesis suggests that work with groups or areas may
be more fruitful in enhancing the health of the individuals. This approach stands in
contrast to an individualistic one in which population health is improved by changing
the behavior and characteristics of individuals™*3.

And this kind of participation, in some contexts, becomes more “valuable than
(or compensates) material wealth and opportunity’ in matters related to health. But,

41. Raman Ravi K (2002), “Breaking New Ground”-Adivas Land Struggles in Kerala, Economic and
Political Weekly, 37(10).

42. Yang, Tse-Chuan, Huei-Wen Teng, and Murali Haran (2009), “The Impacts of Social Capital on
Infant Mortality in the U.S.: A Spatial Investigation”, Applied Spatial Analysis and Policy, 2(3), 211-
227.
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then such systems could work in two equally strong ways — one where all people are
more equal, thus happy; and on the other, asociety based on ahierarchical arrangement
of people (inequality) — their places and functions, where again people could be happy
with their respective lot (high socia capital) leading to low risk of illness.

The review on the compositional and contextual factors reveals that health and
health care are a product of a complicated set of interactions that keep taking place —
gpatially as well socially. Thus, it becomes important to study those factors that
determine the direction and possibilities of spatial (movements in space) and socio-
economic mobility (movements in socia status or circumstances) experienced by

particular individuals or communities at a particular space and time.

2.3 Factors Affecting Composition and Context
1. History
From the arguments above, studying and understanding the history (the

temporal socio-spatial changes that have led to the present conditions) of a place
becomes automatically inevitablein order to understand the present conditions, whether
in terms of health, or long-term socio-economic or political conditions or even their
voluntary/involuntary socio-spatial mobility. This history could vary for the different
kinds of people living within a same space or even same time. People can live at the
same time but have very different histories. Place and history determine how people
view themselves, their positions and passage through time. The understanding of a
region’s history becomes very important in order to understand the development and

establishment of its existing socio-economic and political institutional structures.

2. Statelnstitutionsand Public Policy

State Institutions and Public policies matter in a context where socio-economic
development is slow and unequal. The role of the state becomes important in reducing
the impact that these inequalities have on the well-being of a population; it becomes
important in creating ideal conditions for assuring al of equal opportunities and access
to services and amenities for increasing their capabilities and situations and in the
distribution of resources. The organization and access to state support systems, both
socia and medical (the spread and distribution of amenities, quality, type, the extent of
access) are responsible for “determining the context within which people live their

lives”; this, in turn, depends on the nature and type of governments as also on the
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community’s own material position. For e.g., they say that the performance of the state
was more uneven in many parts of the USA (based principaly on private medical
insurance, and the individual states decide on the extent of welfare services) than in any
part of Britain (where the National Health Service is funded and administered by the
state, through tax), attributing it to the nature of government and its policies; thereby
stressing on the powers of the state, which becomes very important especially in the
context of welfare since “the net effect of the welfare state reduces ‘real’ inequalities
in wealth and hence the extent of inequalitiesin health”.

Mosley and Chen attach a high value to factors of political economcy, like —
organization of production, physical infrastructure, and political ingtitutions; which are
responsible for the distribution and stabilization of resource supplies (food), building
of transport networks, public health works (drainage and sewage networks), irrigation,
and maintenance of political security; simultaneously regul ating the quality of products,
housing, work places and environment, and working towards increasing the awareness
among the people. Farmer, while writing about the institutional structures working in
many countries in the world, points towards the social, political and economic forces
there that “have structured the risk for most forms of extreme suffering, from everyday
violence, hunger to torture and rape”, and also for “AIDS, tuberculosis, and indeed,
most other infectious and parasitic diseases”, where violence is mainly caused by
structural forces*. In the same book, the importance of integrated understanding of
how power structures work is given by Amartya Sen, when he says- “but inequalities
of power (in different forms), in general prevent the sharing of different opportunities,
and if it is central to deprivation and destitution, then there is no sense in distancing
inequality from poverty. They can devastate the lives of those who are far removed
from the levers of control. Even their own lives are dominated by decisions taken by
others.”

Public amenities, policies, decisions and their good implementation are the keys
for achieving equitable health for al. Therole and will of political institutionsis crucia

for the failure/success of any welfare programme. States can achieve considerable

44. Farmer, op. cit.p.42
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results even by following different political structures and routes.*® But, then it also
important to create resources in regions and for communities who need it the most, and
not, as Friedman observed — ‘in USA, the projects for maternal and infant care tended
to have no relation with prior needs and priorities, rather they were given to areas that
already had medical and organizational resources’.*’ Faulty institutional approaches
lead to wastage of resources (already constrained by budget) and tend to magnify the
problems in the aready deprived (remote/ rural) regions; whereas welfare approaches,
as Rao et.al believe — “it is not just enough to make infants survive, but equally
important to ensure that they receive and achieve the best of health from the state, their
village and households throughout their infancy and childhood without any bias.”*®
Where there are major socio-economic and cultura obstacles in attaining individual
development, then, it isimportant not to let public health get effected by inequalitiesin
individual and household-level attainments. It must be made mandatory for the
government to look after the health of its people, whether or not they have the means
to pay for it. Clearly, Public health should not be guided by private policies.

Theimpacts of such strong and clear socio-political wills have been documented
well by Caldwell through the examples of the then poor populations of Kerala, Sri
Lanka, Costa Rica and China- who were able to achieve high reductions in mortality,
through “a combination of high relative spending on health and social sectors, which
was made possible only by unrelenting socia and political will (where parties competed
against each other in offering social reforms and continually pushed up social welfare
expenditure)””#® and in China, it was achieved purely through political will.

The presence and regular working of health services in a locdlity is a very
important determinant of health care utilization. These include — the availability and
accessibility of health centres, hospitals, beds, equipment, medicines, doctors, nurses,

health workers and other staff, their density (e.g. ratio of nurses to population) which
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affects their quality of care, the frequency of their visits, their attitudes and nature of
services, as Srinivasan reports— “there is a higher density of Auxiliary Nurse Midwives
and lady doctors per 100,000 population in Kerala. The number of births and sick
infantsthat adoctor or an ANM hasto attend in Keralais half the number in Ragjasthan.
Thus, the quality of care by a nurse or a doctor in Kerala can be expected to be much
higher than in Rajasthan.” Inadequate staffing is a major detriment to meaningful
access to health care, as NRHM report (2010) stated - “only 58 percent PHCs conduct
deliveries and only 22 percent provided neo-natal care...... if the percentage of PHCs
having adequate staff is more than 90 percent in Tamil Nadu, Maharashtra and Kerala,
it is less than 20 percent in Orissa, West Bengal and Bihar”.>! On top of this the staff,
medical as well as the paramedical, increasingly are reluctant to work in rural areas,
particularly the remote, inaccessible hilly and forested areas, desert regions and tribal
areas. Thus, there is a need to promote and extend basic reproductive and child health
care services through mobile clinics and counseling services. In other areas, these
should be made available in an integrated manner at one place. Premi had suggested
that “a vast increase in the number of trained birth attendants, at least two per village,
IS necessary to universalize coverage and outreach of antenatal, natal and post-natal
health care, with a well-equipped maternity hut having indigenous medicines and
supplies for maternal and newborn care”>?. Health care services, especialy from the
perspective of child health, attains more rel evance when we understand theroleit plays
a different stages — before the child is born (ante-natal care for the mother), during
delivery (institutional/home, skilled/unskilled assistance), and after birth
(immunization, treatment of diseases) — and thus, the huge impact that it has on the
health of the mother and later, the child. Their importanceis clearly seen by Benjamin,
when he declares: “in conditions of universal availability of medical services
unrestrained by any economic barriers, social and economic differentials in mortality

are correspondingly reduced”®3, Similarly, the provision and regular maintenance of
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good transport network throughout aregion is necessary for easy accessibility to social
Sservices.

After having said al this, it is equally important to understand that even state
and public ingtitutions are a product of and have to operate within a given ‘socio-
economic and cultural setup’, so replication of successful models may not be the best

way to go, without a deeper change in the ideologies and established systems.

3. Global Ideologies of Neo-liberalism and Globalization

The public policies and decisions are increasingly dependent on the current
raging ideologies that dominate the global scene of economics and politics. As Farmer
notes - “neo liberalism generally refers to the ideology that advocates the dominance
of a competition-driven market model”®*. According to this stream of thought,
individuals are rational beings who act and decide based on material and economic
concerns and considerations, without focusing on their social or political conditionsand
inequalities that actually motivate their way of thinking and behavior. Such market
principles, scholars argue, do not work for the mgjority of the world’s poor whose very
survival, in this market system of “demand and supply”, is at stake. In such a system,
they will never get the ‘health care, the education, and other social services’ that a
‘rational human being’ requires, and that is why the present focus on human rights.
Farmer goes on to say that “the neoliberal era has been a time of looking away, a time
of averting our gaze from the causes and effects of structural violence.”>®

While criticizing the World Bank (an international institution that says its
mission isto fight poverty and improve standards of living of people in the developing
world) for not giving enough attention to human rights, Deobbler states that many
countries are increasingly lacking the resources necessary to respect and achieve health
and human rights for their populations, and international community recognizes World
Bank and other intergovernmental actors as major players that promote and invest in
health in many such countries. “But, the Bank remains constrained by its mandate and
policies, which are in part a result of its failure to adopt a human rights approach to

child health, and in part itsincreasing emphasis on temporal needs, economic objectives
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and repayment of loans rather than respect of human rights.”® This is because the
World Bank group is made of different intergovernmental organizations, each having
its own separate goals that are mainly confined to economic growth. Moreover, it
depends on voluntary contributions from the developed countries, so governments that
contribute the maximum capital for lending to the bank (like- USA, a country which
has failed to ratify the Convention on the Rights of the Child) have the maximum say
in its policies. This results in countries, states and international organizations
increasingly compromising health outcomes in order to achieve economic outcomes.
The bank, thus, gives loans to the devel oping countries, and not grants. The Structural
Adjustment Policies, which intended to improve child heath through economic
development, have infected adversely affected the living standards of the poor and the
vulnerable and user fee policies, in which the users of particular services are charged to
gain access to those services, have enlarged the inequalities in the health system. The
most important impact of such policies have been the failure of the states to invest in
or provide health care, because they started spending more on profit-making activities
than on socia programs, and increasing the complacency of the states who started
backing from their responsibilities to provide health care for those who could not pay
the user fees.

Globalization is mainly used in the context of expansion of marketsin the wake
of increasing privatization where local/regional socio-economic-cultural structures get
increasingly weakened and the role of the state is transformed mainly into a facilitator
in the establishment of free markets everywhere, with revolutions in transport-
communication and information technology®’. Even though the concept speaks of
spreading of progress, development and sharing of knowledge and technologies; but its
actual workings on the ground reminds one more about colonialism, insecurity of
livelihoods and violation of rights everywhere.

It is a phase where the power of the nation-states or power-blocks gets
diminished in comparison to the combined power and networking of the wealthiest
multi-national corporations and the banking establishments, who hold every power over

the lives and livelihoods of billions of people, just like in the days of imperialism and

56. Doebbler, op.cit. p.28

57. Nithya, N.R. (2014), “Globalization and The Plight of Tribals: The Case of Kerala, India”, The Dawn
Journal, 3(1), 727-758.

47



colonialism, where the attention of the society is diverted more towards the latest
achievements and entertainments of the modern man so that serious questions are not
raised about the history and causes of sufferings of the deprived and the destitute. The
era of globalization has been profoundly successful in globalizing, spreading and
universalizing the inequalities (fuelled better by the already existing atrocious socio-
political-economic-cultural structures) that were earlier only local experiences, at least
from aregional geographical perspective. It has effectively rendered the constitutions,
the nationa states, the countries, their laws and justice systems completely
dysfunctional (that were hitherto, at least for namesake, working from a welfare
perspective) and apathetic to the rights, freedoms, pleas, appeals and sufferings of their
citizens; thereby forcing the poor, to not only fight the inequalities existing within their
regions and socia structures but also those that are acting from outside, to fight a war
that they are undoubtedly losing; because their loss is indispensable for somebody
else’s gain and to maintain the supremacy of the structures.

Krishnaand Ananthpur, while talking about increasing spatia health disparities
in India, state that — “more than 50 percentage of the Indian population lives in villages
that are located more than 5 kms. from the nearest towns. This half of Indiais more
likely to experience illnesses of different kinds and simultaneously less likely to get
qualified medical treatment. The incidence of premature deaths, infant and child
mortality and malnutrition are all significantly higher within villages located further
from towns. So, such villagers are more susceptible to being overcome by the medical
poverty trap. Poverty hasincreased within villages|ocated more than 5 kmsfrom towns,
even as the national economy was surging ahead. Globalization privileges cities,
disadvantaging locations at greater distances from towns.”>®

As Farmer remarks about growing inequalities in health care —“it’s clear that
modern biomedicine, like the global economy, isbooming. Never before have thefruits
of basic science been so readily trandlated into life-promoting technologies. Headlines
abound with news of sequencing the entire human genome, of effective organ
transplants, of new drug development. But inequalities of access and outcome
increasingly dominate the health care arena, too: protests of indigenous people against

the Human Genome Project; gridy stories of organs stolen or coerced from the poor for

58. Krishna, Anirudh and Kripa Ananthpur (2013), “Globalization, Distance and Disease: Spatial Health
Disparities in Rural India”, Millenial Asia, 4(1), p. 3-25, Sage Publications, online:
http://mla.sagepub.com/content/4/1/3.
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transplant to the bodies of those who can pay; great enthusiasm on the part of drug
companies, for the development of new drugs to treat baldness or impotence while
antituberculous medicines are termed ‘orphan drugs’ and thus deemed not worthy (not
profitable) of much attention from the drug companies, even though they are heavily

dependent on public finance for making their own private profits.”>

2.4 Marginalization and Vulner ability in the Global Socio-Economic Context

1. Tribesand Marginalization

Today, “the word “tribe” generally connotes poverty, malnutrition, disease, low
education, neglect and exploitation by the population of ‘'mainstream society'. Tribal
communitiesall over theworld are now facing the problem of displacement in economy
because of various reasons. Starting from food gatherers to agriculturists, the tribes are
adapted to their ecosystem and traditional subsistence patterns. Changes in the
subsistence patterns due to migration, land alienation, deforestation, introduction of
development programmes, deforestation etc. have created a shift in economy and
resultant shortage of traditional resources. This has badly affected the various strategies
of tribal life including health”®. Talking about tribes in Wayanad, Ramachandran
further states that each one of the tribal communities has their own specific culture and
tradition, even though they are live in the same ecological setup.

According to Aerthayil, “most of thetribalsin Keralahad land in the beginning,
but gradually many of them lost their land due to various factors like — the land policy
of the British, immigration, land reforms, developmental projects and lack of legal
protection for the tribal land. Most tribes depend on settled agriculture or agriculture
labour for their livelihood as most of them are landless. Educationally, the adivasis are
the most backward in the state. Functionaly, it is very poor, though some groups are
well-educated. Socialy, they are marginalized like dalits. Politically, they have no

influence in state politics as they are not a political or numerical force.” ¢
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The process of exploitation has set in creating ethnic, nutritional, cultural, socio-
economic problems as well as health hazards, including reproductive and child health.
With the developmenta activities and opening up of tribal areas for tourism it is
necessary to understand the impact on the lives of the tribes®?. They are lured for
exchange of forest produce by offering acohol, which has lead to acoholism among
tribes and has become a magjor social problem in that society. From a broader view, it

seems that the tribes have had more losses than gains in the processes of development.

2. Ecology and Health

Pandey et.al write - “nature is wholly and solely responsible for survival of any
organism. Recently, the natural ecological balance has been mgorly upset dueto human
action, resulting in reducing the quality of resources and thus, life. Serious health
problems have been created because of urbanization, industrialization, mining,
deforestation and population growth. The worst sufferers are tribal populations, who
have become landless in their own home land.™?

“Deforestation has badly affected the health status of the tribal communities of
Wayanad, especialy those who have higher dependence. Meat was an important item
in their diet and deforestation has resulted in alossin hunt. Moreover, the introduction
of cash crops and oil grass reduced the cultivation of ragi, which was a main item of
their food. They are also deprived of other edible items like- roots, fruits, leaves and
tubers from the forest”%4. All of these have adversely affected the nutritional status and
health.

Similarly, the forests were aso the sources of rare herbal medicines that the
tribes prepared from the medicinal plants. Even today some groups like- Kattunayakans
show unsatisfactory attitude towards allopathic medicines. At the same time they are
not getting the traditional herbal medicines as in the past. This will lead to
unidentification of certain diseases, deterioration of nutritional status and increased
desaths.

62. Reddy Sunita (2008), “Health of tribal women and children: an interdisciplinary approach”, Indian
Anthropologist, 38 (2), 61-74.
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As Ramachandran correctly notes — “a rapid process of ecological
transformation has induced changesin the forest, mountain, and drainage systems— that
have been the main sources of food, medicine and housing for the tribes. They have lost
their balanced diet, medicinal herbs and shrubs and the medicated air — which was

available from the thick forests earlier”.

3. Vulnerability and Health
“Vulnerability is seen as a risk that a household will suddenly/ gradually reach

a position with which it is unable to cope, leading to catastrophe (hunger, starvation,
family breakdown, destitution or death). Poor people are not much concerned that their
level of income, consumption or capabilities are low, but that they are likely to
experience stressful declines in these levels.”%

Vulnerability to ill-health is a problem among the poor. A common cause of
chronic poverty occurs when a household's main income earner contracts a chronic/
terminal illness, resulting in depletion of assets and income and increasing debts. In
order to overcome such shocks, the possession and access to assets (jewellery, capital,
land, livestock, tools, house etc.) is very important especialy in the absence of strong
public socia protection measures. They determine the future income potential and also
possibilities of 'bounce back” from crisis. Thus, improved well-being is increasingly
dependent on enhanced individual and household assets.

Studies have indicated that “the scheduled tribes are caught in multiple
‘vulnerability traps’, that is, they view their situation as vicious cycles from which it is
difficult to break free. In a study among Paniyas, it was found that the accumulation of
health deficits was consistent with the Paniyas’ own perceptions as voiced in focus
group discussions, in which numerous vulnerability traps related to a range of risk
factors were identified, including poor health, landlessness, poverty, exposure to harsh
environmental conditions (e.g. floods), alcohol use, colony isolation, and education
deficits.”®’
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So, here the role of government becomes important in providing 'security’ of
livelihoods, devising effective ways to provide quality health-care and reducing
vulnerability of these tribes, since in majority cases terminal illnesses and deterioration
of health of adults are the mgjor factors in households slipping gradually into poverty.
There is a need for implementing interventions that concomitantly deal with tribal
discrimination and socio-economic disparities because eff ective education and nutrition
policies and interventions can be considered to be interrupters of chronic poverty in
their own right. Thus, a Multi-Dimensional Approach needs to be developed in order
to understand and comprehend the multifarious causes of health deprivations and
attainments, because “the more dimensions on which an individual is deprived, the less
likely s/he isto escape poverty as the exit routes will be limited.”%® Thisis because the
deprivations (in terms of — human, psychological, socia, natural, physical and
financial) experienced by the tribal communities are multiple, long-term and repetitive
in nature (in majority cases, getting transferred to succeeding generations).

As Reddy (2008)®° critically points out “anthropological studies on the health of
tribals give rich ethnographic details about their cultural practices, perceptions and
behavioural aspects. But, they fail to link the larger issues of socio-economic, political
and ecological factors with the accessibility, affordability and availability of health
services to understand the health of tribal populations, especially maternal and child
health”. So, she continues, in order to address the health of tribal women and children,
it is necessary to take into account various aspects — geographical location, their
positions in the continuum of development, literacy levels, economic base, political
participation, levels of integration and assimilation, and the external agencies and
factorsinfluencing them.

2.5 Social Justice and Human Rights
“Everyone has the right to a standard of living adequate for the health and well-

being of himself and of his family, including food, clothing, housing and medical care
and necessary social services, and the right to security in the event of unemployment,
sickness, disability, widowhood, old age or other lack of livelihood in circumstances

beyond his control.” - Article 25, Universal Declaration of Human Rights
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In the above statement, the word “adequate’ sounds the most problematic since
it can interpreted by policy makers according to their own convenience, because the
standards of adequate health and well-being and the chances of attaining them are
clearly different for the richest and poorest, and those who fall in between. It doesn’t
point to the absence of ‘quality’ or *equity’ in the definition, which are truly the most
important concepts that should drive the human rights campaigns.

Farmer, in his book where he attempts to “reveal the ways in which the most
basic right — the right to survive — is trampled in an age of great affluence” 7, says —
“Human rights violations are not accidents; they are not random in distribution or effect.
Rights violations are, rather, symptoms of deeper pathologies of power and are linked
intimately to the social conditions that so often determine who will suffer abuse and
who will be shielded from harm.” He further asks — why is no one “judged guilty of
human rights violation when children living in poverty die of measles, gastroenteritis
and malnutrition?” "

Stressing on the need to devel op ahuman rights approach with regardsto health,
Doebbler quotes Amartya Sen — “a human rights approach is a strategy requiring that
actors view the entitlements of individuals as rights rather than as discretionary
concessions’. States that have ratified certain international agreements should abide by
and should be held to those obligations (legally, by making those rights fundamental),
recognizing the basic human rights that have been agreed upon in treaties, further
guoting Jonathan Mann, a leading public health advocate — ‘modern human rights
provides a better guide for identifying, analyzing and responding directly to the critical
societal conditions than any framework inherited from the biomedical or recent public
health tradition.”’? As Doebbler argues further, here one need not prove the benefit of
a human rights approach for improving health and human rights; it should seen “as a
prescriptive approach whose starting point is the body of human rights that have been
unequivocally agreed to by governments. It, thus, hypothesizes nothing, but rather
assumes that human rights must be achieved because they are the birth right of every

human being.””® Such approaches would definitely influence the policy choices of
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states and international organizations, thus ‘catapulting the right to health above the
fray of compromise and negotiation, excluding the possibility of compromising it for
economic reasons, since states would have explicitly agreed to this prioritization’, and
they would first have a “common commitment to human rights” by accepting a
‘common standard of human dignity’. In a situation where most of the governments are
still dependent on loans from the World Bank, which itself depends on voluntary
contributions from others, it should be made mandatory for all governments to provide
for human rights.

2.6 Gapsin Research

There is an enormous amount of literature related to child well-being, factors
affecting health status and health care utilization that have very clearly and
systematically conceptualized the frameworks to study hedth, ranging from
globalization to formulating vulnerability frameworks, how inequalities are getting
magnified in various setups especially in the current economic systems, leading
scholars to suggest actions on the basis of human rights. However, in order to
understand why some groups are suffering more and falling into vulnerability traps
more in this age of globalization requires us to delve deeper into the historical and
political processes of marginalization of certain spaces and certain communities, then
only onewould bein aposition to arrive at acomplete understanding of why particular
spaces, particular groups and particular systems are functioning the way they are
today. So, the present thesistriesto fill in these gapsin the existing literature on health
by studying not only the inter-tribal and tribal-non-tribal variations in child health,
mother’s health, socio-economic status but also tries to explore into the nature of
workings of the health care systems in the field, its history, and the historical and
political exclusion of some spaces and groups in the socio-politically developed space

of Kerala

2.7 Conceptual Framework

Health condition of any population is the reflection of the socio-economic
condition and the environment in which they live and have lived over time. Thereview
of literature affirms the fact that health and health care utilization is a product of a
complex interaction of factors, ranging from those at thelevel of theindividual (income,

education, employment etc.) to the community (location of settlements, caste positions,
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social supports) to state (local ingtitutions, socia amenities and infrastructure,
distribution of resources, regional/ national development projects) to global level
processes (global economy, neo-liberalism and globalization). Finally, ending with the
argumentsthat favour basic amenities and resourcesto be given on the basis of ahuman
rights approach, so that even those who are not ableto overcometheir situational factors
can have access to opportunitiesthat will take them out of their vulnerability traps. This
review has provided us with a conceptual framework for structuring the present thesis
on child health care utilization, wherein chapters 3 and 4 explain the compositiona
factors and chapter 5 and 6 delve into the contextual factors of health care (in particular)

and development (in general) in the study area.

Fig. 2.1 Diagramatic Representation of the Conceptual Framework for the Study
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Chapter — 3
CHILD HEALTH STATUSAND HEALTH CARE UTILIZATION

This chapter deals with the core theme that is the utilization of children’s
health care in the study area from the primary survey data like — birth weight,
nutritional status, illnesses, place of birth, health care during illnesses, immunization
and attendance in anganwadis. The main child health and health care indicators have
then been analysed in relation to some characteristics of the children, like- birth order,

feeding habits, etc. in order to see the relations between them.!

3.1 Child Health Status

Weight at Birth

An anaysis of the birth weights (table 3.1)? throws some interesting facts,
more than one-third of the scheduled tribe children have birth weights below 2.5 kg,
whichisdoublethan that for non-tribes. Also, ahigh proportion of non-tribal children
is born with birth weights above 3 kg. More than 40 percent of Paniya and Adiya
children are born with low birth weights, which is quite disturbing. The average birth
weights are highest for the non scheduled tribes and Kattunayackas (table 2), and

lowest for Paniyas (a difference of some 400 grams, which is quite high).

L. Intotal, the study has covered about 505 children below the age of 5 years (60 months). The sex ratio
in 0-5 years shows significantly higher value among non-scheduled tribes as compared to scheduled
tribes (see Appendix-4). The lowest sex ratio is seen among Kurumas (750), infact, all tribal communities
have sex ratios in favor of males, except the Paniyas. The age-wise classification reveals that in all the
social groups, the proportion of children aged 36 months and above is higher; the Paniyas have the
highest proportion of children below 24 months of age (almost 41%), which is 10 % higher than that of
Kurumas. The average age of children is highest among Kurumas (31.5), and lowest for Paniyas (29);
whereas the median age is highest for Adiyas (34 months) as compared to 26 months among Paniyas (a
difference of 6 months), showing that Paniyas have the highest proportion of young children.

2, Birth weight of only 435 children could be analyzed, as many mothers could not recollect or show any
record of their child’s weight at birth. This especially happened in the case of Paniyas’, Kattunayackas’
and Adiyas’ older kids. Most of the non-tribal, Kuruma and Kurichia mothers could readily recollect the
birth details of every child.
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Table 3.1 Classified Birth Weight of Children (0-5 years)

Birth Name of Social Group?®
_ : : : Total
Weight Pani. Kuri. | Kattu. | Kuru. Adi. ST NonST
Below
5k 43.9% | 29.1% | 27.9% | 32.9% | 43.2% | 35.2% | 16.2% | 32.0%
-2 KQg
25103
. 40.4% | 54.4% | 39.7% | 48.7% | 34.6% | 43.8% | 45.9% | 44.1%
g
Above 3
. 15.8% | 16.5% | 32.4% | 184% | 22.2% | 21.1% | 37.8% | 23.9%
g
Total 57 79 68 76 81 361 74 435
M ean,kg. 24 2.6 2.7 2.6 2.6 2.6 29 2.6

Anthropometric M easuer ments

At all ages, the average weights of children are higher for the non-tribes as
compared to the scheduled tribes, except the age group 9 to 11 months (table 3.2). It
is highest for the Kuruma tribes, followed by the non- tribes; whereas the Paniya
children have the lowest average weights. Kattunayacka children have high average
weights till about 8 months of age, but after that age their averages are lower than
other groups. The difference in weights between the Paniya children on the one hand
and Kurumaand non-tribal children on the other ismorethan 2 kgs, and is maintained
at all age groups above 24 months.

Table 3.3 shows the average heights (in cms.) for different age groups among
children. It is seen that the average heights of children is higher for the scheduled
tribes till the age of 8 months (when the difference is more than 6 cms); whereas,
after 9 months and above the averages are higher for the non scheduled children. The
differences are highest during the ages of 24 to 35 months (more than 8 cms). The
Paniya and Kattunayacka children have the lowest average heights, and non-
scheduled tribes and Kuruma children have the highest average heights (the

difference between them is more than 5 cms).

3. Socia Groups: Pani. — Paniyans, Kuri. — Kurichians, Kattu.-K attunayackans, Kuru.- Kurumans, Adi.
— Adiyans, ST- Scheduled Tribes, NonST/NonT- Non Scheduled Tribes.
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Table 3.2 Average Weights of Children (kg.)

Name of Social Group

Age categories _ Total
Pani. | Kuri. Kattu. Kuru. | Adi. | ST | NonST

5months/ below | 250 | 5.35 5.60 500 | 442 | 488 | 459 | 4.83
6 - 8 months 6.29 | 6.00 7.60 6.71 | 7.63 | 6.86 7.45 6.95

9 - 11 months 6.67 | 850 8.00 858 | 813 | 784 | 750 7.82
12-17months | 815 | 875 8.15 9.07 | 866 | 850 948 | 8.66
18- 23 months | 7.81 | 10.48 9.60 1043 | 873 | 9.30 | 10.18 | 949
24 -35months | 9.36 | 10.81 10.88 1144 | 1112 | 10.75 | 11.33 | 10.81
36 - 47 months | 11.90 | 12.21 12.35 13.13 | 1143 | 12.27 | 1354 | 12.51
48 months/above | 12.07 | 13.95 13.74 1480 | 13.74 | 1359 | 14.93 | 13.77
Total 9.62 | 10.87 10.90 1161 | 10.57 | 10.69 | 11.59 | 10.82

Table 3.3 Average Heights of Children (cms.)
Age categories Name of Social Group Total
Pani. | Kuri. | Kattu. | Kuru. | Adi. ST | NonST
5 months/below 3745 | 39.20 | 3383 | 3283 | 35.66 | 33.22 | 3547
6 - 8 months 50.35 | 61.26 | 56.08 | 61.62 | 61.34 | 57.72 | 51.74 | 56.80
9-11months | 57.00 | 62.18 | 47.55 | 61.98 | 61.95 | 59.09 | 62.18 | 59.23
12-17months | 62.25 | 59.69 | 59.64 | 62.44 | 62.54 | 61.23 | 63.73 | 61.65
18- 23months | 62.22 | 62.26 | 62.36 | 63.18 | 62.56 | 62.54 | 64.62 | 62.95
24 - 35 months | 64.90 | 65.28 | 65.85 | 63.72 | 65.79 | 65.14 | 7391 | 65.93
36-47months | 77.13 | 8512 | 75.13 | 85.99 | 73.96 | 79.65 | 86.06 | 80.73
48 months/above | 81.40 | 89.38 | 87.04 | 9257 | 8941 | 87.77 | 9252 | 88.35

Total 69.22 | 71.76 | 69.37 | 7422 | 70.15 | 70.82 | 75.86 | 71.50

But it isimportant to mention, if we go by field observations and if children can be
called healthy if they ‘have strong, curious and bright eyes, are physically very active,
not dull, even sturdy’, then definitely Kuruma and Kattunayacka infants and young
children are ‘healthier’ compared to all others. But, they definitely do not ‘seem
healthier’ but comparatively ‘paler, less active, dull, slightly built’, among Paniyans,

Adiyans.
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Table 3.4 Weight-for-age among Children (3 months and above)

Weight-for-age*
Socia Group Moderately Severely _ Total
Normal _ , Overweight
Underweight | Underweight
Paniyans 36.9% 34.5% 27.4% 1.2% 100.0%
Kurichians 76.9% 12.8% 10.3% 0.0% 100.0%
Kattunayackans | 67.8% 22.2% 8.9% 1.1% 100.0%
Kurumans 90.3% 6.9% 1.4% 1.4% 100.0%
Adiyans 61.7% 34.6% 3.7% 0.0% 100.0%
ST 65.9% 22.7% 10.6% 0.7% 100.0%
Non-ST 91.5% 5.6% 2.8% 0.0% 100.0%
Tota 69.7% 20.2% 9.5% 0.6% 100.0%

The analysis for weight-for-age among children reveals that a very high
proportion of the Paniya children have extremely low weights for their ages (below — 3
standard deviation); such cases are least among the Kurumans. The proportion of
moderately underweight children is highest among Adiyans and Paniyans, followed by
Kattunayackans. The Non-tribal and Kuruman children have the maximum proportion
of normal weight children among them. The share of overweight children is negligible
in the study area.

Table 3.5 Height-for-age among Children (3 months and above)

Height-for-age

Social Group Moderately | Severely | Above Totdl
Normal Stunted Stunted normal

Paniyans 42.7% 12.2% 42.7% 2.4% 100%
Kurichians 50.0% 32.1% 17.9% 0.0% 100%
Kattunayackans | 36.7% 24.4% 38.9% 0.0% 100%
Kurumans 76.4% 19.4% 4.2% 0.0% 100%
Adiyans 51.9% 33.3% 14.8% 0.0% 100%
ST 50.6 24.3 24.6 0.5 100%
Non-ST 65.1% 19.0% 14.3% 1.6% 100%
Total 52.6% 23.6% 23.2% 0.6% 100%

4. Normal Weight/Height: (-2 SD to 2 SD), Moderately Underweight/stunted/wasted: (-2 SD to -3 SD);
Severely Underweight/stunted/wasted( below -3 SD); and Overweight/above normal (above 2 SD).
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The existence of stuntingisquite highin all communities. More children among
the Paniyans and Kattunayackans are severely stunted (have very low heights for their
ages); moderate stunting is highest among Adiyan and Kurichian children. Kurumans
have the maximum proportion of children who have normal heights for their ages.

Table 3.6 Weight-for-Height among Children (3 months and above)

Weight-for-Height
Socia Group Moderate Severe Above Total
Normal
Wasting | Wasting normal
Paniyans 61.0% 13.4% 17.1% 8.5% 100%
Kurichians 74.4% 5.1% 5.1% 15.4% 100%
Kattunayackans | 73.3% 6.7% 4.4% 15.6% 100%
Kurumans 91.7% 2.8% 1.4% 4.2% 100%
Adiyans 77.8% 9.9% 4.9% 1.4% 100%
ST 75.2% 1.7% 6.7% 10.4% 100%
Non-ST 73.0% 9.5% 1.6% 15.9% 100%
Total 74.9% 7.9% 6.0% 11.2% 100%

Table 3.7 Stunting-cum-underweight (Children 3 months and above)

Normal Normal | Other/
_ Severely | Severely/moderately |
_ weight ) ) in one/ above
Socia Group underweight | underweight and _
and lowin | normal
_ and stunted stunted
height another | values
Paniyas 22.0% 18.3% 23.2% 32.9% 3.7%
Kurichias 44.9% 6.4% 11.5% 37.2% 0.0%
Kattunayackas | 30.0% 4.4% 21.1% 43.3% 1.1%
Kurumas 72.2% 0.0% 5.6% 20.8% 1.4%
Adiyas 38.3% 2.5% 22.2% 37.0% 0.0%
ST 40.4% 6.5% 17.1% 34.7% 1.2%
Non-ST 61.9% 1.6% 3.2% 31.7% 1.6%
Tota 43.3% 5.8% 15.2% 34.3% 1.3%

In terms of wasting as well (table 3.6), it is seen that Paniyan children have the highest

proportion of wasting among them, infact severe wasting is more. Kurichians also have
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ahigh proportion of children who have very low weights for their heights, followed by
Adiyas and Kattunayackas. Wasting is lowest among the Kuruma children.

More percentage of children who are both underweight aswell as stunted (table
3.7) are found among the Paniyas, Kattunayackas and the Adiyas, infact 18 percentage
of Paniya children are have severely low weights as well as heights for their ages!
Children who are underwei ght-cum-stunted are few among the non-tribal and Kuruman
groups. Kattunayackan children have the highest proportion of those who are either
stunted or underweights; it is among the Kuruman children that we find the highest
number of those who have normal weights and heights for their ages.

Table 3.8 Severity of Malnutrition

Social
Group Underweight | Stunting | Wasting
Paniyans 62 55 30
Kurichians 22 48 12
Kattu. 31 62 11
Kurumans 8 23 4
Adiyans 39 48 15
Non-ST 9 31 12

When we assess the situation further in terms of severity of theissue (table
3.8)%, it is seen that the severity of malnutrition is very high (underweight children)
among the Paniyas, Adiyas and Kattunayackas, even for Kurichias — it is high. With
regards to stunting, severity is very high among Kattunayackas, Paniyas, Adiyas and
Kurichias; it is also high among the non-tribal children. As far as wasting is
concerned, severity is very high among the Paniyas and Adiyas; and high among

Non-tribes, Kurichias and Kattunayackas. Thus, in terms of severity of malnutrition,

5. The severity of malnutrition (% children falling below -2 Standard Deviation) is shown in the
following table, as accessed from http://www.who.int/nutgrowthdb/about/introduction/en/ on 13th
June’2016.

Low Medium High V. High
Stunting <20 20-29 30-39 >=40
Underweight <10 10to 19 20-29 >=30
Wasting <5 5t09 10to 14 >=15
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the only socia group that appears not to fall in the high/very high categories are the

Kuruman children.

3.2 lllnesses Among Children

Table 3.9 shows that almost 45 percent of the children surveyed suffered from

some illness, two weeks prior to the survey, with highest illnesses reported from

Kuruma children and least by Kattunayackas. This could be due to higher awareness,

accessibility and utilization among Kurumas.
Table 3.9 Percentage Children Reporting IlIness (last 2 weeks)

Name of Social Group
_ _ _ Tot.
Pani. Kuri. Kattu. Kuru. Adi. ST NonT
41 35 34 41 37 188 34 222
% 42.2% 37.4% 53.2% 41.6% 43.9% 44.2% 44.0
0
Table3.10 Typeof iliness
Name of Social Group
Typeof illness _ | Kattu | Kuru . Total
Pani. | Kuri. Adi. ST NonT
Respiratory 87.8 88.8
82.9% | 88.9% | 88.2% 94.6% | 88.4% | 91.2%
illness % %
Stomach 12.2
. 0.0% | 0.0% | 49% | 54% | 4.8% 29% | 4.5%
disorders %
< o 111
,9 Skin ailments | 4.9% % 59% | 7.3% | 0.0% | 58% | 59% | 58%
0
Chickenpox | 0.0% | 0.0% | 29% | 0.0% | 0.0% 5% 0.0% 4%
Other 0.0% | 0.0% | 29% | 0.0% | 0.0% 5% 0.0% 4%
Total 41 36 34 41 37 189 34 223

The main cause of illnesses among children is seen to be of arespiratory nature,

either cold/ cough or seasonal flu with fever. Next, came the skin ailments or alergies,

highest among Kurichia children. Lot of children have respiratory problems, allergies,

asthma. Stomach disorders or diarrhea cases were low, but higher among scheduled

tribes, with Paniya children reporting more cases (Table 3.10). Outbreaks of chicken
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pox were said to be common in tribal colonies, as reported by anganwadi and ASHA
workers.

Children suffering from diarrhea need to be given ORS in order to supplement
the electrolyte loss from the body. Asis seen from table 3.11, it is seen that mgority of
Paniya and Adiya children are not given ORS, whereas all Kuruma children receive
ORS during diarrhea. Even though the number of cases is small, it does revea
something about awareness and care during illnesses.

Table 3.11 Received ORS during Diarrhea

Received Name of Social Group Scheduled
ORS Paniyans | Kurumans | Adiyans| Tribes
40.0% 100.0% 0.0% 50.0%

The presence of chronic illnesses is highest among the Kattunayackas and
Paniyas. For the non-tribal children, tuberculosis forms the major chronic disease,
followed by asthma. Among the schedul ed tribes, asthma/ respiratory problems account
for mgority of the chronic diseases among children, followed by skin problems and
epilepsy. Among the Kattunayacka children, skin allergies are the major chronic
illnesses followed by epilepsy/ fits. Recovery is higher among non-scheduled children,
as compared to scheduled tribes. More than 80 percent of the Kattunayacka and Paniya
children have not recovered from their chronic illnesses.

3.3 Child Health Care Utilization

Birth Registration and Place of birth

The registration of births and deaths is mandatory for everyone, and important for
recording the vital statistics of the population. Table 3.15 shows that cent percent of
non-tribal, Kurichia and Kuruma children have a birth certificate, issued by the
municipa authority. Whereas, more than one-fourth of the Kattunayacka children do
not have any kind of birth registration. Thisis because of more cases of home deliveries

and low levels of check up of newborns among this community.
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Table 3.15 Birth Registered
Name of Social Group

Birth Registration _ | Kattu _ Total
Pani. | Kuri. Kuru. | Adi. ST NonT

Certificate 84.1% | 100.0% | 72.5% | 100.0% | 89.9% | 88.8% | 100.0% | 90.5%
Anganwadi 45% | 0.0% 1.1% | 0.0% 56% | 23% | 0.0% 2.0%
Total 88 83 91 77 89 428 77 505

Total

Theoverall dataon place of birth of the children (table 3.16) reveal sthat majority
of the children were born in ingtitutions. But, more than 10 percent of the scheduled
tribe children were born at home. This is highest amongst the Kattunayackas (27.5%
children were born in homes), followed by Paniyas and Adiyas. No Kurichia children

were home delivered; and home delivery cases are negligible anong Kurmas and non-

tribes.
Table 3.16 Place of Birth
Name of Social Group
Place of Birth _ _ | Kattu . Total
Pani. | Kuri. Kuru. | Adi. ST NonT
Institutional 100.0
] 82.9% 71.4% | 97.4% | 89.9% | 87.8% | 98.7% | 89.5%
delivery %
= Home 17.0% | 0.0% 27.5% | 2.6% 10.1% | 11.9% | 1.3% 10.3%
S [ On way to
= , 00% |00% |[11% |00% |00% |.2% 0.0% | .2%
hospital
Total 88 83 91 77 89 428 77 505

When we analyze the institutional deliveriesfurther (table 3.17), itisrevealed
that majority of the scheduled tribal children were born in government hospitals — all
Kattunayacka and Adiya children who were born in institutions were born in
government institutions only. In the case of non-tribes, even though a major percentage
of children were delivered in government institutions, a significant proportion was born

in private institutions too. This was also the case with Kurumartribes.
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Table3.17 Typeof Institutional Delivery

Name of Social Group

Type of Institution : : Total
Pani. | Kuri. Kattu. | Kuru. Adi. ST NonT
Government
. 95.9% | 91.6% | 100.0% | 69.3% | 100.0% | 91.2% | 57.9% | 85.6%
= facility
E Privatefacility | 4.1% | 8.4% 0.0% 30.7% 0.0% 8.8% | 42.1% | 14.4%
Total 73 83 65 75 80 376 76 452

In table 3.18, the place of birth has been analyzed according to birth order. This

has some interesting revelations. It is seen that the proportion of home deliveries

increases among the Paniyas with increasing birth order, wherein more than one-fourth

of children of birth order 3 and above were delivered at home. For the Kattunayackas,

the instance of home deliveries decreases a bit till the second birth order, but increases
from the third birth order, with amost half of children of birth order 4 and above being
born at home. Similar patterns are seen for Adiyas. For the non-scheduled tribes, the

instances of home deliveries is negligible, but with higher birth order, we see an

increase in the share of children born in private institutions.
Table 3.18 Place of Birth according to Birth Order

Birth Or der Name of Social Group Total
Pani. Kuri. Kattu. | Kuru. Adi. ST | NonT
Guvt. 90.3% 89.2% | 72.0% 66.7% 1000 | 846 | 56.0 | 80.7%
Private 6.5% 10.8% 0.0% 33.3% 0.0% | 105 | 44.0 | 15.0%
! Home 3.2% 0.0% 28.0% 0.0% 0.0% | 49% | 0.0% 4.3%
Total 31 37 25 33 36 162 25 187
Govt. 76.2% 88.0% | 90.0% 67.5% | 92.3% | 811 | 583 | 76.2%
Private 4.8% 12.0% 0.0% 30.0% 0.0% | 12.1 | 417 | 185%
2 Home 19.0% 0.0% 10.0% 2.5% 7.7% | 6.8% | 0.0% 5.4%
Total 21 25 20 40 26 132 36 168
Gov. 68.4% 100.0% | 77.8% 75.0% | 81.3% | 813 | 455 | 76.7%
Private 0.0% 0.0% 0.0% 0.0% 0.0% | 0.0% | 54.5 7.0%
3 Home 31.6% 0.0% 16.7% 25.0% | 18.8% | 17.3 | 0.0% | 15.1%
onwayl 0.0% 0.0% 5.6% 0.0% 0.0% | 1.3% | 0.0% | 1.2%
Total 19 18 18 4 16 75 11 86
Govt. 76.5% 100.0% | 53.6% 63.6% | 64.4 | 80.0 | 65.6%
4+ | Home 23.5% 0.0% 46.4% 36.4% | 356 | 20.0 | 34.4%
Total 17 3 28 11 59 5 64
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For majority children (table 3.19), their first check up was donewithin 24 hours
of birth. For the non-tribes, Kurichias and Kurumas, al children were shown
immediately after birth or within 24 hours. On the other hand, some 7 percentage of
the Kattunayacka children had no check up after birth, followed by 4 percentage

Paniya children.

Table 3.19 First check up after birth

First check Name of Social Group
up after _ . _ Total
) Pani. Kuri. | Kattu. | Kuru. Adi. ST NonT
birth
<24
H 83.0% | 100.0% | 75.8% | 100.0% | 94.4% | 90.2% | 100.0% | 91.7%
ours
<2
91% | 00% | 88% | 00% | 00% | 3.7% | 0.0% | 3.2%
days
<10
© 23% | 0.0% | 55% | 0.0% 11% | 1.9% | 0.0% 1.6%
E days
Later | 1.1% | 00% | 22% | 00% | 34% | 14% | 0.0% 1.2%
Not
g 4.5% 00% | 7.7% 00% | 11% | 28% | 0.0% 2.4%
one
Total 88 83 91 77 89 428 77 505

Health Care Preferences
The health care preferences during illnesses (table 3.20) show that for majority

of the children, the scheduled tribes prefer public facilities, whereas the non-scheduled
tribes prefer private facilities. Moreover, parents of more than 70 percent Adiya
children prefer public facility, followed by Paniyas and Kattunayackas. The private
facilities are preferred by parents of majority of Kurichia, Kuruma and Non-scheduled
tribe children; these communities also prefer AYUSH facilities, especidly
homeopathy. Kattunayackas, Kurichias, Kurumas and Adiyas also prefer traditional
healers.
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Table3.20 First Preferencefor health care

First Preferencefor Name of Social Group Total
o
health care Pani. Kuri. Kattu | Kuru. Adi. ST NonT
Traditional
1.2% | 16.9% | 20.5% | 15.6% | 12.6% | 13.3% | 4.0% | 11.9%
healer
Public
. 64.0% | 24.1% | 545% | 33.8% | 74.7% | 50.8% | 37.3% | 48.8%
= facility
E Private 29.1% | 37.3% | 23.9% | 35.1% | 8.0% | 26.4% | 48.0% | 29.6%
AYUSH 35% | 16.9% | 1.1% | 156% | 0.0% 71% | 10.7% | 7.7%
Home
2.3% 4.8% 0.0% 0.0% 4.6% 2.4% 0.0% 2.0%
remedy
Table 3.21 Reasonsfor health care preference
Reasons for Name of Social Group
health care _ ' _ Non | Tot
Pani. Kuri. | Kattu | Kuru Adi. ST
preference T
Affordable 33.7% 13.3% | 28.4% | 14.3% | 33.3% 249 | 147% | 234
Efficacy/sati 37.3
) 20.9% 43.4% 36.4% | 28.6% 28.7% 31.6 325
sfaction %
18.1
Near 20.9% 0.0% 15.9% | 18.2% | 34.5% o 17.3% | 17.9
0
Culturally 10.9
2.3% 24.1% 12.5% | 14.3% 2.3% 6.7% | 10.3
__| acceptable %
<
ko) Quick/ 12.1 20.0
= 14.0% 18.1% 45% | 24.7% 1.1% 13.3
better care % %
Suitsthe
hild 5.8% 1.2% 2.3% 0.0% 0.0% 1.9% | 4.0% | 2.2%
chi
Available all
. 2.3% 0.0% 0.0% 0.0% 0.0% 5% 0.0% | 0.4%
time
Total 86 83 88 77 87 421 75 496

And the top reasons (table 3.21) given for these preferences are affordability,
followed by efficacy and nearness of health facility by scheduled tribes (especialy
Adiyas and Paniyas), whereas, efficacy comes first for the rest of the social groups.
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Place of treatment

From the table 3.22 it can be seen that maority of the children received
treatment for their illnesses, but it was 10 percent higher for the non-tribal children.
Almost 15 percent of the scheduled tribal children did not receive any treatment during
illness; this was highest in the case of Kurichias and Adiyas, who resorted to home
remedies first for common illnesses and discomforts of infants like- vayambu,
chukkuvellam (water boiled with dried ginger), jeeragavellam (jeera water),
paalkayam, etc.

Most of the non-tribes prefer private medical care, where they say they don’t
have to wait for long. Even tribes who live near towns, prefer private treatments. This
means that if accessibility is not an issue, then people prefer private help — because of
flexible timings and immediate care. Among them, some felt that private doctors are
more concerned, sensitive and give less medicines, while others felt that recovery was
fast in private treatments.

Table 3.22 Children who Received Treatment
Name of Social Group

Total
Pani. Kuri. | Kattu. | Kuru. Adi. ST NonT
Treatment
92.7% | 72.2% | 88.2% | 95.1% | 75.7% | 85.2% | 97.1% | 87.0%
Sought
Total 41 36 34 41 37 189 34 223

Children who received treatments for their illnesses, mgority of them were
taken to a public facility by the scheduled tribes (as seen from Table 3.23) and to a
private facility by the non-tribes. More than 85 percentage of Adiya children, followed
by Paniyas and K attunayackas - received treatment in public facilities. This shows that
they are more dependent on the government health care system for treating their
children. Some tribes said they had to go to private facilities because doctors were not
available in the government health centres or even hospitals, sub-centres are closed
most of the days® and even in PHCs, not all days are OPD days, even OPD timings are

only till 1pm in the afternoon, and Sundays are closed. In cases where parents are

8 Even during the field visits, it was observed that majority of the sub-centres remain closed the whole
day.
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working as labourers, then they have no option but to take their child to a private doctor
because the government health centres close early in the evening.

A significant proportion of the Kurichia and Kuruma children also received
treatments in AYUSH facilities, since many of them prefer giving their children
homeopathy treatments. Interestingly, traditional tribal healers were consulted mostly
by the non-tribes, followed by Kattunayackas. More than 50 percent of the Kurichia
children received treatment in a private facility.

Table 3.23 Place of treatment

Name of Social Group

Place of treatment Total
Pani. Kuri. | Kattu. | Kuru. Adi. ST NonT

Traditional
tribal healer
Public facility | 43.9% | 23.1% | 46.7% | 38.5% | 85.7% | 47.0% | 27.3% | 43.7%

4.9% 0.0% 6.7% 5.1% 36% | 43% | 9.1% 5.1%

C_‘SU Privatefacility | 41.5% | 50.0% | 43.3% | 35.9% | 10.7% | 36.6% | 57.6% | 40.1%

F| AYUSH facility | 4.9% | 26.9% | 3.3% | 205% | 0.0% | 11.0% | 6.1% | 10.2%
Other 4.9% 0.0% 0.0% 0.0% 0.0% 1.2% | 0.0% 1.0%
Total 41 26 30 39 28 164 33 197

Switching over to another provider (table 3.24) when children did not recover
is common among the non-tribes, where, ailmost 50 percent of the children who did not
recover from their illnesses were taken to another health care provider for treatment.
This switching over is very low for the tribes, except Kurumas. What can be inferred
from this fact is that obviously the non-tribes have more access to variety of health
facilities (physical, financial) as compared to tribes, which encourages them to switch
over easily if results are not achieved within a time frame, or the fact that the tribes
have enough trust and patience for their heath providers, so that they do not switch
over to another one.

Table 3.24 Per cent Children who switched over to another provider

Name of Social Group
Total
Pani. Kuri. | Kattu. | Kuru. Adi. ST NonT
Switched | 6.7% 0.0% 0.0% | 40.0% | 0.0% | 9.7% | 50.0% | 20.9%
Total 15 2 5 5 4 31 12 43

For children suffering from chronic diseases, mgjority of them are shown in

government facilities, followed by traditional healers (table 26). Mgjority of the non-
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scheduled tribal children are shown in private facilities, whereas mgority of the
scheduled tribal children are shown in public facilities (80 percent of Paniyachildren),
followed by traditional healers (Kurichia, Adiya and Kattunayacka children). Some
children with chronic conditions do not receive any treatment, they belong to Paniyas

and Kattunayackas.

| mmunization

The Indian government has made it compulsory to immunize children from —
tuberculosis, diphtheria, pertussis, tetanus, polio, measles and vitamin A deficiency.
Universal immunization has been a major health goal in the NRHM campaigns. The
table 3.26 reveals whether the children have been receiving these vaccinations
regularly. It can be seen that majority of the children have received immunizations
regularly’, still 6 percent of non-tribal children and 3 percent of tribal children have not
received it regularly. Thisis highest amongst the K attunayacka community (10 percent
children have not been immunized regularly), followed by Paniya and non-tribes. Other
children did not receive regular immunisations, only if the child was ill during that

period.
Table 3.26 Receiving Immunizations Regularly
o Name of Social Group
Receiving
o . . ] Total
Immunizations | Pani. Kuri. Kattu. Kuru. Adi. ST NonT
Regularly
93.2% | 100.0% 90.1% 100.0% | 100.0% | 96.5% | 93.5% | 96.0%
Total 88 83 91 77 89 428 77 505

Completed levels of immunization for children above 24 months of age was
anayzed for the various groups (table 3.27), even though achild hasto get all hisbasic
immunizations by the end of first year of age, here we take children above 24 months

of age because sometimes immunizations get delayed due to some factors like-

" The respondents for the immunization details were mostly ASHAS, and in few cases, the mothers of
the children. Most of the mothers did not know the name of the vaccines, One has to depend on ASHAS.
That’s why, this section was unable to provide information on each and every specific vaccine, as it
might not be correct. Moreover, children may not get immunized at the exact due dates, because of
unavailability of vaccines or because most of them get their immunizations done in camps organized in
the colonies. If aparticular vaccine was to be given at the completion of 9 months, the infant would have
got it at 10 months of age. Or, the infant could have fallen ill during his due date, which would have led
to late vaccination. So, keeping such factorsin mind, the present section only focuses on children getting
immunized regularly and completed vaccinations, and not on specific vaccines and their correct timings.
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unavailability of vaccine or provider, illnesses etc. The table reveals that only Kurichia
and Kuruma children have compl eted their immunizations. More than 12 percent of the
non-scheduled tribe children have not completed their vaccinations, followed by
Kattunayackas, Paniyas and Adiyas.

Table 3.27 Immunization completed (children above 24 months)

Name of Social Group

Immunization ] ) . Total
Pani. Kuri. Kattu. Kuru. Adi. ST NonT
Completed

92.3% | 100.0% 90.3% 100.0% | 96.4% | 95.7% | 87.2% | 94.4%
Total 52 54 62 53 56 277 47 324

Majority of the children received vaccinations from government providers,
but the ST children are more dependent on public facilities (Paniyas, Kattunayackas
and Adiyas are completely), since they get their immunizations done during the
immunization camps organized by the respective PHCs in or near their colonies, at
the nearest sub-centre or anganwadi.® They generally avoid going alone, so they go
along with other mother and their kids. Table 3.28 shows that a good proportion of
non-scheduled tribe and Kuruma children received vaccinations from both
government and private facilities. This happened in those cases where the child was
borninaprivatefacility, so he/shereceived theinitia vaccinations of BCG, Hepatitis
B- first dose, DPT -1 and Polio0 from the private hospitals.

Table 3.28 Place of Vaccination

Name of Social Group

Place of
o _ ) _ Total
Vaccination Pani. Kuri. Kattu. Kuru. Adi. ST NonT
100.0
Govt. 98.9% | 91.6% | 100.0% | 71.4% o 93.0% | 63.6% | 88.5%
0
_ Private 0.0% 3.6% 0.0% 5.2% 0.0% 1.6% 7.8% 2.6%
©
S| Both govt &
_ 0.0% 4.8% 0.0% 23.4% 0.0% 51% | 28.6% 8.7%
private
Total 88 83 91 77 89 428 77 505

8 The immunization days are usually fixed — under some PHCs, immunization camps are held every or

alternate Tuesdays' Wednesdays, in order to cover al the sub-centres and coloniesthat they are supposed
to serve.
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Out of the 4 children who had never received any vaccinations (table 3.29), 3 of
them were non-tribes and only onewas aPaniya. The non-tribal children did not receive
vaccinations because their parents were scared of side-effects, and the Paniya child did
not receive any vaccination because the health centre was too far away.

Table 3.29 Reasons for never giving Vaccinations

Name of Social Group

Reasons ) Total
Paniyans ST Non- ST

Scared of
0 0 3 3

sideeffects

Total no

1 1 0 1

transport
Total 1 1 3 4

Table 3.30 Reasons for not completing vaccination

Reasonsfor not Name of Social Group
completing _ _ Total
o Pani. Kuri. Kattu. ST NonT
vaccination
Scared of
2 2 3 7
side-effects
Not
1 2 1 4 8
necessary
Family did
1 1 2 4
not allow
©
o] Child was
- 2 2 4
ill
No time 1 1 2
Scared to
1 1 2
go out
Total 4 6 1 11 5 16

Table 3.30 shows the reasons for not completing vaccination. It is seen that
majority of the non-tribal children could not complete their vaccination because the
family was scared of side-effects or the family did not allow the mothers to vaccinate

the children. Among the scheduled tribes, the main reason for not completing
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vaccinations was that they did not feel necessary to vaccinate, followed by illness,

scared of side effects, no time or scared to go out.

3.4 Utilization of ICDS
The Integrated Child Development Services programme has a multi-sectoral

approach to child well-being, including health, education and nutrition interventions,
implemented at the community level by establishing ‘anganwadi centres’, wherein they
“provide eight key services to 0 to 6 year old children and mothers, including —
supplementary feeding, immunization, health check-ups and referras, headth and
nutrition education to adult women, micronutrient supplementation, health referral and
preschool education for 3 to 6 year olds.® The utilization of ICDS servicesis important
for child growth and development, not only because they provide balanced nutrition,
but al so provide basic knowledge and value education, helping inthe overall personality
development of the children. The utilization patterns are similar for scheduled and non-
scheduled tribes (table 3.31). The Kattunayacka children make the least use of
Anganwadis. The registration is also lower among non-tribal children, Kurumas and
Adiyas. For the Kattunayacka children and Adiya children, registration is low because
there are lots of colonies which do not have any anganwadi nearby, even some Paniya
colonies'®. The reason for this is that Kurumas and non-tribes prefer to send their
children to private schools and nurseries than government anganwadis, whereas the
Adiyas take the children alongwith them to their workplaces or fields, or leave them in
the care of their elder siblings as was observed during the fieldwork.
Table 3.31 Registered in Anganwadi (36 months and above)

_ Name of Social Group
Registered
Total
in Pani. Kuri. | Kattu. | Kuru. Adi. ST NonT
A di
NQANWaCl —e3 3% | 94.7% | 39.0% | 77.8% | 79.1% | 74.2% | 70.3% | 73.6%
Total 36 38 41 36 43 | 194 | 37 | 231

%Gragnolati, Michele, Caryn Bredenkamp, Monica Das Gupta, Yi-Kyoung Lee and MeeraShekar,
(2006), “ICDS and Persistent Undernutrition: Strategies to Enhance the Impact”, Economic and Political
Weekly, 41(12), p. 1193-1201.

10 Colonies like — Chandroth, K ottamuruttu

73



Table 3.32 Attendance in Anganwadi (3 Yearsand above)

Name of Social Group
Sex of the Child Total
Pani. | Kuri. | Kattu | Kuru. | Adi. ST NonT
83.3 85.7 68.8 84.6 71.2
Regular 66.7% 50.0% 50.0%
% % % % %
Occassionall | 26.7 43.8 38.2 25.7 24.1
< 13.9% 14.3% 15.4%
,9 y % % % % %
No 6.7% | 28% | 6.3% | 0.0% | 11.8% | 5.6% | 0.0% | 4.7%
Total 30 36 16 28 34 144 26 170

Even though more scheduled tribe children are registered in the anganwadis, the
attendance is higher for the Kuruma, non-tribal and Kurichia children. They make the
maximum utilization of the anganwadis. Only 50 percent of the Kattunayacka and
Adiya children attend the anganwadis regularly (table 3.32). In some Adiya and
Kattunayacka colonies, parents send their children to anganwadis only when the teacher
or the helper personally go to pick them from their homes, as the anganwadi is very far
from their houses. But, the anganwadi workers say it isnot possibleto bring the children
from their homes every day because they have other kinds of work to do aswell. If they
do that daily, then it would not be possible to open the anganwadi by 9.30, but only by
10.30 or 11, because the houses are located in different areas, in different directions.
The helper has to clean and cook also. Similarly, many Adiya, Kattunayacka colonies
are located a bit far from their nearest anganwadis and the paths between them are not
properly maintained, narrow, steep, rocky, during the rains they are covered with
bushes, with snakes and other dangers. So, mothers don’t send their children daily, even
if they are registered. And in some colonies, like — Mangakandi, the Paniya mothers
complained that the teacher and the helper are not interested in running the anganwadi
there, they say, “they don’t come regularly themselves, even if the children go there,
they are not given proper care, then how can we send our children?”

The reach and presence of the anganwadis is very gquestionable especialy in
remote colonies. Theregistration of children is done, but regular attendanceis an issue.

The children who attend regularly definitely benefit from the balanced meals given
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here. But, those who do not and those below the age of 3 years, definitely suffer alot,
especially those of poorest households, children of single parents, unwed mothers, and

single earner in the family.

3.5 Child Feeding Practices
Breastfeeding Practices

When it comes to breastfeeding the newborns (table 3.33), al the
communities try to do it within one day of the birth (more than 90 percent children

receive breast milk within a day), but only significant proportion of Paniya children
(more than one-third) receive breast milk within an hour of birth. It is only when the
delivery was complicated, with very low birth weight babies, that the breastfeeding
gets delayed to more than one or two days.

Table 3.33 Breastfeeding Initiation

Name of Social Group

Breastfeeding
-, . - . . - TOtaJ
Inititation Pani. | Kuri. | Kattu. | Kuru. | Adi. ST NonT
Within one
N 36.3% | 6.0% | 12.8% | 10.4% | 59% | 14.1% | 16.9% | 14.5%
our
Within one
= g 56.3% | 91.6% | 79.1% | 77.9% | 81.2% | 77.4% | 76.6% | 77.3%
a
= y
| After 1
q 75% | 24% | 81% | 11.7% | 12.9% | 85% | 6.5% | 8.2%
ay
Total 80 83 86 77 85 411 77 488
Table 3.34 Classified age upto which exclusively Breastfed
Ageupto Name of Social Group
which
] . . _ Total
exclusively Pani. | Kuri. | Kattu. | Kuru. | Adi. ST NonT
Breastfed
Below 3
0.0% 10.4% 1.2% 5.4% 2.5% 3.8% 5.6% 4.1%
months
3to5
304% | 51.9% | 19.8% | 56.8% | 29.1% | 37.2% | 94.4% | 46.0%
8| months
o
= 6m/
69.6% | 37.7% | 79.0% | 37.8% | 68.4% | 59.0% 0.0% 49.9%
above
Total 79 77 81 74 79 390 71 461
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Very interesting is the fact that no non-tribal child was exclusively breastfed upto
6 months of age or above and all of the Paniya children received breastfeeding for more
than 3 months. (table 3.34); whereas maority of the scheduled tribal children received
exclusive breastfeeding till the age of 6 months and above. Kattunayackas top the list
here, followed by Paniyas and Adiyas. When we look at the average duration of
exclusive breastfeeding (table 3.35), it is highest for Kattunayackas (6.4 months) and
lowest for non-tribes and Kurichias. This could be because of two situations — one
where there is nothing else in the household that would be appropriate to feed young
infants, so the only dependence on breast milk for alonger time, and secondly, due to
the higher levels of education (jobs/ skills/ aspirations) and higher resource (food)
availability of the non-scheduled tribes leading to increased trust on external food
supplementation and formula milks (with help from higher access to media) and
robbing the infants of their best nutrition and immunity-builder? Thisiswhere theissue
needs to be probed further.

Table 3.35 Average Duration of Exclusive Breastfeeding

Name of Social Group
Average
) Total
Duration Pani. | Kuri. | Kattu. | Kuru. | Adi. ST NonT
(months) 60 | 45 | 65 | 47 | 60 | 56 | 44 | 54

Child Feeding and Consumption of Food Products

The age of initiation of food is important, in the sense that infants start
requiring more nutrients for growth only after 6 months of age, so external feed is
best given at this stage. Table 3.36 shows that negligible percentage of non-tribal
children were given external feed after 6 months of age, most of them started
receiving before that stage; whereas more than two-thirds of the Kattunayacka and
Adiyachildren received external feed only after 6 months of age.
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Table 3.36 Age at which semi solid/solid food started

. Name of Social Gro
Age at which I Hp
_ _ _ Total
food started | Pani. Kuri. | Kattu. | Kuru. Adi. ST NonT
<3
0.0% 9.2% 1.2% 5.4% 2.5% 3.6% 5.6% 3.9%
months
3to6
494% 52.6% 222% 58.1% 29.1% 41.9% 93.0% 49.8%
months
©
E 6
months | 50.6% 38.2% 76.5% 36.5% 684% 545% 14% 46.3%
/above
Total 79 76 81 74 79 389 71 460

Thefrequency of semi solid/ solid mealsin aday (for children above 6 months
of age) reveals the truth about food availability in the households, simultaneously
revealing whether the children receive enough to satisfy their hunger. Children need to
be fed quite frequently, 3 meals plus snacks is the miminum requirement of children.
From table 3.37, it is seen that even though mgjority of the children receive more than
3 medsin aday, asignificant proportion of Paniya, Kattunayacka children receive 2

meals or less; needless to say thisis highly insufficient.

Table 3.37 Number of semi solid/ solid mealsin a day (6 months/above)

No. Of semi/ Name of Social Group
solid mealsin ] ) . Total
Pani. Kuri. Kattu. Kuru. | Adi. ST NonT
aday
1 meal
6.3% 0.0% 0.0% 0.0% 1.3% 1.5% 1.4% 1.5%
+snacks
2 meals
8 35.4% | 22.4% 43.2% 17.6% | 27.8% | 29.6% | 14.1% | 27.2%
2 +snacks
3meals | 58.2% | 77.6% 56.8% 82.4% | 70.9% | 68.9% | 84.5% | 71.3%
Total 79 76 81 74 79 389 71 460
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Table 3.38 Number of semi solid/ solid mealsin a day (12 months and above)

No. Of semi Name of Social Group
solid/ solid ) ) _ Non- | Total
) Pani Kuri Kattu Kuru Adi ST
mealsin a day ST
1 meal
4.1% 0.0% 0.0% 0.0% 1.4% 1.1% 1.5% 1.2%
+snacks
2 meals
35.6% | 15.9% 41.8% 11.9% | 19.7% | 25.6% | 10.6% | 23.3%
g +snacks
F | 3meals
60.3% | 84.1% 58.2% 88.1% | 78.9% | 73.3% | 87.9% | 75.5%
+
Total 73 69 79 67 71 359 66 425

For children above 12 months of age, the picture is similar (table 3.38). More
than 40 percent of Paniya and Kattunayacka children receive only 2 measor lessin a
day, infact some Paniya children survive only on one meal. Actualy, this is partly
because less food is available in the house, and partly because these communities have
had the habit of eating only one meal in a day, which some continue till today. On the
other hand, more than 80 percent of non-tribal, Kurichia, Kuruma children receive 3

meals or more.

Table 3.39 Regular Consumption of food products (12 months and above)

Name of Social Group

Food Groups Non- Total
Pani Kuri Kattu | Kuru Adi ST T

Dairy products/egg | 82% | 275% | 7.7% | 49.3% | 141% | 20.7% | 66.7% | 27.8%

Fish 38.9% | 66.7% | 50.6% | 79.1% | 49.3% | 56.4% | 80.3% | 60.1%

Pulses/beans 58.9% | 71.0% | 69.6% | 58.2% | 56.3% | 63.0% | 72.7% | 64.5%

Dark leafy 945% | 82.6% | 82.3% | 77.6% | 74.6% | 82.5% | 78.8% | 81.9%

Fruits 34.2% | 85.5% | 53.2% | 76.1% | 43.7% | 57.9% | 87.9% | 62.6%

M eat Products 5.5% 7.2% 6.3% | 17.9% | 9.9% 9.2% | 39.4% | 13.9%

4+ food groups 13.7% | 435% | 20.3% | 50.7% | 16.9% | 28.4% | 71.2% | 35.1%
TOTAL 73 69 78 67 71 358 66 424

Besides quantity (or frequency), it isalso important to look at the quality or type
of food they are consuming regularly, since different food groups provide different set
of nutrients and strength and a balanced diet (at |east 4 food groups regularly) is highly
recommended for ideal growth. Table 3.39 reveals throws some light on this aspect. It
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is seen that majority of the non-scheduled tribal children (12 months and above)
regularly consume all the food groups, except meat, more than 70 percent consume four
or more food groups regularly; this is very low for the scheduled tribes (less than 30
percent) and least for Paniyas, Kattunayackas and Adiyas.

The tribal children do not consume meat or dairy products regularly. Animal
milk is something that all tribes avoid giving to infants. Rice kanji (porridge, lightly
salted) isthe main diet of infants and young children, slightly elder ones eat plain rice
with some green leafy vegeatabl e, pickle or chutney tribes. Some young infants, about-
to-be weaned or just weaned, are given rusks with weak tea - the only semi solid food
that they have. There was not much variety from one day to next, with occassional
consumption of fruits, eggs/fish (even rarer). While, in Keraa, even the non-tribes
hesitate giving animal milk to infants and young children, and prefer rice kanji and rusk
with weak tea, the non-tribes also feed them with lots of ragi porridge (highly
nutritious), avariety of fruits, and by the age of 9-10 months, the children arefed almost
everything the adults eat, in small amounts. Children going regularly to anganwadis can
maintain agood diet, but, Paniyas, and Kattunayackas seldom send their children to the
anganwadis, as they take them to work or leave them in the care of other people in the
house. Most mothers leave for work early in morning, whereas anganwadis only open
at 9.30. Thelir timings do not match. Thus, regular consumption of balanced meals, that
consist of different food groups, is adversely affected.

3.6 Child Health and its Relation with Child Characteristics
The birth order classification shows more than 40 percent of children have a

birth order of 3 and above in the Kattunayacka and Paniya communities; while among
the Kurichias and Adiya tribes, mgjority children arefirst borns. Asfor the analysis on
birth interval (see Appendix-4), al the social groups revea intervals of 36 months and
higher for majority of the children; it isinteresting to see that among Paniyas, amost 5
percent of children have been born within only 12 months of interval, even though the
number of casesis small the point is valid. Almost 20 percent of Adiya children have
been born within 23 months of interval, followed by Kurichias and Kattunayackas; this
is quite low among the non-tribes. When we analyse the birth weights by birth order
(see Appendix-4), it is seen that for non-tribes, the proportion of children with birth
weights above 3 kgs decreases with increasing birth order; whereas for the scheduled

tribes, the case is opposite — the proportion of children with birth weights of 3 kg and
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aboveincreases with increasing birth order, thisis especially the case with the Paniyas.
For Kattunayackas and Adiyas aso the case is similar, but is maximum for the second
borns. The Kurichias show no changes in birth weights with birth order. Similar results
are seen in the analysis of birth weights by birth intervals (see Appedix-4). Only for the
non-scheduled tribes, the picture seems clear, i.e., proportion of children with lower
birth weightsis decreasing with increasing birth interval, but for the scheduled tribes it
seems that birth intervals as such are not having that much impact on birth weights.
Only for Adiyas, some kind of trend is noticed; in the case of Kurumas, it is actually
getting reversed — the higher birth interval sare resulting in higher proportion of children
with lower birth weights. This needs to be probed further.
Table 3.40 Children with Low Birth Weight, <2.5kg (0-5 YEARYS)

Low Birth Weight, below 2.5 kg (% Children 0-5 Years Age) by Children
Characteristics
Socia Group
Pani Kuri Kattu Kuru Adi ST | NonT Totd

Child Sex

M 50 214 14.3 31.8 357 296 118 269

F 38.7 38.9 424 34.4 513 415 20 374
Birth Order

1 39.1 27.8 30 27.3 576 366 174 339

2 53.8 333 26.3 40 333 367 139 314
3+ 42.9 27.8 27.6 . 333 316 20 30
Birth Interval
<24 60 28.6 30 . 50 359 75 39.5
>23 44.8 314 26.3 42.1 278 341 109 293

Analysis of birth weight by child characteristics (table 3.40) reved that the
percentage of LBW is high among female children, the maximum gap being seen
among the Kattunayackans. Only the Paniyans seem to be exceptions, with higher male
LBW children. Birth order actsdifferently in the communities, with Kattunayackas and
Adiyansregistering more LBW children among first borns; the Paniyans and Kurumans
having more LBW children among 2"borns; while the non-tribes have higher LBW
among the 3" or higher birth order children. Similar is the case with birth interval,

where children born with Bl of 23 months have higher percentage of LBW casesamong
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the Paniyas, Adiyas and non-tribes; but in the case of Kurumans and Kurichians, the

proportions of LBW children increase in children born after 24 months of interval.

Table 3.41 Per centage of Underweight Children (3 months and above) by Background
Indicators

Indicator Sodial Group Totd
Pani Kuri Kattu Kuru Adi ST | NonT

Child Sex

M 69 28.6 30.4 12.2 31.8 344 86 31.8

F 54.8 16.7 31.8 3.2 45.9 321 83 28.3

Birth Weight (kg)

<25 66.7 19 36.8 174 61.3 24 . 39.5

2.5-3 65.2 29.3 19.2 5.7 16 253 156 23.6

>3 62.5 8.3 27.3 0 35.3 25 0 184

Birth Order

1 60 15.2 45.8 : 48.5 34 87 30.6

2 50 29.2 28.6 13.2 304 27.8 88 23.8

3+ 70.6 28.6 244 0 32 38 . 35

Birth Interval

<23 85.7 714 60 . . 474 . 45.2

>24 59.6 21.1 19.6 135 35.9 304 7 26.5

Exclusive Breastfeed

<3 : : . : . : . 105

3to5 79.2 15.8 50 : 52.2 338 91 26

6+ 54.7 345 28.1 : 333 342 86 34.2

No. of Meals

<2 56.2 35.3 34.3 : 304 378 . 354

3+ 66.7 19 304 5.2 42.9 312 85 27

4_Food groups

Y : : . : . 10 59 7.4

N 61.9 23.7 31.8 9 375 339 93 31

Reg_Immunization

Y 60.8 23.1 321 8.3 38.3 33 91 29.5

N 80 . 22.2 . . 429 0 31.6

Reg_Anganwadi

Y 69.6 21.2 . : 40.9 319 . 27.2

N 61.5 16.7 . : 57.9 451 . 41.1
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Intable 3.41, analysis by child characteristics revealsthat UW children are high
among Paniya, Kurichia and Kuruma boys; and Adiya girls. It isinteresting to see that
children born with LBW have higher percentage of UW among them, but birth weight
doesn’t seem to matter for Paniyan children. Higher percentage of UW children are
observed among first borns of Paniyas, Kattunayackas and Adiyas than other birth
orders, but for Kurichias, it isthe higher birth order children who are UW (even among
Paniyas). Similarly, there are more UW children among those who were born within an
interval of 23 monthsin all groups.

Another interesting indicator is duration of breastfeeding; it is seen from the
table that overal, the percentage of UW children is higher among those who were
exclusively breastfed for 6 months or more, and it decreases with decreasing duration
of exclusive breastfeeding. Increase in the duration of exclusive breastfeeding seemsto
decrease the proportion of UW children only in the case of Paniyans, Kattunayackans
and Adiyans.

Analysis by number of meals suggests that increased frequency of meals shows
less percentage of UW children; but in the case of Paniyas and Adiyas, children who
have 3 meals or more per day have more proportion of UW among them, which requires
further investigation. The percentage of UW children islower among those who regular
consume 4 or more food groups and those who attend anganwadis regularly than those

who don’t in all the communities.
Stunted Children (>3 months age)

When stunting is cross-tabulated with child characteristics (table 3.42) it isseen
that boy children have higher percentage of stunted than girls, except among Kurichians

and Adiyans, LBW children are observed to be stunted more; those that were born

within intervals of less than 23 months have higher percentage of stunting.
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Table 3.42 Per centage of Stunted Children (3 months and above) by Background

Indicators

Indicators Social Group Total

Pani Kuri Kattu Kuru Adi ST | NonT
Child Sex
M 575 47.6 69.6 26.8 455 498 419 488
F 52.4 52.8 56.8 194 51.4 479 25 44.6
Birth Weight (kg)
<25 62.5 61.9 57.9 26.1 51.6 517 364 504
2.5-3 52.4 48.8 57.7 22.9 48 446 357 432
>3 41.7 59.1 23.1 52.9 431 227 383
Birth Order
1 51.7 42.4 54.2 30 54.5 46.3 40 45.6
2 60 62.5 714 21.1 435 476 267 436
3+ 54.5 47.6 64.4 0 44 531 385 518
Birth Interval
<23 714 714 20 55.6 65.8 61.9
>24 54.3 52.6 62.5 189 41 477 316 453
Exclusive Breastfeed
<3 75 375 40 333
3to5 46.2 395 68.8 195 60.9 46,5 35 43.1
6+ 55.3 65.5 65.6 32 40.7 51.3 51.3
No. of Meals
<2 59.4 64.7 771 41.7 60.9 639 636 638
3+ 52.3 44.8 56.5 20.7 42.9 424 269 398
4 Food groups
Y 30 25
N 54.9 51.3 62.5 254 475 494 36.7 48
Reg_Ilmmunization
Y 51.9 50 64.2 23.6 48.1 481 322 46
N 100 55.6 714 66.7
Reg_Anganwadi
Y 56.5 455 455 389 20 36.1
N 53.8 42.1 39.2 375

83




And more interesting is the fact that children who are exclusively breastfed for
6 months or more are more stunted (maximum among Kurichia children) as compared
to those who were less breastfed, except in the case of Paniyans where stunting is more
among children who are breastfed for less than 3 months. Similarly, higher percentage
of stunted children are found among those who have 2 meals or less, who are not
regularly immunised (except in the case of Kattunayackas), and less stunting among

those who regularly consume 4 or more food groups.

Wasted Children (>3 months age)

Table 3.43 shows that wasting is higher among those born with LBW and those
who have BW more than 3 kilos (this is especially so among the Paniyan children!);
the first borns and those born in the order of 3 and above have higher wasting (except
Paniyan chidren, where the second born have the highest stunting; and those born
within Bl of 23 months have higher stunting. In terms of feeding practices, it is seen
that wasting is slightly higher among children who were exclusively breastfed for 6
months or more, and those who are fed 2 meals or less per day (except in the case of
Paniyans — where higher wasting is found among children who eat 3 meals or more a
day). There are no cases of wasting among children who consume 4 or more food
groups regularly. Similarly, among those who attend anganwadis regularly, wasting is
less.

Both Underweight-cum-Stunted Children (>3 months age)

As regards underweight-cum-stunted children, the table 3.44 shows that boys
are at a dight disadvantage with higher proportion of UWCS among them, except in
the case of Adiyas. The proportion of UWCS children is higher anong LBW children,
first borns and those born in the order of 3 or above and within intervals of 23 months.
Similarly UWCS is less among Paniya, Kattunayacka and Adiya children who have
been breastfed for 6 months or more (except among Kurichias and total children); it is
also less among those who receive 3 meals or more (except among Paniyas), who are
regularly immunized, those who consume 4 or more food groups regularly and those

who attend anganwadi regularly.
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Table 3.43 Per centage of Wasting among Children (3 months and above) by

Background Indicators

Indicator Socid Group Total
Pani Kuri Kattu Kuru Adi ST | NonT

Child Sex

M 325 9.5 13.6 13.6 12.3

F 28.6 111 15.9 16.2 153 188 15.8

Birth Weight (kg)

<25 29.2 15.8 22.6 169 182 17.1

2.5-3 33.3 14.6 115 10.2

>3 62.5 13.6 0 139 182 10.2

Birth Order

1 27.6 18.2 25 21.2 188 20 18.9

2 35 8.7 9.5 9

3+ 30.3 111 12 14.1 135

Birth Interval

<23 42.9 158 16.7

>24 304 54 10.3 111 10.2

Exclusive Breastfeed

<3

3to5 33.3 10.5 13 12.7 117 124

6+ 28.8 13.8 9.4 16.7 15.6 15.6

No. of Meals

<2 21.9 11.8 14.3 151 138

3+ 36.4 10.3 6.5 179 134 135 134

4 Food groups

Y 0

N 30.5 105 114 15 148 82 14

Reg_Immunization

Y 325 10.3 111 14.8 147 119 14.3

N 0 0

Reg_Anganwadi

Y 304 9.7 10.5

N 30.8 42.1 29.4 28.6
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Table 3.44 Underweight-cum-Stunted Children (3 months +) by Background

Indicators (%)

Socia Group
Total
Pani Kuri Kattu Kuru Adi ST | NonT
Child Sex
M 442 23.8 28.3 9.3 205 252 57 225
F 34.1 10.8 22.7 0 29.7 205 27 17.7
Birth Weight (kg)
<25 50 14.3 26.3 16 355 292 26.7
253 34.8 21.4 154 12 15.7 14.6
>3 18.2 294 151 11.1
Birth Order
1 41.9 8.8 333 273 221 83 202
2 28.6 25 23.8 174 18.6 14.7
3+ 42.9 23.8 22.2 28 28.5 26.4
Birth Interval
<23 57.1 57.1 50 36.8 33.3
>24 34.7 184 17.9 256 213 18.2
Exclusive Breastfeed
<3 133 105
3to5 62.5 12.8 43.8 435 271 45 199
6+ 30.9 24.1 23.4 16.7 217 21.7
No. of Meals
<2 39.4 29.4 28.6 26.1 289 26.5
3+ 41.3 13.6 26.1 25 20.9 18
4 Food groups
Y 10 3.7
N 39.1 18.2 26.1 5.6 238 233 55 212
Reg_Immunization
Y 36.6 17.7 25.9 53 247 223 45 197
N 80 22.2 42.9 0 31.6
Reg_Anganwadi
Y 47.8 14.7 227 217 18.1
N 46.2 36.8 314 28.6
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3.7 Child Health Care Utilization by Child Char acteristics

Children born in Hospitals (0-5 year s age)

Table 3.45 Children born in Hospitals (0-5 years) by Background Indicators
(%)
Indicators Social Group Total
Pani Kuri Kattu Kuru Adi ST | NonT

Birth Order
1 96.8 100 70.8 100 100 95 100 95.6
2 8l 100 90.5 97.5 92.3 93.2 100 94.7
3+ 72.2 100 63 75 74.1 739 933 75.9
Birth Interval
<23 85.7 100 70 100 100 90.2 80 89.2

Table 3.45 shows that majority children of the first (except Kattunayackas) and

second birth orders have been born in hospitals. As the birth order increases, the

proportion of hospital-born children decreases.

In the case of birth interval, the

proportion of hospital born children decreases if the interval is 24 months or more, in

case of Paniyas and Adiyas (but in the case of non-tribes, the proportion of hospital-

born children islessif the Bl is 23 months or |ess).

Children receiving Treatment for IlInesses (0-5 years age)

Table 3.46 Children who Received Treatment During IlIness (0-5 years, %)

Indicator Social Group Tot
Pani Kuri Kattu Kuru Adi ST | NonT

Child Sex
M 91.3 82.6 94.1 917 66.7 84.7 909 85.2
F 94.4 58.3 824 100 92.3 87 100 90
Birth Order
1 100 66.7 100 100 87.5 89.9 100 91
2 100 818 90.9 90.9 70 86.9 95 88.9
3+ 85 77.8 80 100 63.6 79.3 100 81

Overal, ahigher percentage of female children (esp. Adiyas) receive treatment

for illnesses in al communities, except Kurichias (where the treatment gap between

male and female children is very high!) and Kattunayackas. Moreover, the proportion
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receiving treatment is lowest for children who have a birth order of 3 or more (table
3.46).
Children receiving Immunizations Regularly (0-5 year s age)

Table 3.47 Children Receiving Immunizations Regularly (0-5 years, %)
. Socia Group
Indicator Tot
Pani Kuri Kattu Kuru Adi ST | NonT

Birth Order

1 93.5 100 95.8 100 100 98.1 100 98.4
2 100 100 95.2 100 100 99.2 946 98.2
3+ 88.9 100 84.8 100 100 91.8 80 904

Similarly, just like treatment-seeking behaviour, a higher proportion of first
born or second born children receive treatment as compared to third borns and above.

Thisis more so among non-tribes and K attunayackas (table 3.47).

Children attending Anganwadis Regularly (>3 year s age)

Table 3.48 Children Attending Anganwadi Regularly (36months/above, %)

. Socia Group
Indicator Tot

Pani Kuri Kattu Kuru Adi ST | NonT

Child Sex
M 75 75 50 824 35.3 65.4 917 68.9
F 57.1 93.8 50 90.9 64.7 72.7 78.6 73.8
Weight-for-age
N/Abv 64.7 83.3 46.2 88 58.3 716 818 73.3
uw 66.7 . . . . 56.2 . 56.2
Height-for-age
N/Abv 66.7 78.9 455 875 52.6 69.3 83.3 717
ST 66.7 87.5 . . 46.7 66.7 . 67.8
Weight-for-height
N/Abv 65 8l 57.1 85.2 64 729 80 73.9
WS 70 . . . . 458 . 51.9

Among the Paniyas and non-tribes, a higher proportion of male children
regularly attend anganwadis (table 3.48) as compared to a higher proportion of female
children among the other groups, especially Adiyas and Kurichias. Similarly,
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anganwadi attendance is regular among children who have normal weights and heights

for their ages as compared to underweight, stunted and wasted children.

3.7 Child Feeding Practices by Child Char acteristics

Children who wer e Breastfed Exclusively for 6 months or more (>6 months age)

Table 3.49 Children Exclusively Breastfed for 6/more months (6-60 months age,
%)
. Socia Group
Indicator Tot
Pani Kuri Kattu Kuru Adi ST NonT
Child Sex
M 63.2 35.9 814 45.2 773 612 52.5
F 75.6 41.7 76.3 28.1 571 571 47.5
Birth Place
I 72.3 38.7 78.2 38.9 68.6 579 47.9
H 57.1 80 66.7 68 66.7
Birth Order
1 73.3 47.1 87 40.6 758 63.2 54.9
2 63.2 30 68.4 34.2 714 504 39.1
3+ 70 333 79.5 56 63 56.4
Birth Interval
<23 50 71.4 80 40 100 743 66.7
>24 68.9 235 75 35.1 541 537 44.3
No. of Meals
<2 T2.7 52.9 85.7 38.5 69.6 694 63.6
3+ 67.4 34.5 73.9 37.7 67.9 547 44.6

Child breastfeeding by child characteristics (table 3.49) revea that a higher

proportion of male children (esp. Among Adiyas and Kurumas) are exclusively

breastfed for 6 months/more, except Paniyas where it is higher for girls. The table also

shows that those children who are born at home are exclusively breastfed more. The

second/ third birth order children and those born after an interval of 24 months have the

least proportion of being exclusively breastfed for 6 months/more.
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Children regularly having 3 meals or moredaily (>12 months age)

The frequency of meals reduces with increasing duration of exclusive
breastfeeding — so, the earlier the children are weaned, more the number of meals the
children have (table 3.50).

Table 3.50 Children regularly having 3meals/ more aday (lyear+)

. Socia Group
Indicator Tota
Pani Kuri Kattu Kuru Adi ST NonT
Child age upto which BF
<3 . 100 . . . 923 . 94.1
3to5 65.2 88.6 68.8 86.8 76.2 79.7 871 821
6+ 58 74.1 548 92 79.2 679 . 67.9

Children regularly consuming 4 or morefood groups (>12 months age)

Table 3.51 Children regularly consuming 4/more food groups (1 Yrs+)

. Socia Group
Indicators : Tota
AIl ST | Non-tribes
Child Sex
Mae 3.2 333 7.3
Female 24 19.4 5.3

Child age upto which BF

<3 months . 50 11.8
3to5 months 3.8 24.2 10.3
6+ months 24 . 24
No. of Meals

<2 1 . 19
3+ 34 27.6 7.8

Table 3.51 shows that child’s and the duration of breastfeeding has a big
influence on whether a child consumes a variety of food groups among the non-tribes.
Such variations do could not found among the STs due to very low cases of children
having 4 or more food groups regularly. The proportion of male children receiving 4
food groups is higher, and among non-tribes, it is high for those who were exclusively

breastfed for less than 3 months age and those who have 3 or more meals daily.
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Table 3.52 Child Health Status and Health Care Utilization among the Different Groups

Child Profile Pani Kattu Adi Kuri Non-T Kuru
Y oung agegrp .
(<24mts)
High Birth order * *
Low BW * *
LBW/high BO *
LBW/low BI *
No Exclusive BF
* * *
upto 6 months
BF 6m + * *
2mealg/less/day *
<4 food groups * * *
No ORS * *
Chronic Illness * *
Recovery Cl * *
Avg. Weight *
Avg. Height *
Underweight * * *
Stunting * * *
Wasting * * *
No Birth
*
Registration
Home Delivery *
Home del./ higher
* * *
BO
No treatment/Cl * *
Incomplete . . .
Immunization
Not attending
* * *
Anganwadi

(* representsthe highest proportion of children in comparison with other groups)

3.8 Conclusion

A comprehensive picture of child health and health care utilization among the
various communities (table 3.52) has been derived from the analyzed tabl es throughout
the chapter. It should be noted that all the indicators are negative in character, and the

stars are put in front of those groups which have the highest proportion of children in

91



those categories, as compared to other population groups. So, we see that in terms of
child health care utilization indicators, like — no birth registration, home deliveries,
home deliveries increasing with increasing birth order, no treatment for chronic
illnesses, incomplete immunization and utilization of anganwadis, then -Kattunayacka
children have the lowest utilization, followed by Paniyas and Adiyas. However, if we
analyze the picture from other aspects like — higher proportion of children in younger
ages (below 24 months), proportion of children in higher birth order, low birth weight,
decreasing birth weights with increasing birth order and decreasing interval, exclusive
breastfeeding upto 6 months and after 6 months, taking 2 meals or less per day,
consumption of lessthan 4 food groups, receiving ORS, chronic illnesses, its recovery,
average weights and heights, then — we see that Paniya children suffer the most in terms
of nutrition and nutritional status, followed by Kattunayacka and Adiya. The overall
picture reveals that Kuruma children are the healthiest with the highest health care
utilization, closely followed by non-tribes and Kurichias.

Similarly, when child health and health care indicators are cross-tabulated
with other characteristics, then interesting relations are observed. It is seen that birth
intervals and birth orders play important roles in birth weight, nutritional status, place
of birth, treatment sought during illnesses and to a lesser extent - immunization. In
communities where breastfeeding duration is higher, the quality and quantity of food
that a child receives is less (Kattunayacka, Paniya). Infact, it implies that the food
availability in the household is so insufficient that mothers are forced to continue
breastfeeding for longer periods. The quality of food seems and attendance in
anganwadi are seen to important in the nutritional status of the children. Similarly, the
attendance in anganwadi differs substantially for the male and female children and aso
varies among children according to their nutritional status, or it could be a two-way
process: children regularly attending anganwadi could have better nutritional statusand
children with better nutritional status are the one who attend anganwadis regularly!
However, the most important finding was the fact that at the time of birth, the average
weights and heights of the Paniya, Kattunayacka children are at par or even better than
the other groups, it is only after the age of 8 months that their growth curves seem to
dip and it peaks at the age of 2 years. This shows that till the time of exclusive
breastfeeding the children have similar measurements, but as soon as they start
depending on external feeding, the Paniya, Kattunayacka and Adiya children lag
behind.
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Chapter — 4

HEALTH STATUSAND HEALTH CARE UTILIZATION OF MOTHERS

4.1 Background Details

The child health status can only be understood when the status of their mother’s
health and health care utilization is clear. This chapter presents an account of the
mother’s demographic, socio-economic details, personal habits and health, followed by
their antenatal care and illness care. The status and behavior of mothers serves as
ground for their accessing hedth care for their children as well. The background
characteristics of mothers reveal that most of the mothers belong to the age group of 25
to 29 years, but the scheduled tribes also have a high proportion of mothersin the age
group of 20— 24 years, with Adiyas, Kattunayackas and Paniyas having more than one-
third mothers from this young age category; whereas the Kurumas have the least
proportion of mothers belonging to this age group. There are also cases of motherswho
are below 19 years of age among STs. The average age of the mothers (Appendix 5) is
lowest for Adiyas and Paniyas, and highest for the non-scheduled tribes and Kurumas.
The difference in age of mothers between the highest and lowest average age is almost
3 years, and if we see the median ages, then it comesto four years, which is quite high.
It shows the average ages at marriage and first birth. It can be seen that Kattunayacka
mothers have the lowest average age at marriage and first birth, followed by Paniyas.
On the other hand, Kurumas and non-tribal mothers have the highest average age at
marriage and first birth. The difference between the highest and lowest averagesis more
than 5 yearsin both the cases!

More than half of the Kattunayacka mothers were married before the age of 18
years, followed by Paniyas and Adiyas. For the non-scheduled tribes, thisis negligible.
Moreover, more than one-third of Kattunayacka mothers gave their first birth before
attaining 18 years of age, followed by Paniyas and Adiyas, which makes about 18
percent of all scheduled tribe mothers. It is negligible in the case of non-tribes and
Kurumas. Magjority of the mothers are currently married. But, among scheduled tribes
we see few cases of unwed mothers and also who are divorced/ separated; such cases
are nil among the non-tribes. There have been reports of increasing instances of unwed
mothers among the scheduled tribes in this area due to their exploitation by non-tribes
despite the tribal colonies being out of bounds for the genera public. This point is

important here, in the context of the survival and the development of the children,

93



because these mothers are (atleast in mgjority of the cases) outcaste or do not receive
the social support that generally mothers do and the money that they receive from the
panchayats is not enough for maintaining even a family of two people. This calls for

some serious attention from the policy makers.

4.2 General Health and Illness

The general health status indicators of a person are hisher anthropometric
measurements and episodes of illness. The standard indicators used to measure
mother’s health are height (<145 cms refers to a short stature) and body mass index
(<18.5 is considered low/thin), both of which are very much related to her child’s
safe delivery and post-natal health and health care.

Table 4.1 Short-Statured Mothers (<145 cms. Height)

Height Pani | Kuri | Kattu | Kuru | Adi | ST | NonT | Total

% 39.1 21 333 | 98 | 291 | 265 6.7 23

Mean height, cms. | 147.7 | 151.4 | 150.5 | 152.7 | 149.9 | 150.4 | 154.6 | 151.1

Table 4.1 shows that Paniyans have the highest share of mothers who have a
short stature, followed by Kattunayacka and Adiya mothers. The least proportion of
short-statured mothers are among the non-tribal mothers. Even the mean height of

Paniyamothersis 7 cms. lower than that of non-tribes.

Table 4.2 Body Mass Index of Mothers (%)

Paniya | Kurichia | Kattunayacka | Kuruma | Adiya Non | Tota
BMI ST
S S S S S -ST I
Low 35
(<185 | 56.6 21.3 50.8 8.4 40 4' 116 | 314
)
Norma 56
| (18.5- 40 68.9 47.4 67.8 56.4 | 60 | 56.8
1
24)
High
(>25) 33 9.8 1.7 23.7 3.6 85 | 283 118
Total 60 61 59 59 55 294 | 60 | 354

The analysis of BMI among mothers (table 4.2, excludes pregnant women

and those who gave birth recently) shows that a high percentage of the Paniya and
Kattunayacka mothers are underweight, followed by Adiyas. Kuruma and Kurichia
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mothers have the maximum proportion of normal BMI mothers, followed by non-
tribal mothers. Infact, a good percentage of the non-tribal and Kuruma mothers are
over-weight. The average weights are highest for the non-scheduled tribe mothers
(more than 54 kgs.), followed by the Kurumas (53 kg). The lowest average weights
are found for the Paniya mothers, whose average is only 40 kilos, i.e. — 14 kilos
shockingly lower than that of non-tribal mothers!

Reported illnesses (table 4.3) are higher among Paniyas (more than 30
percent mothers reported someillnesses in 2 weeks prior to the survey), followed by
Kurumas, non-tribes and K atttunayacka (more than 20 percent mothers) as compared
to other communities. Least cases of illnesses were reported by Kurichia and Adiya
mothers. Among those who reported illnesses, majority of them suffered from some
kind respiratory illness/fever (cold, cough), followed by other type of acute illnesses
which mostly included — severe headache, earache, swollen feet, chicken pox,
jaundice, pneumonia, dengue, selling of gums/ jaw, ENT infections etc. Chronic
illnesss were reported by Paniya, Kurichia mothers, followed by Kurumas and
Adiyas. These included mostly — chronic backache (mostly after child birth),
tuberculosis, asthma, thyroid, heart ailments, high blood pressure etc. During the
field work, it was found that one Adiya mother had died recently due to cancer.
Chronic illnesses were reported to be least among the non-tribal and Kattunayacka

motherst.
Table 4.3 Any lliness in last 15 days

Name of Social Group
; . . Total
Pani. Kuri. Kattu Kuru. Adi. ST Non- T
Any chronic 3 3 1 2 2 11 1 12
illness 43% | 4.3% 1.5% 31% | 3.0% | 3.3% 1.5% | 3.0%
Respiratory/ 12 0 8 8 1 29 7 36
seasonal
fever 17.4% | 0.0% 12.1% 12.3% | 1.5% | 8.6% | 10.8% | 9.0%
Digestive 0 0 2 1 0 3 0 3
disorders | 000 | 0.0% 3.0% 1.5% | 0.0% 9% 0.0% 7%
" 6 0 2 3 2 13 5 18
other
8.7% | 0.0% 3.0% 46% | 3.0% | 3.9% 7.7% | 4.5%
Total 69 69 66 65 67 336 65 401

! Field observations on the responsiveness of the people revealed interestingly contradictory behavior.
While, some of the Kattunayacka women, especially those in the remote colonies like- Gunduvady and
Chandroth, were the most shy and clearly, unresponsive and unwilling to talk even; the younger
generation among Kattunayackas (boys, girls, women) were actually some of the most talkative and
cooperative.
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4.2 Health Care Utilization by Mothers

Place of All Deliveries

Regarding the place of delivery, table 4.4 shows the proportion of mothers
who had all deliveriesin institutions and home. It is clear that mgjority of the mothers
had institutional deliveries, but more so the non-scheduled tribal and Kuruma mothers,
followed closely by Kurichias. While majority of the women had all their deliveriesin
government institutions, a good proportion of non-tribal and Kuruma mothers had all
their deliveries in private institutions only, throwing light on their physical, financial
capabilities to access private heathcare. None of Adiya or Kattuanayacka mother had
al their deliveries in private institutions, this is negligible in the case of Paniyas and
Kurichias too. Only half of the Kattunayacka mothers had all institutional deliveries,
infact more than 13 percent of them delivered all their children at home, followed by 6
percent Adiyaand Paniya mothers. None of the Kurichia, Kurumaor non-tribal mothers
had all home deliveries.

Table 4.4 Place of all deliveries

Name of Social Group
All Deliveries Total
Fr’]"i" Kuri. Kz‘tt Kuru | Adi. | ST | NonT

Private, % 2.9 4.3 0.0 27.7 0.0 6.8 35.4 115
Govt.,% 551 | 841 50.0 61.5 67.2 63.7 47.7 61.1
Pvt/Gvt.,% 504 | 913 50.0 93.8 67.2 72.3 93.8 75.8
Home,% 5.8 0.0 13.6 0.0 6.0 51 0.0 4.2
Total 69 69 66 65 67 336 65 401

Place of Ddlivery at the time of Last Birth and Checkup

The following table shows the proportion of mothers who had their last
delivery in ingtitutions (table 4.5). It is seen that all the Kurichia mothers had their
last birth in ingtitutions, followed by non-tribes and Kurumas. The Kuruma mothers,
even if they live in some of the remotest colonies like — Maarodu, prefer institutional
deliveries and get themselves admitted in hospitals, whether government or private.

On the other hand, almost one-fourth of the Kattunayacka mothers had their
last birth at home, followed by 14 percentage Paniya and 10 percent Adiya mothers,
resulting in amost 10 percentage of Scheduled tribe mothers having their last birth

at home, compared to only one among the non-tribes.
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Table 4.5 Had Institutional Delivery during Last Pregnancy

Name of Social Group
Ku Non Tot
. - - |
Percent Mothers Pani. i Kattu Kuru. | Adi. ST T a
85.5 1%0 758 | 96.9 | 89.6 | 89.6 | 985 9&'

And among those who had their last birth in institutions (table 4.6), it can beread
that maority of them delivered in government institutions, with scheduled tribal
mothers being more dependent on public facilities for delivery. The Kattunayackas
and Adiya mothers who went for ingtitutional deliveries, all of them delivered in
publicinstitutions. A few among Paniyas and K urichias who went to private hospitals
said doctors were not available in government hospitals, which forced them to take
private help. This is not the case with the non-tribal mothers, almost 47 percent of
whom went to private health care institutions for their last delivery. Even one-third

of Kuruma mothers had delivered in private hospitals.
Table 4.6 Type of Institution (% Mothers)

Name of Social Group
. Tot
Place of Delivery . i -
Pani. Ifiu Kattu Kuru | Adi. | ST N(_)rn al
Government 94.9 gg' 100.0 66.7 100.0 | 90.4 53.1 8;'
Private 51 | 72| 00 333 | 00 | 96 | 469 15"
Total 59 69 50 63 60 301 64 356

Mothers receive an allowance for delivering in government institutions, for
their first two children under the Janani Suraksha Y ojana. The survey revealed that
25 percent of the scheduled tribal mothers did not receive the JSY amount for their
last delivery, because of paperwork and repeated visits to the bank and the hospitals
required in order to claim the money (table 4.7)2. They say it takes 3 -4 trips to the
hospital to receive it and they end up spending more on transport than they get; or
they are asked to come later because of unavailability of funds. So, most of them

prefer to forego it (especialy, those who delivered in far away hospitals like —

2 Cost of transport per hospital trip: Rs. 300 to 700/-, depending on the location of colony. So, some of
the mothers felt they had to spend more on travelling than the amount they will be getting, leading to
them not claiming the money.
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Kozhikode Medical College). Even among those who received, very few mothers
received the full amount (most of them only receive the transport amount of some Rs.
700/). Thiswas the case with more than one-third of the Kurichiaand Paniyamothers
who were eligible to receive JSY, whereas close to 90 percent of Kuruma mothers,

followed by non-tribal and Kattunayacka mothers received the allowance due to

them.

Table 4.7 Received JSY for last delivery

Name of Social Group
Received JSY for last . Ku . Non- | Tot

delivery Pani. fi. Kattu Kuru | Adi. ST T
(% Mothers) &2

649 | % | 833 | 897 | 744 | 742 | 862 | >
Total 37 45 30 39 43 194 29 232

Table 4.8 shows the time of first check-up after last delivery. It can be seen that all
Kurichia, Kattunayacka and Non-ST mothers had their first checkups within 2 days of
delivery, whereas checkups were delayed for amost 10 percent Kattunayacka mothers. Infact,
more than 5 percentage of Kattunayacka, Adiya and Paniya mothers had no check up at all

after their last births.
Table 4.8 First check up after Last Delivery

Name of Social Group

First Total
Checkup | Ppani. Kuri. Kattu Kuru. Adi. ST Non- T

<2 days 89.9% | 100.0% 83.3% 100.0% | 92.5% 93.2% 100.0% 369

<l1l0days | 5.8% 0.0% 9.1% 0.0% 1.5% 3.3% 0.0% 11

No 4.3% 0.0% 7.6% 0.0% 6.0% 3.6% 0.0% 12
checkup

Total 69 69 66 65 67 336 65 401

Among the reasons given by mothers for not going for institutional delivery
in their last birth, the major factors that emerged were no time, no transport, do not
trust services or no oneto assist take them to health careinstitutions (table 4.9). There
was one case of a non-tribal woman who had to delivery at home because they had
no time to go to hospital. It is interesting to see that no Kurichia, Kuruma, or non-
tribal woman delivered at home due to “unavailability of transport™, whereas one-
fifth of Adiya, Paniya and Kattunaycka mothers had to deliver at home because of no

transport or because the health facility wastoo far. Some of them said they delivered
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before the ambulances or hired jeeps could reach there. More than 40 percent of

Adiya mothers and 30 percent of the Kattunayacka mothers revealed that they were

scared of going to hospitals (because of the injections, the strict behaviour of nurses

and staff), whereas for the Paniya mothers the major reason was that they delivered

at night (during which time the transport is mostly unavailable, even ambulances

don’t come) and they had no time to go to hospitals. Discussions with Kattunayackan

women showed that they did not consider it necessary to deliver in hospitals. ASHAS

said the women go for hospital deliveries only for their first child, while the rest of

the children were delivered at home, especially those Paniyans and K attunayackans

living in the remote colonies like — Madaparambu and Chandroth.

Table 4.9 Reasons for not going for institutional delivery at the time of Last Birth

Reasons for delivering
at home

Name of Social Group

Pani

Ku

Kattu

Kuru

Adi.

ST

Non-
T

No time (delivery at
night)

Too far/ no transport

Scared/ do not trust
services

Not customary

No one to take care/
assist

N P O N O

W w U w N

1

Total

10

ol O O O o o

16

NITO O O O DN

Nk, O WON P

0
0
0
0
1

Many women also complained that they preferred home deliveries because you

need someone to assist you in hospitals, then one has to spend on their food/ other

expenses (someone is needed at home too, to take care of her other small kids) and

husbands usually do not prefer to accompany them, especially if it is a peak working

season (they would not forego a day’s wage). ASHAs say that some home deliveries

happen because the women forget their due dates, according to them, “these tribal

women don’t give importance to most things, their memories and their system of time-

keeping is very different from ours, they don’t realize the importance of remembering

their due dates. And then they say they are very busy in their household chores and

outside work, that they forget these things. Even if we remind them and ask themto go

and get admitted in hospitalsjust beforetheir due date, they refuse to go and give plenty

excuses.”
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4.3 Ante- Natal Care at thetime of L ast Birth

Regularly seeking ante-natal care is important to ensure proper growth and
avoid infections and complications at the time of delivery. From table 4.10 it can be
seen that almost all the mothers reported to have received ante natal check up atleast
once during their last birth.

Table 4.10 ANC at the time of Last Birth
Name of Social Group

Ever ) _ . Total
Received Pani. Kuri. Kattu Kuru. Adi. ST Non-T
ANC
100.0% | 98.6% 98.5% 100.0% | 100.0% | 99.4% | 100.0% | 99.5%
Total 69 69 66 65 67 336 65 401
No. Of ANC visits
<3 8.7% 1.5% 12.3% 1.5% 1.5% 5.1% 6.2% 5.3%
3/ more | 91.3% | 98.5% 87.7% 98.5% | 98.5% | 94.9% | 93.8% | 94.7%
Total 69 68 65 65 67 334 65 399

Of those who ever received ANC, mgjority of them went for 3 or more
checkups. Here also, the case of Kattunayacka mothers gets highlighted when it is
seen that about 12 percentage of mothers went for less than 3 ANC check-ups,
followed by 8 percent Paniyamothers and non-tribes. Kurumas, Kurichiasand Adiya
mothers reported to have gone for 3 or more ANC visits during their last birth. A
minimum of 3 ANC visits is necessary in order to monitor the health of the mother
and foetus during the pregnancy period.

And the place of ANC for most of the mothers were public facilities (table 4.11)
— Adiya and Paniya mothers were completely dependent on the public facilities for
ANC. The private facilities were used by a good proportion of the non-tribal and

Kuruma mothers during their last birth as also by afew Kurichia mothers.
Table 4.11 Place of ANC at the time of Last birth

Name of Social Group
Place of
] ] . Total

ANC Pani. Kuri. Kattu Kuru. Adi. ST Non- T
fgg\lﬁy 100.0% | 92.6% 98.5% 72.3% | 100.0% | 92.8% 67.7% | 88.7%
]E’;'C‘I’ﬁ‘ttj 0.0% | 7.4% 1.5% 27.7% | 0.0% | 7.2% | 30.8% | 11.0%

Both
Govt. & 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 1.5% 3%
private

Total 69 68 65 65 67 334 65 399
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Similarly, while mgjority of the mothers received two doses of tetanus
injections and 100 iron/folic tablets/ syrup at the time of last birth, the case of
Kattunayackas again comes into focus with 16 percentage of mothers not receiving,
followed by seven percent of Paniya mothers (table 4.12). Some Kattunayacka
mothers, in some of the remotest colonies, felt that the injections are “very painful,
and they are harmful to our health, so we don’t need them, we don’t need others to
teach us what is good and what is bad for us’. The ASHA workers complain that
even among those who reported to have received the iron and folic tablets, it is
doubtful as to whether all of them consumed them regularly, because during their
house visits they find that the tablets lie unused as most of the women either forget
to take medicine everyday amidst the daily chores and they complain that the tablets
make them feel sicker. All the Kuruma mothers reported to have received two doses

of tetanus and IFA tablets/syrup, followed by Kurichias.
Table 4.12 ANC at the time of last birth

% Name of Social Group
Mothers
. . B Total
who Pani. Kuri. Kattu Kuru. Adi. ST Non-T
Received
ini chiIms 92.8% | 98.6% | 83.3% | 100.0% | 95.5% | 94.0% | 96.9% | 94.5%
100 Iron
o | 92.8% | 98.6% | 83.3% | 100.0% | 95.5% | 94.0% | 98.5% | 94.8%
syrup
?jl‘feA“l(de 91.3% | 97.1% | 81.8% 98.5% | 95.5% | 92.9% | 92.3% | 92.8%
Total 69 69 66 65 67 336 65 401

To get the full picture, proportion of mothers who received full ANC2 during last
pregnancy/ birth was calculated. It revealed that majority of the mothers received full
ANC, but 7 percent mothers (both ST and Non-STs) did not receive full ANC (table
4.12). More than 18 percent of the Kattunayacka mothers did not receive full ANC,
followed by Paniyas.

Somehow, it is difficult to accept to ANC, Dédivery and Immunization as
indicators of health care “utilization’ by population groups, since they are more
dependent on the duties, compulsions or obligations of the ‘providers’ (targets, report
submissions) as compared to ‘health-care seekers’, especially in Kerala which has

3 Full ANC includes mothers who went for 3 or more ANC check ups, received 2 TT doses and 100 or
more | FA tablets syrup.
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always religiously met all the basic requirements of the health model in the country.
Almost all literature comparing statesin their health care utilization aspects, put Kerala
in their top-performing states, with satisfactory evidences from secondary* or even
primary sources. In such a situation, the real pictures emerge when we see the situation
regarding the health-seeking behavior of people during illness — that is where their

action is relatively ‘voluntary’.

Treatment Seeking Behaviour

For mothers who suffered from illnesses, mgority of them seemed to have
sought treatment (table 4.13). All the non-scheduled tribe, Kurichiaand Adiya mothers
sought treatment for their illnesses, whereas some 14 percent of scheduled tribal
mothers did not. The highest proportion of mothers who did not seek treatment from
outside was found among Kurumas and Kattunayackas. The field work discussions
revealed that Kurumas and Kattunayackas have a very good knowledge of local
medicine, which they prepare with locally available herbs, plantsand rootsfrom forests.
Until and unlesstheillnessis very acute, they do not prefer to seek treatment outside.

Table 4.13 Treatment at the time of Recent lliness

Name of Social Group
Treatmen
t S(Z;)ght Pani. Kuri. Kattu Kuru. Adi. ST Non-T Total
mothers)
95.2 100.0 76.9 71.4 100.0 85.7 100.0 88.4
Total 21 3 13 14 5 56 13 69
Place of Name of Social Group rotal
treatment Pani. Kuri. Kattu Kuru. Adi. ST Non-
Gowt. 18 0 4 4 5 31 5 36
Private 2 3 6 4 0 15 7 22
Trat;]illtlon 0 0 0 0 0 0 1 1
AYUSH 0 0 0 1 0 1 0 1
Total 20 3 10 9 5 47 13 60

Among those mothers who sought treatment, majority of the STs (Adiyas and

Paniyas especially) went to government facilities, whereas the non-tribal, Kurichia,

Kattunayacka mothers sought treatments more in private facilities.

4 Das, R.K. and Purnamita Dasgupta, (2000), “Child Health and Immunisation: A Macro-Perspective”,
Economic and Poalitical Weekly, 35(8/9), pp.645-55.
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4.4 Reproductive Details of the Mothers

Starting with the total number of pregnancies of mothers (table 4.14), it can be
observed that more than 40 percent of the non-scheduled tribe and Kuruma mothers
have two pregnancies, whereas majority of the Kurichia and Adiya mothers have two
to three pregnancies, while most of the Paniya mothers have more than 3 pregnancies.
The maximum number of pregnancies is observed among the Kattunayacka mothers,
among whom more than 40 percent have had more than 4 pregnancies.

Table 4.14 Total Number of Pregnancies (% Mothers)

Name of Social Group

No. Of Pani. Kuri. Kattu Kuru. | Adi. ST Non- T
Pregnancies Total
1 29.0 33.3 16.7 27.7 28.4 27.1 23.1 26.4
2 20.3 27.5 27.3 49.2 32.8 31.3 41.5 32.9
3 24.6 27.5 13.6 20.0 23.9 22.0 24.6 22.4
4+ 23.1 115 42.4 3.1 14.9 19.6 10.8 18.2
Total 69 69 66 65 67 336 65 401

As for the instances of miscarriages/induced abortion (table 4.15), it can be
seen that more than onefourth of Kuruma mothers have had atleast one
miscarriage/abortion, followed closely by Kurichia and non-tribal mothers. Abortions
are found to be common among the non-tribal women, which they say was due to
inadequate growth of the foetus. Interestingly, Kattunayakas and Adiya mothers show
least number of miscarriages abortions. One Kurichia mother in Kollichaal
(Thavinzhal) said — “sisters (JPHNS) don’t visit us. | have not seen them once in last 4
years. The ASHAs do not have much in-depth knowledge. There are no proper
scanning, ultrasound facilities, even in towns; the reports of one lab do not match with
that of the other. If a report shows some problem with the foetus, we are advised to
abort, without any proper explanation. There are only one or two lady gynaecol ogists,
and that too in the far away towns. Later, when we go to the lady doctors, they say there
was no need for abortion. We don’t know whom to trust and where to go. There is no

proper guidance exactly when we need it the most.”
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Table 4.15 Total Number of Miscarriages/ Abortions (% Mothers)

Name of Social Group

No. Of

Miscarriages/ . . . Total
Abortions Pani. | Kuri. Kattu Kuru. | Adi. ST Non- T

None 81.2 78.3 924 73.8 92.5 83.6 80.0 83.0
1 18.8 21.7 7.6 26.1 7.5 16.4 20.0 16.8
2/ more 29 1.4 0.0 1.5 0.0 1.2 4.6 1.6
Total 69 69 66 65 67 336 65 401

On the other hand, when we observe the situation of stillbirths among the
mothers (table 4.16), it is seen that Paniya mothers have experienced the maximum
instances of stillbirths, followed by Kattunayackaand Adiyamothers. Field discussions
revealed that a few of them had suffered injuries or fell down during work at the last
stages of pregnancy, which resulted in stillbirths. There are no instances of stillbirths

among Kurumas.

Table 4.16 Number of Stillbirths

Name of Social Group
% . . . Total
Mothers Pani. Kuri. Kattu Kuru. Adi. ST Non-T
8.7 14 6.1 0.0 6.0 45 4.6 4.5
Total 69 69 66 65 67 336 65 401

Finally, the analysis on livebirths shows that majority of the non-tribe and
Kuruma mothers have had only 2 or less livebirths, while more than one-third of
mothersin the other social groups have had 3 or more livebirths — infact more than one-

third of Kattunayacka mothers have had 4 or more livebirths (table 4.17).

Table 4.17 Total Number of Livebirths (% Mothers)

Name of Social Group
No. Of
. . . i i Total
Livebirths | pani. | Kuri. Kattu Kuru. | Adi. ST | Non-T
1 36.2 39.1 18.2 32.3 34.3 32.1 27.7 31.4
2 18.8 30.4 27.3 61.5 29.9 33.3 52.3 36.4
3 23.2 26.1 18.2 6.2 22.4 19.3 12.3 18.2
4+ 21.7 4.3 36.4 0.0 134 15.2 7.7 14.0
Total 69 69 66 65 67 336 65 401
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Table 4.18 Mothers with all live births surviving at present

Name of Social Group

All Live
births | poni. | Kuri Katt K Adi st | Non-T | O
Surviving, anl. uri. attu uru. I. on-
% Mothers

986 | 986 89.4 985 | 970 | 964 | 1000 | 97.0
Total 69 69 66 65 67 336 65 401

The above table shows the proportion of mothers with livebirths surviving at
present (table 4.18). All the non-tribal mothers have al their livebirths surviving at
present, whereasit is distressing to see that more than 10 percentage of Kattunayacka
mothers do not have all their live births surviving at present, followed much behind
by Adiyas.

Table 4.19 Total Number of Children Surviving (% Mothers)

Surviving Name of Social Group Total
Children | pani. | Kuri. Kattu | Kuru. | Adi. ST | Non-T

1 36.2 39.1 21.2 33.8 34.3 33.0 27.7 32.2

2 18.8 31.9 24.2 60.0 29.9 32.7 52.3 35.9

3 23.2 24.6 19.7 6.2 23.9 19.6 12.3 18.5

4+ 21.7 4.3 34.8 0.0 11.9 14.6 7.7 13.5

Total 69 69 66 65 67 336 65 401

Child Deaths

When asked whether they any of their children below the age of 5 years died,
more than 10 percentage of the Kattuanayacka mothersreplied in the affirmative! This
was nil for non-tribal and Kuruma mothers (table 4.20). This shows that child survival
is a big issue among the Kattunayackas, which explains their reproductive behavior in
favor of more number of pregnancies and births.

Table 4.20 Mothers who experienced Any Child Deaths (below 5 years)

Name of Social Group
. _ Total
AnyChild | pani | Kuri. | Kattu | Kuru. | Adi. | ST | Non
Death, % T
Mothers
1 1 7 0 1 10 0 10
1.4% 1.4% 10.6% 0.0% 1.5% 3.0% | 0.0% 2.5%
Total 69 69 66 65 67 336 65 401

As for the number of child deaths (table 4.21), 5 Kattunayacka mothers
had one child death, and two mothers reported to have experienced two child
deaths each. The instance of two child deathsis nil for the other communities.
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Table 4.21 Number of Child Deaths (<5years age) to Mothers

Name of Social Group
No. Of
deaths Pani. | Kuri. | Kattu | Kuru. Adi. ST N(_)rn- Total
1 1 1 5 0 1 0
2 0 0 2 0 0 2 0 2
Total 1 1 7 0 2 10 0 10

When the issue is probed deeper, it is revealed that majority of the
children who died had not even completed one month of age, and more than
80 percent of them die before completing 4 months of age, and half of them
died before completing even one month (table 4.22). Early neonatal mortality
isespecialy high for Kattunayacka infants.

Table 4.22 Absolute age of dead child (in months)

Name of Social Group
Age at
child . . . Non- | Total
death Pani. Kuri. Kattu | Kuru. | Adi. ST T
less than 1 0 5 0 0 6 0 6
amonth | 100.0% | 0.0% 55.6% 0.0% | 0.0% | 46.2% | 0.0% | 46.2%
0 0 1 0 1 2 0 2
1 month
0.0% 0.0% 11.1% 0.0% | 50.0% | 15.4% | 0.0% | 15.4%
0 1 0 0 1 2 0 2
2 months
0.0% | 100.0% 0.0% 0.0% | 50.0% | 15.4% | 0.0% | 15.4%
0 0 1 0 0 1 0 1
3 months
0.0% 0.0% 11.1% 0.0% 0.0% 7.7% 0.0% 7.7%
0 0 2 0 0 2 0 2
60 months
0.0% 0.0% 22.2% 0.0% 0.0% 15.4% 0.0% | 15.4%
Total 1 1 9 0 2 13 0 13

The analysis on causes of death reveals that mgjority of child deaths happened
due to severe respiratory illnesses/ asthma or sudden death of infant. All the Adiya
mothers and one-third of the Kattunayacka mothers do not know the cause of their
child’s death (table 4.23).
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Table 4.23 Cause of death

Name of Social Group
Cause of
death Pani. | Kuri. Kattu Kuru. | Adi. ST | Non-T
Total
Severe
Respiratory 1 1 3 0 0 5 0 S
iliness
Sudden
death 0 0 3 0 0 3 0 3
Do not
know 0 0 3 0 2 ° 0 >
Total 1 1 9 0 2 13 0 13

4.5 Education and Work Status of the Mothers

Education of the mother is very vital for self as well as child hedth care
utilization. Illiteracy (table 4.24) is rampant among the scheduled tribal groups of
Kattunayackas, Adiyas and Paniyas; and those who are literate in these groups, a good
proportion have not attained even primary educational level, except the Paniyamothers.
As for the other groups, maority of the Kuruma, Kurichia and non-tribal mothers are
educated upto secondary level/ matriculation, followed by higher secondary (there are
no illiterate mothers here). A good proportion of the non-tribal and Kuruma mothers
are graduates, while there are nil/negligible graduate mothers among Paniyas,
Kurichias, Kattunayackas and Adiyas.

Table 4.24 Educational Level Attained by Mothers (%)

Educational Name of Social Group Total
levels Pani. | Kuri. Kattu Kuru. | Adi. ST | Non-T
lliterate 20.3 0.0 37.9 00 | 209 | 158 0.0 13.2
<primary 18.8 2.8 24.2 00 | 269 | 146 1.5 12.4
Primary 420 | 101 16.7 1.5 224 | 188 3.1 16.2
Middle 159 | 23.2 12.1 0.0 6.0 11.6 6.2 10.7
Secondary | 2.9 | 47.8 6.1 523 | 149 | 247 415 | 27.4
gg(‘ﬁ]’dary 00 | 145 3.0 246 | 75 9.8 231 | 12.0
Diploma/ ITI | 0.0 1.4 0.0 3.1 0.0 0.9 0.0 0.7
Graduate 0.0 0.0 0.0 18.5 15 3.9 24.6 7.2
Total 69 69 66 65 67 336 65 401

The current work status of the mothers (table 4.25) reveals that majority of the
mothers do domestic work in al the communities, highest among non-tribes and
Kurichias and lowest among Adiyas. Among those that do go out to work, majority
(more than 85 percent) of the Paniya, Kattunayacka and Adiya mothers work as
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agricultural labourers, mostly dependent on daily wages, throwing light on their need
for instant money. On the other hand, majority of the Kurichia and Kuruma mothers
who work are MGNREGA |abourers (more than half of working mothers), followed by
government employees (with higher levels of education, they take up most of the posts
reserved for scheduled tribes), aso implying that they are not hard-pressed for money
for their daily needs. Asfor the non-scheduled tribes, majority of the working mothers
are engaged in regular salaried government employment (more than half), followed by

self-employment in the capacity of shopowners and private employment.
Table 4.25 Current Work Status of the Mothers (%)

Current Name of Social Group
Work - - - Total
Status® Pani. Kuri. Kattu Kuru. Adi. ST Non- T
Cultivator 0.0 14 0.0 0.0 0.0 0.3 0.0 0.2
Self-
employed 0.0 0.0 0.0 0.0 0.0 0.0 3.1 0.5
Agricultural
labour 20.3 0.0 21.2 15 29.9 14.6 0.0 12.2
MGNREGA 0.0 7.2 3.0 12.3 0.0 4.5 0.0 3.7
Govt
Employee 1.4 2.9 0.0 9.2 3.0 3.3 6.2 3.7
Private
Employee 0.0 1.4 0.0 15 15 0.9 1.5 1.0
Housewife 78.3 87.0 75.8 75.4 65.7 76.5 89.2 78.6
Total 69 69 66 65 67 336 65 401

Mothers’ work: the day-to-day life of people in the rural areas of Wayanad
involvesalot of physical strain because of the hilly terrain. Thisis accentuated with the
nature of people’s work outside their homes. It is seen that a majority of Kattuanaycka,
Adiya, Paniyawomen work as agricultural labourers, whereas the non-tribal, Kurichia,
Kuruma women are employed in salaried jobs whether in private or public sector, or
involved in livestock rearing or cultivation (in or around their own homes mostly). So,
the strain on the women and their bodies varies with this fact. And this difference is
very apparent when one observes people, as| saw in thefield, an average Paniyawoman
(who has spent a significant period of her life working as an agricultural labourer in
another’s field) looks definitely more older-than-her-age, tired, dull, and has aches and
painsin her body as compared to an average Kurumaor a non-tribal woman (who, also

doing lot of manual work related to housework, livestock and cultivation, but mostly

5. Work Status: Self-employed in agriculture/ allied activity; Work Status: Self-employed as
shopowner, tailor, any other business; Govt./Pvt. Employees who working are regular salaried
workers.
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for self or their own extended families, spend asignificant time of their lifein or around
their homes — thereby more flexible for them to go back and forth from place of work
to residence in case it is required (except when they work in some private or govt
services, where again they are do not undertake strenuous physical activity). Thisis
also related to the hours of work, the food availability and frequency of eating at home
or outside, the quality of food, persona habits and the self-care (at home or health
institutions) of these women, even though the effect of these factors might be different
at thelevel of individuals. All these, in turn, do have a positive or negative effect on the
health of the mothers (their degree of risk before, during and after delivery) and their
children, even though the magnitude of the effect may again differ on individua
children.

4.7 Per sonal habits and food consumption by Mothers

There is considerable difference in the number of meals consumed by the
scheduled tribe and non-tribe mothers. More than 95 percent of the non-tribal
mothers have 3 meals plus snacks in aday as compared to about half of the scheduled
tribe mothers. Within the tribes, more than 85 percent of Kuruma and Kurichia
mothers have 3 meal s during the day, followed by half of Adiyamothers (table 4.26).
More than two-thirds of the Paniya and Kattunayacka mothers have only 2 meals
during the day, infact more than 10 percent of the Kattunayacka mothers have only a
single meal during the day. During the fieldwork it was revealed that the Paniya,
Kattunayackaand Adiya communities cook and eat only oncein aday, even children.
Those who do have more than 2 meal s, include those mothers who go out to work as
labourers who are served food by their employer. This also relates to the availability
of food in the household.

Table 4.26 Percent Mothers according to Number of meals in a day

No. of full Name of Social Group Total
meals | pani. | Kuri. Kattu Kuru. | Adi. ST | Non-T
1 meal 4.3 0.0 13.6 0.0 0.0 3.6 0.0 3.0
2 meals 72.5 14.5 65.2 7.7 50.7 42.3 31 35.9
3 meals 23.2 85.5 21.2 92.3 49.3 54.2 96.9 61.1
Total 69 69 66 65 67 336 65 401

During the field work, it was also observed that mgjority of the tribal
mothers were in the habit of chewing tobacco throughout the day, which might have
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an effect on their food consumption and weight. Table 4.27 shows that almost half of
the scheduled tribe mothers are in the habit of chewing tobacco regularly, including
more than three-fourths of the Paniya mothers, close to 60 percent Adiya and
K attunayacka mothers.® Even though the mothers did not report the consumption of
alcohol, field observations revealed that alcohol consumption was also high among
these communities. The cases of tobacco chewing and a cohol consumption isamost

nil among the non-scheduled tribal mothers.
Table 4.27 Personal habits

Regularly Name of Social Group
Consume, Total
% Pani. | Kuri. Kattu Kuru. | Adi. ST Non- T
Mothers
Tobacco
+ alcohol 0.0 0.0 1.5 0.0 0.0 0.3 0.0 0.2
Chew
tobacco 76.8 30.4 59.1 7.7 61.2 47.3 1.5 39.9
Drink
alcohol 0.0 0.0 0.0 1.5 0.0 0.3 0.0 0.2
None 23.2 69.6 394 90.8 38.8 52.1 98.5 59.6
Total 69 69 66 65 67 336 65 401

4.8 Mother’s Health and Health Care Utilization by Mother’s Characteristics

Some of the relevant indicators of mother’s health and health care use have been
cross-tabulated with the background details of the mother (like- education, work, age,
etc.) in order to see the relation between them. The analyzed indicators include —
mothers with low BMI, mothers who had availed full ANC in last birth, mothers who
had all their deliveriesin institutions and those who had al their deliveries at home.

More percentage of UW mothers (table 4.28) are observed in the higher age
groups (>35 years), those working as daily wage |abourers, mothers who have 2 meals
or lessaday (it isreverse among Paniyas and Kurichias), mothers who have 2 children
or less (except Adiyas, where UW cases are more among mothers who have 3/more
children).

6 A casual discussion with a private doctor, practicing allopathy, who was very popular among the tribes
for his treatment and medication, revealed that ‘chewing tobacco is part of their age-old culture, which
in my personal opinion is not wrong, it also subsides their hunger’. So, according to him, blaming only
their personal habits for their poor health is wrong, he continued, ““even majority of the older generation
of non-tribal men and women in Kerala (even Tamil Nadu) chewed tobacco all the time, but this did not
hamper their health status. Its more about the availability of food in their houses and the restriction on
hunting and gathering food (tubers, fruits and plants) from forest that has affected their health.”
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Underweight Mothers (<18.5 BMI)

Table 4.28 Underweight M other s by Background I ndicator s (%)
Indicators - - Socia Group - Total
Pani. | Kuri. Kattu Kuru. | Adi. | ST | Non-T
Mother's Age
<24 50 . 46.4 . 333 424 : 40.4
25-34 57.6 185 51.4 8.2 515 321 111 27.9
>35 875 . 66.7 . 60 55.2 457
Mother's Work Status’
HW 54.4 211 48.3 5.8 429 351 9.4 30.3
WL 69.2 : 54.5 . 538 59.5 59.5
RS . . . . . 25 26.7
Mother No. Meds
<2 56.9 55.6 519 . 485 519 . 51.6
3+ 61.5 13 50 8.2 395 242 116 20.8
Tota Children
<2 59 27.9 61.8 9.8 317 344 148 30.5
3+ 56.2 0 425 0 60 414 36.8
Motherswho availed Full ANC in Last Birth
Table 4.29 Motherswho received Full ANC in Last Birth (%)
Indicators - - Social Group - Total
Pani. ‘ Kuri. ‘ Kattu ‘ Kuru. ‘ Adi. ‘ ST ‘ Non-T
Age
<24 90.6 100 91.7 100 100 95.1 80 93.9
25-34 91.5 96.8 71.1 98.6 209 91 93.3 915
>35 77.8 100 60 100 100 833 857 83.7
Mother's Education
. 84.2 : 65.7 . 944 77.8 77.8
<5 80 . 63.6 . 955 787 . 79
5t09 94.1 100 100 100 926 961 875 95.6
>10 100 98.2 100 98.7 100 987 911 96.5
Mother's Work Status
HW 87.3 97.3 79.2 98.3 969 914 914 91.4
WL 100 : 68.8 . 90 86.8 . 86.8
RS : : . 100 . 100 80 95.5
Total Children
<2 91.3 96.4 92.5 98.6 100 962 932 95.7
3+ 88.1 100 66.7 100 889 84 83.3 83.9

7. HW- Housewife, WL- Wage Labour, RS- Regular Salaried Worker
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Similarly, more percentage of mothers availed full ANC (table 4.29) when —
they belong to younger age group, have 2 or less number of children, higher years of
schooling (it matters most among Kattunayackas and Paniyas), or aregular salaried
job. It is especially low among Kattunayacka mothers above 35 years age, and those
who have no education or less than 5 years of education. So, education and age matter

substantially while availing ANC.

Motherswho had All ddiveriesin I nstitutions

Among Paniyas and K attunayackas, avery few percentage of mother above 35
years of age had al their deliveries in ingtitutions (4.30). Age matters for al the
communities, but more among them. Similary, the more the years of formal schooling
a mother had, higher the chances that all their deliveries will be in ingtitutions. As
regards to work, only 39 percent of mothers working as daily wage labourers had all

their deliveriesin institutions, as compared to housewives and regular salaried workers.

Table 4.30 M otherswho had All Deliveriesin I nstitutions (%)
Indicators Social Group Total
Pani. | Kuri | Kattu | Kuru. | Adi. | ST | Non-T
Mother's Age
<24 71.8 91.6 63.9 100 947 795 100 811
25-34 55.3 96.8 44.4 89.8 523 716 916 753
>35 0 71.4 10 75 333 305 857 395
Mother's Education
1. 21.4 . 314 . 22 264 . 26.4
<5 46.7 . 22.7 . 63.6 45.9 . 46.8
5t09 68.6 87.5 76 . 852 773 75 77.2
>10 100 96.4 100 89.5 952 933 941 936
Mother's Work Status
HW 56.3 94.5 51.4 91.4 769 735 914 765
WL 50.8 . 25 . 40 39.6 . 39.6
RS . . . 80 100 882 100 90.9

Motherswho had All deliveriesat Home
The percentage of mothers who had al their deliveries at home (table 4.31, it
isonly there for the scheduled tribes as a whole because of few cases at the level of

individual groups) increases with age, it is especially high above 35 years. Similarly,
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more illiterate mothers and those working as daily wage labourers have had all

deliveries at home compared to those who have slightly higher education or regular

salaried work or housewives.

Table 4.31 Motherswho delivered All their Children at Home

Indicators ST Total
Mother's Age
<24 33 3.03
25-34 5.9 49
>35 13.9 11.6
Mother's Education
1", 16.7 16.7
<5 13.1 12.9
5t09 3.9 37
>10 0 0
Mother's Work Status
HW 5.6 4.6
WL 11.3 11.3
RS 0 0

4.9 Child Health and Health Care Utilization by Mother’s Characteristics

Table4.32 Low Birth Weight, below 2.5 kg (% Children 0-5 Years Age)

Socia Group Tot

Pani. | Kuri. | Kattu | Kuru. | Adi. | ST | Non- T
Mother's age
<24 40.9 41.7 28.1 25 459 383 222 371
25-34 452 26.7 30.1 333 44,7 346 155 308
>35 50 33.3 16.7 333 0 25 143 226
Mother's Work Status
HW 429 324 259 31 46.7 356 179 323
WL . . . . . 36.1 36.1
RS . . . . . 43.8 33.3
Mother's BMI8
L 50 25 22.6 . 56.7 41 375 407
N 36.8 30.2 21.7 34.1 3B5 319 71 26.8
H . 16.7 : 31.2 : 25 211 234

8 L- Low (<18.5), N- Normal (18.5- 24.9), H-High BMI (>25)
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Mother's tobacco use

Yes 475 38.1 22.2 . 429 388 : 39.2
No 35.3 26.3 34.4 304 419 32 151 276
Tota Children

<2 38.2 309 314 324 479 38 161 321
3+ 52.2 26.1 24.2 40 344 336 167 313

Table4.32 showsthat mother’s BMI affects birth weight, with mgjority of LBW
children belonging to underweight mothers, the only exceptions being Kurichians,
where magjority of the LBW children belong to mother with normal BMI. BMI seems
to affecting the birth weight of non-tribal children the most. Analysis by Mother’s age
shows that the proportion of LBW children is high among younger mothers, except
Paniyans, where mothers above 35 years of age give birth to more LBW children. As
for mother’s work, for the whole sampleit is seen that more proportion of LBW children
belong to mothersworking as daily wage labourers, but for ST, the proportion of LBW
children is higher among regular salaried mothers. Tobacco consumption seems to
result in a higher percentage of LBW children among Paniyans and Kurichians only;
infact, among the K attunayackans, the proportion of the LBW is higher for women who
don’t consume tobacco.

The marital status of mothers seems an important indicator of underweight
children (table 4.33), with higher UW children belonging to mothers who are either
separated/divorced/widowed/never-married as compared to those who are currently
married. This is especially so for Paniyans and Adiyans. In the same manner, the
proportion of UW children are more for mothers who are working as daily wage
labourers, especially among Paniyans. Similarly, the percentage of UW children seems
to be quite low only for mothers who have completed 10 or more years of education.
Paniyan and Kurichian mothers who have 3 or more children have higher percentage
of UW children, which is the reverse case for Kattunayackans and Adiyans, for whom
the more the number of children, the less the percentage of UW children. Similarly, the
proportion of UW children is higher for UW mothers, especially in the case of
Kattunayackas, Kurumas and Adiyans. The UW children are more for mothers who
have 1 or 2 meals aday as compared to those who have more, thisisvery glaring in the
case of Kattunayackas.
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Table 4.33 Per centage of Underweight Children (3 months and above) by

Mother Details

Indicator Social Group Total
Pani. ‘ Kuri. ’ Kattu ’ Kuru. ‘ Adi. ‘ ST ’ Non- T

Mother's Marital Status®

CM 58.7 23.7 27 8.6 35.1 315 85 27.9

O 88.9 . : : 100 722 . 722

Mother's Work Status

HW 56.7 26.1 324 7.3 38.6 329 7.8 28.7

WL 81.2 . 31.2 : 35 472 . 47.2

RS : . : : . 20 . 15

Mother's BMI

L 60 25 324 33.3 46.7 44 . 41.4

N 57.7 28.6 17.6 7.1 30 259 154 239

H : . : : . 214 . 12.8

Mother No. Meals

1 : . 58.3 : . 50 . 50

2 63.9 30 31 : 34.9 2.7 . 42.2

3+ 63.2 221 15 7.6 40.5 238 87 20.1

Total Children

<2 56.8 17.6 40 7.6 41.3 30 93 26.2

3+ 67.5 33.3 24 : 324 382 59 35.1

A higher percentage of stunted children (table 4.34) is observed among mothers
who are currently not married. The proportion of stunted children is high among
mothers who stay at home and those who go for daily wage labour as compared to
regular salaried mothers. Overall, mothers with low BMI have higher percentage of
stunted children, but it is not the case among Kurichians and Adiyans. Mothers who
have only one meal per day tend to have higher number of stunted children as compared
to those who have 2 or more meadls.

With regards wasting (table 4.35), higher proportion of wasted children belong
to mothers who are currently not married, those engaged in daily wage labour, those
who have 2 or less number of children (esp. Kattunayackas and Adiyas), those who are

underweight (except Adiyas), and those who have 2 meals or less (except Adiyas).

9. CM - Currently Married, O — Other includes Unwed/ Divorced/ Separated/ Widowed
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Table 4.34 Percentage of Stunted Children (3 months and above) by Mother Details
Indicator Social Group Total
Pani. | Kuri. Kattu | Kuru. | Adi. | ST |Non-T
Mother's Marital Status
CM 52.1 51.3 62.9 229 46.8 481 333 46
O 77.8 75 66.7 66.7
Mother's Work Status
HW 54.5 53.6 66.2 20 49.1 50 321 473
WL 60 56.2 45 51.9 51.9
RS 20 25
Mother's BMI
L 48.7 333 62.2 50 50 51.6 49.6
N 48 52.4 58.8 214 60 46.8 30.6 44
H 50 26.7 393 375 386
Mother No. Medls
1 75 100 93.8 93.8
2 55.9 50 56.9 33.3 488 534 52.8
3+ 474 50 60 22.7 459 414 344 399
Total Children
<2 535 51 62.5 24.2 478 455 333 435
3+ 56.4 48.1 64 16.7 47.1 53.8 52

Table 4.35 Per centage of Wasting among Children (3 months and above) by M other Details

Indicator Socidl Group Total
Pani Kuri Kattu Kuru Adi ST | NonT

Mother's Marital Status

CM 28.8 9.2 10.1 117 127 111 125

@) 444 75 50 50

Mother's Work Status

HW 27.3 11.6 11.3 3.6 14 13.8 107 134

WL 40 125 15 21.2 21.2

RS 13.3 15

Mother's BMI

L 30.8 25 8.1 16.7 133 185 286 19.1

N 24 7.1 8.8 16.7 11 139 115

H 10.7 6.8
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Mother No. Meals

2 35.6 : 138 . 14 21.6 . 21.9
3+ 21.1 8.8 : . 162 86 9.8 89
Total Children

<2 27.9 11.8 175 4.5 19.6 15 14.6 15
3+ 333 74 6 . 88 135 . 12.3

The proportion of underweight-cum-stunted children (table 4.36) is higher for
motherswho are not married currently, especially among Paniyas and Adiyaswho work
as daily wage labourers, those who have 3 or more children (especially Kurichias), low

BMI and those who have 2 meals or less.

Table 4.36 Underweight-cum-Stunted Children (3 months +) by Mother Indicators (%)

Indicators Socid Group Total
Pani Kuri Kattu Kuru Adi ST | NonT

Mother's Marital Status

CM 34.6 18.2 24.7 55 221 213 4.2 18.7

@) 77.8 : : . 75 579 : 57.9

Mother's Work Status

HW 37.1 20 26.8 35 211 225 46 19.5

WL 50 : 25 . 30 34 . 34

RS . : : . . 11.8 : 9.1

Mother's BMI

L 35 : 24.3 333 26.7 28 : 26.3

N 321 23.8 17.6 2.3 267 191 7.7 17.1

H . : : . . 17.2 : 10.4

Mother No. Meals

1 . : 58.3 . . 50 . 50

2 40.6 30 24.1 . 256 304 : 30.1

3+ 36.8 15.9 : 4.3 216 144 43 119

Total Children

<2 37 115 275 4.3 239 189 : 16.2

3+ 415 29.6 24 . 235 291 . 26.9
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It seems that mother’s age matters in hospital born children (table 4.37)-
mothers above 35 years of age have the least proportion of children born in hospitals.
Mother’s educational level also matters a lot here, with the illiterate mothers having the
lowest percentage of children born in hospitals, with increasing proportion of hospital -
born children with each educational level. Even primary or below primary educated
mothers have higher hospital-borns among Paniyas and Adiyas. Similarly, daily wage
labourer mothers have less number of children born in hospitals compared to others
(except Paniyas). The proportion of children born in ingtitutions is higher for mothers

who received full ANC in their last births, and those who have 2 children or lesser.

Table 4.37 Children born in Hospitals (0-5 years) by Mother’s Characteristics (%0)
Socia Group

Indicators Total
Pani Kuri Kattu Kuru Adi ST | NonT

Age

<24 87.5 100 80.6 100 947 893 100 90.15

25-34 85.1 100 711 98.6 841 896 100 91.8

>35 55.5 100 40 75 100 694 857 721

Mother's Education

1. 52.7 . 57.1 : 722 59.7 : 59.7

<5 80 100 59.1 . 909 77 . 77.4

5to9 94.2 100 92 96.6 926 946 875 941

>10 100 100 100 100 100 988 100 9.1

Mother's Work Status

HW 81.7 100 73.6 98.2 908 885 986 902

WL 87.4 . 56.2 : 8 774 : 77.4

RS . . . 100 100 100 100 100

Mother Full ANC

Y 88.6 100 84.5 97.3 94 931 100 94.2

N 33 . 25 . . 306 857 396

Total Children

<2 91.3 100 775 98.6 100 94.7 100 95.7

3+ 73.8 100 66.7 83.3 75 765 944 783

It is seen that a higher percentage of children belonging to young age mothers
received treatment (table 4.38) as compared to mother who were 35 years and above

(esp. Kurichia mothers). Educational level doesn’t seem to matter much in seeking
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treatment for children, except in the case of Adiyas— where treatment-seeking children
increases with increasing educational level of mother. The percentage of treatment-
seeking children is more for mothers who have 2 children or less, and those who are

employed in regular salaried jobs.

Table 4.38 Children who Received Treatment During IlIness (0-5 years, %)

Indicators Social Group Total
Pani Kuri Kattu Kuru Adi ST | NonT

Age
<24 100 100 100 100 80 937 100 944
25-34 86.4 71.4 82.4 94.4 75 829 962 852
>35 100 66.7 75 100 : 823 100 842
Mother's Education
II. 100 : 81.8 . 66.7 83.3 . 83.3
<5 100 : 100 . 77.8 895 . 90
5to9 88.9 85.2 91.7 93.9 75 797 958 80.6
>10 100 100 85.7 100 80 895 100 914
Mother's Work Status
HW 91.2 75 87.5 96.9 76 858 96.7 87.6
WL 100 : . . 727 85.7 . 85.7
RS . : . 100 : 100 . 100
Total Children
<2 100 73.1 94.1 946 909 90 9%4 912
3+ 87 77.8 82.4 100 533 779 100 79.7

Overadl, more percentage of children belonging to young age mothers receive
regular immunization (table 4.39), itisvery low for mothers 35 years and above among
the Paniyas. A higher percentage of children receive regular immunization among
mothers who have 2 children or less (esp. Kattunayackas), or if they had received full
ANC during last birth. The proportion of regularly immunized children is less for
mothers engaged in domestic work or as daily wage labourers when compared to

regular salaried mothers or others (self-employed in agriculture or shopowners).
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Table 4.39 Children Receiving Immunizations Regularly (0-5years, %)

Indicators Sodial Group Total
Pani Kuri Kattu Kuru Adi ST | NonT
Mother's Age
<24 96.8 100 97.2 100 100 983 100 984
25-34 93.6 100 84.4 100 100 963 917 954
>35 71.7 100 20 100 100 914 100 93
Mother's Education
[I. 84.2 74.3 100 833 83.3
<5 100 100 100 100 100
5t09 9.1 100 100 100 100 977 100 978
>10 100 100 100 100 100 100 914 978
Mother's Work Status
HW 915 100 91.7 100 100 965 929 958
WL 100 81.2 100 943 94.3
RS 100 100 100 100
Mother Full ANC
Y 94.9 100 93 100 100 97.7 929 97
N 77.8 100 80 100 833 100 86
Total Children
<2 95.7 100 975 100 100 989 100 99.1
3+ 90.5 100 84.3 100 100 926 722 906

Anganwadi attendance of children is more if mothers have aformal education

of 10 years or more, but interestingly, it reduces for Adiya children with increasing

mother’s education (table 4.40). Similarly, it is low for children whose mothers are

daily wage labourers as compared to children whose mothers are engaged in housework

or asregular salaried workers.
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Table 4.40 Children Attending Anganwadi Regularly (36months/above, %)

Indicators Social Group Total
Pani Kuri Kattu Kuru Adi ST | NonT
Mother's Education
[I. 57.1 50 714 60 60
<5 83.3 50 429 588 58.8
5t09 62.5 80 40 50 625 62.7
>10 85.7 85.7 375 796 869 817
Mother's Work Status
HW 60 86.7 54.5 78.9 619 713 833 736
WL 77.8 40 333 519 51.9
RS 100 100 889 100 90.3

Table 4.41 Children Exclusively Breastfed for 6/more months (6-60 months age, %)

Indicators Social Group Tota
Pani Kuri Kattu Kuru Adi ST | NonT
Mother's Age
<24 79.3 45.5 70.6 50 90.3 75.2 69.5
25-34 64.3 36.8 86.8 379 585 533 435
>35 62.5 42.9 77.8 333 529 43.9
Mother's Marital Status
CM 714 39.7 78.8 36.6 70.7 59.9 50.2
O 55.6 66.7 47.4 47.4
Mother's Work Status
HW 73 424 79 43.6 782 631 63.1
WL 53.3 75 40 538 53.8
RS 29.4 22.7
Y ears of Schooling
[l. 52.9 86.7 50 67.7 67.7
<5 84.6 75 632 722 70.9
5t09 70.8 26.1 77.3 783 65 61.3
>10 44 66.7 369 833 47 332
Mother's BMI
L 79.5 41.7 90.6 50 70 748 70.1
N 63.6 35 68.8 41.9 75 539 43.6
H 26.7 44 25.6
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Mother No. Meals

2 68.9 40 78.1 64.3 68.9 68.1
3+ 72.2 385 824 36.8 75 51 38.1
Total Children

<2 72.1 39.6 81.1 38.2 705 571 46.6
3+ 66.7 37 77.3 67.2 63.3 56.7

Similarly, it is observed from table 4.41 that a higher percentage of children
belonging to younger mothers are breastfed for 6 months or more, especially among
Adiyas and Paniyas. It isalso high among children whose mothers are currently married
and whose mothers are involved in household duties. With increasing years of
schooling, the percentage of children exclusively breastfed for 6 or more months is
decreasing; only in the case of Adiyas - it is increasing with increase in education. In
all communities, the share of exclusively breastfed children is higher among
underweight mothers.

Table 4.42 Children regularly having 3meals/ more a day (1lyear+)

Socid Group
Indicators Total
Pani Kuri Kattu Kuru Adi ST NonT
Mother's Work Status
HW 53.8 81.4 53.3 86 809 708 88.1 73.9
WL 714 75 80 76.5 76.5
RS 100 88.9 875 100 90.5

The proportion of children (above 1 year of age, table 4.42) having 3 meals or
more daily is among those whose mothers have regular salaried jobs or even work as
daily wage labourers (among Paniyas and Kattunayackas). It does not differ much for

Kuruma children.
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Table 4.43 Children regularly consuming 4/mor e food groups (1 Yrs+)

Indicators Social Group Total
All ST Non-tribes
Mother's Work Status
HouseWife 2.6 23.7 6.3
Wage Labour 0 : 0
Regular Salaried 18.8 60 28.6
Mother's Y ears of Schooling
[literate 0 : 0
<5 0 . 19
5t09 2.7 : 34
>10 51 25 115
Mother No. Meals
2 : : 0
3+ 5.4 26.6 10.8

Since, the number of cases of children having 4 or more food groups (table 4.43)
was very less, the cal culations were done only for total tribes, non-tribes and combined.
The percentage of children having 4 or more food groups regularly is high for mothers
who have completed atleast 10 years of formal schooling and those working in regular
salaried jobs.

4.10 Cases of Unwed Tribal Mothers

In the above kind of setup and background, the plight of the unwed tribal
mothers is worse, because they not only suffer from the above mentioned
disadvantages, but also receive virtually no support from the society, especially during
the time of pregnancy, even though after the child is born some of them do get accepted
by their families. During thefieldwork, | came across four such cases of unwed mothers,
of which two caught my attention — one woman belonging to Kuruma community, and
another belonging to Paniya community. The Kurumawoman (now, amother of an 18-
month child), belonging to arelatively better-off family in Noolpuzha Panchayat, was
working as a home nurse in a non-tribal household, where she was in a relationship
with a non-tribal man. After she got pregnant, the man left her and her family too
abandoned her because according to them she had committed a big mistake. She lost
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her job too and had to face lot of physical, emotional, financial and social difficulties
during her pregnancy period and later. Only after her delivery, she started receiving
some meager financial help from the Panchayat, and thisis the only means of income
she hastill date for taking care of herself and her son, shewould be ableto start working
only when her child gets admitted into an anganwadi at the age of 3 years. She lives
alonein asmall kachha hut with her child, and is still excluded from her family, but she
is confident of getting ajob (she has a diploma) and taking good care of her son in the
near future.

The Paniya woman (belonging to a very poor landless family in Pulpaly
Panchayat, just in her late teens, now, a mother of an infant) had a son from a man,
whose identity she did not wish to reveal, who left her after a short relation. The girl
got pregnant, but in her case, her family and community (the small group of families
living in her colony) did not abandon her. Even though she also had to face lot of
physical, emotional, and financial difficulties, she had family and social support, which
at least did not blame her alone for her position. She lives with her parents and elder
sister in their small dilapidated house, and does not feel excluded; she will soon be
working as a laborer like her parents (she only has primary education) and is not that
confident of her child’s future.

Both the women reported being treated in a not-so-nice way by the health
personnel and doctorsin their respective primary health centres and hospital, when they
cameto know that they were unwed. In both the cases, the structures of/ power relations
between — socio-economic status, gender, community, class, health system (in their
relations with their partners and the reactions of the society) — have al played similar
roles in creating disruptions and disturbances in the lives of these women and their
children, but theway their family and community support systemsworked contrastingly
in those instances is interesting. But what will matter in future are the paths that they
are going (both mothers are in different positions — one is confident that her child will
be surviving well, while the other is only confident of her child surviving) to take for

their own well-being and that of their children.
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Table4.44 Mother Health, Health care and other aspects
M other Paniyas | Kattunayacka | Adiyas | Kurichias | NonST | Kurumas
Marriage/First * * *
Birth bfr 18yr
Unwed Mothers * * *
No/Low * * *
Education
Graduate * *
Agri. Labourer * * *
Regular job * *
Stillbirths * * *
Child Desaths *
Neonatal Deaths * *
Do not know * *
cause of death
2 Mealgless * *
[lInesses *
LOW * * *
weight/height
Institutional del. * * *
Private Del. * *
All Home del. *
Did not receive ¥ %
Full ANC/ LB
No transport for * * *
del./LB
No checkup after * *
del.
No treatment for * N
illness
Govt. treatment * *

(* represents the highest proportion of mothers in comparison with other groups)

4.11 Conclusion

The fina table (table 4.44) gives an overal idea of the analysis done in the
previous pages regarding the status of mothers and their health care utilization. Since
most of the indicators are negative and the maximum number of stars that a particular
community has, the worse is the situation of the mothers. A quick glance reveas that
Kattunayacka mothers have the lowest health care utilization with regards to receiving
full antenatal care and many instances of home deliveries (in fact many of the mothers
had all their deliveries at home), closely followed by Paniya mothers. The indicators
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on genera socio-economic and hedth status again reveal that the Paniya and
Kattunayacka mothers have wide differences from other groups, in terms of age at
marriage and first births, education, occupation, number of meals, illnesses, neonatal
deaths, and awareness about the cause of death of their children, and average
anthropometric measurements. They are followed by the Adiya mothers, who seem to
bejust escaping from some of the negative aspects because more number of them work
as labourers, which increases their access to instant money and food availability. The
only two positive indicators mentioned here include mother who have attained
education upto graduation level or above and those who are working as regular salaried
government employees; in both these, the highest proportion of mothers belonged to
non-tribal and Kuruma groups. Thus, Kurichia, Kuruma and Non-tribal mothers are
much better-off regarding education, work, health status and health care as compared
to others.

More maternal, infant and child deaths are observed and reported among some
tribes here, unknown causes. This should have been analyzed further but because of the
lack of awareness of cause of death (which would have shown whether the cause was a
preventable one or not) and also the disinterestedness of the respondents, there was no
further questioning. No data of child/infant death among non-tribes, somehow, makes
us fed that the infant/ child deaths in tribes were preventable (neonatal deaths - in the
first 28 days after birth — tend to be from factors related to birth, such as being born
prematurely; postneonatal desths are more likely to be the result of external causes'®) —
somehow these deaths makes us feel that “timely” access and utilization of health care
services could have saved the children. The basic role of the modern health care services
is to prevent maternal and child mortality (one is not even talking about preventing
morbidity or overall well-being or public health) — that’s the least one expects from a
government health care system — if even thisis not done properly — then questions need
to be raised. So, early neonates and neonates clearly need to be checked upon regularly
by the health workersin the area, because the mothers are mostly not aware of the cause
or do not know how to explain. | regret and apologize for my inability, both because
they were reluctant to talk about it and also because of the strangeness of my language,
to qualitatively analyze and talk in detail to the mothers who experienced child deaths
and talk to an old lady whose daughter died soon after her delivery at home. Such

10 Shaw
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instances and experiences definitel y deserve apatient and careful examination of events
and pathways that eventually lead to ‘death’ of a newborn infant or a mother, because
it is very important to ask and know ‘why they died the way they did’.

From initial field observations, just looking at them, we could clearly see the
differences in the health of women and children, which had nothing to do with their
height or weight, but the strength in their eyes, and how active they were. Looking at
women, even at first glance, from their activeness, the brightness of their eyes, their
build and their voice, their demeanour, the differences in the health of women was
somewhat comprehendible — if health can be said to constitute all these elements too,
which result in someone “feeling healthy’. Paniya women definitely looked weaker and
paler, compared to any other. Kurumawomen looked the healthiest, they were sturdier
and brighter compared to other groups.

The field discussions and observations showed that autonomy was not the
biggest issue for Adiyan, Paniyan, and Kattunayackan tribal women, as many decisions
were taken jointly by men and women, their main issue was the lack of aspirations,
coupled with lack of resources to take up those aspirations, if they had any. Infact,
autonomy seemed to be an issue more in the case of non-tribes and Kurichians, where
the day-to-day decisions were taken more by the elders or in their absence, the males
in the house, but then it doesn’t matter in the sense that most of them at least are above
poverty line and have a better sense in availing health and education, most importantly,
they have high aspirations for which they somehow manage to find loans, and work
towards those goals.

Thus, it has been observed that the average heights, BMI, institutional deliveries
are lower among the Paniya, Kattunayacka and Adiya mothers. In case they do go for
deliveries or treatments, they are ailmost completely dependent on the public health
centres and hospitals. The health of the children and their health care utilization if very
much related with the mother’s socio-economic and health conditions. Asit is seen that
the proportion of LBW and malnourished children is higher among mothers who are
themselves underweight, who have two meals or less a day, who are not married
currently, and who are working as daily wage labourers. Similarly, the child health care
utilization as regards to immunization and treatment during illnesses is higher for
mother who are young, who have 2 children or less, and who have a regular salaried
job. For Adiyas, children attending anganwadi reduces with increasing levels of

mother’education. Overall, the percentage of children breastfed exclusively for 6
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months or more reduces with increasing levels of education; only among Adiyansit is
increasing with increasing level of education. The number of meals and consumption
of 4 or more food groups is higher among children whose mothers are working,
especialy those who have a regular salaried job. Thus, mother’s reproductive health,
health care and child’s health, health care and feeding haibits are all dependent on

mother’s socio-economic characteristics.
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Chapter -5
HEALTH CARE INSTITUTIONS

An understanding of the current nature of the health careinstitutionsin our study

area requires a brief study of the history of the establishment and spread of modern
health care system in Keral a; therole and presence of traditional healing systems, which
then lead ustowards the acceptance and availing of services provided by the state health
systems. Here, thefocusis on the attitudes and opinions of the different levels of health
personnel, from medical officers to ASHA workers and anganwadi workers and the

issues faced by them in the area.

5.1 Establishment of the Modern Health Care System
The base for the present modern health care system in Kerala was established

by the governments of Travancore and Cohin in the latter half of the 19" century, when
they directed their attention towards- identifying the principal causes of death (at the
timethey were- cholera, small pox, malariaand other infectious diseases) and removing
the conditions conducive to their occurrence (insanitary conditions, unavailability of
proper hedth care).! So, the then rulers of these two principalities focused on
implementing balanced health policies that had both preventive and curative aspects.
From 1870s onwards, in order to prevent choleraand small pox deaths, the Travancore
dynasty undertook the tasks of regular repairing, disinfecting and maintenance of public
tanks, proper disposal of wastes; through the Royal Proclamation of 1879, small pox
vaccination was made compulsory for al public servants, students in schools and jail
inmates — and all were protected by 1935; during 1930s and 1940s, the principalities
conducted massive health surveys in order to identify and treat infections like —
hookworm infestation, malariaand filariasis. In the urban areas they focused on proper
waste disposal, street lighting, disinfecting wells/tanks, removal of nightsoil from
public roads, gravelling of roads and lanes, control of sanitation in markets and
slaughter houses etc., intherural areas also they began sinking of new wells, sweeping
and lighting of roads, and sanitizing the markets in order to control epidemics. The
sanitation of markets was given special attention at the time of fairs and festivals, when

they even constructed temporary toilets for the use of public. During the 1930s, the

1 Panikkar P.G.K. and C.R. Soman, (1984), “Health Status of Kerala: Paradox of Economic
Backwardness and Health Development”, Centre for Development Studies, Trivandrum.
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Cochin and Travancore rulers also undertook measures to increase public health
education, by focusing on topics like — personal hygiene, preventable diseases and
increasing health and civic consciousness among the public through lectures, cinemas,
leaflets and newspaper articles. Finally, they set up agood health infrastructure with a
large network of dispensaries, primary health centres and hospitals so that the people
have easy access to these institutions, providing efficient maternal and child care
facilities, also the health workers made frequent house visits. This was followed by
some health promoting and ill-health preventing measuresin the non-health sectorslike
— agriculture — where rice was substituted because of increasing prices with cheaper
tapioca, and milk, eggs and meat got substituted with fish which was again cheaper
during 1950s and 1960s; an effective public distribution system was established which
benefitted most of the households even though it had little redistributive effects; and
housing schemes were started for one lakh landless labourersin 1971, alongwith other
measures like — land reforms, primary schooling, opening of libraries, vernacular
newspapers etc. al of which increased the availability, accessibility, awareness and
utilization of amenities among the public.?

In Wayanad, the modern health care system was started by the Christian
Missionaries even before the coming of the British rule. With the coming of the British,
this system received even more impetus and an official status. The establishment of
hospitals and dispensaries was felt acutely because of the difficult climatic conditions,
high incidence of malariain the region. Some of the traditional vaidyars (healers), who
got converted to Christianity, opened some of the hospitals here. The ‘cultural
hegemony’ of the colonial rule that stressed on the superiority of the Western Medicine
as compared to indigenous medicine on the one hand; and the ‘love, sympathy, service
and humanitarian efforts of the missionaries’ who preached the ‘gospel of Jesus’
through medical service on the other, resulted in rapid conversions and acceptance of
alopathy cure at the cost of traditional preventive and curative systems, which was
attacked scientifically as well as culturo-religiously.® The continuation of these
practices alongwith drastic changesin land use, cultivation and forest cover and access

to them, resulted in the indigenous people feeling lost and unable to practice their

2 Ibid.

3 Sheeba, K.A. (2012), “The PostColonial Kurichiya Community In Wayanad and Their Healing
Tradition”, Project Report of the Minor Research Project of UGC 2010-11.
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traditional lifestyles and healing practices anymore with destruction of their ecological

spaces.

5.2 Presence and Practice of Traditional Healing Systems

Medicineisapart (product) of culture. Diseases and traditional healing systems
are a product of the environment (nature of land, elevation, weather, climate, forests,
soil, flora, fauna)-human interactions (food, settlements, lifestyle, work, leisure,
culture). Nair defines tribal medicine or ethnomedicine as “the medical beliefs and
practices of tribes that have evolved in their own cultural and ecological milieu. It
involves beliefs, knowledge, methods of diagnoses, therapeutic practices and
pharmacopoeia educed from trial and error experiences of the tribes using herbs and
other substances to treat diseases common among them.”* From the field observations,
it has been noticed that Kurichians and Kurumans have been successful in maintaining
their healing tradition which they follow very religiously (mainly due to the fact that
they managed to keep their “spaces’ intact — land, livelihood identities); whereas the
Paniyans, Adiyans — even though they aso had some indigenous medicine systems
earlier — are not able to maintain their traditional practices, mainly because of loss of
their spaces (land, habitat, forests) — that formed the basis of their culture. Even
Kattunayackans seem to be dightly better off in this aspect since majority of their
settlements are found near forest boundaries, which helps them to collect their
medicinal materials, infact most of them resort to traditional medicinefirst thing during
illnesses, but they are not ready to talk about it openly.

Traditional healers are different from ayurveda/unani/siddha healers, in that
their knowledge is mainly oral/ practised inter-generational, usually inherited from
their forefathers, so, many of them practiseit asafamily tradition, asa62 year-old non-
tribal woman healer in Pothumoola, Thirunelly, who mainly treated children for
respiratory diseases, asthma, stomach problems, said- “I learnt everything from father,
who taught me to diagnose disease just by checking the pulse (nadi) of the patient”;
every healer has hig’her own method, ingredients, which they seldom share even with
their own family — although all of them collect their medicinal herbs, plants and other
productsfromforests. All the healers said forests are the best sources, and that the same
plants grown at home will not have the same effect. Neither do they collect the plants

4 Nair, Vishwanathan (2008), “Tribal Health and Medicine in Kerala”, D.C. Press, Kottayam, Kerala
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or other articles before hand, even collection is done only when there is requirement.
Many of the local healers do not store medicines — they make it afresh, because they
feel that the medicineis strong and effective only then.

Although all of them treat whoever goes to them with discomfort, afew among
them say they feel shy to treat outsiders. As a young Kattunayacka woman in Pulpally
commented about her mother, “she is very old and very knowledgeable about diseases
and their treatment, about which she learned from my grandmother. But, she doesn’t
like bragging about it like lots of others do. We know only the peoplein our settlement,
so she treats only people whom she knows. When outsiders come, she does not speak
anything, only gives them the medicine. This may be because she is not comfortable
with their language. Otherwise, her medicines are perfect, she treats — asthma, stomach
ailments, infant colic, illnesses of children, stones etc. So, our acquaintances come to
her first in case of any problem.” They say they do not charge any money, so people
pay them as per their whim.

Kuruma women hedlers are locally very popular in Kottanodu, Noolpuzha.
They have a system in which every month continuously for 6 days before new moon
(amavasya), they give their infants and children upto 5 years of age a concoction that
is said to prevent cold/cough/allergies/asthma. This is taken by ailmost all the children
here regularly without fail. Even the non-tribal mothers went to these healers for their
children. Kurichiahealers are the most popular, with even people from far away regions
coming to them, mainly non-tribes with lots of complicated issues. As a middle-aged
male Kuruma healer Chandu, who has been practising for the last 22 years and treated
respiratory diseases, fevers, epilepsy, stated — “this is not ayurveda, this is pachha
marunnu (green medicine), every one of us specializes in some treatment. People who
come to us are basically those who have exhausted all other options.” But, most of the
healers also felt that people take their children to traditiona healers only when they are
not in a position to see the doctorsin towns.

Some of them are registered with the government, with KIRTADS and some of
the most professional practitioners like- Achappan Vaidyan in Kolichaal, have
contributed a lot to tribal medicine and trained many Kurichia youth in it, who now
practiceall over Kerala. KIRTADS organizes annual camps, exhibitions and workshops
for the traditional healers, where many of them participate. But, they also feel that such
short camps are not enough to spread knowledge and even treat people. The time-tested

ethno-medicinal practices of the tribal and non-tribal communitiesin Indiaand Kerala
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are increasingly being documented and their relevance re-established with the help of
local hedlers and guides®. The tribal healers have medicines for acute and chronic
illnesses ranging from- bronchial asthma, rheumatism, skin diseases, diabetes,
backache, digestive diseases, to mental illnesses’. Some healers deal with general
illnesses, while some specialize in treating specific diseases. Infact, the traditional
doctors - the Vaidyars practicing Ayurveda are increasingly being consulted by the
educated, urban non-tribes,® who come from far, even from other districts to get
treatments for various discomforts because they prefer holistic treatments (where long-
term changes in lifestyle is required like — diet, activity etc.) and to feel close with
nature even if they have to pay more for these treatments. But, the locals, living near
the Vaidyar, prefer the public medicine, mainly alopathy, which is freely available,
works quickly in reducing the symptoms and doesn’t require much changes in their
lifestyles.

Then, there are also instances of magico-ritualistic healing among the tribes —
the mantravadis (healers-cum-oracles who perfom rituals, with the help of chants,
dances and black magic) of Kurichians® and Paniyans, for e.g the Gaddika ritual among
the Adiyans, which, according to Indu, is like a “dance-drama and is meant to cure
ailments like — small pox, chicken pox and also for deliveries, based on the belief that
it can drive away evils spirits, illnesses, diseases and bad situations.”® Suchrituals are

5 Udayan P.S., M.K. Harinarayanan, K.V. Tushar and Indira Balachandran (2008), “Some common
Plants used by Kurichiar Tribes of Tirunelli Forest, Wayanad District, Kerala in Medicine and other
Traditional Uses”, Indian Journal of Traditional Knowledge, 7(2), p.250-255.

6 Silja, V. P., K. Samitha Varma, and K.V. Mohan (2008), “Ethnomedicinal plant knowledge of the
Mullu Kuruma Tribe of Wayanad District, Kerala”, Indian Journal of Traditional Knowledge, 7(4), p.
604-612.

7 Simon Sabu M., T. Selvin Jebargy Norman, Kuru Suresh and Vijayan Ramachandran (2011),
“Ethnobotanical Knowledge on Single Drug Remedies from Idukki District, Kerala for The Treatment
of Some Chronic Diseases”, International Journal of Research in Ayurveda and Pharmacy, 2(2), p. 531-
534.

8 Matsuoka, Sachi (2015), ‘The Changing Role of a Vaidya (non-codified traditional doctor) in the
Community Health of Kerala, Southern India: A Comparison of Treatment-seeking Behaviours Between
the Vaidya’s Patients and Community Member”, Journal of Ethnobiology and Ethnomedicine, 11(57), p
1-9.

9 Sheeba K.A. (2012), “The PostColonial Kurichiya Community In Wayanad and Their Healing
Tradition”, Project Report of the Minor Research Project of UGC 2010-11.

10 Menon, Indu (2015), “Gaddika: Ritual and Reality in the Culture of Adiya Tribe”, International
Conference on Sudiesin Humanities and Social Sciences (ICSHSS), July 29-30, p. 28-31.
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effective, she continues, because they “address fears and mental strains of a subjugated
community, building their confidence as they pronounce gods constant assistance and
benevolence”, involving ‘occultism, magic and mysticism and some tribal antidotes”
for diseases that are caused by supernatural and also natural forces. The attempt isto
remove the sicknesses of the individuals and the community more at a psychological
level than at aphysical level, and to achieve the expected impact, they resort to dances,
animism, customs, myths which are powerful enough to portray “servitude of a tribal
society and their constant struggle against their landlords, ending with their liberation.”

5.3 Cultural Practices

Thereare also certain routine practices regarding diet, activities and other rituals
and medicines which different communities adhere to. Against popular perceptions
regarding tribal communities in general, the field work found that the stress on “cultural
practices” of the tribal communities is getting unnecessary attention. The impact of
these practices is high precisely because of inaccessibility (timely) to health services;
if they were made available at the right time, the relevance and impact of these habits
could bereduced. Inreality, as has been seen during the fieldwork and interactions with
mothers and grandmothers, these practices are equally (infact, much more) present
among the non-tribes (since they have more capacity to buy and stock things like —
honey, ghee, other medicines, and pay for rituals as compared to tribes). Which is to
say, that the tribes are more dependent on modern medicine than is perceived or
understood by the modern media.** And why are the cultural practices stressed only in
the case of research among tribes and their health and why doesn’t it attain the same
relevance when health studies are done among the non-tribes? Thisis because the tribes
simply do not have the kind of access that the non-tribes have. Non-tribes are stricter
when it comes to adhering to rituals.

Practices during Pregnancy and Child birth- The traditional ways of antenatal,
natal and post-natal care are certainly followed with respect to the kinds of food that

11 This is what the researcher was trying to find out, whether the tribes any rituals or used any local
medicines related to child birth and delivery time, but the researcher got only one response that was
common to Paniyas, Adiyasand even Kattunayackas — that they do use natural remediesand green herbs,
but nothing special for pregnant women or newly-born children — since they either do not have the means
(which was the case in mgjority of the households), also they have lost the knowledge and skills required
for alot of their practices and healing due to inaccessibility to forests, change in livelihoods and time
anymore. The non-tribes, the Kurumas, the Kurichias - on the other hand, practice both traditional and
modern systems according to their judgements and necessities.
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are given to the woman, the kinds of activities that she is allowed to do etc, more so, in
the case of non-tribes (they are asked to hear good music, say prayers for caming their
mind; made to eat more, bend and stretch more for easing delivery; some foods are
taboo, especially after child birth, where special food is prepared for them in the house
for the first one or two months; they are given regular oil baths so that their body
recuperates fastly; even the new borns are given regular oil baths and small portions of
traditional medicines called ora marunnu, which isamixture of nutmeg and afew other
items bought from the shops that sell native medicines, made as a paste with mother’s
milk, which is said to provide immunity and strengthen the infant physically and
mentally) as was observed in field, also the Kurichians and Kurumans are strict when
it comes to following their customs and practices. They follow it alongwith modern
medical care. The details of such practices could not be collected from the tribal
communities, especialy the Paniyans, Adiyans and Kattunayackans, who said they
don’t have any special practices during delivery. The mother works till the time of
delivery, and resumes her regular chores one or two days after her delivery in the
poorest households, but may get more attention, rest and diet in others. No special diet
or food is followed, they eat whatever they used to eat before pregnancy, in fact most
of them said they work a lot more during the last stages of pregnancy for ease of
delivery, ‘we don’t have elaborate systems of mother and child care, where both are
provided rest and service by the rest of the family and the community, we are not used
to such delicate handling and also cannot afford it, but yes, we have our own pacha
marunnu (green medicines) that we give to women, infants and children whenever they
feel sick’.

Traditional Diet and Knowledge: - Interaction with the tribal women, elders, and
healers revealed that they are quite concerned, as Pushpagandan and George remark,
about the loss of ‘local traditions and knowledge systems and the resulting poor health
of mother and child more so among the rural poor’, with increasing destruction of the
rich bio-diversity (plants, animals) and native food in the tribal belts on the one hand,
and increasing consumption of pesticide-ridden food, water and air, that pass through
aluminium/other metallic vessels and lead pipes on the other — aggravating the physical
and mental problems of the poor.'? They say that the non-tribes in Kerala are now

12 Pushpagandan, P. and V. George (2010), “Ethnomedical practices of rural and tribal populations of
India with special reference to the mother and childcare”, Indian Journal of Traditional Knowledge, 9(1),
p. 9-17.
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countering it with: cultivating vegetables in their own kitchen gardens, growing local
fruits like - papaya and medicinal plants, spicesin their own homes, increasing use of
less-damaging utensilslike- stainless steel, earthern vessels (they are going back intime
with increasing realizations, but they are aso much more costlier than aluminium
now!), something that the landless tribes like — Paniyans, Adiyans cannot afford to do
in their present conditions, maintaining home gardens and buying stainless steel utensil
have their costs. They are not very particular about what kind of food they eat, like —
the Kurichians, Kurumans and non-tribes.

Even thetraditional practices of collection and consumption of wild food plants
in a biodiversity hotspot of Wayanad by the mothers and children are increasingly
vanishing, as Garcia found in her study among Paniyas, Kurumas and non-tribes,
“mothers are the transmitters of knowledge about food habits to their children,
specifically providing information about WFPs that do not contain chemicals, are
healthy and medicinal. But, they also complain that their access to WFPs is
diminishing, also the tastes of the younger generation are changing who prefer the
modern foods prepared with chemicals, so they are least interested in the collecting and
consuming WFPs, even though majority of the tribal mothers do it. There is adso a
growing process of social stigmatization related to WFPs, even though the children and
the mothers are aware that WFPs are good and healthy, but since they are also related
with low status and poverty, the children feel ashamed to acknowledge them in their
routine life in schools and play.”*3

For example, during the field survey, it was observed that the tribes regularly
collect and cook different varieties of green leaves regularly, like — churuli,
pulincheera; consume roots, yams and tubers like — tapioca, noorai, chena (el ephant
foot yam), kachil (the yams and tubers were also consumed by non-tribes); alongwith
that they also collect a variety of mushrooms, crabs and other small games'4. The
Kurichians, Kurumans and non-tribes grow the roots and tubers in their plots (even
some of the Paniyans, Adiyans who have land), also grow — ragi, they have fruit tress

like— jackfruit, mango, etc, some of the non-tribes also grow mushrooms. Even though

13 Garcia, Gisella Susana Cruz (2006), “The Mother-Child Nexus. Knowledge and Valuation of Wild
Food Plants in Wayanad, Western Ghats, India”, Journal of Ethnobiology and Ethnomedicine, 2(39).

14 Nair, Vishwanathan op.cit.
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all the communities consume different kinds of vegetables, roots, fruits, fishes, crabs,
and other small games, still there are some slight differences. For example, the Paniyans
are looked upon by others because they are said to consume particular green tubers,
mushrooms and sometimes beef, which the other groups do not approve of. So, thekind
of food items consumed aso creates differences in socia status. The Kurichians are
given the highest status because they observe touch pollution, and take baths as soon as
they go home, they rely almost wholly on their own produce, their cooking methods are
said to be retain the nutritive value of the food, and most importantly, they mostly avoid
eating from restaurants.*® So, the current conditions call for conservation and proper
documentation of traditional medicinal and lifestyle systems, alongwith spreading its
practices among the younger generation, both tribal and non-tribal which should be
introduced at the school and community level in order to promote interaction and

respect for traditional food and medicine.

5.4 Health Infrastructurein the Field Area
The field survey aso included the study and observation of the public health

ingtitutions in the region, which included two Community Health Centres, three
Primary Health Centres, and three Sub-Centres.*®

The SCs were al pucca buildings, with water, toilets and power. They were
stocked with iron and folic tablets, paracetamol medicine, ORS and such simple drugs
and first aid. Only one of them had phone connection, and in one of them the JPHN
was not residing in the SC. In the month preceding the date of survey, the nurse in
Aloorkunnu reported one neonatal death immediately after birth at home, and the
Karassery SC also recorded two neonatal deaths, all belonging to STs. The cause for
the deaths was not known since al happened suddenly at home.

15 Ibid.

16 The three SCs were — Aloorkunnu and Moozhimala SCs (Pakkom PHC), and Karassery SC
(Noolpuzha PHC). Only three SCs could be surveyed because most of them were closed most of the
days, they opened only during immunization and other camps. Also because most of them had only one
staff — the female JPHN, who also had to go for house visits and other meetings.
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Table 5.1 Accessibility and Infrastructure of Public Health I nstitutions

Infrastructure/ CHCs PHCs
Accessibility PERIYA $ULPALL HIRAPPAT PAKKOM QPPAPAR
Panchayat IThaV' nzha Pulpaly Noolpuzha Pulpaly Thirunelly
Location (in main :
town/ away) Away Maintown | Away Away Away
Public Transport
Available (bus) Yes Yes Yes Yes Yes
No. Of PHCs 0 5 0 0 0
No. Of SCs 8 0 6 4 8
All  PHCYSCs
Connected with | Yes Yes Yes Yes Yes
Pucca Road
Poroor Noolpuzha | Eruthukkal Moozhima | Chekotu col.
Farthest PHCISC | 1 71ms) | (>50kms) | (>12kms) | a(>15kms) | (26 kms)
Average DIstance | 11 gkms. | - 69kms. | 108kms. | 165kms
of SCs
Own Emergency
Patient Transport Yes Yes Yes No Yes
Open 24*7 Yes Yes Yes No Yes
All 7daysOPD | Yes Yes Yes No Yes
Nearest Hospital | District Tauk Tauk District District
Time to Reach >1hour 1 hour 1 hour 1 hour >1 hour
Nearest Hosp.
Building Pucca Pucca Pucca Pucca Pucca
- Under
Condition Repair Moderate Good Good Moderate
Cleanliness Poor Poor Fair Good Fair
24*7 Water Yes Yes Yes Yes
Yes
Supply
24*7 Power | Yes Yes Yes Yes Yes
Supply
Toilet Yes Yes Yes Yes Yes
Phone Yes Yes Yes Yes Yes
Computer/Interne | Yes Yes Yes Yes Yes
t
No. Of Beds 18 40 10 1 20
Store Room Yes Yes Yes Yes Yes
Deep Freezer Yes Yes Yes No Yes
Laboratory Yes Yes Yes Yes Yes
Al “Drugs in Yes Yes Yes Yes Yes
Stock
Oxygen Cylinder | Yes Yes Yes No Yes
Labour Room No Bad State Not Used No No
Operation
Theatre No Bad State Not Used No No
Incubator No No No No No
:leed — Wed. Every Wed. | Every Wed. | Every Wed. | Every Wed.
mmuni zation
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As regards to the accessibility of the CHCs and PHCs, most of them were
located near bus stops and had pucca roads to reach them otherwise (Table 5.1).
However, only the CHC in Pulpally was located in the main town, the other CHC in
Periya was located a bit away from the main town, and it had no PHCs under it, only
sub centres. The Medical officer in Periya was quoted as saying, “it’s good that the
CHC is located a bit away from the main town, this saves us the trouble of treating
people with even dight illnesses like — ssimple aches or pains, who otherwise would
have come if it was in the main town. So, we only get patients who really need
attention.” All the CHCs and PHCs have in-patient facilitiesand own emergency patient
transport (either jeep or ambulance), except the Pakkom PHC in Pulpally, which is a
newly constructed small building (there are no beds) and has out-patient facility only
on Monday, Wednesdays and Fridays. The patientsin Pakkom arereferred to the nearby
CHC in Pulpally in case they require admission.

Among the PHCs, the onein Appaparain Thirunelly Panchayat seemsto be the
remotest, with the maximum distance from the nearest hospital; it also has the
maximum number of sub-centres which are, on an average, located at a distance of
more than 15 kilometres, the farthest sub-centre being more than 25 kms. This seems
to be the reason for the PHC to have the maximum number of beds for in-patients.

The main issues that require attention in all the CHCs and PHCs include:
vacancies and inadequate staffing, the absence or bad state of labour rooms and
operation theatres. None of them have incubators for new-borns. Mgjority of these
ingtitutions look quite vacant most of the days, not all the staff is available al thetime
— everyday some group of staff (either the Chief Medical Officers, or the Medica
Officers, or the Junior Public Health Nurses) would have gone to attend some meetings
(either of Health Department, or the Panchayat, or the Block Development Officer) or
camps. All these places look like arrangements to dispense vaccines, prepare reports
and give simple medicines and contraception. No place is equipped to handle
emergencies. Half of the staff in theseinstitutionsis contractual; ots of posts are vacant,
especially specialized doctors like — gynaecologists and obstetricians. Therefore,
complicated illnesses, deliveries, emergencies — are either referred to the District
Hospital in Mananthavady or Sulthan Bathery taluk hospital (that take about an hour
on an average from most of the colonies); slightly more complicated ones are referred
to Kozhikode Medical College (which easily takes four hours to reach). So, people
prefer not to go to sub centres or PHCs - they either go to private hospitals (that are full

139



of patients), or go to main government hospitals directly, as they know they will be
referred to these places anyways and want to save time ‘running from one referral to

another’.t’

5.5 Health Personnel in the Field Area

The recent reports of the Directorate of Health Servicesin Keralahave revea ed
that there are 9 CHCs, 14 PHCS and 204 SCs in Wayanad. The total population of
Wayanad is 816558, which shows that one CHC serves 90,728 population, a PHC
serves 58,325 population and a SC is serving 4002 population in the district.® This

shows that the PHCs are having a bigger population dependent on them and only 8 of
these PHCs are 24* 7.2° Similarly, it has also been reported that in Keralathereisalarge
shortfall in availability of Pediatrician (required number is 90 and shortfall is 85!), or
any kind of specialist, where 116 specidists are required, the shortfall is 107!%°, As part
of thefieldwork, different levels of medical and paramedical workerswereinterviewed,
including — Chief Medical Officer of a CHC, Medical Officers of PHCs, Health
Inspectors and Junior Public Health Nurses of PHCs and Sub-Centres, and severd
Accredited Socia Health Activists (ASHAS).
On Infrastructure and I nadequate Staffing

A very dejected and disinterested CMO of CHC Pulpally, who has been here
for the last 20 years, opines - “Kerala’s health sector achievements were due to the
worker movementsin 1960s and 70s and high level of awareness; currently, thereisno
such public stimulation, no socio-political will. Everything is wrong with the present
state of healthcare where in-patients are getting more attention than outpatients; the
popul ation expected to serve by CHCs, PHCs, and SCsis increasing every year rather

than decreasing (pointing to lessinvestment in infrastructure in rural and remote areas,

17 Asone non-tribal jeep driver stated — “it is quite difficult to arrange for transport at nights, rains even
for medical emergencies for the remote colonies — the most difficult task is to get the patient out of the
colony; once the transport is arranged, it is better to go to private hospitals or the main government
hospitals directly rather than waste time in middle-level health centres.”

18. The standard population to be served by a CHC, PHC and a SC are: 1,20,000; 30,000 and 5,000
respectively. For atribal area, it is: 80,000; 20,000; and 3,000 respectively.

19. Hedlth at a Glance, Standardised List of Modern Health Institutions, 2014, Govt. of Keraa,
Directorate of Health Services, www.dhs.kerala.gov.in, accessed on 15th July’2016

20. Report of the High-level Committee on Socio-Economic Health and Educational Status of Tribal
Communities of India, 2014, Ministry of Tribal Affairs, Govt. of India,
www.indiaenvironmental portal .org.in/files/tribal committee, accessed on 15th July’2016
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thus increase in the load of work), lack of motivation among staff and doctors to work
in Wayanad and their indifferential attitudes coupled with staff absenteeism and vacant
posts, increased absence of preventive and promotive health care systems (spreading of
health awareness) but increased focus on curative hedth care and specialized/
sophisticated hospital care for personal and political gains”, are all contributing to
increasing ill-health among the people.

The Medical Officers say “population is increasing, but infrastructure is not.
Government isrunning health centres and hospital s with contract staff. There have been
no permanent appointments recently. There is a need to create more posts according to
population ratio — both para-medical and medical.” The Medical Officer in CHC Periya,
who joined recently, reported, “most of the posts are adhoc here, a CHC should atleast
have a paediatrician, a gynaecologist/ obstetrician and a surgeon”. Also, they say they
“require new buildings and equipments. Private hospitals are popular because they are
able to get quick approvals and build good infrastructure within a very short time.”

On Other Staff

In the case of one particular CHC, the staff was blamed for not providing proper
attention and care to patients who came after being referred by particular PHC or SC;
this was attributed to some personal enmity of the staff and the doctors. Thus, people
suffer because of bitter interpersonal relations between the staff of sub-centres/ PHCs
and CHCs. Even the doctors working here do not want to continue, since they feel they
would get better opportunities outside.

Asthe CMO of CHC Pulpally remarked — “The staff in the health institutions
is good, but they are al here for their jobs, not completely dedicated or committed to
their work and duties. The JPHNs are completely neglecting their field visits in the
tribal colonies because of the increasing influence of ASHA workers who are not
properly trained for this kind of work, so there is not much inspection or supervision
there in terms of sanitation or heath awareness. So, the ASHA network should be
stopped. The State health care system should be strengthened.”

On Tribesand Tribal Colonies

The CMO stated — “it is more important to provide safe drinking water, good
housing, with proper sanitation and good nutrition to all here, “malnourished and weak
parentsliving in poor surroundings with low utilization of health care will give birth to
malnourished and weak children, so the cycle continues”. He continued — “malnutrition

is the major issue, it makes the treatment of infectious diseases and anaemia difficult.
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Alongwith that, the problems of drinking water and sanitation and poor living
conditions, compound the health troubles. The second most important issue is that of
home deliveries, which are difficult to predict or prevent. Last month aso there was an
instance of maternal and infant death in the tribal colony. These events are quite
disturbing.” Home deliveries are a major issue in this region, especially among Paniyas
and Kattunayackas. The health personnel in Pakkom PHC state — “the tribes have
become habitual to government subsidies, love freedom, they are not disciplined, rather
they expect everything from government. In the case of pregnant women, their tribal
neighbours do not accompany them to hospitals, even if transport is arranged. They
never go and admit themselves in hospitals. Whereas the non-tribes, living in the same
areas, go and get themselves admitted before due date so that they don’t have to deliver
at home.”

There are frequent instances of emergency medical camps being organized in
the colonies during outbreaks of any disease. It is called an outbreak if 2 or 3 people of
the same colony fall ill with the same disease within a short time. The outbreaks of
cholera, typhoid, chicken pox, skin infections are common in the area. One Medical
Officer stated- ‘tribes never follow our advice on cleanliness and hygiene, also they
don’t use the ORS packets or iron-folic tablets that we give them.” The main infectious
diseases are mostly water-borne in the colonies, because of unclean drinking water
sources. Thetribes are advised to boil the water, but they seldom do that.

The Medical officers say that the living conditionsin thetribal colonies are amajor
issue for health. The CMO asks “How is it possible to improve overall health without
addressing the housing, sanitation and food security issues? Promises are made in all
meetings but no action is taken.”

The health inspectors and nurses opine that the tribes, mainly the Paniyas, the
Kattunayackas and the Adiyas ‘have no aspirations. The parents (who are illiterate
themselves) do not pressurize their children to go to school regularly and study hard.
The children, taking advantage of this leniency, go to pick ginger, arecanut, mango,
jackfruit during the peak seasons and sell it for some money. Once they attain this habit
of earning small money intermittently, their interest in education and other activities
stops forever.’

Most of the health personnel and medical officers, including the CMO feel that
*“colonization should be stopped, because the tribes are spatially marginalized again in
this system, they should be allowed to settle along with the non-tribes and not live only
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among their own tribe, so that their level of interaction and aspirations increase. It’s not
that they don’t have money, the problem is they spend everything they earn quickly by
eating out, drinking and buying things. They don’t save anything for future. When they
don’t have any money, they don’t mind being on empty stomach. Living within the
colonies is the major reason for their backwardness. Otherwise, the repetition of ill-
health and poverty would be unstoppable.”

On Their Role

The duties of a chief medical officer include — out-patient and in-patient care,
attending medical camps during immunizations and outbreaks, administrativework like
- attend block level meetings of the health department, arrange for infrastructure and
equipments through Hospital Management Committee at the level of the Block
Panchayat. The Medical Officers in the PHCs also had similar duties, but they had to
do minimum four field visitsamonth, alongwith being present in al the medical camps.
The Medica Officers seemed satisfied with their roles, except for the administrative
duties, as one MO stated — “medical duties only would be preferable. Lot of
administrative work hamper our medical work.”

It was observed during the visits to the Primary Health Centresthat all meetings,
camps, fixing of dates for immunizations, arrangements of duties were done by the
respective health inspectors of those PHCs, who had served more number of yearsin
that area than the Medical Officers, who were relatively younger and new to their
positions and area.

The CMO remarked- “there isaneed to focus on primary preventive health care
rather than higher level curative care. This has been turned upside down. My post is not
effective enough to bring change. It is difficult to coordinate between different
departments — forest, food safety, panchayats and police. We cannot take decisions
independently because approval from all frontsis required, which means thereis ot of
political intervention. But, if anything goes wrong, the health department is held
responsible for sure.”

The Junior Public Health Nurses (JPHNS) are supposed to do the house visits
alongwith ASHA s of the respective colonies, especially for checking up on the pregnant
women and young children. But, many ASHAs complain that the JPHNs do not
accompany them regularly, they accompany them only during the polio campaigns. The
JPHN's say they are overburdened with meetings, trainings, camp duties and formation

of reports, they simply do not get the time to visit colonies frequently. Infact, all the
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health personnel say they are getting increasingly busier with lots of surveys and report
submissions and trainings, which leavesthemwith lesser time and energy for their real
duties of house visits, health awareness and patient care. They say they do try to
accompany the ASHAs whenever they can, because if anything goes wrong in their
area, the JPHNs are answerable and not the ASHAs. And, most of the JPHNs live far
from the colonies, in or near towns. Travelling to the colonies regularly requires ot of
time, its impossible to do both health centre duty and field visit every day, especialy
visit those households and colonies that are remote. They aso blame the ASHAS for
spreading ill-will among the tribal women regarding the JPHN's, as one JPHN of aPHC
says, “I have been working among the tribal women for thelast 28 years, and alongwith
my colleagues and doctors, spreading health awareness among them, we are the ones
who introduced the ASHAs in the colonies. And now, the ASHAs think they are more
effective than us when it comes to convincing the tribal women in utilizing ANC and
deliveries. Yes, | agree, some of the ASHAs are good, but most of them are political
activists (they are member in different political parties) and not serve the tribes. They
have shops, fields and party work. They do not do proper field visits— not interested in
marking pregnancies and immunizations. The nurses have to inform them of new
pregnancy cases. Only half of them are committed. They want to control the medical
staff here, but not interested in bringing any real change in the mindsets and awareness
of people here. They have more time in their hands and other intentions to visit the
colonies compared to us, for establishing ““networks” and getting a foothold in the area.
Otherwise, they are not bothered. Obviously tribal women are more comfortable and
open with them. But, that doesn’t mean we are ineffective or lazy.” they feel that ASHA
posts should only be given to women who are committed and not to those who want to
take advantage of the people’s expectations and channelize it differently.

Then, there are also some JPHNs who don’t visit the colonies regularly and are
dependent on the ASHAs completely for their monthly reports and reporting of
pregnant women and immunized children. As there was this nurse in Appapara, who
accompanied the researcher alongwith the ASHA, to an Adiya colony. It could be
plainly observed that she wanted to keep a physical distance from the tribal women.
Once when we had to cross a narrow stream to reach a colony, the nurse asked the
ASHA worker - “is it okay to step on the water? Don’t these people pollute it?” For
this, the ASHA gavethereply- “it isokay. The Adiyas do not pollute, it is the Paniyas.”

Same attitude of impatience and insensitivity was observed during the distribution of
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supplementary food packets to adol escents and | actating women in colonies?!, when the
JPHN ordered the jeep driver - “give food packets only to those who come to take them,
those who don’t come to take food now, need not be given food next week onwards.”
They were only bothered about finishing the distribution process quickly and
comfortably. Such reactions and responses make the tribes feel distant from health
personnel??, and defeats the whole purpose for which these programmes were made in

thefirst place.

5.6 Accredited Social Health Activists (ASHAS)
The role of the ASHAs mainly include identifying households with pregnant

women and assisting them in accessing regular ANC, ensure that they consume iron
and folic tablets, and accompany them in availing institutional deliveries. Along with
that, they have to keep a list of 0-6 age group children, their birth details, their
immunization details, and make sure all of them get immunized on time. The other tasks
include- checking up on the colonies regarding cleanliness and sanitation, and
chlorinating the wells and assi sting the anganwadi workers or the nurses during camps,
surveys and house-to-house follow-ups for polio drops. The ASHAS are appointed by
the Panchayat, they get some nomina stipend of Rs. 800 per month plus some
additional amount as per the number of cases of immunization in ayear, and number of
women they brought for institutional deliveries. The field survey was done mainly with
the assistance of some 10-12 ASHAS, majority of whom were non-tribes, only one was
aKurichia

All ASHAs were of the view that child health care utilization was not an issue
among Kurichias or Kurumas, who not only fully accessed the facilities but also had
well-developed systems of traditional medicine and nutrition. Most of the issues
regarding utilization were mainly faced by- Kattunayackas, followed by Paniyas and
Adiyas. A popular ASHA among them stated — “Kattunayackas don’t take much effort
in accessing child immunization and ANC. Paniyas seem to be better.” Similarly, many

21 Every Saturday and Sunday, food packets— usually biryani on Saturdays and eggs, milk, and nenthira
pazham (one of the healthiest variety of banana) on Sundays - are given to adolescents and pregnant or
lactating women, prepared by Kudumbashree units, distributed by ASHAs and JPHNs in al the tribal
colonies.

22 It isimportant to mention that majority of the health personnel in the CHCs, PHCs and SCs were
non-tribes, only a few were Kurumas or Kurichias. During the field survey, we did not meet a single
Adiya, Paniya or Kattunayacka health worker or Panchayat worker.
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ASHAs in Pulpaly Panchayat, who were covering the Paniya and Kattunayacka
colonies, complained that the tribes never used the chlorine packets to purify the well
water, and the iron and folic tablets are simply stacked up in their homes; neither did
they use the ORS packets that are given to them when children have diarrhea. The
ASHASs covering the Kuruma settlements in Nool puzha, or the Kurichia settlementsin
Thavinzhal did not have any such complaints.

All the ASHASs love their work (as they say it concerns women and children),
as one said, “I love my job. I visit all the tribal colonies in the Panchayat and the people
are very attached to me. The tribes now trust us. Because of our efforts tribes are now
going for hospital deliveries. In order to keep up the motivation and cooperation among
tribes, it was very essentia to be friendly, honest and soft with the people here. It takes
alot of timefor an ASHA worker to gain their trust before they agree for vaccinations,
ANC and hospital deliveries. It isalot about being committed, dedicated and efficient
to make the interaction smooth and positive. We cannot intervene suddenly and take
decisions for them.” Another ASHA, (who covered some remote Kattunayacka
colonies with us) opined — “initially, it was a lot of hard work as establishing good
relations with the remote tribes was very difficult because of language problem, dueto
which the response was extremely slow, they showed no interest in health care or
contraception; but now things seem to be slowly changing — still we have a very long
way to go in order to persuade them to go for regular check-ups on their own without
being dependent on us and the most sensitive part is to persuade them to give up home
deliveries”. Once she went to admit a Kattunayacka woman on her due date, but “that
woman came back from the hospital before the delivery. Most of the women are —
scared of hospitals, injections, strict/ bad treatment by staff; most importantly there is
no one to accompany them during delivery and post-delivery times because husbands
cannot afford to miss work days, so the women do not like being alone in hospitals, as
they are used to the company of other women or their men whenever they step out of
the colonies. Earlier it was very difficult to even talk to them because of language and
their fear of outsiders (every time we came, they used to run into the forest and hide -
even now they hide whenever we come with doctors for vaccinations), but its changing
now. Now, most of the people listen to us, but some are very rash — they say they know
how to take care of their kids and themselves, don’t need advice from outsiders,

whenever they are asked to be regular with immunizations and visits”.
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But after 8 years of working hard, some of them do have complaints regarding
their salaries and the jobs’ temporary nature, and transport. They feel that Rs.20 per
immunisation is not enough. Many of them say they like the work, and its goals, which
makesit highly satisfying, but it isaheavy drain on their energy, time and even money.
They don’t get regular wages. They got their dues only once or twice in a year, one said
she received only about Rs. 11,000/- for a whole year’s work, which included thrice-a
week colony visits (most of the ASHASs have 5 to 6 colonies under them, which might
be far, for which they have to arrange own transport), registering pregnant women,
children, giving vitamin A, visiting during polio camps, again follow ups, taking the
pregnant women for deliveries, arranging transport, submitting monthly reports in
PHCs, SCs, etc.

It isactualy afull-time job, not a part-time twice-a-week or thrice-a-week one!
And all this, amidst heavy rains, the narrow and rocky paths to colonies, and in remote
forest colonies, encounters with wild elephants, wild buffaloes and snakes are not
uncommon. An ASHA in Noolpuzha said, “the only difficulty about the job is the
transport issue - we have to walk alot of distance into interior areas, where thereis no
safety from elephants, so these areas need better road connectivity and transport 24
hours as even the jeeps ply only till 6 pm and night time commuting in vehiclesisvery
restricted here. So, people go directly to hospitals, than go to sub centres or PHCswhich
they know are again going to refer them to taluk or district hospitals only.” In fact, most
of the colonies are quite difficult to reach, transport costs for visits are more than their
income. So, some remote colonies do get neglected, and are only attended to during
camps. Another ASHA was quite bitter, ““it is not possible for usto visit every pregnant
woman every day to ensure that she takes the iron and folic tablets, provide us a proper
and regular means of transport, we might even feed them the tablets with our own
hands, we anyways spend alot of our own money in going to these colonies, sinceitis
not possible to walk to the most distant ones. Some ASHAS are lucky to have colonies
that are near their homes.”

One of them stated- ““‘the health inspectors, the nurses and doctors have fixed
working hours, permanent job, high regular salaries for sitting in one place and
working; thetribes get everything given to themat their door step for freejust for sitting
in their homes; but we ASHAs, who actually do lot of work, have no fixed hours, no
permanent job, and no income”. Some of the ASHASs have started their own tailoring

business, or they take care of their land/livestock and being an ASHA becomes
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secondary. Still, many of them strive to do their dutiesto their best. Some say that they
feel like quitting their posts, but are only hanging on because they like the people and
hope that one day their posts will be made permanent.?

But then, there are also a few who say, “we were told beforehand that as ASHAS
we will not be getting any salary, nor will it be permanent- so why raise hue and cry
now? | am very happy with my work. I like to assist these people.” This was sided by
Nalini who, remembering an instance, said- “in one of the colonies that | cover, there
was a case of home delivery some 3 years ago at night time. WWhen we went there early
in the morning with the doctor, we saw that the infant had died and the mother was
bleeding heavily. Even though we were terribly upset that we could not save the infant,
we wer e able to avert the death of the mother. When we realise that our timely actions
could save even one life, then we feel proud to be an ASHA.”

Definitely, the networking and role of ASHA workersis very important in
thisfield area, as was observed during the fieldwork. The relations between the ASHAS
and tribal women, especially Kattunayackas, is very cordia in most of the colonies.
Therefore, removing the ASHAswould not be the most ideal thing to do in such remote
areas, where the JPHNSs either do not have the time or lack interest or patience to gain
the trust of the tribal women. Many ASHA workers, who have been working in these
colonies since the introduction of NRHM for the last 8 years, strongly feel that their
hard work and regular contact with the women in the field, in the remote colonies has
definitely improved the maternal and child health utilization of the tribal mothers.
Though, it has to be accepted that even for the ASHAS, it is very difficult to visit the
remotest colonies very frequently, especially during the rains, and they are gradually
losing their level of enthusiasm and interest because of low monetary benefits of being
an ASHA, along with the sarcasm and ill-wills of the nurses and doctors of the PHCs
and CHCs, who fedl that ASHAs are not qualified enough to deal with medical issues
and blame the ASHA network to be the main reason behind the increasing sluggishness
among the JPHNs.

But then, most ASHASs feel “only medical knowledge and strict implementation
will not bring results as they forget the basic fact that inter-personal interaction and

skills are more important in establishing trust among women and mothers, alongwith

23 Infact, during the field survey of January’15, one day all the ASHASs were on strike, demanding that
their salaries be increased and their posts be made permanent.
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making them aware about the need and the ways to take care of themselves. And for
this, one needs to convince them patiently which has taken us years, so that they can
trust us, and know we are not there to harm them — some very important things for
which JPHNSs do not have the time”.

Other | ssues

There is aso the problem of under-reporting in the health centres, who have to
prepare monthly reports on home deliveries. During an interview, the medical officer a
PHC referred to a case of a recent home delivery in a colony, but when the researcher
looked for its record in the monthly report of that PHC, it mentioned zero home
deliveries — which means that particular case went unrecorded. This could have
happened due to a small mistake, but it matters alot in policy discussions.

Most of the deliveries take place in the two district hospitals at Mananthavady
and Sulthan Bathery (the PHCs do not even have gynaecol ogists or obstetricians) which
arethemselves quite far from the colonies; on top of that, the risky or complicated cases
of delivery (high blood pressure, twins etc) are referred to the Kozhikode Medical
College which is, on an average, 4 hours from the colonies. More tribal women are
marked asrisky cases of delivery than non-tribal women?* (maybe because of the nature
of their work, nutrition, general hedth, and previous delivery), and they are most
reluctant to go to hospitalsfor deliveries because of the nature of setup (or their previous
experience?, as dl the health personnel agreed on one point — the tribal women, esp.
Paniyas and Kattunayackas are reluctant to go to hospitals, even if the nurses or
doctors take a vehicle and are ready to accompany them) and lack of assistance. The
medical camps organized during the different days of the month, are not enough for the
health problems of these people. They need more holistic ways of healing, not just
allopathic medicines, integrate plural systems of medicine since lot of their children
and elders suffer from chronic forms of diseases, at the same time making efforts
towards providing them their “spaces’ that were snatched away from them.

24 Asreported by ASHA worker.

25 The ASHA workers reported than many tribal women did not like to deliver in hospital s because there
was no one to assist them from their home or colony. Secondly, even if women gave their first birth in
hospitals, they refused to come to hospitals for their successive births because of their previous
experience where they were made to feel small, passive, lonely, had to follow strict orders, and had to
give birth in a strange setup with so many apparatus, which was very stressful for them.
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5.7 The Conditionsin Anganwadis

During the field survey, observations were also made about the conditions of
seven anganwadis present in or near the colonies, the details of which have been given
in Table 2. It shows that teachers and helpers mostly belong to the non-tribal group,
except in the case of Kurichia settlement, where both the staff are Kurichians, and the
Kuruma settlements, where the helpers are Kurumans. On an average, there seem to be
around 15 children, above 3 years of age, who attend the anganwadi regularly, and the
proportion of ST children appears high in most cases. Two of them do not havedrinking
water facility (either well, or pipe), so they bring from neighbouring households.
Similarly, three do not havetoilet facilities, in one anganwadi, the children use the one
in the teacher’s home, which is very near. None of the anganwadis have electricity
available, there are no fans or lightsin any of them. One of the anganwadi in Chekadi
was afully kachha one, made with bamboo sticks and thatch and mud floor, and it was
almost about to fall. They were waiting to get shifted to a pucca one soon. All the other
were pucca buildings, either government-owned or rented.

Compared to Pulpally, the condition of anganwadis in Noolpuzha, Thavinzhal
and Thirunelly Panchayats seem to be much better. All of them have gas for cooking
food daily. Most of them do not seem to have a proper boundary wall or aplay areafor
the children. The typical setup consists of a big hall, with a big window, little chairs
and tables for children, some alphabet charts and pictures, some toys, an amirah for
keeping the registers, paper for the teacher, and a weighing machine. Most of them had
asmall metal ride just outside the room, but it was either broken or unfit for play.

The condition in rented anganwadis is worse, where toilets and drinking water
are abig problem. And mini anganwadis, where thereis only one lady worker who has
to double up as the teacher-cum-cook, are worse off with less space, but the number of
children who come here are same as in main anganwadis. Faulty weighing machines
are a common complaint in many. All the anganwadis maintain a register of women

and children, provide supplementary nutrition to all, and education.
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Tableb5.2 Infrastructure and Conditionsin Anganwadis

_ Mada- | Veutho- _ Chek- Kuni-
Name Nitra _ Kolichaal i Marodu
paramb ndi adi yoor
. Thirunell | Pulpall | Noolpuzh | Thavinzha Noolpuzh | Thirunell
Location ] Pulpally )
i y a I a i
Teacher NonT NonT NonT Kurichian | NonT NonT NonT
Helper NonT NonT | Kuruman | Kurichian | NonT | Kuruman | NonT
No. of
_ 16 12 13 20 13 14 11
Children
ST
14 11 4 18 8 14 8
Children
Drinking
Yes No Yes Yes Yes Yes No
water
Toilet Yes No Yes Yes No Yes No
Power No No No No No No No
o Kachh
Building Pucca | Pucca Pucca Pucca Pucca Pucca
a
Condition Bad Bad Good Good Bad Good Good
Cleanlines
Ok Bad Ok Good Ok Good Ok
S
Ventilation Ok Bad Good Good Ok Ok Ok
Kitchen Yes No Yes No Yes Yes Yes
Gas Yes Yes Yes Yes Yes Yes Yes
Boundary No No No No No Yes Yes
Play area No No Yes No No Yes No

Daily Routine:- Thework of the helper usually starts at 9.30, before the teacher

and the children arrive - she opens the anganwadi, cleans the room and the surrounding

areafirst thing, and then, in case there are no pipes, shefills up water from the well for

drinking, cooking and cleaning. The teacher usually comes 5-10 minuteslater. Some of

the teachers also bring some children with them, whose houses fal in their daily

walking route. All the children come by 10. After this, different anganwadis function

differently. In some, the children are ssimply allowed to play while the teacher attends

151




to some paperwork and the helper cooks. While, in others, there are daily prayers,
regular classes where they are taught the national anthem, alphabets and rhymes, there
are aso different themes for different months of the year and in that particular month
the children are informed on different aspects of that theme, like — sun or water or trees
with the help of songs, stories, pictures. Some of the teachers also took them for nature
walksin thevillage, showing them trees and plants. The usual menu amost everywhere
included- ragi drink at 11 am, akind of porridge made by cooking ragi in water, added
with sugar and milk powder, served in a tumbler to al the kids; lunch is salted rice
kanji mixed with green lentil at 12.30 pm, and upma around 3 pm, both of which are
served in asteel plate and al the children are made to sit in arow and given their food,
which they have to eat themselves. Sometimes, they are given eggs, groundnut cakes
made in jaggery, and payasanvkheer on special occassions. After lunch, all thekids are
made to lie down for an hour on mats spread on the floor and asked to sleep. By 3.30,
the mothers came to pick up their children, and the teachers went for house visits. They
maintained a register of al the pregnant women and children till the age of 6 years,
even if they did not attend the anganwadis. They register births and deaths, details of
pregnant women, anthropometric measurements during the house visits. Non-tribal
pregnant women are given upma in the anganwadis, which they have to come and
collect everyday, which only afew did. The anganwadis areinspected by the respective
ICDS Supervisors in that area, who in turn, have to report to the Panchayats. The
Panchayats provide the goods and provisions required by the anganwadis.

Many teachers complained that their area was very big, and only the children
living nearby attend the anganwadis regularly. One teacher in Appapara, Thirunely
said thelocation of the anganwadi was faulty, since she had 5 to 6 Adiya colonies under
her, but the children from only one or two colonies are able to attend, the others were
not in walking distance, and the anganwadi is not even located near a road. She had to
pick afew children while coming from her home daily, and drop them back. Since she
had to pick up children from their homes, the anganwadi starts late. The children, on
most days, got tired of walking so long. Another teacher working for the last 6 yearsin
Thirunelly, said — “Only nearby children come regularly. The colonies are far away,
some are more than 2 kilometres from here. It is difficult for mother and children to
walk difficult terrain every day. Even we do not have time to go and bring them every
day. During the rains, even the existing paths become unwakable. The non-tribal

houses are far away, so pregnant women also couldn’t come every day, which was
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resulting in wastage of food. So, we stopped cooking upma for general pregnant
women. Tribal pregnant women get wheat and oil from us once a month”. But,
wherever, the anganwadi was located near the non-tribal settlements, the non-tribal
pregnant women came to receive their food regularly. Another teacher in Noolpuzha
stated “most of the children here attend regularly because our anganwadi is very good.
The most regular children are those of Kurumans, whereas the Kattunayackas are the
least regular. Two Kattunayacka children are absent now because they are having some
skin allergy, mainly because of so many dogsin their houses. The dogs are said to be a
protection against the elephants, but they always give diseases.” One Anganwadi
teacher asked- ““if the tribal pregnant women and lactating mothers of the remote
colonies can come to take their monthly quota of wheat and oil and the amritham podi?®,
then why can’t they come to leave their children in anganwadis daily?”” But, another
complained, who has been working as an anganwadi teacher for the last 15 yearsin
Noolpuzha,— “the tribal mothers do not even come to get their supplementary nutrition
regularly; they expect us to go and give it to them, even then they feed it to their dogs
and goats.” One teacher in Pulpally and another in Noolpuzha, working for the last 7
and 10 years respectively state — “The response from the Kattunayackas and Paniyasis
not good, they are al registered but just not interested in bathing and dressing up their
children and sending them here, they are so lazy. We visit them sometimes, but we
cannot go daily, their houses are far.”

The helpers and teachers are al satisfied with the nature of their work, as an
anganwadi teacher in Pulpally, states- “anganwadi systems are best to teach kids values,
and make them independent as there is no pressure on them unnecessarily. We are
personally involved with each and every child, and make sure to converse and interact
with every child daily. The mothers also feel comfortable with us, since they see us
every day and the interactions are easy. The private schools and nurseries, start
aphabets and rhymes, without any focus on teaching values, creating awareness, or
even making them independent.” Another teacher said — “It is also an opportunity to
know your community better, build socia networks, and to be attached with people

around.”

26 Amritham podi is a multi-cereal based powder which is fed to infants in the form of porridge.
Lactating mothers are given this after their infants attain 6 months of age till the age of 3 years. The
ASHA s say the tribes don’t feed it to their infants, rather they make dosas with the podi and consume it
themselves, or they feed it to their dogs.
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Issues:- However, they also feel overburdened. All theteachers opined that they
had to do too many tasks every month, which left them with very lesstimeto attend the
children properly and engaging them qualitatively. Many teachers felt bad that they
were not able to spend every working day with the children, ‘if we see practically, we
get only 10 - 12 days per month properly to engage with kids. The rest of the days go
in all kinds of — field visits, training classes, visits to panchayat offices and ICDS
offices, paper work, writing and submitting reports, accompanying health personnel,
ASHAs and others during immunizations, polio programmes and surveys. On such
days, only the helper stays with the children. How can we teach anything valuable to
children? So, we need more staff to do all the miscellaneous work here. We get
absolutely no time to teach quality things to our children.” So, there is no continuity
and the parents and children also lose interest, resulting in most of the non-tribesin the
area sending their kids to private schools and nurseries. All the teachers and the hel pers
complained that they were receiving were very low salaries compared to other
government staff, the salary of a teacher was Rs.5000/ pm, and that of helper was
Rs.3000/pm at the time of survey?’. They demanded that their pay should be at par with
other government teachers and helpers because managing and engaging small kids is
more difficult task than simply teaching bigger children. One stated — “we have six
working days, only Sundays are free. Even then, many of our Sundays go in surveys
and polio camps. Our job involves —health work-social work-house visits-regular
teaching. Our days are full. We need better salaries, good infrastructure and good social
support.”

The Paniya, Adiya and Kattunayacka mothers respond, “going once a month
and going daily is different. The anganwadis open only at 10 am and close by 3.30 pm,
but we have to go to work by 7.30-8 am and return only at 5 or 6 pm, then how can we
leave our children in anganwadis, and they cannot be allowed to go aone because the
anganwadis are far and the paths to reach them are not that safe.” In some colonies,
like- Mangakandi, there is an anganwadi, but the teacher seldom comes, even though
all the children are registered. The parents say the teacher never tried to reach them or
talk to them, seldom visited the households there, and does not show much interest in
her job, so they don’t send their children.

27 In the beginning of 2016, their salaries were increased to Rs. 10,000 and Rs. 8,000 respectively, after
continuing protests and demonstrations by the anganwadi workersin Kerala.
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5.8 Conclusions

Thus, the chapter has clearly brought out the observation that the tribes are not
averse to using modern medicine but the facilities need to reach them better and closer
to their settlements or colonies. The systems of traditional medicines are still strong
only among those whose colonies are near forest boundaries, from where they can pick
their herbs. For most of the illnesses, the tribes, especialy Paniyas and Adiyas readily
go to government health centres or camps, or even private doctorsif their purse permits
because they also increasingly want quick relief from their illnesses. But, the
observations on public health centres and their conditions have also brought out the
facts that the infrastructure is not enough to deal with emergencies or any complicated
illnesses. There is only one major district hospital at Mananthavady, which has the
specialized doctors. The PHCs and CHCs, as the medical officers themselves report,
have shortage of permanent specialized doctors like- pediatricians, obstetricians or
gynaecol ogists or even surgeons. The doctors and the JPHNs complain the remoteness
of location of the tribal colonies to be a big issue, and blame this remoteness to be the
reason why they themselves do not prefer to visit the colonies. Then, how can they
blame a sick mother or child or any ill person for that matter (for whom the distance to
the health centre might be difficult to cover) for not seeking immediate medical advice
for illnesses or deliveries or any acute episodes?

Even though there is the possibility of relatively effective indigenous methods
and medicines for illness treatment among tribes, who are thought to have been
traditionally capable in their use of herbs and leaves for various purposes including
health care; there is lack of initiative by tribes as well as the government to promote
their traditional knowledge in a systematic manner.?® Moreover, with the destruction of
the rich forests and their bio-diversity, changesin the climatic conditionsin the region,
land use-land cover changes, changes in lifestyles and Deprived ST groups tend to
display high levels of resignation and to lack the capacity to aspire; consequently their
health perceptions often do not adequately correspond to their real health needs.

But, for the last two decades, the state government seems to be focusing only
on the curative aspects of health, as Soman and Panikkar state on the prevailing health

situation of low mortality and high morbidity in Kerala, which ‘can at best avert death

2 Maharatna Arup (2000), “ Tribal Fertility in India: Socio-Cultural Influences on Demographic
Behaviour”, Economic and Political Weekly, Vol. 35 (34), pp. 3037-3047
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or mitigate the effects of diseases, but cannot reduce the incidence of thelatter (tackling
morbidity requires more preventive and promotive measures, positive changes in
nutrition levels and conditions of living)’. That is why Kerala has one of the highest
morbidity rates, even though the duration of amorbidity episode might be less because
of timely medical attention due to better levels of health consciousness’. They continue
to say ‘even availing medical care promptly involves money cost aswell as opportunity
cost.” So, rather than unduly praising the state government for its curative health care,
which anyways educated and aware people will avail, it is more important to question
why the governments are not focusing on improving health through better nutrition,
housing, sanitation and proper drinking water.

As Panikar and Soman continue to state — ‘economic and social development
break the vicious circle of poverty and ill health, because increased socio-economic
status not only increases the access to health care, level of knowledge, and response
and recovery of a person during a morbidity episode but also ensures cultura
acceptance of various health services and reduces the feelings of socia distance
between oneself and health practitioners. So, focusing only on curative aspects and
direct intervention like- mid-day mea scheme might be counter-productive, which
actually increase the dependence of people on local power structures or on outside
assistance instead of increasing their potential productivity or contributing to a more
equitable distribution of resources, working against the establishment of the capability
and the sense of sdf-reliance that are vital for change. Significant and lasting
improvementsin health and nutritional conditions require social and economic changes
that can be brought about only when the poorest perceive changes or opportunities for
changing their lives and have greater access to the productive resources necessary for
them to do so. Rather the focus should be on — maintaining kitchen gardens and poultry
farmsin schools, credit for fishermen, alternate low-cost housing using local materials,
safe water by using low-cost bamboo pipes, reviving ponds/wells with brick-limerings
and disinfecting them, increasing pit-latrines/ bore-hole latrines that waste least water,
providing health education among children and providing guide books to teachers’.?®

Nisha®™® (2011), while writing on the health-seeking behaviour of scheduled
tribes in Wayanad, reports that there is increasing awareness towards importance of

29 Panikar and Soman, op.cit.

30 Nelson, op.cit.
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health and health-care with education and also due to introduction of modern health-
care facilities by government, even though certain barriers like- inconvenience,
expense, unpleasant, painful and upsetting situations and cultural barriers — are still
operating. All the communities are aware of the immunization programmes and readily
agree to them, except some Kattunayackas. All of them prefer different types of
medicinal systems for different types of ailments. The Paniyans and Adiyans, who
alwayswant quick relief, go for alopathic medicinesif they have cash ready, otherwise
they attend the medical camps. But, the Kurumans, Kurichians, Kattunayackans try
their own herbal remedies first for various illnesses like — cold, cough, stomach
problems — only if it is not cured, they go for alopathy; for other diseases like -
jaundice, fever, snake bites they prefer their own medicines. They also prefer ayurveda
medicines if they have chronic aches, rheumatism, and general weakness. And thisis
also dependent on the location of their colonies. If their residence is near the health
centres, or towns, the tribes even go for private allopathy for their children.3! If they are
away from the health institutions and towns, then they resort mainly to home remedies
and traditional healing first.

The provisions and utilization of health care services might not be very relevant
for the well-to-do sections, whose health needs (risks and vulnerabilities are less) are
different from the poor or the not-so-well-to-do sections. It is precisely for this reason
that it is very important to study and understand the nature of health care utilization,
among under-five children, who are the most vulnerable age groups in any population,
that too in a socio-economically and culturally excluded “population” of scheduled
tribes. Thisisdueto the very basic fact that their risks and vulnerabilities are very high
(socio-economic backwardness) and therefore, are more dependent on the government-
provided systems of health care. Even though the government run health institutions
provide immunizations and organize medical camps regularly, still the people find it
difficult to access health care for the mothers and children during times of need, which
is increasingly making them dependent on private care. If only for this reason aone,
the government should try to take health care institutions (atleast perform normal and

high-risk deliveries at a closer distance, even consider home deliveries in the case of

31 There are also some private health ingtitutions that cater to the tribes, and charge nothing or nominal
fees from them.
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remotest tribal colonies or the most hesitant mothers) and staff closer to tribal colonies,
rather than expect them to come and utilize (even if the treatment is free, the transport
costs are very high, and there is no guarantee that the doctor will be available most of
the time)®2.

The anganwadis, if accessed regularly, can provide some sort of protection
against hunger for children above the age of 3 yearsif some solution is created for those
Paniyan, Kattunayacka and Adiya children who are not able to access them because
their parents are working, or not interested, or whose houses are very far. But how to

ensure regular adequate support, nutrition and heathcare for the children below 3 years

of age, mainly those who belong to the remotest and the poorest colonies and
households who are left in the care of the elders, or older siblings most of the days is
still amajor gquestion, where we see them lying or simply running about naked or with
inadequate clothing; running noses, skin infections and coughs are a common sight,
growing up in surroundings that are clearly not-so-well-maintained, because
malnutrition and neglect of illnesses at this stage could have serious health impacts later
intheir adult life.

All the arguments make complete sense only when health care and medicineis
learned as a “science’, but practiced as a “service’, which is not ‘sold’. And that’s the
reason why the tribes (in fact even non-tribes) prefer their healers and ASHA workers
to government doctors. As Farmer says — “Physicians need social theory (including
anthropology) in order to resocialize their understanding of who becomes sick and why,
and of who has access to health care (or more broadly, human rights) and why.
Allowing market forces to sculpt the outlines of modern medicine (that at its best will
work towards managing social inequality and keeping the problem under control) will
mean that these unwelcome trends will continue until we are forced to conclude that

even the practice of medicine can constitute a human rights abuse.”3

32 Even during the fieldwork, it was observed that majority of the sub-centres remained closed (because
thereisonly one staff — nurse is usually gone for some meeting or other work- the nurses were available
to accompany us to the field only when the ASHAs were unavailable); even in PHCs, we didn’t see any
doctors — only the office staff and some nurses; only the CHCs had lot of staff and doctors — but even
here the infrastructure, the beds were not good enough; it didn’t seem as if they were used often.

33 Farmer,op.cit. p.138
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Chapter — 6
SOCIO-ECONOMIC SITUATION OF HOUSEHOL DS AND POPUL ATION

IN WAYANAD AND TRIBAL EXCLUSION IN KERALA

The present chapter attemptsto explain the current socio-economic conditions
of the surveyed households and population (the families of the children under study),
with regards to the location of the settlements of the various groups; the household
assets like — land, vehicle; household debts; housing conditions and amenities like —
drinking water, power supply; educational levels of the people and their current work
status. The settings and the capabilities of the families where children grow up and
spend their childhood have attained increasing relevance over the years. The second
section of the chapter isatheoretical exploration of the historical and political processes
that have led to the present differences in the child health, heath care and socio-
economic conditions of the communities under study and also to the establishment and

workings of the public institutions in the area.

SOCIO-ECONOMIC SITUATION OF HOUSEHOLDS AND
POPULATION IN WAYANAD

6.1 L ocation of Colonies/Villages

In the hilly district of Wayanad, the accessibility of the villages or tribal
colonies is not that much dependent on the distance from the town, but more on the
availability of right transport at the right time. As we can see from Table 6.1, higher
proportion of scheduled tribe households are located in remote villages or coloniest.
Most of the Kattunayacka househol ds have remote locations, followed by Adiyas. This

does not imply that they are very far from the nearest towns, but its more about their

! Here, the colonies were decided to be remote or accessible based on the difficulty and timing of access.
Here, Remote locations are those: that could be far away from the town with few/ no bus services
(elephant/ wild buffaloes zones), specially no movement during evening/nighttime, so that even access
by other means of transport is dangerous. In most cases, only one bus pliesin the route. Walking by foot
is dangerous, during rains, they become marshy. Such colonies can aso be found near towns.
Accessible locations are those: that could be near/far from town, but usually having frequent bus
services, also accessed by other transport any time, even night time, having all-weather roads. Even the
accessible locations are difficult to reach during the rains.

*Pani.-Paniyans, Kuri.-Kurichians, Kattu.- Kattunayackans, Kuru.-Kurumans, Adi.- Adiyans.
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location either near or inside the forests, or hilly areas or both, that are also the areas of
wild elephants and buffal oes and absence of roads. So, transport into and outside these
colonies/ villages is impossible during night time; even during day time the
transportation is limited, only one or two buses ply in these routes with minimum
frequency. So, remoteness in this context is more about availability and accessibility of
transport than anything else.

Table 6.1 Location of the Households (%)

Name of Social Group

Localon - - % * * - % TOtal
Pani. Kuri. | Kattu.” | Kuru. Adi. ST NonST

Accessible | 84.8 65.6 40.6 67.2 51.6 62.1 734 64.0
Remote 152 34.4 59.4 32.8 48.4 379 26.6 36.0
Total 66 64 64 64 64 322 64 386

The Paniya colonies in Pulpally Panchayat were observed to be mainly located
amidst agricultural fields and low hills — since Paniya are the biggest tribal community
here, the colonies were also very big; afew were located in or bordering forests. Field
observations show them to be in abad state in terms of cleanliness of the colony, most
of the houses were kachha, placed closely with each other, looked dilapidated, and
negl ected.

The Kattunayacka colonies, again in Pulpally Panchayat, were located in some
of the most remote places, most of them in or near forests?, they were the least
networked (in terms of roads, daily contact and interaction) with other
communities/non-tribes, some Kattunayacka colonies were also seen amidst
agricultural fields. As compared to the Paniya col onies, the Kattunayacka colonieswere
very small, but their families were big, and the houses were small and closely placed.

The Adiyas colonies of Thirunelly Panchayat were also mostly located in hilly
areas, forest borders, plantations, which were al so the corridors of elephants and gayals.
The pathsto these colonies were very meandering, narrow and rocky, even though most
of the colonies were quite close to main roads and bus stops. Like the Paniya, the Adiya

2 During our visitsto many of these colonies, we saw recently uprooted trees by elephants, in some places
inside forests, we came very close to the presence of wild elephants. Even one or two bus routes pass
through the forests, but the frequency of buses and their timings are fixed. They don’t operate at night.
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of Thirunelly also had big colonies. The placing and size of houses was similar to that
of Paniya.®

Most settlements of the Kuruma in Noolpuzha Panchayat were also quite
remote, bordering large agricultural fields, forests, and some near towns. Most of them
possessed land, so the settlements were big, spacious, houses were comparatively
larger. Even though reaching some of the Kuruma settlements was difficult (they were
very far from bus stops, inside forests, and jeeps had fixed timings®) and risky (because
it was an area of wild elephants) since they had to be reached by foot, still the paths
were big and well-maintai ned.

The Kurichia in Thavinzhal Panchayat have some of the most spacious and
spotless settlements among the tribes. Their settlements were mostly located on large
hilly tracts. Their houses were not closely spaced, infact the arrangement was different
with their houses being at a higher slope, surrounded by pepper and coffee plants all
around their main house, from where they could also ook at their family paddy fields.
They, undoubtedly, had the cleanest spaces, they regularly swept their yards and the
narrow paths all around their house. Even here, access was a bit difficult, first to reach
their settlements, which were very far from bus stops, though other means of transport
could reach them. Distance between each house is more, since thereislot of land - and
every inch of land has been put to use; in slopes, they grow coffee/pepper, in plains
they grow rice/ginger. It took the maximum amount of time to survey Kurichia
settlements because one has to walk alot to cover even afew houses. The number of
houses in every settlement was small but the area they occupied was very big.

Howsoever good the transport system may be, many settlements are difficult
to reach, 24*7 accessibility is still a big issue here, especially night times and rainy
months, when even accessible places become inaccessible. They have some of the most
beautiful but the most risky locations.

Since, the sample of non-tribal households was also taken in and around the
surveyed tribal colonies, their accessibility and remotenessis also seen to be similar to
that of tribal households. The non-tribal settlements were located just outside the tribal

colonies, near the roads, or outside the borders of forests. Some of the households,

3 Field observations reveal that cleanliness of the colony is an issue among Adiya, Paniya, and
Kattunayacka, even though they might keep the inside of their houses somewhat better.

4To reach some settlements, we had to walk more than 30-40 minutes from the main road into the forests,
like — Manimunda, Pilakavu, Pambankalli in Nool puzha Panchayat.
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though, were aso located inside the forests, nearer to the remote tribal colonies. So,

they also had similar difficulties in transport and accessibility.

6.2 Demographic Char acteristics of Households
Out of the total non scheduled tribe households, more than two-thirds are

joint families. Among the scheduled tribes, the distribution is similar for nuclear and
joint families (see Appendix-1). Mgority of the Kattunayacka households are nuclear
in set up, while most of the other tribes have higher percentage of joint families or
extended families. The system of extended families is amost non-existent in the case
of non-tribes. Majority of the surveyed households among both STs and Non-STs are
male-headed. The proportion of femal e-headed households is higher among non-tribes,

Adiyas and Kuruma communities.

6.3 Household Assets
Owning a house has always been considered as the biggest asset that a

household can have. Ownership of the house among the different social groups (table
6.2) shows that majority of the Kurumas, Non-scheduled tribes and Kurichias own and
built the house in which they live (more than 90 percent). They mostly live in villages
throughout the district of Wayanad. In the case of Paniyas, Kattunayackas and Adiyas,
it was seen that even though they own the house in which they live, it was not built by
them; they have been provided these accommodations by the government. These
communitieslivein tribal colonies established by the government.
Table 6.2 Owner ship of the House

Own Name of Social Group Non-
: : : ST Total
House | Pani. Kuri. K attu. Kuru. Adi T
Own 3.0% | 90.6% 3.1% 95.3% 3.1% | 38.8% | 92.2% | 47.7%
Gvt.built | 95.5% 0.0% 96.9% 47% | 93.8% | 58.4% | 0.0% | 48.7%
Other® 1.5% 9.4% 0.0% 0.0% 31% | 28% | 0.0% | 2.3%
Total 66 64 64 64 64 322 64 386

5> Temporarily living in sheds, or simple one-room arrangements made of plastic sheets, bamboo and
thatch.
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From Table 6.3 it can be seen that in terms of land ownership the Kurichias
stand at the top with more than 90 percent households owning land, followed by 80
percent non-scheduled tribes and 70 percent Kuruma households. Land ownership is
least among the Kattunayackas, Adiyas and Paniyas.
Table 6.3 Ownership of Land (% Households)

Name of Socia Group
Own : _ : Total
Land Pani Kuri Kattu Kuru | Adi ST | NonT
an
27.3 93.8 7.8 70.3 15.6 42.9 79.7 49.0
Total 66 64 64 64 64 322 64 386
Table6.4 Current Use of Land (% HHY)
Current Name of Socia Group
: : : Total
Use Pani Kuri Kattu Kuru | Adi ST NonT

Agriculture | 33.33 | 98.33 | 80.00 | 91.11 | 70.00 | 84.78 | 96.08 | 87.83
Small

Vacant plot
Total 18 60 5 45 10 138 51 189

66.67 | 1.67 20.00 889 | 30.00 | 1522 | 3.92 | 12.17

Table 6.5 Area (categories)

Name of Social Group
Area (cents) _ : _ Total
Pani | Kuri | Kattu | Kuru | Adi ST | NonT
Lessthan50 | 944 | 133 | 80.0 | 178 | 50.0 | 304 | 938 24.9

50 to 100 00| 100 | 00 | 178 | 200 | 116 | 216 | 143

100 to 200 56 | 317 00 | 400 | 200 | 29.0 | 431 | 328

200 to 500 00| 267 | 200 | 244 | 10.0 | 21.0 | 157 | 196
500and above | 0.0 | 183 | 00 0.0 0.0 8.0 9.8 8.5
Total 18 60 5 45 10 138 51 189

Mean areq, cents | 3.73 | 224.95 | 5.23 | 88.63 | 11.52 | 66.42 | 142.88 | 79.10

The data on current use of land (table 6.4) shows that majority of the
households own agricultural land that is put for same use, except the Paniyas, most of
whom own a very small piece of land or plot attached to their house, that mostly lies

vacant.
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Among those households which own land, it is more interesting to see how
much land is owned by the different groups (table 6.5). It is not surprising to see that
more than 90 percent of the Paniya households own less than 50 cents of land, followed
by Kattunayackas and Adiyas. Mgority of the non-tribal, Kuruma and Kurichia
households own 1 to 5 acres of land (100 cents = 1 acre). The Kurichias turn out to be
the topmost owners of land, with about 18 percentage of their households owning land
above 5 acres, followed by 10 percent non-tribes. Thisis mainly because of the nature
of their families which is mostly joint in nature (where brothers and their familieslive
together), and land isjointly-owned and cultivated. None of the householdsin the other
socia groups own land more than 5 acres. The average land area owned by a Kurichia
household is 225 cents, followed much behind by non-tribes with 143 cents (here, joint
families mostly mean a couple with their kids and parents, so even the nature of joint
familiesis different).

Table 6.6 Any livestock
% HHs Name of Socia Group
with Pani Kuri Kattu | Kuru Adi ST NonT
Livestock | 10.6% | 59.4% | 12.5% | 59.4% | 9.4% | 48.4% | 30.1% | 33.2%
Tota 66 64 64 64 64 64 322 386

Total

Similar is the picture with owning any livestock (table 6.6). Close to 60 percent
of both Kurichia and Kuruma households report owning livestock, followed by almost
half of the non-tribal households. Adiyas, Kattunayacka and Paniya groups have the
least share of households owning any livestock.

Owning a motor vehicle becomes important in this area, keeping in mind the
accessibility of the colonies/ villages and also the issue that is being dealt here. Having
amotor vehiclein these |ocations equips peopl e to access health care, especialy during
times of emergency. So, an analysis of possession of vehicles is not out of context.
From table 6.7 it can be read that very few proportion of households in the study area
reported having a three or four-wheeler vehicle. The highest share of households was
found among the non-tribes.
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Table 6.7 Percent HHs possessing 3 or 4 wheeler motor vehicle

Name of Socia Group

Total

Pani Kuri Kattu Kuru Adi ST NonT
HHs 0.0% | 12.5% | 0.0% 78% | 1.6% | 20.3% 4.3% 7.0%
Total 66 64 64 64 64 64 322 386

Even in the possession of two-wheeler vehicles, the proportion of households

islow. About 40 percent of the non-tribal households have atwo-wheeler, followed
by 30 percent Kuruma households. It is nil or amost negligible in Paniya,

Kattunayacka or Adiya households.

Table 6.8 Possess any 2 wheeler motor vehicle

Name of Socia Group

Total

Pani Kuri Kattu Kuru Adi ST NonT
HHs | 0.0% | 6.3% 1.6% | 29.7% | 3.1% 8.1% 40.6% | 13.5%
Total 66 64 64 64 64 322 64 386

Having a mobile phone has similar uses, with regards to contacting and
networking. Among the surveyed households, it was found that 100 percent non-tribal
households had a mobile phone, closdly followed by Kurumas and Kurichias. As for
the Kattunayackas, 60 percent households do not have a mobile connection, followed
by Adiyas and Paniyas (table 6.9).
Table 6.9 Have mabile phone

Name of Social Group
Totdl
Pani Kuri | Kattu | Kuru | Adi ST NonT
HHs | 57.6% | 90.6% | 40.6% | 96.9% | 56.3% | 68.3% | 100.0% | 73.6%
Total | 66 64 64 64 64 322 64 386

In the possession of television sets, mgjority of non- scheduled tribe households
possess TV sets while majority of the tribal households do not (table 6.10), except of

course the Kurumas and Kurichias.
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Table6.10 Have Television set

Name of Social Group

Total
Pani Kuri Kattu Kuru Adi ST NonT
HHs | 16.7% | 65.6% | 15.6% | 68.8% | 32.8% | 39.8% | 95.3% | 49.0%
Total 66 64 64 64 64 322 64 386

In order to arrive at an overall picture of ownership of assets, table 6.11 shows
households with all the above-mentioned assets.® Here also, the share of non-tribal
househol ds dominates the other groups, followed by Kurumas. None of the Paniya,
Kattunayacka or Adiya households possess all of the assets.

Table6.11 Householdswith all assets

9% HHs Name of Social Group
_ _ _ _ Total
with all Pani Kuri Kattu Kuru | Adi ST NonT
S 0.0% | 12.5% 0.0% 234% | 0.0% | 7.1% | 26.6% | 10.4%
Total 66 64 64 64 64 322 64 386

If we remove possession of vehiclesfrom the abovetable, thenit is seen that
the share of Kurichia households is highest (more than 45 percent) in the possession
of the rest of the assets, followed by non-tribes and Kurumas (table 6.12). Even here,
no Paniya, Kattunayacka or Adiya households figurein the analysis. It goes to show
that they have absolutely no assets to fall back upon in situations of crises.

Table 6.12 Households with own house, land, livestock, tv and mobile

All assets Name of Social Group
(excludes _ _ _ Total
_ Pani Kuri Kattu Kuru | Adi ST NonT
vehicles)
HHs 0.0% | 45.3% 0.0% 39.1% | 0.0% | 16.8% | 43.8% | 21.2%
Total 66 64 64 64 64 322 64 386

6 HHs possessing own house, land, livestock, tv. Mobile, any vehicle
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6.4 Housing Conditions and Amenities

Analysis of type of houses reveals that more than 80 percent of the non-
scheduled tribal households are pucca houses, whereas majority of the ST houses are
semi-pucca (table 6.13). Half of the Paniya households are of kachha type.

Table 6.13 Type of house (% HHS)

Name of Social Group
Type of house Total
Pani | Kuri | Kattu | Kuru | Adi ST NonT

Pucca 19.7 | 29.7 | 375 | 375 | 125 | 273 | 813 36.3

Semi-Pucca 30.3 | 594 43.8 57.8 | 625 | 50.6 17.2 45.1

Kachha 50.0 | 10.9 | 188 47 | 25.0 | 220 16 18.7
Tota 66 64 64 64 64 | 322 64 386

By observation, it was noted that more than two-thirds of the non-ST
households are of in good condition, in terms of building materials, surroundings,
ventilation etc. Asfor the scheduled tribal households, they are equally distributed in
thethree categories. Mg ority of the Paniyaand Adiyahouseholdsarein adilapidated
condition with Kachha or Semi-kachha built, unclean surroundings, improper
disposal of waste, insufficient ventilation etc. Only 6 percent of Paniya households
were noted to be in good condition (table 6.14). The houses built recently for the
Kattunayacka in some colonies have ceramic-tiled floors. It was further known that

only Kattunayacka have been provided such houses.

Table 6.14 Condition of house (built, surroundings, ventilation, drainage)

Condition of Name of Socia Group, % Houses Totdl
ot

house Pani | Kuri | Kattu | Kuru | Adi ST | NonT

Good 61 | 453 | 375 | 469 | 188 | 30.7 | 76.6 38.3

Liveable 439 | 344 | 344 | 375 | 3715 | 376 | 234 35.2

Dilapidated 500 | 203 | 281 156 | 43.8 | 317 0.0 26.4

Total 66 64 64 64 64 322 64 386
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Some families, it was observed, were living in temporary living arrangements
called “sheds”, which usually consisted of a kachha thatched/ tin roof, covered with
blue plastic sheets (rains) with bamboo walls, mud floors, one room, and kitchen. These
shedswere seenin al panchayats. The small land (3 -5 cents), on which they were built,
may or may not belong to that family — it might belong to their relatives or government.
These arrangements were temporary; when asked, the people replied that the
government will provide them with proper houses only when the family first livesin
such sheds, through decisions taken during the oorukoottams. This takes time — from a
few months to one year. To show to the government that the family needs a home, the
people build and live in such sheds. Even some of non-tribal families are seen to be
living in such sheds.

Table 6.15 Source of drinking water

Source of Name of Social Group, % HHs
drinking _ _ _ Tota
Pani Kuri | Kattu | Kuru Adi ST NonT
water
Piped frm
0.0% | 21.9% | 1.6% | 29.7% | 16% | 10.9% | 60.9% | 19.2%
own well
Piped frm
0.0% | 54.7% | 0.0% 16% | 29.7% | 17.1% | 7.8% | 15.5%
stream

publictap | 16.7% | 10.9% | 6.3% 16% | 45.3% | 16.1% | 1.6% | 13.7%

ownwell | 0.0% 1.6% 0.0% | 156% | 1.6% 3.7% | 10.9% | 4.9%

public

ol 83.3% 7.8% | 922% | 45.3% | 17.2% | 49.4% | 17.2% | 44.0%
w
neighbour
] 0.0% 3.1% 0.0% 4.7% 4.7% 2.5% 1.6% 2.3%
pipe/ well

Other 0.0% 0.0% 0.0% 1.6% 0.0% 3% 0.0% 3%
Totd 66 64 64 64 64 322 64 386

As for the source of drinking water, it is seen from table 6.15 that more
than 60 percent of the non-scheduled tribe households and some Kuruma and
Kurichia househol ds have piped connections from their own well, whereas majority

of the scheduled tribe households (Kattunayackas, Paniyas and Kurumas) have to
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fetch their drinking water from a common or Panchayat well.” Field observations
revealed that, in some of the Paniya (like — Madaparambu) and Kattunayacka (like
— Gunduvady, Chandroth) colonies, one Panchayat well is shared by more than 10
households; therefore, if the water in one well becomes unfit for use due to some
reasons®, then a lot of families get affected and this in turn puts more pressure on
other wells in the area, which then have to serve more than 20 households daily;
water shortage in such aress is felt acutely during the dry seasons. Whereas, in
Kuruman settlements, one well was at most shared by 3 - 4 households.

In one Kuruma settlement in Noolpuzha, the residents felt that the
Panchayat should have listened to them regarding the location of a common well.®
While building wells, panchayats should consult the residents of the area too
regarding the location of well. Most of the Kurichia households have piped drinking
water that is sourced from streams or canalsin forests, wherein househol ds get water
from what they call “hosepipes”(forest cholas/ kenis), which consist of a lengthy
hose (big, thick rubber tubes) that carry fresh water from streams or ponds, located
inside the forests and hills to the houses or just outside the houses. As for mgority
of Adiya households, and some Paniya households received drinking water from a
public tap, which is either located in their plots or nearby, sometimesthey got water
daily, sometimes every alternate day.

Table 6.16 reveal s that the location of the source of drinking water iswithin
the house for most of non-scheduled tribal households, whereas on the other extreme

are the Kattuanayacka households, a major share of whom have their water sources

" Wayanad is an area where the quality of water is not that good, a comment by a doctor: “the drinking
water quality of our CHC is itself questionable, then what to say about the drinking water in the tribal
colonies”.

The ASHA workers are instructed to encourage the tribes to chlorinate the wells regularly, especially
before the monsoons — but how much of it is followed, is questionable, because the tribes do not like the
taste of chlorinated water — they just throw away the chlorine packets. So, supervision was required
during cleaning wells.

8 In one of the colonies, the people said they were not using the water of one of the wells because a rat
had fallen into it some 2 weeks ago. Even after complaints, no one had come to clean the well. This
shows the apathy of the Panchayats towards the needs of the people in colonies. This has made the well
unusable, and the whole colony is dependent on the second well. Immediate attention to such complaints
need to be given.

9 In K ottanodu, Nool puzha Panchayat — arecently constructed well remains unused because it is near the

septic tank of ahouse. So, here the consent of local s should have been taken before constructing the well.
Its a waste of resources.
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50metres or away from their house (afew haveto travel more than half akilometre

to fetch water'®). For the others, the source is located in their own street or less than

50 metres. Though Wayanad receives a good share of monsoonal rains, many areas

in the district face shortage of drinking water during the dry months from March -

May.

Table 6.16 L ocation of Source of drinking water
Name of Socia Group, %HHs

Total
Pani Kuri Kattu | Kuru Adi ST NonT

Inhouse | 0.0% | 39.1% | 3.1% | 29.7% | 6.3% | 15.5% | 71.9% | 24.9%
ownyard | 13.6% | 43.8% | 3.1% | 18.8% | 39.1% | 23.6% | 3.1% | 20.2%
Own
Street
>50mts. | 37.9% | 3.1% | 40.6% | 12.5% | 17.2% | 22.4% | 6.3% | 19.7%
>500mts. | 0.0% | 0.0% | 78% | 0.0% | 0.0% | 16% | 0.0% | 1.3%
Total 66 64 64 64 64 322 64 386

48.5% | 14.1% | 45.3% | 39.1% | 37.5% | 37.0% | 18.8% | 33.9%

Table 6.17 Availability of Toilet facilities

1 0,
Availabilit Name of Social Group, % HHs
| | | . Total
y of toilet Pani Kuri | Kattu | Kuru | Adi ST NonT
82.8 84.4 68.9
In -house 31.8% 75.0% 48.4% | 64.3% | 92.2%
% % %
Shared 6.1% | 0.0% | 1.6% | 0.0% | 1.6% | 1.9% | 7.8% | 2.8%
No/ open 62.1 50.0 339 28.2
_ 17.2% | 23.4% | 15.6% 0.0%
field % % % %
Tota 66 64 64 64 64 322 64 386

10 |n Kattunayacka colonies like — Edamala Michabhoomi, and Paikkemoola, women had to walk more
than half akilometer to fetch water from a Panchayat well. Thiswas used for drinking, cooking, cleaning,
bathing. Many daysthe children have to go to school s without bathing and unwashed uniforms, for which
they were scolded by their teachers, who order them to take baths and come. So, their regular attendance
in schools a so stops.
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Availability of proper sanitation facilities is considered as one of the most
important preventive health measuresin asociety. From thetable 6.17, it can be seen
that thereis no non-tribal household that is not without toilet facility, whereas, almost
one-thirds of scheduled tribal households do not have any toilet facility in or near
their house. This is more so in the case of Paniyas and Adiyas (more than half the

households do not have toilet facilities).

It was observed in the field, especially in Paniya, Kattunayacka colonies,
that even in houses that have been built with toilets, the tribes do not use it. They
place a stone slab or ply to cover it, then use the small space to store wood or hang
clothes. Thisis because they consider it improper to defecate near their houses, they
are not habituated to such asystem. In some newly constructed K attunayacka houses,
the people are ready to use the toilets, but they say the septic tanks are very small,
which results in the flushed water coming out. So, they are simply not in a condition
to use it. In some colonies, the tribal households were sharing toilets (like- in
Mangakandi, two houses were sharing one toilet). In such cases, there was no proper
maintenance, and bathrooms were mostly open thatched sheeted arrangements. Most
of the Kuruma, Kurichia and non-tribal households, even where they shared with
other households, the condition of toilets and bathrooms was good.

Table 6.18 shows that a high proportion of Paniya and Adiya households do
not even have the comfort of aproperly covered kitchen. In such households, cooking
is done outside the main building of the house, which extends either towards the front
or the back, with little or poor covering with plastic or tin sheets.

Table 6.18 Availability of a Proper covered Kitchen

Name of Socia Group
Total

% HHs Pani Kuri Kattu | Kuru Adi ST NonT

2.7 87.5 82.8 96.9 734 82.6 96.9 | 85.0

Total 66 64 64 64 64 322 64 386
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Regarding LPG connection (table 6.19), it can be seen that about 75 percent
of non-tribal households have LPG, as opposed to only 10 percent ST households.
Thereason for thisisgiven to be the fact that thereis so much abundance of firewood
in this region — Kurichias and Kurumas have own land, and the other tribes collect
firewood from the forests (in fact, it is true for Kerala as a whole), that people
generally do not prefer LPG. Another reason that is cited is that the tribes are scared
of using cooking gas.

Table 6.19 Have L PG connection

Name of Social Group

HHs Total
Pani Kuri Kattu | Kuru Adi ST NonT

35.9 750 | 21.2
LPG 6.1% | 1.6% | 3.1% 6.3% | 10.6%
% % %
Total 66 64 64 64 64 322 64 386

When it comes to power supply, it is observed that mgority of the
households have power (table 6.20), except those of Kattunayackas (half of them do
not have power supply), Paniyas and Adiya households (40 percent). Some of them
had power supplies earlier, which were later cut-off because of non-payment of bills.

Table 6.20 Availability of Power Supply

Name of Socia Group
HHs Total
Pani Kuri Kattu | Kuru Adi ST NonT
81.3 79.7 65.5 984 | 71.0
Power 59.1% 48.4% 59.4%
% % % % %
Totd 66 64 64 64 64 322 64 386

Poverty isamajor fact among the scheduled tribal households asis shown
in table 6.21. More than 80 percentage of Paniya, Kattunayacka and Adiya
households are below poverty line. The lowest share of BPL households is found

among the Kurichia community.
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Table 6.21 Possess BPL Card

Name of Socia Group

HHs : : : Total
Pani Kuri Kattu | Kuru Adi ST NonT

89.4 84.4 81.3 219 | 52.3
BPL 12.5% 23.4% 58.4%
% % % % %
Total 66 64 64 64 64 322 64 386

Also in the case of availing banking facilities, these 3 communities of
Adiyas, Kattunayackas and Paniyas fall much behind — with more than 20 percent
households not having a single bank account (table 6.22). This is highest among
Kurichia, Kurumas and Non-tribes.
Table 6.22 Anyone having Bank account

Name of Socia Group

HHs : : : Total
Pani Kuri Kattu | Kuru Adi ST NonT

98.4 96.9 969 | 855
Bank A/C | 78.8% 71.9% 70.3% | 83.2%
% % % %
Total 66 64 64 64 64 322 64 386

Majority of the households surveyed avail the PDS facility (table 6.23),
majority of them have ration cards, and those who have, al of them avail good from
PDS shops regularly. For many of the Kattunayacka, Paniya and Adiya households,
the goods from rations shops are the only food products available in the house to eat,
especialy during the lean agricultural seasons, as was found during the field work,
even though the ration shop owners were blamed for not providing the full amount
of wheat/ rice/ sugar that they are entitled to.** The Kattunayacka are especially
entitled to get kadala (kala chana, a very nutritious pulse) from the ration shops. No
other tribal group is provided kadala.

1 One tribal family, is supposed to get - 5kg rice/week and 2kg wheat/month, 1 -2 kg sugar/ month, 1 -
4litre kerosene/month . But, many Paniyan households complained that they don’t get the wheat at all,
while other items they get regularly but sometimes not the whole amount.
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Table6.23 Have Ration Card

Name of Socia Group

HHs Total
Pani Kuri Kattu | Kuru Adi ST NonT

Ration 89.6
86.4% | 89.1% | 84.4% | 95.3% | 89.1% | 88.8% | 93.8%
Card %
Total 66 64 64 64 64 322 64 386

6.5 Household Debts
The debt profile of the households reveals that more than 90 percent of the
non-tribal households have incurred some debts (table 6.24), followed by Kurichia
and Kurumas. Debts are lowest among Paniyas and Adiyas (more than 70 percent do

not have any debts), followed by Kattunayackas. This is not because they do not
require money but because they do not possess the capacity to repay big amounts of
money, so they avoid debts as much as possible.

Table 6.24 Any Debts

Name of Socia Group

HHs Total
Pani Kuri | Kattu | Kur Adi ST | NonT

Indebted, % 25.8 67.2 391 | 578 | 26,6 | 432 | 90.6 51.0

Tota 66 64 64 64 64 | 322 64 386

More interesting isthe purpose for which the loans are taken, which is given
in table 6.25. The non-tribal and Kurichia households (about 55 percent each) have
taken loans for agriculture purposes, to buy land, for cultivation, or livestock; while
more than 40 percent of the Kuruma households have taken loans for house
construction, followed by non-tribes. On the other side, there are the Paniya (76
percent) and Adiya households (47 percent) who have mainly incurred debts for
health and hospitalization purposes and deliveries; while the Kattunayacka
households have taken loans mainly for running household expenses. The nature of
debtsreveal sthe stages of financial situation of these social groups— Kattuanayackas
take loans for daily survival needs, implying that they do not even have enough
savings to satisfy their daily needs; Adiyas and Paniyas incur debts for health

purposes, implying that their financial situation doesn’t allow them to handle
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emergency health crises. These debts only worsen their economic conditions. Asfor
non-tribes, Kurichias and Kurumas, the nature of their debts reveals that they
basically take loans in order to build on their capital resources and make
investments,that mostly give a boost to their economic conditions.

Table 6.25 Purpose of Debt

Name of Social Group
% HHs _ _ Kur _ Total
Pani Kuri | Kattu Adi ST NonT
u
Agriculture 5.9 54.8 80 | 324 | 118 | 290 56.1 36.9
House 5.9 16.7 80 | 405 | 176 | 203 24.6 215
Health 76.5 16.7 360 | 81 | 471 | 290 12.3 24.1
Marriage 0.0 4.8 0.0 81 | 59 4.3 1.8 3.6
Vehicle 0.0 24 0.0 00 | 59 1.4 1.8 1.5
business/
0.0 0.0 4.0 27 | 00 1.4 35 2.1
employment
HH expenses | 118 4.8 44.0 54 | 118 | 138 0.0 9.7
Total 17 42 25 37 17 138 57 195
Table 6.26 Amount of Debt (Categories)
Amount Name of Socia Group, %HHs
Total

(Rs.) Pani Kuri | Kattu | Kuru Adi ST NonT

< 10,000 | 88.2 195 64.0 16.2 56.3 39.7 0.0 28.1

10,000 to
11.8 58.5 32.0 37.8 37.5 39.7 17.9 33.3

50,000
50,000 to
0.0 12.2 4.0 324 6.3 14.0 25.0 17.2
1 Lakh
1to5
0.0 7.3 0.0 135 0.0 5.9 44.6 17.2
Lakhs
>5 Lakhs 0.0 24 0.0 0.0 0.0 0.7 125 4.2
Total 17 41 25 37 16 136 56 192
53196.
Avg.,Rs. | 896.8 | 30752.7 | 3451.7 | 293810 | 3402.7 | 13410.9 | 256613.6 0
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Theanalysis of the amounts of debt revealsthat majority of the non-scheduled
tribal households had debts of over Rs. 1 lakh (table 6.26). Whereas, magjority of the
scheduled tribal households had debts of less than Rs, 50,000. Most of the Paniya,
K attunayacka and Adiya househol ds had debts of lessthan Rs. 10,000.22 The average
amount of debt for the various groups show that a non-tribal household has an
average debt of Rs. 2.5 lakhs, whichisonly Rs. 13,000 in the case of scheduled tribes.
Itisleast (about Rs.900) for the Paniyas.

Table 6.27 Any member in Self-Help Groups

Name of Social Group,% HHs
Pani Kuri | Kattu | Kuru | Adi ST | NonT
Kudumbashre | 16.7 | 688 | 281 | 672 | 250 | 410 | 594 | 440

Total

e % % % % % % % %
Other 45% | 1.6% | 0.0% | 0.0% | 0.0% | 1.2% | 4.7% | 1.8%
Total 66 64 64 64 64 322 64 386

Table 6.27 shows the participation of households in any community
activity or self-help groups. It is revealed that a high percentage of households are
members of Kudumbashree, it is highest for the Kurichias and Kurumas, followed by
non-scheduled tribe households. On the other side, there are Paniya, Kattunayacka and
Adiya households, mgjority of whom do not have any member involved in any self-
help groups.

6.6 Standard of Living by Social Groups
Table 6.28 Standard of Living Index by Social Groups (% Households)

Socia Group
SLI Total
Pani Kuri Kattu Kuru Adi ST NonT
Low 80.3 17.2 73.4 17.2 70.3 519 1.6 43.5
Med 19.7 40.6 26.6 45.3 29.7 323 32.8 324
Hig 0 42.2 0 375 0 15.8 65.6 24.1

2 Tribes feel shy and ashamed to speak of their debts, even though, it is a few thousand rupees or even
less. They take it mostly for daily running their household, or emergencies, which would be mostly,
medical. They try to pay back their debts as soon as possible.

Whereas, the non-tribes seem proud to talk about their debts, which might run in lakhs, even if it is
partially repayed, most of them do not seem worried. These debts are taken for housing, land, asset
building, and not for daily purposes. Kurichia and Kuruma show similar behaviour.
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Table 6.28 shows that majority of the Paniya, Kattunayacka and Adiya HHs
have a low standard of living, there are no households among them that have a high
standard of living. Whereas, mgjority of the non-tribal HHs fall in the high SLI
category, followed by the Kurichias and Kuruma households. In terms of SLI then,

Paniya are at the lowest position, whereas non-tribes are at the highest position.

6.7 Educational L evel and Work Status of the People
Literacy and Educational Levels

The literacy rate for population above 7 years of age is highest for the non
scheduled tribes (table 6.29) and lowest for the Kattunayackas. There is almost 30
percent gap in the literacy rates of these two population groups. Male literacy is
highest among the Kurumas, while the female literacy is highest among non-tribes.

The gap between male and female literacy is maximum among the Kuruma.

Table 6.29 Literacy Rate (7 Yearsand Above Population)

Literacy Name of Social Group
Rate Pani Kuri Kattu Kuru Adi | ST | NonT Tot
Male 75.5 84.8 61.9 92.4 695 | 765 | 918 | 79.1
Female 72.6 80.6 62.6 814 680 | 729 | 905 | 758
Total 73.9 82.8 62.2 86.8 68.7 | 747 | 912 | 774

Table 6.30 shows educational attainments of the population. It is seen that in
the case of primary education, more than 80 percent of non-tribes above the age of 11
years have attained primary education, while this proportion is only about 40 percent
in the case of Kattunayackas. Similarly, about 65 percentage of Kurumas above the age
of 16 years have completed secondary education/ matriculation, while it is lowest for
Paniyas (only 5 percentage of population above the age of 16 years). Same pattern is
observed for higher secondary and graduation levels. In fact, no Paniyaor Kattunayacka
has attained a graduate degree. The difference between the groups is maximum for the
level of secondary education — there is more than 60 percent difference between the

highest (Kurumas) and lowest (Paniya) groups.
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Table 6.30 Educational Levels Attained (% Population)

Educational Name of Social Group

Levelst® Pani Kuri Kattu Kuru | Adi ST | NonT Tol
Primary 51.3 75.4 39.1 85.5 49.6 60.3 86.2 | 64.7

w | Secondary 7.9 36.1 6.4 61.3 14.0 259 50.3 | 317

g HigherSec 0.0 10.0 2.2 16.0 2.8 6.5 283 | 104
Grad. 0.0 3.4 0.0 6.6 10 2.4 14.5 4.6

Primary 53.3 71.2 41.7 73.7 48.9 57.6 795 | 613

'-_'IJ Secondary 2.6 45.4 10.3 68.4 18.6 29.6 56.5 | 345
% HigherSec 0.0 15.3 4.3 29.8 8.3 11.9 309 | 154
" | Grad. 0.0 0.0 0.0 13.2 1.0 31 14.2 52

Primary 52.3 73.4 40.4 79.5 49.2 58.9 828 | 63.0
Z:' Secondary 50 40.7 8.4 65.0 16.3 27.8 578 | 331
'6 HigherSec 0.0 12.6 3.3 23.2 5.6 9.3 29.7 | 130
" Grad. 0.0 17 0.0 10.0 1.0 2.7 143 | 49

In terms of male-female differences in levels of education, it is seen that
education at secondary and higher secondary levels are higher among females in all
tribal groups except the Paniya. There were no male graduates among Paniya,
Kattunayacka; similarly, no femal e graduate among Paniya, Kurichiaand K attunayacka
at thetime of field survey. Most of the female graduates, even post-graduates belong to

mainly Kuruman and non-tribal communities.'*

13 the base population for different educational levelsis:

for Primary: 11 years and above; for Secondary: 16 years and above; for higher secondary: 18 years
and above; for graduation: 21 years and above

14 But, the situation is not extremely hopeless. Recent information from the field has revealed that two
Kattunayacka girls have finished their graduation and are currently enrolled in masters programme in
Calicut. They are preparing for public service exams and aspire to become teachers. Such examples
deserve to be highlighted as they run contrary to people’s attitude about tribes and their aspirations.
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Table 6.31 shows the educational attainments of population above 21 years for
all the social groups. It can be seen that majority of the Kattunayacka, Adiyaand Paniya
adults are illiterate, and those who are literate among them — most have attained only
primary education. While for the Kurichias, Kurumas and Non-scheduled tribes,
majority of their population above 21 years of age has completed atleast secondary
education or above. The proportion of graduates is very low in al the groups, the

highest being that of non-tribes with 14 percent, followed by Kurumas with 10 percent.

Table 6.31 Educational L evels Attained (age 21 years and above) - TOTAL

Name of Social Group, % Population
Level Kur Total
Pani | Kuri Kattu ! Adi ST NonT
llliterate | 39.9 | 20.6 56.0 145 | 440 33.6 10.4 29.3
<Prim. | 21.3 | 9.1 14.9 6.4 18.0 135 8.3 12.6
Primary | 233 | 13.7 14.9 5.0 17.5 14.6 135 14.4
Middle | 13.0 | 17.6 7.4 9.1 45 10.6 10.9 10.6
Sec. 26 | 270 4.0 418 | 100 18.3 28.7 20.2
HighSec | 0.0 | 9.0 2.9 12.3 45 6.1 13.0 7.4
ITI 00 | 13 0.0 0.9 0.5 0.6 0.9 0.6
Grad. 00 | 17 0.0 10.0 1.0 2.7 14.3 4.9
Total | 193 | 233 175 220 200 1021 230 1251

6.2 Current Enrolment

When we observe the current enrolment patternin primary classes (standards
1to5for children aged 6 to 10 years), it is seen that majority of children are enrolled,
it isactually lowest among non-tribes. The enrolment of female children is quite low
among Adiyas (table 6.32). For the stage of secondary or higher secondary enrolment
(standards 6 to 12 for ages 11 — 17 years), the share of children is significantly lower
than for primary levels. Theenrolment islowest for Kattunayackas (especially males)
even though Kattunayacka children are entitled to separate hostels and for Paniya
girls (table 6.33).
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Table6.32 Current Enrolment in Primary Classes (age 6 - 10 years)

_ Name of Social Group
% Children
. _ . Total
Enrolled Pani Kuri | Kattu| Kuru Adi ST NonT
Male 100.0 93.3 94.1 100.0 100.0 97.0 88.9 95.8
Female 91.3 91.7 94.7 92.3 875 91.6 92.9 91.8
Total 95.7 92.6 94.3 96.2 935 94.6 90.6 94.0

Table 6.33 Current Enrolment in Secondary or Higher Secondary (age 11 - 17 years)

Name of Social Group
% Children
. . . Total
Enrolled Pani Kuri Kattu Kuru Adi ST NonT
Male 90.5 100.0 47.4 100.0 76.2 78.5 80.0 78.7
Female 68.0 85.7 77.3 100.0 82.6 76.6 100.0 | 77.8
Total 78.3 95.2 63.4 100.0 79.5 77.6 85.7 78.2

When we look at the overall enrolment of all 6 to 18 years irrespective of

standards-for-ages, then we see that 30 percentage of Kattunayackas are not enrolled

in any educational institution, followed closely by 26 percent Adiyas and 19 percent

Paniyas (table 6.34). The main reasons stated for dropping out were — not interested

in studies, school too far away/ no transport availability, laziness, supplementing

household income and repeated failures (Appendix-3).

Table 6.34 Current Enrolment in School/College (6- 18 year olds) - TOTAL

% Name of Social Group
_ . - . Total
Children | Pani Kuri | Kattu | Kuru Adi ST NonT
Not
. 19.1 4.1 30.5 0.0 26.0 20.0 2.0 17.7
attending
Currently
i 80.9 95.9 69.5 100.0 74.0 80.0 98.0 82.3
Attending
Tota o} 49 95 30 a4 345 51 396
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In the field, it was seen that drop outs were common among Kattunayakas,
Adiyas and Paniyas. They themselves said they do not want to go because studies don’t
interest them and they would like to stay at home. Their parents, generally, don’t force
childrento go to schooal, even if they do — the children go to some place to hide to escape
their anger. The teachers (mostly non- tribes) are said to be strict in their attitude and
behaviour towards students, moreover, the medium of instruction, the distance to
schools — are all important issues. In one case, as mentioned earlier, Kattunayacka
children were sent back from schools because they don’t take regular baths. These
children lived in a colony which didn’t have any well or pipe, the water had to be
brought from a very far away well, and early in the morning when they had to rush to
school that was aso far, they had no time for bathing. It resulted in their getting
humiliated in school.

Most importantly, the children are very much influenced by their elder
siblings, even friends who are drop outs. Since the schools are far, and children haveto
walk alot, they find it difficult to go to schools alone. Children also accompany their
parents to work in fields and pick coffee or arecanut during the peak seasons, so that
they can get their own money. Thisis also said to be a major factor in increasing drop
outs.

Due to increasing privatization, the facilities in the state schools are
deteriorating owing to decreased funding, and the adivasis cannot afford to send their
children to expensive private schools. Because of the state’s reduced spending policy,
not enough teachers are employed even in the specia schools for adivas children.
Allowances for books, school uniforms, umbrellas, and food are not disbursed in time.
Such delays in payments lead to increased school dropouts. This is a widespread
phenomenon, particularly among the landless adivasis of Wayanad — Paniyas,
Kattunaickan, Adiyan and Urali communities'. According to Wayanad I nitiative 2006,
despite the relatively easy access to schools, the drop out rate from schooling is very
high, especially at primary and high school levels. A variety of reasons like- “financial
problems” and *health problems’ crop up, alongwith some students feeling difficulties

in the curriculum.

15 Kjosavik Darley Jose and Nadarajah Shanmugaratnam (2006), “Between Decentralized Planning and
Neo-liberalism: Challenges for the Survival of the Indigenous People of Kerala, India”, Social Policy
and Administration, 40 (6), pp. 632- 651.
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The non-tribes and ASHA workers say the colony people themselves have
lower aspirations, they also discourage their neighbours and relatives, deeply mistrust
non tribes, and too much dependence on government assistance makes them lazy. The
highest enrolment is again seen among Kuruma, non-tribes and Kurichia. They arewell
educated, take up most of the reserved jobsin the public sector, their level of avareness

isalso very high and therefore, make maximum utilization of amenities.

Current Work Status
Current Work Status
s | 3 ~
Elg 21308 8802 5 g e
Slg T g |Z|s |8 |g |2 |2 ¢
Social S | @ E 5 12 | | & |8 @ | ©
2 = £ a
Group 8 <c(» Ie)
Pani 1.0 0.0 61.0 19 0.0 5 00 | 310| 5 0.0 | 43
Kuri 311 34 7.6 21 59| 38 | 13 | 378| 17 | 00 | 55
Kattu 2.7 5 56.5 0.0 11 5 00 | 310 16 | 00 6.0
Kuru 15.0 23 9.1 13.2 68 (114 | 50 | 314 | 00 | 00 | 59
Adiya 0.5 0.5 60.2 0.0 00 | 23 | 19 | 264 | 14 | 00 6.9
ST 10.8 14 375 3.6 29 | 38 | 1.7 | 316 | 10 | 00 | 57
Non- ST | 14.0 7.6 55 6.4 51 | 55 | 81 [ 369 | 17 8 85
TOTAL | 113 25 317 4.1 33 | 41 | 28 | 326 | 1.2 2 6.2

The current work status of the population above 18 years of age (table 6.35)
shows that majority of the Paniya, Adiyaand Kattunayacka are working as agricultural
labourers; self-employment in agriculture and alied activities and participation as
MGNREGA labour is highest among Kurichias, Kurumas and non-scheduled tribes.
The Kurumas and non-tribes are also engaged as other casual labourers and regular
government employees.

Adiya, Paniya, Kattunayackaare mostly engaged as agricultural labourers, whose
average wages per day are Rs. 300-350 for men, and Rs. 200-250 for women. However,
the main point is, this occupation is highly seasonal in nature (some months, they work
every day whilein others, they may get to work only 10-12 days, or not even that during
the heavy rains). This makes them dependent a lot on the PDS shops, and some forest

products. Other labourersinvolved in construction/ plumbing/ welders/ carpenting — are
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paid more, in the range of Rs. 400 to 700 per day, and not affected by seasonality to
that extent.

Among the non-tribes, most of the self-employed are auto/ jeep drivers, some
are shop owners (groceries, miscellaneous items, tea shops), welders, mills, milk
societies, carpenters, barbers etc. And the proportion of salaried people working in
private sector is high among them. Many of the male earning members are working
in Gulf, especidly in Thavinzhal. Even, non-tribal females work in private jobs, a
few of them in gulf countries.

Table 6.36 Per centage Households with Any Graduate M ember

% Socia Group Tota
H | Pani Kuri Kattu Kuru | Adi | ST | NonT I
H 0 4.7 0 28.1 31 71 391 124

Table 6.37 Per centage Households with Any Regular Salaried M ember

Socia Group Tota
%
H; Pani Kuri Kattu Kuru Adi ST NonT I
15 18.8 3.1 42.2 78 146 35.9 18.1

Regarding the presence of at least one graduate member in a household, it is
observed (table 6.36) that majority of the households covered in the survey do not
have any graduate member, except some in Kurumas and non-tribes. In the same
manner, it is mostly among the Kuruman, non-tribal and Kurichian households that
we find any member who has aregular salaried employment (table 6.37), whether in

public or private service.

If we crosstab SLI with location (table 6.38), dightly more low SLI
households fall in remote locations, but among non-tribes — remote areas also have
More High SLI HHs. When it comes to education, it is seen that mgjority of the HHs
that have at least one graduate member belong to the high SLI category. Similarly,
magjority of the HHs that have at least one regular salaried member belong to high
SLI category.
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Table 6.38 High SLI Households (%)

oL Socia Group Totl
ST Non-tribes

Location

A 16.5 63.8 255

R 14.8 70.6 21.6
HH_Graduate

Y 57.8 92 70.8

N 13.4 48.7 175
HH_Salaried

Y 511 82.6 614

N 9.8 56.1 15.8

This shows that completion of education and attaining a regular employment
are very much inter-related with higher standards of living. This makes it all the more
difficult for those in lower SLI categories to complete their education or even get any

kind of regular employment.

6.8 Child and M other Health and Health Car e by Socio-Economic Conditions

Table 6.39 Low Birth Weight, below 2.5 kg (% Children 0-5 Years Age) by HH
Indicators
Socia Group

. Non | Tota
Indicator | pgn)j Kuri Kattu Kuru | Adi | ST co
HH_Location
A 43.8 28 20 24.5 50 336 164 30.1
R 44.4 32.1 34.2 48.1 36.6 378 158 35.2
HH_SLI
L 417 25 31.9 455 35.3 36.1 . 36.5
M 55.6 30 19 29.7 56.7 36.2 214 335
H . 30.6 . 321 . 31.2 111 22.9

The background analysis of Low birth weight children (table 6.39) shows that
although the proportion of low birth weight children decreases with increasing SLI
overal, and for non-tribes and Kurumans, but in the case of other groups, it doesn’t
show much variation, infact its proportion increases with increasing SLI among

Paniyans and Adiyans.
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Table 6.40 Percentage of Underweight Children (3 months and above) by HH
Indicators
Socia Group
Indicator | pani [ Kuri Kattu Kuru | Adi | ST | NonT | Tot
HH_Location
A 58.6 17.3 334 6.4 39.6 331 115 294
R 78.6 34.6 29.6 12 36.8 338 0 30.1
HH_SLI
L 67.6 25 26.2 . 333 405 . 40.3
M 375 16.7 44 114 48.1 29.3 . 25.3
H . 27.8 . . . 177 11 15
HH_Any Salaried
Y . . . . . 8.2 125 9.4
N 61.4 27.9 318 10.3 41.1 378 6.4 34

Table 6.40 reveals the cross-tabulation of underweight children with their
other background indicators. If the proportion of underweight children is analysed by
location, then it is seen that in the case of Paniyas and Kurichias, higher percentage of
children living in remote areas are underweight. It doesn’t seem to differ much among
others. Similarly, households with lower SLI and no member having aregular salaried
employment have higher percentage of underweight children, especially so among the
STs. But, inthe case of Kurichians, Kattunayackans and Adiyans, underweight children

increases with higher SLI.

Table 6.41 Per centage of Stunted Children (3 months and above) by HH Indicators

, Socia Group
Indicators [ pap; Kuri Kattu Kuru | Adi | ST | NonT | Tod
HH_Location
A 48.5 42.3 52.8 19.1 53.5 431 311 41.2
R 85.7 65.4 70.4 32 421 58 389 56
HH_SLI
L 60.6 41.7 60 54.5 444 548 . 54.5
M 31.2 50 72 20 55.6 451 409 44.5
H . 52.8 . 154 . 371 30 34.3
HH_Any Salaried
Y . 235 : 24.2 : 23 381 26.8
N 55.6 57.4 63.6 23.1 52.1 535 31 51

L ocation seemsto matter morefor stunted children than UW ones (table 6.41), ashigher
percentage of stunted children belong to households located in remote areas, except in
the case of Adiyans. Overall, lesser proportion children are stunted in householdswhich

have atleast one regular salaried member, and those that have a higher SLI, except
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among Kurichians, Kattunayackans and Adiyans — where more stunted children are

observed in higher SLI categories.

Table 6.42 Per centage of Wasting among Children (3 months and above) by HH
Indicators
, Socia Group
Indicators Pani Kuri Kattu ‘ Kuru ’ Adi ’ ST ‘ NonT Tota
HH_Location
A 35.3 115 16.7 2.1 16.3 179 111 16.8
R 7.1 7.7 7.4 8 13.2 89 111 9.1
HH_SLI
L 333 16.7 12.3 : 111 18.3 . 18.2
M 18.8 10 8 : 22.2 11.3 136 116
H . 8.3 : 7.7 : 81 10 8.8
HH_Any Salaried
Y . : : : : 82 19 11
N 29.6 115 114 : 15.1 155 7.1 14.6

When wasting is cross-tabulated with other indicators (table 6.42), it is seen
that the proportion of wasting among children is less in remote households, HH with
atleast one member having a regular salaried job, and HHs with a higher SLI. Aswas

the case with stunting

Table 6.43 Underweight-cum-Stunted Children (3 months +) by HH Indicators (%)

Indicators - - Social Group - Total
Pani | Kuri Katu | Kuu | Adi | ST | NonT

HH_Location
A 329 135 22.2 2 30.2 209 57 18.2
R 714 25.9 27.8 11 184 264 0 23.6
HH_SLI
L 44.3 25 20 9.1 24.1 288 0 28.6
M 17.6 10 40 8.1 25.9 19.1 . 16.8
H . 21.6 25.6 0 : 12.3 4.3 9
HH_Any Salaried
Y . . . : : . : 34
N 39.5 22.6 26.1 7.5 26 266 . 239

Children who are underweight as well as stunted (UWCS) are found to be
more in remote households (table 6.43), the difference being highest among Paniyas
(but more Adiya UWCS children are seen in accessible locations). They are also found
to be more in HHs that do not have any member engaged in a regular salaried job and
HHs with alower SLI.
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Table 6.44 Children born in Hospitals (0-5 years) by HH Indicators (%)

. Socia Grou
Indicators | T Kui | Katu | K " Ad | ST [ NonT | '@
HH_Location
A 86.3 100 72.2 98 89.1 899 100 91.8
R 66.7 100 70.9 96.3 90.7 846 95 85.7
HH_SLI
L 81.7 100 72.7 100 842 815 . 81.2
M 88.2 100 68 94.7 100 91.6 100 931
H . 100 100 89.9 100 100 100
HH_Any Graduate
Y : 100 . 96.2 100 97.2 100 98.4
N 82.9 100 714 98 895 87 979 88.2

From the table 6.44 it is seen that a higher percentage of children living in HHs

located in accessible locations are born in hospitals, especially among Paniyas.

Similarly, the proportion of hospital born children is higher for HHs with higher SLI,

HHs that have a graduate member, and those that have aregular salaried member.

Table 6.45 Children who Received Treatment During Illness (0-5 years, %)

Indicators : : Social Group : Total
Pani ’ Kuri ‘ Kattu ‘ Kuru ’ Adi ‘ ST ’ NonT

HH_Location

A 96.9 68.2 77.8 96.6 64 82.9 100 86.3

R 77.8 84.6 92 91.7 100 90.1 80 89.5

HH_SLI

L 91.2 16.7 84 100 68.2 79.1 79.1

M 100 69.2 100 95.5 86.7 89.4 100 915

H : 100 93.3 96.8 94.4 95.9

HH_Any Graduate

Y : 100 : 100 100 100 92.9 96.8

N 92.7 72.7 88.2 93.1 735 84.2 100 85.9

A higher percentage of children living in remote colonies were given treatment

(table 6.45), except Paniya children. Similarly, a lesser percentage of children

belonging to low SLI were given treatment (least for Kurichia children). Children

belonging to HHs that had any graduate or regular salaried member — all got treatment

for their illnesses.
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Table 6.46 Children Receiving Immunizations Regularly (0-5 years, %)

Indicators - - Social Group - Total
Pani | Kuri Kattu Kuu | Adi | ST | NonT

HH_Location

A 97.3 100 100 100 100 99.2 96.5 98.7

R 73.3 100 83.6 100 100 923 85 915

HH_SLI

L 915 100 90.9 100 100 945 100 94.5

M 100 100 88 100 100 97.9 89.3 96.5

H . 100 . 100 : 100 95.8 98.2

HH_Any Graduate

Y . 100 . 100 100 100 100 100

N 93.2 100 90.1 100 100 96.2 89.6 95.5

The proportion of children receiving immunizations regularly (table 6.46) is
low for the remote househol ds (esp. Paniya and K attunayacka children). Children living

in HHs with atleast one graduate member or one salaried member — al are regularly

immunized.
Table 6.47 Children Attending Anganwadi Regularly (36months/above, %
Indicators SOC'?' Group - - Total
Pani | Kuri Kattu Kuu | Adi | ST | NonT
HH_Location
A 63 77.3 44.4 86.4 235 629 76.5 64.9
R . 92.9 57.1 83.3 76.5 80.9 100 83.9
HH_SLI
L 69.6 60 50 84.2 56.5 60 . 60.6
M 57.1 81.2 : 88.9 36.4 69.1 75 70.1
H . 93.3 . . . 91.7 923 91.9
HH_Any Graduate
Y . 100 : 88.9 . 85.7 88.9 87
N 66.7 81.8 50 84.2 50 669 824 68.7
HH_Any Salaried
Y . 100 . 100 . 923 77.8 88.6
N 65.5 76.9 53.3 73.3 51.5 63.6 88.2 66.7

More percentage of children living in remote colonies attend anganwadis
regularly (table 6.47, in case one isavailable, especialy so in the case of Adiyas). More
percentage of children from HHs having a graduate member or a salaried member or
higher SLI households attend anganwadis regularly. But, among Paniyas and Adiyas,
higher the SLI, lower is the proportion of anganwadi-attending children.
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Table 6.48 Children Exclusively Breastfed for 6/more months (6-60 months age, %)

Indicators : : Social Group . Total
Pani Kuri Kattu Kuru ’ Adi ’ ST ‘ NonT

HH_Location

A 73.8 31.2 75.8 39.6 714 581 47.6

R 50 51.9 81.2 34.6 649 612 54.4

HH_SLI

L 69.4 333 83.9 81.9 61.1 69.7 69.4

M 70.6 50 68 36.1 84 58.8 49.4

H . 314 22.2 27.4 15.9

HH_Any Salaried

Y . . . 29.4 714 333 23.8

N 69.2 44.1 79.7 45 68.1 64 56

The duration of exclusive breastfeeding (table 6.48) among children is higher

among lower SLI households (the differenceis highest among Kurumas) and those that

do not have any regular salaried member, which reflects on the availability of food in
the households.

Table 6.49 Children regularly having 3meals/ more a day (1lyear+)

Indicators SOC'?' Group - - Totd
Pani | Kui | Katu | Kuu | Adi | ST | NonT

HH_Location

A 65.6 85.7 60.6 88.9 737 749 918 78

R 33.3 80.8 56.5 86.4 848 705 765 71.2

HH_SLI

L 58.9 72.7 57.4 100 766  66.3 . 66.5

M 64.7 815 60 84.8 833 762 833 77.3

H . 90 87.5 889 90.2 89.5

HH_Any Salaried

Y . 100 . 83.9 833 839 952 90.7

N 59.7 79.6 57.1 91.7 785 704 844 72.2

The proportion of children (above 1 year of age, table 6.49) having 3 meals or

more daily ishigh among HHslocated in accessible areas (except for Adiyas), HHsthat

have atleast one regular salaried member, HHs with a higher SLI.

Since, the number of cases of children having 4 or more food groups (table

6.50) was very less, the calculations were done only for total tribes, non-tribes and

combined. The percentage of children having 4 or more food groups regularly is high
for those HHs that have atleast one regular salaried member, and HHs that have ahigh

SLI, again throwing light on the fact that majority of the tribal households (because
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they fal in lower SLI category, fewer saaried population) are not having access to

sufficient nutrition for themsalves aswell as for their children.

Table 6.50 Children regularly consuming 4/more food groups (1 Yrs+)

Indicators Social Group - Totd
All ST ‘ Non-tribes

HH_Location

Accessible 4.6 224 7.8

Remote 0 353 3.8

HH_SLI

Low 14 0 11

Medium 24 8.3 33

High 9.3 36.6 211

HH_Any Salaried

Yes 13 52.4 24

No 1 133 2.6

Table 6.51 Underweight Mother s by Background Indicators (%)
Indicators - . Social Group - Tota
Pani. Kuri. Kattu Kuru. ‘ Adi. ‘ ST ’ Non- T
HH_Location
A 55.7 175 429 . 556 364 9.6 31
R 70 21.7 56.5 . 314 379 167 35.4
HH_SLI
L 545 45.5 48.1 . 452 47.1 . 47.1
M 68.8 15.8 60 . 414 353 143 313
H 121 . . . 9.1 9.5 9.3

The share of underweight mothers is high among the lower SLI households
(table 6.51), except in the case of Paniyas and Kattunayackas, where there are more
underweight mothers in HHs falling in medium SLI category. This could be due to the
fact that some of the Kattunayacka colonies consist of newly-constructed houses and
have good housing conditions; since housing conditions are aso taken into
consideration in calculating SLI, afair proportion of the Kattunayacka HHs fall in the
medium SLI category. But, just falling in this category does not provide them the means
or increase their capabilities in a manner that will positively impact their health status
or food availability or health care in the household.
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Table 6.52 M otherswho received Full ANC in Last Birth (%)
Indicators - - Social Group - Total
Pani. | Kuri. Kattu Kuru. | Adi. | ST | Non-T
HH_Location
A 94.5 96.2 77.8 98 978 938 895 93
R 66.7 100 78.2 100 93 882 95 88.9
HH_SLI
L 915 100 77.3 100 929 884 : 88
M 824 96.9 80 97.4 100 931 929 93
H . 97.4 . 100 . 985 917 956
HH_Any Graduate
Y . 100 . 100 100 100 862 938
N 89.8 97.4 78 98 953 908 938 911

The percentage of mothers who availed full ANC (table 6.52) in their last birth
is higher for HHs located in accessible areas, HHs that had a graduate member, and
HHs with a higher SLI (only among Paniyas, lower SLI HHs had more percentage of
full ANC mothers). The remoteness of colony is affecting the full utilization of ANC
by mothers, especidly in the cae of Paniyas.

Table 6.53 Motherswho had All Deliveriesin I nstitutions (%)
Indicators - - Social Group - Total
Pani. | Kuri. | Kattu | Kuru. | Adi. | ST | Non-T
HH_Location
A 57.5 92.5 50 92 689 724 96.5 76.8
R 46.7 96.6 47.3 85.2 69.8 675 80 68.8
HH_SLI
L 50.7 91.7 515 90.9 589 574 . 57.1
M 76.5 93.8 40 81.6 875 778 89.3 79.7
H . 94.7 . 100 . 97 95.8 96.5
HH_Any Graduate
Y . 100 . 85.2 100 88.6 96.6 92.2
N 55.7 93.5 48.4 92 68.2 68.8 89.6 711
HH_Any
Salaried
Y . 100 . 88.9 100 92.2 96 93.3
N 55.2 92.3 48.3 90.2 66.2 66.6 90.4 69.6

The percentage of motherswho had al their deliveriesin hospitals (table 6.53)is
higher for HHs located in accessible areas, HHs with higher SLI, that have atleast one
graduate member, and HHs that have at |east one regular salaried member.
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Table 6.54 M otherswho delivered All their Children at Home,
%

Indicators ST Total

HH_Location

A 39 32

R 8.9 7.9
HH_SLI

L 8.3 8.3

M 4.9 4.1

H 0 0
HH_Any Graduate

Y 0 0

N 6.4 5.7

The share of mother who had all their deliveriesin homeishigh for HHslocated
in remote areas, HHs that do not have any graduate member, or any regular salaried

member, and HHs that have alower SLI.

. STATE MACHINERY AND TRIBAL EXCLUSION IN KERALA

The present levels of health conditions of a population, their socio-economic
conditions, theinstitutional setups operating in aplace — are just surface manifestations
and have developed and attained their present characteristics through the workings of
deeper historical and political processes. This section is an attempt to understand and
explain these processes through marking of different stages of exclusion experienced
gradually (initially) and rapidly (later), through a process of demographic-socio-
economic and political changes (from historical-medieval to modern times) at thelocal,
regional, national and global levels, as “situations that precipitate unequal distribution
of rights and entitlements, and historical dispossession and marginalization, are
characterized by increasing conflicts of economic, social and political nature. Such a
situation currently obtains in highland Kerala, where conflicts over natura resources
occur among unequal contenders- the indigenous communities, the settler communities
and the state. So, the historical processesthat |ed to this phenomenon need to be studied,
because their present situations and the different stages of their development are not

simply a product of recent developments but have been triggered by the historical
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determinants, mainly their initial relations to land and changes in the meaning and

significance of property rights.”6

6.9 Stages of Exclusion from L and and For est Resour ces

In order to understand and comprehend how the Paniyas, Adiyas and
Kattunayackas find themselves in such a severe state of exclusion, it is important to
study their background socio-economic and political history with respect to their region
and to people who immigrated into their region at different times with different
intentions and ideol ogies.

Historical Settling (first millennium B.C. to 1400 A.D.): The historical colonization of
Wayanad has been described by various scholars (Aiyappan, Mathur'’). Wayanad was

an inhospitable area, with malaria-ridden thick tropical forests in pre-historic times.8
The Edakkal rock engravings of Wayanad, dating back to the first millennium, point
out that the Kurumans were inhabiting the areafrom very early times.*® The Kurichians
and the Mullu Kurumbans were perhaps the first farming communities to settle in
Wayanad alongwith hunting as their major occupations. Alongwith these tribal
communities, the non-tribal Wayanadan Chettis are also considered to be the earliest
inhabitants of this region.?’ The traditional initial endowments and entitlements of the
communities like — Kurumans as settled agriculturists, Paniyans as paddy labourers,
and Kattunayackans as hunter-gatherers — itself arouse us to prod further into their
causes, but have no recorded or oral histories.?* These earliest groups are said to have
practiced their livelihoods, philosophies, nature worship, rituals, hunting, food-
gathering and all other things by following the Aivu, which is an oral tradition

16 Kjosavik, Darley Jose and N. Shanmugaratnam (2007), “Property Rights Dynamics and Indigenous
Communities in Highland Kerala, South India: An Institutional-Historical Perspective”, Modern Asian
Studies, 41 (6), 1183-1260.

7 Mathur, (1977), “Tribal Situation in Kerala”, Kerala Historical Society, Trivandrum.

18 Sathyanarayanan, op.cit.

1 Kjosavik et.al op.cit.

20 Even today, there are no historical evidences for establishing the facts for who settled first in theregion.
2l As Kjosavik and Shanmugaratnam question “was it due to the differences in skills possessed by each
community, or did each community develop specific skills to suit the resources accessible to them, or

were forced to develop skills to produce the outputs demanded by the dominant community?” But, there
islittle evidence on the life and times of this period and all literature starts from the decline of the Vedas.
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(traditional lores, recitations, testimonies — forms to hand down their history to
succeeding generations) or “political-economic and social-spiritual Code of Conduct,
among the Kurumans (claimed as the first inhabitants of Wayanad and the owners of
its lands and forests), which represents the way in which the daily life of the Kuruma
society was ordered ideologically and functionally within their members and as regards
their relationship with members of other indigenous communities.”?? The aivu claims
that Uralis (good at artisan work — provided Kurumans with bamboo bows and arrows,
earthern utensils, iron implements in exchange for food and cereals), Kattunayackans
(experts in handling wild animals, so allowed to control wildlife) and Paniyans (good
at working wetlands, so were given control of paddy lands) came later, but they were
not to own any land. The ora tradition of Peneppattu of Paniyans says that the
member s of the community should not aspire for land owner ship®. If viewed differently,
the aivu can said to be the beginning of the subjugation of some communities to others,
by giving slightly higher social and political regards to particular people (K urumans)®*
and establishing fixed laws for the behavior and ways of live for these communities
which were passed onto succeeding generations, even if there wasn’t any difference in
their economic conditions and access to resources.

In the later times, the region was said to be ruled by the Kudumbiyas and
Vedadynasties (kings of the Kurumans), who appear to have been popular because they
seldom interfered in the life of the communities and welcomed anyone who wished to
settle in their area. There is evidence of the region (even at the beginning of the
Christian era) being known for its pepper, ginger and cardamom spices, trade being
carried out with surrounding kingdoms, and also overseas. The region was slowly
inhabited by other population groups from the surrounding hill and plain areas — the
Chettis, the Gounders — who brought settled agriculture with them. But, these
movements were slow and gradual, and spread over several centuries beginning at | east
from the 5" century A.D, strongly and steadily establishing the base for the present
patterns of discrimination. The evidences relating to this period led us to presume that

2 | bid.

2 |bid. The aivu holds special regards and respect even in the present day memories of these
communities.

2 The earliest historical evidences of hierarchical structure in the region were found in the Edakkal caves
of Wayanad. Mullu Kurumas are considered to be the descendants of the Vedas.
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the socia relations at the end of this period were hierarchical, but ensured economic
security to all communities, as their ways of life were self-sustaining, being based on
the ample availability of land and forest resources. Even from this initial period, the
Adiyas, the Paniyas and Kattunayackas were landless, in the sense that they were given
lands by the Kurmans/Kudumbiya/\VVeda rulers to cultivate/gather/hunt and establish
settlements, but their rights to the available resources was never denied/ threatened.
Even though gradually the resources which each community had accessto reduced with
the in-migration of others, nobody was denied access to land and forests. As Kjosavik
states — the indigenous groups still followed the rules of aivu in relation to use of
resources and restrictions, whereas the |l ater settlers like- Gounders and Chettys had no
such regulations.

The Later Medieval Sage (1400 — 1805 A.D.): In the medieval period, the Vedas are

said to have been overthrown by the the rulers of the low-lying non-tribal Kottayam

and Kurumbranad dynasties. The establishment of the temple-economy (where large
areas were brought under temple control, three main temples during the period being
those of — Tirunelli, Valliyoorkavu, and Ganapathi Vattam)®® and feudal system of
administration of the Rgjas of Kottayam and Kurumbranad in Wayanad by settling 64
Nair/Nambiar (upper-caste) families with other caste groups by dividing Wayanad into
10 divisions (desams/nadu)?® was the culmination of the process of colonization of
Wayanad plateau by the people of the plains. With the establishment of the feudal order
under the Rajas, the Nayar chieftains and their retainers parceled the available land
among themselves, endaving the Paniyans, Adiyans and other tribes to work on the
lands. The Kurichians and Kurumans practiced shifting or settled cultivation, wherever
they could find lands or as tenants, nearer the margins of forests. The Gounder and
Chettys, by taking land on lease, also became settled agriculturists by employing
Paniyans and Adiyans. Exclusive rights to land began in this stage. So, this period saw
the emergence and strengthening of the slave/bonded labour system (economic
exclusion alongwith socio-cultural exclusion, the opposition of which resulted in severe

punishments).

% Johnny O.K. (ed.) (2008), “Edakkal Caves and The History of Wayanad”, Mathrubhoomi Books,
Kozhikode.

% K josavik op.cit.
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The land was owned by non-cultivating landlords, who in turn used to lend these
lands to tenantsfor aperiod of 12 years without transferring the ownership rights. They
could remove their tenants anytime, but the tribes’ way of life continued under the next
tenant. Thetribal bonded/ slave agricultural 1abourers and their families were provided
land to build shelters for their families and communities, even though exploited
extremely, they were also |ooked after in such a system, even during lean seasons when
they had no work because they were bonded for one year (food, clothing and shelter)
and this was renewed or they were sold to other landlords every year during the temple
festival of Valliyoorkavu Amman (built during the reign of the Kottayam dynasty)?’.

The analysis of this stage reveals that the landless tribes were increasingly
subjugated and harshly exploited (Adiyas and Paniyas); those who did not want to be a
part of these fled into the denser forests (Kattunayackans). The socio-economic and
political hierarchies were well-established, and the survival and security of livelihood
of the tribes, especially those who were landless, depended on their loyalty and silent
acceptance of the situation. Even then their freedom to use the forest resources was not
restricted, and their labour was in demand in atime of high land availability, and the
systems of revenue collections were not in place. This period saw the Kurumans being
reduced to the status of tenants in their own lands, with greater reduction in the land
and forest areafreely accessible to them.

The Mysore Sate (1766-1792) & the Colonial Sate (1805- 1947): The Wayanad rgjas

and chieftains were increasingly weakened and conquered by the Mysore Sultans,

whose main motive was to extract maximum revenue from the land. For this purpose,
they entered into agreements and established settlements of large sections of Muslim
landlords, moplahs and other lower caste groups whom they considered as the real
tillers. This phase saw large areas of lands and forests being given to Muslim
contractors for timber trade as well. As a reaction to this rapid spread of Muslims and
lower-castes, the upper-caste Hindu landlords established janmam rights on their land,
claiming the soil as their birth-right and as their family property.?® This was the
beginning of state control of forests and lands, and complete derecognition of therights

of thetribal communities.

27 Johnny op.cit.
% K josavik op cit.
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Malabar came under East India Company in 1792, but the British could not
directly bring Wayanad under their control because of tiff resistance by the Pazhassi
Raja of Kottayam dynasty, the next heir in the region, who was assisted in the war by
the indigenous communities. It was only in 1805 when the rgja was defeated that the
area came under British control. The demand for timber, rubber, spices, tea, coffee led
to the further destruction of forests for laying up such plantations, when each and every
inch of the land was surveyed and measured to be put to some use to generate revenue.
By 1855, they officially declared forests as state property and were closed for the locals.
The British falsdly interpreted jenmies as free holders, who had absol ute property rights
and legalized this ownership by 1893, derecognizing the prevalent customs of those
times. The Kurichiar and Kurumar were reduced to tenants-at-will, with no security of
tenure. The latter half of 19" century saw establishment of large plantations by the state.
Theearlier bonded tribal labourers now, not only lost their ancestral lands, but also their
livelihoods as the new landlords found it burdensometo pay for their upkeep every year
even during lean seasons, so increasingly, the lands were let out to small or large non-
tribal farmers who did not expect anything else other than a share in harvest or profits
and also shared similar socio-cultural aspirations.

The new settlers completely transformed the cultivation scene for bigger profits
for their produce. Thiswas in contrast to what the traditional settlers like- Kurumans,
Chettis, Kurichians grew — ragi and other millets, ginger, paddy and pulses. Some,
Kurichians and Kurumans aso did share cropping with the Chettis, Christians or
Muslims, where they grew — paddy and banana. This was done in order to cope with
the increasing burden of revenue that they had to pay to the British government, and for
the tenants, it was more double burden, because they had to pay rent to their landlord
as well. So, the peasants were forced to shift to cash-crops. Failure to pay revenue,
which was the case among the indigenous groups, resulted in eviction of the tenant or
the landlord. Under such a system, only the non-tribes, who were already familiar with
the ideas of the market and cash economy, could hold onto their holdings. During the
early 20" century, there was a growing influx of immigrant non-tribes who acquired
lands from the jenmies and also indigenous tribes (part of communal lands from the
moopan) for ameager sum to convert the forests and wastelands into agricultural fields
and plantations.

The destruction of forests for wood, for construction and for laying of

agricultural fields and plantations continued at a fast rate in this period. From 1930
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onwards, alarge number of Muslims from Malabar moved into Wayanad for trade and
business, and bought alot of tribal lands, for timber trade, at throwaway prices. During
1940s onwards, there was also immigration of Christians from Travancore into this
region because of situations of hunger and famine in the south, which made them sell
their belongingsin Travancore and buy land in Wayanad, where it was very cheap. The
landlords now were the wealthy Syrian Christians, each of whom owned hundreds of
acres of land here, and further let these lands to small or big cultivators, who were also
mainly Christians. Infact, these landlords assigned the task of bringing in labourers,
small and big farmers from Travancore to some middlemen, who later went to south
and lured the people to Wayanad. They came in big groups, settled in and near forests,
converted the jungles into farms and plantations, growing mainly tapioca, rubber,
pepper and later, tea and coffee. They not only strived to pay taxes on time but also
maintained the papers regarding their ownership or tenantship of land meticulously,
which the tribes seldom did, being ignorant of the relevance of these papers.

The immigrants to Wayanad from South Kerala, atleast had exposure to some
level of education or atleast awareness about the happenings outside, the importance of
cash and private property. Thisinformation was clearly lagging among the tribes, who
even though were engaged in trading commodities and forest products with the
landlords, Muslim traders and British — did not do it for acquiring property or money.
Their serviceswere mainly paid in kind — paddy, tobacco, salt and other items, alcohol.
Thisinformation exclusion clearly proved costly for them later, who never imagined to
be thrown out of their lands and hutments just because someone el se happened to own
it.

S0, the colonia period saw the extreme forms of exclusion of the tribes, even
lots of Kuruma and Kurichia tribes, who held lands earlier from their lands and
livelihoods. The socio-economic and political hierarchies of the earlier stages were
strengthened with the British rule, who felt it easier to negotiate with big landlords, than
the people. They also encouraged immigrants, new settlers, Christian landlords,
plantations and state ownership of resources who slowly replaced the earlier jenmies.
None of the outsiders had any respect or restrictions with regards to the use of forest
and land resources, al of them simply exploited them for profits.

All thiscompletely sidelined the ways of life and livelihood systems of the tribes,
who now aso had to face administrative, legal and information-economic exclusion

(likethat of private property and market economy). Thiswas mainly because the British
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failed (did not want) to understand and comprehend the existing systems of property
rights relationships between landless tribes, the landed tribes and the non-tribal
landlords and the economic attachments between them. Paniyans and Adiyans were
reduced to wage workers, some Kurumans and Kurichians went for shifting cultivation
in remote pockets. This stage made the hitherto ideologically/rituaisticaly landless
communities into really absolutely landless communitiesin a literal sense, physically
and legally. Infact, they aso reduced many among the landed tribes like — Kurichias
and Kurumas to landless labourers.

The mass immigration into the region also led to the reversal of the land-labour
availability — labour supply was higher than land availability. The very survival of these
communities (no rights, no citizenship, no resources) was at stake with increasing
restrictionson forest use aswell, the limited resources could no more satisfy their needs,
which forced al of them to sell their labour in advance and go for wage
(plantations)/bonded (private landlords) labour?®. This was the beginning of the debt
trap which the communities constantly found themselves in. The Kattunayackans who
had moved into denser junglesin the last stage, further moved into the densest interiors
in the colonial period, where the administrators hesitated to venture.

The Post-Independent State: The in-migrations into Wayanad continued during this

period, encouraged by the Wayanad Colonization Scheme by the government reserved
for ex-servicemen who had served in the Second world war in 1948, and in 1956 by the
formation of the Kerala State by combining Travancore, Cochin and Malabar. This
stage saw more immigrants in the form of non-tribal marginal farmers and landless
labourers from Travancore, Cochin and other parts of Malabar. The settlers, forming a
pressure group, bargained with the state to provide them titles to the land. The availing
of land titles involved alot of bureaucratic paper work and bribery, which the tribes
could not afford, but the non-tribes availed alot of land in this period by hook or crook.
Lots of tribes were not given land deeds simply because they were staying in reserve
forests, which were state property. The state failed to ask why they were forced into
those forests in the first place! Later on, in order to abolish the system of landlordism,
the tenants were made owners with the coming of the Kerala Land Reforms act of 1960,

which benefitted lots of Christians, non-triba settlers, and only a few Kurichians and

2 Kjosavik op cit.
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Kurumans, who had proof of their property. Many of the non-tribes got tribal lands by
claiming that the tribes were actually their landlords, for whom they were working as
tenants or labourers. This act, smartly, excluded the plantations, and majority of the
Adiyas and Paniyas were actually plantation workers. Even though the act made
provisions for hutments, but the landowners threatened the indigenous hutment
occupiersto vacate.

However, the tribes in Travancore had earlier been given land by the rulers, so
they differed from the tribes in Wayanad, in that they had a firm mind to own land,
prevent encroachment, adjust to market situations and own resources for further
advancement and they also made all their dealingsin cash which the tribesin Wayanad
seldom did, whose payments were mainly in goods and services.*®* And as Kunhaman
observed, the more the proportion of landless agricultural labourersin a district, the
lower were the wages and the literacy, because of labour suplus-land deficit situation
-“whileinthelabour-scarce (land surplus) economy of the past, it was in the employer’s
interest to keep the tribal labourers in a state of bondage, in the labour-surplus
economies of today, it is in the labourer’s interest not to leave the employer.”

Whereas K ozhikode and Kannur, (of which Wayanad was a part), had the highest
numbers of agricultural labourers during the 1970s-80s. So, the Bonded Labour
Abolition Act benefitted the non-tribal employer by enabling him to obtain all the
benefits emanating from the bonded labour system at reduced costs, who was no more
obliged to provide sustenance to the tribal 1abourers through the lean months. Thetribal
labourers, now, willingly attached themsel ves to their employers, reducing their wages
further. With increased globalization and decreasing of market value of agricultural
products in world economy, the non-tribal landowners strategically employ the
methods of cuts in wages and work days to ensure their own survival. This further is
resulting in producing deep cleavages between the labourers and landed in the region. 3
Thus, the intra-regiona and intra-tribal differences have been aggravated with regards
to literacy, land ownership, degree of market participation, wage rates etc.>2

30 Kunhaman, M. (1985), “The Tribal Economy of Kerala: An Intra-Regional Analysis”, Economic and
Political Weekly, 20(11), 466-474.

3! Tharakan, Michael P.K. (2008), “When the Kerala Model of Development is Historicised: A
Chronological Perspective”, Working Paper No. 19, Centre for Socio-Economic and Environmental
Studies (CSES), Kochi.

32 Kunhaman, op.cit.
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The post-independent state actually continued with the policies of the colonia
state with regardsto tribes, differing only in giving them certain welfare provisions. So,
thelr situation as attached/wage labourer continued. The Kattunayackans were settled
on the forest edges, asthe forests remained under state, infact agriculture extension also
led to loss of forest land during this time. Lots of schemes and projects for the
rehabilitation of tribes were undertaken, like the Chingeri Extension scheme, the
Sugandhagiri Cardomom project, Pookot Lake Dairy Project and Priyadarshini Tea
Estate — where a minimum of 2 hectares of land were to be given to each family — so
that tribes could sustain themselves. But, in reality, the projects were not managed by
tribes — they had no decision-making powers, neither they could mortgage or sell land,
and were again working as wage earners; plus the work and wages were neither regular
nor good3, This resulted in people moving out in search of work outside. Even though
the state governments promised to redistribute land to the landless tribes from 1970s
onwards, till today, there has been no action on it, despite protests and marches by the
tribal organizations.

The non-implementation of land redistribution policies, encroachment of
settlers everywhere, private properties and the restrictions on indigenous people to
graze cattle, collect fuelwood, fodder, roots and tubers from forests and absence of any
village commons — have completed the processes of exclusion of the tribes. Kjosovik
and Shangmugaratnam term this asthe twin processes of privatization and statisation.>*

The above descriptions show that Adiyans and Paniyans were historically
treated as slave/ bonded labourers. They perhaps never showed or never allowed to
show any inclination towar ds occupying and cultivating lands, whether through owning
or sharing. They still form the largest share of agricultural labourers in the region.
The Paniyans are criticized even by Adiyans because some of them eat beef, provided
by the Christian and Muslim landlords, infact they like working for this reason alone,
they also sometimes get arrack/alcohol in return for cheap labour. Alcoholism is
highest in these communities. The Kurichians and Kurumans, even though never

considered equal to non-tribes, were never treated as slave/bonded labourers, their

3 Kjosavik op.cit.

34 Raghavan, V.P. “Degrading the Commons: The Ecological Consequences of Migration- The Case of
Kerala, India in a Historical Perspective”, Kannur Institute of Management and Technology
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occupation of lands or even the Kurumans who worked as labourers retained their
unique culture of: warrior skillsin archery and fighting (in the case of Kurichians) and
hunting (Kurumans) which earned them lot of respect, and both Kurumans and
Kurichians showed inclination in occupying and buying whatever lands were left and
worked hard to cultivate cropslike— pepper, coffee, areacanut in the slopes and paddy,
tapioca, ragi, pulses, plaintain, ginger in the plains either through family ownership or
sharing with non-tribes or Chettis Gownders. So, they attained a higher economic
status too, which enabled them to attain higher levels of education and the jobs in the
Panchayat and other levels of government. Kurichians consider themselves much
superior to therest of the tribal communities. These two groups enjoy a higher prestige
among the communities here. The Kattunayackans, till recently, kept themselves
isolated from the rest of the communities, even the tribes and dependent completely on
the forests for their survival. So, they are one of the primitive groups here, with
extremely low socio-economic and political attainments. Even though they reside in
some of the remotest places, the younger generation among them is showing high
aspirations, with special help fromthe state.

In the first stage, the exclusion was very subtle, with the introduction of the
rules of aivu, which actually makes us question the usual popular understanding about
the tribal communities that they had no socia hierarchy. The second stage saw a more
visible form of socio-economic exclusion with the coming in of the rulers from
lowlands, and their Nayar jenmies, who practiced the strictest forms of ritualistic and
socio-economic and political exclusion with their Adiya, Paniya slaves. These two
stages can still be called gradual with regards to the time taken for exclusion. It was
most rapid during the Colonia and the post-independent stages, when the state
mechanisms of resource ownership and exploitation through economic, administrative,
political and ideological processesset in. Thelast two stages saw the compl ete physical -
socio-economic-political exclusions of the tribes, both stages being strongly directed
by global economics and national-regional politics, which attacked their very existence.
The ecological destruction in the region began with the entry of the East India Company
as early as 1807, when they proclaimed royalty rights in teak, banning the felling and
selling of teak by private individuals. They converted vast tracts of forests, |eased from
jenmies, into teak, tea and coffee plantations, thus, depleting a large stock of natural
vegetation (tress, roots, tubers) systematically reducing the accessibility of forests and

their products (very vital for thetribes— food, fuel and fodder) to the indigenous people
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and officially closing the forest for locals by 1855. Raghavan, who studied the
environmental impact of the historical migration of peasant farmers from Travancore
to Malabar region during the early 20" century, writes — the migration of peasantry
from Travancore to Malabar resulted in socio-economic transformation of Malabar in
many ways, but it also had permanent ecological consequences. The peasant settlers
transformed this landscape of thick forestsinto agricultural fields, mainly growing cash
crops like rubber, which dried up the land and the depleted the natural water logging
systems and drying up the perennia streams in summers, resulting in severe soil
erosion. This was also accentuated by the increasing construction activities. The mass
migration also impacted the life and livelihood of the Adivasis, who were uprooted
from their ancestral lands, and thus, their traditional livelihoods, settlements and
cultures.®® As Sathyanarayana and Chandra mention, “from 1973 to 1995, in Nilgiris,
dense forest was reduced by 19.5 percent and open forest by 32.2 percent”, and
Wayanad forests experienced the maximum rate of loss of 4.4 percent per annum,
mainly due to increase in plantations and agricultural areas as a result of population
growth. %

Haseena, talking about the eco values of tribes, states, “they have have an ethic
of enough. Nothing is taken from nature, other than what is essential. Earth is mother
God and God is not to be bought or sold. They are the originators and contributors of
unique system of nature and indigenous medicine. The entire hybrid in food crops,
medicinal plants are those developed from the rich variety of life species preserved
from ancient times by tribesfolk. It is an irony that our modern society perceives them
as uncivilized and uncultured. For centuries, forests were owned by them. They never
privatized them, nor destroyed them in the name of development.”*’

6.10 Exclusion with Regardsto Education and Health

The Wayanad district, at that time, was a part of the Malabar region which was
under the direct control of British. Even though the British, in the later 19" and early

35 Raghavan, op.cit.

36 Sathyanarayanan, C.R. and Nirmal Chandra (2012-13), “Traditional Life, Livelihood and Plantations:
A Study among the Mullu Kurumba”, Journal of Anthropological Survey of India, 61(2) & 62(1), p. 595-
615.

37 Haseena, V.A. (2014), “Folk Lore Culture Among Tribes in Kerala- A Study on Attappady”, Historical
Research Letter, |SSN 2224, 2225-0964, 12, p.6-12.
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20" centuries, threatened the princely states of Travancore and Cochin with annexation
if they did not take steps for public welfare, health and education of the masses, the
British state itself did not take any such ‘public welfare” measures in the Malabar region
(which came under the Madras Presidency at that time; thisalso later served asamajor
factor for the separation of Maabar from the Tamil Nadu state at the time of
reorganization of states).

Malabar, thus remained “socio-economically backward’ from the neighbouring
state of Tamil Nadu (Madras Presidency), also when compared with the southern
regions of Kerala, namely erstwhile princely states of Travancore and Cochin, who
were forced to take several steps for improving public infrastructure, roads, schools,
hospitals and awareness — with increasing threat of annexation (which forced them to
increasingly commercialize their agriculture systems, free land and labour from the
system of landlordism, increase revenue) and later, due to pressure from the subaltern
groups who demanded reforms and rights to education because of the anti-caste
movements, like- ending savery, entry to temples and roads (that emerged in the
context of increasing economic status of - Muslims, Christians, Ezhavas, who now
could voice against the extremely suppressive caste system and by the increasing ideas
of equality adopted from Christian missionaries and the services they rendered to the
lower castes in terms of health and education), and threat of increasing conversions to
Christianity, which could have led to political instability. But these movements were
not exactly anti-colonial. In Wayanad, the Christian missionaries and the traditional
healers did play a minor role in establishing hospitals, but it was mainly accessed by
the state officials, non-tribes and only minutely by the tribes, who were anyways living
in remote forests.

However, the complete dependence of the economy on exports and the *30s
depression resulted in large scale unemployment, leaving the labourers and peasants
extremely vul nerable economically, along with continuing discrimination against lower
castes and converts. These inequalities that were inherent in the market system of free
labour and land came to light only when the situation reached a state of famine. This
was the time when workers could link their poverty to colonialism and class-

exploitation and then, their movements began to be firmly anti-colonial.® This

% Desai op.cit.
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established the base for the popularity of the Communists in the region, which aso
triggered a process of sub-nationalism or shared identity of the Malayalees and a
United Kerala® which the elite |leaders (EM 'S Namboodiripad) frequently drawed upon
to emphasize on shared language, culture and history among the masses, where well-
being of all was held to be a collective responsibility, leading to free primary education
and vaccination programmes for all castes and classes. The leaders also had different
political goals for different population groups, for e.g. — caste oppression was to be
ended for al, but land was to be given only to the peasants, not the landless |abourers
to avoid internal political weaknesses. This ideology was different from the earlier
ideologies of socia reformers like- Sree Narayana Guru and Ayyan Kali, who stressed
on caste equality through accumulation of both education and wealth. Devika accuses
the Left leaders of cleverly preventing any real transfer to resources to alarge section
of lower castes, thereby bringing in new power relations between the upper/middie
castes and the lower castes. So, the caste division of labour continued, endogamy
continued along with other cultural practices. Left politics even prevented the formation
of any low caste political organizations even though all the dominant upper/middle
caste-class groups had their own organizations.*® The positive psychological effect of
these reforms and the gaining of new self-respect among the masses was a big
achievement, which however, bypassed the habitats of the tribes.

The post-independent governments’ ideas of reforms and policies were, then,
only a continuation of the prior legacy of reformsin Travancore and Cochin, who were
forced to extend the earlier provisions alongwith supporting lower caste emancipation
(abolishing landlordism was a magor form of changing caste relations since the
landlords were mainly upper-castes — this was also started by the Travancore rulersin
1931, when they supported tenants as free holders, which the post-independent
government extended to Malabar later), working classes, anti-colonial and tenant
movements (land redistribution), and provision of social security schemes (education —
schools and libraries, housing, medical care, public distribution system. minimum

% Singh, Prerna (2010) , “We-Ness and Welfare: A Longitudinal Analysis of Social Development in
Kerala, India”, World Development, 39(2), 282-293.

40 Devika J.(2010), “Egalitarian Developmentalism, Communist Mobilization and the Question of Caste
in Kerala State, India”, The Journal of Asian Studies, 69(3), 799-820.
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wages, pension) to the poorest section* in the context of a high collective political
consciousness that had emerged because of earlier devel opments*.

If the processes of sub-nationalism and its resultant high levels of collective
consciousness of people as a coherent political group istaken to be amajor forcein the
rising political, socio-economic voices and aspirations of the people, then it would be
very relevant here to point out that this process of political consciousness or generation
of afeeling of sub-nationalism was missing from the tribal belt of Wayanad, since the
processes of sub-nationalism began in Travancore and later, Cochin but only very late
in Malabar, even then the tribal regions remained out of their influence perhaps due to
physical isolation. Thisis exactly what is missing when we see the clear differencesin
the tribe-non tribe interaction in daily life. The non-tribes know and feel that the tribes
are different, and the tribes also don’t call themselves “malayalis”.*®

So, the sections who benefitted from the land reforms (that completely excluded
the marine fisherfolk, and the landless labourers, most of whom belong to SC/ST
groups), that provided the assets of cultivable land to some who could then “convert it
to further social and economic advancement through education and other means, that
not only helped in enquiring organized sector jobs but also ensured social uplift”* and
welfare provisions were the tenants, peasants, middle and upper castes and those who
could bargain with their votes. These were the sectionswho also triggered the processes
of Gulf migrations and remittances, which they could avail due to their earlier
achievements on the education and health fronts (when the state thrust on anti-poverty
and social welfare was highest).

The landless Scheduled tribes neither benefitted from the land reforms earlier,
and being late entrants (late 1980s and 1990s) into the arena of socio-political
consciousness, they had no such gains from the state’s earlier welfare provisions of
education and health, most of which started stagnating (but, never reversed) by late

1980s due to economic crises and neo-liberalism, because of which the state could not

41 Desai, Manali (2005), “Indirect British Rule, State Formation, and Welfarism in Kerala, India, 1860-
19577, Social Science History, 29(3), 457-88.

42 Singh Prerna op.cit.

4 This could be clearly observed during the field surveys in the attitudes of the non-tribes towards the
tribes and the conversations and responses of the tribes themsel ves.

4 Tharakan op.cit.
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expand social sector spending (which was heavily dependent on central government
funds). So, in the areas in socio-economic devel opment, the scheduled tribes remained
outliers, both in increasing their access to resources, or diversifying their livelihoods
and in increasing their human capabilities and skills. So, the very factors that led to
Kerala’s development, themselves have been responsible for tribal exclusion. As
Shyjan and Sunitha say ‘the tribes have been excluded from the two phases of Kerala’s
development experience — the first phase of social development without economic
growth with land (the Kerdla STs Act — Restriction on Transfer of Lands and
Restoration of Alienated Lands of 1975 still not implemented because of the lobby of
non-tribal settlers) and socio-economic reforms; and also from the second phase of
economic growth fuelled by gulf-migration of semi-skilled workers (mainly non-tribe)
and resulting remittances, who benefitted from their initial endowments that helped
them find employment outside.*®

With increasing vulnerabilities and competitions in a global export-based
economy and increasing privatisation, the social cleavages are further widened, as
Tharakan points out, when “the poorest are doomed to send their children to certain
type of schools, and get education in away which will not guarantee a ready and well
paid job subsequently. Meanwhile, even their slightly better-off neighbours are able to
send their children to another type of schools to get the type of education.....which has
better chance of getting better-paid jobs. In amost all other areas of public services
such differences are strengthening over time.”*® This was a result of the lop-sided
redistribution of assets to different groups. The increasing remittances resulted in
booming construction and real estate businesses and an ever-increasing consumerist
society. This has created a very much open and glaring inequalities between the haves
and the have-nots. The present socio-economic environment increasingly encourages
the growth of communal forces and community politics*’, and prevents any ‘mass
mobilizations’ inspired by common social goals for equitable policies when such
relative differences affect the daily life and aspirations of people concerned, resulting

4 Shyjan, D. and A.S. Sunitha (2009), “Changing Phases of Kerala’s Development Experience and the
Exclusion of Scheduled Tribes: Towards an Explanation”, Artha Vijnana, L1(4), 340-359.

46 Tharakan op.cit.

47 Tharakan, op.cit.
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in deepening frustrations and keep the poor trapped in a cycle of lesser assets and
achievements®,

S0, even after 60 years after the formation of the state and the promise of amodel
state, the governments have been unable to contain “enduring inequities of caste, class,
gender, and ethnic exclusionsin health and social development. Rather, there are newer
forms of marginalization like- increasing informal employment, immigrant labour and
ecological devastation”*® that increasingly complicate any solutions. Thresia points out
to the promotion of private health care by the state (failing to regulate, standardize and
control it), undermining health as a state goal, in the form of sums and subsidies to
private high-tech diagnostic labs, multi-speciality hospitals, insurance schemes
(Karunya) rather than improving the quality of public sector health institutions and
services. Eventhe small or mid-level privateinstitutionsthat catered to the middle-class
and lower-middleclassin rural areas are declining. Thelocal self-governmentsalso fail
to properly mobilize their resources, having no interaction with the medica
professionalsin their area. Such changes lead to increasing inequalities in accessibility
of health care among the lower castes and tribes, who are now more vulnerable to out-
of-pocket medical care and resultant medical poverty.>

Even the processes of decentralization (disaggregation and delegation of political,
economic and administrative powers and responsibilities to a wide range of local and
regional institutions and actors)®! and the implementation of the tribal sub-plansin the

48 Jan, Breman (2010), “Outcast Labour in Asia: Circulation and Informalization of the Workforce at the
Bottom of the Economy”, Oxford University Press. “The global crisis is being tackled by a massive
transfer of wealth from poor to rich. The logic suggests a return to 19th century beliefs in the principle
and practice of natural inequality. According to this view, it is not poverty that needs to be eradicated.
The problem if the poor people themselves, who lack the ability to pull themselves up out of their
misery.” Those who do not possess the means of production are also denied access to means of
consumption.

4 Thresia op.cit.

%0 Health care utilization is not equal, because of the location of the various colonies. Thisalso resultsin
those needing care, putting off their visits till a time when the illness becomes severe. Even the asha
workers, are not able to detect early pregnancy cases because of fewer visits to some of the remote
colonies. They are not able to attend to emergency cases, delivery time, etc in such places, esp during
night time. Because such places are scattered widely, the prediction of illnesses and home deliveriesis
also very difficult. These places are not just physically isolated, but also socio-politically isolated. So, al
areas and all places are not equal. And this is aso attributed to health-seekers’ characteristics, their
education and employment and awareness, which isinturn dependent on other influences.

1 Kjosavik D.J. and N. Shanmugaratnam (2006), “Between Decentralized Planning and Neo-Liberalism:

Challenges for the Survival of the Indigenous People Of Kerala, India”, Social Policy and
Administration, 40(6), 632-651.

208



region have not brought any positive changes in the situation. Kjosavik and
Shanmugaratnam state that “a situation of conflict and tension was created in 2001
when newly elected Congress government in Kerala (supported by the bureaucrats and
the central government) adopted the neo-liberal prescription where there was little role
for state bureaucratic and political actors in mobilizing people for planning and
implementing projects at the local level, whereas, the outgoing CPI (M) government
had rejected the neo-liberal approach and followed a decentralization programme since
1996 (People’s Planning Campaign), a way of re-engaging with the civil society, to
address the development issues posed by the new policy regime.”® At this time, the
adivasis had just begun to participate in their socio-economic and political
development, with the ensuring of 10 percent seats in local bodies for them. They had
separate funds under the tribal sub plan — for drinking water, housing, sanitation, self-
employment, vegetable cultivation and animal husbandry projects were carried —

individual beneficiaries were identified rather than large-scale infrastructural projects.

But, before the adivasis could sufficiently benefit from these developments and
improve their asset base materialy or capability-wise, these projects were suddenly
stopped in 2001 when the new state government adopted neo-liberal policies and
increasingly, the central government reduced fund transfers to social sector
development and PDS, which drastically affected the tribes who had to incur more
expense for food and fuel, which forced them to take small loans. The tribal sub plan
was also delinked from the panchayats, and transferred to the line department due to
pressure from the bureaucracy who felt their say was decreasing with increasing power
of local bodies. As one Kuruman Panchayat President remarked, “our budget is very
tight. We have alot of fixed areas, all of which need to be given a minimum proportion
of available funds, like — housing, water, roads, old age schemes, schools etc. in such a
situation, lots of beneficiaries get identified, but because of fixed budgets, we can
satisfy only some among them. 10 to 30 percent of our budgets are devoted for health
and education programmes. Each and every sector has fixed shares in the budget, we
have reservations for everyone — physically handicapped or old aged, so we cannot

allocate more or less than this share. Financia crises/delays/crunch all over stops the

2 1bid.
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schemes from being implemented regularly and smoothly everywhere. We are not in a
position to address each and every issue. Panchayat plans are listed and given to
oor ukootams, who then decide the beneficiaries. These oorukootams are held oncein 3
months. We aso participate. Medica infrastructure is a big issue here, the major
hospitals are al far away, either in Bathery or Mananthavady, more than 35-40 kms
from the remote colonies, means more than 2 hours, and they also overburdened. Now,
we have decided to giveration cardsto everyone, irrespective of whether they had cards
before or not.”

For the scheduled tribes here, any decision regarding housing, amenities,
(who will be provided what) is taken by holding oorukoottams (like - gram sabha), that
are organized regularly (every 6 months) in different wards of the panchayats, in which
members of al the colonies in the wards are asked to participate (the dates of
oorukootams are advertised 2 -3 days or even aweek before in all the colonies— so that
maximum people participate), even ward and panchayat representatives are supposed
to take part. The decisions taken in this meeting are then forwarded to panchayats,
which take the fina action. But, their relevance and efficiency differs from place to
place, for example, some Paniyans, Kattunayackans and Adiyans have stopped
participating in them, since, they see these meetings as mere signature collection camps
than a process for any kind of self-development or mechanisms for well-being. They
feel that their concerns and problems are not heard properly, even if heard — nothing is
done to address them. And the role of moopan or the traditional tribal headman is at
present only for namesake, the rea manipulators are again the local land owners,
NGOs, contractors and other corrupted political people.

The tribal promoters have a mgjor role to play here, but throughout the field
observations, it was found that most of the tribal promoters are very young (since the
basic qualification is a 10" pass, and most of the elder tribes do not have that level of
schooling), with very weak understanding of the real issues and processes of
deprivation experienced by the people. Some of them are in these posts only to gain
some other postsin the panchayat office or someplace el se (they are mostly running for
their own recommendations). Only very few among them and some ex-promoters were
found to have a good grasping of their real situation and needs. Therefore, raising the
age of tribal promoterswould be areal help in such situations, since most of the requests
and permissions, mapping and reports — all go through the hands of these ST

promoters.
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Even now, after alot of protests, the panchayats have accessto only half of the
funds in TSP. The cuts in education and health sectors lead to deterioration in
infrastructure, staffing, quality of teaching and equipments. The high-priced private
health and education sectors are simply out of their reach. So, the newer generation of
these landless tribes is in reality more vulnerable and more trapped than the earlier
ones, who have to bear the burden of historical injustices but aso are increasingly
caught between differing local, regional, national and international politics.>
Regarding this exclusion, Devika states that it “was not an accident in the history of left
politics and developmentalism in Kerala, but was connected to political strategy

advantageous to the largely upper- or middle-caste elite.”>*

6.11 Tribal Reaction to Exclusion

In the context of above views of various scholars, it is equally important to
remember that the tribes were neither passive nor ignorant of their exclusion and
shrinking of their habitats, livelihoods, freedom and resources. Time and again, they
revolted against their Nair landlords when there was too much exploitation, and later,
tried to thwart the British by fighting along with Pazhassi Raja of Kottayam dynasty.
As early as 1812, there was an uprising by the indigenous cultivating communities
against the burdens of tax and rent, which took afew months for the state to quell. But,
they kept losing, both times because of non-stop resource aienation and severe state
suppression and violence which followed during and after these revolts. After
Independence, the Kerala State based on Malayal ee identity (which surprisingly never
included dalit/tribes) and subsequent failure to gain equal socio-cultural recognition for
thelir rights, they also supported the Naxalite movements during the 1970s (to achieve
freedom from bonded labour and wage increases), their disillusionment with the land
reforms, stagnation of wage increase and welfare gains from late 1980s onwards (worn
out houses collapsing, running water privatized, community land given to private
developers, and the paternalistic attitude of non-tribe upper/middle class/caste party
workers towards the need to uplift tribes)>- have al led them to support movements

based on indigenism and autonomy.

3 1bid.

> Devika op.cit.
5 Steur, Luisa (2011), “Adivasis, Communists, and the rise of indigenism in Kerala”, Dialectical
Anthropology, 35(1), 59-76.
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More recently, the Muthanga land occupation by the adivasis (under the
leadership of C.K. Janu and Adivasi Gothra Maha Sabha) demanding their ownership
of ancestral land and its violent suppression by the state in 2003, is an example of their
increasing anger and assertion of rights. But, such assertions could actually divert the
attention from the class inequalities that are equally prevalent within the indigenous
tribes. The landless tribes know very well that the other groups feel no compassion
about their misery, infact they are themselves blamed for their plight pointing to their
indolence, lumpen behavior, carelessness, and deceit. Even though there are few
exceptional households in those communities who have managed to overcome their
situations, but they are going to remain exceptions.

As one middle aged lady ex-tribal promoter, belonging to Paniya community,
stated — “when the non-tribes got their welfare provisions met by the state earlier in
terms of free education, health and food security, they claimed it as their right. But,
today, when we receive the same, the same non-tribes call uslazy parasites and beggars
who are completely dependent on the state. Even the few among uswho are primary or
secondary educated, have not been able to get any salaried jobs anywhere. | know
education is important, but after that, what?.....we still remain as wage labourers™.
How do you expect us to have any aspirations when our frequent thought is how not to
remain hungry? The governments know that if we are well-fed and well-read we will
claimour equal rights as human beings and as citizens, so they are cutting back all our
opportunities to feed and read.”

So, a)the falure of the independent governments to redress the historical
processes of exclusion (especially land, forests and rivers) with regards to tribes,
b)increasingly encouraging state ownership and exploitation of resources (alegacy of
Colonia period) and displacement by dams and other projects and neglect of local
opinion in the name of greater good (or greater votes?), c)the ever-decreasing
possibilities of increasing their human capabilities and skills with the increasingly
stagnating state-sponsored socia welfare provisions for employment(no recruitment,
not even in tourism whose potential is maximum here), health and education (access)

and reduction of number of working days (primary sector) and non-recognition of any

%6 The recruitment to state services is minimal, whereas in the private sector has no such affirmative
policies, where they face competition from better networked, educated and skilled non-tribes
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new BPL households/ non-immunized children in a neo-liberal and free-market setup,
d)derecognition of identities (they don’t consider themselves Malayalees), disrespect,
increasing social ills (alcoholism, unwed mothers) and socio-cultural exclusion and
e)most importantly, in today’s context, political marginalization and the politics of
targeting/stigmatizing the tribes for receiving welfare®— have al resulted in their
increasing skepticism of any programme or reform brought to them by the state and
strong assertion of a separate tribal/indigenous identity>® and struggles for autonomy.
Thisisincreasingly due to their awareness of the futility of the welfare crumbs offered
by the state by way of — education or PDS, which only prevent their absolute starvation
and wretchedness and not enable them to attain any material, socio-economic or
political ends.

The recent failures of decentralized development programmes and the politics
associated with it, the increasing role of NGOs and private contractors — where again
upper class/caste values dominated both in politicad as well as civil society,
marginalizing the voices of adivas workers, that they are increasingly taking up ideas
of indigenism, which is just an aternative way to make themselves heard in a neo-
liberal setup where inequalities are accepted as a natural result of market forces, even
though the Paniyas or Adiyas know more than anyone that the Kurichias and Kurumas
belong to a different class.>® As Steur remarks, “the desire for land is a reaction to the
pressure of being dispossessed of the promise of emancipation as worker-citizens. It is
also a more autonomous vision of empowerment: rather being able to integrate in
society through stable employment and secure rights to education, the ideal of owning
a piece of land is that of no longer being dependent on such social institutions for one’s
emancipation and goes hand in hand with the many (state-sponsored) self-help
initiatives amongst subaltern populations. Indigenous rights are attractive since they

form the only international framework that is potentially legally binding.”®

57 Devika op.cit. Devika maintains the postmillenium subaltern struggles in Kerala to be a result of the
intolerance of the dominant left to the subaltern assertions of group interests, and their insistence on
treating the latter as passive welfare-receiving governmental categories.

%8 Thefirst settlers of aregion. Their ideaof indigenism interestingly excludesthe non-tribal Wayanadan
Chettis, but includes the Kurichians and Kurumans.

% Steur, Luisa (2009), “Adivasi Mobilisation: Identity versus Class after the Kerala Model of
Development”, Journal of South Asian Development, 4(1), 25-44.

80 Steur 2011, op.cit.
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6.12 Conclusions

The analysis on the residences of the children reveals that the state of housing
conditions of Paniyas, Adiyas, and the older colonies of Kattunayackas is very poor —
with no proper ventilation, inadequate living space, no outlet for drainage and sewage,
no clean source of drinking water etc., thereby, increasing the risk of children catching
infectionsand fallingill frequently. The housing conditionsin the Kattunayacka, Paniya
and Adiya colonies are ailmost same for all the families within a colony. If one house
doesn’t have electricity or water pipe or toilet (they are dependent on the Panchayat for
al these amenities), it is highly probable that the other houses also are in the same
condition. This is because the government-built houses all have same designs, were
built at the same time, so the house being in good/ dilapidated condition also depends
on the year in which the houses were built. They al would be taking water from the
samewell, so in case of water-borne diseases, it would not be asurpriseif lots of people
in the same colony fall sick within a short period of time. These houses are small, lack
proper ventilation; and houses are very close by, the colonies are not that spacious. The
cleanliness varies from colony to colony, and house to house, but mostly the sense of
keeping their surroundings clean is not as keen as in other groups (they feel it isfor the
Panchayat to do). Children are mostly seen outside playing, without proper clothing,
and Wayanad is a cool and damp place throughout the year, and the rainy season is
definitely cold (diseases of the respiratory system — cold, cough, acute chest congestion,
fevers— are common among children). Its actually impossible to move out of the house
during the rainy season.

As compared to this, the Kurumas, the Kurichia, and non-tribals do not live in
colonies. They live in neatly organized settlements, with every household differing in
amenities, as they are mostly built by their owners. Most of them have their own water
supply — mostly well water. Most of the houses are relatively more spacious inside,
even outside they have a open yard in the front or green foliage (trees, pepper, kitchen
gardens), areafor livestock, surrounding the built area. They are well-demarcated from
the next house or plot. So, the risk of spread of any infectious diseases among the
community, except within the family, is very less in such groups. The Kurichia
settlements are the most spacious. The community sense of cleanliness of surrounding
is extremely high among them, which is why they consider the other groups as ‘less

clean’. So, the mothers and children belonging to different groups are exposed to very
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different kinds of settings and circumstances in which they live, eat, work and play.
During times of sickness, delivery, post-delivery — when the individual requires peace
and rest and privacy — the former seldom have the means to do so while the latter can
and do practice strict rules at such times. The first experience that the children haveis
within their homes and immediate surroundings. This is so, atleast, for the first 3-4
years of life, and thishasamajor impact on their well-being. “Early life socio-economic
circumstances, in childhood and even at the foetal stage, have been shown to have links
with health outcomes experienced later in life”. 5!

So, living in these ‘colonies’ is in itself quite unhealthy, as one Kattunayacka
mother explained, whose husband was a government servant. Theirs was the only
Kattunayacka family which | saw was living on its own built house, exactly like anon-
tribal house, with al the modern facilities. This family was living quite far from any
colony, among the non-tribal houses. And they were proud of thisfact. Actually, when
we say ‘colony’ in Wayanad, everyone knows we are here to study tribes. It
automatically refers to places where the scheduled tribes live, crowded, small, houses,
- easier to locate and achieve targets, like- immunization. If they were living scattered,
it would be difficult to cover them all quickly. The government always keeps an eye on
these colonies. No non-tribe is allowed to enter, even for researchers, it is not alowed
to go alone, we took ASHA workers to all colonies.®? But, what it means to tribes
themselves is unclear, yes, they feel a sense of belonging to that place because they
know all the neighbors, some of them aretheir own relatives and that givesthem asense
of socia support and networking, but beyond that it was difficult to capture their
thoughts, feelings, opinions and experiences of life in the colonies. This might even be
one of the major drawbacks of this thesis. Because from the viewpoint of geography,
“shared residence within particular boundaries (in this case “colonies”) has some kind
of meaning” and society often makes judgements (or forms stereotypes) about people,

grouping them together according to their area of residence”.®

61 Shaw et. al, op.cit. p. 49

52 The police are always watching the entry and exit of people here, because of the maoist issue. The
government, in the pretext of protecting the tribes, has actually built these ‘colonies’ so that the tribes do
not move out, asif they have the options. All of them go out of their colonies and work for the non-tribes
daily.

83 Shaw et.al, op.cit. p.55
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When it comes to assets or wealth, it is generally seen that people take time to
accumulate assets or wealth, so it would be unfair to tick off the assets among different
groups because assets are not only dependent on the income or employment but also on
the nature of family and the main earner of family. The field observations revealed that
in majority of Kattunayacka, Adiya, Paniya families, nuclear/joint in nature, the main
earner is relatively of a younger age, so expecting such families to have assets is in
itself not fair. Moreover, these groups do not have the culture of saving for future. This
isone of the major complaints by the non-tribal people who blame the tribes themselves
for their poor living conditions because of their inability or unwillingness to save.
Whereas, majority of the Kuruma, Kurichiaand non-tribal householdsarejoint families
where the household might be possessing assets which might belong to the grandmother
or grandfather of their children rather than to their parents (whose flow of income might
be less than their tribal counterparts during the peak agricultural seasons). But, since,
the household is a unit and has all these assets (stock of wealth) — gives them a sense
of security even if it might be false. Moreover, these groups have cultivated the habit
of saving for future, whether it would in terms of money in banks or gold, or assetslike
— land. The needs of the future is always running in their minds. So, this sense of
security is what is completely absent from the former group, especialy, in families
where the main earner falls chronically sick, becomes handicapped or paraysed, aswas
seen in the fieldwork — there is no financial support from anywhere — because all your
relatives live in similar economic condition — then the mother goes for work, leaving
her young children in care of her old parents or neighbors or elder children — which
has health effects on herself and also on children. And it is very rare for such families
to come up again economically, because the children’s access and utilization of
educational services usually gets abruptly stopped and they are also forced to do the
same kind of work as their parents did, but for extremely lower wages. But this is
usually not the case in the latter group, where the wealth (caste) of whole family acts
as a buffer during times of crises, even though it does severely impact the flow of
income. Moreover, there is a higher chance of these families getting help from their
relatives during such times, because of again similar economic conditions, and
recovering their earlier status when the children grow up and become employed
(because their access to health and education was not stopped).

The Standard of living is low for most of the Paniya, Kattunayacka and Adiya
households. It is only by chance that some proportion of them fall in the medium SLI
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category, because some of the houses have been constructed recently, so the housing
conditions are better in such colonies. Falling in the medium SLI category does not
refer to any change in lifestyle or employment or educational attainments or building
of assets. The SLI is related with the members attaining graduation or gaining any
regular employment and vice versa. And all these three, in turn, influence the food
availability, nutritional and health status, health care accessibility of the mothers and
children. So, being placed in the lower SLI categories automatically starts generating a
vicious cycle of ill-health, low educational/ employment gains, drain of existing
resouces in the household. And, if atragedy strucks such households — where the main
earning member dies/ falsill, they are not in a position to escape the state of absolute
destitution, in fact, they fal into traps of debts which they can seldom pay back.

Even in ‘70s, the inadequacy of the education system to meet the needs of
tribal children was highlighted when an article in a popular daily very clearly stated -
“one major factor in the failure to effectively extend education to the tribals is the kind
of education which is sought to be given. The curriculum, for the most part, is scarcely
different from that for children in schools throughout the country. That is to say, it is
theoretical, unrelated to local environment, and with a strong academic bias.” It goes
on to say that this type of education might be of some (even here doubtful) use to the
urban kids, but has no use for the few rural (esp. tribal) ones who ‘manage to stay on
throughout the course’ (again very few), end up getting ‘educated out of their culture’,
migrateto citiesto find asuitable employment and unable to come back to their villages,
or even if they do, find themselves as ‘misfits’. It calls for a ‘work-oriented” education
system in sync with tribal work and culture, and requests the tribal education
departments and NCERT to work on a new kind of syllabus specifically-designed to
meet such requirements.®* This statement holds correct even today — as clearly shown
by increasing rate of drop-outs with increasing levels of education. Menon® while
writing about the high level of drop outs and out-of-school tribal children in Kerala,
mentioned factors like — language problems (which makes it difficult for the triba

children to understand Malayalam, who know only their tribal dialect (Malayalam is

% “The Lost Tribes’, The Times of India (1861- current); August 23, 1976; ProQuest Historical
Newspapers. The Times of India, pg. 8

8 Menon, Indu op.cit.
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not their mother tongue), leading to their isolation within the class — they take more
interest if their initial instruction is done in their own diaect, like in the single teacher
schools and pick up the concepts quickly), curriculum and content (the genera
syllabus, the terms, the topics, the stories and messages, the methods of the education
system which were designed for the dominant groups are usually alien to tribal kids,
thusthereis aneed to completely remodify the structural theme, content of the syllabus,
which are more locally and eco-culturally relevant alongwith the ways of teaching
them), teaching attitudes (teachers usualy feel they are not given enough incentivesto
work in such areas, so it results in apathy and absenteeism, humiliation of tribal kids
within the schools and classrooms). This can only change when first the teachers are
sensitized to the values, existing problems and differential needs of the tribal society
and children, resulting in an attitudinal shift, incentives to students and teachers,
community awareness programmes, contact with the parents, working towards a
positive attitude towards education.

Aslsac, whiletalking about the experiences of Paniyaand Kurichiachildrenin
the schools, explains how “social differentiation is reproduced through the present
schooling system” where labeling, peer segregation and teacher apathy plays major
role, “peer interactions in the classroom as well as playground not only reflect the social
hierarchies but are sites that actively reproduce these inequalities, when a non-tribal
boy hesitates to hold the hand of a Paniya boy, or when the Paniya children experience
violence not only form their non-tribal peers but also from their teachers”,® further
quoting Gopal Guru, “that essentialising a particular identity as inferior has to be
changed first, as essentialisation leads to exclusion of some and hegemony of the
others”. She attributes this kind of behavior to the better socio-economic and historical
status and identity that Kurichia community has as compared to Paniyas who have a
‘labour class and slave caste identity’. But then, the Kurichias enjoy their statusonly in
their own region, the moment they come out to cities, they are seen only astribes. It is
amusing to see: on the one hand, non-tribal parents (in Kerala, Wayanad) trying to
admit their kids in English medium schools that will increase their child’s prospects of
‘employability’, because they feel that Malayalam is good for understanding but is of

no use when it comes to jobs/work, where good English (so that they fit with the rest

% |sac, Susamma, (2011), “Education and Socio-Cultural Reprodution: Development of Tribal People In
Wayanad, Kerala”, Rajagiri Journal of Social Development, 3(1-2), p. 1-30.
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of the world as they see it) is needed. On the other hand, but with similar attitudes are
the tribes (Paniyas, Adiyas), who send their children to school, not to learn their “tribal
dialects’ but to learn ‘good language like Malayalam® (so that they can fit with the
dominant society as they see it), so that they can have a better livelihood. So, the state
as Isac stresses, “supports hegemonic social and cultural constructions of knowledge
negating the specific culture of tribal communities. Instead of pluralizing the learning
Spaces, it tries to consolidate the inequitable mono culture by legitimizing and
reproducing the inequalities and dominant cultural practices, by delegitimizing tribal
knowledge that might carry elements that contest the dominant mono cultural trends of
the society”.

Thereisaso increasing focus on the problems of alcoholism among tribes, even
school-going children, as they have increasing access to money earned through wage
labour. When people complain of alcoholism among tribes, they point only to the
‘behavioural’ aspect, seldom questioning why a certain group has become addicted to
it in a certain way, where the main fault lies not in the individual/ lifestyle choice but
rather in the socio-economic-political circumstances of life and society. This behavior
became a socia problem only with the coming of non-tribes, who encouraged it among
thetribes, in order to get their work donein afavourableway.%” During fieldwork, there
were many instances of young or middle aged men, who were reported to be paralysed
or becoming physically unfit to work after an injury, brief fever or illness — they were
reported to be unable to recover because of an earlier history of alcoholism. Can the
increasing prevalence of this ill-behaviour among them be understood as their
psychological way of coping with the increasing insecurities they face with regards to
their everyday circumstances of living, with regards to — amenities, jobs, education,
socio-cultural and political exclusion?

AND Health might be seen as a part and parcel of this process of ‘accumulation

of socio-economic advantages or disadvantages’®. In our area, thiswould be especially

57 1t is a common thing in Kerala to lure labourers with alcohol (this was mostly encouraged by those
men who worked in the Indian military and those who went to Gulf countries, as there were no secure
jobs available within the state — and who paid the labourersin their villages with some money and some
alcohol for some odd jobs in their houses and farms — this gradually became a trend everywhere — now
it has reached to such a level that labourers are not interested in or delay working for someone who
doesn’t offer alcohol along with wage), and Wayanad is no exception. Today, alcoholism isamajor issue
in Kerala society as a whole. But, when it happens among tribes, it is further leading to deterioration of
their living conditions, status and health.

& |bid.
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with regards to household assets, availing the PDS goods regularly and fully (whichis
seldom the case), the condition of house, drinking water, sanitation and power supply,
education and seasonal nature of work and income - at the level of the individual but
more so at the levels of communities. It is a paradox that even though the general
perception about the modern world is that it is increasingly easier to come out of a
position of disadvantage, provided one makes good use of all the proper channels of
opportunities — health, education and employment; it is also becoming increasingly
difficult to again gain access to these same opportunities — simply because of their
‘accumulated disadvantages’- real and perceived — not just confined to one society at
one time — but actually experienced by individuals and groups since time immemorial.
The achievements of Keralain the light of historical events, factors and policies and
political consciousness are infact truly commendable, when compared with the other
parts of the country, but then it also has to be accepted that the achievements excluded
the scheduled tribes, particularly the historicaly landless ones of Kattunayackans,
Adiyans and Paniyans. So, it is important to recognize that the “state’s development
pathways with histories of anti-caste and anti-feudal struggles, social-reform
moverments, radical politics and matrilineal traditions, missionary activities,
indigenous systems of medicine and favourable environment with abundant resources”
— have also been persistently “riddled with a variety of historical structural inequities
and disparities of class, caste, gender and ethnicity as well as issues of poverty and
unemployment”.®® The post-independence political movements were not able to
completely erase these historical inequities, either they could not or they did not.

As Thorat and Sabharwal state- “the inclusion of excluded groups, therefore,
becomes a somewhat more complex goal in comparison with the objective to ensure
the socia inclusion of materially deprived people. Group exclusion is horizontal and in
its outcome, may affect even relatively the better-off members within the excluded
groups. Developing policiesin such a context requiresinformed efforts to deal with the
forms, nature and mechanisms of exclusion in the social, politica and economic

spheres, and their consequences on human development of those marginalized.””®

% Thresia op.cit.

" Thorat, et.al, op.cit.
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Chapter 7
A SUMMARY OF CONCLUSIONS

This chapter briefly summarizes the findings of the previous chapters and
attempts at some policy prescriptions to improve the accessibility of the health careto
children and their mothers,

Thefirst objective was to find out the differences in the health status and health
care utilization among under-five children among the tribes and non-tribes. The study
has reveal ed that there exist significant differencesin the birth weights, anthropometric
measurements, nutritional status, health care and immunization practices and the
utilization of anganwadis among the children belonging to different communities.
There is very high incidence of underweight, stunting and wasting among Paniyas.
Similarly, the Kattunayacka children have the least levels of utilization of health
services with regards to place of birth, attendance in anganwadis and regular
immunizations. The health status and health care utilization levels were highest for the
Kuruma and the non-ST children.

There is a lot of difference in the variety of food products consumed in the
households, especialy when the children have been weaned from breast milk. Among
the characteristics of children affecting their current health status — low birth weight,
breastfeeding for 6 months or more, consumption of less than 4 food groups and non-
attendance of anganwadi seem to lead to higher wasting, stunting and underweight
children. But, factors like- birth interval and birth order have been observed to be
working differently for the different social groups. For instance, in the case of non-STs
and Kurumas, higher birth interval was observed to register decline in the proportion of
low birth weight children, but it is reverse in the case of the Paniyas. Among the
Paniyas, wasting is higher among those children who had higher birth weights! This
shows that even though at the time of birth the children may be hedthy, but this
‘healthy’ state is not maintained as they grow up, mainly because of the absence of a
healthy and balanced diet after they are weaned.

In the case of hospital births, higher birth order children tend to haveless chance
of being born in hospitals, especialy if they belong to Kattunayacka, Paniya or Adiya
communities; whereas, Adiya and Paniya children born within interval of 24 months
have higher chance of being born in hospitals as compared to those born later than 24

months of interval. Thisis actually reverse in the case of non-tribal children. Even the
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utilization of anganwadis is very low among Kattunayacka, Adiya and Paniya children
because of the absence of anganwadis some of the surveyed colonies, the timings of the
anganwadis which do not match with those of the work timing of their parents and also
due to reported callous attitude of teachersin some of the colonies.

Interesting are the findings on birth intervals and birth orders, that are playing
important rolesin birth weight, nutritional status, place of birth, treatment sought during
illnesses and to a lesser extent - immunization. In communities where breastfeeding
duration is higher, the quality and quantity of food that a child receives is less
(Kattunayacka, Paniya). Infact, it implies that the food availability in the household is
so insufficient that mothers are forced to continue breastfeeding for longer periods. The
quality of food seems and attendance in anganwadi are seen to important in the
nutritional status of the children. Similarly, the attendance in anganwadi differs
substantially for the male and femal e children and al so varies among children according
to their nutritional status, or it could be atwo-way process. children regularly attending
anganwadi could have better nutritional statusand children with better nutritional status
are the one who attend anganwadis regularly! However, the most important finding was
the fact that at the time of birth, the average weights and heights of the Paniya,
Kattunayackachildren are at par or even better than the other groups; it isonly after the
age of 8 months that their growth curves seem to dip and it peaks at the age of 2 years.
This shows that till the time of exclusive breastfeeding the children have similar
measurements, but as soon as they start depending on external feeding, the Paniya,
Kattunayacka and Adiya children lag behind.

The second objective was to study the health status of mothers, their health care
utilization and the differences in their socio-economic situation. The analysis of
mother’s characteristics has revealed that Paniya mothers have the lowest BMIs and
anthropometric measurements, followed by a high proportion of Kattunayacka and
Adiya mothers The most interesting finding is the share of home deliveries among the
Kattunayacka mothers, more than 13 percent of whom had all their children delivered
at home. This is nonexistent among the Kurumas, Kurichias and the non-ST mothers.
It isinstructive to note that the Kurichia, Paniya, Adiya and Kattunayacka mothers had
near-complete dependence on the public health institutions for deliveries. This is not
the case among the non-tribal mothers.

Regarding the socio-economic status, it is observed that a significant share of

the Kattunayacka, Paniya and Adiya mothers are illiterate, and those who are literate
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among them, a mgjority have only completed education till primary level. In the case
of Kurumas, Kurichias and Non-tribes, mgority of the mothers have completed
secondary or higher levels of education. Similarly, anong mothers who are working,
majority of them are agricultural labourers among the Adiyas, Paniyas and
Kattunayackas. The nature of work determines the amount of physical strain that these
working women undergo, and over an extended period leads to chronic energy
malnutrition, which in turn has adverse effects on their reproductive health. Whereas,
majority of the Kurumaor non-tribal working mothers are engaged in the national rural
employment guarantee scheme or are employed in regular salaried government/private
jobs. The nature of work aso influences the quality and quantity of time that the
mothers are able to spend on self-care and care of their children, the money that they
can spend on food and the accessibility and availing of hedth care at the right time.
Education and work status are very important for hospital deliveries, because it is
observed that institutional deliveriesislow among wagelabourersand illiterate mothers
or those with few years of schooling. Overall, in terms of heath status, the Paniya,
Kattunayackaand Adiyamothersfarethelowest; and in terms of health care utilization,
it is the Kattunayacka mothers who avail health care least. Adiya mothers seem to be
better off in aspects of immunization, ANC and ingtitutional deliveries. They seem to
be interested in seeking and availing heath care where it is needed most.

The average heights, BMI, institutional deliveries are lower among the Paniya,
Kattunayacka and Adiya mothers. In case they do go for deliveries or treatments, they
are almost completely dependent on the public health centres and hospitals. The health
of the children and their health care utilization if very much related with the mother’s
socio-economic and health conditions. As it is seen that the proportion of LBW and
malnourished children is higher among mothers who are themsel ves underweight, who
have two meals or less a day, who are not married currently, and who are working as
dally wage labourers. Similarly, the child health care utilization as regards to
immunization and treatment during illnesses is higher for mother who are young, who
have 2 children or less, and who have a regular salaried job. For Adiyas, children
attending anganwadi reduces with increasing levels of mother’education. Overall, the
percentage of children breastfed exclusively for 6 months or more reduces with
increasing levels of education; only among Adiyans it is increasing with increasing
level of education. The number of meals and consumption of 4 or more food groupsis

higher among children whose mothers are working, especially those who have aregular
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salaried job. Thus, mother’s reproductive health, health care and child’s health, health
care and feeding haibits are all dependent on mother’s socio-economic characteristics.

The third objective was to analyze the reach and functioning of the health care
systems in the settlements. Discussions with the traditional healers have reveaed that
even though their medicines are effective, they do not make medicines regularly
because of increasing difficulties in going to the forests and increasing acceptance of
modern medicine by the younger generation, who go to local healers only when they
do not have any other option or only when they are sure that the ailment of the child is
not that serious and will get cured by local remedies. Paniyas and Adiyaare completely
dependent on the public health institutions; the Kurumas and Kattunayackas seem to
have a strong belief in their local/ home-made green medicines which they regularly
givetheir children. They resort to modern medicine only when it isrequired. Similarly,
cultural practices with regards to pregnancy, delivery, child birth, care and feeding are
more prevaent among the non-tribes than among Paniyas or Adiyas. The cases of the
home deliveries, child deaths, incomplete immunizations, and non-attendance in
anganwadis reveal that somewhere the health care institutions are lagging behind in
providing their services. Discussions with health personnel have revealed that location
of remote colonies and their inapproachability by vehicles, especially those of
Kattunayackas, Adiyas and Paniyas — are the major issues in providing services,
especially during times of emergency. Second issue was that of inadequacy of
specialized doctors and proper infrastructure facilities, which results in the PHCs and
CHCs being unable to handle emergencies or even dlightly complicated cases.
Moreover, the medical staff feels burdened with administrative work, and the
paramedical staff feels burdened with report-writing and survey work that they feel eat
into the hours that they have for attending to patients and field duties. None of them
live near the tribal colonies. The ASHA workers and the anganwadi workers, even
though most of them live near the colonies they work, also feel unable to attend to their
duties regularly (teaching the pre-school children and doing house visits), especially
those settlements that are very far/ remote from them.

The tribes are not averse to using modern medicine but the facilities need to
reach them better and closer to their settlements or colonies. The systems of traditional
medicines are still strong only among those whose colonies are near forest boundaries,
from where they can pick their herbs. For most of the illnesses, the tribes, especially

Paniyas and Adiyas readily go to government health centres or camps, or even private
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doctorsif their purse permits because they aso increasingly want quick relief from their
illnesses. But, the observations on public health centres and their conditions have also
brought out the facts that the infrastructure is not enough to deal with emergencies or
any complicated illnesses. There is only one mgjor district hospital at Mananthavady,
which has the specialized doctors. The PHCs and CHCs, as the medical officers
themselves report, have shortage of permanent specialized doctors like- pediatricians,
obstetricians or gynaecol ogists or even surgeons.

The doctors and the JPHNs complain the remoteness of location of the tribal
colonies to be a big issue, and blame this remoteness to be the reason why they
themselves do not prefer to visit the colonies. Then, how can they blame a sick mother
or child or any ill person for that matter (for whom the distance to the health centre
might be difficult to cover) for not seeking immediate medical advice for illnesses or
deliveries or any acute episodes?

The fourth objective was to explore the variations in the socio-economic
conditions of the households and population of the different social groups. The primary
datareveals that huge gaps exist between the various groups with respect to ownership
of assets like — house, land, durable goods; housing amenities and conditions; and the
educational and work status of the population. The first visible differences are seen in
the settlements themselves. The colonies of Paniyas, Adiyas and Kattunayackas are
visibly more congested, are dependent on government-provided houses that are very
small, sources of drinking water (Panchayat wells); whereas, the settlements of
Kurumas, Kurichias and the non-tribes are more spacious, well-maintained, houses are
semi-pucca/pucca, mostly having own sources of drinking water (well), even when
remotely located — they have big unmetalled roads that make it easier for vehicles to
reach them. These two kinds of spaces where the children are born, live and grow up —
have a big say in the health care and accessibility to other amenities. Similarly, the
standard of living is lowest among the Paniya, Kattunayacka and Adiya households —
none of them figure in the category of high SLI. A good proportion of non-tribal and
Kuruma households have atleast one member who has completed graduation or who is
employed in some regular salaried job; both of which inturn are influenced by the SLI
and also result in influencing the SLI. Whereas, majority of the Adiya, Paniya and
Kattunayacka workers are agricultural labourers, which is seasona in nature, which
makes them more dependent on the PDS shops and forest products. The public
educational system is ineffective in attracting the Kattunayacka, Adiya and Paniya
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children, where the drop-outs are quite high. This is definitely going to affect their
future livelihoods, where again they will be forced to rely on wage labour work - that
will again have a cumulative impact on their other attainments, particularly their health
and health care access. Thislooks vicious, with no immediate routes of escape.

The Standard of living is low for most of the Paniya, Kattunayacka and Adiya
households. It is only by chance that some proportion of them fall in the medium SLI
category, because some of the houses have been constructed recently, so the housing
conditions are better in such colonies. Falling in the medium SLI category does not
refer to any change in lifestyle or employment or educational attainments or building
of assets. The SLI is related with the members attaining graduation or gaining any
regular employment and vice versa. And all these three, in turn, influence the food
availability, nutritional and health status, health care accessibility of the mothers and
children. So, being placed in the lower SLI categories automatically starts generating a
vicious cycle of ill-health, low educational/ employment gains, drain of existing
resouces in the household. And, if atragedy strucks such households — where the main
earning member dies/ fallsill, they are not in a position to escape the state of absolute
destitution, in fact, they fal into traps of debts which they can seldom pay back.

The above-mentioned setup of colonies and socio-economic situations of the
population are aresult of along-drawn politico-historical processes that have rendered
the Kattunayackas, Paniyas and Adiyas landless, resourceless and space-less, despite
the progressive and radical policies of the successive governments in Kerala. The
policies that helped the non-tribes, the small or marginal farmers like — Kurumas and
Kurichias seem to have excluded and marginalized the landlesstribes. So, not only were
they deprived of land but also their use of forest resources is severely restricted. With
little or no forma education, they are forced to live off their physical labour in

agriculture, that leaves them with no scope for any kind of asset-building.

S0, the abovefindings of the study lead usto prescribe some remediesregarding
some of the mentioned issuesin the area.

Firstly, it isvery important to place the health centres near the colonies, so that
even if achild is sick or needs urgent attention, the mother is able to carry it and walk
to the health center immediately, that has emergency medicines and whose staff also
live nearby. This is because the people are very much dependent on the public health

care services in the study area and have to suffer alot when it is not available. Thisis
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very much required in remote colonies and it will be helpful in attending to home
deliveries as well. It would be more effective if some of the paramedical staff are
selected from the communities themselves that will increase the trust of the tribal
mothers on the health care system.

Secondly, there should be anganwadis in each and every colony, so that all
children have equal accessto thefacility, irrespective of where their houses are located.
The anganwadi staff should also be selected from within the community or colony so
that even working tribal mother are ableto send their children to anganwadis, for whom
the timings can be increased. Since the staff will also be living within the colony, they
also would not be delayed in getting back to their homes. It has been seen that wherever
the anganwadis are functioning regularly and the attitude of teachers is encouraging,
thetribal mothersare also regular in sending their children. The children who are below
3 years, belonging to BPL families, also need to be given proper nutrition by the
anganwadis in order to ensure that they also get a healthy nutrition.

Thirdly, the issue of landlessness among tribes needs to be urgently dealt with
by bringing in and implementing another phase of land reforms. The living conditions
in the colonies need to be regularly monitored and hygiene and drainage systems
maintained in order to prevent communicable and water-borne diseases. Schools should
also be located near colonies and their syllabus and attitude of school staff should be
easy on thetribal children, should equip them to take control of their livelihoods, land,
other attainments on their own in future,

The Paniyas, Adiyas and Kattunayackas neither have the requisite levels of
awareness and education, nor the socio-economic situation for availing proper nutrition,
good housing, sanitation and timely medical care or even the inclination to trust the
non-tribal forms of governance, health care and education — all of which are again
related to their past and present experiences with regards to access to land and forest
resources and recently to political representations either at the local or state levels.
Thereisalot of differencein the way the non-tribal population in Keralagot its present
levels of awareness and education, wherein the spark was created by the missionaries,
socia reform movements, the establishment of schools, dispensaries and hospitals,
health awareness campaigns, and later communist regimes of the newly independent
times with the implementation of land reforms, who strove hard to bring socia change
in the state, which they found could only be brought about through increasing levels of

education, health, nutrition and political awareness.
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However, the tribal population was never a part of these happenings, not only
because of their relativeisolation but also because of the British systems of governance
that never interfered in their ways of life, which was continued by the latter
governments after independence. Even the tribes never felt the need to be a part of these
developments; it was only when they found it increasingly difficult to practice their
livelihoods because of restricted entry into forests and rivers with nationalization of
resources, which hitherto were easily accessible to them, their settlements were
evacuated from many areas because suddenly they had become someone’s private
property due to the famous land reforms, that they started to protest and demand their
lands back which they are yet to be given. In order to divert attention from these real
issues, the governments inturn tried to pacify them by providing education, food and
health care to the most backward and the poorest sections, i.e. the tribes, which they
never wanted in the first place. So, the education and health provisions were provided
to them as a compensation to mask the state’s failure in giving them access to their
resources and also to achieve the targets of the latest social sector and national health
policies, and defend Kerala’s fame as the leader in the social development indicators
rather than striving towards any lasting social, political or economic change. Even these
provisions started stagnating with the late 1980s, leading to stagnation in social
infrastructure provisions, accessibility and utilization. Since their work days are aso
drastically reduced, they cannot even think of attaining the human capabilities and
skills by accessing private health and education like — the non-tribes or some
landowning Kurichias or Kurumas. When the basic intention itself is faulty, then it
should not be surprising when the government doesn’t attain its targets. Neo-
liberalization and globalization is proving deadly for the tribes, living in a society
riddled with ingrained social bias and no industrial devel opment.

It isnot that the tribes today are not aware of their marginalization. It isjust that
they don’t have the means to counter this process. So, they simply accept “welfare”,
because their pathways are not as smooth as others had earlier. Their life philosophies
were completely in-sync with their livelihoods and socio-cultural practices, but the
modern economies have played differently. Thisistruefor al Indian societies, but more
so for the tribes who are most attached to their ecological habitats that form the basis
of their philosophies, thoughts, and actions. Their life systems and their constant
distance from mainstream popul ations, again raises the question on the ethics and long-

term practicality of market economies, societies, polities. How can such impermanent

228



and fickle structures (that keep collapsing every few years) expect the triba
communitiesto embrace their policies and ideas when at the other end they are hacking
the very means of survival of these communities — lands and forests — the very spaces
of their freedom and socio-economic-ecologica and cultura values — that have stood
the tests of time over millenniums? The state, national and international economic-
political and legal systems seem intentionally blind to the changes that the resource-
less tribes are experiencing materialy, socialy, economically, politically, and
psychologically intheir daily lives vis-avisthe other resource-full tribes and non-tribes
— who are their neighbours, their employers and their fellow citizens. How are they
expected to overcometheir historical and political exploitation and suppression through
resource alienation and envision a positive future for their young ones in such an
oppressive and suffocating environment?

In such a situation, it is no surprise when scholars like- Apoorv Kurup,
advocates for an autonomous tribal governance systemsin India. For him, “autonomy
is an equity-facilitating step where the State accepts that its definition and vision of
what a community can achieve does not necessarily reflect the aspirations of the target
community. Hence, it would encourage the target community to develop indigenous
political, administrative and fiscal structures, with the conventiona bureaucracy
playing a support function, according to tribal culture and tradition.”* Because in the
present decentralized setup, according to him, the tribal governments are not
substantially outside the direct control of central government, whose overbearing
presence and direction in the ssimplest of the projects creates a mismatch between local
and national needs; and the issue of redistribution of assets and entitlements remains
pending. In autonomy, since the tribes would be deciding their own path of
devel opment, there would be greater participation, as needlessto say, “the national level
authors of statutes have goals that diverge from those of the implementers of policy at
the subnational level.”2 This he states, should be achieved by declaring “property as a
fundamental rights of thetribes. Thiswould make them future negotiatorsin case where

tribal property (autonomy of the tribal government) would be imperative for national

1 Kurup, Apoorv (2008), “Tribal Law in India: How Decentralized Administration is Extinguishing
Tribal Rights and Why Autonomous Tribal Governments are Better”, Indigenous Law Journal, 7(1), 87-
126.

2 | bid.
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development, thereby also remedying their collective inferiority and to create a sense
of entitlement among them”. So, as Fraser says — “there is an increasing need to
integrate the best of the socia politics of redistribution with the best of the cultural
politics of recognition.”®

Thus, it is becomesthe duty of the state institutions to take health care and other
essential services to the doors of its citizens, rather than distancing themselves from

those they are bound to serve.

3 Fraser, Nancy (2008), “Social Justice in the Age of Identity Politics: Redistribution, Recognition and
Participation”, Critical Quest, New Delhi.
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PHOTOGRAPHS FROM THE FIELD
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1. Bafhing & Washing area in a Paniya home
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6. A Typical Paniya house
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7. Anganwadi waiting for a new building

8. Space-crunch in a mini-anganwadi

9. Children having ragi drink
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11. Setup of a typical tribal colony
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12. Paniyan women waiting for their turn to use panchayat well

13. A typical non-tribal house
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14. Skin ailments in Kattunayacka children
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Appendix- 1 Demographic Details

Total Population Surveyed

Name of Social Group
Total
Paniyans | Kurichia | Kattunayacka Kuruman Adiyan ST Non- ST
M 192 198 192 171 195 948 185 1133
F 205 176 182 164 189 916 185 1101
Tot 397 374 374 335 384 1864 370 2234
Rsae'}c;(o 1067 889 948 959 969 966 1000 971
Mean/ Median ages of the Population
Name of Social Group
Kattunayacka .
Paniyas | Kurichias y Kurumas | Adiyas | ST | Non ST | Total
Mean 21.42 26.22 20.03 26.98 22.73 | 23.37 | 28.39 | 24.20
N 397 374 374 335 384 1864 370 2234
S(ta?/ 17.567 20.008 16.863 20.105 18.299 | 18.73 | 22.311 | 19.45
Median 20.00 27.00 16.00 29.00 22.00 | 24.00 | 28.00 | 25.00
Type of family
Name of Social Group
'I;ype. Iof . - . Non- Total
amily Paniyan | Kurichia | Kattunayackan | Kuruman | Adiyan | ST ST
Nuclear 31 26 39 28 22 146 15 161
% 47.0% 40.6% 60.9% 43.8% 34.4% | 45.3% | 23.4% | 41.7%
Joint 25 35 24 35 41 160 49 209
% 37.9% 54.7% 37.5% 54.7% 64.1% | 49.7% | 76.6% | 54.1%
10 3 1 1 1 16 0 16
Extended
15.2% 4.7% 1.6% 1.6% 1.6% 5.0% 0.0% 4.1%
Total 66 64 64 64 64 322 64 386
Sex of the Head of Household
Name of Social Group
Sex Paniya | Kurichian | Kattunayackan | Kuruman | Adiyan ST Non- Total
ns S S S S ST
Mal 53 57 59 50 46 265 46 311
ale
80.3% 89.1% 92.2% 78.1% 71.9% 823% 71.9% 80.6%
Female 13 7 5 14 18 57 18 75
% 19.7% 10.9% 7.8% 21.9% 281% 17.7% 28.1% 19.4%
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List of Colonies Settlements Surveyed:

Panchayat Pulpally Pulpally Noolpuzha
Social Group Paniyans Kattunayackans Kurumans
No. of Colonies 15 11 10

surveyed
Kaapikunnu Gunduvady Velluthondi
Marakavu Chandroth Manimunda
Manalambam Pollana Pilakavu
Mangakandi Villangadi Karadimad
Thanzhengady Kareri Manmadamoola
Paikkemoola Vattavayal Athikunnu
Meenankolli Udayakkara Kottanodu

Name of

Colonies/ Madaparambu Karakandi Maarodu

Settlements | Thazhekapu Basavanmoola Kallumucku
Irupoodu bomman
Melekaapu padi Chiramoola
Kottamuruttu Edamala michaboomi
Karimam
Madalpadi
Palakolli
Mundankutty

Panchayat Thirunelly Thavinzhal
Social Group Adiyans Kurichians
oo | s 1

Appapara Edathana
Nitra-Erivakki Kollichaal
Aravanazhi Vellamunda
Pothumoola Edalakunni
Panankutti Tholpetty
Kunniyoor Palot

Name of Aramangalam Illathumoola

Colonies/ | Nagamana Kaavilpadam

Settlements | \janthanakunnu | Neeliot-Choimoola
Kottamoola Chullikunnu
Chakkani Edamana
Karamadu Valad
Karimam Karikkatil
Anjuputhi Prasanthagiri
Cherumathoor
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Health Institutions Surveyed

Institutions Panchayat Respondents
1. CHC Pulpally Pulpally CMO, Health inspector, JPHN
2. CHC Periya Thavinzhal CMO, Male health worker
3. PHC Pakkom Pulpally MO, Health inspector, JPHN
4. PHC Nirapath Noolpuzha JPHN
5. PHC Appapara Thirunelly JPHN
6. SC Aloorkunnu Pulpally ASHA worker
7.SC Moozhimala Pulpally ASHA worker
8. SC Karassery Noolpuzha JPHN

Anganwadis Surveyed

Name Panchayat Respondents
1. Nitra Thirunelly | Teacher (non-ST)
2. Madaparambu | Pulpally Teacher (non-ST)
3. Velluthondi Noolpuzha | Teacher (non-ST) ,Helper (Kuruman)
4. Kolichaal Thavinzhal | Teacher and helper (Kurichias)
5. Chekadi Pulpally Teacher and helper (non-ST)
6. Maarodu Noolpuzha | Teacher (non-ST), helper (Kuruman)
7. Kunniyoor Thirunelly | Teacher (non-ST)
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Appendix-2 (SL1)

The following scores (given in brackets) were added up to calculate SLI:

1.

© o N OAWDN

=
o

11.

12.
13.
14.
15.
16.

Own House: yes, own built (3); yes, government built (2); no, rented/other (1)
Land Area: 500 cents/more (4); 200-500 cents (3); <200 cents (2); No land (0)
Any Livestock: yes (2); no (1)

Any Vehicle: Three/four-wheeler (4); two-wheeler (2); No (0)

Mobile/phone: yes (2); no (0)

Television set: yes (2); no (0)

Type of house: pucca (4); semi-pucca (2); kaccha (1)

Condition of house: good (4); liveable (2); dilapidated (1)

No. of rooms: one (1); two (2), three (3); four/above (4)

. Source of drinking water: piped/fetch water from own well/neighbor well (4);

public tap/piped water from aforest stream (2); common well/small pond/other
1)

Location of drinking water: within premises (4); within 50 metres (2); more
than 50 metres (1)

Toilet facility: own toilet (4); shared with other houses (2), none (0)

Kitchen: separate covered kitchen (2); none (0)

LPG connection: yes (2), no (1)

Electricity: yes(2), no (0)

BPL card: yes(0), no (2)

Households were classified into:

Low SLI (if the score was 25 or below),
Medium SLI (if the score was 26 to 37), and
High SLI (if the score was 38 or above)
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Appendix-3 (Reasons for Dropping out of School)

Reasonsfor Dropping Out (6 -18 year olds) - MALE

Name of Social Group

Current Enrolment ] ] ) Total
Paniy | Kuric | Kattu | Kuru | Adiya | ST | Non ST
To supplement HH income 1 1 2 2
Lazy 3 4 3 10 10
Not interested 3 1 1 5 10 10
Dueto falure 1 1 1
School too far away/ 5 2 7 7
Did not get admission 1 1 1
Frequent/Chronic IlIness 2 2 2
Other 1 1 1
Totd 7 1 15 0 11 34 0 34
Reasonsfor Dropping Out (6 -18 year olds) - FEMALE
Name of Social Group
Current Enrolment _ Total
Paniy | Kuric | Kattu | Kuru | Adiya | ST | Non ST
To supplement HH income 1 1 2 4 4
Lazy 1 1 1
To attend domestic chores 4 1 5 5
Not interested 3 5 2 10 1 11
Dueto failure 3 1 4 4
School too far away/
transport notavailable 5 1 6 6
Requi rt_ad for care of 5 5 5
siblings
Did not get admission
Frequent/Chronic IlIness 1 1 1
Other 1 1 2 2
Total 11 1 14 9 35 1 36
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Reasons for Dropping Out (6 -18 year olds) - TOTAL

Name of Social Group

Current Enrolment _ _ ) Total
Pani | Kuri | Kattu | Kur | Adi ST | Non ST
To supplement HH 2 1 3 6 6
income % 11.1% 3.4% 15.0% | 8.7% 8.6%
Lazy 3 4 4 11 11
% 16.7% 13.8% 20.0% | 15.9% 15.7%
To attend domestic 4 1 5 5
chores
% 22.2% 5.0% 7.2% 1 7.1%
Not interested 6 1 6 7 20 100.0% 21
% 33.3% | 50.0% | 20.7% 35.0% | 29.0% 30.0%
Dueto failure 3 1 1 5 5
% 16.7% 3.4% 50% | 7.2% 7.1%
School too far away/ 0 10 3 13 13
transport not available
% 0.0% 34.5% 15.0% | 18.8% 18.6%
Required for care of 0 2 2 2
siblings
% 0.0% 6.9% 2.9% 2.9%
Did not get admission 0 1 1 1
% 0.0% 3.4% 1.4% 1.4%
Frequent/Chronic 0 3 3 3
IlIness
% 0.0% 10.3% 4.3% 4.3%
Other 0 1 1 1 3 3
% 0.0% | 50.0% | 3.4% 5.0% 4.3% 4.3%
Total 18 2 29 20 | 69 1 70

%
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Appendix-4 (Child Details)

Table 1 Sex-wise classification of Children

Name of Social Group

Sex of
- Non- Total
the Child Paniyas | Kurichias | Kattunayacka | Kurumas Adiyas Sé:?gdule Scheduled
ribes T
ribes
Mial 44 44 46 44 47 225 36 261
ale
50.0% 53.0% 50.5% 57.1% 52.8% 52.6% 46.8% 51.7%
44 39 45 33 42 203 41 244
Female
50.0% 47.0% 49.5% 42.9% 47.2% 47.4% 53.2% 48.3%
Total 88 83 91 77 89 428 77 505
ola
100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%
Sex Ratio 1000 886.36 978.26 750 893.62 902.22 1138.89 | 934.87
Table 2 Age-wise classification
Name of Social Group
Age Total
Paniyas Kurichias | Kattunayacka | Kuruma | Adiyas ST Non- ST
0to 11 15 14 12 10 18 69 11 80
months 17.0% 16.9% 13.2% 13.0% | 202% | 16.1% 14.3% 15.8%
12 to 23 21 15 17 14 15 82 19 101
months 23.9% 18.1% 18.7% 18.2% | 16.9% 19.2% 24.7% 20.0%
24 t0 35 16 16 21 17 13 83 10 93
months 18.2% 19.3% 23.1% 22.1% | 14.6% 19.4% 13.0% 18.4%
36 to 47 15 17 20 19 14 85 21 106
months 17.0% 20.5% 22.0% 24.7% | 15.7% 19.9% 27.3% 21.0%
48 21 21 21 17 29 109 16 125
months
azgg’/e 23.9% 25.3% 23.1% 22.1% | 32.6% 25.5% 20.8% 24.8%
88 83 91 77 89 428 77 505
Total 100.0
100.0% 100.0% 100.0% 100.0% % ) 100.0% 100.0% 100.0%
Table 3 Average Age of Children
Name of Social Group
Average
i Total
Age Paniya Kugchl Kattunayacka Kurumas Adiyas ST Non- ST
Mean 29.10 29.99 30.92 31.58 31.12 30.53 30.05 30.46
N 88 83 91 77 89 428 77 505
S:i 16.552 | 16.796 16.141 15.693 18.679 16.776 16.705 16.749
Median 26.00 30.00 32.00 31.00 34.00 31.00 30.00 31.00
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Table 4 Birth Order of Children

Name of Social Group
Birth Order Total
Paniya Kurichia Kattur;ayack Kuruma Adiya ST Non- ST
First 31 36 24 33 36 160 25 185
irs
35.2% 43.4% 26.4% 42.9% 40.4% 37.4% 32.5% 36.6%
21 26 21 40 26 134 37 171
Second
23.9% 31.3% 23.1% 51.9% 29.2% 31.3% 48.1% 33.9%
Third/ 36 21 46 4 27 134 15 149
above 40.9% 25.3% 50.5% 5.2% 30.3% | 31.3% 19.5% 29.5%
88 83 91 77 89 428 77 505
Total 100.0
100.0% 100.0% 100.0% 100.0% %' 100.0% 100.0% 100.0%
Table 5 Birth Interval
Name of Social Group
Birth Interval Total
Paniya Kurichia | Kattunayacka Kuruma Adiya ST Non- ST
3 0 2 1 1 7 1 8
<12 months
5.3% 0.0% 3.0% 2.3% 1.9% 2.6% 2.0% 2.5%
12 to 23 4 7 8 3 11 33 4 37
months 7.0% 14.9% 11.9% 6.8% 20.8% | 12.3% 7.8% 11.6%
24 to 35 15 8 18 8 11 60 11 71
months 26.3% 17.0% 26.9% 18.2% | 20.8% | 22.4% 21.6% 22.3%
35 32 39 32 30 168 35 203
36 months+
61.4% 68.1% 58.2% 72.7% 56.6% 62.7% 68.6% 63.6%
57 47 67 44 53 268 51 319
Total 100.0
100.0% 100.0% 100.0% 100.0% %' 100.0% 100.0% 100.0%
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Table 6 Birth Weight according to Birth Order

Name of Social Group

BW (kg.) BY P Total
BO Paniyas Kur;chla Kattun Kurumas Adiyas ST Non- ST
s 9 10 6 9 19 53 4 57
39.1% 27.8% 30.0% 27.3% 57.6% 36.6% 17.4% 33.9%
< | 25.3 12 20 9 18 10 69 9 78
.;53’ 52.2% 55.6% 45.0% 54.5% 30.3% 47.6% 39.1% 46.4%
1] 2 6 5 6 4 23 10 33
= >3 8.7% 16.7% 25.0% 18.2% 12.1% 15.9% 43.5% 19.6%
Tot 23 36 20 33 33 145 23 168
100.0% | 100.0% | 100.0% | 100.0% | 100.0% | 100.0% 100.0% | 100.0%
s 7 8 5 16 8 44 5 49
53.8% 32.0% 26.3% 40.0% 33.3% 36.4% 13.9% 31.2%
S | 25.3 4 13 7 17 8 49 18 67
o 30.8% 52.0% 36.8% 42.5% 33.3% 40.5% 50.0% 42.7%
(‘% o3 2 4 7 7 8 28 13 41
& 15.4% 16.0% 36.8% 17.5% 33.3% 23.1% 36.1% 26.1%
Tot. 13 25 19 40 24 121 36 157
100.0% | 100.0% | 100.0% | 100.0% | 100.0% | 100.0% 100.0% | 100.0%
s 9 5 8 0 8 30 3 33
o 42.9% 27.8% 27.6% 0.0% 33.3% 31.6% 20.0% 30.0%
.§ 5.3 7 10 11 2 10 40 7 47
% 33.3% 55.6% 37.9% 66.7% 41.7% 42.1% 46.7% 42.7%
£ 5 3 10 1 6 25 5 30
g 73 23.8% 16.6% 34.4% 33.3% 25.0% 26.3% 33.3% 27.2%
£ ot 21 18 29 3 24 95 15 110
100.0% | 100.0% | 100.0% | 100.0% | 100.0% | 100.0% 100.0% | 100.0%
s 25 23 19 25 35 127 12 139
43.8% 29.1% 27.9% 32.8% 43.2% 35.1% 16.2% 31.9%
5.3 23 43 27 37 28 158 34 192
= 40.3% 54.4% | 39.7% 48.6% 34.5% 43.7% 45.9% 44.1%
L o3 9 13 22 14 18 76 28 104
15.8% 16.5% 32.4% 18.4% 22.2% 21.1% 37.8% 23.9%
Tot 57 79 68 76 81 361 74 435
100.0% | 100.0% | 100.0% | 100.0% | 100.0% | 100.0% 100.0% | 100.0%
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Table 7 Birth Weight according to Birth Interval

Name of Social Group

BW (kg.) Total
By Bl Paniyas Kurichia | Kattunayacka | Kuruma Adiya ST Non- ST
2 1 0 0 3 1 4
<25
" 100% 50% 0% 0% 50% 100% 57%
e
g | 25 0 1 1 1 3 0 3
E to3 0.0% 50.0% 100.0% 100.0% 50.0% 0.0% 42.9%
v 2 2 1 1 6 1 7
Total
100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%
1 2 2 0 6 11 2 13
<25
33.3% 28.6% 25.0% 0.0% 54.5% 34.4% 66.7% 37.1%
,cf 25 2 5 2 2 3 14 1 15
c
g o3 66.7% 71.4% 25.0% 66.7% 27.3% 43.8% 33.3% 42.9%
S >3 0 0 4 1 2 7 0 7
]
~ kg 0.0% 0.0% 50.0% 33.3% 18.2% 21.9% 0.0% 20.0%
—
3 7 8 3 11 32 3 35
Total
100.0% 100.0% 100.0% 100.0% 100.0% | 100.0% 100.0% 100.0%
5 3 3 2 3 16 2 18
<25
62.5% 37.5% 21.4% 25.0% 27.3% 32.7% 18.2% 30.0%
g 25 1 4 3 5 3 16 7 23
c
g o3 12.5% 50.0% 21.4% 62.5% 27.3% 32.7% 63.6% 38.3%
3 2 1 8 1 5 17 2 19
o >3
: 25.0% 12.5% 57.1% 12.5% 45.5% 34.7% 18.2% 31.7%
N
8 8 14 8 11 49 11 60
Total
100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%
8 8 7 14 7 44 3 47
<25
38.1% 28.6% 29.2% 45.2% 28.0% 34.1% 8.6% 28.7%
25 8 14 12 11 11 56 16 72
o .
% to3 38.1% 50.0% 50.0% 35.5% 44.0% 43.4% 45.7% 43.9%
o
£ 5 6 5 6 7 29 16 45
g | >3
A 23.8% 21.4% 20.8% 19.4% 28.0% 22.5% 45.7% 27.4%
21 28 24 31 25 129 35 164
Total
100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%
16 13 13 16 16 74 8 82
<25
47.1% 30.2% 27.1% 37.2% 33.3% 34.3% 16.0% 30.8%
25 11 23 18 19 18 89 24 113
= o3 32.4% 53.5% 37.5% 44.2% 37.5% 41.2% 48.0% 42.5%
° 7 7 17 8 14 53 18 71
>3
20.6% 16.3% 35.4% 18.6% 29.2% 24.5% 36.0% 26.7%
34 43 48 43 48 216 50 266
Total
100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%
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Appendix-5
Details of Mothers

Age group classification of Mothers

Name of Social Group
gﬁgjp Pani Kuri Kattu Kuru Adi ST Non- ST Total
19 and 2 1 0 0 1 4 0 4
below | 299 | 1.4% 0.0% 0.0% | 1.5% 1.2% 0.0% 1.0%
22 20 23 9 23 4 26 85 8 93
years | 33.3% | 13.0% 34.8% 6.2% 38.8% 25.3% 12.3% 23.2%
23 ;0 29 37 21 35 26 148 30 178
years | 42.0% | 53.6% 31.8% 53.8% | 38.8% 44.0% 46.2% 44.4%
3(?)’;0 7 16 13 22 8 66 20 86
years | 10.1% | 23.2% 19.7% 33.8% | 11.9% 19.6% 30.8% 21.4%
3250 4 6 9 3 6 28 6 34
years 5.8% 8.7% 13.6% 4.6% 9.0% 8.3% 9.2% 8.5%
43;0 4 0 0 0 0 4 1 5
years 5.8% 0.0% 0.0% 0.0% 0.0% 1.2% 1.5% 1.2%
y:;rs 0 0 0 1 0 1 0 1
aggee 0.0% 0.0% 0.0% 1.5% 0.0% 3% 0.0% 2%
Total 69 69 66 65 67 336 65 401
100.0% | 100.0% 100.0% 100.0% | 100.0% | 100.0% 100.0% 100.0%
Mean Age of the mother
Name of Social Group
Mean age Pa | KU Kattu | Kuru | Adi st | N Total
Mean 20| %8 | 2742 | 2020 | 2649 | 2757 | 2922 | 27.84
Mean/ Median Ages at marriage and first birth
Name of Social Group
Mean/ Median
ages / Pani Kuri Kattu Kuru Adi ST NSO.P' Total
Ageat | Mean | 18.4 | 21.3 17.8 22.8 | 19.6 20.0 22.1 20.3
?earrla Med 18.0 21.0 17.0 23.0 20.0 20.0 22.0 20.0
Age at Mean 194 22.4 18.6 24.1 20.3 20.9 23.2 21.3
Eftth Med | 20.0 | 22.0 18.0 24.0 | 200 | 21.0 | 220 | 21.0
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Married before 18 years of age

Name of Social Group

Pani | Kuri | Kattu | Kuru | Adi | ST NS°$
Yes 22 8 34 1 20 85 1 86
32.8% | 11.8% 51.5% 1.6% | 29.9% | 25.6% | 1.5% | 21.7%
Total 67 68 66 64 67 332 65 397
First birth before attaining 18 years
Name of Social Group
Pani | Kuri | Kattu | Kuru | Adi | ST NS"?
Yes 18 3 25 1 15 62 1 63
26.1% | 4.3% 37.9% 1.5% | 22.4% | 185% | 1.5% | 15.7%
Total 69 69 66 65 67 336 65 401
Marital Status of the Mothers
Name of Social Group
Marital Stat . . . - Tot
aritat >tatus Pani Kuri Katt Kuru | Adi ST Non °
u ST
2 1 0 1 0 4 0 4
N Married
evervamed | 590 | 1.4% | %0 | 15 1 000 | 1.206 | 0.0% | 1.0%
% %
Currently 62 67 65 63 64 321 65 386
. 985 | 969 | 955 | 955 | 100.0 | 96.3
M d 0 0
arrie 89.9% | 97.1% % % % % % %
1 0 0 0 0 1 0 1
Wid d
idowe 1.4% | 00% | 29 | 90 1 500 | 3% | 0.0% | .20
% %
Divorced/ 4 1 115 115 3 10 0 10
Separated 5.8% 1.4% ’ ’ 45% | 3.0% | 0.0% 2.5%
% %
Total 69 69 66 65 67 336 65 401
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CHILD HEALTH CARE UTILIZATION AMONG TRIBES AND NON-TRIBES IN WAYANAD, KERALA COMFIDEMTIAL
For research purposes
HOUSEHOLD QUESTIONNAIRE only
HH Identification
Mame of Panchayat Mame of Head of the Household
Panchayat ward no. Mame of respondent
Colony/ village name Mame of Social group/tribe
Colony/ village code Total Members in the household
HH No. Type of family

Kame of Socia! group/tribe; 1. Fanivas, 2. Kenchias; 3. Kattunayackas, 4, Kerumans, 5. Adiyans; 6. Mon-tribes

. =of fam3y: L. Nuedear, 2. Joint, 3. Extended, 4. Othe
Household Member Details i i g ) =

Relationsh Educationa| Current Any
ip with Marital | level work subsidiary [Method of
5.Mo. Mame head Sex Age Staus attained status work payment | Income
1
2
3
A
5
B
7
8
9
10

Relationship: 1. Seff, 2. Spouse, 3. Mamed chidd, 4. Unmarmed child, 5. Grandchid, 6. Parents) parents-in-izw, 7. Brother/sister/in-lawsfother relatives, 5. servants/employess/ other non-relatives

e 1 Mals, 2. Femaie Age: 00 - Less than one year, 85, 85 years and sbove Mantal Status; 1. Nevermamed, 2. Cemently mamed, 3. Widowed, 4. Divorced) separated) deserted

Educational level Attained: 1. |Fterate, 2. Uterate, withowt formal schoofing; 3. Uterate, bedow primary; 4. Frimary, 5. Midde, 6. Secondzry, 7. Higher secondary, B. Diploma/ IT) hodder, 8. Graduate and above

Current work status {Last 15/30 daysis: L Self employed In agricwiture/ 3ibed sactor; 2. Seif employed in other, 3. Agrcuitera! labowr, 4. Other cazua! labowr, 5. Regular/ salared govemment employment, 5. Regular/zataned
private employment, 7. Other work, B. Domestic work, 9. Student, 10. Rentiers/Pencioners) Remittance recipents, 11. others

Main subsidiany work: 1. Own cuitivation [kitchen ganden), 2. livestock, poultry reasing, 4. Cofiection of Forest prodiscts, 5. Weaving basketz/matz/canefother, 6. Other work, 0. none

Method of payment: 1. Regular manthly s3isny, 2. Regular weekly payment, 3. Daily payment, 4, Fiece-rate payment, 5. other



Current Attendance in School/ College (5 to 18 years)

Educational Level at |Reasons for
Relationshi lewel Current which dropping
S.Mo. Mame p with head Sex Age attained | Enrolment | dropped out

Cirrent Ennofmeent: O - not attending, 1. Continsng

Lewsd at which d ropped out: 1. Never attended

Reasons; 1. Schod too far away/ transport not avadlable,

Required for care of =ibfings, B. Not interssted in =t

e

o |

5. repeated falunes, 10. Got

2. Tosupplement hoesetodd income, 3. Further education not consdersd neCessa ry, 4. To attend domestic chones,

mamied, 11. Did not get admizsion, 12. Not ==fe to send girls, 13. other

5. Cos

t 1o masch, 6. Mo proper facities forgids, 7.

Assets
HOUSE LAND OTHER ASSETS
Mo, OF How did Any
years since | you acquire | Any other |Do you own| Type of Area Current use | livestock, Scooterf MabileS
Own house stay house property any land land (cents) of land poultry | Carf tractor | motorbike phone ™

Owihouse: 10 Yes, 2. Mo, rented, 3. Provided by employer, 4. other

Hioayw 'wias it aoguired: 1. Govemnment assstance, 2. Privatedy puerchased, 3. other

Ay oifeer property . Lo Yes, 2. Ko

Own f3na: 1. Yes

L 2. o

Type of land: 1. Agnculteral fand, 2. Forest land, 3. Residental plot, 4. other

Aread: 1. Less than 50 cents, 2. 50 to 100 cents, 3. 100 to 500 cents, 4. 500 cents and shove

Ctherassets: 1. Yes, 2. No
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Housing Conditions

source of | Location of | Water Toilet Main type
Type of |Condition of| Mo, Of drinking water purification within Separate | of cooking Power
house house rooms water SOLUTCe technique | premises Kitchen fuel supply

Type of house: 1. Pecca, 2. Semi-Pucca, 3. kachha

Condition of hovse (bust, swmoundings, ventiation, danage): 1. Good, 2. Liveable, 3. Dilapsdated

Main sowrce of dinking water: 1. Piped water into dwediing, 2. Fiped to yand/piot, 3. Pubhc tap/ stendpipe, 4. Tubewelborehode, 5. Protected wel, 6. Unprotected well, 7. Springwater/minwater/canalfstreamypond, 5. other
Locatisn of water spurce: 1. In own dweliing, 2. In own yard/piot, 3. Own streety lecs than 5ometres, 4. elsewhers/more than 50m

Water purification technigue: 1. Bod, 2. Strain throwgh a doth, 3. Electronic purifier, 4. Other

Toilet within premizes: 1. Yes, within house, 2. Yes, shared with other households, 3. Mo fadity/open feld/space

Separate kitchen: L. ves; Z. Mo

Type of cocking fuel: 1. LPG, 2. Biogas, 3. Electnoty, 4. Kenosene/ooal, 5. Firewond/straw) cowdung cake, 6. other

Poweer sipphy - 1 Yes, 2. ND

Availing Services

Accessing Public Distribution Sytem Arvporie
Anyone hawving Reasons for
Possess BPL | having bank | Doyou have | Do you avail Ricefother | Pulses/bean health Type of Usual place | notavailing
card acoount ration card goods cereals 5 Sugar Kerosens ail Other insurance | insurance |oftreatment| govtfacility

BPL/Banking/P D5,/ Hea'th insurance: 1. Yes, 2. No, 3. Do not know

Type of health insurance: 1. ESIS [Employees State Insurance Scheme), 2. OGHS [Central Govemment Heaith Scheme), 3. Commanity Hea'th Insurance Programme, 4. Other health insurance through employer, 5. Medica
reimburement from employer, 6. Privately purchased scheme, 7. Other
Usua! place of treatment: 1. Govemment faclity, 2. Private faglty, 3. Tradiiona! healer, 4. AYUSH facity, 5. shop, 5. Home treatment, 7. other

Regsons for not avaiing zovernment faclity: L Mo nearby Taciity, 2. Timing not convenient, 3. Health personne! often absent, 4. Long waiting time, 5. Poor qualiity of care, 6, other
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Debts

Owerall
Anydebtsin| Purposeof | Amountof Debt position in
last 5 years debt debt Source repayed Hows last 5 years

any debts: 1. Yes, 2. No

Perpose of debt: 1. Agricuiture, 2. House constriction, 3. Health, 4. Education, 5. Mamage, 5. Debt repayment, 7

Amountof debt. 1. Less than Rs, 10,000, 2. Rs. 10,000 te fs. 50,000, 3. Rs. 50,000 t0 ks, 1 Llakh, 4. ks, 1 Lakh an
Sowrce: 1. Bank, 2. Employerfiocal moneyender, 4. Seff-help groups, 5. Other

Repayed: L. Yes, 2. No

How: 1. Seling/mortagaging property, 2. Anotherioan, 3. From s3vings, 4. Other

COwerall household position{ conditions, assets, skills, foed) - L. Improved, 2. Deciined, 3. Mo change

Local Participation

. Cithesr

d above

Household-level Perception

Perception
regarding
their tribe
compared to
others

Relations
with other
communitie
s [tribes/ nt)

Individual
aspirations -
skill
developmen
t

How is the
soecial
sUpport
Sy5tem

Relations
with health

dept/
panchayat

Local cluby group Gram sabha
Attended
What are i .
Member of he Do they Aware of any gram Perception
any local activitias of attend the | gram sabha sabha/f regarding
clubyf group S meetings* meetings* colony their colony
. meetings* -isolation
nember: 1, Seff-help organisation, 2. Pelitical group, 3. Any other, 4. No
*1 yes, 200
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CHILD HEALTH CARE UTILIZATION AMONG TRIBES AND NON-TRIBES IN WAYANAD, KERALA CONFIDENTIAL
For research purposes
MOTHER'S HEALTH QUESTIONNAIRE only
Mother's Identification
Relationsh Educationa| Current Any
ip with Marital | level work | subsidiary
HH Mo. 5.MNo. Mame head S5ex Age Caste Staus attained status work
Reproductive Details Ageat |Ageatfirst| Total
marriage birth Pregnancies
Post-
Pregnancy |Outcome of | Place of Birth pregnancy | Is the Child E i
. = rzong o 1 = h SO iEHEOUs rtioen, 4. e i
Epi'S-Dd-E prE'gl'IanEf'f birﬂ'l WE‘iEh.t i |i1||'i|'|E DLT{DT‘F_"JTFI_CFE.":\'._. Lnve birth, 2.5t :I"[..S._P:L'[ TS 3o ‘.'.IF_,4 | reghe abortaon

1 Piace of birth: L. Government fadfty, 2. Private fadlty, 3. AYUSH faclty, 4. NGO, 5. Home, &, other

2 Post-pregnancy heaith care: L. Specis! care at home for more than 3 months, 2. Specis! cane for few days,

3 3. Mo extra care, resumed regularwork immediately

4

Total Total
miscarri?ge Tutlal still Tutlal live | Anychild |Age ull‘ dead|Sex uf dead| Cause of ::hilil:rrje-n Are you Are you Receiving
{ abortion births births death child child death SUMVIVIRE pregnant receiving |supplement
now ANC ary nutrtion

Any chitdd death; 1. Yes, 2. No; Age of dead chidd: 1. Less than a month, 2. Less than 1year, 3. 110 2 years, 3. 2 to 5 years, 4. above 5 years

Cause of death: L. Neonatal Biness, 2. Respiatory Miness, 3. Stomach refated) Diarrhoeal finess, 4. Sedden infant death, 5. other
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Maternal Health Care (last hirth)
ey ed | R fior
Ewer Satisfiad 100 ifa i shared bed/ | How many ; S BRONIIOT | Eirst chack
; Mo, OF ANC : 2 Tetanus Institutional Place of ] Received | money/ sell [ not going for
received i Place of ANC | with health ; tablets ; : asked to  |daysspentin _ e up after
visits received® delivery™® delivery : I5y* jewellery for | institutional :
AMNCF tare taken® vacate® hospital ; ; delivery
delivery® delivery
Mo Of ANC visits: 1. Less than 3, 2. More than 3 Days spent in hospital: 1. Less than 2, 2. Maore than 2
Place of ANC: 1. Govt, 2. Prvate, 3. AYUSH, 4. Home, 5. Other Reazons [no institutional defivery]: 1 Costton muech, 2. Faciity not open, 3. Too fan/no transport, 4. Dont trust senices,
Health care: L. Good, 2. Satisfactony, 3. Mot saticfied 5. Mo female provider, &, Husbhand/famdly did not allow, 7. Not customary, B. Not necsszary, 9. other
Piace of Defvery: 1. Govt, 2. Private, 3. AYUSH, 4. Home, 5. Other First check up: 1. Within 2 days, 2. Within 10 days, 3. Not done 3t al
Awareness and Autonomy
Dho you importance | importance | Can decide | Candecide | Candecide | When didu Motivation
Do read listen to Do you toown to child onown for child's | howmoney | resume Who takes | forhealth
newspaper radio watch TV health health health care health is spent work care of child care

Newspaper/radio/TV: 1. Almost every day, 2. Atleast once 3 week, 3. Less than onoe 3 week, 4. ot ata

Awane 3bout importance of own health) chid health: 1. Yes, 2. N0

Can decide: 1. Yes; anown; 2. Yes, with hushand, 3. No, others decide

By what aze of chitd you resumed work; 1. less than & months, 2. & manths to 2 years, 3. above 2 years

Whao takes care of child: 1. Take my child along

g -

Main sowrce of motivation for seeking proper care: 1. Seff, 2. refatives, 3. Doctors/ Health workers, 4. Media, 5. other

General Health and Nutrition

Any illness Mo, Of days
Height Mo, fmeals| Current Personal inlast 15 Treatment you could
Weight [kg) [ [metres) inaday |health status habits days sought If not, why not work

reche 51 workplace; 2. Take my child along, no oeche; 3. Mother/ mother-in-faw; 4. My eider children, 5. Other

ho. Of meals: 1. 3 full mealks and snacks, 2. 2 full meals and snack, 3. 1 full mea! and snack Reasons for not seeking: 1. No money, 2. Distance/ no transpart, 3. Needed someone, 4. No provider, 5, No permission, 6. other

Cwrrent statis of heatth: 1. Good, 2. Not bad, 3. Poor Any ifiness? 1 Chronic condition, 2. Acute episode - respiratory/seasonal fever, 3. Acrte episode- digestive disorders, 4. Acwte - other

Personal kahite: 1. Chew tobacoo and drink aloohod regulady, 2. only tobacoo or smoke, 3. oniy drink, 4. other Treatment sosght: 1 Yes, 2. No
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Child's Identification

CHILD HEALTH CARE UTILIZATION AMONG TRIBES AND NON-TRIBES IN WAYANAD, KERALA

CHILD'S HEALTH QUESTIONNAIRE

Relationsh
ip with
HH Mo. 5.Mo. Mame head Sex Age Caste
Birth details
Birth Place of Weight at Birth
registered hirth Check up hirth order

Birth registered: 1. Certificate, 2. Registered in anganwadi/health facilty, 3. Mo, 4. dont know

Place of birth: L. Govemment faciity, 2. Private faciity, 3. AYUSH fadiity, 4. Home, 5. Other

Check up after birth: 1. Within 24 howrs, 2. Within 2 days, 3. Within 10 day=, 4. Later, 5. Not done

Birth weight: 1. <2.5kg, 2. 2.5 kg

Birth anger: 1. First, 2, Second, 3. 3nd 2nd above

Mutrition and Feeding Practices

CONFIDENTIAL

For research purposes

only

Breastfeedin
Einitiation

Age upto
which
exc lusively
breastfed

Still
Continuing
BF*

Age atwhich
semi-solidf
solid food
started

Mo, Of times
had
semi,fsolid
food last 1

How often the child consumes

Milkfcurd

Fish

Pulses/
beans

Dark Green
leafy veg

Fruits

Chickenf
meat

GF initiation: 1. within 1howr, 2. <1 day, 3. =1day, 4. Never BF

fze enchesively BFY food: 1. <3 months; 2. 3~ 6 months, 3. emonths

Mo, Of tmes; 1, Three mesk and sbove, 2. 2 Tuil meais, 3. One meal and snacks

Consumption of mik/fichfetc.
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General Health

First
General Preference | Reasonsfor
Health of Height for health this
thechild | Weight [kg} {cms=.) care preference

Generz] health of chitd: 1. Fit, active, 2. Somewhat actve, 3. Dull, 4. Very bad

First preference: 1. Traditiona! triba! healer, 2. Public facifty, 3. Private faciity, 4. AYUSH facfty, 5. Other

Reasons: 1. Affordable, 2. Efficacy and Satisfaction, 3. Mear, 4. Cultwrally Approprizte and acceptable, 5. Quick service, 5. other

Ilinesses in last two weeks

Did you
Anyillness Time of Waiting switch over Place of
inthelast | Duration of Cause of Sought treatment Place of time {in to another second Reasons for Diarrhoea,
two weeks |illness{days) illness treatment initiation treatment minutes] | Recovered? | provider? | treatment | switchover | Recovered? | gave ORS?

Any illness? 1. Respiratory Binessf fever/coesh, 2. Stomach disorders/ diamhoea, 3. Other

Sought treatment: L Yes, 2. No

Time of treatreent inftiation: 1. Within 24 howrs, 2. 2410 48 hows, 3, after 2 days

Piace of treatment: 1. Traditional tibal healer, 2. Publc faclty, 3. Prvate fadity, 4. AYUSH fadlity, 5. Other

Waiting time: 1. <30minutes, 2. 30 min to 1 howr, 3. > Lhousr

Immunization {12-23months)

Recoversd: 1. Yes, 2. N

Dad you switch over: 10 Yes, 2. No

Reasons for switch over: L Cost, 2. Earfier treatment not effective, 3. other

ORS: 1 Yes, 2. No

Immunization {12-23months)

3 doses
polio

Place of

3 doses vaccination

DPT

BCG

Measles Vit. A

Hawve
Vaccination
card

Reaszons for
never giving
vaccination

Reasons for
not
completing
vaccination

Immenization: 1. Yes, 2. No

Place of waccination: L. Government facifity, 2. Private faciity, 3. Both govemnment and private, 4, NE0, trust; 5.0ther
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Availing services of Anganwadi

Mother Received

Received Supplement | Supplement
Is the child | How often Child Regular Weight Height Child . . :
! . I Take home any | ary fead ary fead Counselling
registered in | does hefshe | Receives health L0l measured measured receives | | 1
food vaccination ; during during |onchild care
AW attend food checkup regularly regularly education :
through AW pregnancy |breastfeedin

Child registered: 1. Yes, 2. No
Attending anganwadi: 1. Regularly, 2. Occassionally, 3. Mo, 4. Dant know
Child receives food: L. Yes, 2. No

Take home fond: 1. Ne, 2. Dally, 3. Weekly, 4. Oocassonally, 5. Dont know

Regular health checkup/ heightweight: L No, 2. Onoe 8 month, 3. Less often, 4. dont know
vaccination/ health edecation: L Yes, 2. No, 3. Dont know

hother Received: L. Yes, reguiary 2.Yes, cocassionally, 3. No.,4. Dont know
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CHILD HEALTH CARE UTILIZATION AMONG TRIBES AND NON-TRIBES IN WAYANAD, KERALA CONFIDENTIAL

For research purposes

INSTITUTIONAL QUESTIONNAIRE only
ANGANWADIS
Anganwadi no. Date of interview
Anganwadi name Respondent
Colony/Village name
Colony/village code
Condition of angamwadi
i : i Windaows/ : o o
Cleanliness Toilet Piped water =BG Kitchen Electricity Building
Ventilation
Cieanfiness- 1. Good, 2. Mediem, 3.Poor Kitchen- 1. Yes, 2. No
Todlet-1. Yes, 2. Ko Electricity - 1. Yes, 2. No
Fiped Water- L. Yes, 2. MO Builfing- 1. Pucca, 2. Semi-Peoca, 3. Kachha

windows/Ventiation- L. Good, 2. Mediem, 3. Poor

Services given by anganwadi
Supplementary nutrition 3 a
Do you Mo, OF Mo, OF Workin Maintain
3 t::D ey * 4 gut Mo OF Ma. OF Regular e
maintain an women children raugho ] . i
i * | [ Pregnant bhiE e " workers children Inspection .
register registered | registered Childran and lactating education the year statistics
women
haaintain register: L yes, 2. no Working throughout the year- L Yes, 2. No
Eupplementary nutttion- 1. Daily, 2. Weekly, 3. Docassionally, 4. No Regular inspection- 1. Yes, 2. No
Pre-zchool education- L. Regularty, 2. weekly, 3. Less often, 4. No Maintain vital statistics [births/deaths/vactination}- L. Yes, 2. No
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SUB-CENTRE

CHILD HEALTH CARE UTILIZATION AMONG TRIBES AND NON-TRIBES IN WAYANAD, KERALA

INSTITUTIONAL QUESTIONNAIRE

Sub centre Mo.

Sub centre Mame

Mame of village/colony

Code of villagefcolony

Date of interview

Respondent (1. ANM/ Female health worker, 2. Male health worker, 3. other)

CONFIDENTIAL

For research purposes
only

{Ask for Schedules)
T Details of Villages Catered by the Sub-centre
o vitlagss .Farth F—'F-.t NEiFE.Ft PHC Connected | Busfother | Accessible
A village {dis.} {dis.} Hame Distance | with pucca vehicle | throughout | Hawe VHSC
road available the year
Availability of Human Resources* Training received® {last 5 years) Availability of ANM=*

AMNM AMNM Diista of

Addition Other  |Immunizatio Skilled birth M| Reasonsfor | CTeE

AN SFHW MHW : IMIMCI guarter residing in 3 ANM

AN [Specify) n attendant not staying ;

attached to gquarter residence

* 1 Yes 2. No

ANM/FHW: Audiary Nurse MidwiTe/ Female Health worker;

Reasons for not staying: 1. Poorcondition, 2. Mo water, 3. Mo electicty, 4. Other

MHW: Male Health Worker

INENCE: Integrated Marsger:'art{:'f Meonatad and Chadhood |Bnesses
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Infrastructure

; Furniture
Yearin ! : 24 hours Fe L Govt

Government | If no, where ik, Type of Present Cleanliness | Cleanliness Source of Electricity Toilet s Labour room bl

N, whic Do iy i water : 2 ovide :
building® located building condition inside around water supply| available available® ar inuse

started supply® phone®

*1.yes, 2. no Cieanfiness: L Good, 2. Fair, 3. Poor

Location: 1. Rented budding, 2. Rent free building, 3. Schoo! buiiding, 4. ANM House, 5. Gther

Type of builfing: 1. Kachha, 2. Semi-Pucca, 3. Pucca

Present Condition: 1, Goodfsatisfactory, 2. Needs repair

Drugs and Equipments

Drug
availability
at present

Dirugs out of
stock

Equipments

Equipment
condition

Inspection
by medical
officer®

Drisg availzbifty [Kit &, B, Ifa, ORS, Vit. A, Other tabletz |: L. ¥es, ali drugs availabie; 2. Yes

whether drisgs ase out of stock for more than 10 days ina month: 1 Yes, 2. no

Equipment avaiabity [Weighing machine, BF machine, Stethoscope, Foetoscope, Disposahie synnges et} 1. Yes, 3l eguipments avaidable, 2, yes

, mast of the drsgs ava

La

Eguipments in working condition: 1. Yes, 3% 2. Yes, some; 3. Onfy few are working, 4. Mot working

Eource of water supply (1. Piped water, 2, Tubewell/ borewsed, 3. Handpump, 4. Well, 5, Other
Electricity: 1. Regular Power supply, 2. Oocassional Power supply, 3. Regualr power cut, 4. Mo electricty

Furniture 3vailzble {examination table, labowr table, footstep, bed soresnd: 1. A8 available, 2. Some, 3. None

dable; 3. Few drues available, 4. Drugs not avalable

mostly avaiabie, 3. Onty few available, 4. Not availabie

=

Activities or events in last one year

Any annual
plan®

Record vital
svents*

Amy
maternal
deaths*

Any infant
child death®

disease
outbreak/
epidemic*

Brought
undear
contral®

Health
education

camps™®

Treatment

Health I15Y Childhood

checkup |beneficiarie | diarrhoea/
camps® 5 ARI¥

*lyes, 2. 0o

Ano. Of camps
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CHILD HEALTH CARE UTILIZATION AMONG TRIBES AND NON-TRIBES IN WAYANAD, KERALA CONFIDENTIAL

For research purposes
INSTITUTIONAL QUESTIONMNAIRE only

Primary Health Centre

PHC no.

PHC name

Mame of village/colony

Code of villagefcolony

Date of interview

Respondent

Recpondent: 1. Medical officer, 2. Pharmacist, 3. Hea'th Assistant[M/F}, 4. Health warker |M/F), 5. Ciass 1V, &. other

|ASK FOR SCHEDULES)

i . Mearest Details of Sub-centres under the PHC
Ralli 24%7+ 365 Mieakisst CG D'Str_'n Connected | Bus/other | Accessible
catered st Name Distance with pucca vehicle throughout
road available the year
Availability of Human Resources*
Medical o pbid Lady Health | Male Health Lab AR/
D:F A Medical medical Staff nurse | Pharmacist A; o :5:_ oy . a._ ! Female Other
icer Officer i istant istant | technician Health
*1ves, 2. Mo
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Infrastructure

Location

Year in
which
started

Type of
building

Present
condition

Cleanliness
inside

Cleaniiness
around

24 hours
water

supply*

. ! Govt Emergen
Source of Electricity Toilet - Personal Internet B,
. . + provided . transport for
water supply| available available computer | connection -
phone* patients

*1 yes, I nd

Lecation: L.Govemment bulding, Z. Rented, 3. Rent free building

Type of buiiding: 1 kKachha, 2. Semi-Pucca, 3. Pucca

Present Condition: 1. Good/fzatizfactory, 2. Needs repair

, 4. schood bubding, 5. ANM House, 5. Other

Cleanfines

+1,Good, 2. Fawr, 3. Poor

Eource of water supply (1. Piped water, 2. Tubewedl/ borewed], 3. Handpump, 4. Well, 5. Other

Electricity: 1. Regular Power supply, 2. Occassional Power supply, 3. Regusin power cut, 4. Mo electnicty

Inspection
by medical
officer®

Labour room
inuse

OTin use

Mo, Of beds

Store room
for drugs

Furniture

Incubator

Deep All drugsin

stock

COhoygen

Laborato
e cylinder

freezer

Furniture {Examination table, defivery table, OT table, bedside soreen, footstep, stool, stretcher, trofleys etc.)

Activities in last one year

Any mobile
health

CRmps

Fixned

Immunizatio

n days

Registered
vital events

Health
awareness

Campaigns
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CHILD HEALTH CARE UTILIZATION AMONG TRIBES AND NON-TRIBES IN WAYANAD, KERALA CONFIDENTIAL

For research purposes

HEALTH PERSONMNEL QUESTIONNAIRE only
ANGANWADI WORKER
S.NO. Age
Mame of Respondent Sex
Mame/code of Anganwadi Caste
Location of anganwadi Education
Date Years of work

1. What are your regular duties?

2. Is the staff regular?

3. How are the goods procured? Are the supplies regular?

4. Who supervises you?

5. How is your relation with your supervisor? Comment on the organisational structure
6. How is the relation with the tribal and non-tribal households?

7. How is the response from the community?

8. What are the regular programs for children?

9. Do children attend regularly?

10. Who prepares the meal?
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11. Can you give details about the daily menu 7

12. How do you enrol women and children in your colony? Who informs you about a women's pregnancy or child birth?
Or, they themselves come to you? At what stage do you enrol them?

13. If not, why?

14. What about the children who attend anganwadi regularly? What are their reasons - Do they come because their mother works, or only

for nutrition?

15. Any Health education camps, immunizaiton camps? Frequency of doctor visits?

16. In case a child falls sick {or some emergency) in anganwadi, what do you da?

17. What are the problems you face in running it?

18. Any suggestions to improve?

19. Are you satisfied with your work position?
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CHILD HEALTH CARE UTILIZATION AMONG TRIBES AND NON-TRIBES IN WAYANAD, KERALA

HEALTH PERSONNEL QUESTIONNAIRE

Auxiliary Nurse Midwife/Female Health Worker

S.NO. |Date
Mame of Respondent
Mame/code of Sub centre
Location of Sub-centre
Age

Sex

Caste

Education

Years of work

1. What are your regular duties?
2. Is the staff regular?

3. How do you arrange for infrastructure, staff, equipments, drugs? Are the supplies regular?

4. Who do you report to? Who is your head?

5. How is your relation with your supervisor? Comment on the organisational structure

6. What do you think are the general health problems of tribes?

7. What do you think are the reasons?
2/4

CONFIDENTIAL

For research purposes

only




8. How is the health awareness among the tribal patients? What is your contribution is spreading this awareness?

9. Do you think your services are reaching all communities and all age groups? How is your relation with the different communities?

10. If not, why?

11. What are the issues in providing services? Have you complained about this? Any steps taken?

12. Do you have an annual plan? Budget?

13. Who prepares reporis? Regular?

14. Any case in last one month (tribal woman or child), whom you could not treat? Where did you refer them?
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