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Editors' Note
Administering the tribes in the country has been a part of the commitment made through
the Constitution to strive for their socio-economic development. However, that has never
been an easy task despite having specific policy driven formulations, separate administrative
machinery, budgetary allocations and fixed targets over the period of six decades. Of
the plethora of problems and issues of tribal society, the role of human component
remains significant, though relentless efforts have been made to bring forth tangible results
in this particular area. Services of trained and dedicated personnel to take up the arduous
responsibility envisioned when planned tribal development was envisaged through the
establishment of Tribal Research Institutes or Tribal Cultural Research and Training
Institutes. The provision for the same was made in various states with the support of
Ministry of Social Justice and Empowerment and later Ministry of Tribal Affairs,
Government of India. These institutions are expected to impart training to the
functionaries of the tribal welfare departments particularly sensitizing them about the
tribal cultures, besides undertaking evaluation of various schemes and programmes
implemented by the State Governments either on their own funds or with the support
of Government of India. These are also to undertake research into the tribal culture, guide
policy makers in preparation of special tribal development plans, in addition to suggesting
policies required for the speedy socio-economic development of tribes. But unfortunately,
the contributions of Tribal Research Institutions and their role in enriching the human
power for gearing up tribal development remains deficient till date.
Apart from these institutions, several academic departments in the universities and
various social research institutes have also been engaged in studying the tribal issues and
their development for meeting academic needs and interests. Among all these, social or
cultural anthropology stands out to be a unique discipline that has been concerned with
the tribal issues specifically besides other questions relating to either pre-modern or modern
or post-modern societies across the globe. The history of anthropological research in
India dates back to the colonial period, 1916, initiated by the British administrators and
the foundation of anthropological research was laid in 1945 which later became as
Anthropological Survey of India that has been completely devoted to the research into
tribal culture and the issues of tribal people. India is one of the earliest countries in the
world that initiated anthropological research. In the academic arena, the first post-graduate
department of anthropology was established in 1920 at the University of Calcutta, and
after the independence, several departments are established where anthropological
research has been vigorously followed using sophisticated tools and techniques. Apart
from these institutional frameworks, the knowledge of tribal issues has also emerged from
the government departments such as former Planning Commission, Commissioner for
Scheduled Castes and Scheduled Tribes, and National Commission for Scheduled Castes
and the same for Scheduled Tribes from their independent studies. Thus, enormous body
of knowledge accrued so far, points out to the need of committed human power in the
tribal welfare department.
Though academic departments, Anthropological Survey of India, social research
institutions and other Government of India departments and institutions have been
carrying out research in tribal culture, evaluating the tribal development programmes
and so on, yet the Tribal Research Institutes are the direct organs of the state governments
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that have been implementing the tribal development programmes. However, whatever
be the reasons, the Tribal Research Institutions in the country have not been able to meet
the expectations, and in some cases, they have become non-functional or playing a nominal
role. Yet, there is an absolute necessity of such devoted institutions and rejuvenation of
them is the need of the hour. Whether this happens or not, the tribal development will
continue to act as a separate domain given the pace of development of the tribes in the
country. The governments continue to engage and deploy their human power and
machinery for the cause of tribal development. The officials are agents of the government
who are engaged in the development programmes of the tribe and in most of the cases have
the knowledge or gained such knowledge of the tribal people on the basis of their personal
experiences though they are experts in their own field of specialization. The government
is mostly seen, felt and experienced by the tribal people through these officials or
machinery of the government. Their expertise in their special fields requires to be
synergized with the knowledge about people whom they are serving for obtaining the
desired results. Such synergy of knowledge may have eluded a necessary component
in their formal training in the expert field, but its significance comes very real in
practice. More importantly, the knowledge and sensitivity appear as a big help, when it
comes to tribal society which might be different from their own society in which they have
grown. Therefore, these officials or functionaries require an orientation towards tribal
issues and such orientation could be provided by the Tribal Research Institutions, but
such exercises are hardly ever practiced. Nor is there any programme or module or
handbook developed so far in the country.
Over the years the there has been a number of high power Committees that have
studied tribal issues, submitted reports and made suggestions on the basis of which several
Acts are passed and further modifications of the Acts have also taken place. Consequently,
tribal policies have also been modified, new regulations have emerged. Simultaneously,
the range of tribal issues also got changed/expanded in course of time, new issues surfaced
while the old ones persisted or old issues continued with new dimensions. But there is no
single source to provide all these changes either in terms of administration or the tribal
situations due to scattered information and dispersed sources. Even if the officials working
in tribal areas desire to acquire a comprehensive knowledge of tribal issues, and efforts
made by the government about the tribal development over the years, it becomes a herculean
task to pool together the scattered information to a single place.
From the above discussion, it is needless to emphasise the need for strengthening the
human component in the efforts of the tribal development in the country. Though the
government realised its importance, there was no concerted effort towards these ends. As
there is neither orientation of officials, nor guidelines for such exercise or comprehensive
information about the tribal development, the present exercise is mainly aimed to fill this
gap.
The sourcebook presented now in this regard is intended for the use of officials
working in the government departments concerned with tribal welfare in the light of the
above discussion as a guide. It may be used for self-learning or as a manual in the context
of training in a formal teaching and learning mode. This document is conceived with three
assumptions: (1) many functionaries have little knowledge about the emergence and
existence of various Acts, amendments to Acts, schemes currently in vogue (including the
spirit and context of a specific scheme; fund position, procedures of sanctions and
execution) that are relevant for their functioning; (2) the functionaries working in tribal
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areas are short of cultural competency to effectively function and so there is a need to help
them to identify where this shortfall could have an impact and how it would affect their
successful functioning; (3) working with communities and achievement of community
participation is possible only when the functionaries understand the structures and
institutions in the tribal communities and succeed in identifying the cultural resources
that enhance the participation. Keeping these assumptions in mind, the sourcebook has
been planned drawing strength from the anthropological research inputs in terms of tribal
culture, evaluation of various development programmes and findings. Further, it has taken
into consideration the potential of tribal traditions, knowledge and ethos that can be used
for their own development in the contemporary political and economic backdrop. The
sourcebook is expected to provide not only required knowledge on tribal society and its
issues, development efforts but also motivation that the reader would need for committed
service.
The source book is designed in nine volumes. Volume 1 contains units that focused
on themes which are assumed to be of general interest and which provide the prerequisite
information that enables comprehension of information provided in the other units.
Volumes 2-9 are meant for functionaries of different departments and working in the
tribal areas. The themes or units covered in the general section include ‘Indian society:
Indigenous populations, Scheduled Tribes and Scheduled Castes’ that provides the
background of tribal society in Indian context, and the theme ‘Building Emphatic
interactions with Tribals’ is very important as it discusses the relevance of humanistic
approach to the tribal issues for the ethnocentrism has been a great impediment for the
proper attitude towards the tribe around the globe. ‘Approaches to Tribal Policy and
Tribal Development’ is the general theme that highlights the basic philosophical framework
of the government of India in which tribal development is conceptualized. The theme of
‘Role of Traditional Leadership and Tribal Institutions in Development Process’ has been
included in this section to show forth the significance of leadership in the tribal society
and because harnessing this resource is utmost important for ensuring community
participation. The theme ‘Constitutional framework, Human Rights and Child Rights’
elucidate the concerns of the state about the vulnerable nature and precarious conditions
of the tribes who live in close interaction with the surrounding, dominant non-tribal
society. The theme ‘Contemporary Tribal Challenges’ discusses not only the age-old
problems but also the new problems emerging through new interventions and problems
emanating from the modern society. The section also includes the themes ‘Tribes in
Andhra Pradesh: Diversity and Social Organization’ which gives the brief account of the
tribes of Andhra Pradesh and ‘Social organization among the tribes of Andhra Pradesh’.
The inclusion of this theme has been considered important keeping in view the need to
have a general understanding of demography, culture and society of tribes in the State.
Thus, this section provides general reading necessary for all functionaries regardless
of their expertise or professional background.
The volumes 2-9 are meant for role-specific professionals working for different
departments such as (1) Revenue; (2) Police; (3) Forest; (4) Health; (5) Education; (6)
Development (including Agriculture); (7) Panchayat Raj; (8) Marketing and (9) Youth
Welfare; Entrepreneurship development, Tourism and Culture. The themes covered in
these different sections are to facilitate the functionaries for enhancing their knowledge
and skills on issues that are important for their specific roles in their respective departments.
What guided while designing these sections, are the following concerns:
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The Revenue deals with a range of aspects covering not only land issues but also the
issues of tribal identity certificate, and in this case there have been problems. For example,
land alienation is an issue in Scheduled V area but at the same time, there is a problem of
land acquisition by the state itself against the interest of the tribes. There have been
several interventions through the enactment of Acts and the officials should be familiar
with these. In Police department, the issues are related to not only atrocities committed
against the tribes but also Naxalism and tribes being sympathetic with those who raise
arms up against the state. The customary law of the tribes takes care of the majority of law
and order situation, but at times police intervention becomes necessary as the former
cannot remain outside the statutory law, court and legal matters. Forest is the soul of the
tribes, and therefore, the life of the tribe has been strongly intertwined with the forest
department. Involving the tribes with the activities of the Forest department deserves the
highest priority, but synergy in this regard is yet to be achieved despite the state’s recognition
of this vital issue decades ago. The departments concerned with Health, Women and Child
Welfare and Public Health engineering are crucial as the environmental degradation,
population growth, contact with non-tribes etc., have a significant impact on the tribal
health. The tribal indigenous systems continue to be a great source of maintaining health,
yet there are limitations of structural kind, and as we can reflect more, we are able to see
that the tribes have not been averse to the modern health practices also as well. However,
there is a need for bringing these systems together for improving the health standards of
tribes.
The role of Education department in tribal society is immense; it is obvious, through
education only, the tribes can face the modern world with better preparation. Though
some progress has been made there is a lot to be achieved, and a number of hurdles are
there on this road yet to overcome. The departments concerning the Infrastructure,
Housing, Agriculture and allied activities play a crucial role in the overall development
of the tribes. The officials shall ensure community participation by being empathetic and
sensitive to the needs of people and understand the cultural ethos and recognizing the
local resources and time-tested indigenous knowledge. Finally, the departments that deal
with the Youth Welfare, Entrepreneurship Development, Tourism and Culture actually
shall guide the future generation and equip it to meet the present challenges and prepare
for the future with certain innovative ideas. They should be creative and develop the habit
of thinking out of the box, and exploit the tribal potential for their own good. Thus, in brief
the volumes 2-9 form the core of this exercise in reorienting, re-equipping, rejuvenating
the functionaries or officials and providing material on tribal development in a holistic
perspective.
Finally, we shall say that it is a unique experience of bringing together several renowned
and experienced resource persons to share our ideas with them and receive their reflections
and also convince some of them to contribute to this volume. We sincerely acknowledge
their help and are really grateful to each of them. Since it is the first of its kind on the tribal
development in the country, we are sure this sourcebook is not free from some omissions
and commissions. We will surely rectify these in the subsequent edition once we get feedback
on the present volumes.

Prof. N. Sudhakar Rao

Prof. BV Sharma
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Health Status of Tribals:
An Overview of Disease Burden in
Tribal Areas

“M arginalized communities (geographically isolated, minorities, tribes, economically or
socially deprived communities) are often victims of the harmful effects of alcohol. Drinking
of indigenous liquor ‘Rice beer’ and ‘Mahuli’ is a popular practice among different
communities especially among the Santal and Munda of north Odisha. Tribal communities
brew alcohol at home leading to diversion of food grains to alcohol production. Tribal
people irrespective of sex, drink rice beer. Its consumption is not only limited to some
occasions but also whenever they feel hungry”.
Ho, L.L and B.K. Mishra (2018). Nutritional status of tribal alcoholics of North Odisha.
Internat. J. Appl. Home Sci., 5(1) : 218-224.


How do you think the social acceptance for alcohol is affecting the health of tribals?

Do you think the contact of tribals with non-tribals has led to modifications of their
foods and incidence of diseases uncommon to tribals?
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1. Introduction

H

ealth is an essential component of the well-being of mankind and is a prerequisite for
human development. If general health of an average non-tribal Indian is inferior to
the Western and even many Asian counterparts, the health of an average Indian tribal is
found to be much poorer compared to the non-tribal counterpart. The health status of
tribal populations is very poor generally and of the Particularly Vulnerable Tribal Groups
(PvTGs) in specific. This is because of the isolation, remoteness and being relatively
unaffected by the developmental process going on in India. Tribal communities are highly
disease prone. Also they have relatively less access to basic health facilities. Their misery is
compounded by poverty, illiteracy, ignorance of causes of diseases, hostile environment,
poor sanitation, lack of safe drinking water and blind beliefs, on the one hand and a very
unsatisfactory services of health care providers in many cases, on the other.
Over the past 10 years, livelihood systems in the tribal areas have witnessed rapid
changes under the impact of government policies and development programmes. Subsidy
induced agriculture promoted actively by the government has had a negative impact on
local agriculture, which is a major source of livelihood. Changing cropping pattern due to
the introduction of commercial crops like tobacco and cotton replacing traditional food
crops have adversely impacted on tribal’s health. These changes eroded their food and
nutritional security. Their dietary habits have changed from primarily millet and pulse
base to rice base, resulting in deficiency of essential micronutrients, calories and proteins
and declining immunity levels (Babu, 2012).
The United Nations (UN) members met in 2000 and set themselves eight goals to be
achieved by 2015. Of these goals, reducing child mortality, improving maternal health, and
combating HIV/AIDS, malaria and other diseases related to the health segment were
included. The first goal of eradicating extreme poverty and hunger’ also contains a
nutritional element which is health related. Achievement of these goals means, a lot need
to be improved in the case of tribals in India.
This unit is to provide an overview of disease burden among the tribes of India in
general and in Andhra Pradesh in particular. Since the government is seriously concerned
about the poor health status, some special arrangements are made for effective health care
delivery in tribal areas. These initiatives are also dealt with along with some documented
recommendations for improvement of the health status of tribals.

2. Learning Objectives
After going through this unit the reader is expected to learn about:
(1) Relatively poor health status of tribals in terms of certain mortality rates;
(2) Diseases that are highly prevalent among the tribals in India;
(3) National health policy and the health system as applicable to tribals; and
(4) What can be done to reduce the burden/ way forward.

3. Mortality Rates for Tribals
Data on Crude Birth Rate (CBR), Infant Mortality Rate (IMR), and different morbidity
rates used for assessing the health status are available for many tribal communities in
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India. This data indicates relatively higher rates for tribal communities compared to general
population. The CDR reported for tribes in Madhya Pradesh like Saharia, Gonds, Bhils,
and the Kharia is 25.77, 23.19, 15.53, and 11.8, respectively. Among the tribes of Rajasthan
the CDR was found to be 22.13. It was as high as 76.92 in case of Garasias (Bhasin & Nag,
2007). According to UNICEF, nearly 1, 30,000 women die annually in India from pregnancy
and childbirth-related complications. For every 1, 00,000 live births in India, 407 mothers
die. Madhya Pradesh along with Assam and Uttar Pradesh have a high Maternal Mortality
Rate (MMR) of 700 or more per 100,000 live births.
The IMR is generally observed to be high in the case of tribal communities (Bhasin &
Nag, 2007]. The IMR varied between 22.83 (Damors in Rajasthan) to 272.73 (Kathodies in
Rajasthan) in case of some of the tribes for which the data is available. Sujata Rao (1998)
earlier reported that in combined Andhra Pradesh, maternal mortality is eight per 1000,
(going up to 25 among some tribal groups) as against 4 per 1000 for the state; infant
mortality rate is 120-150 per 1000 compared to 72 per 1000; and while it is 9 per 1000 crude
death rate, with 30 per cent under-five mortality for the state, among some of the major
tribal groups such as Savaras, Gadabas and Jatapus, the death rate is as high as 15-20 per
1000 with over 50 per cent of deaths of children under five. Longevity of life is lower; there
is evidence of a faster decline in the sex ratio during the decade 1981-91 and an unacceptably
high level of about 75 per cent stunting/wastage among children.
In another study (Sharma 2007), the Crude Death Rate (CDR) among the Chenchu
was found to be 61.4 per thousand Populations. Study also revealed that out of a total of
191 conceptions in 50 women of different age groups, stillbirths and spontaneous abortions
accounted for 7.3% and 5.7%, respectively. Out of 191 conceptions 166 (86.91%) were live
births; of them 33 children died due to various illnesses. The number of children who died
below the age of one year out of the total live births was 17 (22.6%). Thus the IMR among
the Chenchus is 102.4, which is almost double the rate observed for general population in
India. The number of female children who died below the age of one year is almost double
the percentage of the male children.
As per NFHS-3 estimates, the under-five mortality rate and the child mortality rate
are much higher for STs than any other social group/ castes at all childhood ages (95.7
and 35.8 respectively). Infant mortality is 62.1; Neo-natal mortality is 39.9; Pre-natal
mortality is 40.6; Child mortality is 35.8 (much higher than any other group); under five
mortality is 95.7 (higher than other groups).
The more recent reports too show dismal picture with regard to mortality rates
among the tribals in Andhra Pradesh, in spite of the continued efforts to improve the
situation. A newspaper (The Hindu) reported in the year 2012 that according to the
official figures, the IMR stood at 59.14 per 1000 live births in the tribal areas under Vara
Ramachandra Puram (VR Puram) ICDS project limits. Kunavaram, another tribal subplan mandal, has recorded the second highest IMR of 22.73. A study in 2013 observed that
Infant Mortality ratio (IMR) in Vizianagaram district was 239 per 1000 live births in the
tribal areas under study. This was ten times higher than that reported by the district (22/
1000) and 4-5 times higher than SRS data of 2011 for AP. It was observed that 28% of infants
died within first day, 68% within first week (including the first day) and 81% within first
month.

4. Disease Profile of Tribals in India
Malaria, T.B., pneumonia, respiratory disorders, snake and scorpion bites, diarrhea and
fever are commonly reported ailments among the tribal populations. Tribal people have
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lower levels of antenatal care, fewer institutional deliveries, lower levels of immunization,
and higher prevalence of reproductive tract and sexually transmitted infections.
Malnutrition and the diseases associated with malnutrition are especially emphasized
with regard to the health status of tribals. Nutritional status of preschool children is very
unsatisfactory. Prevalence of underweight children is around 50% in Andhra Pradesh and
in Maharashtra it is 63% as larger population has larger burden. Over all, the underweight
is around 51%, stunting is around 54.7% and wasting is around 22%. Protein and energy
deficiency in diet is across all the tribes all over the country. Micro nutrients like calcium,
iron, vitamin C, vitamin A, are deficient in all tribes across the country. The reason for
micro nutrient deficiencies is that millets disappeared from tribal diet. High protein calorie
malnutrition is stated to be a problem among the tribals of rice eating belt. Tribes of
Maharashtra and Bihar were found to be deficient in calories as well as essential amino
acids. 40% of Abhujhmarias suffer from moderate and severe anaemia. (Reports of National
Institute for Research in Tribal Health) (Issues relating to malnutrition among tribals is
dealt in a separate unit)
Certain genetic diseases are peculiar to tribal populations. The sickle cell anemia is
one such genetic disease. . The sickle cell anemia belt in India, is Gujarat, Maharashtra,
Madhya Pradesh, Chhattisgarh, Orissa and Andhra. The ICMR survey informs that 20%
of children with sickle diseases die by the age of two years. 30% of children with sickle cell
disease do not reach adulthood. Tribals living in northern part of India suffer more with
another genetic disease, Thalassemia.
Nayak et al (1983) too based on secondary sources and data of NFHS II earlier
observed that sickle cell anemia is a major genetic disorder in many tribal communities
like Soligas of Karnataka (25%) and Pardhans (37.75) of Andhra Pradesh. It is estimated
that 3 out of 1000 births among tribes in Orissa and Andhra Pradesh are affected by
sickle trait. G-6- PD deficiency is also an important health issue among Adis, Tptanis and
Nishis of Arunachal Pradesh (with about 16% to 19 %), Tribes of Madhya Pradesh,
Maharashtra, Tamil Nadu, Orissa and Assam (about 10%), and also among the Santhals,
Angami Nagas, Bhuyan, Juangs and Munda tribals (10%).
Similarly, Thalassemia is also observed to be a significant health issue among the
tribes of Andhra Pradesh, Orissa, Maharashtra, and Tamil Nadu.
The common health problem in tribal area is Malaria. Data revealed that 8% of total
population in country contributes 46% of total malaria cases of the country and 70% of
falciparum cases in the country. The estimates of malaria cases in tribal population are, in
fact believed to be crude and not closer to reality on account of many factors. It is now wellaccepted that the reported incidence of malaria at the national level on the basis of
surveillance carried out in the primary health care system at best reflects a trend and not
the true burden of malaria. Some studies carried out by the Malaria Research Centre (now
NIMR) have also revealed a huge gap between reported and the true incidence of malaria.
One of the reasons for under reporting is the low Annual blood examination rate which is
reflection of inadequate disease surveillance by the states. Other reasons attributed to the
gap besides inadequacies in surveillance are the quality of smear examination and
underreporting of malaria cases. (National Institute of Malaria Research, India).
Tuberculosis is similarly a major problem in tribal areas. Over all around 700 per
lakh population is the estimated rate in some tribal communities. Earlier and also more
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recent studies among the Great Andamanese, and Onge, revealed a high prevalence of T.B.
(16% males suffer from tuberculosis, 98% individuals are the victims of infection). A
scholarly article that reviewed the significant studies relating to pulmonary TB in tribal
areas pointed to a pooled pulmonary TB prevalence estimate of 703 per 100,000 for the
tribal population which was significantly higher than that estimated for India (256 per
100,000). This estimate greatly differs from the RNTCP annual report estimation of only
80 smear positive cases per 100,000 tribal populations (RNTCP report, 2011, unpublished).
This variance may be attributed to methodological differences in determining the prevalence
of TB. This pooled estimate however, needs to be treated with caution, considering the
level of heterogeneity across the studies. Heterogeneity could be due to variations in study
characteristics including (i) the time period when the studies took place (between 1991 and
2010) (ii) areas covered (particularly for the Saharia tribe).
High incidence of goitre was reported in tribes of Assam, Baigas, and Bharias (in
whose case 16% of children older than 5 years were reported to be suffering from goitre) of
Madhya Pradesh. The members of Abhujhmarias of Madhya Pradesh were surveyed and
it was reported that rickets and induced genuvalgum is prevalant in 65 % of the population.
In Mandla district of Madhya Pradesh, 52 % of children of less than 15 years old had severe
genuvalgum of grade IV and 73% had marked dental fluorosis. (Pandey, 1996). Baigas of
Madhya Pradesh were observed to suffer from intestinal parasites.
Fluorosis is emerging as new public health problem in many tribal areas all over
country. Fluorosis programme is a multi-sectoral disease. Safe drinking water and nutrient
supplementation is required to control this disease. But, the lack of coordination between
public health engineering department and women and child development programme
results in neglect of either or both of them.
In some tribes like the tribes in Lakshadweep, and tribals in Rajasthan, Sexually
transmitted diseases were also found to be acute. Hypertension, which is a life style disease,
is supposed to be less prevalent among the tribes. Recent data however showed that overall
prevalence of hypertension is around 23%. Urban based survey in 2014, further showed
that hyper tension is much more in urban tribes which is 40% than the non tribals. Similarly,
dengue was thought again as an urban disease. But, dengue outbreaks are also being
reported in the tribal areas in many parts of the country.

5. Tribals of Andhra Pradesh and Disease Profile
The health problems of tribals of Andhra Pradesh are not greatly different from those
observed for tribes in general. Malaria and T.B are the major diseases along with childhood
diarrhea. The observations of Sujata Rao on the health problems of tribal people of Andhra
Pradesh were that under TB and malaria the tribals suffer disproportionately to their
population – the rate of incidence of TB among tribals is estimated to be double and under
malaria, case incidence is estimated to be over 18 per 1000, mostly of P Falciparum variety,
accounting for 75 per cent of the state’s total deaths on account of malaria. The following
are the specific observations of a study made later in the Visakha agency area of Andhra
Pradesh by Prof. Raj Pramukh:

•

High incidence of malnutrition among interior tribals, specifically among the primitive
tribes like Khond, Porja and Gadaba. More Anaemia cases noted among Khonds and
Malis.
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•

Large majority of the tribals are affected by Malaria fever and more number of malaria
fever deaths occurred in the year 2006 especially in the months of June, July and
August.

•

Jaundice and Tuberculosis are the other common diseases among the tribal
communities;

•

More number of TB cases recorded among the Kapu and Konda Dora tribes;

•

Dengu, Goiter, and Anthrax are frequently reoccurring;

•

More number of hypertension cases are recorded among Valmiki tribe. The water
analysis shows the presence of E.Coli and Klebsiella bacteria in almost all the water
collection points in all the selected tribal settlements in the study.

6. National Health Policy and the Health System in India
There are no specific laws relating to the provision of health care to the Scheduled Tribes.
However, they are a key focus of National Health Policy which recognizes that improving
the health of tribals (one of the identified vulnerable groups) is critical to achieving national
health goals. Tribal habitations are concentrated in remote, forest or hilly areas for which
the Government has reduced the population norms for health care infrastructure: one
health Sub- center staffed by Male and Female Multipurpose Health Workers (MPHWs) is
to be provided for every 3,000 (instead of 5,000) people, a Primary Health Center (PHC)
with two doctors for 20,000 (instead of 30,000) and a Community Health Center (CHC)
with four medical specialists for 80,000 (instead of 100,000). The National Rural Health
Mission (NRHM) launched in 2005 is improving access to health care by strengthening the
public health system notably with a village-based worker known as the Accredited Social
Health Activist (ASHA), greater engagement of the private sector, and increased and flexible
financing. It is enhancing community demand for and ownership of services, and
coordinating planning and implementation across related sectors such as Women and
Child Development and Tribal Affairs. Currently all sectors are mandated to allocate and
spend population percentage proportionate funds on ST and SC programs.
In many tribal areas, traditional panchayats and Tribal Councils deal effectively with
tribal issues. In addition to these traditional leadership systems, the modern system of
panchayats has been extended to Scheduled Areas through special legislation, the Panchayat
Extension to Scheduled Areas Act. The NRHM has enhanced the ability of local panchayats
to address local needs and priorities to improve health by providing untied funds to
Village Health and Sanitation Committees (VHSCs). Additional flexible funds are provided
to Sub-centers and Female Multi-Purpose Health Workers (also known as Auxiliary Nurse
Midwives, ANM) and local panchayats have been mandated to use these resources to meet
urgent local health needs.

7. The Health Care Set Up in Tribal Areas
Public health facilities come in three forms: sub-centres (serving up to 5,000 people), PHCs
and community health centres (CHCs, serving up to 120,000 people). The public healthcare infrastructure in rural areas has been developed as a three-tier system based on the
population norms and described below.
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7.1. Sub-Centers
A sub-center (SC) is established in a plain area with a population of 5000 people and in
hilly/difficult to reach/tribal areas with a population of 3000, and it is the most peripheral
and first contact point between the primary health-care system and the community. Each
SC is required to be staffed by at least one auxiliary nurse midwife (ANM)/female health
worker and one male health worker (for details see recommended staffing structure under
the Indian Public Health Standards (IPHS)). Under National Rural Health Mission
(NRHM), there is a provision for one additional ANM on a contract basis.
SCs are assigned tasks relating to interpersonal communication in order to bring
about behavioral change and provide services in relation to maternal and child health,
family welfare, nutrition, immunization, diarrhea control and control of communicable
diseases programs. The Ministry of Health & Family Welfare is providing 100% central
assistance to all the SCs in the country since April 2002 in the form of salaries, rent and
contingencies in addition to drugs and equipment.

7.2. Primary Health Centers
A primary health center (PHC) is established in a plain area with a population of 30,000
people and in hilly/difficult to reach/tribal areas with a population of 20,000, and is the
first contact point between the village community and the medical officer. PHCs were
envisaged to provide integrated curative and preventive health care to the rural population
with emphasis on the preventive and promotive aspects of health care. The PHCs are
established and maintained by the State Governments under the Minimum Needs Program
(MNP)/Basic Minimum Services (BMS) Program. As per minimum requirement, a PHC is
to be staffed by a medical officer supported by 14 paramedical and other staff. Under
NRHM, there is a provision for two additional staff nurses at PHCs on a contract basis. It
acts as a referral unit for 5-6 SCs and has 4-6 beds for in-patients. The activities of PHCs
involve health-care promotion and curative services.

7.3. Community Health Centers
Community health centers (CHCs) are established and maintained by the State
Government under the MNP/BMS program in an area with a population of 1,20,000 people
and in hilly/difficult to reach/tribal areas with a population of 80,000. As per minimum
norms, a CHC is required to be staffed by four medical specialists, that is, surgeon, physician,
gynecologist/obstetrician and pediatrician supported by 21 paramedical and other staff.
It has 30 beds with an operating theater, X-ray, labor room and laboratory facilities. It
serves as a referral center for PHCs within the block and also provides facilities for obstetric
care and specialist consultations.

7.4. Role of PHC in Tribal health
Primary health centres (PHCs) serve as the principal, and initial, port of call for people
seeking provider help in matters relating to primary care in India. The National Portal of
India describes it as the cornerstone of rural healthcare. According to the National Health
Mission, each PHC is supposed to serve up to 30,000 people in “general areas” and 20,000
people in difficult/tribal and hilly areas.
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As of March 2016, according to MHFW, there were about 155,000 sub-centres, 25,300
PHCs and 5,500 CHCs. The shortfall in PHCs was estimated to be about 22 per cent. Over
9,000 PHCs were reportedly working 24x7. They are established and maintained by
individual state governments under the basic minimum needs and minimum services
programme and serve as referral units for six sub-centres. PHCs are, well, primary and
supposed to cater to preventive care needs and staffed with a doctor, one or more nurses,
attendants and minimal equipment including a small lab and pharmacy. They undertake
“curative, preventive, promotive and family welfare services”.

8. Some Important Observations
Documented recommendations based on interactions with non-governmental
organizations (NGOs) and community-based organizations (CBOs) such as Self Help
Groups or women’s groups (Mahila Mandals), Panchayati Raj Institutions (PRIs), Tribal
Councils, etc. that represent tribal groups and working on public health related programs
or issues are given below.
Surveillance, Case Diagnosis and Management, Service delivery related to VBDs is
inadequate in many tribal areas. During the monsoon many PHCs are unable to handle
the patient load and replenish stocks. Examination of blood smears for malaria and
treatment are often delayed (for three days or more), and hence there is always a risk of the
disease spreading. In some PHCs, delays occur on account of the lack of a laboratory
technician.
Multi-purpose Health Workers collect blood smears and provide treatment, but
their domiciliary visits are somewhat irregular, as they have to cover a large dispersed
population. Their capacities and efforts to sensitize and mobilize communities are often
limited. The effectiveness of Fever Treatment Depots (FTDs) is also inadequate. Radical
treatment is started as soon as fever cases are confirmed positive for malaria, but only at
PHCs. Treatment compliance is frequently a challenge as tribal communities tend to take
low dosages and resort to local herbal medicines.
The Anganwadi Workers (AWWs) under the Integrated Child Development Services
Scheme give vector-borne disease control activities lower priority as they are heavily
engaged in maternal and child care. Faster and better quality services should be ensured,
partly by filling up staff vacancies. The focus of PHCs, Health Workers (HWs) and
Volunteers on VBDs needs to be reinforced from time to time through reviews. Information
campaigns could help to build people’s trust in HWs and FTDs and should be intensified
along with the workers’ capacity building. Stock outs of drugs should not be allowed.
Laboratory technicians should be posted full-time in tribal PHCs. Fever detection camps
and clinics should be conducted regularly during monsoon months. The roles and
responsibilities of AWWs need to be reviewed and prioritized, especially in view of the
engagement of ASHAs under NRHM.

9. Summary
The health status of tribals is poor by all indicators. The disease burden in tribal areas is
primarily due to malnutrition and anemia. Though some genetic diseases are cause of
concern, the prevalence of malaria and tuberculosis is particularly alarming. Sexually
transmitted diseases, gastroenteritis, vector borne diseases other than malaria like,
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filariasis, the respiratory tract infections too are reported in significant numbers. The
Non- Communicable Diseases like Diabetes, Hypertension, and Ischemic Heart Diseases
(IHD) are now appearing and also rising. The reasons for poor health status could be
many. There is need to pay attention and also for an empathetic approach to the health
problems of tribals given their educational backwardness, precarious economic conditions
and other factors.

10. Recapitulation
•

What are the common ailments suffered by the tribals in general and tribals of Andhra
Pradesh in particular?

•

What is the health care set up in tribal areas? In what respects, the norms are relaxed
for setting up PHCs and Sub Centers in tribal areas?

11. Key Terms
Tribe, Particularly Vulnerable tribes, Health status, Mortality, Morbidity.

12. Activity
•

Undertake a morbidity survey in 3-4 tribal villages to find out the nature of illnesses
being suffered by them.

•

Find out the problems of accessibility and acceptability of different public health
facilities for tribals living in different villages
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Malnutrition in Tribal Areas
and Government Programmes
of Nutrition

S unamai Mambalaka, a Kondh tribal woman in her 50s, is not bothered about the
vulnerability of cultivated crops to climate change. She believes that she and her community
will never experience hunger as long as the forest, their perennial source of food, exists. “I
was born in the forest, I grew with the forest. Forest is our life and soul,” she said. To the
Kondh community living in Tada village of Rayagada district in Odisha, the forest adjacent
to their village has remained the source of food, nutrition and livelihood since generations.
Recent studies confirm that forest not only meets the nutritional needs of the communities,
but also would play an important role in helping them face vagaries of nature and achieve
some of the sustainable development goals.

(https://www.huffingtonpost.in/village- square/how-tribes-in-odisha-are-using-forestfood-to-keep-malnutrition-at-bay_a_23305039/ (23-3-2018)


Do you think the tribals enjoyed food diversity earlier and so better nutritional status?



Do you see any need to revitalize the traditional food practices among the tribes?
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1. Introduction

H

ealth and nutritional status are two crucial and interlinked aspects of human
development, which in turn interact with demographic variables in important ways.
Nutritional status is the condition of the health of the individual as influenced by the
utilization of nutrients. Nutritional needs change throughout life depending upon genetics,
rate of growth, activity and many other factors. Malnutrition is a global issue that affects
billions. The term malnutrition refers to both undernutrition and overnutrition. Under
nutrition indicates a lack of the necessary energy, protein or micronutrients while over
nutrition and obesity mean too much intake of energy, fats or specific micronutrients.
Traditionally, under nutrition is prevalent in developing countries and obesity is an
epidemic in developed countries. Recently, obesity has been increasing in developing
countries, leading to a double burden of disease, especially in urban settings. Malnutrition
continues to be a problem of considerable magnitude in most of the developing countries
of the world.
The nutritional status of a community particularly of its vulnerable groups comprising
of children, expectant mothers and lactating mothers has been recognized as an important
indicator of nation’s development. India State of Health Report (2017) attributed 42%
deaths to neonatal disorders and nutritional deficiencies among 0-14 years age group in
Andhra Pradesh. In this session, we discuss the high prevalence of malnutrition among
the tribals and the various programmes and schemes to mitigate the same. This needs to
be noted as the prevalence of underweight children under-five years of age is one of the
indicators of measuring the targets of Goal of the United Nations Millennium Development
Goals (MDGs). Nutrition during the first five years has not only an impact on growth and
morbidity during childhood, but also acts as a determinant of nutritional status in
adolescent and adult life. Global comparative data indicate that contrary to common
perception, prevalence of under nutrition is highest in South Asian children.

2. Learning Objectives
After reading this unit, the reader is expected to learn:
(1) The problem of malnutrition among the tribals;
(2) The issue of Hidden hunger (the lack of the right combination of vitamins and
minerals);
(3) The vicious cycle of infection and malnutrition; and
(4) Programmes and policies for improving the nutritional status

3. Nutritional Status of Children in India
Over the past decade, India has made rapid strides in many fields and experienced
unprecedented economic growth. The parents of children are better educated and have
better access to information, technology and facilities than in the past two decades. The
annual population growth rate fell for the first time from 1.9 to 1.3 %. However, even with
the decrease in the growth rate, gains in nutrition, health and caring behaviors for young
children under-five years of age have not changed.
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A comparison of data from two rounds of National Family Health Surveys shows a
modest decline of 3% in underweight children. The overall prevalence of under nutrition in
India is 47%. The prevalence is high in Madhya Pradesh (55%), Bihar (54%), Orissa (54%),
Uttar Pradesh (52%) and Rajasthan (51%), while Kerala (37%) and Tamil Nadu (27%) have
lower rates. (UNICEF, 2006). Tribal children are one of the most nutritionally vulnerable
segments of the population. Thirty percent of newborns have low birth weight and
malnutrition accounts for 0.2 million deaths.

Effects of Malnutrition
•

Lasting effects on the growth and functional status.

•

Under nutrition during childhood leads to stunted growth and reduced
production.

•

Severe PEM is associated with infections and causes high mortality.

•

Major nutritional deficiencies are: Vitamin A deficiency and Iodine deficiency.

Important maternal high risk factors affecting the newborn
•

Maternal age < 18 years.

•

Maternal weight < 40 kg.

•

Height < 145 cm.

•

Weight gain during pregnancy < 5 kg.

•

Pregnancy interval < 24 months.

•

BMI < 16 (severe chronic energy deficiency).

•

Under-nourished mothers —-> under-nourished children.

4. Understanding the Nutritional Indicators
When we talk of nutritional status, it is important to understand the nutritional indicators
such as stunting, underweight and wasting.
•

Stunting is defined as the percentage of children aged 0 to 59 months whose
height for age is below minus two standard deviations (moderate and severe
stunting) and minus three standard deviations (severe stunting) from the median
of the WHO Child Growth Standards.

•

Underweight is defined as the percentage of children aged 0 to 59 months whose
weight for age is below minus two standard deviations (moderate and severe
underweight) and minus three standard deviations (severe underweight) from
the median of the WHO Child Growth Standards.

•

Wasting reflects acute undernutrition. It is defined as the percentage of children
aged 0 to 59 months whose weight for height is below minus two standard
deviations (moderate and severe wasting) and minus three standard deviations
(severe wasting) from the median of the WHO Child Growth Standards.
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5. Need for a Balanced Diet
A balanced diet is one which supplies all the nutrients required for health, in the right
proportions. No single food contains every nutrient required for health. Therefore it is
important to combine different foods in such a way that health needs are met. A variety of
foods should be consumed, with no single food being consumed in excess. One way to
achieve a balanced diet is to eat meals that contain foods of different kinds and different
colours, and to ensure that meals are rich in vegetables, fruits, whole grains, pulses and
sprouts, and contain some dairy products, and small amounts of meat (for nonvegetarians).

6. Consequences of Unhealthy Eating
Malnutrition or improper nutrition includes undernutrition and overnutrition. These
conditions may be general, i.e., an overall deficiency or excess of energy, or specific to
certain nutrients, i.e., a deficiency or excess of certain macronutrients and micronutrients.
Undernutrition may be: a) Energy deficiency (e.g. marasmus) and b) Specific nutrient
deficiency (e.g. iron deficiency). In India, 37% of children 0-60 months are stunted (height
for age – undernourished for some time); 22% of children are ‘wasted’ (weight for height –
recent illness); 34% of children are underweight (weight for age) and 55% of women are
anemic. These statistics are worrying because: 1. It is the underlying cause of half of all
child deaths; 2. More than a third of undernourished kids of the world live in India; 3. More
than half of deaths due to major diseases are due to the undernutrtion. (Malaria, diarrhea,
pneumonia, measles).
Undernutrition is a common feature of developing countries, especially in the lower
age groups of the population. It is generally recognized that in order of importance, proteincalorie malnutrition, avitaminosis - A, anemia, and goiter are the most prevalent
manifestations of these conditions. Better sanitation, improved education, and economic
development, including an increased production of more nutritious foods, will lead to the
solution of the problem.
The World Health Organization (WHO), the Food and Agriculture Organization of
the United Nations (FAO), and the United Nations Children’s Fund (UNICEF) are
cooperating to provide assistance to the member countries by helping them to identify
their food and nutritional problems and to assist them in improving the nutritional
situation.
Overnutrition is a condition that arises due to: a) Energy excess (leading to overweight
and obesity); b) Specific nutrient excess (e.g., hypervitaminosis). Though studies reveal a
higher prevalence of undernutrition, overnutrition among tribals is not established.

7. Malnutrition among the Tribals
National Family Health Survey revealed that more of tribal (45.03%) children compared
to non-tribal (22.47%) were suffering from protein energy malnutrition with P < 0.001 and
7.35% of tribal children are severely malnourished. Among tribal under five children,
morbidity pattern observed was more with skin infections (31.33%), followed by dental
caries (21.20%); intestinal infections (19.20%); and vitamin deficiency (21.85%). While in
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non-tribal counterparts, skin infections were (12.98%), dental caries (7.78%); intestinal
infections (17.98%) ; respiratory infections (25.84%) ; and vitamin deficiencies (20.22%).
Recently reports on deaths due to malnutrition among Tribal communities of Thane
district in the State of Maharashtra were widely published in the newspapers and also
communicated via other media. A rapid survey was undertaken to investigate the extent of
the problem in selected villages of Thane district where the deaths due to malnutrition
were reported. Information was collected from a total of 118 households in 4 villages on
nutritional status through clinical examination, anthropometry, dietary intake and general
socio- economic status. The results revealed that majority of the population belonged to
Scheduled tribe community (95.8%). Data on food and nutrient intake indicated that rice
is consumed as the major dietary staple in the region followed by ragi (Eleusine coracana),
wheat (Triticum aestivum) and bajra (Pennisetum typhoideum). The average calorie intake
per Consumption Unit (CU) was observed to be 1857 kcal which was less than the RDA by
23% and protein 30% (42g) less than the RDA. The percent distribution of children from 06 years of age according to nutritional status indicated that the overall prevalence of
underweight (<Median-2SD) among 0-6 year old children was 68.7% while that of severe
underweight (<Median-3SD) was 28.6%. The overall prevalence of stunting (<Median2SD) in the children of the 0-6 year age group was 60.4% while that of severe stunting
(<Median-3SD) was 38.5%. The index of current nutritional status and measure of wasting
as indicated by weight for height showed overall prevalence as 30.2% and severe wasting as
4.4%. The results of the rapid survey indicated that various factors including health
status of mothers, dietary and socio-economic factors have been contributory to the
malnutrition of the children and that malnutrition alone may not be the direct cause of the
deaths that are reported in the media.

8. Causes of Malnutrition among the Tribals
Nutritional status is influenced mainly by three broad factors; they are food, health and
care. Optimal nutritional status results when children have access to affordable, diverse,
nutrient- rich foods, appropriate maternal and child care practices, adequate health services
and healthy environment including safe water, sanitation and good hygiene. These
factors directly influence nutrient intake and the presence of disease. Thus, the issue of
malnutrition is generally discussed by referring to:

•

Natural calamities such a famine, floods and droughts that cause acute shortage
and non- availability of food resulting in starvation;

•

Disease, particularly HIV/AIDS, diarrhoea, respiratory tract or ear infections,
measles, hookworms and other gut parasites that are some immediate causes;

•

Prolonged and acute illness like anaemia, diarrhoea, trauma from burns,
fractures, profuse bleeding due to accidents and operations, Ulcerative colitis,
Crohn’s disease, Celiac disease etc., which results in malabsorption;

•

Poor economic conditions which reduce the purchasing power of an individual
and so to inadequate food intake among the poorer sections of the society;

•

Illiteracy of mothers resulting inappropriate health-care and wrong feeding
practices of their children as well as in poor care for themselves in terms of
nutrition and health; (Inadequate care of women and girls, especially during
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pregnancy, leads to birth of low-birth weight babies, who eventually becomes
undernourished children);

•

Lack of knowledge about the kinds and amounts of food needed for good nutrition
and on weaning;

•

Loss of livelihoods for tribals;

•

Cultural and social practices including food taboos and food related beliefs;

•

Poor functioning of Public Distribution System and Food Security provisions;

•

Non-penetration of Government policies and schemes;

•

Failure to assert rights by the tribals.

National Conclave on ‘Nourishing India’s Tribal Children’ 15-16, January,
2015 at Bhubaneswar, India
Select recommendations for improving t he nutr itional status of Tr ibal
Communities
The broad areas for focus as a multi sectoral approach shall include:
1. Care for women before and during pregnancy,
2. Infant and young child feeding practices,
3. Access to health, water and sanitation services.
Select recommendations:
1.

The online portal 'Samagra' that is implemented by the Govt. of Madhya Pradesh
can be evaluated for feasibility in implementing in Andhra Pradesh. Samagra is
the online portal used for supporting identification, verification, updates and
categorization of all individuals within families by respective local bodies and
linking households to their respective Fair Price Shops (FPSs) electronically.

2.

Nutrient dense foods may be supplied through PDS, which includes supply of
double fortified salt, fortified cereals, fortified edible oils, nutritious and culturally
appropriate forest foods in PDS.

3.

Links between livelihood support and nutrition promotion may be strengthened
and capacity building to do so may be promoted.

4.

Participatory learning methods to have nutrition component in discussions of
self-help group meetings are to be encouraged.

5.

Universal access to unconditional maternity entitlements to tribal mothers has
to be ensured.

6.

Protection of community forests and promotion of cultivation of food yielding
trees or plants with medicinal value.

7.

Nutrition Rehabilitation Centers (NRCs) may be set up close to tribal
communities.

8.

Periodic nutrition assessment of newly wedded women and pregnant women in
order to identify “at risk” women and instituting corrective measures.
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9.

Provision of cluster or AWC extension counters in tribal areas. Tribal ICDS
with a separate tribal nutrition coordination cell may be initiated.

10. Inclusion of tribal uncultivated forest foods in ICDS food items.
11. Nutrition-specific interventions such as vitamin A supplementation should
be coupled with immunization days/weeks.
12. Malaria and sickle cell anaemia prevention programmes can be integrated
with anaemia control programme.
13. The provisions under Tribal Sub Plan (TSP) can be expanded to include
nutrition items.
14. Food fortification can be advocated in tribal areas to overcome high
burden of micronutrient malnutrition.

9. Nutrition Programmes and Policies
Employment Generation Programs

-National Rural Employment Scheme
Social Safety Net Programs

-National Old Age Pension Scheme
-National Family Benefit Scheme
Entitlement Feeding Programs

–The Integrated Child Development Services Scheme (ICDS)
–Mid Day Meal Scheme (All Primary School children)
Food Subsidy Programs

–Targeted Public Distribution System (35 kg/month of subsidized food grains
–Annapurna (10 kg of free food grain for destitute poor)

10. The Integrated Child Development Services Scheme (ICDS)
The ICDS is one of the earliest nutritional supplementation programs to penetrate the
tribal areas. It is an inter-sectoral programme, which provides an integrated package of
services, seeks to directly reach out to mothers (pregnant and lactating); and children,
below six years, especially from vulnerable and remote areas. To achieve the objectives, the
scheme is designed to provide a comprehensive package of services for early childhood
care and development. ICDS consists of six basic components for service delivery:

•

Supplementary nutrition

•

Non-formal pre-school education

•

Immunization

•

Health Check-up

•

Referral services

•

Nutrition and Health Education
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The entitlements under the ICDS are:

•

Each child up to 6 years of age to get 300 calories and 8-10 grams of protein.

•

Each adolescent girl to get 500 calories and 20-25grams of protein.

•

Each pregnant women and lactating mother to get 500 calories and 20-25 gm of
protein.

•

Each malnourished child to get 600 calories and 16-20 grams of protein.

11. Andhra Pradesh - State Nutrition Mission
The Government of Andhra Pradesh has launched “State Nutrition Mission” for the
Supplementary Nutrition Programme in Andhra Pradesh. This mission aims to eradicate
the Malnutrition in the state in the next 10 years (2016-26). The gist of the Government
Order issued in this regard is as follows:
1.

Recognition of nutrition as a development priority has resulted in an increasing
attention on ending undernutrition and a call for enhanced investment in nutrition.
Specific goals have been set for ending undernutrition. The World Health Assembly,
endorsed a 13-year (2012–2025) comprehensive implementation plan to alleviate the
triple burden of under nutrition, micronutrient deficiencies and overweight and
obesity in children, by supporting attainment of the following six global targets:
i.

40% reduction in the number of children under-five who are stunted;

ii.

50% reduction in anaemia in women of reproductive age;

iii.

30% reduction in low birth weight;

iv.

No increase in childhood overweight;

v.

Increase rates of exclusive breastfeeding in the first 6 months up to at least 50%;

vi.

Reduce and maintain childhood wasting to less than 5%.

2.

The Government of Andhra Pradesh is committed to accelerate the reduction
of all forms of malnutrition in Women and Children, and therefore has decided to set
up a State Nutrition Mission, with an aim to deliver evidence based nutrition services
at scale and with equity. The State Nutrition Mission will focus on multi-sectoral
approaches, combining nutrition-specific and nutrition-sensitive interventions to
effect a more holistic sustainable response to improve the child nutrition, with a
priority focus on those districts that have the highest burden of stunting in terms
of both prevalence and number of children affected.

3.

The AP State Nutrition Mission seeks to address undernutrition in the State in the
shortest time possible through evidence based informed planning, scaling up of
proven, tested and affordable technologies, while fine tuning existing strategies
which will be a dedicated, stand-alone mission that intends to focus on
undernutrition in the State in a time-bound, comprehensive and targeted manner.

4.

To further accelerate improvements in the State, the State Nutrition Mission shall:
a.

Focus on improving nutrition during the first 1,000 days of life – targeting
adolescent girls pregnant and nursing women, and children below two years.
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The thrust shall be delivery at scale of the evidence based essential nutrition
specific and nutrition sensitive interventions.
b.

Prioritize geographically districts with high level of child undernutrition, tribal
blocks, and urban slums to reduce inequities.

c.

Coordinate a multi-sectoral response to undernutrition, provide leadership
and strengthen inter-departmental coordination for nutrition, especially in
providing oversight in the delivery of essential nutrition interventions at scale
and with equity.

d.

Strengthen monitoring, evaluation and knowledge management designed to
inform policy, programme delivery and guide advocacy efforts and
partnerships.

e.

Give due importance to evidence generation on emerging nutrition challenges
including issues and implications of climate change and environment.

Vision of the Mission
An independent body provides an enabling and coordinative environment that supports
the acceleration of implementation and monitoring of essential nutrition interventions,
especially in the most disadvantaged communities.
Objectives
The Mission intends to contribute to:
1.

Increase breastfeeding in children under three years within one hour of birth
by 25% points, in reference to the baseline figures, by 2026. (NFHS-4-2015-16
data: 40.1%)

2.

Increase exclusive breastfeeding rates by 20%, in reference to the baseline
figures, by 2026 ((NFHS-4-2015-16 data: 70.2%)

3.

Increase in the number of children receiving solid and semi-solid foods and
breast milk by 20% points, in reference to the baseline figures, by 2026. ((NFHS4-2015-16 data: 56.1%)

4.

Increase in the number of children 6-23 months receiving adequate diet (four
food groups), by 25% points, in reference to the baseline, by 2026. ((NFHS-42015-16 data: 7.6%)

5.

Reduce the prevalence of stunting by 15% points, in reference to the
baseline figures, by 2026 (NFHS-4-2015-16 data: 31.9%)

6.

Reduce the prevalence of anaemia among women of reproductive age by
20% points, in reference to the baseline figures, by 2026 (NFHS-4-2015-16 data:
60.2%)

7.

Reduce the prevalence of low birth weight by 10% points, by 2026. (NFHS-3
2005-06 data- 19%)

12. Strategies and initiatives under Nutrition Mission
The Strategies for accelerating improvements in Andhra Pradesh is critical, and the
focus needs to be multi-sectoral that targets districts with high burden of malnutrition
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and high proportion of socially excluded groups such as scheduled tribes. Delivery at
scale and with equity the evidence-based interventions with particular emphasis on
improved adequacy of diets for children between 6-23 months, improved access and use
of sanitation facilities and interventions to improve nutrition, early childhood development
and care of adolescent girls will go a long way in accelerating improvements in the nutrition
outcomes in the state. The AP State Nutrition Mission shall coordinate the efforts of the
various departments and provide a platform of exchange and feedback mechanism on
measures that need to be attended to. The mission will take cognizance of the areas and
components that are already included in the existing design of schemes and programmes
yet it will also take into account ways for innovation especially in incorporating evidence
based approaches. The Mission will focus on the 1000 days (pregnancy and two years of
birth) strategy and initiate or support pilots to cater to the under twos to address
chronic under nutrition. Dialogue will be geared towards converging and developing a
multi sectoral response by synergizing programmes under the key line ministries such as
Women and Child Welfare (through ICDS), health and family welfare (through NHM),
Water and Sanitation (through SBM). In addition, support will also be drawn from the
other sectors such as education, tribal welfare, rural development, agriculture and food
and civil supplies.

12.1. Interventions proposed
Strategy 1: Strengthening of systems to deliver essential nutrition interventions.

Nutrition specific
1.

Weighing of a child within 6 hours of birth and thereafter at monthly intervals.

2.

Initiation of breastfeeding within one hour of birth, and feeding of colostrum to
the infant.

3.

Exclusive breastfeeding during the first six months of life.

4.

Timely introduction of complementary foods at six months and adequate intake
(four kinds of foods) of the same, in terms of quantity, quality, consistency
and frequency for children between 6-24 months.

5.

Dietary supplements of all children between 6 months – 36 months through
food supplementation to bridge the protein calorie gap.

6.

Safe handling of complementary foods and hygienic complementary feeding
practices.

7.

Complete immunization and vitamin A, IFA supplementation.

8.

De-worming of all family members bi-annually.

9.

Frequent, appropriate, and active feeding for children during and after illness,
including oral rehydration with Zinc supplementation during diarrhea.

10. Timely special care and supervisory feeding (Gorumuddalu) for all children
with underweight severe and acute malnutrition (SUW/SAM/MAM).
11. Dietary supplements of iron–rich, energy dense fortified supplementation for
adolescent. Girls and women, especially during growth periods and pregnancy
to fill the protein calorie gap and ensure optimal weight gain during pregnancy.
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Tourism for Tribal Development

12. Anaemia screening for children, adolescent girls and women.
13. Weight monitoring of all adolescent girls and pregnant women.
14. Prevention and management of micronutrient deficiencies, especially through
IFA supplementation to prevent anemia in adolescent girls and women and
calcium to pregnant women. (throughout pregnancy and six month of lactation).
15. Distribution of double fortified salt to the all ICDS beneficiaries under PDS.
16. Upgrading of the capacity development programme for all AWW and associated
programme staff at state, district and block levels.
17. Promote consumption of millets by creating awareness through demonstrations
etc., on the importance and nutritive value and health benefits of millets.
18. Effective use of data for decision making at different levels.

Nutrition sensitive
1.

Step up advocacy efforts to prevent child marriage.

2.

Increased opportunities for female education and completion of secondary
schooling for the girl child, delayed age of marriage and pregnancy.

3.

Increased access to basic health services by women.

4.

Expanded and improved nutrition education and involvement at Panchayat
and communities in demand creation.

5.

Increased gender equity.

6.

Initiate Kitchen Gardens in all AWCs in partnership with Agriculture
Department.

System specific
1.

Build the capacity of Middle Level Training Centers and Anganwadi Training
Centers on nutrition focused content to conduct refresher training to AWWs
and Supervisors with action oriented points.

2.

Ensure regular review with focus on nutrition actions and outcomes at different
levels.

Strategy 2: Strengthen the policy and regulatory framework
1.

Review and work out the approval of a State Nutrition Policy for Andhra Pradesh.

2.

Programme review to inform certain policy shifts that may be required to
strengthen core interventions on nutrition, their dissemination and adoption.

3.

Policy and enforcement gap analysis and outline policy proposals.

Strategy 3: Linkages with existing schemes and scale-up of community-based initiatives
1.

Promote community-based events such as Annaprasana and Seemanthalu to
promote infant and young child feeding practices and care of pregnant
women by engaging the communities and elected bodies of the local
government.
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2.

Scale up quality interventions in support of early childhood development by
supporting those working on the frontline-community workers, health
professionals, teachers and caretakers.

3.

Support and train those on the frontline who interact directly with children and
their families, to ensure they have access to quality education, health, nutrition,
and social protection services.

4.

Establish linkages with the Smart AP foundation and its 9600 registered partners
to support the implementation of Smart Village - Smart Ward towards Smart
Andhra Pradesh initiative, with focus on “malnutrition-free” villages.

5.

Build and strengthen Panchayati Raj and Rural Development initiatives: This
will help in creating better understanding and monitoring of nutrition interventions in villages; promoting block and sector level planning for convergent
actions; encouraging local resources initiatives on nutrition; organising
community communication campaigns on essential nutrition intervention.

6.

Address the issues of adequate water, sanitation and hygiene facilities in the
communities. Communities will be mobilized to end open defecation in their
villages, including safe disposal of child’s excreta.

7.

Help ensure that hygiene, and especially hand washing with soap become lifelong
practice, better hygiene behaviour is promoted at a very young age through
anganwadis; including promotion of innovative approaches such as daily group
handwashing in anganwadis, as well as extensive collaboration with early
childhood education, education and nutrition programmes.

8.

Incorporate safe water handling through behavior change promotion efforts
and ensure that water quality is not compromised between the point of
extraction and the point of use.

Strategy 4: Social and Behavior Change Communication
1.

Develop State-specific social and behavior change communication strategy
(priority areas, small doable actions and identifying the drivers of the
behaviors), for each of the prioritized interventions identifying key stake holders
and communication channels.

2.

Build the capacity of ICDS middle level managers, supervisors and frontline
workers and promote the use of behavior change communication.

3.

Garner the support and promote the engagement of print and electronic media.

Strategy 5: Evidence generation
1.

Establish partnerships with State, National and International Research and
Public Policy and Nutrition Research institutes, academic research centres for
collaborative work on maternal and child nutrition.

2.

Set up a system where the nutrition challenges become part of a State nutrition
research agenda; and where research results are disseminated and used for public
policy decision making.

3.

Scale up the use and dissemination of the results of the concurrent
monitoring.
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4.

Carry out assessment of implementation of the nutrition programme either in
the form of “shadowing,” indirect or direct assessment strategies on a regular
basis in a random sample of staff.

Strategy 6: Innovation and technology for change
1.

Use of the name-based tracking system to ensure optimal coverage of
beneficiaries and help in use of data for decision making purposes.

2.

Development, popularization and use of a mobile App on Nutri-Ed.

3.

Operationalize the ICT enabled real time monitoring information through a
common application software by providing smartphones to AWWs and
replicate it across the state after the pilot experiences.

4.

Design, development and use of open learning/distance learning opportunities
for AWW and their supervisors with built-in quality assurance mechanism.

5.

Adaptation of U-Report, a mobile platform where communities and adolescents
can raise their views as well as get to know essential information on nutrition
initiatives.

6.

Raising the profile of folk/indigenous forms of communication, especially in
tribal areas.

7.

Creation of Nutri-hubs in strategic locations and Nutri-exchange between
districts.

8.

Participatory documentation by communities using low-cost mobile technology.

13. Institutional Mechanism and Coordination
The Andhra Pradesh State Nutrition Mission will be the institutional mechanism that
will plan, implement and monitor the nutrition interventions to its last detail. The
responsibility for implementing the Nutrition Plan of Action (PoA) will be shared across
all the departments. Some of the key decisions in this regard include:
1.

All departments with specific roles as envisaged in the PoA to be represented by
their respective administrative heads in the Nutrition Mission.

2.

The Mission mode will include resources, authority and convergence at all levels
through a strengthened infrastructure.

3.

The Mission Unit will be funded by UNICEF and the other components of the
Mission will be managed through central and state budget. Efforts will be made
to engage development partners, where possible for technical and financial
support.

14. The Schemes under ICDS in Andhra Pradesh
Anna Amrutha Hastham is a scheme currently being implemented by the State of Andhra
Pradesh for enhancing the nutritional status of pregnant and lactating women. This is a
spot feeding of one full meal for pregnant and lactating women at the AWC along with
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administration of Iron & Folic Acid (IFA) tablet. The programme was started on 01.01.2013
in ICDS Projects with most adverse health and nutrition indicators and extended up to
104 ICDS projects of 23,949 AWCs during 2014-15 for 3.45 lakhs beneficiaries. The
Beneficiaries are targeted to cover @ 17 per Main AWC and @ 4 per Mini AWC as per MPR
and amounts proposed as per Government norms, i.e., Rs 13/ per Pregnant & Lactating
women per day for 300 days for 19156 main AWCs and 4793 mini AWCs in all 104 ICDS
projects. It is aimed at providing more than 40% of the day’s calories, calcium and proteins
required for pregnant and lactating women. The Department of Women and Child Welfare
is introducing biometric system of the beneficiaries to ward off malpractices to reduce the
estimated cost by 30 per cent.

Giri Gorumuddalu scheme guidelines were issued vide G.O.Ms.No.26, WCD&SC
Dept. Dated 16/9/2014 to implement additional nutrition to the special care and supervised
feeding for children with severe /Severe Acute Malnutrition (SAM)/Moderate Acute
Malnutrition (MAM).

From Budget 2017-18 Speech of Yanamala Ramakrishnudu Minister for
Finance of Andhra Pradesh (March 13, 2017)
25.90 lakh children and 7.20 lakh pregnant and lactating women are provided nutrition
under SNP. One full meal is provided to pregnant and nursing mothers in 104 high
burden ICDS projects. Rs. 6,000 is being provided for poor pregnant women under
Maternity Benefit Scheme. 2.92 lakh beneficiaries are being covered under Anna Amruta
Hastham scheme. Giri Gorumuddalu covering all children in the age group of 6 months
to 6 years in the tribal areas to eradicate malnutrition is under implementation since
15th August 2015. Sabala scheme is being implemented in 4 districts of Visakhapatnam,
West Godavari, Chittoor and Ananthapuram covering 81 ICDS Projects, 18,735
Anganwadi Centres and 3, 17,635 Adolescent girls.
https://www.apfinance.gov.in/BudgetCD/ebooks/budget-speach/english/files/
speechenglish. pdf

Balamrutham is a milk based food conceived as nutrition supplement for malnourished
children in the age group of 7 month to 3 years. The Ingredients are: Roasted wheat flour,
Roasted Bengal gram dal flour, Skimmed milk powder, Sugar, Refined pamolien oil and
Fortification of Vitamins A, B1, B2, C, Folic Acid, Niacin and the minerals Calcium and
Iron. The nutritive value is estimated as: Protein: 11.0 gm in 100 gm product; Energy 415
K.cal.
This is supplied as take home ration for consumption of 100 grams per day for
25days. The food is supplied in 2.5 kg pack with a shelf life of three months from the date of
manufacture.

15. Nutrition to the ST Students in Tribal Welfare Institutions
In addition to the nutritional support provided to the children through Anganwadis,
nutritious food is also provided to the children studying in Tribal Welfare Educational
institutions. According to government records, there are 87,527 students studying in 378
Ashram Schools and 33 hostels receiving such nutritious food as per the menu prescribed
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by Government from time to time. Similarly, 44,365 children studying in 184 residential
institutions are also being provided with nutritious food. The ST children studying in
various institutions upto high school level as day scholars are receiving mid-day meal.

16. Summary
Many Children in India and tribal children in particular suffer from intense malnutrition.
There are many health consequences of malnutrition. The frequency of morbidity as well
as duration of each episode of morbidity is high due to malnutrition. The health risk for
chronic diseases too is more. Changed dietary practices of tribals are particularly
responsible for increased malnutrition amongst them.
The government has intensified the efforts to combat the malnutrition among tribals
in different ways. The broad areas for focus in this regard as a multi sectoral approach
shall include: 1. Care for women before and during pregnancy; 2. Infant and young child
feeding practices; and 3. Access to health, water and sanitation services. The utilization of
ICDS services is very important to improve the nutritional status of tribal children and
women.

17. Recapitulation
•

What is the nutritional status of tribal children and women?

•

What are the causes of malnutrition?

•

How is malnutrition analyzed for special care?

•

What are the different initiatives by the government for improving the nutiritonal
status of children in tribal areas?

•

What are the salient features of Nutrition mission of Andhra Pradesh Government?

18. Key Terms
Undernutrion, morbidity, mortality, vitamins, Anganwadi Centre, diet.

19. Activity
•

Find out the dietary practices of tribals in some tribal villages and find out the
intertribal differences in this regard.

•

Undertake a survey on the utilization of services of the ICDS in some tribal villages
for identifying the reasons for underutilization, if any.
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Immunization Status of Tribals

“P ublic trust is essential in promoting public health. Such trust plays an important role in
the public’s compliance with public health interventions, especially compliance with
vaccination programs, which target mainly healthy people. Where public trust is eroded,
rumors can spread and this can lead to rejection of health interventions.”
“In an anthropological study carried out in Nigeria, an adult male participant stated that
“people do carry rumor that immunization is a secret way of controlling population.” A
young female participant said “some people say that immunization is part of the methods
used to check the number of children a woman can bear.”

Ayodele Samuel Jegede, (PLoS Med. 2007 Mar; 4(3): e73.


What led to the Nigerian boycott of the Polio Vaccination Campaign?
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1. Introduction

I

mmunization is most cost effective health prevention available today. Some
communicable diseases can be prevented by the use of vaccines. Effective immunization
of children and 100% coverage protects them from many Vaccine Preventable Diseases
(VPDs). It is estimated that globally more than 27 million children do not receive routine
immunization. Of these, an estimated 10.8 million unimmunized children are in India. In
addition, Indonesia and Bangladesh together make up almost half of world’s unimmunized
children.
When Universal Immunization Programme (UIP) was introduced in 1985, six vaccines
were included in the programme. Till 2007, only one more vaccine, Japanese Encepahlitis
vaccine, was added making it a total of seven vaccines. However, the programme has moved
at an unprecedented pace in the past couple of years and since 2011, four new vaccines
(Penta, IPV, Rota and Measles-Rubella) have been added. With these developments, now
under UIP, health ministry is providing immunization against 11 vaccine preventable
diseases. Recent expansion of UIP reflects the country’s focus to reduce burden of diarrhoea
and pneumonia which are the leading causes of under-5 mortality. The Hib containing
pentavalent vaccine protects against five diseases. In 2016, the rotavirus vaccine was
introduced to protect against rotavirus diarrhoea. In 2017, the measles-rubella vaccine
was introduced, to protect against both measles and rubella. Plans are underway to
introduce Pneumococcal Conjugate Vaccine which will help to combat against pneumonia
and meningitis caused by pneumococcus.
A new vaccine is introduced in the country only after the National Technical Advisory
Group on Immunization (NTAGI) reviews disease burden and epidemiology of a particular
vaccine preventable disease, vaccine availability and its cost effectiveness and makes its
recommendations for introduction of new vaccine . The ministry introduces new vaccine
only when NTAGI recommendations are subsequently approved by empowered
programme committee (EPC) and mission steering group (MSG).
In this unit it is attempted to provide information relating to the programmes relating
the immunization and the challenges in the effective implementation of the programme
with special reference to tribal areas.

2. Learning Objectives
After going through this unit the reader is expected to learn about:
(1) Description of Universal Immunization Program (UIP) coverage
(2) Programmatic challenges
(3) Effective strategies for successful coverage
The word vaccine comes from vaccinia, the Latin name for cowpox. The first vaccine
was developed by Edward Jenner, an eighteenth century English physician and
naturalist who noticed that milkmaids who had acquired cowpox (a condition that
caused lesions to appear on the udders of cows) on their hands did not seem to be
affected by smallpox. He believed that infection with cowpox would protect against
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smallpox, a serious, often fatal epidemic disease. In 1796 he took material from a
skin lesion on the hand of a milkmaid and inoculated it into the arm of a young boy.
The boy was subsequently exposed to smallpox and did not become ill. Thus began
the vaccine era.

3. Evolution of Universal Immunization Programme (UIP)
UIP initiated in the year 1985 is one of the largest, ongoing public health interventions in
the country. This was for reduction of mortality and morbidity due to Vaccine Preventable
Diseases. It is centrally sponsored programme under National Rural Health Mission
(NRHM; 2005-12) and the programme targeted 26 million infants and 30 million pregnant
women in 2009-10. All the vaccines are procured by central government with 100% domestic
funding. The Country prepared first Multi Year Plan (MYP) for UIP in 2005 (2005-10).
Universal Child Immunization was considered considering the fact that 85% of eligible
children are ready for all six antigens and Self-sufficiency in vaccine production is achieved.
The following requirements for implementation of the programme were also carefully
examined:

•

Establishing a functional cold chain system;

•

Introduction of district level monitoring system;

•

Strategies for coverage;

•

Fixed Strategy – Network of Institutions such as – government hospitals, postpartum centers, CHCs, PHCs and sub-centers;

•

To promote manage, expand and improve the quality of routine immunization
services through the reduction of dropout rates and increase in outreach
sessions.

4. Programmatic Challenges
For success of the immunization programme, some critical issues like enhancement of
capacity of indigenous vaccine production, and cold chain for maintenance of temperature
at Primary Health Centres (PHCs) are addressed with the financial and technical assistance
of UNICEF. Similarly, monitoring and evaluation system too is evolved. However, there
exist some programmatic challenges especially among remote, rural areas. There is shortage
of trained human resources. Coordination and planning remains a challenge on the ground.
There is weak inter-sectoral coordination among functionaries of Health, Integrated Child
Development Services Scheme (ICDS) and other ministerial departments (e.g. education)
at all levels. The programme also lacks quality Routine Immunization (RI) micro-plans
and Programme Implementation Plans (PIPs) in many districts and states. The dropout
rate is a key indicator of service quality, while DPT1 is an indicator for access. Data reporting
and its use for further planning at local level has to be enhanced. There are divergent
coverage estimates by surveys that assessed and reported immunization coverage rates.
The main challenges can be listed as following:

•

Developing and monitoring plans and mobilizing resources to reduce drop out
and expand outreach;
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•

Ensuring an uninterrupted, long term supply of vaccines and Vit A;

•

Building communication support for RI;

•

Reaching the hard to reach areas;

•

Reduction of Drop outs;

•

Expanding Outreach.

The reasons for unsatisfactory implementation of the immunization programme are
identified as:

•

Immunization session not held;

•

Inflated coverage reports;

•

Inadequate supervision and monitoring;

•

Inadequate training and orientation of staff;

•

Lack of coordination;

•

Lack of effort to cover high risk area;

•

Lack of faith and ignorance about the need of immunization due to many reasons.

Immunization coverage in tribal and rural areas of Visakhapatnam
district of Andhra Pradesh, India
The study was conducted in two tribal and two rural developmental blocks of
Visakhapatnam district of Andhra Pradesh, India, by employing both qualitative
and quantitative data collection techniques.
The majority of mothers was aware of vaccination of children, and usually the
primary heath centres and their health workers were the source of vaccination.
Vaccination cards were received by 79.2% of tribal and 71.3% of rural children. The
coverage of various vaccines was higher among the tribal than among the rural
population. Of the eligible children aged above 9 months, 63.3% of tribal children
and only 14.5% of rural children were fully vaccinated [three doses of diphtheria,
pertussis and tetanus (DPT), four doses of oral polio vaccine, Bacille Calmette Guerin
(BCG) and measles vaccine]. The coverage of vaccination against measles and
vitamin-A supplementation were very low among rural children (19.6% and 15.2%,
respectively) when compared to tribal children (69.2% and 64.2%, respectively). The
qualitative data indicated that the community was not satisfied with regard to
vaccination services, particularly in the rural area.
American Journal of Preventive Medicine (Vol. 49, Issue 6, Suppl. 4, Dec 2015, Pages
S435- S44)
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Predictors of Vaccination in India for Children Aged 12–36 Months
Nijika Shrivastwa et al

Excerpts
The study found that the predictors were similar for both non-vaccination and
under- vaccination, although the effect sizes of the predictors differed between the
two outcomes.
“Coverage for the BCG vaccine was very high, indicating a certain level of healthcare
services access. The gradual decrease in the vaccination coverage from the birthadministered BCG to DPT3 given at age 6 months could be secondary to difficulty
in accessing immunization services, lack of understanding for the need for
vaccination, loss in motivation or perceived need for child vaccination, or a
combination of all these factors. Difficulty in accessing health services could be
explained, at least in part, by institutional and societal discrimination directed at
parents belonging to lower castes and poorer households, and physical barriers
such as unavailability of services due to long distances to health centers, scarcity of
vaccines at the health center, or unavailability of health workers”.
“we also found that the historically disadvantaged groups (at the lower rung of the
social strata, ST, SC, and LPCs), not surprisingly, were associated with both underand non- vaccinations. Again, this could be reflective of prevailing practices and
beliefs among these groups, which act as impediments to vaccination access or
uptake and to encountered social barriers, making it more difficult to use healthcare
services”.
“Our finding that children born in private institutions were at greater risk of nonvaccination than those who were born in government institutions has major policy
implications.” “Interventions such as enrolling women in ANC programs and
encouraging institutional deliveries, as well as the implementation of mandates for
private hospitals/ healthcare facilities to immunize children covered under the UIP
program, might reasonably be assumed to be helpful based on the associations we
observed, although the cross-sectional study design prevents us from establishing
causal inference”.

American Journal of Preventive Medicine Volume 49, Issue 6, Supplement 4,
December 2015, Pages S435-S444

5. Mission Indradhanush
Evidence shows that unimmunized and partially immunized children are most susceptible
to childhood diseases and disability, and run a 3–6 times higher risk of death as compared
with fully immunized children. There are wide variations in the proportion of partially
immunized and unimmunized children within states and districts. Realization of these
facts lead to launching of Mission Indradhanush by the Ministry of Health and Family
Welfare, Government of India on December 25, 2014. Between 2009-2013 immunization
coverage had increased from 61% to 65%, indicating only 1% increase in coverage every
year. To accelerate the process of immunization by covering 5% and more children every
year, Indradhanush mission has been adopted to achieve target of full coverage by 2020.
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The Mission Indradhanush aims to cover all those children by 2020 who are
either unvaccinated, or are partially vaccinated against vaccine preventable diseases. The
effort under the programme of Universal Immunization is to provide free vaccines against
12 life threatening diseases (Tuberculosis, Diphtheria, Pertussis, Tetanus, Polio, Hepatitis
B, Pneumonia and Meningitis due to Haemophilus Influenzae type b (Hib), Measles,
Rubella, Japanese Encephalitis (JE) and Rotavirus diarrhoea; Rubella, JE and Rotavirus
vaccine in select states and districts) to 26 million children annually.
The Ministry is being technically supported by WHO, UNICEF, Rotary International
and other donor partners. Mass media, interpersonal communication, and sturdy
mechanisms of monitoring and evaluating the scheme are crucial components of Mission
Indradhanush.

Areas under Focus
The following areas are targeted through special immunization campaigns. High
risk areas are identified for the polio eradication programme. These include populations
living in areas such as:

•

Urban slums with migration;

•

Nomads;

•

Brick kilns;

•

Construction sites;

•

Other migrants (fisherman villages, riverine areas with shifting populations
etc.) and;

•

Underserved and hard to reach populations (forested and tribal populations
etc.);

•

Areas with low routine immunization (RI) coverage (pockets with Measles/
vaccine preventable disease (VPD) outbreaks);

•

Areas with vacant sub-centers: No ANM posted for more than three months;

•

Areas with missed Routine Immunisation (RI) sessions: ANMs on long leave
and similar reasons;

•

Small villages, hamlets, dhanis or purbas clubbed with another village for RI
sessions and not having independent RI sessions.

6. Strategy for Mission Indradhanush
The broad strategy, based on evidence and best practices, will include four basic elements:
Meticulous planning of campaigns/sessions at all levels: Ensure revision of microplans in
all blocks and urban areas in each district to ensure availability of sufficient vaccinators
and all vaccines during routine immunization sessions. Develop special plans to reach the
unreached children in more than 400,000 high risk settlements such as urban slums,
construction sites, brick kilns, nomadic sites and hard-to-reach areas.
Effective communication and social mobilization efforts: Generate awareness and demand
for immunization services through need-based communication strategies and social
mobilization activities to enhance participation of the community in the routine
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immunization programme through mass media, print media, interpersonal
communication (IPC), school and youth networks and corporates.
Intensive training of the health officials and frontline workers: Build the capacity of health
officials and workers in routine immunization activities for quality immunization services.
Establish accountability framework through task forces: Enhance involvement and
accountability/ownership of the district administrative and health machinery by
strengthening the district task forces for immunization in all districts of India and ensuring
the use of concurrent session monitoring data to plug the gaps in implementation on a
real time basis.
Significant recommendations for effective implementation of the programme:

•

Increase community involvement through efforts for increasing community
demand and social mobilization by IEC.

•

Address Programmatic Issues by microplanning, training, vaccine/ logistic
delivery and child tracking.

•

Strengthen Village Health and Nutrition Days by social mobilization and use of
mobile phone messaging.

•

Improve monitoring and supervision.

•

Scale-up revised RI monitoring strategy including house-to-house component.

•

Institutionalize block-level feedback of monitoring information for more
timely programmatic decision making in tribal areas.

7. Janani Suraksha Yojana
Janani Suraksha Yojana (JSY) under the overall umbrella of National Rural Health Mission
(NRHM) is being proposed by way of modifying the existing National Maternity Benefit
Scheme (NMBS). While NMBS is linked to provision of better diet for pregnant women
from BPL families, JSY integrates the cash assistance with antenatal care during the
pregnancy period, institutional care during delivery and immediate post-partum period
in a health centre by establishing a system of coordinated care by field level health worker.
The JSY would be a 100% centrally sponsored scheme. The vision of the scheme is to
reduce overall maternal mortality ratio and infant mortality rate, and to increase
institutional deliveries in BPL families. The Target Group is all pregnant women belonging
to the below poverty line (BPL) households and of the age of 19 years or above up to two
live births.
The main strategy:

•

Early registration of the beneficiaries with the help of the village level health
workers like ASHA or an equivalent worker;

•

Early identification of complicated cases;

•

Providing at least three antenatal care, and post-delivery visits; Organizing
appropriate referral and provide referral transport to the pregnant mother;

•

Convergence with Integrated Child Development Services (ICDS) worker by
way of involving Anganwadi worker (AWW) intensively;
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•

Devising as well as ensuring transparent and timely disbursement of the cash
assistance to the mother and the incentive to the Accredited Social Health Activist
(ASHA) or an equivalent worker with fund available with ANM.

•

Operationalization of 24/7 delivery services at PHC level to provide basic
obstetric care.
Implementation of Public Health Practices in Tribal Populations of India :
Challenges and Remedies

Saurabh R. Shrivastava, Prateek S. Shrivastava &
Jegadeesh Ramasamy Health care in Low Resource Settings Vol 1, No 1 (2013)

Recommended measures
STs in India are demographically, culturally and economically heterogeneous, varying
widely in terms of their population size, language, and the nature of their interactions
with the rest of society. Hence, the methods to tackle their health problems should not
only be integrated and multi-fold, but also specific to the individual groups as feasibly
as possible. In the following, elements and strategies which should be considered as an
essential element of the comprehensive approach for the wellbeing of tribal populations
are discussed.

Strengthening of the existing human resources
One of the major problems in delivering health care to the tribal is shortage of staff.
Doctors and paramedical workers from the general population are reluctant to work
in backward tribal areas. Furthermore, medical staff hailing from the tribal
communities, who has a better understanding about the needs of their people and who
may be more willing to work in such areas is not enough.

Bringing health services to remote populations
While medical camps have often been conducted in the past, different stakeholders
have stressed on the need for either state-sponsored or non-governmental
organizations (NGOs), sponsored mobile medical camps to reach remote tribal
populations. Outsourcing of these services to NGOs and medical colleges may prove
to be an efficient option if availability of drugs, diagnostic facilities and vehicles remains
assured and consistent. Population can be drawn to these camps through door-todoor canvassing by Accredited Social Health Activists (ASHA) and ANM, as well as
through loudspeaker announcements, banners and pamphlets.

Promotion of awareness about health issues
Promotion of awareness about health-related issues is the first step towards improving
health outcomes. However, while public health programs have often conducted
information, education and communication (IEC) campaigns – such as stressing the
importance of hand washing, regular antenatal check-ups, institutional deliveries,
immunization, etc. – they have had little impact. In order to have a significant impact
on tribal masses, all the messages should be culturally appropriate and professionally
crafted to markedly improve the content and quality of health messages and pre-tested
for greatest impact at specific tribal groups.
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Facilitating tribal community participation
Women from the tribal localities can be recruited as ANMs and then trained to bring
health care closer to tribal settlements. Also, as tribal populations find it difficult to
navigate through the complexities of medical facilities, government in collaboration
with local NGOs can arrange for counselors who are from tribal communities
themselves and then can be placed at district hospitals to guide patients, explain
doctors’ prescriptions, help patients take advantage of welfare schemes and counsel
them on preventive and promotive health behaviors. These counselors can also pay
weekly visits to tribal hamlets to raise awareness about health issues and promote
healthy behaviors. In Karnataka, citizens helpdesks have been established to offer
round-the-clock assistance to tribal and other vulnerable groups in selected district
and taluk level hospitals. These helpdesks also address complaints by mediating
between consumers and service providers.

Changing the behavior of health care providers
To help tribal people at medical facilities, the obligation is to change their insensitive
and discriminatory behavior towards poor and disadvantaged groups. This change
in behavior is desired not only from paramedic and lower staff but also from the
doctors. This can be achieved by organizing campaign to instill patient-friendly
behavior among health care providers. Simultaneously, there should be a mechanism
to get feedback from tribal people based on which corrective measures should be
taken.

8. Operationalization of First Referral Units (FRUS) to Provide
the Emergency Obstetric Care
Building partnerships through a process of recognition/accreditation with doctors,
hospitals/nursing homes/clinics from the private sector especially in the rural areas to
provide obstetric services to the JSY beneficiaries is envisaged in the programme.
Decentralization of the implementation mechanism is the key to making available the
benefits to the poor expectant mothers. To achieve this, wherever possible the Gram
Panchayat/local elected bodies should be appropriately involved.

Mother and Child Tracking System (MCTS)
(http://apps.nic.in/apps/government/mother-and-child-tracking-system-mcts)
Mother and Child Tracking System (MCTS) is an initiative of Ministry of Health &
Family Welfare to leverage information technology for ensuring delivery of full
spectrum of healthcare and immunization services to pregnant women and children
up to 5 years of age. It is an innovative, web-based application, developed by NIC, to
facilitate and monitor service delivery as well as to establish a two way communication
between the service providers and beneficiaries. Generation of work plans of ANMs,
sending regular alerts to the service providers as well as beneficiaries about the services
due and a user-friendly dash board for health managers at various levels to monitor
delivery of services will go a long way in ensuring quality service delivery, micro birth
planning, ensuring universal immunization and will have positive impact on
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important health indicators like Infant Mortality Rate and Maternal Mortality Ratio.
It will also help in evidence based planning and continuous assessment of service
delivery to pregnant women and children.

Basic Information
Registration of Pregnant Women : When a pregnant woman comes to any
Health Facility/Sub-Centre and get herself registered and receive first Ante-Natal
Care (ANC) Service then she is registered for getting the full health services.

Ante-Natal Care (ANC), Delivery & Post-Natal Care (PNC) Services
During the pregnancy period, MCTS records 4 ANC services given to pregnant women
and then captures delivery details like date of delivery, place of delivery and it's outcome
and then PNC Service. Workplan for the ANM/ASHA is generated so that no women
is left without services

Registration of Children for Immunization
In order to give 30 immunization to every child, she/he is registered in MCTS
application.

Immunization Services to Children
Immunization is given to every child as per the schedule and workplan is generated
to be consumed by ANM/ASHA from the MCTS application so that no child is left.

9. Summary
UIP initiated in the year 1985 is one of the largest, ongoing public health interventions in
the country. This was for reduction of mortality and morbidity due to Vaccine Preventable
Diseases. The scope of this programme is recently enlarged. The effort under the programme
of Universal Immunization now is to provide free vaccines against 12 life threatening
diseases (Tuberculosis, Diphtheria, Pertussis, Tetanus, Polio, Hepatitis B, Pneumonia and
Meningitis due to Haemophilus Influenzae type b (Hib), Measles, Rubella, Japanese
Encephalitis (JE) and Rotavirus diarrhea; Rubella, JE and Rotavirus vaccine in select states
and districts) to 26 million children annually. There are many programmatic challenges
for the universal immunization. Many are related to the system and also to the sociocultural and behavioral characteristics of the beneficiaries. The Mother and Child Tracking
System (MCTS), which is an IT enabled initiative for effective delivery and monitoring of
services is helping to improve the situation in regard to achievement of universal
immunization.

10. Recapitulation
•

What are the salient features of universal immunization programme in India?

•

What are the challenges being faced for the success of the immunization programme?

•

What is mother-child tracking system?
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11. Key Terms
Health care, Children, Immunization, Tribal India

12. Activity
•

Undertake a brief field visit to find out who are acceptors and rejectors of
immunization in a tribal village.

•

Find out the ways of improving awareness and motivation to the mothers for complete
immunization in consultation with the village elders in tribal villages.

13. References
Varma, G.R. & Kusuma. Y.S. 2008. Recommended Immunization Schedule for Children Aged 0 through
18 years. J Public Health. 16: 389.
Indian Academy of Paediatrics (IAP) India, 2014 and Updates on Immunization. http://
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Mission Indradhanush: http://www.missionindradhanush.in/about.html
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Healthcare Schemes of
Government in Tribal Areas

Telemedicine in India: National rural Telemedicine Network
1.

Development and implementation of low cost rural telemedicine infrastructure in the
rural peripheral health centers (PHC) for tele-consultation with the district/regional
hospital acting as hub.

2.

Initiation of “Village Tele-ambulance System and rural emergency healthcare services/
Trauma care healthcare delivery system”, a new concept, through mobile telemedicine
network.

3.

Formation of Rural Health Knowledge Resource and national database for healthcare
at Ministry of health and family welfare.

4.

Supplementation of rural healthcare delivery systems.

From: Mathur, P., Srivastava, S., Lalchandani, A. and Mehta, J.L., 2017. Evolving Role of
Telemedicine in Health Care Delivery in India. Prim Health Care, 7(260), pp.2167-1079.
(https://www.omicsonline.org/open-access/evolving-role-of- telemedicine-in-health-caredelivery-in-india-2167-1079- 1000260.php?aid=871)
Do you think use of technology is the only solution to the challenges of health care for
tribals?
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1. Introduction

T

ribal communities in general and Particularly Vulnerable Tribal Groups (PVTGs) in
particular suffer from poor health status and high morbidity. The relatively less access
to basic health facilities compounds their health problems due to poverty, illiteracy,
ignorance of causes of diseases, hostile environment, poor sanitation and lack of safe
drinking water.
The high burden of diseases in tribal areas is due to malnutrition, anemia, malaria,
tuberculosis, gastroenteritis, night blindness, sexually transmitted diseases, vaccine
preventable disease such as measles, tetanus and whooping cough and Asthma. Some
genetic diseases reported to be occurring in the Indian tribal population include sickle cell
anemia, alpha- and beta-thalassemia, and glucose-6-phosphate dehydrogenase (G6PD)
deficiency.
Consumption of alcohol and tobacco use among tribal populations is high compared
to other social groups. This socially accepted practice causes a number of health problems,
though interestingly, these practices are not perceived to be having health consequences
by them. Early marriage among both men and women and early childbirth too, result in
higher incidence of Infant Mortality Rates and Maternal Mortality Ratio.
United Nations has initiated 17 sustainable development goals (SGD’s) for the wellbeing of the people, to reduce poverty, promotion of peace and prosperity among the
community members. In fact, these goals primarily foucs on health, education and
community development. Some of the important goals include; goal-1 (no poverty), goal3 (good health and well-being), and goal-6 (clean water and sanitation). Achievement of
these goals in case of tribals is very important.
Three Year Action Agenda - NITI Aayog (2017-18 to 2019-20) reported that
strengthening of implementation of Schemes for promoting tribal health, education,
economic development, and forest rights is very urgent. All of these enable the tribals to
promote livelihood opportunities and protect their rights that provide more social security.
Moreover, NITI Aayog also has given importance to efficacy of healthcare schemes and
services among the tribal communities by promoting the training programs and through
engagement of local government bodies.
There is a greater emphasis placed on the prevention of diseases among the tribal
communities especially during the monsoon season by identifying the specific measures
required in different tribal hamlets and strengthening the intersectoral coordination. The
IT enabled services in different sectors in recent years is helping to overcome some of the
difficulties faced earlier in this regard.

2. Learning Objectives
After going through the unit, the reader is expected to learn about:
(1) The different national programmes of health that benefit the tribals;
(2) Initiatives taken up under National Health Mission;
(3) Special Health schemes for tribals in Andhra Pradesh; and
(4) Some select GOs relating to Health services in Tribal areas in Andhra Pradesh.
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3. Health and Nutrition Initiatives in Tribal Areas
The following health and nutrition initiatives are taken by the Ministry of Tribal Affairs,
Government of India, to reduce the disease frequencies among the tribal communities.
Special attention is given to overcome and deal with sickle cell anemia, malaria, and to
promote traditional crops and food and tribal medicines and practices. Attention is also
given to: Recognizing zones which are vulnerability to sickle cell problems and
establishment of sickle cell test for all the tribal population where sickle cell frequency is
more; Growing of green leafy vegetables with some nutritional supplements and cereals in
the diet; Project approval to grow these crops among the tribal communities in India is
taken as priority; The documentation of tribal medicines and its practices through the
tribal research institutes in India for obtaining the best healthcare practices for the tribal
population is also appreciated.
The following are the important National health programmes and schemes at central
level:

•

National Iodine Deficiency Disorders Control Programme;

•

National Leprosy Eradication Programme;

•

National Mental Health Programme;

•

National Program for Palliative Care;

•

National Oral Health Programme;

•

National Organ Transplant Programme;

•

National Programme for Control of Blindness & Visual Impairment;

•

National Programme for Prevention and Control of Fluorosis;

•

National Tobacco Control Programme;

•

National Programme on Prevention and Management of Burn Injuries;

•

Revised National Tuberculosis Control Programme;

•

National Programme on Health Care for Elderly;

•

Capacity Building for Trauma Care Facilities in Government Hospitals on
National Highways;

•

National Council for Clinical Establishments;

•

National Programme for Prevention and Control of Deafness;

•

National Programme for Prevention and Control of Cancer, Diabetes,
Cardiovascular Diseases and Stroke;

•

National Vector Borne Disease Control Programme;

•

Health Programmes monitored by NCDC.

The Pradhan Mantri Surakshit Matritva Abhiyan: Under the PMSMA initiative,
all government hospitals and health centres shall offer free health check up on 9th of every
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month to all pregnant women. The check-up will include hemoglobin test, blood test,
sugar level test, blood pressure, weight and general screening.

Janani Suraksha Yojana (JSY) is an Indian Government scheme proposed by the
Government of India. It was launched on 12 April 2005.
National Health Programmes under NCDC

•

Guinea Worm Eradication Programme (GWEP);

•

National Programme on Containment of Anti-Microbial Resistance (AMR);

•

Yaws Eradication Programme (YEP);

•

National Viral Hepatitis Surveillance Programme;

•

National Rabies Control Programme;

•

Programme for Prevention and Control of Leptospirosis;

•

Inter-sectoral Coordination for Prevention and Control of Zoonotic Diseases;

•

Integrated Disease Surveillance Programme (IDSP).

4. The Health & Family Welfare Department of Government
of Andhra Pradesh Initiatives
a)

H1N1 Influenza (Swine Flu) Control programme

b)

Department of health has taken effective measure to control the disease and to
prevent deaths. These measures include:

•

Establishment of 27 Treatment centres for Swine Flu management in State.

•

Formation of Technical committee with Professors from General Medicine,
Microbiology, SPM, Chest physicians and Director of IPM and state Nodal
Officers to review each positive case and each death case.

•

Formation of Rapid Response Teams in each District with Trained
Specialists on H1N1 to review and guide on testing and treatments.

c)

Malaria Control Programme: Intensified Surveillance, Rapid Diagnostic tests
(RDTs) were adopted extensively to detect the Plasmodium Falciparum (Pf)
cases in field as well as in institutions to provide Early Detection and complete
Treatment (EDCT).

d)

Revised National TB Control Program (RNTCP): The entire state of Andhra
Pradesh is covered under the Revised National TB Control Program (RNTCP)
since February, 2004 to bring quality diagnosis and treatment for Tuberculosis
free of cost. The services are available through 225 TB Units and 611 Designated
Microscopy Centers

e)

National Programme for Control of Blindness (NPCB): National Programme
for Control of Blindness is established in 1976 with an aim to reduce the
prevalence of Blindness from 1.4% to 0.3%. As per Survey of GOI, present
prevalence is 1%. The major cause of the blindness is Cataract.
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5. Initiatives Taken up under National Health Mission in Andhra
Pradesh
5.1. NTR Vidya Pariksha
Government of Andhra Pradesh has adopted the National Health Mission’s mandate of
providing 19 free investigations in PHCs, 40 in CHCs, 62 Tests in Area and District Hospitals
and it will benefit to the patients visiting 1157 PHCs, 192 CHCs, 31 Area Hospitals and 8
District Hospitals in all the 13 districts of A.P including Tribal and hard to reach areas.

5.2. Providing Tele Radiology Services
Provision of Radiology Services to all the patients visiting and prescribed by a doctor in all
the CHCs, Area and District Hospitals across the State of A.P is extended. Under this
intervention, image digitization from X-ray film, transmission and reporting by a
radiologist using FDA&CE through approved Tele-Radiology platforms is adopted. The
report will be made available online and hard copy will be made available in the institution.

5.3. Bio Medical Equipment Maintenance Programme
Under this programme steps for maintenance of all equipment across PHCs, CHCs, Area
Hospitals and District Hospitals with NHM Support is being undertaken.

5.4. Talli Bidda Express (Drop Back Services)
278 Talli Bidda Express vehicles are arranged in the state of A.P to drop back all the
postnatal women along with neonate and one attendant. These services can be utilized by
calling to 102 call center service.

5.5. 102 Call Centre
This facility is to provide the quality health services within the reach by providing
comprehensive services to all the pregnant women. As part of 102 services the following
services are provided to the pregnant women and children in the state.

•

24x7 Health Help Line for pregnant women.

•

Monitoring the Services provided to the pregnant women with special focus on
High Risk Pregnant Women.

•

Gauging the public perception and satisfaction on services provided by
health department.

•

Maintenance of database and software for real time display of all the services
provided by the call center.

5.6. Mahila Sishu Tracking System
The Government has provided 15000 Tablet PCs to all the Front line Health workers i.e.,
ANMs (first and second ANMs) and their supervisory officers. All ANMs were trained for
online updating of MCTS data through Tablet PCs. The objectives of this are:
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•

To bring down MMR & IMR by effective tracking & planning the delivery and
infant care.

•

Tracking of pregnant women with special emphasis on very High Risk and High
Risk Cases to reduce MMR.

•

Tracking Child Health from birth till the age of five to reduce IMR.

•

Auto identification of very High Risk cases and High Risk cases based upon
specified parameters.

•

Auto reference of very High Risk cases to the First Referral Units (FRU)

•

Linking to 108 for transportation of Pregnant Women.

•

Intimation of list of EDDs to EMRI before one month.

•

Mahila Sishu Tracking System ensures auto –generation of SMS in Telugu on
AN Checkups & EDD details to pregnant women, ANMs, MOs and Dy.DM&HOs.

5.7. NTR Baby Kits
Baby kits with all necessary articles are being distributed to all the mothers delivered in
public health facilities for the safety of new born.

5.8. MMUs (Chandranna Sanchara Chikitsa )
This initiative is to provide quality health care services at village level through MMUs on
Fixed days. This is being implemented in 13,296 villages which are beyond 5 km radius
from the health facilities across the state of Andhra Pradesh.

5.9. National free dialysis services
22 Dialysis centres are functioning under National Free Dialysis Programme.

5.10. Health ATMs installed at remote places
Health ATMs are meant for centers with GSM network where the out patients per day are
less and no doctor is available. Already 9460 patients were served through this service up
to June, 2017.

5.11. Scientific Sanitation & Hygiene Policy
This is taken up to keep all hospitals free from hospital acquired infections.

5.12. Expanded Eye Care Services
The Primary vision centres are established for eye care including surgeries.

5.13. MMHC 30+ Screening for Women Aged 30+
Screening of women for different cancers and other ailments is undertaken for early
detection of disease. Women are screened for Oral cancer, Breast cancer, cervical cancer,
vision, diabetes, hypertension and hormonal imbalance.
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5.14. E-Ausadhi Logging
This is for distribution of medicines freely. All institutions are enabled for this mechanism.

5.15. ANMOL (“ANM online”)
All Mother and Child services being provided by ANMs are being uploaded directly on
real time through the TABs.

5.16. Advanced Life Support Ambulances (ALS)
Mini ICU on wheels: One ALS ambulance per 5 lac population is planned under this
programme. 76 ALS vehicles are now being introduced in state in the pool of 435 BLS (108)
ambulances. In the fleet of 465 ambulances (108 Ambulances), 278 are being replaced by
new vehicles. 13 ALS have been provided by Sri. Suresh Prabhakar Prabhu, Central Minister
for Railway under MP LADS Funds.

5.17. Blood Bank Online and Blood Bank App
For online information on availability, request and donation of blood, Blood Bank software
is linked with National Health Portal. 16,972 people have downloaded the App on their
mobiles.

5.18. Sonology (USG Scan)
191 centres are already operational for delivering Ultrasound scans services to pregnant
women.

5.19. Expanded Dental Care Services at 52 Facilities (4 Centres in each
District)
Additional dental care services like Scaling, Filling, Root canal treatment is added at 52
Government facilities.

5.20. Specialists In-Sourcing
Website has been launched for specialists to offer their services at Government facilities.
28 specialists are providing services in Government Hospitals.

5.21. Aarogya Raksha
This is universal coverage to APL families. The Premium per member per is year Rs.1200.
All the family members have to be enrolled. Financial assistance to the tune of Rs. 2.00 lakh
/year/member.

5.22. Tele-Ophthalmology & Tele- Sonology
Tele-Ophthalmology in 115 centres and Tele- Sonology in all 232 centres has been started
under this programme.
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5.23. Mukhyamantri Bala Swasthya Bharosa (RBSK)
This is forming of 450 mobile teams with 2 doctors, ANM and Pharmacists to screen for
4Ds (Birth defects, Diseases deficiencies Developmental delays).

6. Status of Medical & Health Facilities Provided in Tribal Areas
The tribal population of Andhra Pradesh according to 2011 Census is 27.39 lakhs
constituting about 5.53% of the total population of the State, scheduled area with 38
Mandals, 4765 villages spread over in (5) districts viz., Srikakulam, Vizianagaram,
Visakhapatnam, East Godavari and West Godavari districts.
The Medical and Health Institutions in the tribal areas are as follows:
S.No.

ITDA

Tribal
Mandals

CHCs Anganwadi CHWs
Centres

PHCs

SCs

AHs

13

27

156

2

3

231

1213

8

20

119

1

4

421

1510

11

36

203

2

2

2268

3830

1

Seethampeta

2

Parvathipuram

3

Paderu

4

R.C.Varam

7

18

93

1

2

552

653

5

Chintoor

4

8

48

-

2

394

505

6

K.R.Puram

3

14

66

-

2

492

237

7

Srisailam

19

32

72

1

5

-

342

Total

65

155

752

7

20

4358

8290

The tribal health services have been introduced in 1995. In order to improve the health
conditions of STs in the State the following medical and health facilities are provided:

•

Strengthening of ITDAs in terms of Medical & Health: Government have
positioned (2) Addl. DMHOs and (4) Dy. DMHOs in the ITDAs to supervise the
medical and health activities in tribal areas along with the various other technical
and non-technical staff.

•

Area Hospitals/ PHCs/ CHCs/ Sub Centres: There are (7) Area Hospitals,
(155) PHCs, (752) Sub-centres and (20) CHCs in tribal areas to cater to the
needs of the Scheduled tribes.All these PHCs, CHCs, Sub Centres, Area Hospitals
and other medical infrastructure have been sanctioned with permanent
buildings.

•

Creation of Tribal Health Societies & Establishment of PMUs: Tribal Health
Societies are created to implement the programs of NHM. To monitor these
health aspects in ITDAs PMUs have established in all the ITDAs. Various
categories of posts in medical services are exclusively reserved for local STs vide
G.O.Ms. No. 68 SW (V) Dept., dated 16-4-1988.

•

Community Health Workers: Apart from the above facilities provided,
Community Health Workers have been put in place in the tribal areas to address
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the medical needs of the tribals and to act as link between community and Health
System. At present, in (6) ITDAs (8290) CHWs are working. An amount of Rs.400/
- is being paid as remuneration to CHWs. They are all trained on par with other
ASHAs to take up MCH care. An amount of Rs.5.00 Crs was released during
2016-17 towards remuneration including arrears. An amount of Rs.2.00 Crs is
allocated for the year 2017-18.

•

Birth Waiting Homes: Birth Waiting Homes (BWHs) are constructed to
improve the institutional delivery among ST women. JSSK funds are being
utilized for conducting cash less delivery to Pregnant ST Women and to provide
transportation and to provide wage compensation to the attendant in the Birth
waiting homes.

•

Powers Delegated: Financial powers delegated to Addl. DM&HOs and
Dy.DM&HOs (G.O.No.420, dated 27-10-2004)

•

Para-Medical Posts Reserved for Local STs: Government have reserved (28)
categories of para-medical posts in favour of local STs. (GO No.68, Social Welfare
(V) Department, dated 16-04-1988).

•

Ambulances for Emergency Health Transportation: Under RCH-II,
ambulances @ (2) per each ITDA have been positioned in tribal areas. Tribal
women groups / NGOs are managing them.

•

WD&CW Activities:
o

In order to control malnutrition among ST children, there are 24 tribal
ICDS projects in the tribal areas of the state of Andhra Pradesh with 2540
AWCs, 1818 Mini AWCs covering 1,32,691 children.

o

State Government has introduced Anna Amrutha Hastam programme
involving spot feeding of one full meal for pregnant and lactating women
at the anganwadi centre along with the administration of iron & folic acid
tablets.

o

The Scheme of Giri Gorumuddalu is introduced to address the nutritional
needs of the tribal children with an aim to eradicate the malnutrition among
children of the tribal areas.

•

Dr. NTR Vaidya Seva Schemes: This is a flagship programme of all health
initiatives of the State Government with a mission to provide quality healthcare
to the poor. The aim of the Government is to achieve “Health for All”, in order to
facilitate the effective implementation of the scheme, the State Government has
set up the Dr. NTR Vaidya Seva Trust.

•

Advance Action To Prevent Epidemics: Pre-monsoon anti-larval spraying
in tribal areas to commence as tribal areas get early showers in April itself.

•

Screening of Sickle Cell Anaemia: Identification of sickle cell, sickle cell trait
and disease, types and stages of testing of incidence etc.

•

‘Other Interventions: Various interventions taken up under NHM are like;
o

Need based utilization of available in-service/ Government Specialist
Services.
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o

Palkies, Contracting Specialist Services and Additional staff Nurses at
CHNC’s.

o

To ensure safe motherhood like institutional delivery, carrying pregnant
women to delivery centers through 108 service etc.

o

Honorarium to OBG, Pediatricians and Anesthetists conducting C-Section.

o

Free diagnostics in tribal areas are available from Medical & Health

o

Release of budget to Village Health Sanitation Committees in every Gram
Panchayat for sanitation purpose duly issuing instructions to the
Sarpanches of the Gram Panchayats, Panchayat Secretaries and Extension
Officers.

7. Initiatives by Tribal Welfare Department
•

Strengthening of PHCs/ CHCs: To strengthen the PHCs and CHCs in tribal
areas, the Tribal Welfare department is providing medical equipment through
APMSIDC with assistance of Rs.10.16 Cr from Govt. of India for the year 201617.

•

Medication & Spl. Diet to sickle cell anaemia/ severe anaemia/ anaemia:
As per the rapid survey to all the students in Tribal Welfare Educational
institutions, it is noticed that many of the students are suffering from anaemia/
severe anaemia with Hb levels ranging less than 11 mg/dl and 8 mg/dl. For this
purpose, it is proposed to provide special diet and medication to these students.
The same is submitted to GoI for providing Rs.8.34 Cr assistance under CASPS
to cover around 90,000 students.

8. New Activities Taken up to Improve the Health Care in Tribal
Areas
•

The line of Drugs available in PHCs, CHCs and AHs increased with respect to
baseline data to 160, 249 and 270 respectively. Quarterly ceiling of budget was
removed for easy drawl of drugs from the CDS and free flow of drugs in tribal
areas.

•

The number of Diagnostic tests available in PHCs are increased from 7 to 11 on
outsourcing duly including Thyroid profile, Liver function test, renal function
test and Heamoglobinopathes and there by increased the total diagnostic tests
to 23( 12 in house and 11 outsourcing) . CHCs and AH’s shall have 21 and 42
tests done on outsourcing in addition to the 19 tests done in house.

•

15 additional Chandranna Sanchara Chikitsa services at shandies in tribal areas
shall be operationalized by 15th October depending on the density of participation
so as to provide more health care to the tribals. The existing roadworthy vehicles
withdrawn from the 108 fleet are going to be utilized and additional medical and
paramedical services shall be available for health screening at shandies and Rs
437 lakhs would be utilized for these additional services.
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•

RFP was floated for providing the 122 feeder ambulances on PPP mode in tribal
areas for transporting the patients from the inaccessible areas and an amount
of 223 lakhs would be utilised for running these services (at least one patient per
day per feeder ambulance).

•

It has been decided to provide SNCUs in all 21 CHCs and AHs, so that targeted
care can be provided to sick new born and to reduce IMR in tribal areas. Tenders
for PPP will be advertised by APMSIDC and process concluded by October 15th.
All additional SNCUs shall be made operations by 15th Nov 2017 in a phased
manner with 2 SNCUs every week. Rs 1260 lakhs would be required for
establishing and operationalizing 21 mini SNCUs in tribal areas.

•

Establishing e-sub centres: PPP mode telemedicine at 40 sub centres (20 in Paderu
and 10 each in Rampachodavaram and Parvathipuram) shall be established in
order to improve health advice and telemedicine treatment for habitations
located at more than 3km away from approach road. All e-sub centres with
drug vending machines operationalised from 30th Oct 2017 in a phased manner
and Rs 160 lakhs would be required for the additional services.

•

As part of Operation Theatre modernization programme, all the OTs in PHCs;
CHCs and AHs shall be modernized. APMSIDC would undertake modernization
with 500 lakhs in 26 CHCs and AHs in tribal areas.

•

All PHCs in tribal areas were converted in to 24X7 operational in ITDAs. 604
additional manpower shall be positioned for round the clock services in primary
health care level in tribal areas.

•

To evaluate the feasibility of mission organizations like Ramakrishna Mission,
RDT, Sathya Sai Mission, Chinmaya Mission etc, to adopt individual ITDAs to
provide additional medical facilities; detailed workshop was conducted to work
out to avail the strengths of these mission organizations in specialist care,
health camps and adopting the patient services in tribal areas.

•

All (155) PHCs in Tribal areas were converted into 24 X 7 PHCs. 604 posts
(MOs-84, Staff Nurses-208, Nursing Orderly-208 & Sanitation-104) were
sanctioned.

9. Summary
The tribal health issues can be only addressed through a multidimensional approach. The
schemes in vogue by Central and State Governments need to be effectively implemented in
order to achieve the success.

10. Recapitulation
•

List the initiatives under the National Health Mission.

•

What are the specific programmes of the government of Andhra Pradesh for tribal
areas?
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11. Key Terms
Government, Health, Prevention, Schemes.

12. Activity
•

Find out the awareness of tribals in regard to ‘A nna Amurtahastam’ and ‘Giri
gorumuddalu’ schemes.

•

Review the performance of Community Health Workers to understand their difficulties
of role performance.
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Cultural Context of
Health and Illness

T he Gond medicine men of Adilabad district in Telangana say that Gouru is a child specific

illness that occurs mostly in case of children aged 1-7 years. The initial symptom of this
illness is fever and appearance of (moti) rashes all over the body gradually. The child affected
by this illness would not eat properly and would sleep most of the time. Similarly the
child would feel uneasy to sit or stand in the sun or bear sun light. This illness is believed to
be caused by the goddess Gouri. However, the illness is considered communicable as it
spreads from one to other due to physical contact or use of belongings of the one who
suffered from this illness.
Gonds similarly inform about another illness known by the term Sanal loktar. This occurs
due to the visitation of ancestors in the dreams of the members. This is recognized by the
accounts given by the patient of his or her dream and also occurrence of fever with shivering.
The members suffer from sleeplessness and some kind of fear (would not allow even the
family members to touch them). It is also believed that this illness may gradually evolve into
yerri maddanna, a severe mental disorder.


Why do you think the tribals attribute many illnesses to the supernatural beings?

What role you think the ethnomedical practitioners in tribal communities play in the
health care of their members?
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1.

Introduction

H

ealth has always been a major concern for all the communities across the globe.
Hence, the saying that health is the real wealth is common in many societies. People
often try to get rid of illnesses and there are so many ways which they try to remain
healthy. However, the way health and illness are perceived by people vary from culture to
culture. The behaviour of individuals i.e the decisions and choices people make to remain
healthy and/or to recover from an illness are also influenced by the culture they belong to.
In other words, culture has a vital role to play in the understanding of how people respond
to illness and how people choose to live healthy. Recognition of this fact clarifies to us on
why the illiterate tribal people do not respond to illness the same way as an educated
member who has some knowledge of biomedicine (allopathic system of medicine). Often
we are baffled with the behaviour of the tribal people when they do not take symptoms as
seriously as one would expect them to do or when they depose faith in a magico-religious
healer for treatment of an illness. To understand such behaviour and to successfully tackle
such phenomena, we need a patient-centered culturally sensitive healthcare delivery. What
Berlin and Fowkes proposed with their mnemonic, “LEARN”, is appropriate to note in
this regard. We must Listen to their concerns, Explain the problem, Acknowledge alternative
forms of therapy, Recommend treatment within the cultural framework whenever possible,
and Negotiate agreement. Kleinman et al pointed out that “Illness is culturally shaped.” It
is shaped by a multiplicity of factors including perception and coping skills, as well as the
social level of the patient. This understanding will help to take care of both the moral
imperative of doing the right thing to patients and the pragmatic imperative and thereby
to ensure right doctor-patient relationships and satisfactory compliance to treatment.
This enhances what Solomon (1992) said ‘cultural competence’ i.e the ability to understand,
appreciate, and work with other cultures and belief systems. This unit looks at these aspects
with reference to tribals in general and tribal communities of Andhra Pradesh in particular.

2. Learning Objectives
After reading this chapter, one is expected to:
(1) Understand the differential conception of health and illness;
(2) Understand that illness etiologies of tribals are very different;
(3) Understand that symptoms are differently perceived, labelled and communicated
in different societies;
(4) Understand that culture influences our attentiveness to pain; and
(5) Understand the general health seeking and illness behaviour of tribals.

3. What is Health? Is Health Differently Conceived in Different
Societies?
On a superficial note, we may believe that health is understood in the same way by members
of all communities. This is because, people of all communities generally respond as ‘good’,
or ‘active’, or ‘potent’ when enquired about their health. In tribal communities, members
generally believe themselves to be healthy when they are not hindered to undertake their
economic roles or social responsibilities. This is because they are concerned with what we
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can say ‘functional health’. Some may also think they are healthy because they are able to
eat well and digest well, sleep well and derive satisfaction of participation in different
socio- religious activities of the group. Thus, a ‘minor’ injury or some skin infection or
bodily discomfort that is within their tolerable limits is not considered as an illness and so
such condition is ignored. Skin infections, irrespective of the age of the person, are not
considered for any immediate health action in many tribal societies. A cough is similarly
not reported early even when it is for a long time and possibly due to pulmonary
tuberculosis.
Terms used and the meanings derived by the Chenchu tribesmen for denoting
health and illness further clarify the differential notion tribal people have in regard to
health and disease.(Prasad and Gangadharam, 2015).The term used for health by
Chenchu men and women is ‘arogyam’. Being healthy (arogyam) basically means ‘one is
active’ (chalaki) and is able to perform his work well. In regard to the health of a child, the
Chenchu members particularly emphasize ‘being active’ and ‘being fleshy’. Women in the
age group of 16-45 or so are considered healthy if they possess strong waist (birruga
dittamaina nadumu). Members of Chenchu community categorize the individuals into 1)

vedi ekkuvunna peyya 2) vedi takkuvunna peyya and 3) vedi-challa samanga vunna peyya,

according to the distribution of heat and the cold contents in the body of the members.
What is important to note is that the Chenchu consider those possessing ‘excess heat
bodies’ are healthier, as they can withstand heat, work more hours and do not get tired
early. Similarly, the members with the equal quantum of heat and cold are considered
to be better in respect of health than those possessing ‘cold bodies’. It is held that those
with ‘cold bodies’ are susceptible to many illnesses and so they are not very healthy
persons. The Chenchu members recognize those who sweat in their palms and soles as
those possessing ‘cold bodies’ Those whose bodies are warm are considered as ones
possessing ‘excess heat bodies’.
The Chenchus conceptualize the illness as panam bagaaledu or jabbu chesindi.
The phrase panam bagaledu is used to mean that the life-force is not well. This means that
a person is not well or incapacitated, and may require the help of somebody to perform
normal chores. The state of panam bagaaledu indicates an uncertainty with respect to
one’s own health condition. It is a stage prior to definite diagnosis of an illness. It is a stage
where a person may stay back at home but may not lie down completely.
The distinction maintained between the terms jabbu chesindi, jabbu to padinadu
and jabbu manishi by the Chenchu in relation with illness further clarifies the Chenchu
perception of illness. Jabbu for Chenchu signifies guaranteed ill health. Depending upon
the intensity, nature and symptoms, Jabbu is categorized differentially. Jabbu does not
include pains, itches, wounds, aches etc., while‘jabbu chesindi’, means sickness has
occurred. Jabbutho padinadu refers to a person who is bedridden with fever and the
phrase jabbu manishi designates an individual who is suffering from chronic illness.
When it is said jabbu chesindi, it means the diagnosis is not yet made and that social
recognition of sickness is not fully conferred. Hence the person is usually advised not to
sleep. He is encouraged to do some light tasks instead of staying idle.
Further, a deeper examination of how members of different communities view health
and illness will also reveal that health and illness are differentially perceived in different
cultures. Phenomena considered as symptoms of health/disease may not be considered as
health/disease in another society. This is because cultural contexts determine what is healthy
and what is an illness in the indigenous societies. (See Box 1 below)
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Among the Thonga, a tribal society in Africa for example, having intestinal worms
is not a disease and in fact, it is considered as a good sign of health as they are
assumed to help in digestion. Among the Mayan Indians of Guatemala, worm
infection is normal as long as they do not vomit. Among the Amazonian Indians,
those whose skins are blotched because of a disease pinta, (diachronic spirochestisis)
are regarded as normal. Yaws (scars on the skin) among the Mano of Africa is not
considered as a disease state. Breech delivery which calls for cesarean section is
considered good among the Gonds of Adilabad district in Andhra Pradesh as the
baby born out of such condition is a born geo engineer capable of identifying
groundwater. Birth of twins is considered as unnatural among certain tribes of
Manipur and the infants are killed in such a case. Masturbation is considered as
abnormal in rural India and so is ‘excessive sex desire’ that require consultation
with a professional health provider. Homosexuality was considered as abnormal
till recently even in West. Women who may be suffering a mental health problem
and frequently getting possessed may still be considered as normal in a tribal society.
Similarly, a man who is otherwise physically healthy but ‘too lazy’ and ‘irresponsible’
may be considered as an ill person in some other community.

4. How is a distinction between disease and illness important?
Since health and illness may be differently conceived, we should recognize that members
may be considered having disease by a qualified doctor according to some clinical
parameters, but the same may not be accepted by members because the member is
considered not ill according to cultural definitions. It is this fact that leads to a distinction
between the concepts ‘illness’ and ‘disease’ in Medical Anthropology. This distinction is
important to understand the health behaviours of people in many cases. Illness is seen to
be informed by social and cultural dimensions, whereas disease by clinical phenomena.
According to Conrad and Kern (1981), the disease is the bio-physiological phenomena
which manifest themselves as changes in and malfunctions of the human body. More
simply, it refers to bio-medical deviance that can be objectively measured. For example, we
talk about normal body temperature, blood pressure, sugar level etc., and a deviance from
these normal measures are assumed to be a state of disease. Illness, on the other hand, is
the experience of being sick. It is a feeling state. Accordingly, we can see disease as a
physiological state and illness, the social psychological state. People may feel ill even in the
absence of any disease and similarly, they may be actually having a disease according to
medical parameters but do not feel or experience illness. If we recognize this, we can note
that there is the possibility of one being ‘Culturally ill’ and one being ‘Clinically ill’. The
following table further elaborates the consequences of this distinction.
Clinical definition

Cultural definition

Not ill

Ill

Not ill

A

B

Ill

C

D

Cultural Context of Health and Illness • 53

Who matters?
From the perspective of medical institutions, the number in cells A presents no problem.
Members in D too present no problems in the sense that these members are willing to take
medical care and thus they not only help themselves to maintain good health, but of the
community too by limiting the spread of diseases to others, if they are suffering from any
infectious disease. Thus, the greater the numbers in A and D, the better it is. The greater the
numbers in B and C, the greater the problem. In tribal communities, the ‘culture-bound
syndromes’ (refer Rebhun, L.A., 2004) represent the cases in cell C. Since these members
define themselves as ill, which is not approved by the biomedical practitioners (such people
are treated as hypochondriacs by them) , they resort to magico-religious healers for
treatment of their illness. Further, such a situation leads to questioning the ability of
medical professionals and the completeness of medical knowledge. In tribal societies
probability of members representing Cell B are also high. These are like who have been
screened for TB in its initial stage, but who do not accept the disease. Not perceiving ill
also means not motivated to take action. And hence in such cases, consequences can be
negative.
Interestingly, the tribals, much like many others, when diagnosed as having pulmonary
TB on the basis of a sputum examination may not accept the diagnosis and so do not
cooperate to be put on treatment. That means at this stage, he is clinically ill, but culturally
not ill. After a few months when the disease progresses, he will accept the diagnosis and he
may also cooperate for treatment. On successful completion of treatment and when the
sputum examination shows negative at the end of the treatment, the patient is declared as
‘cured’ by the medical practitioners. It means that he is clinically not ill. But the patient
continues to suffer from some of the symptoms including blood vomitings. Many a times,
the patient does not accept that he has been cured and so will insist on the continuation of
treatment. This means that he is culturally ill and not clinically ill at this phase.

5. What are the Health and Illness Behaviours?
Health behaviour is often regarded as a person’s way of trying to stay healthy by preventing
diseases, injury or any unfavourable health condition. Illness behaviour is a subset of
health behaviour as it refers to the behaviour undertaken by ill persons in order to regain
their health. Kasl and Cobb (1966) stated that health behaviour is any activity undertaken
by a person believing himself or herself to be healthy, for the purpose of preventing disease
or detecting it in an asymptomatic stage.Thus, the beliefs held by the people to stay healthy
(e.g practice of suryanamskar every morning), expectations of people (e.g early dinner will
help proper digestion of food), motives that people may have for maintaining good health
(e.g. a motive that one requires healthy life in order to fulfil one’s social obligations), values
of people (e.g value that health is wealth), perceptions (e.g. perception that health is decided
by our will) are part of our health behaviour along with personality characteristics, overt
behaviour patterns, actions and habits that relate to health maintenance. Health behaviour
comprises of all such activities that people do or refrain from doing so as to improve or
maintain their health conditions. This need not always be consciously or voluntarily
done.Our health behaviours include both preventive as well as protective behaviours.
Preventive behaviours are like acceptance of vaccination, wearing shoes, helmet, gloves
etc., being careful about timely food/sleep, fasting on certain days etc.. Protective behaviours
include those actions individuals perform in order to protect their health. These may not
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be medically approved practices and may not be objectively effective. For example, some
people wear a certain ring or stone that is thought to have magic powers and to bring them
good luck.
It is important to note that the health behaviours of tribals are deeply rooted in their
culture. Their health behaviours are particularly guided by their health beliefs. For example,
they prescribe and proscribe various foods to members according to their age, sex and
body constitution. Food taboos are practised to maintain health during pregnancy.
Similarly, they follow rituals both at the family level and also at the village level in order to
prevent different illnesses. Individuals may also be prescribed to wear talisman to prevent
some specific illness. However, vaccinations to prevent illness may not be part of their
health behaviour. The value of medical camps for early detection similarly may not be
recognized. The culturally recognized preventive behaviours are given greater significance
in their health behaviours. Some of these culturally recognized behaviours are simply
based on their indigenous knowledge relating to food, drink, exercise, rest and functioning
of the body, while some others are just based on belief systems relating to supernatural
beings and their actions.

6. Illness Behaviour
For Kasl and Cobb, illness behaviour includes any activity undertaken by a person who
feels ill to define the state of his/her health and to discover a suitable remedy. This includes
all those actions undertaken by persons who are uncertain about their wellbeing; troubled
or puzzled by bodily sensations or feelings that they believe may be signs or symptoms of
illness; who want to clarify the meaning of those experiences and thus determine whether
they are well; and who want to know what to do if they are not. Illness behaviour thus also
includes the actions and decisions taken for treatment after the diagnosis is made in order
to recover at the very earliest.
The reader of this unit may have observed that tribals in many cases do not hurry to
ascertain the diagnosis after the onset of symptoms. They deny the illness for long. Then
prefer to consult a local healer on the advice of the family members or other community
members. Even when the biomedicine is acceptable, the first contact may be made with an
unqualified biomedical practitioner (RMP). Approach to a qualified biomedical practitioner
is not only delayed but also many times his diagnosis too may not be accepted. Even when
the diagnosis is accepted, the treatment is not started soon due to lack of social and moral
support or financial problems. The treatment may be started, but the compliance to
treatment is unsatisfactory. This process of diagnosis and treatment may involve a lot of
shopping i.e consultation and advice from many health providers – both traditional healers
and practitioners of modern medicine. The decisions and choices and the behaviours
undertaken during the bout of illness are what is illness behaviour and the illness behaviours
of tribals are influenced by many factors. Some important cultural factors in this regard
are summarized below.

7. The Significance of Social Recognition of Illness for Medical
Care
When a person defines himself ill, the first thing he/she is expected to do is to report the
symptoms to the close kin/family members. They are in turn expected to evaluate these
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deviant signs and recognize that the person is actually ill. It is this social recognition of
illness that leads to other important health decisions in order for the ill person to recover.
If the social recognition is not granted, no action for treatment or healing of illness is
possible. Once the people who complain of illness get the support from family and if the
illness is thought to require professional help, the help of health professionals is taken.
When the family members fail to recognize the illness, then also a professional’s help may
be taken to grant the legitimacy of ‘sick role’ (refer http://www.jstor.org/stable/3349493) to
the ill person. Thus, it should be noted that social recognition of illness and grant of the
legitimacy of the sick role are important for any action in regard to claims of sickness by
individuals in any community. One who has the authority to grant these statuses, of course,
may vary from one society to another. For example, the status of the sick role may not be
granted early to women and particularly to daughters-in-laws of the family. Similarly, the
status of sick role may not be given easily to the aged members of the family. The local
magico-religious healers and herbalists may also play an important role in this regard in
tribal societies since the family members may first approach them in case of any illness.

8. Illness Etiologies in Tribal Societies
Illnesses, in tribal societies, are seen as ways of maintaining moral orders, as if they are
punishments by supernatural powers for wrong social conduct. Etiology and curing are
to provide support and sanction for the moral and social system.Where illness is a sanction,
there etiology is the strongest guide to social expectations. For example, hospitality is an
important value in many tribal societies; failure to share generously with guests exposes
the host to the threat of illness. Thus illness etiologies in tribal society emphasize the role
of supernatural and human or non-human agents. (See unit 4.5 for more details). The
illness behaviours are firstly guided by these etiologies held by the tribal community. The
delay in seeking care from a biomedical practitioner is more often due to the efforts of the
tribals to know whether or not the disease is due to a supernatural or human agent.
Further, there will also be some shopping for diagnosis through consultations with many
such indigenous healers.
Over the years, though there has been an increase in the number of people who resort
to biomedicine, there is a significant number of people in tribal communities in Andhra
Pradesh especially among the PvTGs, who resort to ethno-medicine during illnesses
(either completely or during initial stages of illness). It is to be noted that in many cases the
consultation of biomedical practitioners will be on the advice of ethno-medical
practitioners.
Consultations with magico-religious healers could be out of societal pressure.
This is because, the support of the community members that may be inevitable in case
he is to seek treatment from a biomedical practitioner at a distant place and so involves
some expenditure, can be possible only when he is not found guilty of committing some
sin or when he is not the victim of an attack by a human or non-human agent. So,
maintenance of cordial relationships with magico-religious healers by the health workers
in order to ensure referral of his clients directly and at an early stage of illness to qualified
biomedical practitioners is a pragmatic approach.
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9. Conceptions of Perceived Severity
According to Health Belief Model, health actions depend on 1. perceptions of susceptibility
to some condition; 2. Perceived seriousness of that condition; and 3. perceptions of the
availability of behaviours that prevent or treat that condition. As it was noted earlier, it is
according to the values, beliefs, ideas and other aspects of our culture that we decide
whether or not some condition is to be considered an illness. Similarly, even the severity
which we attribute to the illness condition varies across communities. Symptoms which
are not perceived to be severe do not result in quick decisions for appropriate health care.
It is however noted that the perceptions of susceptibility and perceived seriousness of the
condition were more important considerations earlier. The perceptions of availability of
behaviours that prevent or treat the conditions have emerged as more important in the
recent years.
Thus, the tribals may be reluctant to take the symptoms of pulmonary TB seriously until
the vomiting of blood is experienced. The gynaecological disorders, similarly may not be
perceived seriously. The symptoms like swelling of feet during pregnancy may not be taken
as one that warrants the attention of qualified medical practitioner. It may be simply
treated, as in the case of Gonds of Adilabad, just as an indication of the girl child in the
womb of the mother. Culture influences attentiveness to symptomology. This means
symptoms are differently defined, expressed and accorded significance in different
cultures.

10. Cultural Influences of Attentiveness to Pain
Culture also influences attentiveness to pain. We should understand that pain is a very
subjective concept since it varies from person to person. Generally, the tribal cultures
encourage tolerance to pain. The biological sensitivity to pain is unlike the non- tribals.
The high tolerance threshold to pain, which is the result of their distinct socialization
processes, too affects their illness behaviour.

11. Ethnophysiological Notions and Health Behaviour
The tribal communities have their own understanding of different organs in the body,
their functions and malfunctions. Similarly, they also have some understanding about the
vital fluids in the body like the blood and semen and their role in health and illness. These
notions are very much like the shared knowledge of the communities. Such notions often
influence their health behaviours. For example, in many societies, pregnant women are
advised to reduce their diet and especially the foods that produce ‘gas’ in the stomach. This
practice is based on their understanding that ‘baby grows in the stomach’ and that baby to
move freely, enough space is required in the stomach’. Thus it is construed that if food is
consumed in excess, it occupies the space and that this, in turn, makes the baby
uncomfortable. The ethnophysiological notions of these people may not have any mention
of the uterus and that baby grows in the uterus. Similarly, among the Chenchu, fevers are
many times felt to be due to excessive indulgence in sex and due to loss of ‘vital fluid’ that
makes the body weak. Blood is considered a very important vital constituent of a healthy
body. The loss of blood in any form, (except the menstrual blood which is considered as
polluted blood) is also of great concern generally.
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12. Culture Influences the Moral and Social Support the
Individuals Receive
Illness conditions cannot always be dealt single-handedly by a person. If illness requires
hospitalization or prolonged treatment, there is a need for support from many in order to
cope with illness and also to meet the needs of the family. The way we seek help in these
situations is also influenced by culture. Social selection of members for help depends on
cultural characteristics. For example, a man may seek the help of his siblings or members
of his decent group when he or his children are ill. But, when his wife is ill, the obligation of
his affinal kin ( kin related to him through his marriage with a woman) is pointed out.
(refer Therapy management group in unit 6 for more information).Thus in the tribal
societies, the individual’s choice of treatment and other health decisions depend on how
much support a sick person or his family will receive. This is again dependent on norms
relating to who is expected to extend support, in what form and how long.

13. Summary
The unit throws light on the role of culture in the understanding of health and illness. It
highlighted that:

•

Health is differentially conceived in different cultures. What is health in one
culture is an illness in the other.

•

Symptoms are differentially perceived, evaluated and acted upon (or not acted
upon) by different kinds of people in different social situations depending on
earlier experiences, differential socializations, different biological sensitivities.

•

Culture influences attentiveness to pain and symptomology; The way pain and
symptoms are defined, expressed and accorded significance; socially labelled,
the extent to which help is sought; the claims made on others.

•

Culture influences or determines the help-seeking including in the contexts of
illness.

Social selection of members for help depends on cultural characteristics.

•

Cultural patterns and typical ways of life give substance to the manner in which
illness is perceived, expressed and reacted to.

•

Cultural context defines the conditions that are recognized, the causes to be
attributed to them, and the persons who have legitimate authority to assess and
define such conditions.

The health status of tribals will improve when they have health facilities that are
accessible, acceptable and affordable. The unit is an attempt to provide guidelines on how
to increase the cultural competence of officials so that they become more acceptable.

14. Recapitulation
•

How do you think culture influences perception of health and illness?

•

How do you think understanding the distinction between illness and disease will
help in a cultural sensitive health care delivery?
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•

How do you think culture influences the response to pain, expression of pain and
communication of symptoms?

•

What is health seeking behavior? How do you think tribals respond to chronic illness?

15. Glossary
•

Culture-bound syndrome- Culture-bound syndrome describes an illness or a
combination of symptoms that is recognized as a disease or disorder only within a
specific culture or society and thus, often not recognized as a disorder in another
culture or society.

•

Ethno medicine- Ethno medicine explores the medical institutions and the manner
in which peoples cope with illness and disease as a result of their cultural perspective.
It refers to the study of traditional medical practice which is concerned with the
cultural interpretation of health, diseases and illness and also addresses the healthcare
seeking process and healing practices (refer http://caribbean.scielo.org/pdf/wimj/
v55n4/ a01v55n4.pdf ).

•

Illness etiologies- Etiology deals with the study of causes of illnesses/ diseases. It is
the study of all factors that are involved in the development of the illness/ disease
including, the susceptibility of the patient, the nature of the disease agent, and the
way in which the patient's body is invaded by the agent (refer http://web.mnstate.edu/
robertsb/306/ Disease%20Etiologies%20in%20Non%20Western %20Medical%20
Systems.pdf).

•

Health belief model- The Health Belief Model (HBM) relates a socio-psychologic
theory of decision making to individual health-related behaviours. The concept tells
that health behaviour is determined by personal beliefs or perceptions about a disease
and the strategies available to decrease its occurrence (Refer http://www. jblearning.
com/samples/0763743836/chapter%204.pdf.

•

Sick role- The concept of sick role in medical sociology/ anthropology concerns the
social aspects of becoming ill and the rights and obligations of the sick person. The
concept was popularized by Talcott Parsons in 1951.

16. Activity
•

List the illnesses that are prevalent among the tribes you are familiar with. Find out
which illnesses are thought to be caused by supernatural powers? Find out who is
contacted first in case of such illnesses?

•

Find out if women suffering from the same illness as men are treated differently. If so,
find out the reasons.

•

Find out how the members of the tribe you are familiar with, decide which symptoms
are dangerous and why?

•

Find out the number of providers of ethno medicine in the area where you are working.
Find out members approaching them suffer from what illnesses? Negotiate with
them to refer to a qualified biomedical practitioner after some advice to the patient.
Find out what conditions are set out by the ethno medical practitioners in this regard.
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Health and Magico-Religious
Practices of Tribes

“Ensuring the high quality of services at the community level involves:
•

identifying the range of services available at community level;

•

ensuring an adequate referral system; identifying people (e.g. public health workers,
community representatives or volunteers) who will provide a link between health
services and local communities/patients;

•

Providing regular support to community-based activities.

A routine supervision system to monitor and support the services and care provided at
community level should be established. Motivation of the involved community members
is encouraged by regular support.
The range of services provided at community level should be tailored to community and
patient needs, rather than to the convenience of the health services. In settings where there
is no existing community involvement initiative, it is important to identify people who are
able to provide an effective link between health services and local communities”.

Implementing the WHO Stop TB Strategy: A Handbook for National Tuberculosis Control
Programmes, World Health Organization, Geneva, 2008.
What is your opinion in regard to the advantages and disadvantages of involving
community institutions in tribal areas in the government initiated health programmes?


How do you think we can bridge the relationships between the health workers and the
community based voluntary health care providers in the tribal context?
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1. Introduction

E

very society, irrespective of its degree of complexity has its own system of health and
healing. Traditional healing has been the major system of healing pre-independence.
The introduction of western medical system or the biomedicine took place with
colonization. Today, it rose to be the dominant medical system nation-wide. While majority
of urban dwellers comply with biomedicine, traditional healing system has been the
predominant choice of health and healing in tribal areas even today. Tribal health cultures
are very distinct since their disease aetiologies are very different. The diagnosis and
treatment practices of them are hence not only different but are considered as rational as
they are derived from the disease aetiologies they hold. It is through the ethnomedical
practitioners in tribal communities that the health beliefs, knowledge and health practices
are primarily transmitted from one generation to another. Religion, magic, health and
illness are intertwined. The traditional healing methods through the use of medicinal
herbs as well as healing rituals, address both mind and body. The health practices and
health institutions of their societies have a strong influence on acceptance of health
innovations, including biomedicine. It is observed that the immediate choice of tribal
would be the traditional healing system in case of many ailments and the ethnomedical
practitioners are the primary care givers. This unit especially focuses on magico-religious
practices relating to health and illness among the tribes of Andhra Pradesh to provide an
understanding into the role of magico-religious practitioners in therapy management
and also community participation in healthcare of the tribal societies.

2. Learning Objectives
(1) The meaning of traditional healing and traditional healers;
(2) To understand various magico-religious practices among the tribes of Andhra
Pradesh;
(3) The meaning of therapy management and therapy management group; role
of magico-religious practitioner in therapy management;
4)

Primary Health care Approach- a brief introduction;

5)

Community participation in Primary Health care and the possible role of
ethnomedical practitioner.

3. Meaning of ‘Traditional Healing’ and ‘Traditional Healers’
Traditional healing is one of the oldest forms of restoration of health throughout medicine.
It implies the beliefs and practices relating to health and healing which are the products of
cultural development in a given society. WHO has defined traditional medicine as “a sum
total of knowledge, skill and practices based on the theories, beliefs and experiences,
indigenous to different cultures whether explicable or not, used for maintenance of health
as well as in the prevention, diagnosis and improvement of treatment of physical and
mental illness”. One can say that all other forms of medicine took off from traditional
medicine. Traditional medicine operates on a fundamental set of ideologies and this
knowledge is possessed by the traditional healers. The traditional healer “is a person who
is recognized by the community in which he lives, as competent to provide health care by
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using certain methods based on the social, cultural and religious background, as well as
on the knowledge, attributes and beliefs regarding physical, mental and social well-being
and the causation of disease and disability”.

4. Medical Systems of Tribal Societies
Traditional healers are present all around the world and they are respected by the members
of the society. Also, they are believed to possess supernatural powers and the power to
transcend themselves with the “spirit world” and it is believed that through these powers
they provide healing to the members of the society. Although the local names vary greatly,
we can categorise the traditional healers based on the disease aetiologies of the people. In
this regard, George M. Foster identifies two types of medical systems namely naturalistic
and personalistic. Firstly, when the cause of disease is attributed to purposeful interaction
of an agent, who may be human (a witch), non-human (a ghost or ancestor or evil spirit)
or supernatural (a deity or a very powerful being), it is classified as personalistic. In such
cases, the patient consults a magico-religious practitioner. Naturalistic system comprises
of etiologies other than the ones included under personalistic system.

5. Health and Magico-Religious Practices among the Tribes of
Andhra Pradesh
Although body ailments are biological in nature, their prevention and cure is governed by
a complex network of medical and non-medical parameters. The social, cultural and political
elements present in a society invariably affect the two way process of seeking and delivery
of health care. Magic is the imperative part of tribal life. The belief that supernatural
beings and ancestral spirits are causative agents of a variety of illness is prominent among
the tribal. These beliefs greatly direct their health seeking and illness behaviour. Accordingly,
magico- religious practitioners in a tribe become the immediate choice of health providers.
Magico- religious beliefs and practices by and large are present among all the tribes of
Andhra Pradesh. Few of them can be summarised as below:

6. Traditional Healers in Some Select Tribal Communities in
Andhra Pradesh
Every tribal community in Andhra Pradesh has socially recognized ethnomedical
practitioners who deal with magico-religious healing. They are called by different terms
like among the Kondadora, Bhagata, Khonds and Valmiki, they are called guruvulu; among
the Kolams, they are vejju and devari; among the Koya, they are called vejju, among the
Kondareddy and Yanadi, they are vaidulu; and among the Gonds, they are Bhaktals. In
many tribes’ women also take to magico-religious healing along with men. Their strength
varies from 3 to 10 in different tribal villages. They do maintain cordial relationships and
also follow the practice of referrals in many cases.

• Institution of “gadde cheppedi varu” among Chenchus
The Chenchus, a designated scheduled tribe, are present in Andhra Pradesh, Telangana
and Orissa. Chenchu consider illness as a sort of misfortune. Any misfortune, including
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illness is attributed either to spirits or the supernatural beings. They believe that illness
may result if gods and goddesses are neglected. Similarly, the gods and goddesses may also
cause illness as a sort of punishment for the immoral behaviours or socially disapproved
acts of the members. Sometimes illness is explained in terms of an inappropriate behaviour
or negligence of the community as a whole. Generally, epidemics are attributed to the
misconduct or negligence of the whole community. The belief in the existence of nonhuman beings – ‘deyyalu and bhutalu’ wandering freely in the air is also important in the
explanation of cause of illness among the Chenchu. The illness caused by the non-human
beings is generally referred to as ‘gali sokindi’. However, to establish the particular cause of
the disease, the magico-religious practitioner is sought. Among the Chenchu, it is 'gadde
cheppina varu' are consulted in case an ailment. Certain Chenchu members who possess
divine power and are capable of answering questions of the members in regard to why
illness and who caused illness undertake this gadde cheppadam. The institution of gadde
cheppedi varu plays a significant role among them as their advice by observation of
symptoms or by means of symptoms reported by the ill person, is crucial for subsequent
health decisions and choices. For example, when the illness is diagnosed to be due to
spirits, services related to datinpu are provided. Datinpu is a sort of driving away of the
causative spirit from the body of the member suffering from an illness. Further, there are
also some who provide the services of datinpu exclusively in their society. Datinpu does
not require a special divine power, but is a ritual on which only some have command.
When the illness is diagnosed to be due to curse of the gods and goddesses for wrong
behaviour or negligence to respect them, the gadde cheppedi varu mediate the confession
and promise of the ill person or their family members with the deity.

• Bhaktals among the Gonds
Gonds associate many illnesses with supernatural agents either directly or indirectly. Two
levels of causation are often suggested for many illnesses. A particular god or goddess is
taken to be the ultimate cause of an illness. These gods and goddesses may, however, work
through certain natural agents. Thus, according to them such illness can be treated only
by a combination of religious treatment and treatment with certain natural products. It is
also believed that treatment of an illness attributed to an exclusively natural agent too
requires blessings of the supernatural agents. The medications prepared from natural
products are assumed to get their healing power only after the gods and goddesses activate
such power in them. Thus, religious healing is an inseparable aspect of health, illness and
medicine among the Gonds. The religious healer among the Gonds is called ‘Bhaktal’. He is
the one to whom Gonds approach for treatment of a variety of illnesses. Bhaktal means a
devotee. Each Bhaktal is necessarily a devotee of a specific god or goddesses like Eswar,
Hanuman, Kali etc. All Bhaktals relate their healing powers to the blessings of that specific
god or goddesses. Bhaktals are knowledgeable persons of herbal and non-herbal medicines.
Their treatment consists of administration of natural products as medicines, if the illness
does not disappear after the initial phase of religious treatment. During the initial phase of
religious treatment, the Bhaktal offers special prayers to that specific god/goddesses and
assures him/her that he will arrange appropriate offerings by the patient’s family. If the
patient has recovered from his illness by this time or by 2-3 days after this ritual, no
further treatment is given. Later a sugar solution is prepared and offered to the god/
goddesses and a part of this solution is given to the patient to drink. The patient’s family
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members are asked to return to him after 2-3 days along with the required offerings.
Otherwise treatment by herbal and non-herbal products is considered as per the diagnosis
of illness.

• ‘Yajrodu’ among the Savara
Savaras attribute any misfortune, including disease and death to the displeasure of their
supreme supernatural being, Jamaraju or of other lesser gods or of their ancestors. It is
widely believed amongst them that supernatural beings cause disease as a punishment for
any immoral behaviour or violation of social norms. Thus, an illness is attributed to
matters like some ritual/ festival not being performed in time, proper sacrifices not being
made or even that a child has not been named after their dead. In view of the beliefs of
supernatural causation of disease, the Savara prefer to approach their religious healer
addressed as yajorodu . It is to this person they approach first for diagnosis of disease,
once the self diagnosis that the illness is not due to any natural reason is conclusively
made. Yajrodu reveals the ultimate cause of illness and also what would be the appropriate
response to them. The sick person or his family members agree to what is suggested,
normally conducting of a simple ritual with or without sacrifice of a bird and/or an animal.
It is then the family members choose one of the non-magico religious healers accessible to
them to obtain treatment for relief of symptoms being experienced. The sacrifices prescribed
for various illnesses vary according to the god/goddesses or spirit responsible for sickness,
the nature of tappu/papam (sin) committed by the sick person or his family member, the
nature of illness being suffered and also the affordability of the sick person. Thus, the
sacrifice of one or a couple of buffaloes to offering of coconut or rice or alcohol is prescribed
as treatment by Yajrodu.
Among the Savara, women healers called ‘kundonboi’ are also important in regard
to health care of members of the community. They are also approached many a times first
in case of minor illnesses to finding out which supernatural being or dead ancestor was
responsible for the illness.

• Devarabala and vejju among the Koyas
Koya attribute a large number of illnesses recognized by them to the natural agents and
more particularly to the foods consumed. Amongst them, references are also made to
unhygienic practices, occupation associated conditions, visha purugulu (poisonous germs),
‘excesses’ (excessive work/excessive sex/excessive sleep etc.) in the explanation of illness.
However, they firmly believe in the existence of evil spirits. It is believed that the dissatisfied
souls of their kin are believed to turn into evil spirits. For example, it is believed that
kamini, an evil spirit attacks the young mothers. These malevolent sprits cause illness
suddenly like moorcha (epilepsy), sompidi, (atrophy), muduru daggu (tuberculosis) and
even pichi (insanity). Such conditions are termed by them as gali sokindi or deyyam pattindi.
In addition, the Koya give lot of significance to black magic and believe that illness caused
through black magic is generally serious and/ or chronic. For diagnosis and treatment of
the illness, Koya approach both herbalists and magico-religious healers in their community.
Though not exclusive, the magico-religious healers present in Koya community can be
categorised into devarabala and vejju. Devarabala literally meaning ‘God’s child’, is a diviner.
He/she is one endowed with the knowledge and power to establish contact with
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supernatural beings. The members of Koya community attain the status of devarabala by
observing ritual purity and abstaining from committing ‘excess’. To attain this they also
abstain from smoking, drinking, eating outside, and participating in feasts and also death
rituals. They need to offer prayers on daily basis and receive a divine call when the
supernatural beings are satisfied (indicated by way of he/she going into trance.) The
Devarabala is approached to know who caused the illness and why? The cause of the
illness and the particular being responsible for the illness is revealed to the sick person in
a state of trance when she/he gets possessed by a god or goddess After a brief prayer
session, the devarabala gets possessed and speaks on behalf of devara (diety) who gets into
her/him. When the sick person or his/her accompanies seek answers to their questions
relating to illness, she/he speaks out and reveals the cause and suggests a remedy. For
afflictions of simple nature, she/he just gives little turmeric powder that is assumed to
have some power to cure the illness and blesses for an early recovery. In case of nagging
illness and ones caused due to acts of chetabadi or disti she/he may suggest consulting a
vaidudu or vejju. Vejju is a magico-religious healer who more particularly deals with
illness associated with chetabadi, disti and evil spirits. Any member of the Koya community
can choose a guru (teacher), undergo apprenticeship and eventually become a vejju. The
illness is diagnosed by him by keen observation and interpretation of symptoms suffered
by the sick person. He intensely examines the body temperature, colour of the body, tongue,
eyes, nails and also the rashes, swelling, pus formed in the wounds etc., and accordingly
treatment is prescribed.

7. Therapy Management and the Role of Magico-Religious
Practitioner
Therapy management refers to diagnosis, selection, and evaluation of treatment, as well as
support to the sufferer in case of an ailment. One of the major strengths of tribal medical
systems is the involvement of many kin and community members in therapy management.
The role played by the various maternal and paternal kinsmen, lineage-mates and the
villagers, who form the therapy management group, in health-seeking is significant. They
play major role in making decisions, lending moral support, arranging details of therapeutic
consultation and above all show concern and give re-assurance to the patients and the
immediate dependants. Therefore, social support network is important in tribal areas
making therapy, a group concern. The whole community shares the agony of the sufferer.
As the element of magic and religion greatly influences the disease aetiology and
therapeutics, the immediate choice of health provider becomes the magico-religious
practitioner. He/she who is a part of the therapy management group plays a major role in
the illness behaviour of the people. The observations of Varaprasad and Gangadharam
(2012) in the Chenchu communities in regard to dealing with any illness broadly explains
the therapy management process in other tribal communities as well. They wrote that
Therapy has a charter according to which:
1.

The disease should be deemed as a social concern and not individual or individual
family.

2.

The community should respond to an illness situation by participation,
involvement and provide appropriate inputs to alleviate the patient from
suffering.
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3.

Curing is not always a dominant concern; generation of confidence in the patient
by means of assurances and feeding information about behavior, diet, nature of
the disease is the desired response.

4.

Admitting breach of conduct.

5.

Kin observance of taboos (couvades).

6.

Reciprocal involvement in decision-making by the kin of patient and the patient.
The decisions regarding availing of health services, compliance to the medicine
prescribed and all other decisions made in the process of restoration of health
and well-being of the patient are always jointly taken by the patient and his/her
kin.

Why does the magico-religious practitioner become the first choice of health-care
provider?
Owing to the beliefs in supernatural causation of the diseases, the magicoreligious practitioner is believed to be divinely selected and possess the necessary power
to intervene and mediate with the supernatural beings and identify the cause the disease.
Further, the magico-religious practitioner who is a part of the community shares the same
perceptions and beliefs regarding illness and the treatment as the other members in the
community. Hence, he/she has an approval of the whole community and people tend to
have more faith in the traditional healers and traditional healing. In a tribal setting, the
health decisions are collectively taken by the group under the guidance of the magicoreligious practitioner. At the family level, the elders play an important role in decision
making and they tend to direct the younger generations to approach the magico-religious
practitioner in case of an ailment. From the patient’s point of view, social approval and the
acceptance of the therapy becomes mandatory for him/her to adhere to the prescribed
treatment. Contrary to this, the atmosphere at the hospital is authoritative in nature. In
addition, their approach to health-care is individualistic and lacks social environment
making them alien places to the tribal. The patient shares an informal relationship with
the traditional healers unlike with the doctor at the hospital. Informal relationships are
said to encourage the utilization of services. The magico-religious practitioner is a member
of their community and lives in the same hamlet. Therefore, he/she is easily accessible
whereas the primary health centres (PHCs) are established at the rate of one per 20,000
population. The distance to be travelled to reach the PHC and the travelling costs involved
often deter them to approach a PHC. In sum, the aspects such as supernatural causation
to disease, easy accessibility and affordability, social approval of the therapy as well as the
health provider that make the magico-religious practitioner the immediate choice for
many tribal patients.
What is his/her role?
Magico-religious practitioners render various services to the members of the community.
They cater to a wide range of conditions covering promotive, preventive and curative
aspects of health through various practices. He/she plays a significant role at every level of
therapy management. He/she becomes the first person to be consulted when an individual/
family/community feels that something is wrong either physically or mentally. Based on
his knowledge, experience or through magico-religious procedures he would diagnose the
illness being suffered. He/she, then recommends the necessary steps to be followed in
terms of prayers, sacrifices or special procedures. He/she, also administers herbal medicine
for cure. In case the symptoms persist or worsen, he evaluates the severity and recommends
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the patient to visit an herbalist, the ANMs or the doctor. However, illnesses pertaining to
mental health are solely treated by them. Their role during outbreaks of epidemics is
remarkable. They give assurance to the members of the community, providing them with
an explanation for the conditions, thus, creating a positive psychological impact.
A study was conducted to identify barriers to malaria control within tribal
populations in malaria-endemic Gadchiroli district, Maharashtra by Sundarajan
and team in 2013. The study revealed the following: people first consult pujari
(traditional healer) on matters involving physical ailments. The role of pujari is
passed down through the male lineage and considered to be traditional responsibility
to provide services to the members of the community. Therefore, no fees are charged
for the services provided and they are highly respected within the community. Rituals
are performed along with administration of herbal remedies to treat any physical
ailments. Common practice is to keep the patient in the pujari’s care for 2–3 days
undergoing this treatment. If symptoms persist or worsen, the patient is referred out
of the village for further care and diagnosis by the pujari. Tribal communities believe
that any physical illness can be caused by evil spirits, unfulfilled ancestral
commitments, or Atpata (inauspicious arrangement of one’s home). Pujaris can make
interventions to resolve these conflicts and therefore “cure” the illness. When asked
to describe his role in treating illness, a pujari replied,

I check whether there is something wrong with one’s Atpata. If it is so, I treat that.
Otherwise I ask the patient to go to a clinic. Many times, their ancestors make some
promises about sacrificing a hen or a pig, and if they fail to do so, any illness in the
family is attributed to that.
Although villagers and pujaris recognize they cannot treat malaria, villagers
adamantly follow the practice of seeking counsel from the pujari first, and follow
recommendation for referral to an allopath if rituals do not alleviate symptoms.
Tribal participants endorsed primary concern that physical symptoms could be due
to a spiritual illness that required treatment from pujari. When asked why they go to
pujari, inspite of knowing that he can’t cure malaria, one of the respondents replied
that,

People have faith in the pujari. For any disease they first go to the pujari. They go to
a clinic if referred by a pujari. Some not only go to pujaris of their village but also
from another village as well.
They believe though medication is taken, rituals need to be performed in order to
completely cure the illness.
“You go to reputed doctors, spend lakhs (100,000s) of rupees, but don’t get cured. For
tribals like us, a person does not have recovery unless rituals are done” (a respondent)
People also preferred the so-called Bengali doctors who are the informal health
providers on the advice of the pujari when the conditions of malaria worsen. In
response to a question about why he refers his patients to “Bengali doctors”
rather than PHCs, a pujari responded, “ In a private clinic, patient gets cured

immediately. Not in the PHC. Private physicians give effective medicines”
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It was concluded that pujaris play a vital role in influencing the health-seeking
behaviour of people. They should be considered a ‘bridge’ between tribal communities
and allopathy, potentially to involve them as treatment partners for malaria cases.
Source: Sundararajan R, Kalkonde Y, Gokhale C, Greenough PG, Bang A. Barriers to
malaria control among marginalized tribal communities: a qualitative study. PLoS
One. 2013;8:e81966.

8. Community Participation in Primary Health Care
In 1978, at the International Conference on Primary Health Care, The Declaration of Alma
Ata was adopted. Primary Health Care Approach was established at this Conference. It
was a paradigm change from curative, urban based care to preventive, rural based care. It
became a globally accepted policy instrument to provide basic health care for rural
populations. It focussed to address the immense amount of health problems being faced
by all sections of the society to achieve equity in health care. This approach highlights the
significance of adaptation of health care systems to sociocultural and political conditions
prevalent in a particular society. Further, it focuses on providing promotive, preventive,
curative and rehabilitative services. It strongly advocates the importance of educating
people about the prevailing health problems, their cure and control; basic hygiene;
promotion of proper food supply and nutrition. In addition, it majorly emphasizes on the
need of community participation. It strongly advocates and promotes maximum
community participation in planning, organization, operation and control of primary
health care. In sum, Primary Health care is based on five basic pillars, namely, equity,
community participation, a multi-sectoral approach to health, appropriate technology
and a health promotive and preventive approach.

9. Community Participation and the Possible Role of MagicoReligious Practitioners
The New Health Policy introduced by the government of India in 2002 focuses on
decentralization of health care and community participation with an objective to improve
the quality of health care. Community participation and decentralization are the leading
principles of health care reforms in developing countries since the 1970s. Primary Health
Care approach primarily focuses on community participation and identifies it to be one of
the most effective strategies to accomplish the goal. Community participation emphasizes
on the implementation of the health care policies in a “bottom-up” manner contrary to the
“top- down” approach. It aims to increase health consciousness and knowledge, further
providing more access to health care through community-level workers, and improvements
of community level health infrastructure. Community health worker Programme has been
an effective scheme in India to promote health care services. One of the important tasks of
CHW is to generate community participation, thereby making health a priority which
motivates the community to access healthcare. In this context, given the vital role of the
magico-religious practitioner in therapy management in tribal setting, he/she could be
identified as a potential medium to generate maximum community participation in health
care. Studies such as by Banerjee.A, Sharma BV et al (2004) revealed the potential
contribution of traditional healers in the success of Revised National Tuberculosis Control
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programme. Their role as DOTS observer is especially noted. Collaboration between the
formal health functionaries and the magico-religious providers could be an effective way
to achieve the health goals set by the government.
The Revised National Tuberculosis Control Programme (RNTCP), based on the
World Health Organization, DOTS strategy was introduced in Andhra Pradesh, a
state of 76 million people, in 1996. It was implemented in Vizianagaram, a rural
district with a large tribal population, in January 2001. Diagnostic services are
provided through microscopy diagnostic centres, each covering a population of
100000. In tribal areas there is provision for the sub- district supervisory unit to
cover an area with a population of 250000 and for a microscopy centre to cover a
population of 50 000. The study was conducted in Kurupam and Gummalaxmipuram
manadals in which, Savara were predominant. Out of the estimated 781 traditional
healers present in two mandals, 120 have been interviewed fo this study. Savaras
attribute diseases to supernatural agents, human agents or natural causes. When a
supernatural agent is conceived to be the cause, TB is attributed to displeasure of
Dhanorbootalu, the deity of the chest and abdomen. TB can also frequently be
caused by black magic (tanuvai). In case of suspicion of TB, the Savara initially
approach a magico- religious practitioner ( Yajrodu ) to rule out supernatural
causation of the illness. The Yajrodu will reveal the cause of the illness and, if magicospiritual in nature, offer remedial measures in terms of rituals. Among the magicoreligious healers, some specialise in TB treatment. In case a natural cause is identified,
treatment will be taken from a traditional healer. The majority of THs did not have
clear knowledge of the cause or spread of TB, 22 (31%) were aware of transmission,
but 90% (65/72) believed TB is curable. Of the 72 THs aware of TB, 60 (85%) were
aware that TB treatment was free in public health facilities. Fifty-three (74%)
(including 12 of 15 TB specialists) believed that TB could be cured through allopathic
drugs. As many as 55 THs (including 14 TB specialists) were ready to collaborate
with the RNTCP by: 1) becoming a DOT provider (49, 68%), 2) referring symptomatic
patients (54, 75%) or 3) offering treatment for side effects (18, 25%). The THs thought
their collaboration was needed in the RNTCP as patients approached them earlier
in their disease. They had greater moral authority and could mobilise the community
for sympathy for patients and their families. They could also mobilise the community
for successful defaulter retrieval. They felt that they could perform the role of a DOT
provider better as 1) they were more easily accessible; 2) it was their profession; 3)
they had a better rapport with patients and their family members; and 4) they could
understand the religious sentiments of the patients. The study revealed that the
delay between onset of symptoms and initiation of RNTCP treatment was often
more than 8 months. The tribal groups mentioned that they first resorted to selfmedication in case of illness. They also reported that they would initially seek
assistance from a TH, and only if they experienced no relief, and after interaction
with NGO workers or public health workers, would they visit an allopathic health
institution. The study revealed that THs should be involved in the programme as
they were accessible and acceptable to the population to act as DOT providers.
Further, the fact that most of them believed allopathic drugs could cure TB should
make it possible for the programme to involve them in referring patients for
diagnosis, to function as DOT providers, to trace defaulters and provide supportive
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measure to patients. However, the major concerns of THs included the issue of
acceptability. They opined that they might not be acceptable as DOT providers to
the present providers (mainly CHWs) or public health staff. Both, however, were
positive about involvement of the THs.
Source: Banarjee.A, B.V.Sharma et al (2004) Acceptability of Traditional Healers as

Directly Observed Treatment Providers in Tuberculosis Control in a Tribal Area of
Andhra Pradesh, India, The International Journal of Tuberculosis and Lung Diseases,
8(10), 1260-65.

10. Potential Areas of Collaboration
1)

As the magico-religious practitioner is first contacted in case of an illness, he/she has
information regarding people suffering from various illnesses. So his collaboration
may be negotiated for early referrals of patients to qualified practitioners.

2)

He/she could serve as the direct point of contact between the government and the
people.

3)

He/she could be made actively involved in any of the government health initiatives by
endowing him/her with responsibilities to lead the programme. Partnership with
him by the ANMs and ASHA workers is very useful for the effective implementation
of the health programme.

4)

He/she could be made aware of the importance of visiting hospitals when a patient
arrives to him/her with an illness. His presence may give a reassurance in many ways.
That will also help fostering relationships with them.

5)

He/she could be made aware of the new health conditions that might not have
explanation in the indigenous knowledge systems and the significance of visiting
hospitals when the patient suffers from them. Active promotion of institutional
deliveries could be done through them. They could also be sensitised about the
importance of family planning, use of contraceptive techniques and could act as a
medium through which people can be made aware of. They could also be equipped of
contraceptive devices.

6)

Health and hygiene practices could be promoted through them such as drinking
boiled water when sick, washing hands before eating and after defecation, separation
of utensils for TB patients in the house etc.

11. Summary
Tribal believe in the supernatural causation of disease. Various magico-religious practices
of different tribes of Andhra Pradesh discussed above reinforce the fact that magic, health
and illness are interlinked. Accordingly, the magico-religious practitioners play a major in
the diagnosis of the disease and selection and evaluation of the treatment. A patient’s
health and illness behaviour are greatly influenced by the magico-religious practitioner.
He/she is a member of the community who has social approval of prescribing medicine to
people. Hence, he/she could be an effective medium to promote health services among the
people. A partnership could be established between them and the formal health
functionaries to achieve maximum health care among the tribal populations. The last
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section in this chapter lists various areas where collaboration can take place for effective
promotion, prevention, and cure of diseases among the tribal areas.

12. Recapitulation
•

Who is considered a traditional healer?

•

What are the institutions of health care in tribal societies in Andhra Pradesh?

•

What is the role of magico-religious healers in tribal societies in regard to health care
and why that is important?

•

Why collaborating with traditional healers is important for health care of tribal and
what can be the approach to such collaboration?

13. Key Terms
Traditional healing, Traditional healer, Magico-religious practitioner, Therapy
management, Primary health care approach, Community participation.

14. Activity
•

Enumerate the magico-religious healers in any 15-20 tribal villages and find out
what are the different illnesses treated by them.

•

Organize a group discussion of magico-religious healers of a few villages to find out
their possible contribution to the immunization of children in their respective villages.
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Understanding the Stregnths of
Tribal Health Practices

“A mong the 35 tribal communities in Kerala, the major ones are Urali, Paniyan, Kapu,
Kanikkar, Kadar, Irula, and Mala arayan. Almost all these tribal groups have developed
their own traditional systems of medicines that are often accompanied with the
paraphernalia like symbolic sacrifices, magical incantations and mysticism. Along with it
they also follow special diets to cure the diseases.
Though their method of diagnosis and therapeutic practices are deemed unscientific their
methods of curing have been found rational and effective too. It has been discovered that
these indigenous healers have effective remedies for cough, toothache, stomach ache,
rheumatism, jaundice, urinary stone, itching, diarrhea, ulcer etc. For instance inhalation of
smoke from the leaves and flowering twigs of Kattukarpuram (Asteraceae) is an ideal remedy
for asthma. Similarly leaf paste obtained from veppu (Meliaceae) is used in the treatment of
chicken pox.
This undocumented and priceless knowledge of the tribes of Kerala has recently crossed
the borders of their dense forests and attained much attention. People from urban areas
have started approaching these tribal healers to cure their diseases”.

http://www.keralatourism.org/kerala-article/tribal-medicines/158 (23-03-2018)
Do you accept that the tribals though ‘uneducated’, have accumulated time tested
knowledge especially in the matters relating to medicinal plants?


How do you think the medical knowledge of tribals can be documented? and promoted?
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1. Introduction

A

ssumptions prevail in the mainstream society that tribal way of life is superstitious
and is not of good standards. Given the prevalence of such an assumption, the nontribal populations think that there is an acute need to motivate tribes to adopt “appropriate”
ways of practices to lead their lives in a better manner. This notion also extends to the
health practices of this population.
Illnesses are universally present. Given this fact, it can be speculated that people all
around, including the tribal populations, inhabited in the interiors of the world also
experience different kinds of illnesses. Some of the illnesses known to them are recognized
by the modern, scientific world and some others bear explanation only from specific tribal
areas. The recognition that tribals have successfully survived in the environments where
they lived also lead many to consider that they have successfully treated some of the
illnesses that they would have suffered and similarly learnt about the prevention of certain
illnesses by adopting different beliefs and practices. These practices are now being
recognized as indigenous knowledge of these communities. This unit essentially looks into
the ways in which the tribes understand and deal with their health and illness. It further
takes up to examine how the health practices of tribal people cannot be always looked
down, but need to be seen as strength of their culture and so perhaps need an encouragement.

2. Learning Objectives
After going through this unit the reader is expected to:
(1) Learn tribal ways of understanding health and illness;
(2) Appreciate the Tribal knowledge of medicinal plants; and
(3) Know how tribal health practices can be considered as strength of their culture;

3. Tribal Ways of Understanding Health and Illness
The concept of disease as well as treatment is very different among tribes. Depending on
the illness etiology, the course of the treatment for illness is decided. Taking primarily the
illness etiologies into consideration, George Foster describes two types of medical system
in non-literate societies like the tribals. These are personalistic medical system and
naturalistic medical system. Personalistic medical system can be described as - the one in
which the disease is explained as something caused by, purposeful interaction of a human
(a witch as a sorcerer), non-human (a ghost or ancestor or evil spirit) or supernatural (a
deity or a very powerful being) agent. Here, the sick person is believed to be the victim,
towards whom the object of aggression is directed. An example of this can be ‘ammoru’ (an
illness due to displeasure of a goddess); an illness that may be said to be due to an evil eye,
or witchcraft or sorcery (chillangi/chetabadi) or an illness attributed to ghosts or spirits
(bhootalu/deyyalu.).Naturalistic systems explain the cause of illness to stem from natural
forces or conditions as cold, health, winds etc., by an upset of the balance of the basic body
elements or by way of such other ‘natural’ reasons including the belief in some germs
causing illness. Illnesses which fall in the realm of personalistic systems are generally
managed by the magico-religious healers and the ones considered in the realm of
naturalistic medical system are dealt by others like the herbal specialists (who treat with
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medicines prepared from plant and animal products), the specialist bone setters,
physiotherapists and of similar other kinds. However, the religion, health and illness being
intertwined, the treatment by non-religious healers too may contain many religious
prescriptions. Nature of illnesses that tribes encounter with, many a times depends on
ecological setting and the nature of work that they do. They cope up with illness by making
use of their indigenous knowledge and also by relying on modern medical practices, to
some extent. They sometimes, resort to spells, prayers, and manual rights which are the
psycho-therapeutic qualities of tribal method of healing.

4. Indigenous Health Practices
The medicine women and men among tribals come under the category of practitioners of
traditional medicine since WHO has defined traditional medicine (in this unit it is
synonymously referred to as ‘Ethnomedicine’) as ‘health practices, approaches, knowledge
and beliefs incorporating plant, animal and mineral based medicines, spiritual therapies,
manual techniques and exercises, applied singularly or in combination to treat, diagnose
and prevent illnesses or maintain well-being’. The traditional method of treatment and
health care depends on their deep observation and understanding about the nature and
surrounding environment.
Over the ages, tribal populations had accumulated knowledge on medicinal properties
of plants and animals. They also developed different kinds of skills for dealing with
musculoskeletal problems. Almost all tribal communities have fairly good knowledge of
medicinal plants and on the treatment of different illnesses using these medicinal plants.
Some tribes are more known for this than others. For example, Birhors in Bihar and the
Mandulavallu in Andhra Pradesh are particularly famous and their services are sought
after by members of many non-tribal communities that are living close by. It is also true
that some communities have some specialized knowledge in certain illnesses, like for
example, the Chenchu have greater knowledge on treatment of honey bee sting since they
are specialists of honey collection. Medicine men of many tribal communities are known
for effective treatment of piles, jaundice, hydrocele, fits and such illnesses. Venkatesam
(1990) reported that Onge tribes’ men knew 69 plant species that are useful for treating a
variety of illnesses. Krishna Rao (1995) reported that tribes of Andhra Pradesh used 240
plant species for treating many diseases. Amithaba Sarkar (1999) listed about 90 different
plant species that are used to treat wide variety of disease categories including insomnia,
bile, blood pressure, urinary tract infection, sinusitis, leukoderma, diabetes, bronchial
asthma, swelling of lever, jaundice, ulcer, snake bite, fever, fever after delivery, skin diseases,
urinary trouble, irregularity in menstruation, white discharge, hydrocele, epilepsy, proper
lactation after delivery, sleeplessness, painful menstruation,improvement of vitality power
among male, and abortion. Biswal (2002) noted that among the tribes of Odisha use of
blood and meat of pigeon is widespread for the treatment of paralysis. Other medicines
derived from bear, tiger, bat, etc. are also used to cure different diseases. The unit does not
attempt to give a complete review of many studies that reported the knowledge of tribals
on medicinal plants due to paucity of space. However, some account of plants recognized
for medicinal purposes among select tribes of Andhra Pradesh is given subsequently.
Traditional kitchen gardens, especially in rural and tribal areas can be considered as
a storehouse of plants with immense medicinal properties. Turmeric, pepper, ginger,
mustard seed and cardamom have important medicinal functions. Turmeric and its active
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ingredients like turmerol and curcumin act as bactericides and fungicides and keep away
harmful organisms. Raw ginger extract is a common potion for all kinds of stomach
complaints and indigestion.

5. Skills for Treating Musculoskeletal Disorders
Many tribal communities have specialists in bone setting and for treatment of other
skeleton- muscular disorders like backache, knee pain, etc., To cite a few tribes here, Signphos
of Arunachal Pradesh, different tribes of Rajasthan, Chenchu, and Savara of Andhra Pradesh
have specialists to treat the bone problems. Their treatment not only consists of setting
the fractured bones but also application of oils/medicines extracted from different plant
products and bandaging the fractured bones using the bamboo splinters and cloth.
Where the specialists are available, the tribes men prefer to use the services of these
specialists of their community only in many cases. The medical and health services are
considered secular and so services are freely rendered to members of other tribal community
too which may be occupying the same geographical area, though they may otherwise
recognize some hierarchy.

6. Pre and Neonatal Care
Some of the practices relating to delivery, cord hygiene, new-born bathing, initiation of
breast- feeding, the food restrictions etc., are still continued among some tribes. Some of
these practices can be encouraged as they are scientifically proven to be safe. Few maternity
health practices are illustrated in the succeeding paragraphs.
From the time pregnancy is confirmed the crucial phase of pregnancy care begins.
The expecting mother is advised to conform to a series of customary behaviours. What
work to do and how, when, what not to do, are part of folk wisdom. Thus, it is mandatory
for those with advanced pregnancy to sweep the floor as they believe that a good amount
of exercise is needed for an easy delivery. There are also stipulations in several families that
the women hear music, do prayers, read the epics like Ramayana, etc. This points to a
sharp sense of awareness about the latest findings of psycho-somatic linkages, that is,
mind and body connections. Turbulence in mother’s mind, fear or extreme anxiety, it is
now known, affects the future child.
The entire process of delivery is viewed by some tribes as a polluting process, and
therefore both the mother and the child have to be cleaned as soon as possible. This early
bathing ritual also has a social element. Fear of disapproval by the community is also
another major reason for early bathing of baby. Among Yanadis, the new born babies are
bathed regularly and allowed to stay in the sun after the bath, and it is believed that their
immunity and intellectuality will increase with the exposure to sunlight.
In some tribal cultures, women still use the squatting position, the same posture they
adopt to answer the call of nature during the time of delivery. The other traditional positions
include kneeling, standing and leaning forward positions. In practice, in the traditional
communities in China, India, Japan and Middle Eastern countries, a woman in labour
would squat between the thighs of her birthing assistants during the second (pushing)
stage.
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Under the right circumstances, squatting can have many benefits for the labouring mother:
•

Shortens the second stage of labour (pushing phase).

•

Decreases the need for forceps or vacuum deliveries.

•

Reduces the need for episiotomy.

•

Shortens the depth of birth canal.

•

Works with gravity to help bring the baby down.

•

Increases pelvic diameter.

The benefits listed above are the result of the fact that squatting tilts the uterus and pelvis
forward, placing the baby in proper alignment for birth. It also encourages and strengthens
the intensity of contractions, while relieving back pressure.

7. Hygiene Practices among Tribes
Tribals are conscious of prevention of illness. In many cases the prevention is resorted to
through magico-religious practices like wearing talismans. But there are practices based
on the knowledge of seasons, characteristics of foods (like easily digestible and hard to
digestible; hot and cold foods; normal foods and strength giving foods etc.,) and some
others are even based on their conception of mental and physical stress, limits in
participation in sex etc. Similarly, hygiene practices are also followed both at the level of
individual and the community. Sometimes certain practices that are followed based on
their illness beliefs do serve hygiene purposes. These are like cleaning of the entire house
after the death of a person, not permitting the persons suffering with Tuberculosis to spit
in public places, prescription that if any one spits outside, then the saliva or sputum
should be covered with earth; not allowing the persons suffering from STIs to urinate
around habitation etc.
Many tribal communities are highly conscious of dental hygiene. Yanadi tribe is one.
As part of dental hygiene, Yanadis clean teeth using twig of particular trees or clean rubbing
with fingers using some medium. The older generation prefer brushing teeth two times a
day. In the morning they use twigs of Azadirachta indica (neem tree), which is believed to
help in killing the germs, if any in the mouth. In the evening they prefer the use of twig of
tamarind tree as it helps to remove the ‘pasku’ which is yellow coloured layer formed on
the teeth due to the intake of certain food or drinks or due to constant consumption of
tobacco products. Many Yanadis also use masi boggu (charcoal powder), muggu powder
(dust of lime stone) or brickpowder for cleaning the teeth.They believe that dental hygiene
is very important to be able to turn the foods which they consume into digestible form.
The need for dental hygiene practices is felt once a baby is about one month old. The
mouth and tongue of the baby is cleaned using a cloth and turmeric powder. Further, a nut
by name masic kayais is also used for cleaning the mouth of the child. It is also believed
that masic kaya helps in enhancing the child’s capacity to speak early.
Similarly, the Savara think it is appropriate to use twigs of seven different plant
species in a week. Thus use of one plant species is prescribed for each day to prevent dental
problems. The plant species recommended in this regard are: Madripatri, pandempulla,
billavepa, kagu, khara, vepa, kanugapulla, mamidipulla and maridi. Among the above
mentioned plant species, “khara” is considered as very dangerous, yet supposed to be
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useful as it gives protection from poisons. Maridi twig is believed to help prevent foul
smell from mouth.
Some tribal communities like Gonds, Kolam, and Yanadi were observed to be
conscious of community hygiene. They give lot of importance to keeping the premises tidy.
Among the Gonds, the women folk clean the surroundings and take bath before they cook
the morning meal. This prescription for maintaining the ritual purity of food (that is
observed to their supernatural being) serves the function of hygiene too.

8. Medicinal Plants Identified by the Tribes of Andhra Pradesh
Few medicinal plants identified by Yanadi, Savara and Kondareddi tribes are mentioned
in the table below. The scientific names of the plants are written below each of the local
name.

Yanadi medicinal plants

Savara Medicinal Plants

Konda Reddis
Medicinal Plants

Adivi Banka Teega
(Cissampelospareira)

Ankudu
(Wrightia tin ctoria R.Br.)

Barnika
(Streblus asper),

AntharaTaamara
(Nymphoideshydrophylla)

Billa
Billi
(Chloroxylon swietenia D C.) (Chloroxylon swietenia)

Avaalu (Brassica nigra)

Dalchini
(Cinnamomu m verum
J.P resl)

Bommala marri
(Clerodendrum
serratum)

Balusuaaku (Conthium)

Girigidi (Antidesma
ghaesembilla Gaertn)

Chitti amudamu
(Ricinus communis)

Bhuchakragadda
(Pueraria tuberose)

Kalabhanda
(Aloe vera Linn.)

Erra chitramulam
(Plumbago indica)

Castor Oil
(Ricinuscommunis)

Komma regi
(Ziziphus jujuba Mill.)

Ganuga
(Pongamia pinnata)

Deva Daaru (Erythroxylum Maredu
Monogynum)
(Aegle marmelos)

Gesari
(Hesperethusa crenulata)

Eatha Gadda
(bark of Palm tree)

Naga svaramu
(Saccharum S
pontaneum L)

Karaka
(Terminalia chebula/
Chebula myrobalan)

Gadida Gadipa
(Aristolochia Bracteolate)

Neem Plant
(Azadirechta indica)

Kodipuru teega
(Tinospora cordifolia)

Guriginja
(Abrusprecatorius)

Nela Usiri
(Phyllanthus niruri L.)

Kona
(Casearia elliptica)

KanuguChettu
(Pongamiapinnata)

Neredu
(Syzygium cumini)

Maredu
(Aegle marmelos)

78 • Health and Women and Child Welfare
Yanadi medicinal plants

Savara Medicinal Plants

Konda Reddis
Medicinal Plants

Karevepaku
(MurrayaKoenigii)

Palleru
(Tribulus terr estris L.)

Mulla Tamara (Smilax
zeylanica/macrophylla)

NallaEswari
(Aristolochiaindica)

Pilli tegalu (Asparagus
racemosus Willd)

Musini
(Strychonos nux-vomica)

NallaEswari
(Aristolochiaindica)

Saligajji (or) Muripindi
(Acalypha in dica L.)

Nalla jeedi (cheedi)
(Semecarpus
anarcardium)

NallaUppi
(Capparissepiaria)

Seema Karakkaya
(Terminalia chebula)

Nara mamidi
(Litsea decanensis)

Naredu Seeds
(Syzygiumcumini)

Sugandi (Hemidesmus
indicus (L.) R. Br. ex Schult)

Pedda manu
(Ailanthus excelsa),

Nela Usiri
(PhyllanthusAmarus)

Tangedu
(Cassia ariculata Linn.)

Rella
(Cassiafistula)

Papaya
(Carica papaya)

Tippa Teega
(Tinospora cordifolia)

Seetamma talakattu/jada
(Asparagus racemosus),

Pedda MaanuChekka
(vepachettu)

Tulasi(Ocimum
sanctum Linn.)

Sugandhipala
(Hemidesmus indicus)

Thangedu
(Sennaauriculata)

Ummetha
(Datura stra monium L.)

tani/ta(n)di
(Terminalia bellerica),

Tulasi
(Ocimumtenuiflorum)

Yata mirapa
(Croton bonplandianum)

Tella chitramulam
(Plumbago zeylanica)

9. Indigenous Medicines and Patent Rights
In recent patents the extracts of indigenous plants, Butea monosperma (Lam.) Taub
(Fabaceae), Moringa oleifera Lam. (Moringaceae) and Murraya koenigii (L.) Spreng.
(Rutaceae) have been claimed for treatment of anti-inflammatory diseases. For example, a
pharmaceutical composition of the seven herbs Tinospora cordifolia (Willd.) Miers
(Menispermaceae), Aloe vera (L.) Burm.f. (Xanthorrhoeaceae), Curcuma longaL.
(Zingiberaceae), Withania somnifera (L.)Dunal (Solanaceae), Achyranthesaspera L.
(Amaranthaceae) and Ocimum sanctum L.(Lamiaceae) or their extracts is claimed for
treatment of cancer. Similarly, other patents claim the use of active extracts from plants
such as Piper betle L. (Piperaceae), Cedrusdeodara (Roxb.ex D. Don) G. Don (Pinaceae),
Terminalia arjuna (Roxb. ex DC.) Wight &Arn. (Combretaceae), Taxus wallichiana Zucc.,
Taxus baccata L. and Taxusbrevifolia Nutt. (Taxaceae) in the treatment of various types of
cancer. Extract of plants such as Costusplicatus Maas (Costaceae), Pueraria tuberosa
(Roxb. ex Willd.) DC (Fabace DichrostachyscinereaL.) Wight & Arn (Fabaceae), Eugenia
jambolana Lam. (Myrtaceae) are claimed for treatment and prevention of diabetes.
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One example of tribal herbal plant that has been recognized and accorded with patent
rights is Trichopus zeylanicus, known as “aarogyapacha” (literally meaning “the green
that gives strength”). Aarogyapacha is an herbal plant, the fruit of which has been in use
for centuries by the Kaani tribal community of the Agastya Koodam ranges in Kerala, for
its medicinal properties. Detailed chemical and pharmacological investigations showed
that the leaf of the plant contained flavonoid glycosides, glycolipids and some other nonsteroidal compounds, thus reinforcing the fact that indigenous knowledge is worth being
accepted and encouraged.

10. Summary
The unit explains the strengths of tribal health practices. The knowledge of tribals in
regard to medicinal plants and their use for treatment of illnesses is particularly emphasized.
The unit deliberates about the tribes in India in general and at instances, practices of the
tribes in AP. It takes up to convey the organic relation between tribal socio-cultural practices
and health practices. Illustrations on treatment methods for specific illnesses are given.
Tribal ways of dealing with pre and neonatal care, the skills they have developed with
regard to the treatment of musculoskeletal disorders and their hygiene practices are
explained briefly. Names of few medicinal plants identified by Savara, Yanadi and
Kondareddi tribes of Andhra Pradesh are mentioned. The final section in the unit informs
about the tribal medicinal products that have been recognized and have been accorded
with patent rights.
The unit gives an idea about the tribal ways of understanding health and illness.
Their indigenous knowledge related to health practices is dealt with in detail. The reader,
after going through this unit is expected to examine how tribal health practices need to be
perceived as strength of their culture and thus perhaps need an encouragement.

11. Recapitulation
•

What is your understanding of indigenous health practices?

•

In what respects tribal medical systems requires to be appreciated?

•

Do you think the tribals have any concern and knowledge for prevention of illness?

12. Key Terms
Health, hygiene, traditional medicine, indigenous knowledge.

13. Activity
•

How are the tribal ways of understanding health and illness different from the
mainstream society’s ways of understanding the same? Illustrate with examples.

•

What are the benefits of taking squatting position during delivery? Can squatting
position be resorted to in all circumstances?

•

Try to find out how some socio cultural practices and health practices are organically
related in any tribal community.
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•

In the light of obtaining patent rights on tribal medicinal herbs, can you identify
tribal product similar to that of “Aarogya pacha”, that is mentioned in this unit?
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Reflecting On Narratives of Illness to
Enhance Medical Care :
The Case Studies of HIV/AIDS and Ebola

To Reflect
In the year 2005, the tribal areas of Visakhapatnam experienced rising cases of high fever. In
trying to locate the problem and the lack of public visits to health centres and hospitals,
Doctors trained in clinical medicine saw the tribal medicinal men, i.e. the Goravaiyas, as a
hindrance to medical care and thus, the reason of the spread of fever. However, as reported
by an officer in the field, there seemed to be no panic within the community despite the
rising number of deaths. Later, it was observed that having ignored the narrative of the
victims themselves, the latent function of the Goravaiyas, healers who were trusted by the
communities, was not paid heed to. It was these traditional healers who were mitigating the
panic otherwise created by media and political parties. They equipped the people to deal
with the rising number of deaths and hence kept the community together.

In what ways do you think the tribal healers play a role in mitigating the suffering due
to disease and death in tribal families?


How do you think a sense of mutual trust between the health personnel and the tribal
health providers can be improved?
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1. Introduction

O

ver the past few decades, medical knowledge has advanced rapidly so much so that
there exists little doubt in our minds regarding the accuracy with which medical
science informs us about our ‘natural’ biological makeup and cellular contributions to
disease. There persists a rather strong conviction in the larger public health institutions
and us that our medical system of knowledge, a result of experimental efforts, is progressive
and reflects the natural order. Such almost intrinsic assumption, as Byron J. Good argues,
sanctions only one particular type of medical knowledge and its truth claims which “rest
uneasily with...our desire to respect competing knowledge claims of members of other
societies or status groups” (Good, 1994: 3). Good, in his work, critically reflects on such
presuppositions that go on to shape the research program and medical interventions. On
such reflection we recognize the need of knowing/ knowledge of the others suffering and
human experience (Good, 1994: 1-25). In order to analyze the same, narratives have come
out as an important tool in both sciences and social sciences, enabling researchers to take
a step away from scientific generality to give primacy to human experience and subjectivity.
These stories have the capacity to unveil the social, political and economic frame of epidemic
spread that is disguised under the scientific explanations of biomedical and epidemiological
studies, thus enabling practitioners in the field to facilitate the right interventions.
This unit, by reflecting on anthropological writings and findings from the field,
elucidates the re-framing of infectious diseases i.e. how the disease was framed by western
medicine and how different it was from the experiences of the people who were the victims
of the epidemic. The unit will highlight Paul Farmer’s analysis of HIV/AIDS and relate it
briefly to recent texts on Ebola, in terms of a narrative of blame that emerged in these
writings. Later, in order to showcase the implication of this work, the unit will highlight
how a narrative approach can inform the intervening medical organizations.

2. Learning Objectives
(1) To understand the concept of narrative approach.
(2) To understand the importance of narratives in distinguishing between disease,
a phenomena seen from the perspective of the doctor (from the outside) from
illness, a phenomena seen from the perspective of the patient.
(3) To reflect on how narrative-based medicine approach allows the doctors to
identify the barriers they may place before patients that impede the delivery of
evidence-based treatments and patient adherence.
(4) To understand how the illness experiences of the people can inform medicine
and lead to formulating acceptable medical intervention.

3. The Narrative Turn
With the narrative turn the agents of culture came out as real and active individuals. As a
mode of thought, narratives combine individual experiences with shared understanding
that one gains through being part of a culture, thereby making cultural sense of action
through using narratives.
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Narratives thus act as vehicles addressing the representation of experiences from the
view of a particular actor and the elements making up the cultural account that “can
tell us something about the social world however local that world.” (Mattingly and
Garro, 2000: 23-24).
The clinical community has also been drawn towards the same narrative turn. The
1980’s saw doctors and specialists argue for the need of a ‘narrative turn’ in medicine as
narratives provided “meaning, context, perspective for the patient’s predicament...an
understanding which cannot be arrived at by any other means” (Greenhalgh & Hurwitz,
1999). By understanding these narratives, doctors, as Mattingly and Garro (2000) highlight,
realize that there is more to the story of a patient than can be captured in medical synopsis.
Following the same and in an aspiration to re-orient medical practice there has emerged a
need to “distinguish between disease, a phenomena seen from the practitioners perspective
(from the outside) from illness, a phenomena seen from the perspective of the sufferer”
(Mattingly and Garro, 2000: 9). This analysis of illness narrative, because of being able to
impart innate human experience, is becoming a significant part in the practice of medicine
all over the world (see also Kleinman, 1988).
There has been a rising need for a critical orientation i.e. an analysis of the ‘vertical
links’ that connected the social group to a regional, national and global society and the
patterning of human behavior that lead to the construction of attitudes and beliefs.
Concentrating on the idea of ‘experiential health’, it becomes significant to involve real
people to speak about the politicized medical realities of their everyday life (WiteskaMłynarczyk, 2015: 87).

Case Studies
4. Re-Narrating HIV/AIDS
“Analytic and narrative task is to expose the mechanisms by which abstract and largescale forces ... become manifest in the lives of individuals” (Farmer, 2006: 215).
The emergence of HIV/AIDS, in the 1980’s, attracted a great deal of attention. It can be
argued to be one of the most studied disease for developing and testing theories on
constructing meaning, risk and stigma, identity, gender, political economy and bio-political
governance (Moyer, 2015: 260-261). Amongst the wide array of literature available on
HIV/AIDS, this unit specifically draws on Paul Farmer’s work in Haiti, the region from
which the epidemic was considered to have originated. I will divide this section into two
parts i.e. narrative of the accuser and narratives of the victim.

4.1 ‘A’ Narrative of the Accuser
With the beginning of the AIDS epidemic, a number of Haitians, both in urban Haiti and
those in the United States, were affected with the infection, characteristic of a new syndrome.
Because the Haitians denied to have had homosexual relations or blood transfusion, the
then key risk factors of AIDS, the disease amongst Haitians became a ‘complete mystery’
(Farmer, 1999: 99). The U.S. public health officials sought to trace the origins of AIDS in
Haiti, the people of which were now seen as a ‘risk group’. Many, including physicians and
researchers presumed that origins of HIV/AIDS could be traced to Haiti’s practice of

84 • Health and Women and Child Welfare
‘voodoo’ magic, claiming it to be a ‘Haitian’ virus. A U.S. Physician, co-opted in the preexisting
conceptions of the place, asserted that “magic rituals provide a means for transfer of
blood and secretions of person to person” (Farmer, 1999: 96) leading to the origin/spread
of AIDS. Such narratives lead to the ‘exoticization’ of the disease putting Haitians back
into the folk model of being “illiterate, superstitious and disease ridden” i.e. the relation
between AIDS and Haiti reverberated with “a north American folk model of Haitians”
(Farmer, 1999: 100).
Along with physicians, the popular U.S. media portrayed Haiti as a strange and
diseased land. It created Haiti’s image as a land of voodoo, animal and human sacrifice,
plus disease- infected refugees (Farmer, 1999: 100-106). This narrative of blaming the victim
and ‘exoticizing’ the disease dominated/influenced the popular opinion in the United States
and elsewhere so much so that even articles in academic journals, rather than referencing
any substantial scientific literature, cited the U.S. daily press in order to portray the Haitian
as lay people who, through practicing voodoo with contaminated ritual substances, could
unsuspectingly be infected (Farmer, 1999: 105-106).
What seemed to come forth from these narratives was a “single story” (The Danger
of a Single Story, 2007) of Haiti, a dominant story based on pre-existing conceptions of the
place; a story that saw them ‘only’ as illiterate magicians and diseased savages. This story
prevailed across the West, having devastating impacts on Haitians everywhere, especially
in U.S.A., Canada and Haiti. In a country with half the population already jobless, hundreds
more lost their jobs as the tourism industry suffered a major setback due to the scare of
AIDS. Exports were shunned and investors boycotted their projects having grave impact
on the economy of Haiti. The impact of this story, not curtailed in a geographic territory,
led to a wave of anti- Haitian discrimination that swept the lands of America and Canada
where Haitian- Americans were evicted from homes and a number of them suffered
unexplained job losses (Farmer, 1999: 106) thereby leading to the stigmatization of not

only those who were infected but Haitians at large.

Such an approach, both ethnographic and critical, picks up on narratives of the
scientists, researchers, public health officials of the U.S. and the popular media of a
‘progressive’ nation. Through doing the same, the stage is set to identify the narrative of
blaming-the- victim, a narrative or a single story provided by those in power to the rest i.e.
the Americans accusing the Haitians for carrying the disease, an assumption based not on
epidemiological research but on preexisting folk models of Haitians in the North American
imaginary. What is also significant in the way narratives are used is that they are linked to
not only look the present day stories but can also be traced through history. Blaming the
victim had always been a part of the American occupation whether it was in terms of
justifying enslavement or its own lack of progress in Haiti. Identifying the victim, as Ryan
in his analysis of the American ideology of blaming the victim elucidates, involves the
process of them being identified as strange, savage or barbaric. It is only through labeling
them as savage that victim blamers can play the blaming game (Farmer, 2006: 223). The
narrative of blame that condemned the Haitian population was what led to forming the
world’s conceptual definition of AIDS and the clinical response to it. This single story of
exoticising and racialising AIDS was an incomplete story; a story provided by the ‘nonlocals’ which concealed other realities of AIDS which are highlighted in the narratives of
the victims themselves.
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4.2 Narrative‘s’ of the Accused
It is often noted that the spread of HIV/AIDS is preventable as the spread of it depends on
certain behaviors of individuals in societies. However, to understand these behaviors it
becomes important to analyze why people behave the way they do. Such analysis reveals,
what Seji Yamada (1993) calls, the basic constraints in life which ironically shapes the life
style ‘choices’; ones that not many chose freely. Under these constraints, people make a
conditionally rational choice i.e. one which is the best for them in the situation that they
are put into (1999: 311). This concept of conditional rationality becomes important to
understand the spread of HIV/AIDS amongst Haitians.
While investigating the local understanding of AIDS or what was commonly called

sida, in Do Kay, a small rural village in Haiti, the cultural representation of the disease and

how it changed over time was exposed. From being talked about as a new ‘city sickness’,
related to diarrhea and homosexuality in 1984, to being talked about as both a natural
(microbe) and unnatural sickness (sent sickness through magic), Farmer (2006) realized
that the locals had their own narrative of accusation, sharply distinct from that of the
West. This narrative of accusation, in a society where “the idea of personal accountability
is less powerful than is the idea of the primacy of social relations” (Farmer, 2006: 248), was
not of blaming the victim alone but these narratives pointed towards how illness was
linked to moral concerns and social relations.
Farmer’s informants, those who were infected with AIDS and their contacts, invoked
Sorcery, as a proximal or distal cause of sida (AIDS). This became a narrative of accusation
where maji or magic was a way of ‘sending’ disease. What, on surface seems to be a rather
superstitious belief, had a common and a real concern running through the same. The
different narratives, of what they called was the “jealousy sickness”, shared one idea i.e. in
the extreme state of poverty and competition, every person who had become rich had done
it at the expense of someone else i.e. “the price of wealth for one is poverty for the other”
(Farmer, 2001: 204). Sorcery then became a tool of sanction for those who gained wealth
without sharing it with others, a tool of establishing equality of a shared poverty in Haiti.
While Manno, one of the informants, tried to search for the cause (enemies who were
jealous of his relative success) which involved assessing his relations with those around
him, Dieudonne, who was also considered the victim of sorcery critically summed up how
“Haiti will never change as long as poor people keep sending sickness on other poor people”
(Farmer, 2001: 22). What is clear from narratives of ‘sent sickness’ is that behind the veil of
sorcery lies the idea of perceived inequality pointing towards the poverty-stricken situation
of Haiti.

“Of course they say it’s from Haiti: Whites say all bad diseases are from Haiti.” –

Informant on AIDS (Farmer, 2006: 231).

The accusation of AIDS being a Haitian virus had devastating outcomes on the country
and for Haitians in other parts of the world. There however was a theoretical counterattack
to the blame-the- victim ideology i.e. conspiracy narratives centered on how Americans
wanted to get rid of the ‘too many’ Haitians as they were no longer required by them.
Comments that blamed America for transfusion and experimentation or the C.I.A letting
lose the sickness amongst pigs were heard often in rural and urban Haiti (Farmer, 2006:
230-231) but were considered by the West as the rumors of the barbaric. Some did not
believe AIDS to be a real but saw it as a disease invented by the American government

86 • Health and Women and Child Welfare
(Selzer, 1987: 60). These accusations were not baseless rumors but echoed the suffering of
the past like the scandal around the selling of Haitian blood and plasma for cheaper price
to American laboratories (Farmer, 2006: 239). To contrive meanings behind such
controversies, it was important to analyze the stories of those affected by AIDS in light of
the historical patterns. For Anita, even though her disease was one she got from the city,
the cause she kept repeating in her story was her poverty. If her parents had not lost their
land, her mother would not have died and she would have never gone to the city from
where she caught the city sickness. Similarly Dieudonne, saw the reality as one that had
been socially constructed, for his accusation of Americans trying to get rid of Haitian
immigrants, who they now did not need on their land synced with the discrimination of
the Haitians in America and also the kind of work they did (Farmer, 2006: 241-242).
Through the analysis of both narrative of the accusers and those of victims, the largescale pandemic of AIDS has been linked to the lived experience and stories of people who
were infected by it and their contacts. The symbolic representation of sent sickness or even
conspiracy theories, when analyzed alongside the narratives of colonialism in a
‘postcolonial’ world, reveals the historical patterns and situations that put people at the
risk of AIDS. Their stories became “the moral readings of the sources of their suffering”
(Farmer, 2006: 263). Farmer re-narrates the narratives of both the progressive west and
the barbaric affected population as narrative of blame (from both sides) that reframes the
disease. Moving away from situating disease under the biomedical realm, AIDS, as Farmer
reveals, was a tale of stories tied to the U.S.; it is a story of unemployment and poverty
rather than a disease of the barbaric (Farmer, 2006: 264); a story of structural violence.

Source: Joel Pett’s editorial cartoons, Image 26461, 7.6.2001.
http://www.cartoonistgroup.com/store/add.php?iid=26461

5. From the Time of AIDS, in the Time of Ebola
Since 1976, 25 outbreaks of Ebola have been documented. However the 2013-2015 Ebola
‘pandemic’ (Farmer, 2015) proved to be, as the director general of WHO described, the
“most severe acute public health emergency in modern times” (Wilkinson & Leach, 2014:
136). Why was it only this time that a transnational disease spread like wild fire, largely
affecting certain localities and not the rest? In this section the narratives and their use as a
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tool of research to reframe the recent pandemic of Ebola will be highlighted. In doing so a
relationship with narratives at the time of HIV/AIDS in 1980’s and the recent Ebola
pandemic will be discussed.
The discussion around Ebola, since its discovery in 1979 in Central Africa, has been
surrounded by gory clinical symptoms, books with horrific descriptions and thriller movies,
making it a zoonotic disease of global concern. These mediums which portrayed Ebola to
be a disease like no other, also represented Ebola as a disease ‘out of Africa’, one associated
with African settings where people follow bizarre rituals and have cultural practices
involving the consumption of bush meat. Scientists, researchers along with the media
constantly contributed to exoticising the disease but also valorized the contribution of
European and American doctors for trying to treat the same (Leach, 2008: 8- 10). The
narrative of blaming-the-victim constructed during the time of AIDS was being applied in
a similar manner to Ebola.

“People who have contracted the disease...have done so in...cave area, where the
monkeys hang out” (broadsheet reader, cited in Joffe and Haarhoff, 2002: 9 cited in Leach,
2008: 8).

The explicit narrative of blaming-the-victim during the formative years was, in the
recent pandemic, applied very subtly. Ebola came to be seen as an ‘out of Africa’ disease
which spread because of the country's weak health care systems, dearth of resources for
treatment and the movement of communities and lack of experience in dealing with Ebola
but what was concentrated upon to combat the same were the behavioral practices of the
people. In all countries affected with Ebola, Health promotion messages initially focused
on not eating bush meat and a consumption ban was put in place in Guinea (Samb &
Toweh, 2014). Even though scientific studies claim that the first case of Ebola was the
result of human contact with a fruit bat, the subsequent transmission in all cases was from
human to human. Thus, the usage of such highly misleading claims and warnings, in a
population that had been eating bush meat for centuries was met with suspicion (Wilkinson
& Leach, 2014: 2-3) The narrative of blaming-the-victim, like in case of AIDS, had two
major repercussions. First, there was a complete neglect of the local knowledge and
experience of the people that gave rise to counter- narratives of locals thereby leading to
misunderstandings between them and the medical health professionals. This in turn made
the process of combating the disease difficult. Also, the prevalence of such a ‘singular’
narrative diverted attention from the structural violence that is inflicted on the ‘victim’the same error that was committed at the time of AIDS (see also Fairhead, 2014; Richardson
et al., 2015).
The top-down approach of controlling the spread of Ebola portrayed the local
population as ignorant and mired in negative cultural practices and thus endorsed ‘behavior
change capacities’ to fight the same, like the ban on bushmeat and change of burial practices
(Leach, 2008: 9). Alongside this, a history of discrimination by the west (slave trade and
colonialism), developed strong resistance amongst the locals that gave rise to narrative of
the victims of Ebola, similar to the narratives of victims of AIDS. With Ebola, like AIDS,
the communities refused to believe in the existence of such a disease which was, as per
western science, a result of eating bush meat. As they had been living with animals and
practicing the same practices for centuries and had never seen this kind of a disease, Ebola
to them then became linked to the practices they had never seen before i.e. “disinfecting
houses, erecting barriers, taking relatives to the hospital, from where they do not return.
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Disease becomes then a logical extension of the efforts of government officials and
foreigners to keep them out of the forest.” (Saez et al., 2014; Monkey Meat and the Ebola
Outbreak in Liberia, 2014).
All narratives of conspiracy, whether Americans testing harmful bioweapons, the
government being responsible for the release of Ebola to increase number of cases to get
more money from the international community (Wigmore, 2015), embodied the experience
of structural violence, thus making it necessary to contextualize these narratives. Rosie
Wigmore’s analysis of one such conspiracy theory circulating in Porto Loco, regarding a
‘witch plane’ 1 crash that carried sickness (Ebola), justifies the same. These stories, dismissed
by authorities and medical professionals had basis in historical trends. In this case, there
was a reference to the conflict between two chiefs, post elections in Porto Loko, where the
chief who lost the elections was believed to have sent the witch plane to his opponents.
This pertains to the ever existing tension between chiefs and the people where chiefs during
colonial times were accountable to the colonial masters alone which gave rise to forced
labour, unfair land reform and taxes. The relation between the two even today remains
problematic due to the increasing levels of corruption that has lead to people not trusting
the authorities (Wigmore, 2015) thus revealing that narratives of victims are not free of
important social, economic and political experiences of them in their societies.
Richardson et al., in the account of stories of four Ebola survivors, point out how, like
HIV/AIDS, Ebola is not only a biomedical and epidemiological study but is also “related
to socio, economic and political issues of slave trading, exploitative colonialism, civil wars
and unethical pharmaceutical trials on African people” (2015)- distal causes which are
paid scant attention to. The narrative of each of the four survivors fractures the single
story of them provided subtly by the west i.e. of ignorance and barbarism. All four
survivors who helped, when professional caregivers were absent, were fully aware of the
no-touch policy with Ebola affected but were only dissuaded by the discharge certificates
awarded to their contacts by medical authorities. All of this, along with the poverty that
the informants shared, pointed towards the poor health infrastructure and the absence of
clinical care that was perpetuated by both, the local government engaged in corruption
and the international health system that “reorients the donor gaze from strengthening
health systems in general to mopping up preventable pandemics” (Richardson et al., 2015).

Source: http://newsblogs.chicagotribune.com/
taking-a-stantis/center-for-disease-control/
“Witch planes are tiny aeroplanes that are used to transport witches” and the crash of the
plane brings “a sickness or the people involved will fall sick.” (Wigmore, 2015)
1
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6. Implications
Understanding the narrative of illness, not only of an individual but also of the society at
large, allows for reframing a disease in a particular manner that may prove to be extremely
useful for effective international medical intervention and policymaking.
In relation to the reframing of Ebola and HIV/AIDS through using narratives, the
research writings, especially of medical anthropologists, have attracted the attention of
international response to pandemics but not enough. Anthropologists who were involved
in the ‘outbreak ethnography’ of Ebola had certain local contextual knowledge which they
used to crowd- source knowledge and provide expert advice in issues of safe and dignified
burial, community led plans, addressing stigma and caring for the sick plus giving advice
over the designing of clinical trials (Bardosh et al., 2016: 92; Ebola-anthropology.net, 2014).
However, the dominant voice in case of pandemics and response still remains to be that of
biomedical expertise with focus on statistics and quantifiable data rather than the quality
of engagement and participation of community (Bardosh et al., 2016: 92-95).
The narratives of both the epidemics, in a particular region, revealed a simple yet
intuitive axiom i.e. “the spread of epidemic is caused by unequal socio-political economic
condition” (Bardosh et al, 2001: 90). Even though this axiom was earlier revealed through
writings on HIV/AIDS in Haiti, the narrative of blaming-the-victim in case of Ebola still
persisted, which like in case of AIDS, lead to the further spread of Ebola by creating counternarratives of distrust and by ignoring the local knowledge of the people who were seen as
ignorant, such as in case of burial practices which led to violent resistance (see Fairhead,
2014). The same narrative, in both the cases, lead to stigmatization of infected individuals
in their communities and in other countries as government and general population focused
more on attacking the subpopulations at greater risk for disease rather than fighting the
virus itself (Leach, 2008).
The case studies presented above reveal the underlying dimensions of mistrust, blame,
injustice and inequality in the spread of the disease. This points towards the need of forming
inclusive institutions and economies that would take seriously the challenges and claims
of communities, resistance and grassroots resourcefulness to dominant modes of power
(Bardosh et al., 2016: 92). What then becomes important is to re-configure power in ways
to address the inflicted structural violence. This narration also points towards
institutionalization of plural forms of knowledge and involvement of communities from
the start so that epidemic response does not depend upon accepting the same worldview
and ignoring local knowledge but embracing the same. Knowledge for immediate response
is necessary; however what these narratives reveal is the need to build “plural forms of
knowledge to address deeply laced structural violence in areas where epidemic diseases
and potential future pandemics are most likely to emerge” (Bardosh et al, 2016: 93). The
stories highlighted through research, like that of patients to doctors, provide a framework
different from that of biomedicine alone, to approach a pandemic or to-be pandemic for
intervening organizations. This can lead to building new hypothesis by these organizations
and the knowledge accumulation of the ‘other’ that can in turn result in newer ways of
effectively dealing with the various causes of such catastrophes.

7. Summary
Through these case studies, we can notice the similarity that existed between the two
different pandemics in different time, in places of the similar socio-economic condition of
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colonial history, grave poverty and dearth of healthcare, i.e. ‘non-western’ conditions.
Ebola and HIV/AIDS were, through the narrative of the accuser, framed largely as problems
of individual level and behavior as opposed to problems of structural inequities, portraying
affected communities as ignorant and barbaric. However, an analysis of the narratives of
victims or the narrative of pain (Das, 1996) sheds light upon not only the local knowledge
and beliefs of those affected, but also the ‘biosocial’ (Farmer, 2015) understanding of illness
i.e. reframing illness as not only medical but also one that is determined by large scale
social factors. Rethinking through these narratives can represent multiple stories and
dimensions of the human experience, including the voices of those whose lives are affected
by global processes. Ensuring then that the evidence base is inclusive, these analyzed
narratives of disease can aid in effective medical intervention.
Structural forces as a major determinant in the cause/spread of a disease have been
widely accepted but researchers and scientists have questioned the relative importance of
the same when a disease is swarming across territorial border. However, agreeing with
Farmer et al. (2006), there exists no prescriptive cure for poverty, the way there exists
medicines that can help cure HIV/AIDS or Ebola. But rather than there being a debate on
choosing from proximal or distal intervention, these two should be looked at as
complementary and not competing; one does not need to be sacrificed for the other.
The stories of patients and their beliefs are often not given enough weight in clinical
medicine in the name of being unscientific but as necessary it is to diagnose the disease, it
is also significant to understand the social idea of illness in order to control the spread of
the same in a community. Understanding illness would entail understanding the meaning,
context, and perspective for the patient’s predicament through listening to his/her story. It
also requires extending the political economy of health traditions by relating it to the
micro level understanding of on the ground behavior in local settings (Singer, 2003) and
socio-cultural aspects of the community.

8. Recapitulation
•

What is narrative medicine?

•

What is the significance of narratives in medicine? Support the same with an example.

•

Through the above case studies, list down 3 primary skills that you think are
important for using narrative medicine as a tool for enhancing medical care.

9. Key Terms
Narrative medicine, Narratives, Counter- Narratives, Reframing Diseases, HIV/AIDS,
Ebola, Structural Violence

10. Activity
•

Reflecting on the case studies presented, think about a patient encounter you have
had in the past and try to write a narrative about him or her.

•

Does your narrative look different from the normative medical records and notes? If
yes, how?
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•

How would encounters be different if you communicated with patients with the
intention of being able to recount their narratives?
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