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Abstract 

‗Health is of universal interest and concern‘(Forest Clement,1932). Health care 

practices are indispensable for human survival. The socio-cultural dimension is the 

integral part of the health care practices of a communitybelonging to specific 

ecological surroundings in which they reside.More often the traditional health care 

practices continue in the day-to-days life style of a particular community and it is 

conspicuously evident among the tribal population. The perceptions of health, 

disease and treatment s vary according to the culture of anexact locale depending on 

ecological settings. Moreover, a particular culture of tribal area is led by the 

traditional belief systems which are guided by the environment and cultural value 

systems.  

The cause of diverse nature in traditional tribal societies is due to various ecological 

surroundings, economic, religious and traditional faith in their own cultural pattern. 

My present medical anthropological research deals with etiology of disease, study of 

health care practices in light of socio-cultural dimensions, exploration of religious 

and supernatural practices related to health and focus on diagnosis with traditional 

method of remedial process among the Hill Kharia of District Purulia and Bankura, 

West Bengal.  It highlights on the infrastructure and implementation of modern 

health care programmes of said tribal population in the particular areas.    

The introducing chapter discusses about the components of medical anthropology 

the basic components of health, disease and treatment pattern along with the illness 

and sickness behavioural pattern. This chapter also emphasises on the role of social-

cultural anthropology for understandingtraditional and modern health care practices 

and programmes. Analytical discussionshave been done on scope, aims, objectives 



and hypothesis of the present research. The most significant part of the chapter is 

methodology applied for the present study. The section deals with the cause and 

consequences of administering various anthropological research techniques for 

exploring the present quarries.  

The main objective of chapter-2 is to discuss about the villages and people 

emphasising on demographic particulars. The chapter explores the socio cultural life 

along with nature of habitational places of Hill Kharia population. This chapter also 

emphasises on the administrative location of the areas including state, district, 

blocks and panchayats. Location of villages, historical backgrounds of the villages, 

character of the villages, ethnic pattern of the villages, infrastructural facilities in the 

villages are also provided in this chapter.  

 

Moreover, the detail occurrence of festivals along with the role and participation of 

the Hill Kharia villagers are stated in this chapter. From this chapter, reader can go 

through about the beliefs in supernatural entities, especially gods, spiritual power 

related with the traditional way of treatment. Name of the deities and their role in 

association with health and treatment procedure are also discussed in this chapter. 

The exploration on indigenous knowledge of the said tribal communities regarding 

perception of health and treatment in different ailments has also been emphasised in 

this chapter. Detail knowledge about traditional medicine and role, activities of 

traditional healers are also documented in this chapter. The Chapter also elucidates 

the case study of traditional healers and the patients availed the traditional method of 

treatment. The life cycle rituals, concept of taboo, totem and magico-religious 

practices related to health are also pointed out in this chapter. Moreover, the list of 



available medicinal plants and their uses by the said tribal communities are also 

documented in this chapter.    

Chapter-4 consists in two divisions. In Division-A, the details of health profile of the 

country is given in this division. Latest Government policies regarding health are 

also discussed in this section.  Moreover, the health infrastructure of the country has 

been stated in this section.  

 

In Section-B, the discussion has been done on the health care facilities and 

infrastructure in the areas under the study. The section discusses elaborately the 

selected case studies of modern medical practitioners and the patients who have 

availed modern medical system. This chapter also provides the detail idea about the 

infrastructure of Sub-centre, Primary Health Centre (PHC), Block Primary Health 

Centre and nearest State General Hospital. A section of the chapter, discussions have 

been done on the role of Registered Doctor (MBBS), quack, staffs and Asha Karmee 

and health workers in the villages. Another very important issue, the maternal and 

child health care practices among the said tribal population are also written in this 

section.  

The study has been done to describe the health, disease and treatment, belief system, 

magico-religious practices related to health and indigenous knowledge regarding 

diagnosis procedure among the Hill Kharia in the districts Purulia and Bankura, 

West Bengal, India. Altogether five villages of two districts were covered under this 

study where Hill Kharia people inhabit in above mentioned districts. The villages 

are categorised in two types. The supernatural belief system has largely influenced 

the health as well as traditional way of treatment pattern of Hill Kharia in those five 

villages in Purulia and Bankura districts.  Both traditional and modern method of 



treatment was found among them. Now the Government has initiated various health 

related programmes to attract the population towards modern medical system. But it 

was observed that home births are still prevalent among them in two types   of 

villages.   
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Introduction- 

‗Health is of universal interest and concern‘(Forest Clement, 1932). 

Health care practices are indispensable for human survival. The socio-

cultural dimension is the integral part of the health care practices of a 

community belonging to specific ecological surroundings in which they 

reside. More often the traditional health care practices continue in the day-

to-days life style of a particular community and it is conspicuously evident 

among the tribal population. The perceptions of health, disease and treatment 

s vary according to the culture of an exact locale depending on ecological 

settings. Moreover, a particular culture of tribal area is led by the traditional 

belief systems which are guided by the environment and cultural value 

systems.  

The cause of diverse nature in traditional tribal societies is due to various 

ecological surroundings, economic, religious and traditional faith in their 

own cultural pattern. My present medical anthropological research deals 

with etiology of disease, study of health care practices in light of socio-

cultural dimensions, exploration of religious and supernatural practices 

related to health and focus on diagnosis with traditional method of remedial 

process among the Hill Kharia of District Purulia and Bankura, West 

Bengal.  It highlights on the infrastructure and implementation of modern 

health care programmes of said tribal population in the particular areas.  
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1.1- Folk Medicine- 

 

The term folk medicine refers to healing practices and idea of 

body physiology and health preservation to a limited segment of the 

population in a specific culture, transmitted informally as general 

knowledge or oral tradition. The concept of folk medicine depends upon 

the supernatural, cosmological and magico-religious practices as well as 

iconography or use of good and evil symbols on places of worship, inside 

households or in a boundary walls (Shrivastava. A, 2008). Folk medicine 

may also be understood Traditional medicine, Alternative medicine, 

Indigenous medicine and Natural medicine. However, the tribal 

population has great believes on folk medicine.   

This system of medicine has still retained its traditional form in interior 

tribal areas where traditional medicine men and man dealing with magic 

or supernatural elements jointly conduct the health care system (Tarafdar, 

2008). The knowledge of ethno medicine and its practices are still in oral 

form and transmitted to the next generation as time to time without 

changes. 

 

 

1.1.2- Traditional Indian Medicine- 
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The coexistence of western medicine and so called traditional system of 

medicine is a feature of all health system outside Europe. India, the land 

and the cradle of Yoga, is also one of regions of the world where, far from 

disappearing the face of the success of modern medicine introduced by 

European‘s. This system of medicine is still practiced widely and offer 

advantages that meet the concerns of World Health Organization (WHO). 

This system of medicine is inherited from ancient medical system based 

on written tradition and popular which transmitted orally. In the past 

decades, there has been renewed attention and interest in the use of 

traditional medicine globally. The WHO has pointed out that the 

traditional medicine is an important contributor to its health goals. Today 

according to the WHO, as many as 80% of the worlds people depends on 

traditional medicine and in India, 65% of the population in the rural areas 

used Ayurveda medicine and medicinal plants for the treatment of 

different ailments (WHO, 2001). Indian Traditional medicine is also 

based on the various kinds of herbal medicine which can heal a variety of 

diseases. This Indigenous stream of herbal medicine is become popular 

now-a-days not only belonging tribal community but also in modern 

societies in different parts of World.  

 

1.1.2.1- The Ayurveda- 

 

The Ayurveda medical tradition looks onto a lively history of more than 

2000 years in which it has continually developed. Ayurveda is one of 

several traditional medical systems that originate from the Indian 

subcontinent. It is now represented as the indigenous Indian medical 



5 

 

tradition par excellence (Shrivastava. A,2008). The origins of Ayurveda 

long predate the formation of an Indian nation and are not necessarily set 

within its geographical boundaries. D. Chattspadhyaya in Science and 

Society in Ancient India wasfirst to contest the traditional view that 

Ayurveda developed directly from the medicine of the vedic and 

ayurvedic medicine (Krippner. S, 2003). 

The modern Hindu ascribe its authorship to their Gods, some to Brahma 

and others to Siva but in their philosophical writings they are all still 

attributed only to Siva, who in this respect is known as Vaidiswar and 

Mundeshwar (Gods of Medical and Medicine). 

 

1.1.2.2- The Unani- 

One of the important medical system originating from countries outside 

the Indian subcontinent, have been integrated into its culture and now 

form a part of its medical traditions. The earliest and perhaps most 

important of these system to be imported and acculturated is Unani 

medicine. The Arabic writers of the 7
th

 and the 8
th

 century A.D. where 

local peoples of Syria who has visited India on many occasions and 

eventually borrowed many Hindus medical culture, which they translated 

in to Arabic and Persian languages.  

 

1.1.2.3-  The Siddha- 

The word Siddha comes from the word Siddhi which means object to be 

attained or perfection of heavenly bliss. Siddha Medicine is one of the 

oldest medical systems known to mankind. Contemporary Tamizh 

literature holds that the system of Siddha medicine originated in Southern 
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India, in the state of Tamilnadu. Reported that more than 10,000 years 

ago, the Siddha system of medicine is considered one of the most ancient 

traditional medicine systems, Siddhargal or Siddhars were the premier 

scientists of ancient days. Siddhars, mainly from south India, laid the 

foundation of this system of medication. Siddhars were spiritual adepts 

who possessed the Ashta siddhis, or the eight supernatural powers. 

Siddhars are the followers of Lord Shiva.  

At present, The Central Council for Research in Ayurveda and Siddha 

(CCRAS), established in 1978, by Department of Ayurveda, Yoga and 

Naturapathy, Unani, Siddha and Homeopathy (AYUSH), Ministry of 

Health and Ayurveda and Siddha medicine. 

 

 

1.2- Concept of Medical Anthropology- 

Medical Anthropology is an interdisciplinary field which studies human 

health and diseases, health care system and bio-cultural adaptation. The 

term medical anthropology has been used since 1963 as a label for 

empirical research and theoretical production by Anthropologist into the 

social processes and cultural representations of health, illness and 

treatment (McElroy, 1996). Medical Anthropology is a distinctive way of 

understanding human experiences. This is because all human beings- 

irrespective of culture, class or historical epoch experience sickness and 

death (Tarafdar, 2008). Medical anthropology‘s bio-cultural approach 

expands the bio medical perspective that views health basically a 

biological issue. Human health and diseases derive from the interaction of 

human biological potentials through culturally, socially and individually 
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mediated experiences that have effect on biological process (Warren, 

1991).  

Medical anthropology is the primary discipline addressing the interface, 

culture and health behavior and incorporating cultural perception into 

clinical setting and public health programmes (McElroy, and Patricia k. 

Townsend, 1989). The cultural perceptions into medical anthropology are 

essential for providing competent care, effective community health 

programmes and patient education. With the evolution of man‘s 

intelligence and the occurrence of diseases, man tried to cure various 

ailments through trial and error method by indigenous or traditional ways.  

In view of the significance of the phenomena of perception of disease and 

treatment for human societies, it is not surprising that the anthropological 

study of health and the occurrence and means of coping with the diseases 

and illness can involve one deeply in the manner in which people perceive 

their world. In this perspective, medical anthropology is not only a way of 

viewing the status of health and diseases in a society but also a way of 

viewing society itself (Aekerknecht, 1942). 

Medical Anthropology is an integration of cultural and biological 

perspective; helps in better understand health problems and their 

solutions. The relevance of medical anthropology and cultural 

perspectives to biomedicine and the interaction of culture and health are 

illustrated in special features organized around bio-cultural interaction 

(Aekerknecht, 1942). 

Medical Anthropology essentially involves a study of two main aspects, 

namely health and diseases. The anthropological study of social and 
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cultural influences on health and disease includes not only the subjects of 

immediate therapeutic relevance but phenomena that have special interest 

because of their effects on human ecology and cause of human evolution.  

In most culture, there is a specialist who treats illness, injury, disease and 

related misfortune and quite frequently these persons correspond to the 

leader of religious practices (Tarafdar,2004).  

 

1.3- AppliedAnthropology in Medicine- 

Medical anthropology is a flourishing branch of anthropology and it has 

emerged as one of the most indispensible areas of anthropological 

research. The term medical anthropology has come into being only in the 

1960s (Scotch.  Norman, 1963) and since then cultural anthropologist has 

started emphasizing the important of social and cultural aspect of health 

and medicine in their new horizon of studies. As a total study of man, 

medical anthropology has contributed valuable techniques, concept and 

scientific facts to several branches of medicine and public health care 

delivery systems. In many different areas of medical anthropology reflect 

a growing trend of applying cultural knowledge as well as indigenous 

knowledge and intercultural perspective helps to facilitate relations among 

providers‘ culture, patient culture and institutional culture. Understanding 

the patient‘s personal life and social life in relationship to the treatment 

plan helps ensure effective communication, appropriate resource 

utilization and success of the treatment (McElory,1996).  

Medical Anthropology addresses interfaces between culture and health in 

the following ways- 

1) Tracing health care providers in cultural sensitivity and competency. 
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2) Try to find and researching health threats and their responses in a 

community. 

3) Developing policies and programmes to create responsive health 

programme. 

The scope of medical anthropology is very diverse which focuses on the 

interaction on the biological health matter, socio-economic and 

demographic factors. All societies have medical systems that provide a 

theory of disease etiology, methods of diagnosis of illness, and 

prescription and practices for curative or palliative treatment 

(Chaudhuri,B. 1993). Medical anthropology initially derived from 

anthropological interest in healing belief and practices of different 

cultures. These interest stemmed from a growing recognition of complex 

relationship  between issue of health and sickness, culturally specified 

belief and healing practices and the opportunities and constraints afforded 

by larger social forces (Wellin, 1978). 

Within medical anthropology, applied approaches can be categorized into 

two general domain i.e., applied anthropology in clinical setting (eg. 

hospital) and applied anthropology focuses on health care within 

biomedical settings and analyzes the effect of cultural and socio economic 

factors on doctor-patient interaction , adherence to treatment, and the 

experiences in healing. A growing body of literature within clinically 

applied anthropology demonstrates how knowledge of explanatory model 

can be used to improve cultural sensitivity in physician- patient 

communications (Kleinman, Eisenberg and Good, 1978). Major branch of 
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applied anthropology deals with public health policy making, programme 

and development and intervention. 

Unfortunately very little work has been done on the interaction between 

traditional and modern medical practices among the tribal population. 

Data on health, concept of disease and the nature of treatment are rather 

scanty and specific studies on this topic covering the different facets are 

practically rare. In this context the following issues need to be considered: 

a) Role and position of traditional healers in a society. 

b) Supernatural belief related to health, disease and treatment. 

c) Reason of illness and sickness and categorization of treatment. 

d) Categorization of treatment on the aspect of different diseases. 

e) Interaction between traditional and modern medical system in a 

particular area.  

Some medical anthropologists have examined the cultural dimension 

of the public health. Similar to studies of biomedicine as a cultural 

system, now applied anthropologist are given more attention to the 

cultural beliefs, norms and implicit premises on which public health 

funding and administration are based (Justice, 1986). Frequently such 

research seeks to expose the cultural and administrative assumption 

within public health that create obstacle to the implementation of locally 

relevant, effective and culturally sensitive programme and plan.   

 

1.4- Health and Indigenous Knowledge-   

The origin of indigenous knowledge can be traced back to the ancient 

period. Peoples used such knowledge from generation. It is accepted that 

the tribes all over the world owning their own culture based on that they 
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developed their own system of medical practices, which are being 

addressed as folk medicines. The study indigenous knowledge is a new 

revolution set in the domain of Anthropology. A holistic perspective on 

human knowledge would help us understand the implications of 

indigenous knowledge especially in the area of health and disease.  The 

health problem of any community are influenced by inter play of various 

factor including consciousness of the people, socio-cultural, demographic, 

economic, educational and political factor (Prasad. S. et.al, 2010)The 

common beliefs, customs, practices related to health and disease in turn 

influence the health seeking behavior of the community.  

The term indigenous knowledge has different connotations such as 

traditional knowledge, local knowledge, community knowledge, rural 

people‘s knowledge. Although the concept has different forms the 

meaning appears to be synonymous. According to Grenier (1998) 

indigenous knowledge is the traditional knowledge existing within and 

developed around the specific condition of women and men indigenous to 

particular geographical area. Basu (2009) do not find the restrictions of 

the concept and expanded its scope in that the term indigenous knowledge 

is not confined to tribal group or the original inhabitants of an area. It is 

not confined to the rural people rather any community possessing 

indigenous knowledge rural or urban, settled or nomadic, original 

inhabitants or migrants. Indigenous knowledge is referred to not only to 

the knowledge of indigenous people but also the intellectual property of 

other communities. There are many facets involved in the indigenous 

knowledge such as, information of the Communities, beliefs on religious 
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faith, in health care and medical practices etc. indigenous knowledge is 

found in people‘s memories and activities and is expressed in the form of 

stories, songs, folklore, dance, myth, cultural values, beliefs, rituals, 

community laws, equipment materials, plant species and animals breeds 

(Basu, 2009). 

Indigenous knowledge (IK) has recently been regarded as an important 

commodity in global health development. Although recommendation by 

the World Health Organization (WHO) in the Health for all Declaration 

(1978) highlighted the need to include local people, their traditions and 

practices in primary health care (PHC), this was largely ignored. Evidence 

suggests that up until recently IK and Traditional Medical Practices 

(TMP) was largely seen as a barrier to modernization and progress.  

Traditional medical knowledge spans various dimensions relating to 

medicines, food and nutrition, rituals, daily routines and customs. 

Indigenous knowledge on tribal health can range from home level 

understanding of nutrition, management of simple ailments and 

reproductive health practices to treatment of serious chronic illness. Inter 

linkages to geography, community; worldviews, biodiversity and 

ecosystem make indigenous health practices diverse and unique. It is 

important to mention that indigenous knowledge on health is not restricted 

to any particular period in time, and constantly undergoes revaluation in 

the local context. Local pharmacopeia has also been developed over a 

long period of human-biodiversity interactions and is unique in terms of 

compatibility to local contexts, easy accessibility of resources.  
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Global development strategies have changed in recent years. People‘s 

participation and inclusion now high on the development agenda, 

including IK is the latest trend in this change. IK is now firmly accepted 

by most lead development Programme (UNDP) even the World Bank. 

(WHO 1996; 2003; World Bank 1998). This increasing acceptance has 

both local and global dimension to it. 

Indigenous knowledge (IK) is local knowledge- that is unique to a given 

culture and society. Such knowledge is passed down generation to 

generation in societies by verbally. Indigenous knowledge has value not 

only for the culture but also for scientists and planners striving to improve 

conditions in rural localities (warren, 1991, 1992). 

Giarelli (1995) warns that IK system ―cannot be reduced to the empirical 

knowledge they contain”.  Indigenous health knowledge and Traditional 

Medical Practitioners (TMP) are usually a part of a wider system of 

knowledge about health, illness and relationship between humans and 

nature. Lama (2000) and Takeshita (2001) support this with his concern 

over the use of IK as a ―biomedical utility‖; as if it were just matter of fact 

information rather than knowledge which is ―embedded in beliefs about 

life, death, disease, healing and ancestral heritage and are anchored in 

people‟s cultural identity”. Currently, traditional knowledge based on 

health practices are promoted either by the state, which predominantly 

focuses on health care delivery; by tribal society as well as civil society 

whose focus primarily relates to conservation and health; or private sector 

through production and marketing of medicine, supplements and health 

care resources. Folk and indigenous knowledge system of the tribal 
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community in India particularly on medicinal plants is depended on forest 

resources.  

 

1.5- Health and Government policies: 

The policy seeks to bring Scheduled Tribes to improve their condition 

through a multipronged approach for their all-round development without 

disturbing their distinct culture.  

Tribal people, who are self-reliant and self- sufficient, have over the 

centuries developed their own medical system based on traditional and 

indigenous knowledge system for diagnosis and cure diseases. They 

believe in taboos, spiritual powers and faith healing. There are wide 

variations among the tribals in their health status and willingness to access 

and utilize health services, depending on their culture, level of contact 

with other cultures and degree of adaptability. Against this background, 

the Government policy seeks to promote the modern health care system 

and also a synthesis of the Indian systems of medicine like ayurveda and 

siddha with the tribal medical system. 

Health is considered as an outcome  of personal attributes, habitual 

experiences and interaction with the environment, whereas well-being can 

relate to multiply factors such as maternal comfort, health, freedom of 

choice and action, social support system and security (Payyappallimana, 

2010).  

The relationship of health with regard to development is well articulated 

by the WHO, which states as follows: 

Health is both a resource for, as well as an outcome of, sustainable 

development. The goals of sustainable development cannot be achieved 
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when there is a high prevalence of debilitating illness and poverty, and 

the health of a population cannot be maintained without a responsive 

health system and a healthy environment. Environmental degradation, 

mismanagement of natural resources, and unhealthy consumption 

patterns and lifestyles impact health. Ill-health, in turn, hampers poverty 

alleviation and economic development.(BOYACIOĞLU. Ebru.Z,2012).  

Ensuring access to good quality health care- whether physical or 

economical-has been a major challenge to policy makers. This has been 

the case since the 1970s, when the Alma Ata declaration (1978) mandated 

―Health for All‖ by the year 2000 and further called for an integration of 

traditional health practioners and traditional medical knowledge in public 

health policies to the more recent Millennium Development Goals 

(MDGs) (2000), where three of the eight goals pertain to health.  Despite 

the multiplicity of policies, goals and targets with regard to health, 

environment and development, we are still achieving their objectives, 

chiefly because health development focuses more on biomedicine than 

broader determinants and inter-sectoral approaches. The MDGs do give 

more weight to achieving health objectives, as they relate closely to 

various development-related parameters. A primary health care (PHC) 

approach and the goal of universal health access are essential to achieve 

MDGs and this should be through appropriate, acceptable and affordable 

health care (Walley et. Al, 2008). 

LP Vidyarthi was the chief architect of tribal development programme in 

India. On the basis of his suggestions multiple tribal development projects 

were introduced in India since fourth plan period.  He introduced the idea 



16 

 

of developing Tribal Development Areas on the lines of Community 

Development Areas where schools, hospitals, irrigation, vocational 

training center, agricultural facilities should be extended to the tribal 

communities. Abandoning their traditional mood of livelihood, tribes can 

be participating in new system of production and tribal economy can be 

linked with the national economy efficiently.  

The focus of health policies up to 5
th

 Five year plan was on control of 

communicable diseases TB, malaria etc. Reproductive Child Health 

(RCH) programmes and population control, self-sufficiency in drugs and 

equipments. From 6
th

 plan onwards health policies aimed at improving 

health infrastructure in the rural areas augmenting health human 

resources. The National Health Policy 2002 aims at achieving an 

acceptable standard of health for the general population of the country. 

Keeping in line with this broad objective, the Eleventh Five Year Plan had 

set upon itself the goal of achieving good health for all, especially for the 

poor and underprivileged. To achieve the objective, a comprehensive 

approach was advocated, which include improvements in individual 

health care, public health, sanitation, clean drinking water, access to food 

and knowledge of hygiene and feeding practices.     

Planning Commission has constituted a high Level Expert Group (HLEG) 

on universal health coverage, seven Working Groups and Two Steering 

Committees to define the appropriate strategy for the Health sector for the 

Twelfth Plan. Out of pocket expenditure on health care is a burden on 

poor families, leads to impoverishment and a regressive system of 

financing. Increase in public health spending to 2.1% GDP by the end of 
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the 12
th

 plan, cost free access to essential medicine in public facilities, 

regulatory measures proposed in the 12
th

 plan are likely to lead to increase 

in share of public spending. At recent rate of decline of 2 points per year 

in Infant Mortality Rate (IFR), India is projected to have an IMR of 38 by 

2015 and 34 by 2017 sane as recent rate of decline of 5.5% per annum in 

Maternal Mortality Rate (MMR) of 143 by 2015 and 127 by 2017 

(http://planningcommission.gov.in,Access date- 01.09.2018 time- 10.44 

am). 

 

1.6- Some important concept and definition 

There are several concepts and definitions related to tribal health and 

health care practices which are very important to understand the persisting 

concepts among the tribal communities. 

1.6.1- Tribal Communities- 

Vulnerable tribal groups are tribal communities among the STs who live 

in near isolation in inaccessible habitats. They are characterized by a low 

rate of growth of population, pre-agricultural level technology, extremely 

low levels of literacy and subsistence levels of economy, a stagnant or 

decline population. 75 such groups in 15 states and one UT have been 

identified and have been categorized as Particularly Vulnerable Tribal 

Groups (PTGs) The India is inhibited by 104,545,716 tribal population 

and they constitute 8.6% of the national total population according to the 

2011 census (https://www.census2011.co.in, accessed date- 01.09.2018 

time 10.48 am). They inhibit varied geographic and climatic Zones of the 

country. Their vocation ranges from hunting, gathering, cave dwelling 

http://planningcommission.gov.in/
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nomadic to societies with settled culture living incomplete harmony with 

nature.  

1.6.2- Shaman 

Shamanism was first recognized by Western observers working among 

traditional herding societies in central and northern Asia, and it is form 

the language of one of these societies, the Tungus-speaking peoples of 

Siberia, that the term shaman is derived. Shamanism is one of the 

controversially debated themes in recent anthropology and religious 

studies. Shamans are a part time religious specialist and healers who 

personify the most extreme elements of so-called primitive mentalities 

and magical thinking in tribal societies. Early missionaries often called 

shamans witch doctor, attributing their supernatural to the devil, and 

confronted them as enemies of Christianity. Government authorities often 

disapproved shamans because they sometimes used their powers within 

the community to organize resistance to Government programme and 

shamanistic curing practices frequently were considered contrary to 

modern medical sciences, if not actually dangerous.  

Shaman is actually a part time religious specialist who has unique power 

acquired through his or her own initiative; such individuals are thought to 

posses exceptional abilities to deal with supernatural beings and powers. 

Shaman plays an important role in curing sickness by performing various 

rituals and indicates a cross-culturally religious attributes. 

1.6.3- Witchcraft 
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The word witch is derived from the old English Wicee, meaning a female 

magician or Sorceress, are generally applied to both sexes and their 

magical activities. Among many people accident, sickness, death and 

other unwanted event have been thought to be caused by witches- 

individual who had magical power which they used for evil purpose 

(Bacon, 1953). Sorcery and witchcraft are ritual means of working harm 

against enemy. Both sorcery and witchcraft denote the projection of 

supernatural evil by human instigation. Both deal with supernatural and 

mystical power and thus are integral to the understanding or religion or 

cosmology.  

Evans-Pritchard, (1977) examined that witchcraft as the possession of an 

inherited power. The witchcraft can be viewed as a belief in a 

supernatural and mystical power that developed in some (usually adult) 

people and enables them to work evil directly without magic or spiritual 

assistance. The witchcraft power in tribal communities is regarded as a 

distinct category of supernatural agency. The dogmas of witchcraft, 

sorcery and magic are also relevant to the social inheritance system of 

tribal communities. The different method of magic and witchcraft are 

practiced by the Hill Kharias in Purulia and Bankura quite common in this 

region.  

1.6.4-Traditional Medicine- 

The term ‗Traditional Medicine‘ (indigenous or folk medicine) describe 

medical knowledge system, which were developed over centuries in 

societies across the world, much before the era of modern medicine. The 

genera includes herbal, Ayurvedic and Unani medicine, acupuncture, 
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spinal manipulation, siddha medicine, traditional Chinese medicine, South 

African Muti as well as other traditional medical practices all over the 

globe. 

The World Health Organization (WHO) defines [1948] traditional 

medicine as the health practices, approaches, knowledge and beliefs 

incorporating plant, animal and mineral based medicines, spiritual 

therapies, manual techniques and exercise, applied singularly or in 

combination to treat diagnosis and prevent illness or maintain well-being. 

Tribal people live in forests and depend completely on the land and forest 

for their daily needs. Hence, for their medical problems, they, they prefer 

to be treated by the vaid raj or vaidya (traditional healer) with traditional 

medicine, which essentially uses extracts from herbs found in the forests 

or animal products. Due to their easy accessibility and availability, these 

healers wield significant influence over the health seeking behaviour of 

the tribal group. The tribes, by and large, are animists, that is, they 

worship nature, and hence, they drive maximum comfort from organic 

materials and method of traditional treatment.  

1.6.5- Ethnomedicine 

Ethnomedicine refers to the study of traditional medical practices which is 

concerned with the cultural interpretation of health, disease and illness 

and also addresses the healthcare seeking process and healing practices. 

The practice of ethnomedicine is a complex multi-disciplinary system 

constituting the use of plants, spiritually and the natural environment and 

has been the source of healing for people for millennia (Williams, 2006). 
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Beliefs and practices relating to diseases are the products of indigenous 

cultural development and are not explicitly derived from the conceptual 

framework of modern medicine.  

The tribal‘s are the real custodians of the medicinal plants. Out of 45000 

species of wild plants, 7500 species are used for medical purposes. The 

disease-illness distinction is important conceptually in the study of ethno-

medicine. Ethnomedicine of the tribal‘s has essentially very little to do 

with medicine as everybody ordinarily understands this term, for the 

tribal‘s do not share the understanding of disease processes as defined by 

modern medicine. For them the medicine is a social institution enhancing 

every aspect of individual security i.e., psychological, physical and social. 

However, ethnomedicine of the tribal‘s is now influenced by a number of 

forces external to the community, which are capable of bringing out 

changes into this traditional system.  Modern medicine is the most 

important aspect to change influencing the ethno medical system.   

According to the World Health Organization (WHO), ethno-medicine has 

maintained its popularity in all regions of the developing world and its use 

is rapidly expanding in the industrialized countries.  

1.6.6- Traditional Health Care Practices- 

The traditional health care system in India comprises of two social 

streams- local health beliefs and practices relying on instantaneously 

available local resources; and the codified organized knowledge based on 

the theoretical foundation (Ayurveda, Siddha and Unanai). Traditional 

health practitioners include herbalist, bonesetters, traditional birth 
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attendants (TBA), spiritual healers and other locally recognized specialist. 

It is frequently thought that traditional medicine only deals with natural 

and herbal cures.  

1.6.7- Traditional Healers- 

The traditional healers, as defined by the World Health Organisation 

(1976), is a person who is recognized by the community in which he or 

she lives as competent to provide health care by using vegetables, animal 

and mineral substances and certain other methods based on the social, 

cultural and religious background, as well as on the knowledge, attributes 

and beliefs that are prevalent in the community, regarding physical, 

mental and social well-being and the causation of disease and disability. 

Traditional or local medicine still remains an important source of medical 

care in the developing countries even though it is not officially recognized 

by the Government health care programmes. 

1.7- Review of Related Studies: 

From early days many Anthropologist, Sociologist has contributed related 

studies-  

Studies Upto 80s- 

Elwin (1955) has described and analysis the relationship between culture 

and tribal medicine. He had a great interest in tribal health and medicine. 

Actually he initiated work among tribes Mandla by starting a small 

medical center in Patangarh and he came to study tribal culture in totality.   

Hasan (1967) in his study ‗cultural frontiers of health in a village in India‘ 

noted two types social and cultural factors affect the health of any 
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communities; a) certain customs, practices, beliefs and taboos create an 

environment that helps in the spread of or control of the disease. And b) 

factors which directly affect the health of community as they are related to 

the problems of medical facilities to the sick and invalid. 

Kakahr (1977) studied on socio-cultural aspects of health and illness. He 

focused on the folk concept of disease etiology in a medium-sized studies 

village. He emphasizes on the three level of medical system viz, primitive 

medicine, folk medicine and modern medicine.   

Chaudhuri (1986) noted the link between the causes of illness as the 

nature of treatment in his study among the Mundas. 

Studies in 90s- 

Mohanti (1995) examines traditional health care in retrospect and 

recommends an integrated system of modern and tribal medicine. 

Ali (1995) examines health care planning in Tribal district of Orissa. 

Patel (1995) throws light on awareness of tribal health and medical care in 

Madhya Pradesh. 

Goldberg(1997) studied about Shamanism. According to him the 

shamanism is protected by a Spirit of land during his extractive journey, 

loose the soul and war time between the demon & disease. 

Narayan.K.V (1997) said that health status developed through the 

integrated development of society and examine the study is a degree of 

association between various socio-economic aspects of development, 
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rather than the presumed dichotomy between medical care and 

development in improving the health status. 

Jose Boban (1998) has tried to trace the medical practices & healing 

rituals existing in two tribal of Kerala and in order to evaluate the changes 

in the traditional medical system as a result of the influence of modern 

medicine. 

Tribhuwan (1998) studied in ethno-medical beliefs practices of various 

communities and also gives in-depth understanding of the and symbolism 

in tribal medicine, with reference to their concept of disease etiology, 

body symbolism, nature and role of ethno-medical specialists, mother and 

child care health practices, and health seeking behaviors. 

Studies in Recent Decades- 

Chaudhuri (2003) showed that medical practitioners and public health 

workers have been reposing that every often people do not utilize the 

medical facilities available to them. Unless and until the reasons for 

failure or non-acceptance of these programmes are known, the very 

development programme cannot be useful. 

J.J.Roy Burman (2003) Studies the concept of disease and sickness, the 

different method of treatment, the official health policies over the years 

and also exploratory study of the traditional tribal medical practices which 

are prevalent among the autochthonous tribal population of Sikkim.  

Tarafdar.P (2005), studies on the Santal communities in Jhargram Sub-

division of West Medinipur District, West Bengal related to perception of 
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disease etiology and interaction between traditional and modern health 

care practices among them.  

SL Malik and Sudipta Ghosh (2009) studies on status of health and 

availability of treatment and aids among Santals, a tribal community from 

Ranibadh Block of West Bengal, India. This study conducted at grass root 

level in the villages, the Santals of this region have gained awareness over 

time about their health and nutritional status. 

Singh RK (2013) studies little knowledge, inadequate practices about 

malaria control among the tribals of Bihar which may be one of the 

important factors responsible for the persistence of malaria in tribal areas 

in Bihar of Jharkhand state.  

Kshatriya Goutam (2014) studies on the changing culture and increasing 

lifestyle diseases among the tribal‘s of India. He has focused mainly on 

dietary habit and nutritional status and maternal and child health status 

among the tribals.    

Balgir RS (2014) studies on the impact of consanguinity and inbreeding 

on homozygosis of recessively inherited genetic disorder among tribes of 

Central India and studies revealed that not only the small population or 

consanguine mating of the parents that results in inbreeding or increased 

homozygosity and consequently leads to lower fitness of the offspring‘s.   

1.8- Scope of the Study:  

The present study will reveal and explain the health care practices 

including magical belief related to religious practices among the Hill 
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Kharia and it will also evaluate different diagnostic, curative, protective, 

promotive health care activities found among them. The idea about health, 

disease and treatment are varies from society to society and also from 

culture to culture. It is assumed that a unique way of understanding is 

prevalent among the different indigenous communities in terms of their 

own perception of healthcare practices so the present study will provide a 

comprehensive understanding about the traditional health care system of 

the concerned community.   

1.9- Objectives: 

1. The main objective of this research is to examine the traditional and 

modern health care services in the family level and analyze the 

perceptions of peoples about traditional and modern maternal and child 

care practices as well as facilities in their own cultural and ecological 

dimension.   

2. To understand the illness ideology of the Hill Kharia population under 

study areas from cognitive point of view.  

 To understand the perception regarding origin and cause of illness 

in their communities  

 To study the disease etiology and disease classification from 

cognitive point of view.  

 To record the different types of pathogenic and supernatural 

agents, which cause illness, and to understand the role-played by 

this agents in the culture of Hill Kharia. 
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3. To explore the native‘s concepts about body physiology and a various 

symbolic elements, which find expression through body during patient‘s 

ill health. 

4. To understand the symbolic and meaningful aspects of ritual healing along 

with prescription as well as application of herbal medicine – the 

knowledge which they acquire over generation. 

 

1.10- Hypothesis: 

 The following hypothesis can be framed on the basis of the objectives of the 

study- 

 Every culture has its own degree of belief regarding the concept of 

disease, illness and treatment; and in this context the variation can be 

measured on the basis of sex, perception of disease etiology, education 

and socio-economic condition of the concerned population. 

 A patient from a tribal community is completely psychologically assured 

by the treatment of traditional medicine men or a magico-religious healer 

as both of them shared same cultural milieu. Tribal health ideology is very 

much assured by the magico-religious belief, which reflectson the 

psychological treatment pattern of theconcerned tribe. 

 Environmental degradation and commercial afforestation is the 

conspicuous factor for the destruction of medicinal plants and reduction of 

its accessibility to those tribal‘s who are using herbal medicine. The 

constraints of forest policy are also responsible for decreasing the 

collection of medicinal plants and other related materials.  
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1.11- Selection of Villages: 

 

The present research isdone among the particularly vulnerable tribal group 

(B.M.L Patel, 2013). In 2006, Government of India has announced the PTG as 

a particularly vulnerable tribal group (PVTG) (Singh K 2011). According to 

the PVTG list Government of India, the Hill Kharia is not enlisted as PVTG 

in West Bengal. According to the list, this tribal group is enlisting as PVTG in 

the state of Jharkhand and Bihar. The field investigation has been conducted 

among the above tribal communities of five villages representing different 

degrees of urban influence in terms of effective distance from urban centre. A 

criterion for selection of the villages has been fixed in terms of their 

accessibility from the concrete road and the highway in order to observe the 

impact of relative distance from the urban center. Two types of villages have 

been selected considering the scope and objectives of the proposed study. For 

covering the required population, two villages has been taken from Type-I 

category and three villages from Type-II category of villages.  This ‗Type‘ is 

chosen on the basis of different criteria, viz, distance from sub-divisional 

town as well as sub-divisional Hospital or other health care center, transport 

communication like bus, railways etc and other modern health care facilities 

surrounding the villages.   

The villages have been picked up according to the principle of systematic 

spatial sampling in order to make the data representative of the population in 
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the area of maximum concentration of the Hill Kharia, as recorded by the 

Dikshit Sinha in 1984 (Tetre Peter,1990).  

Two types of villages were selected considering the scope and objective of the 

proposed study. For covering the required populations two or three villages 

are considered under each type. For pursuing specific objectives the villages 

were selected on the basis of ‗type‘. The ‗type‘ has been framed on different 

criteria, viz, distance from the sub-divisional town [in case of Bankura 

(Khatra sub-division) and in case of Purulia (Purulia East sub-division)], 

modern health care institution, communication with the surrounding villages 

and urban center. 

 

1.11.1-Type- One:  

It has longest distance from the said sub-divisional town or urban center. The 

health care facilities are insignificant in comparison with ‗Type two‘ villages. 

There is no a primary health center or sub centers in a short distance. The 

communication of this ‗type one‘ villages with the sub-divisional town or 

nearest sub-urban center is very difficult. The absence of quack or any 

modern doctor and Anganwadi (ICDS) center in a shortest distance are the 

additional parameters for selection of villages. Two villages, viz. Rahidi of 

Maguria Gram panchayat from Purulia district and Ladda of Ambikanagar 

Gram panchayat from Bankura district were chosen under this type. The other 

ethnic group like Santal and caste community Mahato are inhabitant of those 

villages.  

 

1.11.2-Type- Two: 
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In this type, selection of villages has been made on the basis of better 

communication with the sub-divisional town or sub-urban center. Further, 

there is a rural hospital or Block Primary Health Center in a shortest distance. 

The Anganwadi (ICDS) center is located near of this ‗type two‘ village. Three 

(03) numbers of villages has chosen under this ‗type two‘ category. Two 

villages from the district Bankura district viz, Barda savar para under Fuddi 

Gram Panchayat along with Sarasdanga at same Gram Panchayat and another 

village selected from Purulia district i.e, Damodarpur under Nawpara Gram 

Panchayat.  These villages are fur better communicated to the sub-divisional 

hospital than ‗type one‘ villages. All the villages are  exclusively Hill Kharia 

villages except Sarasdanga from Bankura district where  Hill Kharia reside 

with other communities (like Mahato, Pal, Mudi) at end of village and try 

exchange their cultural tradition with each other. But this situation is only 

practiced by the young Hill Kharia population. The details of administrative 

location of research areas are given in following table-  

 

 

Chart-1 (Administrative Location of studied villages) 

Type Villages 
Sub-

Division 

District 

 

 

Criteria for 

selection of 

Village 

One 

Ladda Khatra Bankura Long 

Distance 

from sub-

divisional 

town and 

Rahidi 
Purulia 

East sadar 
Purulia 
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hospital 

Two 

Borda Sabar 

para 
Khatra Bankura 

Short 

Distance 

from Sub-

divisional 

town and 

hospital  

Sarasdanga Khatra Bankura 

Damodarpur 
Purulia 

East Sadar 
Purulia 

 

 

 

 

 

1.12- Selection of the Population: 

According to the KS Singh [1994] the Hill Kharia are mainly distributed 

in Jharkhand,Madhya Pradesh, Odisha and West Bengal. But in West 

Bengal they are inhabited in small pockets in districts of Paschim 

Mednapore, Bankura and Purualia. They are living in small population 

hamlet and totally isolated from others population group. But now at 

present scenario,  Their habitation was in a single ethnic villages and trend 

to multi-ethnic villages, changes over to the occupation of agriculture and 

stone crasher from fishing, hunting, criminal activity and weaving as their 

tradition.  

 

1.13- Tribal Status- 

The Hill Kharia is known as ‗Sabar‘ in West Bengal and enlisted 

as a scheduled tribe (Sinha D). They notified as a ‗Particularly Vulnerable 

Tribal Group (PVTG)‘ by the Government of India in Jharkhand and 

Bihar. (Singha K 2011).Particularly Vulnerable Tribal Group (PVTG) 
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(earlier: Primitive tribal group) is a government of India classification 

created with the purpose of enabling improvement in the conditions of 

certain communities with particularly low development 

indices(www.pib.nic.in, accessed date- 12..03.16 time -3 pm ) 

According to 2001 census, Hill Kharia the population under study is 

having only 1% in comparisons with total scheduled tribe population in 

West Bengal. This tribal group has occupied a major portion of the rugged 

slopes of Ranchi, Lohardanga and furrowed incline of west and east 

Singhbhum and Hazaribagh of the Jharkhand. Only few numbers of 

populations are confined at Purulia, Bankura and Paschim Medinipur of 

West Bengal. The Hill Kharia is so-called because they used to live in and 

around the hilly tracts. Their natural abode was in the hilly regions, at one 

time covered by thick forests. The forests are now destroyed and hills 

denuded, except the isolated pockets. In such situation they have been 

trying to re-adjust themselves to settle down beside peasant villages. 

The Hill kharia are also called Pahari (meaning Hill) kharia, Savara/sabar, 

Kheria, sometimes referred to as Erenga or Pahari Kharia (Sinha D, 

1984). Outsiders call them Kharia but they call themselves as Sabar. The 

tribe now use the mythical term Sabar as their name. S.C.Roy (1937), 

who wrote a monograph on Hill Kharias on the basis of the designation 

given to the tribe by the peasantry and most probably, also to differentiate 

them from the more evolved Dudh and Dhelki Kharia. Purulia peasants 

call them Kherias and this Kherias are likely to be known as Sabar, the 

mythical hunter of Ramayana (Roy S.C 1937). There are several gotras 

(clans) among the Hill kharia such as Golgo, Bhunia, Sandi, Gidi, Dehuri, 
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Pichria, Nago, Dhar, Tesa, Kotal, Kharmoi, Digar, Laha, Rai,Sal, Khan 

and Khiladi. Golgo seems to be dominant one because in every village 

that clan spelt out first whenever their clans were asked.  

For their sustenance, they depend mainly on forest resources such as 

collecting honey, fruits, vegetables and herbs. The name Hill Kharia came 

to be known as ―Criminal‖, though could not be ascertained, it was known 

to be fairly old. Even at the beginning of the early part of twentieth 

century, Coupland (1911) mentioned the Hill Kharia‘s participation in 

various kind of criminal activity like burglary, stealing, etc. As a 

consequence of this stigma they came under the purview of ―Criminal 

Tribe Act‖ of 1924 declared by the British Government (Sinha D,1984) 

although this Act was replaced in 1952 and the Hill Kharia is re-

designated as a ―Denotified Tribe‖. Now-a-days the Hill Kharia finds that 

due to deforestation and scarcity of forest animals, hunting and gathering 

as an exclusive mode of subsistence is no longer possible at present 

situation. For   Instead they are now compelled to seek in the agricultural 

economy of the region. Not only their previous based economy has been 

destroyed but their concept ‗good life‘ has also been irrevocably changed.  

 

1.14- Methodology:  

 

The present research work is highlighted on the issue of healthcare 

practices among the Hill Kharia in Puruliaand Bankura district that is 

mainly the western part of West Bengal.  
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The present research has been done exclusively among the Hill Kharias of 

the district Purulia and Bankura which are chosen for its tribal dominating 

character and also large numbers of Hill Kharia population is found in the 

West Bengal (Sinha D, 1984)  

The Hill Kharia is one of the endogamous (Singh; 1994) tribal groups of 

West Bengal. Empirical study was carried out in western part of West 

Bengal. In order to collect qualitative and quantitative data from empirical 

situation, five (05) villages were selected in which two (02) villages from 

Purulia district and three (03) villages from Bankura district and the 

selection of the villages are based on theirdistribution and isolation from 

urban centre, forest base ecological niche and coverage from modern light 

of medical development.Total 170 numbers of families have been covered 

in this research from two districts.   

The data regarding research topic for analysis had been acquired through 

field field work in four divisions during my research work. (1) Division-I- 

filling-up of PSF (Primary Schedule Form), (2) Division- II- Case studies 

of traditional healers, modern medical practitioners as well as community 

person who is affected or not, (3) Division-III-Detailed interview which 

may be structured or un-structured form 

from traditional and modern medical practitioners and peoples from the 

communities  (4) Division-IV- Evaluation of Government ICDS center 

and health workers, (5) Division-V- Collection of data through visiting to 

PHC, Block Primary Health Center (BPHC) regarding infrastructure and 

services towards the patients.  
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Socio-cultural profile was collected by using the household census (PSF), 

interview, and case study for getting the basic information about the 

population. The information of traditional and modern medical practices 

among the Hill Kharias was taken through the interview method. The 

traditional and modern health personal, political leaders, health worker 

and health related peoples have been interviewed and the relevant data 

were collected. The case studies had also been taken from traditional and 

modern medical healers as well as disease affected person from my 

studied villages which have been taken for supporting the different data in 

this regard. I have applied 3/3 procedure in case study selection  at each 

village, where 1 male person practicing traditional medical practices, 1 

male person practicing modern medical practices and 1 male person taking 

both medical practices. This process (1, 1, 1 =3) is also applied for the 

selection of case studies on the female persons. The details of medicinal 

plants have been taken from those areas for proper documentation of their 

indigenous knowledge regarding herbal medicine. Visit in the sub-

divisional hospital and Primary Health Centre (PHC) gave me for proper 

understanding the health scenario in those areas.  In this study, key 

informant interview was played imperative role for collecting the specific 

data about health related matter and others. One of the conspicuous 

techniques in field study is the photography which plays a vital role for 

collecting various socio-cultural and medical practices of the concerned 

population.  
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1.15. Data Analysis:  

The data have been collected through household census or Primary Census 

Schedule (PSF) for this research in each of the five villages. The data had 

been analyzed in terms of age group, sex, marital status, occupation 

(primary and secondary), education and diseases of the individuals and 

treatment pattern. The data were also collected in terms of their disease 

pattern, last 5 years disease occurrence of every individual in each of the 

villages had been considered as prime factor. All the data relevant to the 

health care practices are analysed on the basis of the of the village ‗Type‘ 

wise. Actually, the village populations have been analyzed separately on 

the basis of ‗interior‘ and ‗near urban‘ criteria. Persons belonging to the 

age group of 15-62 years have been considered as economically active 

population and persons below 15 years and those aged 63 years and above 

have been considered as young and aged sections of the population 

respectively. The special health problems and health care perception of the 

old (aged 60+ years) and children (aged below 14) as well as maternal 

health are important filed in this research. The pattern of traditional and 

modern health care practices have been  analyses and study the trends of 

child (0-5 years age group) and reproductive women (15-45 years age 

group) are also studied on the basis of health care practices, perception 

regarding disease.  
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1.16. Organization of Thesis- 

Chapter-1- Introduction 

Chapter-2- Introducing the Area, Villages and Peoples 

Chapter-3- Health and Disease: Traditional way of Treatment 

Chapter-4- Modern Health Care Facilities and Programmes 

Chapter-5- General Observation and conclusion 
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Introducing the Area, 

Villages and People 
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2.1- Locale of the Study- 

The study was conducted in five villages inhabited by Hill Kharia‘s in which two 

villages are from Purulia district and three villages are from Bankura district, 

south- western part of the state West Bengal. The villages are categorised on the 

basis of distance from urban centres and urban based government health 

institutions. On the basis of above said criteria  I have categorised the villages on 

two ‗types‘ i.e., ‗type-one‘ and ‗type-two‘.  

Two villages are under the ‗type one‘ category. In which one village, Rahidi is 

situated near about 30 km away from the urban centre (Purulia town). This field 

site is located at 23°18‘N Latitude and 86°39‘E Longitude.  Another village 

Ladda which is situated 20 km away from the semi-urban centre (from Khatra 

town) representing the Bankura district, is not easily accessible from the town 

due to narrow jungle road. Both these sites are situated on the lowest steps of the 

Chotonagpur plateau.  The latitude and longitude of this village is 22°91‘81‘‘E 

and 86°73‘34‘‘N respectively. 

Another three villages are grouped under the ‗type-two‘ category. Two villages‘ 

viz. Sarasdanga and Bordasabar colony were selected from the district Bankura 

and another village is Damodarpur from the district Purulia. Sarasdanga is located 

nearer to the Ranibadh sub-urban region. This village is located 22°92‘62‘‘E 

latitude and 86 ° 70‘26‘‘ N longitudes. The village Borda Sabar colony is situated 

7 km away from the Khatra sub-divisional town. The latitude and longitude of 
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this village is 22°95‘46‘‘E and 86°76‘54‘‘N. This village is located very nearer to 

the famous tourist place Mukutmonipur. Another village, Damodarpur is situated 

40 km. away from the Purulia town and 15 km. away from the Manbazar town. 

This village is located just aside of the Hura- Manbazar metalled road and 

latitude 23°16‘E and longitude 86°38‘N. The communication system is better 

than other villages.  

2.1.1- The State- 

 West Bengal is a state in the eastern region of India and is the nation‘s fourth 

most population. It is also the seventh-most populous sub-national entity in the 

World, with over 91 million inhabitants (www.census2011.co.in). Spread over 

34,267 sq mi (88,750 Km
2
), it is bordered by the countries of Nepal, Bhutan and 

Bangladesh, and the Indian states of Odisha, Jharkhand, Bihar, Sikkim and 

Assam. West Bengal encompasses three broad natural regions: the Gangetic plain 

in the south, Plateau region in the south western part and Sub-Himalayan and 

Himalayan region in the north. The climate varies from tropical savana in the 

southern portions to humid subtropical in the north. The main seasons are 

summer, rainy season, a short autumn and winter. The western plateau region 

experiences a dry summer like northern India with the highest day temperature 

ranging from 38° C to 45° C.  

2.1.2- The District-  

2.1.2.1- The Purulia- 

Purulia came into as a district of West Bengal in 1956. Purulia is the westernmost 

district of West Bengal with all India significance because of its tropical location. 

This district acts as a gateway of the developed belts of West Bengal and 
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hinterlands in Odisha, Jharkhand, Madhya Pradesh and Uttar Pradesh. The 

district is between 22°42‘35‘‘ and 23°42‘0‘‘ north and 85°49‘25‘‘ and 

86°54‘37‘‘east longitude. The district of Purulia is bounded by Midnapore, 

Bankura and Burdwan district of West Bengal and Dhanbad, Bokaro, 

Hazaribagh, Ranchi, West Singbhum district of Jharkhand state bound this 

district [NC]. The total geographical area of the district is 6259 sq. km Out of 

which the urban and rural areas are 79.37 sq. kms (1.27%) and 6179.69 sq. Kms 

(98.73%) respectively. The district headquarter is situated at Purulia town (23°20‘ 

N Latitude and 86°22‘30‘‘ Longitude) having three administrative sub-division 

viz. Sadar east, sadar west and Raghunathpur. There are 20 Development Blocks, 

3 Municipalities, 8 non-municipal towns, 170 Gram Panchayats. 

(www.census2011.co.in/census/district/14-puruliya.html, access date- 1.9.16 

time- 4.30pm)  

By Regulation XVIII of 1805, a Jungle Mahals district composed of 23 parganas 

and mahals including the present Purulia was formed. Regulation XIII of 1833 

broke up the Jungle Mahals district and a new district called Manbhum was 

constituted with headquarters at Manbazar. The district was very large in size and 

included parts of Bankura, Burdwan of present West Bengal and Dhanbad, 

Saraikela and Kharswan of present of Jharkhand and Odisha. In 1833 the district 

headquarters was transferred to Purulia of today. Finally in 1956 Manbhum 

district was partitioned between Bihar and west Bengal under the States 

Reorganization Act and the Bihar and west Bengal ‗Transfer of Territories Act 

1956‘ and the present district Purulia was born on 1
st
 November 1956 (District 

Gazetteer, Purulia, 1985). This is the most backward district in West Bengal. Out 

of 2468 rural inhabited mouzas of these district 994 mouzas has been declared as 
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backward i.e, 40.28% of the inhabited mouzas are backward. Among them 

16.22% and 21.43% of villages are declared as backward villages at Hura and 

Puncha Block area ((www.census2011.co.in/census/district/14-puruliya.html, 

access date- 12.09.16, date- 6.pm) 

Demographic Profile of Purulia district- 

Table-2A 

 2011 Census % 

Total Population  2930115 -- 

Male population 1497656 51.15 

Female population 1430309 48.84 

Rural population 2281090 89.93 

Urban population 255426 10.07 

Scheduled Caste 463956 18.29 

Scheduled Tribe 463452 18.27 

Sex Ratio 955 (National Ratio 

940) 

-- 

Literates -- 65.38 

Male Literate -- 78.85 

Female Literate -- 51.29 

 Source- (www.census2011.co.in/census/district/14-puruliya.html, access 

date- 12.09.16, time 4pm) 

Human Development Index 0.45 (Rank- 16 in State) 

Education Index 0.40 (Rank- 16 in State) 

Education Index 0.55 (Rank- 14 in State) 

Health Index 0.61 (Rank- 12 in State) 

Income Index 0.18 (Rank- 17 in State) 

 Source- (www.census2011.co.in/census/district/14-puruliya.html, access 

date-23.09.16, time-5pm) 
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Table-2B-The existing health infrastructure of this district is shown 

below- 

Type of facilities No. of Units 

No. Of District Hospital 1 

No. Of Sub-Divisional Hospital 1 

No. Of Rural Hospital 5 

No. Of Block Primary Health Centres  15 

No. Of  Primary Health Centres 53 

No. Of Sub-Centres 485 

Birth Rate 22.83 

 Source- (www.census2011.co.in/census/district/14-puruliya.html, access 

date-12.10.16, time- 3pm)  

 

The tribes of Purulia are mostly a rural phenomenon with almost 95 percent of 

the tribal communities in the district lived in villages. In case of India, around 93 

percent Scheduled Tribes live in villages and n West Bengal the proportion is 

94.86 percent. The relative proportion the tribal population in the district has been 

continuously declining over the years. The tribal population accounted for 19.23 

percent of the total population in 1991 which declined to 18.27 percent in 2001.  

2.1.2.1.1- The Sub-Division 

The Purulia district comprises three sub-divisions viz, Purulia Sadar (East), 

Purulia Sadar (West), and Raghunathpur.  This research work was carried mainly 

in the Purulia Sadar (East) sub-divisions area. This sub-division consists of 

Purulia municipality and seven community development blocks: Manbazar-I, 
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Manbazar-II, Bundwan, Purulia-I, Purulia-II, Hura and Puncha. The seven blocks 

contains 62 gram Panchayats. The Sub-Division has its headquarters at Purulia. 

My research work was carried out at Hura and Puncha community Block area. 

Rural area under Hura block consists of ten gram Panchayats, viz- Chatumdar, 

Jabarrah, Ladhurka, Rakhera-Bishpuria, Daldali, Kalabani, Lakhanpur, Hura, 

Keshergarh and Maguria-Lalpur. Headquarters of this block is in Hura. Rahidi 

village comes under the Maguria-Lalpur gram Panchayat. 

Also rural area under Puncha block consists of ten gram panchayats viz, Bagda, 

Chirudih, Lakhra, Pirrah, Chandra, Jambad, Nawpara, Puncha, Kenda and 

Panipathar. Headquarter of this block is in Puncha. Damodarpur village comes 

under the Nawpara gram Panchayat. 

2.1.2.2 Bankura- 

Bankura district is located at western part district of the Burdwan district of West 

Bengal and situated between 23°37‘ and 22°38‘ north latitude and between 

87°46‘ and 86 ° 36‘ east longitudes. It has an area of 6788 square kilometres. 

Bankura district is bounded on the north by the Raniganj sub-division of 

Burdwan district, the Damodarpur river forming the boundary line. On the south-

east it is bounded by Hooghly district, on the south by Paschim Medinipur district 

and on the west by Purulia district. Bankura district has been described as the 

―connecting link between the plains of Bengal on the east and Chotonagpur 

plateau on thewest. The areas to the east and north-east are low lying alluvial 

plains and western part comprises with boulders. The area consists of two 

different tracts. The western portion marks the gradual descent from the table 

land of Chotonagpur to the delta of lower Bengal, consisting largely of spurs 
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projecting from the western tableland and of low swelling ridges. Rocks crop out, 

and small knolls covered with boulders and scrubby jungle. In the western tracts 

the undulations of the country become more marked, and numerous isolated hills 

and mountains occur.  

In the Mahabharata, Bankura was described as Suhmobhumi. The word Larh or 

Rarh was introduced after 6
th

 century A.D. in Santhali, lar means thread, rarh 

means tune and larh means snake. Perhaps the Jain and Greek scholars used this 

original Austric word Larh to indicate this dry forest region which is very 

difficult to access that time. One of the most influential God of the district 

Dharmathakur is called ‗Bankura Roy‘ (Ghosh, Binay, 1976). The name of the 

district might be given by his name.  

Table-2C-Demographic Profile of Bankura district- 

 2011 Census 

Total Population  3,596,674 

Male population 1,838,095 

Female population 1,758,579  

Scheduled caste 9,97,408 

Scheduled Tribe 3,30,783 

Sex Ratio 957 (National Ratio 940) 

Literates 2,232,992 

Male Literate 76.76 

Female Literate 49.43 

The existing health infrastructure of this district is shown below- 

Sl.No Type of facilities No. Of Units 

1 No. Of District Hospital 1 

2 No. Of Sub-Divisional Hospital 1 
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3 No. Of Rural Hospital 5 

4 No. Of Block Primary Health Centres  17 

5 No. Of  Primary Health Centres 68 

6 No. Of Sub-Centres 508 

7 Leprosy Control Unit 7 

8 Family Welfare Centre 513 

9 Blood Bank 1 

 Source- www.census2011.co.in/census/district/13-bankura.html, access 

date- 12.10.15, time- 3pm 

Table-2D-Important Health Indicators 

Sl. 

No 
Indicators Bankura 

West 

Bengal 
India 

1 Birth Rate per 1000 

population 

20.26 21.3 26.7 

2 Death Rate per 1000 

population 

7.5 7.8 9.0 

3 Infant Mortality Rate per 

1000 life birth 

51 53 72 

4 Maternal Mortality  Rate 3.23 4.0 4.3 

5 Percentage of Live-birth 

by trained professional  

97.2 48.0 50.0 

Source- Health Bulletin, 2014 

2.1.2.2.1- The Sub- Division-  

The Bankura district comprises three sub-divisions namely, Bankura, Bishnupur 

and Khatra. This research work was carried out at three villages in Khatra sub-

division. Khatra subdivision consists of eight community development blocks: 

Indpur, Khatra, Hirbandh, Raipur, Sarenga, Ranibandh, Simlapal and Taldangra. 

The eight blocks (Indpur, Khatra, Hirapur, Ranibadh, Sarenga, Raipur, Simlapal 

http://www.census2011.co.in/census/district/13-bankura.html


47 

 

and Taldangra) contain 59 Gram Panchayat. The subdivision has its headquarters 

at Khatra. Ranibadh block consists of rural areas with eight gram panchayats, viz. 

Ambikanagar, Haludkanali, Rajakata, Rautora, Barikul, Puddi, Ranibandh and 

Rudra. Ranibandh police station serves this block. Headquarters of this block is in 

Ranibandh. 

My research work was conducted under the Ambikanagar and Fuddi Gram 

Panchayat areas. 

2.2- Geography and Physical Feature of the villages-  

The research has been conducted among the Hill Kharia of five villages 

representing different degrees of urban influences in terms of effective distance 

from urban centres. Geographical and physical feature of the studied villages are 

discussed herewith:  

Table: 2E- About villages- 

Tribe District Block Villages 

Distance 

from 

Urban 

center 

Location 

About the 

Village 

 

Hill 

Kharia 
Purulia Hura Rahidi 30 km 

Situated hilly and 

jungle areas and 

is 2 km away 

from Hura-

Puncha metallic 

road. 

Predominantly 

Hill Kharia village 

with poor access 

and all facilities 

like health centre, 

educational 

institute, and 

market are 

difficult to access 

during rainy 

season.  

  Puncha Damodarp- 15 km Situated just This is a 
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ur aside of the 

Hura-Puncha 

main road, easily 

accessible and 

also has a good 

communication 

facility. 

multiethnic village 

but Hill Kharia 

resides at one end 

of the village. 

 Bankura Ranibadh 
Barda- 

sabar para 
15 Km 

Situated at plains 

and close to 

Mukutmanipur 

tourist place. 

Predominantly 

Hill Kharia people 

live in this village. 

The 

communication 

system is well 

developed.  

 Bankura Ranibadh Ladda 30 Km 

Difficult to 

access due to 

broken narrow 

road on the dam 

of the river 

Kangsabati, 

called 

Mukutmanipur 

dam. 

It is a small 

village and Hill 

Kharia population 

is in majority in 

this village. 

  Ranibadh Sarasdanga 12 Km 

It is the interior 

and backward 

village and has 

not good 

transportation 

facility. This 

village is 

connected 

through narrow 

metallic and 

moorum road 

with the other 

village. 

Its a multiethnic 

village where 

Bhumij tribal 

families 

(3familes), Kora 

(2 families) caste 

community lives 

with the Hill 

Kharia in this 

village.  But caste 

groups  live 

separately from 

the tribal 

population (Hill 

Kharia). 
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                LOCATION MAP OF VILLAGES UNDER BANKURA DISTRICT 

                      

                                      (A)       (B) 

 

 

(C) 

MAP-1- (A,B,C) SHOWING LOCATION OF VILLAGE AREA UNDER BLOCK JURISDICTION IN BANKURA 
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Village Map-A1- Borda Sabar Para (Bankura) 
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B1- Village map-Ladda (Bankura) 
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C-1-Village map-Sarasdanga (Bankura) 
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                                    LOCATION MAP OF VILLAGES UNDER PURULIA DISTRICT 
 
 

                                  

                                               (A)                                                                                                    (B) 

 

 

                               

 

                                                                                            (F) 

MAP-2- (D,E,F) SHOWING LOCATION OF VILLAGE AREA UNDER BLOCK JURISDICTION IN PURULIA 
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D-1- Village map-Rahidi (Purulia) 
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E-1- Village map- Damodarpur (Purulia) 

 

2.3- Ecological Settings of the Studied Areas-   
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Environment should mean everything that surrounds a group of human beings. In 

the present context, ecology refers to the relationship between environment and 

people. The environment may be classified into natural, biotic and abiotic 

components as well as cultural environment.  The studied areas are under the 

Chotonagpur plateau and undulation with an average altitude of 250 meters above 

sea level. The soil, vegetation, topography, communication system, land use 

pattern and farming pattern are nearly uniform throughout the studied areas.  

2.3.1- Climate- 

Western part of West Bengal i.e, Bankura and Purulia are broadly falls under the 

dry tropical climatic zone with the influence of monsoon along with the summer, 

winter and rainy seasons. Temperature varies roughly from 35° C to 42° C in the 

summer season from March to May. May is the hottest month in this region. The 

winter season extends from November to February, when the average 

temperature roughly varies from 5°C to 12°C. December and January are the 

coolest month of this area. The rainy season starts from mid June to September, 

when the average rainfall varies from 120 cm to 220 cm. The rain water is the 

main source of irrigation of the field cultivation. These areas are very dry after 

the rainy season and in summer it becomes terrible. 

2.3.2- Soil- 

The entire area is covered with ‗red soil‘ or laterite. Fertility of the red soil is 

lesser than the muddy soil of other places. This lateritic soil is found in whole 

western part of the West Bengal which is not very favourable for agriculture. This 

soil is very hard and iron granules are present in the soil. 
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2.3.3- Flora- 

The naturally grown forest and grasses are found throughout the studied areas i.e, 

Purulia and Bankura. But in early days, it was covered with dense deciduous 

forests. According to the local peoples, forest areas have decreased due to over 

exploitation of human beings. The ‗Hill Kharia‘ has intimate interactions with the 

forest and forest products. Sal (Shorea robusta), Mahua (Bassia latifolia), Palash 

(Butea monosperma), taetul (Terminalia tomentosa), Bamboo and others bushy 

plants are found in the locality of the studied areas. The various products out of 

such trees are used by them. The fruits of Mahua (Bassia latifolia) are used for 

brewing liquor which is very popular among the ‗Hill Kharia‘ as a country drink.  

Due to wanton exploitation, these trees are gradually rare. As the Hill Kharia are 

virtually depends on the forest produces, so the over deforestation of these plants 

has adversely affecting the nutritional as well as dietary structure. The fruit 

bearing trees like Jamun (Syzygium cumini), Kathal (Artocorpus heterophyllum), 

Bel (Aegle marmelos), Aam (Magnifera indica) exist in great number in their 

locality.  

2.3.4- Fauna- 

Various animals like snakes, rats, lizards, scorpions and birds are found in the 

region.  Cattle, buffalo, fowls and goats are the domestic animal in the studies 

areas.  Hill Kharia is very much dependent on hunting but due to the scarcity of 

animal, they hunted a small animal like snakes, lizards, birds etc.   

2.4- Transport and Communication- 
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Transport and communication is a very important characteristic for every 

developing area. This system is acts as a vein in a living organism and 

development cannot be proceed without better transport and communication. 

In my studied villages in Purulia and Bankura, communication system is very 

poor. It has been found that communication system is very poor in three villages 

out of five villages. Among these three villages, one village from Purulia (village 

Rahidi) and two villages from Bankura (village- Ladda and Sarasdanga), the 

transport and communication system is extremely awful situation. Only van 

Rikahwa or cycles are only transport system to reach nearest town. Another I can 

say that these three villages are detached from nearest urban areas and also from 

excellent communication system like Railways, buses etc.  There is not even 

temporary earthen road or better path through which peoples of different villages 

can be interacted with ‗Hill Kharia‘ population. Specially, ‗HIill Kharia‘ 

localities are facing great difficulties due lack of transport and communication 

facility.  Only two villages under my research work (village- Damodarpur and 

Borda Sabar Colony) havea better communication system rather than other three 

villages in both of the districts.  Only a few well made moorumroad has joined 

the other neighbouring villages or nearest markets. The school going children‘s 

has facing problem due to poor road condition.  Due to poor transport and 

communication, anganwadi workers and Government workers has unable to 

provide full support to the Hill Khraia‘s at any circumstances. 

 

Table-2F- Village wise condition of Road in studied villages 

District Block Village Condition of Road 
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Purulia 

Hura Rahidi 

There is no such ideal 

road to enter into the 

village. Only narrow lane 

is existing, through 

which the Hill Kharia 

peoples moving one 

village to another. 

Snakes bites are very 

common in that jungle 

road. They have also 

facing terrible problems 

during emergency. 

Puncha Damodarpur 

The peoples of this 

village have not facing 

such immense trouble in 

concern of transport and 

communication. This 

village is situated just 

aside of the Hura-Puncha 

main bus road. The 

villagers can 

communicate easily with 

the other village. 

Bankura Ranibadh  

 

Barda Sabar 

para 

This village is located 

near the bus road of 

Mukutmanipur-

Bandowan. Tourist place 

Mukutmanipur is also 

placed near of this 

village. So the transport 

and communication is 

well developed.  

Ranibadh  The main transport 
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Ladda 

system is one and only 

Van to enter into the 

village. This village is 

located on   left of the 

Kangsabati river Dam or 

so called Mukutmanipur 

Dam. The narrow road 

on Dam acts as a main 

road for communication. 

Ranibadh  

 

 

 

 

 

 

Sarasdanga 

This village is situated 

far away from the 

Mukutmanipur Dam. The 

communication road is 

only made with morrum, 

at the time of the rain; 

the villagers are facing 

huge problems to 

communicate with 

neighbouring town or 

market. Here also the van 

is only transport vehicle 

for communication.   

 

2.5- Condition of Villages- 

2.5.1- House Pattern- 

The house type of a community is determined by ecology and cultural traditions 

of a community. Houses of the ‗Hill Kharia‘, in each of the five studied villages, 

consists of single hut with rectangular ground plan under a single roof usually no 

slopes. The Hill Kharias have a kind of know-how to build huts for their living. 

Their huts have one living room which is used for cooking, dining, living, 
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sleeping and storing etc and their materials for making huts are almost same from 

one hut to another. Occasionally, two hamlets belonging to two different 

households are located close together. The huts are constructed over 10 inches 

high mud-plinths on average which restrict rain-water, snakes and insects from 

entering into the huts. 

Another interesting featuers, the presence of Tulsi pinra ((Beng- Tulsi Bedi) is a 

common character of every Hill Kharia huts in all my studied villages. According 

to them, this Tulsi pinra acts as a protector from evil spirit. Normally it is an 

elevated earthy platform with Tulsi herbs (Basilium sanctum) at top. According to 

them, it is a holly place of deities where they scarify fowl on the occasion of 

Maghpuja or akhan jatra. 

2.5.1.1- Structure of the House-  

The huts of Hill Kharias are small and their walls are made of mud with lateritic 

gravel, bamboo logs or splits with thatched roof with rice-straw. The houses have 

rude construction and small in size, single room tenements with small entrance 

door made of a bamboo splits for closing and have no windows.  The door is 

sometimes so small that one must bow up to the waist to enter. Every house has a 

courtyard and a varandah though of a small area.  

Four wooden or bamboo pillars are planted vertically in four corners. However, 

for larger houses, the numbers of pillars is increased. Then a frame like structure 

made of bamboo splits and tied down with bark-silts or some creeper. Over this 

frame grass or straw is thatched, to 8-12 cm thickness. Mud walls are raised on 

four sides, keeping one door in one of the side walls. The soil of this area is 

carrying some stone granules (2-3 cm diameter), as a result the mud walls give 
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some hardness and durability during rainy season. When the house is completed, 

the walls are occasionally coated with cow dung to make them smooth.  The floor 

is always plain and levelled.  

But at present government has support them in concerning of built house. 

Pradhan Mantri Awas Yojona-Gramin (PMAY-G) is a social welfare programme, 

created by the Indian Government, to provide housing for the rural poor in India. 

It is one of the flagship programs of the Rural Development Ministry to construct 

houses for BPL population in the village. Under this scheme, financial assistance 

worth Rs. 1,20,000/- in plain areas and 1,30,000/- in difficult areas (high land 

areas) is provided for construction of houses. At present, there are many Hill 

Kharia houses constructed through this programme.  

Table-2G-- Distribution of IAY house among the Hill Kharia 

Tribe District Village No. Of IAY 

beneficiary 

among Hill 

Kharia 

Hill Kharia Purulia Damodarpur 20 (25.64%) 

Rahidi 5 (22.72%) 

Bankura Borda sabar para 14 (51.85%) 

Ladda 5 (21.73%) 

Sarasdanga 10 (50%) 

Source-From Block Development Office, Data 2016 

Field survey showed that Hill Kharia‘s are more benefited at studied village in 

Bankura than Purulia. More interesting some Hill Kharia;s has tendency to 

shattered their IAY houses for selling  bricks in local market. Some other 
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communities‘ peoples have postulated this fact that Hill Kharia has propensity to 

sell everything which they acquired from the Government.  

2.5.2- Sources of water-  

Water is the source of life, the most precious and important of all natural 

resources, without which the Human species cannot survives (DSS, 2010,s.p). 

Access to safe water is a human right (Corcoran et al, 2010).access to water 

should be framed as a human right for at least three reasons. First, ensuring 

access to clean water could substantially reduce the global burden of disease. 

Millions of peoples are affected each year by range of water-borne disease. 

Second, the privatization of water, which exploits the view that water is a 

commodity than a public good, does not result in equitable access. Third, the 

world is changing in ways that will both exacerbate water scarcity and threaten 

the quality of the current water supply (Barbour et al, 2009). 

Traditionally, the Hill Kharia has been collecting water for drinking, bathing, 

washing cloths and domestic uses from the wells and ponds. But now-a-days, the 

mode of procuring drinking water is changing. They also get water from the tube-

wells in their settlement. They are now totally dependent on tube-wells. Because 

most of the ponds are dry in the studied villages. So, tube- wells provides them 

safe drinking water in every time in each of the five villages. Sometimes, it is 

very hard during hot summer. Several informants in each village stated that the 

water they consume is very helpful to digest food. The ponds are usually used for 

other purposes like bathing, washing of cooking utensils. 

Table-2.H- Sources of water in all studied (Five villages) 

District Village Source of No. Of Location Uses of water 
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water tube-

well, 

Ponds 

and Well 

Purulia 
Damoda

rpur 

a) Tube-Well 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

b)Ponds 

Tube-

well- 2 

 

Ponds- 2 

 

Well- 0 

i) One is located 

entrance of the 

village. Just aside 

of the Hura-

Puncha main 

road. 

ii) Another is 

located near open 

space within the 

Hill Kharia 

settlement. 

i ) one pond is 

situated within the 

settlement and 

another one just 

outside the 

settlement. 

i+ii) - for 

collecting 

drinking water 

and some time 

used for religious 

purposes. 

 

 

i) Taking bath 

and washing 

clothes and 

cooking utensils. 

Purulia Rahidi 

a) Tube-

well 

 

 

 

 

 

 

b) Ponds 

Tube-

well- 

1(Functi

onal), 

1(NonFu

nctional) 

 

Ponds- 2 

i) One located end 

of the village near 

the Mahato‘s 

settlement and 

one is non 

functional. 

 

i) Located south 

west part of the 

Hill Kharia 

settlement and is 

in center. 

i) used as a  

drinking water. 

 

 

i) Taking bath 

and also collect 

drinking water 

when water is not 

taking out from 

the tube-wells. 

 

Bankura 

Borda 

sabar 

para 

a)Tube-well 

 

 

 

 

 

 

 

 

 

b) Ponds 

Tube-

well- 

1(Functi

onal),3(N

on 

Function

al) 

 

i) At middle 

portion of the 

settlement and all 

HillKharia 

peoples are relies 

on this only one 

tube-well. But 

others three are 

not functional. 

 

i) Tube-wells 

only used for the 

purpose of taking 

drinking and 

cooking water.  

 

ii) Ponds used 

only for the 

purpose of 

washing cattle 
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Ponds- 1 

ii) One large pond 

is located just left 

side of the village. 

 

and taking bath, 

cleaning utensils. 

 

Bankura Ladda 

a)Tube-Well 

 

 

 

 

 

 

 

b)Wells 

 

 

 

 

 

 

 

c) Ponds 

 

Tube-

Well- 2= 

1(Functi

onal),1(N

on 

Function

al) 

 

Wells- 

2= 

1(Functi

onal),1(N

on 

Function

al) 

 

Ponds-2 

i) There is only 

one functional 

tube-well located 

eastern side of the 

settlement. 

 

 

 

i) Located both 

sides of the 

villages. One is 

functional. 

 

 

 

 

i) Two ponds are 

located just two 

ends of the 

village. 

i)uses only for 

drinking and 

cooking purpose. 

 

 

i)uses for the 

purpose of 

drinking, 

washing etc. but 

it is remain dry 

for long period 

 

i) Water is used 

for washing 

clothes and 

utensils and other 

domestic 

purpose. 

Bankura 
Sarasda

nga 

a)Tube-well 

 

 

 

 

 

 

 

a)Tube-

well- 3 

(all 

functiona

l) 

i)one is located 

just entry point of 

the village and 

others two in 

between the Hill 

Kharia and other 

Caste group 

settlement. Both 

of Tribal & caste 

Group uses this 

Tube wells for 

their daily 

purposes. 

i) Used for the 

purpose drinking 

water and other 

domestic 

purpose. These 

tube-wells are 

the only sources 

of water. 

 

From the above table, it is established that Hill Kharia Peoples used Tube wells 

for drinking water purposes. But few of them are in functional in stage. But in 

draught situation they have consuming pond water without boiling. According to 

the them, for this reason they have suffering many health hazards.  

2.5.3- Sanitation system 
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Water and sanitation problem is a global major concern. According to Balint 

(1999), there are over on one billion people worldwide without sources and three 

billion lack minimally acceptable sanitation facilities.  

Providing environmentally safe sanitation to millions of peoples is a significant 

challenge specially worlds second most populated country. The task is difficult in 

a country where the new technologies can challenge people‘s tradition and 

beliefs. India‘s most ambitious goal to achieve the sanitation system is 

‗Sanitation for all‟ by 2012 established under its Total Sanitation Campaign 

(TSC). Through its TSC, the Government has sanctioned projects in all of rural 

districts, building about 57 million individual household sanitary latrines (IIHLs), 

(Asian Development Bank Report 2014) although this achievement is still short 

in tribal areas.   

There was no pucca sanitation facility in all studied villages. They have been 

practised open sanitation at nearby grounds. Government has not taken any major 

role for providing pucca latrine in every household. Only one Pucca toilet and 

latrine was found at Borda Sabar colony village in Bankura. But it is used only 

for the school children‘s at the Borda Sabar primary school.  They are also not so 

aware about the hygiene and sanitation system. 

 

Availability of Sanitation of all studied villages-  

 

 Village Type Sanitation Facility Households 

ONE NO 45 (100%) 

TWO NO 125 (100%) 

Source- Field work 2014-16 

2.5.4- Electrification system-  
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A new scheme for creating rural electricity infrastructure and completing 

electrification named as ―Rajiv Gandhi Grameen Vidyutikaran Yojana‖- scheme 

of Rural Electricity Infrastructure and household Electrification was launched by 

Hon‘ble Prime Minister Dr. Manmohan Singh in 12 states including West 

Bengal. This scheme has been launched to fulfil the commitment of the National 

Common Minimum Programme (NCMP) of completing the household 

electrification in next 5 years and modernizing the rural electricity infrastructure.  

This scheme is free of cost connection to all rural household living below poverty 

line. Further, there will no discrimination in the hours of supply between rural 

and urban centre. 

All the studied villages except Rahidi in Purulia district are benefited through this 

Programme. Most of the household are getting advantage of this Governmental 

programme. During my research work, type one village (Ladda, Rahidi) is in 

absence of electric facility. It was also affect on educational centre and health 

care centre at the villages.     

Table: 2.I- Distribution of Electric Facility in all studied villages 

TYPES DISTRICTS VILLAGES ELECTRIC FACILITY 

ONE 

Purulia Rahidi NO 

Bankura Ladda NO 

TWO 

Purulia Damodarpur YES 

Bankura 
Borda sabar 

colony YES 

Bankura Sarasdanga YES 

 

Source- Field Survey 2014-17 
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2.6- The Tribe (Hill Kharia) 

The Hill Kharia‘s, one of the small tribal sections in India, mainly inhabit in 

Jharkhand, Odisha and south-western part of West Bengal. It is most interesting 

that 85 percent of the Hill Kharia‘s reside in Jharkhand, Odisha. In West Bengal 

region, they are living in the tribal tract of Chotonagpur region. The Hill Kharia is 

mainly concentrated in Chotonagpur platue.  (Dikshit Sinha). According to the 

Tribal Welfare Department, the Hill Kharia‘s spreading over seven police stations 

in the district Purulia viz. Manbazar, Bundwan, Puncha, Balarampur, Hura and 

Purulia sadar. But in West Bengal, they are specially inhabited in the highlands of 

Purulia and Bankura districts. 

Broadly the entire Kharia tribe has been sub-divided into three main sections on 

the basis of the geographical locations, identity, culture and a few others 

important aspects of life. 

I) The Hill Kharias are the most vulnerable tribal group, living under 

the primitive type of technology (but at present situation become 

change), poor economic as well as health concern.  They are 

mainly inhabits in the eastern region of the country. 

II) The Dhelki Kharias are a little advanced and live in the western 

region of the country. 

III) The Dudh Kharias are the present advanced section among all 

sections. This section has conscious of human needs and values of 

civilization. They live in the central region of the country 

(Vidyarthi.L, 1980). 
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All the studies of the Kharia‘s conducted before 1970‘s contain long discussions 

on the history and migration of the tribe. Sarat Chandra Roy has given reference 

of a number of earlier works where the discussion on the origin has been made. 

As early as in 1872, Dalton in his DescriptiveEthnology of Bengal described that 

the Hill Kharias in Purulia district are closely related with Santals, Hos, Asur, 

Kora, Munda. All are belonging to a single Munda stock, known variously as pre 

Dravidian or Proto-Australoid group. Hill Kharias are also including proto-

Australoid group. It can be stated that Hill Kharia is belonging under a branch of 

the great Mundari stock.The Kharia‘s were originally from the south but they 

migrated to Chotonagpur. Russel 1916, mentioned very casually that the Kharia‘s  

are the younger brother of the Mundas‘s. S.C. Roy in his monograph has 

elaborated an account of the migration of the Kharia‘s to the different districts of 

Bihar, Orissa and Madhya Pradesh. In course of time they migrated and first 

batch of emigrants settled in Mayurbhanj district of Orissa, Singbhum districts of 

Bihar (presently Jharkhand) and some population into Purulia, Bankura of West 

Bengal. They were then designated as the Hill Kharia. The Hill Kharia‘s are 

completely different from the social-cultural living as well as food habit also 

(Dikshit S 1984) 

Hill Kharia is so-called because they used to live in and around hilly 

tracts. Generally a Hill Kharia village is situated at the foot of hills but 

neither on the top nor on the slope. They are sometimes referred to as wild 

Erenga or Pahari Kharia. The tribe now use the mythical term Sabar as 

their name (Vidyarthi. L.P, 1980). The name Hill Kharia came to be 

known as ―Criminal‖, though could not be ascertained, it was known to be 

fairly old. Even at the beginning of the early part of twentieth century 
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(Coupland, 1911) mentioned the Hill Kharia‘s participation in various 

kind of criminal activity like burglary, stealing, etc. As a consequence of 

this stigma they came under the purview of ―Criminal Tribe Act‖ of 1924 

declared by the British Government although this Act was replaced in 

1952 and the Hill Kharia were designated as a ―Denotified Tribe‖. The 

tribe Hill Kharia, being an indigenous group falls in Proto-australoid 

group. The ‗Hill Kharia‘ of Purulia and Bankura are called by the local 

people in different names viz, Sabar, Kheriya and ‗Ban-digar‘ because 

they lived in the jungle. But they are preferred to be addressed as Sabar. In 

fact, all of them use the surname of Sabar. This is because they consider 

themselves to be the descendants of ‗Sabars‘, the tough and mighty forest 

people in the Vidhya region of Central India, as mentioned in the Purans, 

the Ramayana as well as Vedic literature (Mukhapadhya. C,1997). They 

are mainly distributed at the hilly tracts region in the south-western part of 

Bengal i.e., the border region of the Jharkhand and West Bengal. The 

ancestors had to migrate from place to place they are living, do not a 

history of more than sixty to seventy years of settlements of these my 

studied villages. The Hill Kharia lives in complete isolation from the other 

non-tribal groups.  According to informants (Villge Rahidi- Sabu Sabar, 

Kanga Sabar, Village Damodarpur- Krishna Sabar), these people prefer to 

live near hill area, have adequate facilities of natural resources and 

sufficient availability of forest product.  The Hill Kharia is very close to 

nature and the culture of the tribe is influenced by its ecological and social 

surroundings. They are submissive, shy, and conservative in their 
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attitudes. They are still now do not like to mix with any outsiders and 

rather keep detached and isolated.  

According to S.C.Roy (1937), the Hill Kharias of Odisha trace their origin 

from the egg of the pea-fowl. But Bankura Hill kharias (Moti Sabar,F, 

age-65 Village- Ladda, Bankura) narrate a different story, which says the 

ancestors of the Hill kharias used to live Dalma Hill range (Sinha, 1984). 

They were three brothers in which the youngest, one day quarrelled over 

division of food and went away to the south Jharkahnd. But before going, 

he warned his two brothers not to follow his trail. If they did, their 

progeny would be crushed with sterility. The Hill Kharias recognise three 

divisions: a) Mura kharias (Pahira) of Singhbhum, b) Oriya-Kharias of 

Mayurbhanj, and c) Kharias or Kherias (Singh.K.S, 2008). They are 

mainly distributed in Purulia, Bankura and few part of Paschim 

Medinipur. The Hill Kharia of Bankura said that they do not have any 

social intercourse with the Hill kharia of Odisha or Jharkhand. The said 

population like to live in a separate colony at a little distance from others. 

Thus either on the basis of the location or accommodation or fashion of 

arrangement, the traditional villages is in underdeveloped way of life. But 

they feel that they are in a quiet environment and psychologically more 

satisfied from this nature. 

2.6.1- The Families-  

Family is the primary social institution among the Hill Kharia‘s society. The 

families are mostly nuclear. But among the studied villages different types of 

families like joint, extended and broken are found. But Hill Kharias do not like to 
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continue to live as joint or extended. The economic factor is responsible for this 

family structure. The income level is not so large to support to huge family. The 

family usually consists of the husband, wife and their unmarried children. They 

live under the same roof and same room. But in some cases married sons and 

daughters are also living along with their father and mother thus constituting a 

family. It is found that the Hill Kharia‘s son after marriage must need to construct 

a new hut for himself and his wife. It is also found that if the woman fails to give 

birth to a child, she may be divorced. Different family members have different 

functions in the economic sphere, i.e. according to their age and sex. The division 

of labour in a family is done on the conventional pattern of specific tasks of 

various members. The collection of food by small game hunting and fishing is 

exclusively done by male members. Likewise, to cook for the family and tend to 

hearth and housekeeping is the sole duty of women. The women have to collect 

edible fruits, vegetables, leaves, shoots etc. from the forest or jungle, but the male 

members also help in this task whenever they are free. So, all the household 

activities inside the family are performed by women including bamboo craft, 

weaving, agricultural activities which are practised in both of in the districts. All 

men and women are participating in the activities like food-gathering. But 

hunting is the monopoly in the Hill Kharia‘s society. Child rearing is shared to 

some extent. Young children look after their siblings when parents are away from 

home. Children learn to be independent from a very young age. They forage for 

food by themselves, especially in very early days. The type and size of the family 

among the Hill Kharia‘s differ according to their primitiveness and contact with 

outside influences. In addition to the patriarchal, patrilinial systems, the other 

sticking features of the Hill Kharia‘s are monogamy. But there is also a second 
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marriage both after divorce or the death of the first wife. According to the social 

custom a widow along with their children should be maintained in the house of 

those who inherit the property of her deceased husband. But in practice it is 

different, if the widow is young and has no issue or only one or two children, she 

returns to her parent‘s house and seeks another husband with whom she lives 

along with her children.  

During my research, I have worked at two villages (Rahidi and Damodarpur) in 

Purulia district. In that studied villages, 77.27 percent and 55.12 percent families 

are nuclear at Rahidi and Damodarpur villages respectively. Only 18.18 percent 

and 30.77 percent families are joint family at Rahidi and Damodarpur 

respectively. At Damodarpur, the average family members are 5.0.  In the 

meantime, the average family member at Rahidi is 4.09. In Purulia, the poverty 

stricken on the family relationship, inter-family relationship is not well-developed 

among them.  All the household activities inside the family are performed by 

women. All agricultural affairs, except transplantation and weeding are men‘s 

responsibility. All men and women except the children below working age, 

participate in the activities like food-gathering. 

My research work was carried out at three villages (Borda sabar colony, Ladda 

and Sarasdanga) in Bankura district. In above mentioned villages, the families are 

mostly nuclear (42.86 percent Borda sabar colony, 55.55 percent Ladda and 65 

percent Sarasdanga respectively). The average family members are 4.8, 4.2 and 

4.8 at Borda sabar colony, Ladda and Sarasdanga respectively. Here size of the 

family differs according to their indigenous and contact with outside influences. 

Among all three villages, Ladda is more interior than other two.  
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2.6.2- Marriage- 

The descent pattern of the ‗Hill Kharia‘ is patrilinial. There are four numbers of 

clan among the ‗Hill Kharia‘, viz, Bhuiya, Tessa, Kamar and Loha. Marriage 

within own clan is prohibited in ‗Hill Kharia‘s society at the villages in Purulia 

and Bankura district. Marrying into three generations of the mother‘s lineage is 

prohibited, but marriage with classificatory cross-cousins is allowed. Junior 

sororate and levirate marriages, though optional but exist among them. The ‗Hill 

Kharia‘s have three kinds of marriage a) Sejha-biha (marriage by negotiation), b) 

Sanga (second marriage), c) Sikar-biha (marriage by force). The third type is rare 

occurrence at the villages of both the district.Girls marry after puberty and boys 

between sixteen and twenty years. Brides are classified into three categories and 

given symbolic names; banshita (ten to fourteen years); bheladagi (eighteen 

years to twenty two years). It is customary for the groom‘s family to make the 

first move and ask for a specific bride indicating their preference of the category. 

When the parents think that their son is of marriageable age they search for a 

suitable bride for him through the help of Agua (middle man). The Agua 

negotiates with the two parties and when the girl‘s parents approve of the 

proposal a say is fixed to house by the boy‘s party. The custom of paying bride 

price is still prevalent. The amount is varies from Rs. 2000 to Rs. 3000. Divorce 

is allowed on grounds of infertility or incompatibility. Divorce also occurs now-a 

–days if the husband is not able to feed to his wife. After marriage, vermilion, 

new clothes (sari) and the iron bangles, sakha, are given to the bride which 

formalize the marriage. The wife lives at her husband‘s home after marriage, 

though sometimes the couple also set up their own separate home. But at present, 

availability of food and work, often determines the place of residence, and the 
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couple may even live in the wife‘s home. This state of affairs is observed at 

studied villages in both district of Purulia and Bankura.  

Pre-marital relationship is forwarded upon in the Hill Kharia society. Any couple 

caught at it are compelled to marry. But if this relationship is found to be with 

other tribal or non-tribal, they might be expelled from the tribal society even 

village also. A marriage as a result of pre-marital relationship is called Sang Biha 

(love marriage).  

2.6.3- Education-  

Primary education is a basic enabling factor for participating and freedom, for 

trading a life with dignity and basic deprivation, secondary education is the 

gateway for prosperity, for transforming the economy and social justice in any 

country. Secondary education is a crucial stage in the educational hierarchy as it 

prepares the students for higher education and also the world of work. The 

National Policy on Education (1986) and its Programme of Action (1992), inter 

alia states that access to secondary education will be widened with emphasis of 

enrolment of girls, scheduled castes and scheduled tribes particularly in science, 

commerce and in vocational streams.  Scheduled tribes are the most deprived and 

marginalised sections of Indian society, a host of welfare and developmental 

measures have been initiated for their social and economic development. In this 

regard, a particular reference has to be made to the tribal sub-plan approach 

which came into existence as the main strategy from the Fifth Five- year plan. 

Along with core economic sectors, elementary education has been accorded 

priority in the tribal sub-plan approach. Elementary education is considered 

important, not only because of constitutional obligation, but as a crucial input for 



76 

 

total development of tribal communities, particularly to build confidence among 

the tribes to deal with outsiders in equal terms. The spread of literacy is 

undoubtedly one of the most important parameters of social and cultural 

development among the tribal societies. The social and cultural changes among 

the tribal group can be understood in the light of the levels of education. 

Considering the educational status among the Hill Kharia in all studied villages 

reveals that only 55.56 percent at Rahidi in Purulia, 50 percent at Borda sabar 

colony, 28.57 percent at Ladaa in Bankura are enrolled in Anganwadi center. But 

this frequency is quite high at Damodarpur (64.51) in Purulia and at Sarasdanga 

(64.70) in Bankura. 

Table-2-J- Distribution of Children on basis of attending ICDS 

Type District Village Total Nos. 

Of 

children’s 

(0-5 age 

group)  

Nos. Of 

children’s 

attend in 

ICDS 

No. Of 

ICDS 

centre in 

village 

ONE 
Purulia Rahidi 27 15 (55.56) Nil 

Bankura Ladda 7 2   (28.57) Nil 

TWO 

Purulia Damodarpur 62 40  (64.51) 1 

Bankura 

Borda sabar 

para 
24 12  (50) 1 

Sarasdanga 17 11  (64.70) 1 

Source- Field data 2014-17 

Only three numbers of peoples has crossed the level of upper primary i.e, class IX 

at Rahidi and only one at Ladda village. Whereas one female (Renuka Sabar) was 

found as a graduate at Borda Sabar colony in Bankura. In all villages the Hill 

Kharia peoples are educated up to primary level (I-IV). It was found that few 
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percentage of peoples are crossed the upper primary and higher secondary 

education and above levels respectively. It has been also noticed that lower level 

of literacy, the lesser is the contact and interaction with non-tribal group and 

lower in the social-cultural development. Because we are known about the fact 

that development of individual or group cannot be proceed without cultural 

interaction.  

It also reveals that in primary education males percentage is higher than the 

females. This is because with the limited resources they prefer to educate only for 

their male children. Interestingly, however, in spite of the fact that more males 

were literate than females in all studies villages, the gap between the literate 

males and females seemed to reduce marginally. 

Table: 2.K-  Distribution of population on the basis of Literacy 

Type Villages 

Total 

population 

(Nos.) 

% of Literate 

Male Female Total 

ONE 
Rahidi 90 34.09 15.22 24.44 

Ladda 76 25.71 7.32 15.79 

TWO 

Damodarpur 390 38.67 30.14 28.97 

Borda sabar colony 134 17.39 16.92 17.16 

Sarasdanga 104 28.57 10.91 19.23  

Source- Field data 2014-17 

From the above analysis, the highest male literacy rate is confined to the 

Damodarpur  village and the lowest female literacy rate is found at Ladda  village 

under my research. In Damodarpur, the highest literacy percentage is confined 

due to easy access to educational institute and general awareness about education 

among the Hill Kharia.  The incentives and mid-day meal system provided by the 
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Government in this area also helps to increase the literacy level among the Hill 

Kharias. It is evident that the spatial pattern in the spread or increase of literacy is 

highly over space and generally responding to impulses of urbanization. In all 

studied villages (except Damodarpur), the female literacy percentage is in very 

poor state.  

 The Hill Kharia people depend on the Governmental educational institution like 

anganwadi (ICDS) centre, nearest primary school. The economic image is also 

affected their interest of education. They do not have proper clothes to wear and 

also unable to bear the cost of school uniform, note books pens etc also enforces 

many school children to drop the idea of pursuing higher education. Though 

Government is providing free school uniforms but parents cannot afford other 

expenditure occasionally charged by the school. Four villages (Damodarpur, 

Ladda, Borda sabar colony and Sarasdanga) have facility of electric. So, there is 

no hindrance in education in the context of electricity. But this problem is facing 

by the children‘s of the Rahidi village. The other factor that affects education is 

the single room house that does not provide the ample space for the study.  

Moreover, it was observed in all my studied villages that the traditional and 

conservative parents do not prefer to continue their daughter‘s education at the 

time of puberty. According to the informants of Rahidi and Damodarpur villages, 

the Hill Kharias girls do not prefer to go for higher education because they 

considerthat the higher education curriculum is difficult so it is better to stay at 

home to help mother in household work and collection of roots and tubers from 

the forest than to study. Highest percentage of literate peoples was found at the 

village of Damodarpur (32.12) in Purulia and lowest percentage (17.87) at Ladda 

also in Bankura among all studied villages. The reasons behind this factor are 
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remoteness and inaccessibility to go to school and another reason economic 

hindrance of the village. Multi-ethnic feature of Damodarpur village is also 

recessive factor for this higher percentage of education level. According to some 

informants at Damodarpur, 4-5 years ago, the situation was not good in concern 

of education. This is the result good implementations of Governmental scheme 

But Hill Kharia peoples are very much known about the significance of the 

education. Some of the informants of different villages supposed that ―few years 

ago, we are not much aware about the education, but now-a-days government has 

taken many initiatives to promote the education in our areas, as well as the local 

teachers are also take part to mobilized us. Mid day meal system is an important 

factor for our children‘s because food is essential than education to us‘.  

Now the Government has taken many educational programmes for upliftment of 

education tribal as well as rural children‘s. The scheme, Rastriya Madhyamik 

Siksha Abhiyan was launched in March, 2009 with the objective to enhance 

access to secondary education and improve its quality. The main objective of this 

scheme are, i) gave special focus on micro planning, ii) preference to Ashram 

school for up gradation, iii) preference to areas with concentration of SC/ST for 

opening schools, iv) special enrolment drive for the weaker section, V) more 

female teachers in schools, vi) separate toilet block for girls. Another very 

popular programme is Sarva Siksha Abhiyan which is implemented properly in 

tribal as well as rural areas. The Ministry of Backward Classes Welfare 

Department, West Bengal has also introduced many scholarship schemes to the 

tribal children to make secondary education to all tribal children in these areas. 

My research work was carried in Purulia and Bankura district. In this respect it 

can be mentioned that Purulia is a district which have 20 community 
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development blocks and 19 community development blocks were declared as 

educationally backward blocks (EBBs) out of these 20 blocks. Here Puncha and 

Hura are also educationally backward blocks in Purulia.                         

2.6.4- Occupation-   

Occupation is one of the important determinations of social status. The life style 

of a particular group or individual is predominantly determined by the nature and 

type of occupation. Depressed economic condition lead to illiteracy, loss of 

freedom, poor health status and eventually affect the human behaviour. In Indian 

society, occupation which was closely linked with caste, placed a predominant 

role in determining the status of an individual or a group. The account for the 

various factors that led to the occupational change among the tribals , Ram 

Shankar Singh (1986)  observes‘ while scheduled tribe living in rather economic 

and socio-cultural isolation from other communities could hardly absorb the 

modern changes occurring in the process of recent economic development.  

The Hill Kharia leads a semi-nomadic life by nature at present. The Purulia and 

Bankura is rich in jungles as well as minerals. Their economy is mainly forest 

based in all studied villages. The major occupations of the Hill Kharia are directly 

linked to the economy of the locality. It is impossible for them to continue one 

occupation and so they take whatever other occupation come their way from time 

to time. In all studied villages, the patterns of occupation are almost same. But it 

varies on the basis of their demand and availability of local resources. Most of 

them traditionally engaged in gathering jungle foods or selling jungle products 

like firewood, dry leaf, mats, brooms, fish-traps etc. Thus they also collect food 

materials like fruit, vegetables, tubers and roots from the forest and they also till 
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now continue to traditional method of hunting. One of the major economic 

pursuits based upon the selling handicrafts such as broom-stick, fish traps made 

of bamboos. They are now practising as an agricultural labourers on others non-

tribal villagers in neighbouring village or own village. They engaged as casual 

workers on daily basis. But this is a seasonal. Their occupation is mainly based 

on forest. During the winter and summer season, major food collection are under 

taken. During rainy season, the forest becomes dense and inaccessible. As a 

result, the collection is minimised and continued only in forest areas close to the 

residential sites. Among the major collection is honey which is available in dense 

forest.  They have selling this collected honey to the nearer local market. 

According to the non-tribal communities, ―the honey which collected by the Hill 

Kharia, is very much pure and they have not tried to blend any artificial flavours. 

But they cannot get proper price on that valuable product‖.  

In all my studied villages at both of the districts, the situation has become more 

difficult for them. In most of places their basic economic resources i.e, forest has 

become reduced to such an extent that food resources from the forest have 

become scarce. Till now hunting gathering continue to provide some food items, 

agriculture has become their second outsourcing point. In villages like 

Sarasdanga, Borda sabar colony in Bankura, where the residing areas not provide 

food items in near localities, a number of ways are combined together to sustain 

life.For example, fishing from nearest Kangsabati river and selling fishes in 

nearby local market or weekly market (hut) and selling firewood (which they 

collect from other villages) are one of the ways adopted by them. They are now 

aware about the fact that they not continued their life on the base of hunting and 

gathering but it can be a part of secondary source of income. But the village 
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geographical condition and behavioural situation with other communities, they 

have now understood the reality of urban economy. For example, 10-12 nos. of 

Hill Kharia people of Borda Sabar colony are engaged in different state 

(Tamilnadu, Delhi) for the concern of occupation. 

In Damodarpur village, the most of the Hill Kharia peoples are very much 

dependent on making and selling bamboo handicrafts (50.38 percent) like 

broomstick, fish-traps and hats made from bamboo. As an Agricultural labour 

(23.31 percent) is the second anchorage occupation of the village by them. Many 

of them are also engaged as a brick field labour (17.29 percent). The division of 

labour is very much noticed among them. Women and old person are mainly 

engaged in making bamboo handicrafts (87.10 percent). Leaves of Sal tree 

(Shorea robusta) are also collected from the forest by women. Occasionally 

during marriage or other social ceremonies villagers ask them to make leaf plates. 

Interestingly, another village at Purulia (Rahidi), the major portion of the Hill 

Kharia peoples are engaged as a stone crusher (70.59 percent) at Khadan (rock at 

basal soil surface or Basal Rock) a nearby village. Here, only 8.82 percent 

peoples have chosen their occupation as a bamboo handicraft maker. This 

diversion between two villages postulates that occupation has been very much 

controlled by the forest resources. 

In villages of Borda sabar colony in Bankura district, the Hill Kharias primary 

occupation is agriculture and participates as an agricultural labour (48.78 percent) 

and second priority is brick field worker (34.14 percent). Only 7.32 people are 

engaged as making bamboo handicraft. Hill Kharia of this village has been 

interested to participate in fishing from Kangsabati River which located near 
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about 1.5 KM away. The collected and hunted fish are selling to the nearer 

market or uses for own purpose. 

In Ladda village, the primary occupation and secondary occupation of the said 

tribal group are agricultural labour (38.89 percent) and manufacturing bamboo 

handicrafts (33.33 percent).  

Lastly in Sarasdanga village, maximum numbers of population depends on 

making and selling bamboo handicrafts. The same proportions are also engaged 

in agricultural labour at neighbouring village. In this village fishing is also 

important occupation just like a Borda sabar para. 

Now the Government launched several schemes for employment in rural areas. 

One of the flagship programmes of Central Government for employment 

generation is Mahatma Gandhi National Rural Employment scheme among the 

peoples of rural as well as tribal areas which launched in 2005. The aim of this 

programme is to provide maximum 100 days employment for rural peoples in 

their respective village. In recent times (2015), the numbers of days has been 

enhanced upto 150 days for tribals in tribal areas by the Government of India. In 

all my studied villages, very few numbers of Hill Kharria peoples were 

participated in MGNREGS work. They have an idea of job card. But they think 

that that Governmental work is not for them. In Bankura and Purulia, the 

MGNREGS work is going in very good suing. The area has needed of proper 

implementation of MGNREGS at every block. There is a very much scope to 

implement of different re-excavation of pond, afforestation and repair of rural 

road. As a result of this, not only village asset will created but also tribal peoples 

or rural peoples can get job for this purpose. In Damodarpur and in Sarasdanga 
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village, the Hill Kharias are well participating in MGNREGS work in their 

respective village. But not so much responses come from other villages. The 

Government should focus on this aspect.    

2.6.4.1- Village Economy and forest- 

Majumder and Madan have found nine important traits of primitive economy as 

noticed in tribal India: 1) absence of technological traits, 2) use of barter and 

exchange, 3) absence of profit motive, 4) comparative and collective endeavour, 

5) slow rate of innovation, 6) regular markets, 7) manufacture of consumer 

goods, 8) absence of specialization, 9) display rather than accumulation of wealth 

to show property. It was easily observed during my research, the economy has 

been in the context of ecology and level of cultural contact with non-tribal 

communities.  

The Hill Kharia inhabits in Purulia and Bankura districts mostly at the 

inhospitable and isolated areas around the hills or forest belts. Their contact with 

outsiders is depends on the basis of geographical location of that particular 

village or villages. In my studied villages one village at Purulia (Rahidi) and one 

village at Bankura (Ladda) are interior most. Their contactwith non-tribal 

communities is comparatively less than other studied villages at Purulia and 

Bankura. They are constantly faced with the problems of proper food supply. Of 

course so much as possible to meet the situation through skills and integrity as 

well as help of traditional tools and implements developed after long years. The 

hills and forest has provided them raw material to prepare implements required 

for hunting, fishing and collecting food from forest ecology. The hills and forest 

also provide for them from resources around them.     
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From previous studies, in the twentieth century, Hill Kharia‘s have not seriously 

taken agriculture. As described by S.C.Roy, most of them practised jhum i.e, 

slash and burn type of cropping. At present, they are still now depends on 

primary and traditional economy i.e, collecting edible roots, fruits, leaves and 

honey to supplement their low and negligible agricultural produce. The rice is 

their staple and favourite food in both of the districts. Rice in a meal is a very 

common among them. They take it with boiled tuber, fruits and green vegetables. 

But in the villages of Purulia district, one is very delicious vegetables cooked by 

them called ―Amru‖. It is not found at the Hill Kharaia village sin Bankura 

district. In all Hill kharai villages men spend days in searching of food materials 

from nearest forest, while the women folk take their children and household 

affairs. Most all the studied Hill Kharia villages, the men worked as a casual 

labour at their nearer villages for which they receive wages either in cash or in 

kinds but most of them prefer the earlier. They also catch birds or traped them. 

Then they barter in the local market for the necessities day-to-day life.  

Broadly speaking, the culture of the Hill Kharia‘s originated and developed 

mainly from the forest. The various kinds of trees, herbs, and shrubs in the forest 

nearer to the village are helpful to them in their daily livelihood. The forest near 

the village has trees like Mahua, sal, jam, bamboo, taetul, etc. These trees have a 

great importance in their village economy. In addition, these trees and plants also 

provide them drink, medicine, vegetables, raw materials, fuel etc. several kinds of 

mushrooms are also found in these forests and make delicious food materials for 

them. They have sale this product to the nearer market. Their dependence on the 

edible roots and mushrooms can be measured by the fact that even the child, for 

instance, knows the names of various mushrooms and edible roots. They also 
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learn how to use medicinal plants and other beneficial plants in the forest. Their 

economy is also depends on this because number of mahul (Madhuca Longifolia) 

flowers sale among the non-tribal group. Even their Gods, Goddesses and spirits 

are all connected with the forest. It is the source of their economic security 

2.6.4.2- Importance of Mahua Plant in village economy- 

Mahua plant (Madhuca Longifolia) has a great economic importance to the Hill 

Kharias economy at all studied in both the districts. Both its flower and fruit are 

used as food material and its seed furnishes edible oil. Occasionally most of the 

families prepare very delicious dishes from flower part. The women were 

engaging in collect and gather mahua flowers from the forest. For in future use, 

they have dried them under the Sun for preservation and sell them in the local 

market. Another main reason for storing mahua flower is to prepare illicit liquor. 

Mahua fruit is not useful as its flower but the ripened fruit is eaten and its seed 

crushed for oil which is used as a cooking medium as well for lighting for light 

lamps.  

2.6.4.3- A source of Herbal Medicine- 

A forest provides different types of herbal medicine and cures to them. They are 

till now reluctant on the herbal or local medicine. But due to the deforestation, the 

areas of forest become diminished. As a result their dependency on the herbal 

medicine is slightly hampered.  

2.6.4.4- A source of House-building Material- 

This tribal peoples are very much dependant on the forest materials for many 

causes. This forest is not only a source of food, medicine and liquor etc, but it 
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also provides them house-building materials like bamboo, leaves, grasses, straw 

and creepers. Only few numbers of the houses are made with concrete through 

Governmental scheme Indira Abas Yojona (IAY), recently named as Pradhan 

Mantri Awas Yojona Gramin(PMAY-G) in all the studied villages.  

2.6.4.5- A source of Firewood or fuel- 

Their forest also provides them a dry wood for use as fuel and firewood. The 

have also put excess firewood‘s on the local market.  The women person mainly 

engaged for collection of dry wood of different plants from nearest or farthest 

jungle.   

2.6.4.6- Making Handicrafts from Bamboo- 

In the villages like Damodarpur, Rahidi (Purulia district), the said tribal peoples 

are mostly engaged in making basket, broom, hat etc from the bamboo. This is 

the main occupation in the said villages. But in Bankura, the scenario has been 

changed as the villages like Ladda, Borda sabar para and Sarasdanga, this 

occupation does not practised by them due to scarcity of bamboo products in the 

forest. This is the perfect example how to ecological settings control the local 

economy of the population. 

Those handicrafts makes by them are sell in the local or town market in Purulia 

district. They have earned some money from these products.     

Another income is very popular in the region of Purulia and Bankura i.e, selling 

Gum and resin. Gum and resin separated from the trees like Moringa oelfera 

(sajna), Ficus benghalensis (Bot) etc and a cut is made in the trunk of thick 

branch of the tree.  A thick liquid oozes and collect there within few days. The 
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Hil Kharia has supplemented their income by selling gum and resin in the market. 

Gums from tender plants are better than older trees. The price is varied according 

to the quality of gum and resin.  

2.6.4.7-Fishing- 

Fishing is only subsidiary and occasional economic pursuit. There is a little scope 

of fishing for Hill Kharias in the region of Purulia. Because the studied villages 

are located near the hill slopes where there is no such dams or streams or big 

pond found. Only little ponds and paddy fields are there where they got some fish 

from there. But in the villages like Bankura, the said peoples collect the fish by 

traps, nets, hooks and lines from the Mukutmanipur Dam. This large dam 

provides necessary fish and excess material sell in the market. 

2.6.5- Women participation in Contribution Economy- 

Women in the Hill Kharia community are the nucleus of the society and source of 

vital energy for interaction of all social activities. Hill Kharia women are expert 

in food gathering and collection of different herbs, fruits, flowers and other 

vegetables from nearest forest. In addition to their household duties, women work 

in different agricultural fields. Women in all ages are also engaged in making 

bamboo handicraft like hat, basket, traps for hunting etc in all villages. Women 

also participated in collection of mahua flower and they also prepared mahul 

liquor from the mahua flower through the some process. Weekly market and 

biweekly market in localities are crowded by the Hill Kharia women where men 

are combatively less.  This situation was observed in market of all the studied 

villages. Purchasing of various articles for household needs and selling of 

materials was done by women. 
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2.7- Educational Institution and Anganwadi Center- 

Education is one of the very important parameter to measure cultural behaviour in 

their society.  

I have analysis educational institution on district wise.               

A) Purulia-  

Average literacy rate of Purulia in 2011 census were 64.48 compared to 

55.57 of 2001. The literacy percentage of this district is 56.14% 

(excluding 0-6 years age group) and most backward district in concern of 

education in West Bengal. But this scenario is more vulnerable among the 

‗Hill Kharia‘ population in my studied village. 

My research was carried out in two villages in Purulia (Rahidi and 

Purulia).  

In Rahdi, the situation was not very much comfortable stage. Here only 

48.39% children going to ICDS and only one anganwadi center was found 

at neighbouring village i.e, in Maguria village. This village is located 2 

KM away from rahidi village. Only one upper primary school is placed 5 

KM away from Rahidi village. 

This distance has been created problems to the school going children of 

the said tribal communities. As a result only few numbers of ‗Hill Kharia‘ 

children are attending in school as per registers. This problem arises 

District Block Village 

No. Of 

educational 

institution 

No. Of 

teacher 

Purulia Hura Rahidi 0 0 
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because their parents are not conscious about the child education. Major 

problems associated with the education are the infrastructure and mutual 

interest of the guardians and students.   

Second village, Damodarpur is comparatively better place as far as 

education facilities than Rahidi village.  

Here the ICDS going children is 55%. This is much better stage than 

previous one. One Primary school and one anganwadi center was found 

during my research. Both of these schools are functioning properly.  The 

children got their lunch from their respective school. Mid-day meal 

programme has been implemented properly in this village. This is the one 

o

f

 

t

h

e main cause to introduce attention among guardians to send their children 

at school.  

 

B) Bankura- 

Average literacy rate of Bankura in 2011 census were 70.26 compared to 

63.44 of 2001. My research is carried out in three villages in this Bankura 

district. The present status of education and educational institution are 

discussed below- 

First village under this research is Barda Sabar colony, where one ICDS 

centre and one primary school ar found during my study. The ‗Hill 

District Block Village 

No. Of 

educational 

institution 

No. Of 

teacher 

Purulia Puncha Damodarpur 2 Nos. 6 Nos. 
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Kharia‘ children were going frequently in that ICDS centre and primary 

school. The scenario is quite similar like Damodarpur in Purulia. Here the 

parents are much conscious to send their children in school. The 

percentage of ICDC attending children among ‗Hill Kharia‘ is 60%. 

District Block Village 

No. Of 

educational 

institution 

No. Of 

teachers 

Bankura Ranibadh Barda 

sabar para 

2 Nos. 7 Nos. 

 

Second village of my study is Ladda, located at remote area under 

Ambikanagar Gram Panchayat. There is a single ICDS or primary school 

present. Interested children go far away from their village. But in rainy 

season is quite miserable to go there. Here no one any children (0-5 age 

group were attending in ICDS during my research work. The main reason 

behind of this result, there was only one 0-5 age group children in village.   

District Block Village 

No. Of 

educational 

institution 

No. Of 

teacher 

Bankura Ranibadh Ladda 0 0 

 

Lastly, Sarasdanga is the third village under my study in Bankura district. 

The educational level is much enhanced stage than Ladda. The percentage 

of ICDS going children is 64.71 percentages during my study. One ICDS 

centre is placed but primary school is far away from this village.  

District Block Village 

No. Of 

educational 

institution 

No. Of 

teacher 
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Bankura Ranibadh Sarasdanga 1 nos 2 

Nos. 

 

2.8- Food Consumption Pattern-  

To meet the daily requirement of food people belonging to Hill Kharia 

tribal group at studied villages in district Purulia and Bankura, consume 

cheaply and locally available food for their livelihood. It is obvious that 

the food problems and habits are different from those living rural and 

urban areas. Food is a pre-requisite not only for attaining good health but 

also for maintaining adequate growth of body and mind. The choice of 

food is deeply related to life style of an individual or group of population. 

However the food habits are greatly influenced by cultural beliefs, 

tradition and taboos of the society apart from religion, education. But 

economic factor is the main determinants to control food behaviours or 

food habits.  

Mahadevan (1962) reported that the deep rooted ethnic and cultural 

practices influence the choice of food of rural and urban people as well 

but economic condition had a significant and contributing factor to 

determine the choice of food of any community. This research work has 

been pointed out the food consumption and dietary habit of the ‗Hill 

Kharia‘ tribal population at five studied villages in Purulia and Bankura. I 

have been given special emphasis on food habits with relating to health 

issues among the Hill Kharia‘s of Purulia and Bankura. 

After obtaining detailed information from the informants, the food 

consumption pattern is associated with the beliefs and their socio-cultural 

pattern.  
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2.8.1-Cooking Practices- 

Rice is their principle diet but its supply is dependent on the availability in 

local market. Food is cooked traditionally on ‗Chulla‘. Food is cooked 

generally cooked twice in a day. Traditionally female is engaged for 

cooking purpose. Before cooking house-lady cleans the entire house and 

washes the utensils and her hands to remove bad effect due to evil spirit 

etc. It was commonly observed in all the studied villages of both the 

districts that water used for drinking or cooking is generally kept 

uncovered with belief it would remain cold. ‗Dal‘ was cooked to split 

only. Same was true for vegetables which were found to be hard in eating. 

It was categorically told very respondents from Hill Kharia population in 

all studied villages that vegetables were only cooked when available in the 

field otherwise not. Most of the vegetables and pulses were not washed 

before cooking. Their kitchen affair is quite primitive due to their ecology, 

traditional food habit and relative isolation. Raw food materials is either 

boiled in water or roasted in fire. They believe in quantity than quality.  

2.8.2- Food consumption pattern-  

The diet of Hill Kharia of all studied villages in both of the districts 

primarily consists of rice and vegetables. Thus they use varities of leaves 

as food materials. Among them ‗Sarala sag‘, ‗sushni sag‘ ‗Hincha sag‘, 

‗Chimti Sag‘ etc. They are very much dependent on forest based products 

like vegetables, fruits, nuts etc. However the seasonal fruits and 

vegetables are eaten by them, if available, in their vicinity. Cooked ‗dal‘ 

found to be much diluted with water, with lot og green chillies. Intake of 
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vegetables compared to pulses was low. Hardly any respondents of 

studied villages told that they consumed cow milk. They have denied 

giving milk to infants and small children. They are in the habit of drinking 

tea. Tea is prepared with salt rather than sugar. The consumption of sugar 

is almost absent from their routine diet. Although all the Hill Kharia are 

non-vegetarian and extremely fond of consuming fleshes of hens, fish and 

birds, yet its consumption is limited to only ceremonial and festival days.   

 During summer season two fruits and one flower, i.e, Benyan (Ficus 

religiosa), Kul (Zizyphus jujuba) and mohul (Bassia latifolia) save them 

from hunger. But these trees are rarely found in those villages. They hunt 

small games like rats, snakes, frogs, crabs, fish etc from the jungles. Even 

the Hil Kharia children move to the fields for searching small fish, frogs, 

snakes and crabs at nearby ponds.  

2.8.3-  Dietary habit-  

Normally, food is eaten twice daily, on around 8.30 am to 9.00 am and 

another i evening before in total privacy. It was observed that Pantabhat 

(previous night boiled rice) are eaten during morning with local 

vegetables. In evening, they have consumed some non-veg items which 

hunted or collected during day time.  At evening when all the family 

members are together and getting dinner. It was also noticed at the 

villages of Bankura that they could not disclose their cooking as well as 

eating in front of the outsiders.   
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Food Timings- 

Time Food items 

6.00 am to 7.00 am Salted tea 

8.30 to 9.00 am Breakfast with 

phanbhat/pantabaht/vega-

bhat with vegetables 

6.00 pm to 7.00 pm Dinner with rice and 

vegetables or non-veg 

(Depending upon the 

hunting) 

 Source- field data in Purulia and Bankura 

 These types of food habits and timings are common at all studied 

villages in both of   districts. 

2.8.4- Alcoholic Practices-  

Alcohol has socio-religious sanctity in Hill Kharia society. Hill Kharia 

men are habitual drinker. Drinking of indigenous liquor ‗mahul‘ 

(Madhuca Longifolia) is a popular drinking practice all studied 

villagesamong them. Men were found to be habitual drinker and 

consumed almost daily in a good measure, while the women consume 

occasionally and during festivals and ceremonials days. Now-a-days, 

women‘s consume 4 to 5 times in a week. The liquor is locally prepared 

by them on an improvised distillery. It is worth mentioning that drinking 

‗mahua‘ among them is not mere a habit. It is inbuilt in their rituals and 

becomes a cultural practice. They have also offering‗mahua liquor‘ to 

their God, Goddesses as their part of rituals. The women folk gather 

Mahua flower in baskets and dry them under the Sun to preserve them for 
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future, because Mahua is seasonal. The main purpose of storing is to 

prepare country liquor (mahual) for their need. In all the studied villages, 

it was observed that a men who is not engage in any work, consume 

country several times in daily. But those people engaged in different 

occupation, not consume alcoholic beverage daily but not several times. 

During the unavailability of ‗Mahul‘ flower, the said tribal peoples very 

much dependents on the rice beer which is fermented with soaked rice. 

This is their social and ceremonial drink taken on all their festivals and 

celebrations because mahua liquor is seasonal. They always offer it to 

their ancestors before drinking of any festivals. It has got some medicinal 

uses, especially during delivery and stomach aches. This rice bear is 

prepared by experienced female. The water of boiled rice is drained out. 

The boiled rice is then spreading over the sarees for drying. When it is 

completely dry, it is collected and mixed with jungle roots for 

intoxication. Some water is mixed and then solution is boiled within an 

earthen pot or aluminium utensils. It is then covered with another vessel 

and then cooled. It is then again kept in the sun for a day and again 

covered for cooling in a shady place. This process is repeated for a week 

when it is ready for use. During my research, it was also observed in the 

villages of Bankura (Sarasdanga, Ladda) and Purulia (Rahidi) that some 

children‘s were also consuming country liquor in daily basis. But mahua 

lequor is always preferred than rice beer. Some Hill Kharia peoples 

believed that ‗mahua liquor‟ acts as a preventive medicine of diseases.  

2.9- Community Life-    
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The Hill Kharias, as we seen during my research, are no longer a forest 

depending community. They are not allowed to other community to settle 

inside the village. The other communities does not allow to Hill Kharias 

to settle inside the villages.  Their reasoning is analysed based upon the 

responses of the other communities of the villages of Purulia and Bankura 

that if they settled within the village then the security will be hampered. In 

order to maintain peace and security within the village, it is to prevent 

them from living inside the village. In fact, the settlement pattern in all the 

villages is situated separate from the established village society. The Hill 

Kharias set up their small colonies far away from the habitations of other. 

They do not consider themselves as an integral part of the village society 

and try to keep themselves aloof from day-to-day affairs of the villagers. 

They are not comfortable with the other villagers in a same village. Hill 

Kharias lived in isolation, both physically and mentally, from the village 

folk. But in two multiethnic villages under my studies it was observed that 

level of interaction was very high among Hill Kharia peoples other 

communities in every cultural ceremonies.  

Past few years ago, the Hill Kharias was generally viewed to be habitual 

criminals in the sense of being thieves, dacoits, robbers. The villagers 

believed that Hill Kharias were involved in all kinds of thefts, dacoits and 

robberies in their immediate neighbourhood and surrounding areas. Other 

communities‘ peoples also said that the Hill Kharias do not have normal 

feelings like normal social men. The Hill Kharias, too, are quite aware of 

the negative belief against them. As one Hill Kharia respondent from 

Damodarpur village, postulated that, ‗We are borne criminals in the view 
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of other village peoples and are main responsible group for all thefts and 

dacoits with in the area.‟  This stereotype concept and belief about the 

inferiority of Hill Kharia ethnic group as ‗criminals‘ have taken deep root 

in the social  heritage in Purulia and Bankura.One of the respondents of 

Mahato communities at Sarasdanga village said that, ‗This Hill Kharias 

are called „Ban-digwars (Lord of jungles). They are inhabitants of the 

jungle area and not come in contact with outsiders. Here they depend on 

the forest based natural resources. They are indifferent towards other 

people. The Hill Kharias of the other village are bad people. This same 

variation in the distribution of stigma is also noticeable in all the villages.  

But this situation is quite difference Sarasdanga village in Bankura. 

Where the group of ethnic peoples like Kora, Bhumij and caste group 

peoples like Mahato‘s are live in same proximity and cultural transaction  

They are largely dependent on village economy. Though generally, they 

inhabit on the outlandish tract of the village territories. Now they have 

interacted with the neighbouring communities. In all my studied villages 

at both of the districts, two villages (Sarasdanga and Rahidi) are multi 

ethnic. In those villages quite a large number of people, especially 

belonging to Mahato, Kora, and Bhumij etc and they are mostly 

agricultural labour and going in different location for their daily based 

occupation. 

They have their own laya (priest). This post is hereditary. No other caste 

like Mahato, kurmi serves them. They have their own belief and religious 

practices, in that occasion their only laya functioning as a religious head. 

The Hill Kharias economic status is very poor condition in comparison to 
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the other ethnic communities at the village. But this situation is 

comparatively better at Borda sabar colony in Bankura. Now they have 

tendency to move in different state like Tamilnadu, Delhi for labour work. 

Hill Kharia peoples of this village are watching dish TV at their own 

hamlet. Now they interact very much to other communities in different 

village. In all studied villages, Hill Kharias are still trying to adjust 

between two economic domains, which are agricultural labour and forest 

product.  Emotionally, they belief that forest is easier to adjust with 

because the supernatural power and God are associated with the forest 

who has not given in bare hand from forest.  They also feel traditionally 

more knowledge about the plants and animals of the forest compared to 

the other caste group in a village.  On the other hand they find it difficult 

to adjust with and understand the mode of economic transitions that the 

other communities drive with it‘s over profit.  

Socially, also they remained a marginal group among all other regional 

communities in the studied areas. They also ranked lowest because o their 

unorthodox food habit. None of the local communities take cook food or 

drinking water from them. In the village festival like Gajan, the Hill 

Kharia participates enthusiastically. But their reputation as criminals and 

low social position as well as the other communities thinking pattern over 

them remain a barrier in admitting themselves within the village society‘s 

structure. So, the participation level among Hill Kharia and other 

communities in a village is in a conflict situation and not in wholly 

satisfactory. But some Hill Kharia of Purulia believed that they used to 

hold the highest rank till the Brhamin stole their sacred thread during 
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marriage. This tribal community life is characterised by lack of 

institutional leadership. For hunting and gathering each of the families 

depends on the skills and the equipments that they possess. The 

knowledge of hunting is more interesting and traditional which follows 

some of the local other communities. It is concluded from my study that 

the view point of relationship of Hill Kharia with the other communities 

as contractual in nature and never endures beyond certain period of time. 

From the above description it is evident that this contractual relationship 

between other communities and Hill Kharia operates in an atmosphere of 

distrust. The marginal situation of the tribe vis-a-vis the other 

communities of the village has been facilitates to hamper moral order in a 

village society.  Thus the Hill Kharia is trying to gain entry into the 

village society through their participation in village or inter village 

festivals.  

In my study it was observed that inter-ethnic relation is very much 

dominant at villages of Sarasdanga in Bankura and Damodarpur in 

Purulia. But other rest of villages the relationship pattern is till now 

recessive mode in condition. The main thing behind the scene is contact 

of urban influences with neighbouring developed villages or town and 

they are now aware about their loss and profit.   

2.10- Religion and Religious God, Goddesses – 

The belief in the existence of superhuman supernatural powers is 

almost universal. The tribal religion is characterised by the 

reorganisation of a supernatural or spirit of world which they either 
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try to control or propitiate. Though words like magic and religion 

have been used to clarify the two forms respectively, a line of 

demarcation cannot be drawn in tribal India. That is why Lowie 

tried to include all forms of supernaturalism, including magic, in 

religion, while talking about a tribal society (Vidyrathi.L 1980). 

The ‗Hill Kharias‘, as they are food gatherers, depend 

comparatively more or less on belief in the supernatural for 

helping them in their day to day life (Dikshit S). Various animate 

and inanimate objects found in their ecology are taken to be the 

home of spirits. Apart from this spirit world, there is a different 

religious forms i.e, Christianity, which is lately appeared on the 

tribal religion. But there is a complete absence at all the studied 

villages during my research in Purulia and Bankura.  

The supreme deity among the ‗Hill Kharias‘ is the Dharam Devota 

or Gram Devota, whom they usually called them Bhagawan. 

According to them, Bhagawanis unseen but his existence can be 

felt. He is the creator of the world and lives in everybody, through 

the universe; among all animate or inanimate objects. They believe 

the sun to be one of the supreme deities who is he guide of all 

other deities. According to them, no regular sacrifices are needed 

to please the sun God; only occasionally scarifies are offered to 

him. The name of Dharam Devta or Gram Devotais chants to 

begin a religious ritual or when they are under mental stress from 

any problem. At times, they belive that chanting of the name of the 

Dharam Devtaor or Gram Devotacan even cure some suffering. 
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These dieteis are enshrined and propitiated by offering sacrifies to 

them on various occasions, either inside the village or in the 

jungles. According to the belief of the people, these deities reside 

in the heavens, but on the earth they can lived in the forest, village. 

From the religious dialects it is presumed that the people of the 

Hill Kharia community have already accepted the Hindu deities 

when they felt their importance and that is why their names are 

more or less similar to that of neighbouring Hindu spirits and 

goddesses. The following God and Goddesses are very much 

recognised among them. 

 

a) Dharam Devta or Gram Devota- 

Dharam Devta or Gram Devotais the village deity worshipped for 

the good of the community. She is considered as a protector off the 

village and people from all sorts of disease, natural calamities and 

other difficulties. When they go collecting food in forest, this 

village deity is invoked. This village deity is established in the 

form of a tree or stone in their courtyards or in a grove. The Hill 

Kharia of Bankura has also uses the image of an elephant or horse 

(Bankura‘s long neck traditional structure) as a village deity. 

Among them Basumata (mother Goddess), Baram or Barom 

(forest God) are propitiated by offering a fowl of red color. These 

gods are differently named according to their situation and 

function, as well sacrifice made before them. The days of worship 

are fixed according to their necessity and seasonal importance. 
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This is the benevolent deity and it will bring harm when 

displeased.  

b) Burha- Burhi-  

Among the Hill Kharia, this Goddesses is very important in the 

contest of religious faith and no sacrifices is made especially for 

Burha- Burhi. this Goddesses is mainly based upon the strong 

affinity of their ancestral spirit. In almost all cases, the Hill Kharia 

families before eating anything, first offer a little of the food, rice 

beer, sacred foods etc to the ancestral spirits which are supposed to 

be living in a corner of the house.   

c) The Hill Spirit- Pahar or Pat Devota- 

Among the Hill Kharias they have a strong belief in the spirits of 

different hills. They are considered the supreme of the respective 

hills and forest. Hill Kharias sacrifice a red fowl or a goat on 

different occasion as well as at time of necessity when their help in 

sought. When sacrifice is made to different hill spirits in the name 

of the specific hills, all the members of the village participate. 

Prior to the food collection or gathering of the jungle products, the 

respective spirits are invoked in the name of the hills. These deities 

help the villagers during collection of food from the forest. 

d) Bhagut or Tiger spirit- 

This spirit is related to their fear in the forest when they are busy 

in forest hunting. Few years ago this locality was covered by 

jungleand that was a fear of tigers. Peoples of Hill Kharia believe 

that those men killed by a tiger, turn into ‗tiger spirit‘ or Bhagut. 
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The believed that after the death they move about as a tiger spirits 

to help their fellow men from tigers. But sometimes it brings terror 

to the villages, when some happening is considered to be caused 

by some spirit. A sacrifice is made in the name of the suspected 

tiger spirit to appease it and to expel it from the settlement. People 

also believed that it is a clan spirit without any logical perception 

behind this. The faith is now going to abolish among some the Hill 

Kharia peoples but still prevalent and follows the traditional 

practices. 

To put it briefly spirits among the Hill Kharias are named 

according to their different functional aspect. Among these spirits 

Dharam Deota(Sun), Basumata or Basuki (mother goddesses of 

earth), pats (hill spirit), Borom or Barom (jungle spirit), Bura –

Burhi (ancestral spirit), Baghut (tiger spirit). These all the 

benevolent spirit play a crucial role in their social and cultural life.   

They have worshiped Kali when they facing any difficulties in the 

family regarding disease, natural calamities or any other 

calamities. At the time of kali puja, they worshiped a black fowl 

on a tulsi than. The main mantras of kali puja is…“Aduman 

pudiman phuti gala tara, sandhya futilo pahil pasra, are karuchi 

basanter bao kon kon fule puja kare, patal kumara trama 

patalkumari, tumi pao pusper var, amake dao bidyar var”…..   

2.11- Religious Feasts and Festivals- 



105 

 

A number of feasts and festivals are noted among the Hill Kharias 

in Purulia and Bankura district, West Bengal. Some of them are 

associated with the hunting, food gathering, eating of the first 

fruits of the season, collecting honey, eradication of the seasonal 

disease etc. some of them have been adopted from the Hindu 

neighbours. Feasts and festivals may be celebrated on the village 

level or family level. The names of the feasts and festivals are 

based on the season, month, day, and the deity. The Hill Kharia 

villages are generally isolated from the general civilised world. 

Then their struggle of existence keeps them busy them in the 

forest. 

a) Phagun or the spring festivals-  

this festivals reflects the past origin of food gathering and hunting 

among the Hill Kharias. This festival is celebrated for the hunting 

expedition and second part, which is known as the Sarhulpuja, is 

meant for the consecration of the first fruit along with mahua 

flowers, edible roots and shoots and other products of the forest in 

the spring season.  

b) Rohani parva/ Gram puja-  

This is another originally Hindu festival which is celebrated in the 

month of Jyaistha (June- July). On this occasion, the sacred plant 

Tulsi is worshipped along with the traditional deities and spirits. 

No sacrifices are made in front of the Tulsi plant. Near the Tulsi 

plant, all the villagers, both men and women are assembling 

together.  
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c) Akhyan Jatra- 

Akhyan is important for the sacrifice made in the name of the 

different traditional deities and spirits, both benevolent and 

malevolent. This festival is celebrated on the 1
st
Agrahaon (Bengali 

calendar) i.e, in November in English calendar. According to them, 

the ancestral spirits has living on the mountains, jungle groves for 

the safety and prosperity of the community. It is believed that 

anybody enters into the forest, either for the food collection or 

hunting, it‘s may be harmful to them. Also he may not get a 

sufficient jungle product. After Akhyan worship, it is considered 

permissible to enter the forest for food collection or hunting.  

For this celebration of this festival, all the Hill Kharia peoples of 

the village arranged the fowls for sacrifice as well as other 

materials which needed for magico-religious performance. On the 

fixed day peoples assemble under the village grove near the hills 

and the religious heads begins the worship in the traditional way. 

He sacrifices the number of fowls of different colours like white, 

red, brown , black in the name  of different deities like Bura-Burhi, 

Baram Thakur, etc. the sacrificed fowl are then eaten cooked and 

eaten rice beer by the male folk in a village. Women eat staple 

food at home. The mantras of the manasa (Goddess of snake) puja 

which is performed in this festival- “ Asti kosho muni mata, 

bhagini basakhi jatha, jalat karo muni patni, maa manasa devi 

namastute”.  

Surhul Puja or Amnuakhia- 
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The Surhul pujaor Amnuakhiaalso known as flower festival, is a 

matter of communal worship. This festival is celebrated by almost 

all the Hill Kharias in the month of Chaitra (Bengali month) 

(March-April). The celebration is made on a village level that is 

why every family contributes to the expenses of the required 

arrangements. But this arrangement depends on the economic 

condition of the villagers. The arrangement means fowls, 

vermilion, rice beer etc. in the meantime; all the houses of the Hill 

Kharia villages are cleaned by their respective owners before the 

festival day and made ready for the celebration. All this functions 

are controlled under supervision of village priest (Loya). Early in 

the morning of the fixed day, the Loyatakes a bath in the village 

ponds and begin a fast. Some heads of the also join in this feast. 

All the villagers are gathers in a particular place where the village 

dieties are installed in the form of stone heaps. The village priest 

can perform the ritual alone and this is the only festival which 

performed under supervision of village priest. The flower of ‗Sal‘ 

(Shorea robusta), ‗mohua‘ (Madhuca Longifolia) are offered to the 

deity. 

Surhul is also practised by the family level where sacrifices and 

offerings are made but it depends on the economic condition of the 

family. After the end of the festival, all the villagers are allowed to 

collect Prasad or offering foods to the deity. This festival has a 

great importance among the Hill kharias society as before   the 

celebration of Surhul, the collection of Mahua flower and 
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preparation of liquor from it are strictly prohibited as well as 

jungle product are also not be used.  

d) Karam Puja- 

Karam puja is the most important individual worship generally 

celebrated by the maiden Hill Kharia peoples. It is celebrated on 

generally on the eleventh day of the moon in the Bengali month 

Bhado (August-September). It is a traditional festival among them. 

It seems to have a special significance due to its observance and 

adopted from other Hindu caste living around them. The 

unmarried girl has been started a fast when rain starts during the 

Bengali month Bhado. In the evening but before sunset a group of 

unmarried boys belonging to the clan of the girls concerned fetch 

Karam branches, they dancing on the courtyard of the houses 

where the ritual performed. The karam branches are decorated 

with flowers; fowls, crushed rice, etc. are placed by different 

individual before these karam branches and are taken by the 

unmarried girls. During the festival, rice beer, vermilion and fowls 

are sacrificed by them. After the karam puja, girls are allowed to 

take their food and refresh themselves by rice beer or Maul liquor. 

Throughout the night the girls sing karam songs and boys are also 

allowed to join them without any social restriction. Next morning 

the branches are taken and thrown into ponds near the village. The 

entire Karam festival ends after the communal bath of both boys 

and girls at ponds separately.  

e) Narha sankranti ot Aghan sankranti- 
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This festival is generally celebrated in the month of Bengali 

Agrahayan (November-December). Among the Hill Kharias the 

day is spent in eating of foods, like rice cakes, crushed rice, boiled 

rice, meat etc. During the festive day family members are kept fast 

in the morning. Then fowls are sacrificed in the courtyards of 

houses, whether the group are gathered. Rice beer or ‗mahua‘ 

liquor made ready week before the occasion is served all of them 

including women. Members of each family move around to other 

houses and join them in dancing and drinking of rice beer. 

According to the perception of Hill Kharias they celebrate this 

festival to change their taste of food but mainly to recall their 

Burha-Burhis (ancestral spirit). 
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TABLE- 

TABLE: 2.1 DISTRIBUTION OF POPULATION ACCORDING TO AGE 

AND SEX 

Category of Villages Male  Female Total 

Type-I 

Rahidi 
44  

(48.89) 

46  

(51.11) 

90  

(100.00) 

Ladda 
35  

(46.05) 

41  

(53.95) 

76  

(100.00) 

Total 
79  

(47.59) 

87  

(52.41) 

166 ( 

100.00) 

Type-II 

Damodarpur 
181 

 (46.41) 

209  

(53.59) 

390 

 (100.00) 

BordaSabar 

para 

69 

 (51.49) 

65 

 (48.51) 

134  

(100.00) 

Sarasdanga 
63 

 (56.25) 

49 

 (43.75) 

112  

(100.00) 

Total 
313 

 (49.21) 

323 

 (50.79) 

636  

(100.00) 

Grand Total 
392  

(48.88) 

410  

(51.12) 

802  

(100.00) 

 

 

 

 

 

 



111 

 

 

 

TABLE: 2.1.1 DISTRIBUTION OFAGE GROUP WISE POPULATION AT TYPE 
ONE VILLAGE (Rahidi- Purulia) 
 

Sl.No Age Group Male Female Total 

1 Upto 4 
12  

(27.27) 

9  

(19.56) 

21 

 (23.33) 

2 5 to 9 
5  

(11.36) 

10 

 (21.74) 

15 

 (16.67) 

3 10 to 14 
2  

(4.55) 

1 

 (2.17) 

3 

 (3.33) 

4 15 to 19 
1 

 (2.27) 

1  

(2.17) 

2  

(2.22) 

5 20 to 24 
4 

 (9.09) 

4  

(8.70) 

8 

 (8.89) 

6 25 to 29 - 
14 

 (30.43) 

14  

(15.56) 

7 30 to 34 
4  

(9.09) 
- 

4 

 (4.44) 

8 35 to 39 
4  

(9.09) 

1 

 (2.17) 

5  

(5.56) 

9 40 to 44 
5 

 (11.36) 

5 

 (10.87) 

10 

 (11.11) 

10 45 to 49 
2  

(4.55) 
- 

2  

(2.22) 

11 50 to 54 
4 

 (9.09) 
- 

4 

 (4.44) 

12 55 to 59 - - - 

13 60 to 64 - - - 

14 65 to 69 - - - 

15 70+ 
1  

(2.27) 

1 

 (2.17) 

2 

 (2.22) 

Total 44 (48.89) 
46 

 (51.11) 

90  

(100) 
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TABLE: 2.1.2 DISTRIBUTION OFAGE GROUP WISE 

POPULATIONVILLAGE (Ladda- Bankura) 
 
 
 

 
 

 

 

Sl.No 
Age 

Group 
Male Female Total 

1 Upto 4 
- 

 

1 

 (1.31) 

1 

 (1.31) 

2 5 to 9 
3 

 (3.95) 

5 

 (6.58) 

8 

 (10.53) 

3 10 to 14 
6 

 (7.89) 

10  

(13.16) 

16 

 (21.05) 

4 15 to 19 
4 

 (2.99) 

3  

(3.95) 

7 

 (5.22) 

5 20 to 24 
1 

 (1.31) 

4 

 (2.99) 

5  

(6.58) 

6 25 to 29 
3 

 (3.95) 

2  

(2.63) 

5 

 (6.58) 

7 30 to 34 
2 

 (2.63) 

5  

(6.58) 

7  

(9.21) 

8 35 to 39 - 
1  

(1.31) 

1 

 (1.31) 

9 40 to 44 
7 

 (5.22) 

4  

(2.99) 

11  

(14.47) 

10 45 to 49 - 3 (3.95) 
3  

(3.95) 

11 50 to 54 
2  

(2.63) 
- 

2 

 (2.63) 

12 55 to 59 
3 

 (3.95) 
- 

3  

(3.95) 

13 60 to 64 
2  

(2.63) 

2  

(2.63) 

4 

 (2.99) 

14 65 to 69 
1  

(1.31) 

1 

 (1.31) 

2  

(2.63) 

15 70+ 
1 

 (1.31) 
- 

1 

 (1.31) 

Total 
35 

 (46.05) 

 76  

(100) 41 
 (53.95) 
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TABLE: 2.1.3 DISTRIBUTION OFAGE GROUP WISE POPULATION AT TYPE TWO VILLAGE 

(Damodarpur- Purulia) 

 

 

 

 

 

 

 

 

 

 

 

 

Sl.No 
Age Group Male Female Total 

1 Upto 4 

26 

(14.36) 

23 

(11.00) 

49 

(12.56) 

2 5 to 9 

32 

(17.68) 

39 

(18.66) 

71 

(18.20) 

3 10 to 14 

20 

(11.04) 

27 

(12.91) 

47 

(12.05) 

4 15 to 19 

7 

(3.86) 

10 

(4.78) 

17 

(4.36) 

5 20 to 24 

14 

(7.73) 

26 

(12.44) 

40 

(10.25) 

6 25 to 29 

23 

(12.71) 

27 

(12.92) 

50 

(12.82) 

7 30 to 34 

14 

(7.73) 

9 

(4.31) 

23 

(5.89) 

8 35 to 39 

13 

(7.18) 

11 

(5.26) 

24 

(6.15) 

9 40 to 44 7 (3.86) 10 (4.78) 17 (4.35) 

10 45 to 49 

8 

(4.42) 

5 

(2.39) 

13 

(3.33) 

11 50 to 54 

4 

(2.21) 

4 

(1.91) 

8 

(2.05) 

12 55 to 59 

5 

(2.76) 

5 

(2.39) 

10 

(2.56) 

13 
60 to 64 

6 

(3.31) 

8 

(3.83) 

14 

(3.58) 

14 
65 to 69 

2 

(1.10) 

5 

(2.39) 

7 

(1.79) 

15 70+ - - - 

Total 181 (46.41) 209 (53.59) 390 (100) 
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TABLE: 2.1.4 DISTRIBUTION OFAGE GROUP WISE POPULATION AT TYPE TWO 
VILLAGE (SARASDANGA- BANKURA) 
 

Sl.No Age Group Male Female Total 

1 Upto 4 
10  

(8.98) 

9 

 (8.03) 

19  

(16.96) 

2 5 to 9 
5 

 (4.46) 

10 

 (8.98) 

15 

 (13.39) 

3 10 to 14 
5 

 (4.46) 

6 

 (5.35) 

11 

 (9.82) 

4 15 to 19 
1 

 (0.89) 

1 

 (0.89) 

2  

(1.78) 

5 20 to 24 4 (3.57) 4 (3.57) 8 (7.14) 

6 25 to 29 
10 

(8.98) 

5 

 (4.46) 

15  

(13.39) 

7 30 to 34 
4  

(3.57) 
- 

4 

 (3.57) 

8 35 to 39 
12  

(10.71) 

4  

(3.57) 

16 

 (14.28) 

9 40 to 44 
4 

 (3.57) 
5 (4.46) 

9  

(8.03) 

10 45 to 49 
2 

 (1.78) 
- 

2  

(1.78) 

11 50 to 54 
5 

(4.46) 

3 

 (2.67) 

8 

 (7.14) 

12 55 to 59 - - - 

13 60 to 64 
1 

(0.89) 

2 

 (1.78) 

3 

 (2.67) 

14 65 to 69 - - - 

15 70+ - - - 

Total 63 (56.25) 49 (43.75) 112 (100) 



115 

 

 

 

TABLE: 2.1.5 -DISTRIBUTION OFAGE GROUP WISE POPULATION AT TYPE TWO 
VILLAGE (BORDA SABAR PARA- BANKURA) 
 

 
 
 
 
 
 

Sl.No Age Group Male Female Total 

1 Upto 4 9 (6.71) 7 (5.22) 16 (11.94) 

2 5 to 9 7 (5.22) 5 (3.73) 12 (8.96) 

3 10 to 14 6 (4.48) 6 (4.48) 12 (8.96) 

4 15 to 19 4 (2.68) 10 (7.46) 14 (10.45) 

5 20 to 24 8 (5.97) 12 (8.96) 20 (14.92) 

6 25 to 29 1 (0.75) 8 (5.97) 9 (6.72) 

7 30 to 34 8 (5.97) 5 (3.73) 13 (9.70) 

8 35 to 39 6 (4.48) 2 (1.49) 8 (5.97) 

9 40 to 44 5 (3.73) 3 (3.73) 8 (5.97) 

10 45 to 49 5 (3.7) 1 (0.75) 6 (4.48) 

11 50 to 54 2 (1.49) 2 (1.49) 4 (2.68) 

12 55 to 59 3 (2.24) 1 (0.75) 4 (2.68) 

13 60 to 64 3 (2.24) 0 3 (2.24) 

14 65 to 69 1 (0.75) 2 (1.49) 3 (2.24) 

15 70+ 1 (0.75) 1 (0.75) 2 (1.49) 

Total 69 (51.49%) 65 (48.51) 134 (100) 
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TABLE: 2.2 DISTRIBUTION OF POPULATION ON THE BASIS OF PRIMARY OCCUPATION 

 

Category of Villages 

Total population Stone crusher  
Making Bamboo 

craft  
Agricultural 

labour 
Hunting  Others labour 

Brick field 
worker  

Occupation less 

M F M F M F M F M F M F M F M F 

Type-
I 

Rahidi 

44 
(100.00) 

46 
(100.00) 

21 
(47.73) 

6 
(13.04) 

10 
(22.73) 

16 
(34.78) 

2 
(4.54) 

1 
(2.73) 

0 0 0 0 0 0 
11 

 (25) 
23 

(52.27) 

Ladda 

35 
(100.00) 

41 
(100.00) 

0 0 
12 

(34.28) 
18 

(43.90) 
5 

(14.28) 
0 

6 
(17.14) 

0 
2 

(5.71) 
0 0 0 

10  
(28.57) 

21 
(51.22) 

Total 

79 
(100.00) 

87 
(100.00) 

21 
(26.58) 

6 
22 

(27.85) 
34 

(16.75) 
7 

(8.86) 
1 

6 
(7.59) 

0 
2 

(2.53) 
0 0 0 0 0 

Type-
II 

Damodarpur 

181 

(100.00) 

209 

(100.00) 
0 0 

52 
(28.73) 

35 
(16.75) 

29 
(16.02) 

22 
(10.53) 

10 
(5.52) 

0 
1 

(0.55) 
0 

22 
(12.15) 

16 
(7.65) 

67  
(37.02) 

136 
(65.07) 

BordaSabar 
para 

69 

(100.00) 

65 

(100.00) 
0 0 0 

6 
(9.23) 

20 
(28.99) 

8 
(12.31) 

8 
(11.59) 

0 0 
2 

(3.07) 
14 

(20.29) 
8 

(11.59) 

27 
 

(39.13) 

41 
(63.07) 

Sarasdanga 

63 
(100.00) 

49 
(100.00) 

0 0 
12 

(19.05) 
15 

(30.61) 
16 

(25.40) 
12 

(24.49) 
5 

(7.93) 
0 0 0 

6 
(9.53) 

0 
33 

(52.38) 
22 

(44.90) 

Total 

313 
(100.00) 

323 
(100.00) 

0 0 
64 

(20.45) 
56 

(17.38) 
65 

(20.77) 
42 

(13.00) 
23 

(7.34) 
0 

1 
(0.32) 

2 
(0.62) 

42 
(13.42) 

0 
127 

(40.57) 
199 

(61.61) 

Grand Total 
392 

(100.00) 
410 

(100.00) 
21 

(5.36) 
6 

(1.46) 
86 

(21.94) 
80 

(19.51) 
72 

(18.36) 
43 

(10.49) 
29 

(7.40) 
0 

3 
(0.76) 

2 
(0.49) 

42 
(10.71) 

24 
(5.85) 

148 
(37.75) 

243 
(59.27) 
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TABLE: 2.3 DISTRIBUTION OF POPULATION ON THE BASIS OF SECONDARY OCCUPATION 

 

Category of 
Villages 

Total population Stone crusher  
Making Bamboo 

craft  
Agricultural 

labour 
Hunting  Others labour 

Brick field 
worker  

Occupation less 

M F M 
F 
 

M F M F M M F M F M F 

Type
-I 

Rahidi 

44 
(100.00) 

46 
(100.00) 

3 
(6.81) 

2(4.3
4) 

8 
(18.18) 

10 
(21.74) 

10 
(22.72) 

12 
(26.09) 

12 
(27.27) 

2 
(4.54) 

2 
(4.35) 

-  - 
11 

(25) 
23 

(50) 

Ladda 

35 
(100.00) 

41 
(100.00) 

- - 
5 

(14.28) 
10 

(24.39) 
3 

(8.57) 
10 

(24.39) 
12 

(34.29) 
5 

(14.28) 
- - - 

10 
(28.57) 

21 
(51.21) 

Total 

79 
(100.00) 

87 
(100.00) 

3 
(3.78) 

2(2.3
0) 

13 
(16.45) 

20 
(22.99) 

13 
(16.46) 

22 
(25.28) 

24 
(30.38) 

7 
(8.86) 

2 
(2.29) 

- - 
21 

(26.58) 
44 

(50.57) 

Type
-II 

Damod
arpur 

181 

(100.00) 

209 

(100.00) 
- - 

38 
(20.99) 

41 
(19.62) 

31 
(17.13) 

22(10.5
2) 

27 
(14.92) 

25 
(13.81) 

12 
(5.74) 

- - 
67 

(37.02) 
136 

(65.02) 

Borda 
Sabar 
para 

69 

(100.00) 

65 

(100.00) 
- - 

18 
(26.08) 

12 
(18.46) 

8 
(11.59) 

- 
6 

(8.69) 
10( 

14.49) 
7 

(10.80) 

7 
(10.1

4) 

6 
(9.23) 

27 
(39.23) 

41 
(63.06) 

Sarasda
nga 

63 
(100.00) 

49 
(100.00) 

- - 
6 

(9.52) 
7 

(14.28) 
7 

(11.11) 
5 

(10.20) 
3 

(4.76) 
6 

(9.52) 
3 

(6.12) 

12 
(19.0

4) 

4 
(8.16) 

33 
(52.38) 

22 
(44.89) 

Total 

313 
(100.00) 

323 
(100.00) 

0 0 
62 

(19.80) 
60 

(18.57) 
46 

(14.29) 
27 

(8.53) 
36 

(11.50) 
41 

(13.1) 
22 

(6.81) 

19 
(6.07

) 
- 

127 
(40.57) 

199 
(61.61) 

Grand Total 

392 
(100.00) 

410 
(100.00) 

3(0.76) 
2 

(0.48
) 

75 
(19.13) 

80 
(19.51) 

59 
(15.05) 

49 
(11.95) 

60 
(15.31) 

48 
(12.24) 

24 
(5.85) 

19 
(4.84

) 

10 
(2.44) 

148 
(37.75) 

243 
(59.27) 
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TABLE: 2.4 DISTRIBUTION OF HOUSEHOLD ACCORDING TO FAMILY SIZE 

 

Category of Villages 

Total 

No. of 

Families 

Family Size 

Single/1 double/2 

3 to 4 5 to 6 7 to 8 

9 and 

above 

Type-

I 

Rahidi 22 
1 

 (4.54) 

1  

(4.54) 

9 

 (40.91) 

9  

(40.91) 

2  

(9.09) 
- 

Ladda 18 - 
3 

 (16.67) 

8 

(44.44) 

6 

(33.33) 

1 

 (5.56) 
- 

Total 40 - 
4 

 (10) 

17 

(42.5) 

15 

 (37.5) 

3 

 (7.5) 
- 

Type-

II 

Damodarpur 78 - 
4  

(5.13) 

31 

 (39.74) 

24 

 (30.79) 

18 

(23.08) 

1  

(1.28) 

BordaSabar 

para 
28 - 

1 

(3.57) 

10 

(35.71) 

14 

(50) 

2 

(7.14) 

1 

 (3.57) 

Sarasdanga 55 - 
3 

 (5.45) 

15 

 (27.27) 

22 

 (40) 

15 

(27.27) 
- 

Total 161 - 
8 

 (4.97) 

56  

(34.78) 

60  

(37.28) 

35 

(21.74) 

2  

(1.24) 

Grand Total 201 1 (0.50) 
12 

(5.97) 

73 

 (36.31) 

75 

(37.31) 

38  

(18.91) 

2 

 (1.00) 
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TABLE: 2.5 DISTRIBUTION OF HOUSEHOLD ACCORDING TO FAMILY TYPE 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Catagory of 
Villages 

Total 
No. 
of 

Famil
ies 

Family Size 

Sing
le 

Doub
le 

Nuclear 

Joint 
Extend
ed Broken 

Type-I 

Rahidi 
22 

 
 (100) - 

1 
(4.55) 

17 
(77.27) 

4 
(18.18) - - 

Ladda 
18 

 (100) 
- 

3 
(16.6

7) 
10 

(55.56) 
5 

(27.78) - - 

Total 
40 

 
 (100) - 

4 
(10) 

27 
(67.5) 

9 
(22.5) - - 

Type-
II 

Damodar
pur 

78 
(100) 

- 

5 

(6.41) 

43 
(55.12) 

24 
(30.77) 

6  
(7.69) - 

BordaSab
ar para 

28 
(100) 

- - 

12 
(45.86) 8 (28.57) 

4 
(14.29) 4 (14.29) 

Sarasdan
ga 

55 
 (100) - 

3 
(5.45) 

18 
(32.73) 

22 
 (40) 

12 
(21.82) - 

Total 
161 

(100) - 
3 

(1.86) 
73 

(45.34) 
30 

(18.63) 
16 

(9.94) 
4 

(2.48) 

Grand Total 
201 

(100) - 
7 

(3.48) 
100 

(49.75) 
39 

(19.04) 
16 

(7.96) 
4 

(1.99) 
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 Table- 2.6- Educational Status of all studied villages

Catagory of 
Villages 

Cannot sign 

Different catagories 

Can sign 
without any 

standard 

I-IV V-VIII IX-X XI-XII Graduate Total 

M F M F M F M F M F M F M F M F M F 

Type
-I 

Rahidi 
28 

 (63.63) 
34 

(73.91) 
6 

(13.63) 
1 

(2.17) 
- 

1 
(2.17

) 

8 
(18.18) 

10 
(21.7

4) 

2 
(4.54)  

- 
 

- - - -  
44 

(100) 
46 

(100) 

Ladda 
22 

(62.85) 
28 

(68.29) 
8 

(22.85) 
10 

(24.39) 

3 
(8.5
7) 

- 
 

2 
(5.71) 

3 
(7.31

) 
- - - - - - - - 

35 
(100) 

41 
(100) 

Total 
50 

(63.29) 
62 

(71.26) 
14 

(17.72) 
11 

(12.64) 

3 
(3.7
9) 

1 
(1.14

) 

10 
(12.65) 

13 
(14.9

4) 

2 
(2.53) 

- - - - - - - 
79 

(100) 
87 

(100) 

Type
-II 

Damoda
rpur 

92 
(50.89) 

136 
(65.07) 

40 
(22.10) 

20 
(9.95) 

20 
(11.
05) 

25 
(11.9

6) 

18 
(9.94) 

25 
(11.9

6) 

8 
(4.42) 

2 
(0.96

) 

3 
(1.65) 

- - -  - 
1 

(0.48
) 

181 
(100) 

209(
100) 

Borda 
Sabar 
para 

31 
(44.93) 

44 
(67.69) 

12 
(17.39) 

6 
(9.23) 

8 
(11.
59) 

6 
(9.23

) 

8 
(11.59) 

6( 
11.59

) 

6 
(8.69) 

3 
(4.61

) 

2 
(2.90) 

- - -  - -  
69 

(100) 
65 

(100) 

Sarasda
nga 

28 
(44.44) 

33 
(67.34) 

18 
(28.57) 

4 
(8.16) 

8 
(12.
70) 

4 
(8.16

) 

9 
(14.28) 

6 
(12.2

4) 
1(1.58) 

2(4.0
8) 

1 
(1.58) 

- - -  - -  
63 

(100) 
49  

(100) 

Total 
151 

(48.24) 
213 

(65.95) 
70 

(22.36) 
30 

(9.28) 

36 
(11.
50) 

35 
(10.8

4) 

35 
(11.18) 

37 
(11.4

5) 

15(4.79
) 

7(2.1
6) 

6 
(1.91) 

- - -   
1 

(0.31
) 

313 
(100) 

323 
(100) 

Grand Total 
201 

(51.27) 
275 

(67.07) 
84 

(21.43) 
41 

(10) 

39 
(9.9
5) 

36 
(8.78

) 

45 
(11.47) 

50 
(12.1

9) 

17(4.34
) 

7(1.7
1) 

6 
(1.53) 

- - -   
1(o.2

4) 
392 

(100) 
410  

(100) 



121 

 

 
TABLE: 2.7- DISTRIBUTION OF POPULATION ACCORDING TO MARITAL STATUS  

 

Category of 
Villages 

Unmarried Married 

Widow 
Widow

er 

Separated 
family 
only Total 

M F M F M F 

Type
-I 

Rahidi 
22 

(50) 

21 
 

(45.65) 

17 
 (38.64) 

16 
(34.78) 

5  
(11.36) 

6 
 

(13.04) 
- 

44 
 (100) 

46 
 (100) 

Ladda 
11 

 (31.43) 

18 
 

(43.90) 
21 (60) 

16 
(39.02) 

3  
(8.57) 

7 
 

(17.07) 
- 

35 
 (100) 

41 
 (100) 

Total 
33 

 (41.77) 

39 
 

(44.83) 
38(48.10) 

32 
(36.87) 

8  
(10.12) 

15 
(17.24) 

- 
79 

 (100) 
87 

 (100) 

Type
-II 

Damodar
pur 

85 
 (46.96) 

91 
 

(43.54) 
79 (43.65) 

103 
(49.28) 

16  
(8.84) 

15 
 (7.18) 

1 
(0.55) 

181 
 (100) 

209 
(100) 

BordaSab
ar para 

27 
 (39.13) 

21 
 

(32.31) 
35 (50.72) 

33 
(50.76) 

7  
(10.14) 

11 
 (1.92) 

- 
69 

 (100) 
65 

 (100) 

Sarasdang
a 

21 
 (33.33) 

19 
 

(38.77) 
37 (58.73) 

22 
(44.90) 

5  
(7.94) 

7 
 

(14.28) 

1  
(2.04) 

63 
 (100) 

49 
  (100) 

Total 
133 

(42.49) 

131 
 

(40.55) 

151 
(48.24) 

158 
(48.91) 

28 
 (8.94) 

33 
(10.22) 

2 
(0.25) 

313 
 (100) 

323 
 (100) 

Grand Total 
166 

(42.35) 

170 
 

(41.46) 

189(48.21
) 

190 
(46.34) 

36 
 (9.18) 

48 
(12.24) 

2 
(0.25) 

392 
 (100) 

410  
(100) 
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2.8- DISTRIBUTION OF POPULATION ACCORDING TO MARITAL STATUS IN RAHIDI VILLAGE 

 

Age 
Group 

Unmarried Married Widow Widower 
Separat
ed only 
women 

Total 

M F M F M F 

0 to 4 12 (100) 
9 

(100) - - - - - 
12 

(100) 

9 

(100) 

5 to 9 
5 

(100) 
10 

(100) - - - - - 
5 

(100) 

10 

(100) 

10 to 
14 

2 
(100) 

1 
(100) - - - - - 

2 
(100) 

1 
(100) 

15 to 
19 

1 
(100) - - 

1 
(100) - - - 

1 

(100) 

1 

(100) 

20 to 
24 

2 
(50) - 

2 
(50) 

4 
(100) - - - 

4 

(100) 

4 

(100) 

25 to 
29 - 

1 
(7.14) - 

11 
(78.57) 

2 
(14.28) - - - 

14 
(100) 

30 to 
34 - - 

4 
(100) - - - - 

4 

(100) - 

35 to 
39 - - 

3 
(75) 

1 
(100) - 

1 
(25) - 

4 

(100) 

1 

(100) 

40 to 
44 - - 

3 
(60) 

3 
(60) 

2 
(40) 

2 
(40) - 

5 

(100) 

5 

(100) 

45 to 
49 - - 

2 
(100) - - - - 

2 

(100) - 

50 to 
54 - - 

2 
(50) - - 

2 
(50) - 

4 
(100) - 

55 to 
60 - - - - - - - - - 

61 to 
65 - - - - - - - - - 

66 to 
69 - - - - - - - - - 

70 & 
70+ - - -  - 

1 
(100) 

1 
(100) - 

1 
(100) 

1 
(100) 

Total 
22 

(50) 
21 

(45.65) 
17 

(38.64) 
20 

(43.48) 5(10.87) 5(11.36) - 
4 

4(100) 
46 

(100) 
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2.9- DISTRIBUTION OF POPULATION ACCORDING TO MARITAL STATUS IN LADDA 

VILLAGE 

 

Age 
Group 

Unmarried Married 
Widow Widower 

Separat
ed only 
women 

Total 

M F M F M F 

0 to 4 - 
1 

(100) - - - - - - 

1 

(100) 

5 to 9 

3 
(100

) 
5 

(100) - - - - - 
3 

(100) 

5 

(100) 

10 to 
14 

6 
(100

) 
7 

(70) - 
3 

(30) - - - 
6 

(100) 

10 

(100) 

15 to 
19 

3 
(75) - 

1 
(25) 

3 
(100) - - - 

4 

(100) 

3 

(100) 

20 to 
24 - - 

1 
(100) 

4 
(100) - - - 

1 

(100) 

4 

(100) 

25 to 
29 

1 
(33.3

3) - 
2 

(66.67) 
1 

(50) 
1 

(50) - - 
3 

(100) 

2 

(100) 

30 to 
34 - - 

2 
(100) 

4 
(80) 

1 
(20) - - 

2 

(100) 

5 

(100) 

35 to 
39 - - - 

1 
(100) - - - - 

1 

(100) 

40 to 
44 - - 

5 
(71.43) 

2 
(50) 

2 
(50) 

2 
(28.57) - 

7 

(100) 

4 

(100) 

45 to 
49 - - - - 

3 
(100) - - - 

3 

(100) 

50 to 
54 - - 

2 
(100) - - - - 

2 

(100) - 

55 to 
60 - - 

1 
(33.33) - - 

2 
(66.67) - 

3 

(100) - 

61 to 
65 - - - - 

2 
(100) 

2 
(100) - 

2 

(100) 

2 

(100) 

66 to 
69 - - - 

1 
(100) - 

1 
(100) - 

1 

(100) 

1 

(100) 

70 & 
70+ - - - - - 

1 
(100) - 

1 

(100) - 

Total 

13 
(37.1

4) 
13 

(31.70) 
14 

(40) 

19 
(46.3

4) 
9 

(25.71) 
8 

(19.51) - 

35 
(100) 

41 
(100) 
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2.10- DISTRIBUTION OF POPULATION ACCORDING TO MARITAL STATUS IN DAMODARPUR 

VILLAGE 

 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Age 

Grou

p 

Unmarried Married 
Widow 

Widowe

r 

Separ

ated 

only 

wome

n 

Total 

M F M F M F 

0 to 4 

26 

(100) 

23 

(100) - - - - - 

26 

(100) 

23 

(100) 

5 to 9 

32 

(100) 

39 

(100) - - - - - 

32 

(100) 

39 

(100) 

10 to 

14 

20 

(100) 

26 

(96.30) - 

1 

(3.70) - - - 

20 

(100) 

27 

(100) 

15 to 

19 

6 

(85.71) 

7 

(70) 

1 

(14.28

) 

3 

(30) - - - 

7 

(100) 

10 

(100) 

20 to 

24 

6 

(42.86) 

12 

(46.15) 

8 

(57.14

) 

14 

(53.85

) - - - 

14 

(100) 

26 

(100) 

25 to 

29 

8 

(34.78) 

3 

(11.11) 

15 

(65.21

) 

24 

(88.89

) - - - 

23 

(100) 

27 

(100) 

30 to 

34 - - 

14 

(100) 

9 

(100) - - - 

14 

(100) 

9 

(100) 

35 to 

39 - - 

13 

(100) 

10 

(90.91

) 

 

1 

(9.09) - - 

13 

(100) 

11 

(100) 

40 to 

44 - - 

6 

(85.71

) 

10 

(100) - 

1 

(14.86) - 

7 

(100) 

10 

(100) 

45 to 

49 - - 

6 

(75) 

3 

(60) 

2 

(25) 

2 

(40) - 

8 

(100) 

5 

(100) 

50 to 

54 - - 

3 

(75) 

3 

(75) 

1 

(25) 

1 

(25) - 

4 

(100) 

4 

(100) 

55 to 

60 - - 

4 

(85) 

4 

(85) 

1 

(25) 

1 

(25) - 

5 

(100) 

5 

(100) 

61 to 

65 - - 

2 

(33.33

) 

2 

(25) 

6 

(66.67) 

4 

(75) - 

6 

(100) 

8 

(100) 

66 to 

69 - - - - 

2 

(100) 

5 

(100) - 

2 

(100) 

5 

(100) 

70 & 

70+ - - - - - - - - - 

Total 

98 

(54.13) 

110 

(52.63) 

72 

(39.78

) 

83 

(39.71

) 

13 

(6.22) 

14 

(7.73) - 

181 

(100) 

209 

(100) 
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2.11- DISTRIBUTION OF POPULATION ACCORDING TO MARITAL STATUS IN BORDA 

SABAR PARA VILLAGE 

 

 

Age 
Group 

Unmarried Married 

Widow 
Widow

er 

Separat
ed only 
women 

Total 

M F M F M F 

0 to 4 
9 

(100) 
7 

(100) 
- - - - - 

9 

(100) 

7 

(100) 

5 to 9 
7 

(100) 
5 

(100) 
- - - - - 

7 

(100) 

5 

(100) 

10 to 
14 

6 
(100) 

6 
(100) 

- - - - - 
6 

 

(100) 

6 

(100) 

15 to 
19 

3 
(75) 

6 
(60) 

1 
(25) 

4 
(40) 

- - - 
4 

(100) 

10 

(100) 

20 to 
24 

6 
(75) 

2 
(25) 

2 
(16.67) 

10 
(83.33) 

- - - 
8 

(100) 

12 

(100) 

25 to 
29 

- - 
1 

(100) 
8 

(100) 
- - - 

1 

(100) 

8 

(100) 

30 to 
34 

- - 
8 

(100) 
5 

(100) 
- - - 

8 

(100) 

5 

(100) 

35 to 
39 

- - 
6 

(100) 
2 

(100) 
- - - 

6 

(100) 

2 

(100) 

40 to 
44 

1 
(20) 

1 
(33.33) 

3 
(60) 

2 
(66.67) 

- 
1( 

20) 
- 

5 

(100) 

3 

(100) 

45 to 
49 

- - 
5 

(100) 
1 

(100) 
- - - 

5 

(100) 

1 

(100) 

50 to 
54 

- - - 
1 

(50) 
1 

(50) 
2 

(100) 
- 

2 

(100) 

2 

(100) 

55 to 
60 

- - 
1 

(33.33) 
- 

1 
(100) 

2 
(66.67) 

- 
3 

(100) 

1 

(100) 

61 to 
65 

- - - - - 
3 

100 
- 

3 

(100) 
- 

66 to 
69 

- - 
1 

(50) 
- 

1 
(100) 

1 
(50) 

- 
1 

(100) 

2 

(100) 

70 & 
70+ 

- - - - 
1 

(100) 
1 

(100) 
- 

1 

(100) 

1 

(100) 

Total 
31 

(44.93
) 

27 
(41.54) 

28 
(40.58) 

33 
(50.77) 

4 
(6.15) 

10 
(14.49) 

- 
69 

(100) 

65 

(100) 
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2.12- DISTRIBUTION OF POPULATION ACCORDING TO MARITAL STATUS IN SARASDANGA 

VILLAGE 

 

Age 

Group 

Unmarried Married 

Widow Widower 

Separa

ted 

only 

women 

Total 

M F M F M F 

0 to 4 
10 

(100) 

9 

(100) 
- - - - - 

10 

(100) 

9 

(100) 

5 to 9 
5 

(100) 

10 

(100) 
- - - - - 

5 

(100) 

10 

(100) 

10 to 

14 

5 

(100) 

6 

(100) 
- - - - - 

5 

(100) 

6 

(100) 

15 to 

19 

1 

(100) 
- - 

1 

(100) 
- - - 

1 

(100) 

1 

(100) 

20 to 

24 

 

2(50) 
- 

2 

(50) 

4 

(100) 
- - - 

4 

(100) 

4 

(100) 

25 to 

29 

4 

(40) 

1 

(20) 

6 

(60) 

4 

(80) 
- - - 

10 

(100) 

5 

(100) 

30 to 

34 

1 

(25) 
- 

3 

(75) 
- - - - 

4 

(100) 
- 

35 to 

39 

2 

(16.67) 
- 

8 

(66.67) 

3 

(75) 
- 

2 

(16.67) 

1 

(25) 

12 

(100) 

4 

(100) 

40 to 

44 

1 

(25) 
- 

3 

(75) 

4 

(80) 

1 

(20) 
- - 

4 

(100) 

5 

(100) 

45 to 

49 
- - 

2 

(100) 
- - - - 

2 

(100) 
- 

50 to 

54 
- - 

2 

(40) 

1 

(33.33) 

2 

(66.67) 

3 

(60) 
- 

5 

(100) 

3 

(100) 

55 to 

60 
- - - - - - - - - 

61 to 

65 
- - - - 

1 

(100) 

2 

(100) 
- 

1 

(100) 

2 

(100) 

66 to 

69 
- - - - - - - - - 

70 & 

70+ 
- - - - - - - - - 

Total 
31 

(49.21) 

26 

(53.06) 

26 

(41.26) 

17 

(34.69) 

4 

(8.16) 

7 

(11.11) 

1 

(2.04) 

63 

(100) 

49 

(100) 
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Table -2.13- Distribution of family on the basis of Monthly Income 

Category of Villages 
No. of 

familie

s 

Categories of monthly income (Rs.) 

Upto 

1000 

1001-

2000 

2001-

3000 

3001-

4000 

4001-

5000 5001-

6000 

6001-

7000 

7001-

8000 

8001-

9000 

9000 

above 

Type-

I 

Rahid 

22 

(100) 

2 

(9.09) 

7 

(31.81) 

8 

(36.36) 

3 

(13.64) 

2 

(9.09) 
- - - -  - 

Ladda 

18 

(100) 

8 

(44.44) 

7 

(38.89) 

3 

(16.67) 
- - - - - - -- 

Total 

40 

(100) 

10 

(25) 

14 

(35) 

1 

1(27.5) 

3 

(7.5) 

2 

(5) 
- - - - - 

Type-

II 

Damodarpur 

78 

(100) 

22 

(28.20) 

27 

(34.61) 

21 

(26.92) 

4 

(5.13) 

4 

(5.13) 
- - - - - 

Borda Sabar 

para 

28 

(100) 

12 

(42.85) 

15 

(53.57) 

1 

(3.57) 
- - - - - - - 

Sarasdanga 

55 

(100) 

14 

(25.45) 

21 

(38.18) 

15 

(27.27) 

5 

(9.09) 
- - - - - - 

Total 

161 

(100) 

26 

(16.14) 

36 

(22.36) 

16 

(9.94) 

5 

(3.10) 
- -- - - - - 

Grand Total 

201 

(100) 

36 

(17.91) 

50 

(24.87) 

27 

(13.43) 

8 

(3.98) 
2(0.99) - - - - - 
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Table- 2.14- Distribution of family on the basis of Monthly Expenditure  

 

Category of  

Villages 

No. of 

families 

Categories of monthly expenditure(Rs.) 

Upto 

1000 

1001-

2000 

2001-

3000 

3001-

4000 

4001-

5000 5001-

6000 

6001-

7000 

7001-

8000 

8001-

9000 

Type-

I 

Rahidi 

22 

(100) 

2 

(9.09) 

7 

(31.81) 
11 

(50) 2(9.09)  - - 
- - - 

Ladda 

18 

(100) 
10 

(55.55) 

8 

(44.44) 

1 

(5.55) - - - 
- - - 

Total 

40 

(100) 

12 

(30) 

15 

(37.5) 

12 

(30) 

2 

(5) 
- - - - - 

Type-

II 

Damodarpur 

78 

(100) 

27 

(34.61) 

21 

(26.92) 

14 

(17.95) 

1 

(1.28) 
1(1.28) - - - - 

Borda Sabar 

para 

28 

(100) 

17 

(60.71) 

11 

(39.28) 
- - - - - - - 

Sarasdanga 

55 

(100) 

25 

(45.55) 

18 

(32.73) 

2 

(3.64) 
- - - - - - 

Total 

161 

(100) 

69 

(42.86) 

50 

(31.06) 

16 

(9.94) 

1 

(0.62) 

1 

(0.62) 
- - - - 

Grand Total 

201 

(100) 

81 

(40.30) 

65 

(32.34) 

28 

(13.93) 

3 

(1.49) 

1 

(0.48) 
- - - - 
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Table- 2.15- AVAILABILITY OF ELECTRICITY IN HOUSES 

 

Category of Villages No. of families 
Electricity 
available 

Electricity not 
available 

Type-I 

Rahidi 
22 

(100) 
- 

22 
(100) 

Ladda 
18 

(100) 
- 

18 
(100) 

Total 
40 

(100) 
- 

40 
(100) 

Type-II 

Damodarpur 
78 

(100) 
12 

(15.38) 
66 

(84.62) 

Borda Sabar 
para 

28 
(100) 

10 
(35.71) 

18 
(64.29) 

Sarasdanga 
55 

(100) 
22 

(40) 
33 

(60) 

Total 
161 

(100) 
44 

(27.33) 
117 

(72.67) 

Grand Total 
201 

(100) 
44 

(21.89) 
157 

(78.11) 
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Table- 2.16- DISTRIBUTION OF FAMILY ON THE BASIS OF SANITATION 
FACILITY  

 

Category of Villages 

No. of families 

Sanitation 
available 

Sanitation not 
available 

Type-I 

Rahidi 
22 

(100) 
- 

22 
(100) 

Ladda 
18 

(100) 
- 

18 
(100) 

Total 
40 

(100) 
- 

40 
(100) 

Type-II 

Damodarpur 
78 

(100) 
2 

(2.63) 
76 

(97.43) 

Borda Sabar 
para 

28 
(100) 

- 
28 

(100) 

Sarasdanga 
55 

(100) 
2 

(3.77) 
53 

(96.36) 

Total 
161 

(100) 
4 

(2.48) 
157 

(97.52) 

Grand Total 
201 

(100) 
4 

(1.99) 
197 

(98.01) 
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Health and Disease  

Traditional way of Treatment 
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The concept of health, disease and treatment vary according to the 

culture. Moreover, a particular culture of a tribal area is guided by traditionally 

laid-down customs. Medicine and disease have an undeniable effect on the 

history and culture of man. Since human is a social and cultural being, every 

known human society has developed a pharmacopoeia and a therapy, be it 

magico-religious, secular, empirical or scientific (Chaudhuri.B, 1986). But the 

traditional system of medicine or treatment pattern is disappearing in many 

tribal societies. However in our country this system is still survived in some 

tribal societies and in others societies it has emerged as an alternative to modern 

medicine. A substantial number of people in different communities, especially 

in rural and tribal areas are still dependent on this traditional system of 

medicine.   

 The World Health Organization (WHO) has defined health as a state of 

complete physical, mental and social well-being and not merely absence of 

disease or infirmity (WHO, 1948). Health of any community, by and large, is a 

function of interaction among the socio-cultural and biological practices and 

environmental conditions. Health conditions widely vary depending on the 

prevailing health practices of the individual and community at large. Many 

studies (Basu et al, 1990; Rizvi 1986; Sahu 2001) reveal that the socio-cultural 

variables are interrelated along with socio-biological norms such as age, 

marriage, childbirth and treatment procedures.  However the meaning and 

perceptions of health, illness and health seeking behaviour are not the same 

across the culture. Some Scholars have postulated that among the tribal 

population, health is seen as a functional rather than a clinical concept 
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(Mahapatra, 1994). Sachchidananda (1994) observed that tribal health aspects 

as a concept as well as a part of social structure and organization which is 

continuously changing and adopting itself to changes in the wider society. 

Health and treatment also reflect the social solidarity of a community. In a tribal 

community, illness and the consequent treatment is not always an individual or 

familial affair but the decision about the nature of treatment may be taken at the 

community level (Chaudhuri, 1986).  

Despite remarkable worldwide progress in the field of diagnostics, curative and 

preventive aspects of health, still there are people living in relative isolation, in 

natural surroundings, maintaining a socio-cultural distance from others. Owing 

to their unique traditional life, the concept of health and well-being of tribal 

people also differs from rest of the non-tribal population. The health problems 

of tribal communities are influenced by interplay of various factors including 

beliefs, customs, practices related to health and disease including health seeking   

behavior of that community. There is a consensus agreement that the health 

status of the tribal population is very poor in condition and worst among the 

PVTG because of their isolation, remoteness and being largely unaffected by 

the developmental processes going in the rest of the areas among all the 

communities.  

Medical system is one of the central aspects of any culture. The field of art and 

science of medicine ―is a culture, an island of cognition, affect social structure 

and institutions, languages, it has boundaries that include members and exclude 

others. As an information system, the field of medicine is a relatively closed 
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system of knowledge; it has many vested interests in remaining that 

way‖(Romanucci-Ross and Moermann, 1997:281). 

This chapter is very important in concern of my research topic. This research 

work intends to assess the attitude towards health practices among Hill Kharia 

tribal group- their faith, beliefs and health seeking behavior, as well as available 

health care facilities and their utilization. In this chapter I have emphasis on the 

traditional medicine and traditional health care system. How this system is still 

practicing by the Hill Kharia tribal communities. Traditional Medicine or 

Traditional System of Health care, refers to the indigenous system of health care 

found in Hill Kharia communities as well as in every tribal communities more 

or less. These medical systems are intimately linked with the wider dimensions 

of the nature. The World Health Organization (WHO) has referred to these 

system as ―Holistic i.e, that of viewing man in his totality within a wide 

ecological spectrum, and of emphasizing the view that ill health or disease is 

brought about by an imbalance, or disequilibrium of man in his total ecological 

system and not only by the causative agent and pathogenic evolution (WHO). 

The treatment strategies used in traditional system of health include the use of 

herbal medicines, mind /body approaches such as meditation, massage, 

acupuncture and exercise programme. 

The Traditional health care practices are prevalent in every country since the 

beginning of the civilization. The knowledge of the medicinal value of plants 

and other substances related to health care system and its uses go back to the 

time of the earliest settlers. The vast amount of traditional medical knowledge 

that has come down to modern times is the result of long evolution through trial 
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and error methods. The process of exchange and assimilation continues and 

today traditional medical practices are obliged to accommodate to the norms of 

the modern medicine. Today tribal peoples are the best knowing group of 

traditional or indigenous medical practitioners.  According to World Health 

Organization (WHO 2012), traditional medicine is the sum total of knowledge, 

skills and practices based on the theories, beliefs and experiences indigenous to 

different cultures that are used to maintain health, as well as to prevent, 

diagnosis, improve or treat physical and mental illness. There are two types of 

traditional health system- the naturalistic system and personalistic medicine. 

The naturalistic system are those which are natural sciences with controlled 

investigation of documented material-medica having a comprehensive 

theoretical framework against which treatments are tested and new treatments 

are generated. The personalistic system has been described as those which have 

the knowledge of healing, possessed by an individual either selected by 

someone in the community or by process of divine revelation, or revelation of 

some form (V.Bhasin 2007). The cause of ill health perceived by the tribal 

communities can be divided in to two categories, namely, known and 

supernatural. Thus Choudhury (1994) and Lewis (1958) stated that the study of 

tribal health should be with reference to their distinctive notion regarding 

different aspects of disease, health, food and faiths as well as in the process of 

interaction with modern world.  

Singh (1994) indicates that nine factors to examine and assess on the tribal 

health which is ultimately related to their economic pursuits, nutritional 

availability, medicines etc. it has also been emphasized that ecology and tribal 
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health in intimately related. Tribal communities possess a unique health care 

approach concerning the acceptance and rejection of modern medicine. It is 

very difficult to address the tribal health care scenario only by providing health 

care set up, modern medical practitioners, equipment‘s and medicine to tribal 

peoples. Inadequate service facility and western model of modern health care 

services fail to meet their acceptance. Till now the tribal societies is guided by 

traditionally laid down customs and every member of society is expected to 

conform to them. Tribal have retained much of their traditional health care 

culture.  Therefore tribal health care system is based on herbal as well as other 

related system like sidh, yoga and rituals along with a strong leaning towards 

magico-religious practices. However, it has also been observed that there is a 

keen inclination among studied tribal population towards modern medical 

facilities if accessible. In recent decades the tribal people have witnessed 

unprecedented wave of non-traditional elements entering into their social and 

cultural life. The concept of health and treatment is no exception. The flow of 

western concept of health care system of tribal group is in a complex situation. 

The tribal people are exposed to medical pluralism. But the acceptance of health 

care practices is depends on its availability and accessibility in their local area. 

The education has also plays a very important role to determine better health 

care practices. It is also reveals that education has been able to heal the 

traditional inhibition of the tribal people to attend PHCs without ignoring the 

importance of traditional healing practices.  

 The Hill Kharia people inhabit closest to the nature and their health care 

practices are influenced more by the socio-cultural and environmental factors. 
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Like other tribal communities, the Hill Kharia communities of Purulia and 

Bankura, West Bengal also has some traditional health care practices and 

traditional herbal medicine which they have utilized in their traditional way 

treatment procedures. In this context this research work is an attempt to know 

the traditional health care practices and the role of different traditional healers 

among Hill Kharias in the selected villages in district Purulia and Bankura West 

Bengal. The ecological factors, geographical settings and usage of indigenous 

herbs, taboos and superstitions or beliefs systems are also responsible for 

determining the health care practices and health status of this tribal population. 

In this context health care practices may be categorized into primary, secondary 

and tertiary preventive behaviors.  

Primary health care practices include self-care that prevents beginning position 

of diseases. Secondary prevention practices include those activities that lead to 

the early detection of diseases. Lastly tertiary prevention methods include the 

actual treatment seeking behavior to prevent further complications. These three 

types perception regarding treatment pattern are very much concerning among 

this vulnerable tribal group. Hill Kharia has their own cultural and social 

practices to treat various illness and diseases. This tribal community has their 

specific herbal medicinal practices and this herbal medicine is collected from 

their nearer forest areas. It was observed that this tribe still adhere to indigenous 

rituals, behavior, belief and practices for general illness and diseases through 

their own perception.   

The Hill Kharias believe in folk medicine. But they are very conservative to 

discuss their folk medicine to the outsiders. They have their traditional healers 
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upon whom they have considerable faith and confidence. Like many of the 

tribal communities, they also attribute a lot of disease to the wrath of God, 

mischief of evil spirits and magic of human being. Treatment is based upon the 

removal of causative factor by appeasing God, controlling evil spirits through 

magico-religious practices and uses of herbal medicine. The religious practices 

are deeply rooted in their health care practices.  

3.1- Treatment of Traditional Medicine 
(Selected case studies) 

-Category of Village- 

Type- ONE 

Name- Rahidi 

3.1.1.1- Case Study-1-  

Sital Sabar, Age- 42, resides at Rahidi village in Purulia district. He is a head 

man of the family and his family consists of with a wife and two daughters. His 

elder daughter was suffered in few months ago due to some unknown disease. 

She was in good health and fit and not suffered by any serious diseases. But at a 

primary level she was suffering from fever. After two week, she became weaker 

and felt severe body pain. After that she was taken to a village medicine man or 

Kabiraj in their own village. Though the village medicine man had given some 

paste of medicinal plants to his daughter on first day of treatment. For this 

treatment he was paid of Rs. 50/- to the Kabiraj. After 3 days she was taken to 

an ojha for the magico-religious treatment. He claimed that somebody has done 

black magic on him and as per his advice Sital Sabar, has performed a puja on 
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the tulsi pinha.  The headman of the family has also sacrifices a black fowl 

under the supervision of the ojha. The meat of the sacrificed fowl was eaten by 

the patient. According to the ojha, this is the main medicine for this disease. At 

the meantime, the kabiraji treatment was not continued by them when second 

line i.e, treatment by ojha was running. After the treatment of ojha, she felt to 

be cured.  The total cost of this treatment was Rs. 100/- and paid to the ojha in 

addition with rice beer or mahua liquor. However, as a result of the fact in the 

village, the others peoples has shown strong faith on ojha and their treatment.  

3.1.1.2- Case Study-2-  

Chumki Sabar, Age- 23, resides at Rahidi village in Purulia district. Since one 

year her attitudes towards is quite different.  She tries to scratch all her family 

members due to her ill mental health. Her parents performed lots of puja to their 

ancestral deity for her curing. In the meantime, her family members consulted 

with the village medicine man or Kabiraj first. There after they took her to 

aojha assuming that she is being crushed by some black magic. As per the 

advice of the ojha, they scarified a black fowl and performed some puja near 

village deity. For the last few months they are taking her to the same ojha in a 

routine basis. They have strong faith on the ojha for the curing of this disease. 

After few months, she felt better and behaviors become change but not fully 

cured. Some local non-tribal villagers have advised to the parents to take her 

daughter to Puncha block hospital. But they have not been taken due to 

financial crisis. They live with an expectation that supernatural being will cure 

her in one day, if God does not want she would not be cured.  

3.1.1.3-Case Study-3- 
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Puspa Sabar, Age- 42, inhabits in the village of Rahidi, Purulia. She is the wife 

of Lalit Sabar. She was suffering by skin disease or Kush from last one month 

or more. From 10-15 days before this infection had been spread over her 70 

percent of body surface. She has a confidence regarding preliminary traditional 

treatment.  Then she goes to the nearest forest for searching some medicinal 

plants. Actually she knows about the name of herbal medicine which is more 

effective for this particular of disease. After that she had collects Akashmoni 

shoot from the nearby forest. She also knows the process how to treat with this 

medicinal plant, at first she burned the portion of shoot; as a result some 

secretion comes out from there. This secretion was applied on the infected 

portion of the skin twice a day. She had also used a neem leaf juice and applied 

on the infected portion. These traditional practices were continued for 7 days 

and got a positive result through this treatment. After 10 days of treatment, she 

was mostly cured from that skin infection. But she was not depends on the 

village medicine man throughout the treatment process but sometimes consulted 

with the other village persons. Because, she had knows some medicinal herbal 

plants and their uses for such type of diseases. She had strong faith and belief 

on the traditional medical practices. She has also postulate that modern medical 

treatment is costly one and location of the village is created a barriers to gets 

modern medical facilities.   

Name- Ladda 

3.1.2.1- Case Study-1-  

Dinesh Sabar, Age- 52 years old and lived with his family of six members. He 

was working as a food gatherers and hunters and also collecting jungle fuel. He 
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was the most experienced person of the family in regarding collection of jungle 

products. Around 6 months back. One day suddenly he was in severe disease 

and that was unknown to him. But he did not consult with any medical 

practitioners. Because he thought that it would be cured automatically. After 

passing several days, the situation had same and he felt very weak. At that time 

he thought that it was because of hard labouring in jungle. Within a few days 

later, he was again fall down in severe illness. The fever was still continued for 

7-8 days. Then his family other members suggest him to go to the village 

medicine man or Kabiraj. After that he followed the suggestion of his family 

members and went to the kabiraj house. In first day of treatment, the kabiraj said 

that it was very late to come to here. The kabiraj gave him some leaf juice to 

drink at the front of the tulsi pinha. He was suffered by the Tuberculosis after 

the diagnosis by the kabiraj. The medicine man had been given some paste and 

tablets which prepared by different medicinal plants and advised him to 

continue it for one month. But he could not continue for long times due 

negligence and unawareness. According to his wife, ‗this disease may only be 

cured by the treatment of the traditional medical practitioners of the village and 

if we can satisfy the deities by performing some ceremonies, in which his 

family offered things like black fowl to the respective deities and after giving 

these offerings and performance of puja, that kabiraj medicine will definitely 

respond‘. 

3.1.2.2- Case Study-2-  

Kakoli Sabar, age- 35, resides at the village Ladda at Bankura district. She was 

suffering from a white discharge problem from last 2 months. But at first stage, 
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she ignored this matter due to embarrassment factor. Even at initial stage, she 

did not discuss that she was affected by this type of problems. After the severe 

stage, she consulted with the old lady of Hill Kharia community of the village 

(Ladda). Roti Sabar was not a traditional medical practitioner but knew 

something about the herbal medicine regarding with the women‘s health related 

matter. Then she soughed out the problems and offered him a juice of flowers of 

Shet simul as well as also she advised him to continue this flower juice for one 

week. After that she had collects some bunch of flowers from the forest. 

Luckily, that was a flowering time of Shet simul.She had been taken that leaf 

juice for 7 days in twice a day and later, she felt well. She thought this type of 

female disease will be cured through the treatment of the herbal medicine. No 

modern medicine is substitute against this herbal medicine. According to her 

statement, in this village most of the Hill Kharia women have suffered by this 

white discharge problem.   

3.1.2.3-Case Study-3- 

Uttara Sabar, Age- 25, one month ago she was affected by the Jaundice. 

Without any hesitation, her father was taken to a village medicine man ‗ojha‟. 

Because he thought that it would be cured with the treatment through the 

magico-religious processes. No modern medicine will help to make well from 

this disease. At first ojha was chanting some mantras in front of the tulsi pinha, 

sitting with Uttara Sabar. Then he applied some medicinal plant leaf juice on 

the forehead and throat and provides 10 herbal tablets in which 2 per day bases. 

But it was not cured properly. Then she had again re-visited to ojha‟s house and 

ojha was very angry on her. He thought that those medicines have not worked 
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properly, if deities not satisfied by their offering during puja. Then ojha suggest 

him to offering colourful fowl to the ancestral deity on full moon night. Then it 

will be cured. On next day, her husband called up a laya (priest) for performing 

ritual ceremonies. But she was not cured after that.    

-Category of Village- 

Type- TWO 

Name- Damodarpur 

3.1.3.1-Case Study-1- 

Sibu Sabar, Age- 35, he was living at Damodarpur in the district of Purulia. His 

wife was suffered by the skin infection from last 2 months. But he neglected 

this due to the unawareness and financial crisis in the family. After one month 

his wife was severely affected by the skin itching and red color patches 

appeared on the body. Then he directly contact with the non-tribal traditional 

healer or kabiraj in the village. This kabiraj (Ashok Pramanik) is well-known in 

their locality and he resides just aside of the Hill Kharia settlement. They were 

very much relying on the local kabiraj. He has an own medicinal plant garden at 

home. At first he was examines the skin. Then he applied one type of oil which 

was made up from skin of sonlaibang   (frog).  After 2 days, the skin itching 

became partly cured.  

 

 

3.1.3.2-Case Study-2- 

Puja Sabar, Age- 15, she was suffered by the severe body pain. Her parents 

were totally unknown about what disease she was suffering. In one day night, 
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she was sternly suffered with body pain and could not able to walk and speak. 

That was a very serious health problem at midnight. All peoples of the villages 

were sleeping. Then her father was knocking the door of the ojha (Krishna 

sabar). After that he was run to patient house. At first ojha had been noticed to 

her face and postulated that she was affected by the bhoot or evil spirit. Then he 

was starting mantras and beating with broom or jhata to Puja Sabar. 

Subsequently she was becomes senseless and sleep well at that night. Next day 

morning she was feels much better than those previous days. His father believed 

that this type of disease has been cured by the treatment with magico-religious 

practices by ojha. The village Ojha is very reliable and affective in the 

treatment like this type of disease. At present his daughter is much better after 

the treatment by ojha. He will revisit in next week for another magical process. 

At the time of taken this case study, Puja Sabar was very weak and not in the 

condition to postulate details about the feelings. But she symbolized that she 

suffered by the evil spirit. According to him,    she took bath in village ponds at 

evening without permission of her parents in last week.  After that day, she felt 

not well. Ojha had also assumed that the bad spirit had entered into of her body. 

According to him, this spirit will leave from body after performing some 

magico-religious activities on her house. Then she will cure from the disease. 

This case study reveals on strong faith on magico-religious belief system.  

3.1.3.3-Case Study-3- 

Dhanu Sabar, Age- 48, in a long times ago (approx.- 1 year), he was suddenly 

affected by penis ulcer. But he had overlooked the matter. After few days, he 

thought that it was the effect of excessive itching on that region. He washed the 
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affected region regularly with pond water. But he was not discussed this matter 

to any one due to some unjustified reason. Then he consulted with the ojha at 

evening because he thought everyone seen him during daylight. Then ojha 

suggested him to control sexual activities with his partner and washed regularly 

with neem leaf juice. After one week of this practice, he turned out to be in 

better position. He believed that modern medicine is very costly and he has no 

money in such type of expense. As a result, he gets towards a traditional herbal 

medicinal facility for this simple disease. He also contemplated that this disease 

is rare one. According to him, he had tried to appease the deity responsible for 

the ailment before taking modern medicine.   

Name- Sarasdanga 

3.1.4.1-Case Study-1- 

Budha Sabar, Age 45, his younger daughter was suffered by the dyscentrical 

problemfew weeks ago. He thought that it was happened due to consumption of 

small insects from the open ground. Because his younger daughter age was 2 

years lived in very unhygienic condition. But he did not ignore the matter. Then 

he discussed with the person of non-tribal group (mahato) who resides at the 

side of the Hill Kharia settlement. As I discussed earlier in chapter II, this is a 

multi-ethnic village. But the person of non-tribal group had suggested to go to 

the modern quack doctor at neighbouring village. But due to lack of economic 

situation, he had not gone through that suggestion. At that time, local kabiraj 

comes to the house of the Budhu sabar. Then kabiraj suggest to her father for 

collecting bark of the Indajab from the nearest forest. After that her father was 

running to the forest and collects the bark of the Indajab plant and applied on 
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her daughter as a paste mixture. He had been continued this medicine for two 

days. After that her daughter had been cured from her problems. Actually 

Budhu Sabar believed that poor economic condition is the main obstacle to take 

modern medicine as a result, he was rely on the cheap herbal medicine.  

3.1.4.2-Case Study-2- 

Malati Sabar, age- 25, resides at the village Sarasdanga at Bankura district. She 

was suffering by a white discharge problem from last one month. But at first 

stage, she ignored this matter due to embarrassment factor. Even at initial stage, 

she did not discuss with her husband that she was affected by this type of 

problems. After the severe stage, she consulted with the old lady of Hill Kharia 

community of the village (Sarasdanga). Parati Sabar was not a traditional 

medical practitioner but knew something about the herbal medicine regarding 

with the women‘s health related matter. Then she soughed out the problems and 

gave him a tablet made by bark and root paste mixture of the plant 

Olotkambalas well as also she advised him to continue this juice for one week. 

After that she had collects bark and root of olotkambals from the forest.She had 

been taken that bark-root paste juice for 7 days in twice a day and later, she felt 

well. She thought this type of female disease will be cured through the 

treatment of the herbal medicine. No modern medicine is substitute against the 

herbal medicine. These herbal practices are prevalent among the tribal as well 

as non-tribal group of peoples frequently by the suffered women.  

3.1.4.3-Case Study-3- 

Sroben sabar, Age- 42, he was a head of the family. Few months ago, his wife 

had been biting by poisonous snake at home. After that he quickly took a 
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decision for the treatment of the ojha. The ojha had chanting some magical 

mantras and fixed the blood circulation on her leg. Then he was applied a root 

paste of the Barolalsa plant with haldi mixture and pressure on the biting 

portion. The Barolalsa plant was available at the nearby jungles. The patient 

became in the mood of drowsing. After application of the herbal mixture on the 

cut portion, a slight a yellow colour poison came out from the biting portion. 

The ojha was continued to chanting mantras and applying the mixture gently on 

the biting portion. After that ojha postulate that “the snake was a poisonous one 

but the patient is now in free from danger‖. No modern medicine can gives 

faster relief than this type of medicine. The ojha had claimed Rs.50/ and rice 

beer for this treatment from Sroben sabar. According to him, snakes bites are 

very common in this village and all the villagers are dependent on the ojha for 

the treatment of snake bites. Sroben sabar, hardly stated that snakes bites 

patient will cured by the treatment of the traditional medicine.  

Name- Borda sabar para- 

3.1.5.1-Case Study-1- 

Bula Sabar, Age- 35, he was a superior of the family. He was traveled for the 

occupational purpose in Bankura town as well as others areas also. He could not 

believe in traditional medicine or herbal medicine. He thought that traditional 

that traditional medicine is available in every place of jungles. But his view was 

changed when he was suffered by the small pox a few months ago. He had 

totally stopped his occupation and felt severally illness. Then one of the 

villagers suggested him to go to the ojha‟s house of neighboring village 

(Ambikanagar). But in this village, there was no such own traditional medicine 
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men or ojha. In this cases they are totally depends on the ojha at the 

neighboring village. After that ojha said him, small pox is responsible for the 

wrath of maa sitala Goddesses. Then he also makes a distinction between inside 

the village and outside the village, where one can get attacked by the by the evil 

forces. The ojha also postulate that it will be cured through the chanting of 

mantras of Sitala god. Then Bula Sabar requested him to start the magico-

religious treatment process as quick as possible. After one week he gets relief 

from the small pox and then start to belief on the traditional method of the 

treatment.   

3.1.5.2-Case Study-2- 

Manbadh Sabar, Age- 45, the age factor has determining the inclination towards 

a particular health care system. He also concluded that on an average aged (30 

and above age group) people were more inclined towards to traditional method 

of treatment whereas the young generation was heading towards modern 

medicine system in this village. At present days, it had become difficult to 

getting herbal medicine from the forest due to rapid deforestation. According to 

him, people were found having a good feelings or faith towards traditional 

medicine still now in this village. But most of the younger boys reside in 

different areas like Chennai, Kolakata as laborers. They had shared their 

modern urban culture with the local peoples who were lived fully in this village. 

As a result, local peoples were also found that slightly inclination towards 

modern medicine. He thought that only some diseases like small pox, attacked 

by evil spirit, impotency, dysentery and abdominal pain for women. etc. in 

preliminary level.  The informants had also practiced traditional mode of the 
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treatment one year ago for the treatment of snake bite to her wife. According to 

the informant, the villagers of Borda Sabar para had been shifting from 

traditional medicine system to modern medical system, because traditional 

medicine were not available everywhere.    

3.1.5.3-Case Study-3- 

Bilasi Sabar, Age- 28, resides at the village Borda Sabar para at Bankura 

district. She had been worked at nearest brick field (et-bhata) in her villages. 

She was suffering by a white discharge problem from last one month. She 

believed that this problem occurred due to heavy work load at bhata and did not 

discuss this matter with the husband. She felt very week and drowsiness. She 

thought this fact was very embarrassing to discuss with modern doctor. As she 

contemplated that modern doctor belonging different culture and it was a 

barefaced to whole Hill Kharia community of the villages. Then she discussed 

this matter with old lady of own community in the village. The age of the old 

lady was 68+. According to the informants, that old lady knew something about 

the herbal medicine of different ailments. After the discussion, the old lady 

suggested to take Olotkambal root and bark paste regularly as a drink. 

Interestingly, this practiced was similar with the village of Sarasdanga village in 

Bankura. The informant had continued to consume that herbal drink for one 

week. But the result was not satisfactory according to the informants. As a 

result she had lost the faith on the traditional medicine. According to the 

informants, “that was inexpensive but time taken treatment. But I have no time 

in this regard because, I am engaged in bhata”. So, modern treatment was 

more effective than traditional methods.  
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3.2- Supernatural Belief- 
Anattitudes, beliefs and practices which belie scientific explanations are 

universally present. It usually assumes the form of oral tradition and personal 

observation handed down through generation (Murak, 2004).  

Like other tribes, the Hill Kharia people are also animistic and nature 

worshippers. Their belief in supernatural power is absolutely intimated with the 

cause and effects of different event in their life. This tribal group has still 

retained faith in magico-religious practices. As they live in the lap of nature, 

their bel iefs also rest in the nature. The supernatural object like deities is also 

embedded around them in the nature. The Dharam Deota is the supreme deity 

of the Hill Kharia and usually they called Bhagwan. For the Hill Kharia, one of 

the supreme deities is Sun and occasionally they offer sacrifices to satisfy the 

Sun.  

The Gram Deota is the village deity and worshipped by the Hill Kharia. It is 

considered that it protects from different calamities, disease, dangers and 

difficulties. This village deity is installed in the village itself in the symbolic 

manner in the form of tree, a stone or grove. Red fowl is offered to propitiate 

the God or deota. Red fowl is a benevolent deity often brings harm when 

displaced. The Hill Kharia lives in the forest in my studied areas. Their life 

exists and they survive in the forest. They have strong belief in the spirits of 

hills and the forest. Bar pahar is their hill deity.  

Karam is an important festival which was discussed earlier. In Karam also 

animistic beliefs can be seen. It is the tree worship in a symbolic manner to 
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propitiate the fertility cult. In the form of Jawa, the germinating seeds are 

worshipped. The fertility cult prospers the life of people, they believed. It is also 

with the fact that the young girl worships the karma of their fertility and wish to 

have progeny.  Makar or Tusi festival is celebrated on day of Makar sankranti. 

It is a harvesting festival. Young girl and boys enjoy at large by singing and 

dancing and go to fairs. Interaction with the nature and spirits of the Hill Kharia 

is very high. All the fairs, festivals and rituals evidence their emotional 

responses to their supernatural. This supernatural belief is common in all my 

studied villages.  

The Hill Kharias have a strong belief in certain spirits and therefore observe 

rites and rituals to appease these spirits which have been discussed earlier. They 

have a number of folk-tales which is contradictory about this spirit and rituals. 

They believed in multiple existences of spirits all around them. Since this belief 

is prevalent in all the Hill Kharias without exception, it can be assumed that 

either this belief is due to mono-genesis of the Hill Kharias or due to cultural 

diffusion.  Hill Kharias describe the earth as a square table resting on the 

shoulders of four big turtles. Below the earth there is an interminable stream of 

water. Above the earth is covered by air in which different spirits both 

benevolent and malevolent (nada, churgin etc) float. In the air there are various 

bodies like the Sun (bera), the moon (chando) and the Stars (tarai) which are 

responsible for the division of day and night. According to the perception of 

Hill Kharias, there are six stars which are generally identified greatly relied 

upon for judging the length of the night at different season like Bhurka tarai 

(Venus), chor kheda (pole star), jurha khata (Orion), sanjha tarai (Mercury), 



154 

 

dhudi bhaira (Canis Major) and sat bhaira (Ursa Major). The supernatural 

world is conceived of as divided into various spheres, social and natural and 

each of which is controlled by a particular spirit. Thus, each family has its own 

ancestral spirits, Burha-Burhi, and locality of where a particular group lives has 

its own spirit too. This spirit is common in all my studied villages. When a man 

is away from the village for a long time or when a kin comes to the hamlet after 

a long a time a ritual called satra is performed. This ritual is performed due to 

inhibit a various kinds of malevolent spirit into the village. The ritual is 

performed with a sal leaf is torn apart by two men holding it simultaneously 

from one end. If this ritual is not performed, the ancestral spirits might get 

irritated and cause sickness or other harms to the host or the villagers. So, it can 

call as purification ritual after entering into their own locality. The forest is 

ruled by a host of spirits but the supply of food is governed by the female spirit 

called Bankumari. The honey production is looked after by another spirit called 

Sikari. The formation of cloud and storms are controlled by the spirits Lagbir 

and Oranbir. Child health care perception is very much dependent on the 

supernatural agencies. Well-being of child is controlled by the Kandirandhani 

spirit. According to them, the embryo will be safe after gratification Painsa-

burhi and Piansa-burha and full gestation in the womb is depends on these 

spirits. Although the supernatural world is thus segmented the chief of all spirits 

is thought to be Dharam which is very powerful and which is controlled of 

every spirits related to health and permeates every corner of the earth.  Apart 

from this, all the hills are thought to be symbols of particular spirits and the 

chief of all the hill spirit is thought to be Barpahari. The lighting is controlled 

by the Vimli kanya.  
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The supernatural belief system is controlled their health perception. It was 

observed at the villages of Purulia, that before the moment of delivery 

process, the root of ‘apang’ [Achyranthus aspera]was kept on pregnant 

women head. From their cognitive point of view it is helpful to relief from 

the labour pain. But in the villages of Bankura, this perception was not found. 

The conception is different in terms of cutting umbilical cord of the newborn in 

Bankura and Purulia villages. In Hill Kharia villages of Bankura, umbilical cord 

is severed with a knife or blade and it‘s buried in the compound, very often by 

the side of hut where the child was born. But in Purulia, the umbilical cord is 

cut by the bamboo split; they think this bamboo split is more hygienic and safe 

than blade. They have performed incantation at the time of delivery- 

―Maagram,maadhrma,maa sakhat kali” in several times. If this incantation is 

not performed, the newborn will aface serious problems. This process is 

common among all the villages under my study. They have worshipped Kali 

during suffering of serious diseases in their own Tulsi pinha.  But like other 

nontribal societies, the god Kali is not in the form of traditional structure, where 

god is in the form of colored fowl (murgi) and this will not sacrifices after the 

puja or during puja. They believed that after this puja the disease will cure. 

They also believed in imageless supreme deity, they think that the image of 

their Deota is not in a uniform. They are exhibit in different form like fowl, 

tree, the Sun, the Moon and sky. According to them, the Supreme Being is 

considered ethereal and formless, the supreme god is located around them and 

it‘s infinite and invisible.    
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The concept of purification at morning is executed by the female person of the 

family. At the time of purification, the any female member of the family gives 

―Maruli” at the side of the Tulsi pinha. This Maruli is made with cow dung and 

water mixture and smear on the surface of their courtyard. The purification 

ceremony is observed during delivering the mother and the new-born baby free 

from the stigma of the birth process. The processes is depends on their 

Traditional Birth Attendant (TBA) or Dai in their localities. It is observed in 

villages of Purulia, the ninth day when all the clothes used by them during their 

confinement are burnt to ashes. The ashes are disposed of in the forest or some 

of other lonely places by the TBA or dai.On the morning of that day, the mother 

accompanied by the midwife goes to the nearest pond and takes her bath after which he 

offers sacrificial eggs, vermilion, turmeric powder to the Pahari Deota (Hill God), 

Baram (jungle doctor), and Basu mata (God of earth). The midwife has also 

sacrifices an egg in the name of the water goddesses. This purification ritual 

will help the new-born from the eye of evil spirits. They have also worshipped 

the fowl after the birth of new-born. But this fowl has not killed by them. This 

fowl is not carried by the normal men, except village priest ―Laya”. They 

believed that after performing this ritual, newborn will be healthy and not 

affected by disease.   

As it stated that Hill Kharias of all the villages under my study are believed in 

spirits which control them to recovery from ailments. According to them, the 

diseases are caused when evil power came down on the victims. If spirits are 

not worshiped properly at a time, they will suffer from diseases.  But with 
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exposures to modern civilization, some of them also started to forget their 

ancestral spiritual tradition in regarding health seeking behavior.  

3.2.1- Role of Different Deities- 

The Hill Kharias believe in a Supreme Being, God is the creator and ruler of 

everything. They call him Maha iswar (Great God). This name has been 

borrowed from Hinduism. They worship the Sun (Bero), but it is not identical 

with Maha iswar. From moning till night from birth to death every moment of 

their life they are dependent on spirits. The Hill Kharias belive in three types of 

Dubos (Dubos) namely, ancestral dubos, benevolent dubos and malevolent 

dubos.   

3.2.1.1- Ancestral Spirits- 

They believe in the existence of soul. After the death the soul remains as a 

spirit. The Hill Kharias personify and deify the dead ancestors. The ancestral 

spirit known as Burha-Burhi (old man and old woman).They are the benevolent 

spirit. They said on this spirit ―When well treated, they follow, as a dog would 

do, the members of the family to protect  from harm of illness‖. It believed that 

the ancestral spirits protect the soul while they are in deep sleep or dead. A few 

days after the death of a member of the family, his spirit is brought back to a 

house.  A place is kept separately in the interior of the house for the ancestral 

spirit of the family and at every celebration rice-beer is offered to him. It is said 

that ancestral spirits are offended if any outsiders enter the sacred corner.   

3.2.1.2- Raksha Dubo/Spirit- 
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Raksha Dubo literally means protecting spirit. This is a protecting spirit and 

protect from the evil spirit to the villagers. It signifies is the protector of whole 

community.   The Raksha Dubo is believed have a violent look so that the evil 

spirits are afraid to enter into the village. He guard at night with a big axe in his 

hand at times calls people by name. if the any person responds., he is believed 

to fall sick and die. If Raksha Dubo asks for tobacco and obtains it, he does not 

do any harm. 

The spirit or deities are also associated with the safe child birth among them and 

these are common in all sorts of villages in Purulia and Bankura. The Hill 

Kharia has believed that successful birth of a child depends on the grace of the 

spirit, Panisa-burhi and panisa-burha. Sometimes the malevolent spirit called 

Panchua bhut who causes death of a child either in the womb or after birth. At 

least five types of Panchua bhut are distinguished 1. Damra panchua, causes 

death when the child grows to two or three years old, 2. Kanchi khaoa panchua, 

who kills the develop child in the womb, 3. Baharupa panchua, who causes 

difficulty in the delivery of the child and child, will born in unnatural colour, 4. 

Tarpa panchua,causes the child to fret too much and lastly, 5. Barma panchua, 

attacks the child all on a sudden. For appeasing these spirits prayer is offered at 

the crossing of two roads (dopath) with sundried rice, vermilion, red cloth, red 

fowl, a small platform of vela wood (Semocarpus anacardium),  a small hand 

fan, one earthen pot. If the spirits will be satisfied then their child will safe. 

There are large number of established gods, goddesses, deities, ghost and spirits 

in traditional Hill Kharia communities. They believed that these goddesses, 

ghost and spirits are responsible for the different ailments and those diseases 
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can only cured with some ritualistic performance. One of the major disease i.e, 

small pox or measles appeared only because of the pox goddesses‘ maa sitala. 

When pox appears, no medicine is administrated, only the rituals are performed 

with great honor to the deity.   

Manasa devis is a popularly reffered as snake goddesses. It is believed by them 

that she can cure snake bite and also bring good luck to the worshiper. 

Therefore Manasa deviworship is widely practiced in all over Bengalis in West 

Bengal.   

3.3- Magico- religious performance 

Magic is an integral part of a religion. It is said that magic is a par with the 

religion itself. Untoward natural event, inadequate technical means and 

situations full of danger and uncertainty lead to the belief of magical practices. 

The medicine man is called in for magical performances and he divine the kind 

of animal to be sacrificed at the ceremony. They have their own or part time 

magicians. The magical beliefs present in the Hill Kharia as the strong belief in 

invisible powers which help in controlling and epidemic, making rain, curing an 

ailing person etc. They are in full magical belief and are influenced by the 

magical notion. It is the power of nonscientific power that knowingly or 

unknowingly happens with the patients who have faith in the magico – religious 

medicine.  They believe that the diseases are due to certain evil eye or the work 

of evil spirits or the wrath of Gods and therefore, firmly believe that the priest 

physician of the tribe, have the power and knowledge to toward off these evil 

effects or appease the Gods and thereby affect cures to them.  This faith 
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unknowingly works in their subconscious mind which they give them a 

confidence and finally get cured. 

As observed magico-religious practice is also an important aspect of ethno 

medicine or folk medicine. Besides using herbal medicines the Hill Kharia try 

to cure some diseases through magico-religious beliefs and practices. They offer 

prayers and sacrifices to appease the supernatural beings, which may be 

responsible for the disease. As believe by the villagers, there are four major 

causes of illness; namely, (i) anger of god, (ii) anger of ancestral spirits, (iii) 

breach of taboo and (iv) possession of evil spirits. In their society pox, hysteria, 

snake-bite, insomnia, convulsion, emaciation of children, mental disease and 

deformity of limb, congenital malformation, blindness, impotency, barrenness 

and prolonged illness are some of the conditions supposed to be supernaturally 

caused. Wrath of deities, influence of evil spirits and evil eye, magic of human 

being, sin committed and breach of taboo, etc. are believed to be the cause. 

Such diseases are treated through magico-religious therapy which varies with 

the type of cause identified. It mainly consists of either the propitiation of 

respective deities or driving away the supernatural bodies. Both magico-

religious as well as herbal therapies aresometimes found necessary by the Hill 

Kharia to cure certain diseases like pox and snake bite. In most of the cases, the 

villagers were not able to say the cause of disease. Only some villagers are able 

to explain the right cause of their diseases. According to their cultural beliefs 

and view of the villagers and native health care specialists in the Purulia and 

Bankura, the cases of illness are the hereditary flows, religious beliefs, black 

magic and manmade seasonal variation.  
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The Hill Kharia believes that a friendly relationship with the deities and 

ancestral spirits will ensure good health for the members of their community. 

So, the villagers, particularly the villagers of Purulia (village- Rahidi and 

Damodarpur), perform various ceremonies every year during the annual festival 

to renovate their relationship with the supernatural forces and thus ensure their 

protection. They also believe that if the deities and ancestral spirits are not 

satisfied, then they will get angry and inflict diseases and other calamities upon 

the villagers.  

Some of the main magico-religious practices performed by the Hill Kharias are 

as follows: 

It is believed in the Hill Kharia society that evil spirits are a group of 

supernatural entities which are always malevolent. They do a lot of harm to 

the people even without any provocation. Young children and pregnant 

women are believed to be more vulnerable to their attack. The Hill Kharias 

believe that the spirits of people who meet with an unnatural death, like 

suicide or trampled by a wild elephant, or washed away by a flood or water 

fall etc. become evil spirits. Their attack can be averted by invoking the help 

of some powerful jungle gods which are benevolent towards Hill Kharia 

peoples. According to the perception of the Hill Kharias of Purulia that if 

both eyes will become fading and legs become swelling up it suggest that 

fever will attack the host. They think this is caused by the malevolent spirit. 

Some of the magico-religious concepts were enters into their society from the 

other tribal society. The twig of the Bringel (bichibegun), root of crown 

flower plant (Akanda) and branch of Neem leave are collected from the local 
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forest and congregate. This bundle has to be hanged over the front door of the 

hut. This would protect the evil spirit to enter in the room. The Hill Kharia of 

villages like (Rahidi, Damodarpur, Ladda and Sarasdanga) is believed in 

magico-religious rituals during affected by the Small Pox. In this ritual, they 

have placed Rohan mati (Soil of agricultural field) at the place of ‗Tulsi 

pinha‟ and after that Rohan mati is put on the patient body skin with chanting 

mantras. This ritual is continuing for 2-3 days at the same place of the house. 

According to them, after that ritual, the affected person will be cured 

perfectly. They also believe that all the fishes of the pond will be dying if 

dust of the Akashmoni plant fruit is spreading on the water of ponds. They 

think this is caused by the evil spirit bad effect who spreading that dust on the 

midnight. Indigenous method of treatment is also connected with the magico 

practices which are observed in Purulia that the locally available Lateritic 

gravel or Geru (Local name) stone has been applied to relieved chest or 

abdominal pain in case of both children and women.  

This stone is generally applied on the pain portion of the body after reaching 

hot state by fire or the Sunburnt. Another indigenous method has been 

practised by the Hill Kharia till now for the treatment of constipation or 

Harsha. They have consumed a meat of Rat if suffering by the constipation 

(locally named Harsha). According to their perception, cutting portion of the 

umbilical cord should keep underneath of the soil of the own house and 

where the rain water dropped. But this rain water should passing through the 

roof of the house where the baby‘s born. According to them, this traditional 

practice will keep the baby fit and healthy. In the villages like Sarasdanga, 
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Ladda, they have used turtle carapace as a body pain purpose. They have 

think that if Carapace shell dust of turtle is applied on the pain portion of the 

body. After 24 hours, that pain will be cured. They have also used gobor 

(cow dung) to reduce the burning sensation. This practice is totally unknown 

to the Hill Kharia of Purulia.   

In addition to the above,  magical practices are done to cure disease and other 

chronic diseases, sudden fever, problems of women like difficulty and pain in 

child birth, loss in agricultural production etc, either of an individual or in a  

whole community. According to them, children are more vulnerable to the 

evil eye. In fact to protect an infant from this, mothers give a black mark on 

forehead, cheek eyelid or nose of the child. Copper coins are fixed on the 

threshold of the house to protect the family from the evil eye. The earthen pot 

painted with white, red and black colors and placed over a wooden pole at the 

center of the crop to protect the crop from evil eye. This practice was 

observed in Purulia District only. It was also observed that black and red lines 

were drawn on the doors of many families to protect the family from witches 

and evil spirits.  

There are large numbers of spirit and ghost prevalent among the Hill Kharia 

society. People of the Hill Kharia society of my studied villages believed that 

the spirits or ghosts are responsible for causing diseases. Another form of the 

god is ghost. They have traveling all over the villages. If the ghost think that 

this home is empty of god, and then ghost enters into the house. In Purulia, the 

Hill Kharias believed that if the babies are non-stop crying at midnight in a 

house which is located in long distance, at that time far away Hill Kharia 
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villagers thinks, the ghost enter into the babies living soul and crying for food. 

In that time, the magico-religious practitioner has chanting mantras and release 

of air (Fuk) from mouth 3 times. After that, the babies will not cry and ghost 

has leave babies body. This is caused by the ghost who becomes angry and 

inflicts some punishment to the babies. The Hill Kharias believed that the death 

occurs only to the body of a person, but the soul always remains alive. The soul 

of their ancestors roams around their village. If any of them commit any 

mistake or violate social taboos they used to be punished by their ancestors in 

the form of ghost. If any person attacked by the ghost, the local madal leaf is tie 

with the hip portion. This leaf is protects from the eye of ghost who may cause 

harm to him/her.       

The effect of evil eye is considered as one of the important reason for illness. 

There are some male and female in the village, who poses such evil eye. The 

role of evil eye in causing disease is very common in study area. It is believed 

that some individuals cast evil spell on others just by looking at them. Children 

are believed to be particularly susceptible to the effects of the evil eye. 

According, to the illness is believed to be caused by human agents through 

means. Sorcery is a magical practices and it plays an essential role in the beliefs 

the natives as main cause of illness. This act is performed by magicians (gunia) 

upon some individuals to harm by acquiring body parts like hair, nails etc. the 

effect of these magical as well as paranormal forces leads a man weak, later that 

resulting in body drying up.  

Role of women in decision making for health seeking behaviour is less and 

most of them are not participating in family decision making. Even in some 
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houses in Ladda and Rahidi villages, they do not prefer for medical treatment 

for girls and women. They are think that the girls are the victims of the evil 

spirits and the period of illness depends on the evil spirit.  The benevolent 

spirits helps people whereas the evil spirits on the contrary harm them and their 

possession. Yet they offer sacrifice to some evil spirits not out of love but out of 

fear. They think that by offering sacrifices to them they can pacify them and 

thus protects from illness and calamities. Among the many spirits considered to 

be evil are witches, Chordevan, baghia, churel, mua etc. some of them peoples 

call these evil spirits as bhuts.  

3.3.1- Belief in Witches 

The witch is derived from the old English Wiece, meaning a female magician or 

sorceress, but although the term, ‗wizard‘ and ‗warlock‘ are available for male 

magicians. Witch and witchcraft are generally applied in both sexes and their 

magical activities. Among many people have been thought any disease is 

caused by witches who had magical power which they used for evil purpose.  

A practice of witchcraft varies between different tribal groups. Witches are 

believed to be wicked women who have power to harm others. The Hill Kharia  

of Purulia and Bankura, the peoples belief the wrath witch in various forms like 

Baan mara, baan jala, basanta baan, dain jhara. Baan mana is an invisible 

arrow. It causes harm to the person in various ways; it causes disease like pain, 

fever, headache so on. It can be seen only by the witches and their doctors but 

not by the normal villagers. Baan janais is used by witches as the invisible 

arrow which is sent by her to cause harm. After a while the victim feels fire in 

his/her body. Basanta baan, witches are used this special practices to produce 
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small pox among the villagers. Lastly, dain jhara by which the witches have 

been trapped humiliated, tortured, punished and finally killed by her society. 

Hill Kharia believes that they remove lungs of the sick people and thus brings 

fatal consequences. Chordeva is a spirit who steals wealth from others and 

gathers in his master‘s godown. Chordeva is believed to appear like a black cat 

carrying a weighing balance. Baghia is a spirit of person killed by a tiger. It 

attacks cattle and other domestic animals. Muas is a spirit of peoples dying an 

unnatural death.  

Witches are trained by an old person well-known for his proficiency in 

witchcraft. Both the sexes married and unmarried becomes his apprentices. 

These apprentices go to an isolated place on the side of the pond or in the forest 

or in the village burial ground, at the midnight. Then a broom stick hanging at 

their waists and burning wick kept placed on their heads and dance. This dance, 

they believe brings spirits under their control and after that return to the house.    

Diagnosis process from this evil eye is quite different in Hill Kharia society. 

When a woman is identified as a specified witch, then action is taken against 

her. The nature of punishment depends on the condition of victims. If the victim 

alive or in a stage of recovery, then nothing is done against the witch. If the 

sickness continues witches themselves made to intervene, confess her crime for 

taking measures.  

We know that death of Hill Kharia society is due to hunger, epidemics, non-

availibility of pure drinking water and improper availability of health facilities, 

ignorance, negligence and also illiteracy. In addition to that the women are 

getting victims of superstitious beliefs which label them witch or Dyne.  



167 

 

3.3.2- Belief in the Life after Death 

The Hill Kharias believe in the existence of soul. The Hill Kharais have 

conspicuous believe in the life after death. For them death takes place the 

moment, the atma or soul leaves the body. They bring the shade of their dead 

back to the family a week after the burial. After taking the body for burial they 

also keep some food in the place where the dead used to sleep while living. But 

in Rahidi village of Purulia, they have buried the death body in nearest ground. 

At that time they provide the dead body with all the daily requirements i.e, rice, 

oil, comb tobacco etc. beside grave. This practice is only observed in this 

village. It is also observed that if any person was dead by the effect of the evil 

spirit like pox, TB, jaundice etc. the Tulsiplant is implanted at the side of the 

dead body. 

For the Hill Kharias death is the beginning of new life. They bury their dead 

north-south and turn the face of the deceased towards the east. Their oral 

tradition says that they had glorious kingdoms ion the Gangetic valley which 

they were forced to leave. About the turning of the face towards the east, it is 

believed that intensely looking towards the God (Sun).  

3.4- Disease Etiology 

From time immemorial, human diseases and illness are said to have 

originated out of discrepancies related to religious beliefs, magical mysteries 

and supernatural dogmas and that too having a verities of references in different 

cultural domain. The Hill Kharia were beliefs that the reason of the disease that 

the surrounding environment, seasonal vary and black magic. People mostly 

prefer to go local traditional healers (gunia) treatment rather than modern 
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medical practices.  In all studied villages (Bankura and Purulia), the Hill 

Kharias mostly use herbal product, local medicine and indigenous medical 

practices for the treatment. During my research I have taken in-depth interview 

and it was found that some peoples were unable to express the reason for 

different diseases and they don‘t know how to get treatment for a particular 

disease.  

Role of women in decision making for health seeking behaviour is less and 

most of them are not participating in family decision making. Even in some 

houses, they do not prefer for medical treatment for girls or ladies of that house. 

It was observed that around 62% of household are not allowing women to 

participate in decision making for health seeking behaviour. 

The natural environment plays an important role in the formation of tribal 

culture in different eco-setting (Sarkar and Dasgupta, 2006). So the health 

seeking behavior for diagnosis and treatment of various diseases is related to the 

cognizance of their environment.  

In most of the cases, Hill Kharias were not able to express the cause of disease 

in all my studied villages. Only some of the villagers were able to explain the 

right meaning of their diseases. According to cultural beliefs and view of the 

Hill Kharia peoples and native health care specialist at villages of Damodarpur 

and Rahidi in Purulia, the causes of illness are occurred due to hereditary flow, 

religious beliefs, Black magic, man-made and seasonal variation.  

3.4.1- Religious Beliefs- 
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The Hill Kharias have a strong belief that the supernatural being may bring 

disease to them if it agrees with their daily life activities. According to their 

perception regarding disease and illness, local deities and intrusion of evil spirit 

is considered as important reason for various illnesses. As per their perception 

some religious belief like mythological, supernatural or spiritual aspects of a 

religion are the cause of illness. If someone indulges in bad deeds, God 

becomes an angry and inflict some diseases as punishment. There are some 

common diseases illness found in all of my studied villages via, impotency of 

women, tuberculosis, sexual problem, pox, continuous fever etc, these disease 

perception are common among all the Hill Kharia‘s in the villages of Purulia 

and Bankura. They have also believed that the death occurs only to the body of 

a person, but the soul (atma) always remains alive. If any of them commit any 

mistake or violate social taboos they used to be punished by their ancestors. The 

effect of evil eye is considered as one of the important reason for illness. There 

are some male and female in the village, who poses such evil eye. The role of 

evil eye in causing disease is very common in my studied areas. It is also 

believed that few individuals cast evil spell on others just by looking at them. 

Some do it because of jealous of others and desire to possess what other have. 

According to them, children under 5 years are more vulnerable of evil spirit 

because they have no such protection power against the evil spirit.  

3.4.2- Black Magic 

Black magic is very common among the Hill Kharia in Purulia and Bankura. 

The occurrence of any unnatural thing is caused by the effect of the black 

magic.  They have their own perception regarding illness and disease other than 
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the religious sentiments. Illness is believed to be caused by human agents 

through magical means. Sorcery or gunia is a magical practitioner and plays an 

important role on the belief of the natives as main cause of illness. According to 

the Hill Kharia of Purulia, the act perform by the gunia upon some individuals 

to harm by acquiring bodily parts like hair, nails etc. The effect of these magical 

as well as paranormal forces leads a man become weak, later resulting in body 

drying up. But this concept in villages of Bankura is quite different and they 

have conceptualised that without religious performance the black magic does 

not affect on the body and they also think that not only gunia but others normal 

villagers can do harm to others by magical performance. This magical concept 

is deeply rooted among the distance villagers from urban center in both Purulia 

and Bankura districts.  

3.4.3- Man –made 

The Hill Kharia have various notions regarding the food habits  as they think 

that taking more food causes stomach pain. The consumption of alcohol or 

country liquor are common among both men and women. This maximum 

percentage of liquor creates adverse effect on stomach and liver as well as 

women‘s health. According to them, new water in the beginning of rainy season 

may cause some illness like cold and cough. It is also believed by the Hill 

Kharias‘s that some kind of pulses create high temperature in the body like 

potato.    

Behind all these above mentioned perceptions regarding disease etiology, 

another factor has also come out. The Hill Kharia lives in forest areas in Purulia 

and Bankura.  
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3.5-Traditional concept of Ante- Natal, Natal and 

Post-Natal care-  

Antenatal care refers to pregnancy related care provided by a health worker or 

by family members with some local medical knowledge either in medical 

institution or at home.The major problems were facing by the Hill Kharia 

pregnant women viz. indigestion, vomiting, weakness and body ache. Some 

home remedies are practiced including usages of medicinal plants to cope up 

with vomiting and general weakness. If problems persist for a longer 

duration, then they would consult the Traditional Birth Attendant (TBA) or 

locally called Dai who perform some massage for reducing the ache. In this 

case some homemade tablets have been used for the purpose to reduce the 

pain of pregnant women. These tablets are generally made by some local 

plants Chitchat to reduce a labor pain, giving a warm water and liquor tea 

(legal cha) continuously to the pregnant women. The habit of taking alcohol 

during pregnancy has been found to be usual among the Hill Kharia women 

and almost of all of them is observed to continue their regular activities 

including hard labor even during the advanced stage of pregnancy. 

The significant problems during childbirth are identified as excessive 

bleeding and weakness following the delivery. The home remedies for these 

include a glass of sugar water. After the delivery, the mother was also given a 

warm shake with the help of local Gub plants leaf and cow dung (Gobar). 

They believe that this method would help to get rid of the post pregnancy 

pain of the mother. Locally available ‗Arum‘ (ool) is used as pain killer. After 

the third day of delivery, the women allowed to eat food item like rice and 
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boiled vegetables. They believed that having food and water just after 

delivery is considered to be harmful for the health of mother.  

The child is also given a massage with locally available mustered oil and kept 

warm through indigenous method. Most of children are put on breastfeeding 

after 2-3 days but colostrums are usually not discarded. Pre lacteal like goat 

milk, sugar solution with warm water are common method among them and 

sometimes mother also put their babies on other women‘s breast before 

initiating their breast milk to baby. 

Apart from their indigenous health care practices the status of ante-natal care 

provided to the pregnant women in that area was very poor at both of 

villages.  Most of the Hill Kharia women did not utilise maternal and child 

health (MCH) services provided at Government health services. Ill equipped 

communication to sub-urban centre, absence of private doctor, poor economic 

condition and absence of knowledge to taking facility of modern health 

services are the main cause of lacking towards utilization of Government 

health services as well as pre-natal, natal and post-natal services was very 

irregularly available to them. 

 

3.5.1- Delivery System 

 

Pregnancy is considered as normal phenomena among the Hill Kharia and no 

such special care or rest is taken by pregnant women. Delivery place is one of 

the most important factors affecting the total health system i.e, maternal 

health as-well-as child health. According to them, if married women lost her 

menstrual cycle, then they treated as pregnant. The delivery mostly are takes 
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place at home in all my studied villages in Purulia and Bankura. But it is 

quite different from district wise. In Purulia, most of the deliveries were 

considered by Traditional Birth Attendant (TBA) or locally called daiand 

assisted by mother-in-law, sister-in-law and other elder women of their 

communities.  

Before the moment of delivery process, the root of ‗apang‟ [Achyranthus 

aspera] was kept on her head. From their cognitive point of view it is helpful 

to relief from the labour pain. These indigenous practices are common at 

Rahidi and Damodarpur in Purulia.  Deliveries are mostly conducted in lying 

condition on a cot. The umbilical cord was tied with white thread before 

cutting. After the delivery, the umbilical cord is cut with Snail (Jhinuk). TBA 

or dai provide help to pregnant women at the first stage. After 5-6 hours of 

delivery, the baby is given bath with warm water by TBA (dai). Mustered oil 

has been applied on the entire body of the new born followed by hot 

fomentation to keep the baby away from cough and cold and to keep baby 

healthy. But no specific precaution has been reported at the time of 

conducting deliveries which resulted in an increased susceptibility to various 

infections. As the experiences of TBA (dai), they give some massages to the 

pregnant women and refer to the Puncha or Manbazar Hospital in Purulia and 

Khatra or Ranibadh Block hospital in Bankura in serious cases.  

In of the both TYPE – I and TYPE- II  villages most of delivery cases 

occurred at home (TYPE-I- 92.22% [Rahidi], 98.68% [Ladda], and TYPE-II- 

87.95% [Danodarpur], 96.26% [Borda Sabar para], 91.67% [Sarasdanga]) 

and at the same time very less cases of institutional delivery took place at the 

Government Hospital. Choice of are clearly made on the basis of perception 
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of care, as-well-as on cultural comfort. According to them, Women prefer for 

deliveries at home for the reason of familiarity with local tradition as-well-as 

the feelings of natural and psychologically supportive environment. The local 

peoples are very much dependent on local ―dai‖, who is generally inhabited 

in the close vicinity of the villages. So the peoples could access them 

whenever they needed their assistance 

In the villages of Bankura (Ladda, Sarasdanga and Borda sabar para), the 

practices are quite different from the villages of Purulia. Before the time of 

delivery, the dai gives a tablet which made up by the paste of root of Aknada 

plants with mixture of golmirich. This tablet is helps to expand the Fallopian 

tube as a result babies comes out very easily from mother womb. It is also 

observed that the leaf juice of succulent plant is applied on the portion of the 

vagina (joni) of the pregnant women. According to their conception, this 

practice would lead to normal delivery.   

 

3.6- Life Cycle Rituals 

 

3.6.1- Birth 

 

The successful birth of a child depends on a grace of spirits, Painsa-burhi and 

Painsa-burha. According to them, the pancha bhut causes the death of a child 

either in womb or after the birth.   

When women stop menstruating (dangua) it is taken as symptoms of a 

conception. She is then place under seven kinds of restrictions: 1) should not 

eat from the end of her sari or khari chenga, 2) should not eat rat, 3) should 

not eat dhamna snake, 4) should not go to a hut where death has occurred, 5) 
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should not cross any stream or drain by leaping over it, 6) should not eat 

fishes caught by trap, net or rod and line, 7) should not buy any new pots 

from the potter‘s hut.  

The umbilical cord is cut by means of bamboo split or sharp blade by local 

Traditional Birth Attendant (TBA) or daior any elderly women of the hamlet. 

The placenta is disposed of by depositing it in a hole dug underneath near the 

own hut. The pollution period is observed for three, five or seven days but it 

varies village to village. The length of the period depends on the ability of the 

new mother. On the appointed day the new born child‘s father gets up clearly 

in the morning when nobody in the hamlet gets up early in the morning when 

nobody in the hamlet gets up and goes to a pond and brings full pot of water 

and it‘s kept on the tulsi pinra. According to them, the Painsa-burhi and 

Painsa-burha will give blessing to the new born babies. In the morning the 

tulsi pinra is smeared with mud water and then one kilogram paddy is poured 

on the tulsi pinra and pot is placed. A little turmeric is mixed with the pot 

water. After that a fowl is sacrificed in the name of Painsa-burhi and Painsa-

burha. The child is bathed in the water of the pot and its mother takes her 

bath in the pond. The family member has also taken a birth in the pond. But 

this practice is going to disappear among them. 

3.6.2- Marriage 
  

To a Hill Kharia, die before marriage and without a family means to die 

without attaining the full stature of manhood. It has a two clearly delineable 

part, the socio-cultural aspects and the rituals. The mate selection procedure 

points out the value of the women in Hill Kharia society. The following 
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brides and groom party conversation is established in the villages of Purulia. 

The preliminary contact has been established through a go-between 

(Raibaysha) the groom party would come to the brides place. In that time 

bridal party‘s spokesman would ask of the groom‘s party in the following 

manner, ‗so many decades have elapsed but we have not seen so many people 

coming together. What for have you come?‘ the groom party answers, ‗one 

bird has come to your hamlet which causing great deal of destruction in our 

hamlet, killing fowl and destruction of seeds‘. The bride‘s party would then 

say, ‗Yes there are some birds on the trees. But what kind of birds are you 

looking for – mayurchanda, bheladagi or banshita?‟ The three birds named 

and represent three age groups. Mayurchanda refers to a bride whose age 

falls between 18-22, bheladagi 14-18 and banshita 10-14. The groom party 

would answer according to the age of the bride they are looking for. Then the 

selection process is completed. Then the negotiation is carried out in terms of 

rupees.   Now-a-days the usual bride price is depends on the economic 

situation of the family but generally varies from Rs. 1000-1500.  After this is 

done, the brides party place a small quantity of rice, oil etc. on a sal plate and 

request the groom party stating that they have collected  a few fruits which 

they may kindly cook and eat. After this customary, the grooms has  to 

undergone a test of ability to demonstrate whether he is capable of looking 

after his wife by taking the prospective bride with him in the jungle 

accompanied with few relatives from each side.  

On the appointed day the grooms party accompanied by the groom‘s maternal 

uncle, arrives at the bride‘s village and are given a place to stay well away 

from the brides hut. In an open space, preferably near tulsi pinra, a sacred 
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shrine is established where various ritual elements symbolizing the deity 

called marua are placed. This deity is placed under the chamra which looks 

like a kind of sun shade having four upright poles on which rests of mahul 

and sal leaves covered roof. Underneath this roof a few articles like sundried 

rice, sacred grass (durba), paddy, betel nut, a cioper coin and vermilion are 

tied together in a sal leaves and then placed in a hole and then covered with 

earth. Then two branches of mahul are planted by this side. Two earthen pots 

with water are placed on the sides of those branches. The grandmother 

accompanied by other women of the hamlet, goes to a natural pool singing 

marriage songs (bihar geet).  

In the evening of the marriage day when the groom‘s party arrives, the bride 

is made to sit on a brass plate and is carried to the marua by a few people of 

the groom‘s party. Then the groom is carried by his maternal uncle and facing 

towards the bride. After this the presiding deity‘s marua, the Dharam and 

kandni-randhni are worshipped. After the marriage ritual, the bride and 

groom are entertained with chira and gur separately. The presiding deity of 

mountain was supposed to provide the couple with food and protection from 

evil. All the hamlets who are inhabitant are present at the time.  

Next day the bride and groom leave for groom village. Before departing two 

important ceremonies are held. At the time of departing, bride is then asked 

by her mother, ―where are you going my darling?‖ she then answered ―kamin 

khatte” (to work as labourer). Then she throws back the rice which are 

collected by the groom party. This ceremony is called khatabara.  On next 

day bride and groom comes back to the brides village where the marriage 

ceremony become end by the breaking chamra and throwing to the pond.  
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It also pointed out that the ceremonial system is changeable in village of 

Bankura due to the influences of the non-tribal communities. In Damodarpur 

and Rahidi, this whole marriage system was described by the Krishna Sabar 

and his wife and this marriage practices are practiced among the whole Hill 

Kharia communities.   

3.6.3- Death 
 

After a person dies the dead body is carried to the burial place. There the 

dead body is placed in a grave with its head resting on the southern side.  The 

eldest and youngest son usually does this job. In the absence of sons, 

daughters may also perform this job. After this the grave is filled up. 

Previously it was customary to deposit with the dead body food, new clothes 

and one or two implements. But now this custom is no longer adhered to. 

While coming back to the hamlet the older member of the hamlet performs a 

ritual called kantaduari at a junction of two roads.  

The burial ritual is totally dependent on the family economic condition. The 

death body is buried under the gravel or burn, has totally depends on the 

economic circumstances of the family. When I, interpreted it on the basis of 

the villages, in Damodarpur (Purulia) and Borda Sabar para (Bankura), 

Sarasdanga (Bankura), the dead bodies are burnt at the nearest funeral ground 

whereas in Rahidi (Purulia) and Ladda (Bankura), the dead body are buried 

under the ground and a stone slabs (menhir) is fixed on the burial. These 

practiced are continued in all the studied villages.   
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3.7- Traditional Health Practitioners: Role and 

Activity 

 
3.7.1- Type- ONE village- (Rahidi-Purulia) 

3.7.1.1- Traditional Birth Attendant (dai)-  

The problems of access to health facilities and utilization of health service get 

further compounded in the Hill Kharia villages due to ignorance, illiteracy 

and difficult terrain. For this reason large number of Hill Kharia of population 

depends on the TBA or locally called dai. TBAs not only provide technical 

assistance, but also attend to and support the mother during the whole process 

of childbirth and thereafter. The work of TBAs is adapted and strictly bound 

to the social and cultural matrix to which they belong, their practices and 

beliefs are in accordance with the needs of the local community.  

Moti Mahato, age-52, residing at the village Maguria which is situated 3 KM 

away from the village Rahidi. She is the only TBA in that whole area. She 

has assisted not only the Hill Kharia community but scheduled caste as well 

as general caste peoples in the childbirth concern. She has been carrying on 

this practice from last 15 years or more. At the time of the emergency, the 

Hill Kharia of Rahidi village called to her for assistance during childbirth. 

Low price, availability of local dai, good positive behavior to their culture are 

the main cause of the acceptance and the Hill Kharia peoples of the village 

has a tremendous faith on local TBA.  According to the Moti Mahato, the Hill 

Kharia women do not receive any medications since they do not have any 

problems in early pregnancy. She has a concept some indigenous method to 
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understand the danger signs in antenatal period. Swelling over the legs and 

pain in abdomen before nine month is known to danger signs during 

pregnancy. During the time of the delivery, she has been applied mustard oil 

over the lower portion of the pregnant women. This application will helps 

reduces the delivery pain. At the time of the delivery, she organized in every 

matter relating to safe childbirth like, new thread for cord, new blade for 

cutting umbilical cord etc. the deliveries were conducted in separate room but 

Hill Kharia‘s has only one room in their hut. That room has uses as a labour 

room in that time. The practice of hand washing is common but appropriate 

timing of hand washing is not known. According to dai, prolonged labour and 

blood loss during delivery are the most common known danger signs among 

the Hill Kharia. She also postulates that the most of the Hill Kharia women 

suffer from low body weight and low nutritional status. 

She has been supported by the PHC and Sub-divisional hospital at Hura for 

the necessary instruments required at the time of delivery procedures. The 

villagers are very much familiar with her regarding delivery and others 

pregnancy related matter.  

Moti Mahato, TBA, Maguria, Purulia 

3.7.2- Type- ONE village- (Ladda-Bankura) 

3.7.2.1- Traditional Birth Attendant (dai)- 

This village is situated near Mukutmanipur dam of Bankura and the interior 

most village where Hill Kharias inhabit. No such modern health care center 

or PHC was found in periphery of this village.  
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Anita Sabar (48), she is the only Traditional Birth Attendant (TBA) or 

daiwho is only service provider not only in this village but also neighbouring 

villages. She is an untrained daiin this localities. Actually she resides in this 

village and has been practicing since last ten years in this locality. The Hill 

Kharias are also dependent on TBA at the time of delivery. All other dais in 

this locality is passed away. Actually she developed her interest in this 

medical practice from her mother-in-law who taught her.  She used some 

traditional herbal medicine before and after the delivery. This herbal 

medicine is prepared by her at home. These remedies are used for menstrual 

regulation, spacing of children and for permanent contraception. At the time 

of delivery, there is at least one woman who assists her for maintaining 

smooth delivery process. She also knows about the traditional medicine for 

abortion. If a woman wants to get an abortion, a Jodi-booti (local herbal 

medicine) is kept in her birth canal for two to three days, which damage the 

embryo. This method can be used for a woman who is up to three months 

pregnant. She has also applied another medicine used as a permanent method 

of abortion is prepared by boiling roots of paan (betel nut leaf). At the time of 

birth, she has been uses special equipment for cord cutting and cord 

clamping. The cord cutting was done by bamboo split or Mollusca shell 

(jhinuk) while cord clamping was mostly done with used rough cloths. 

According to her, these are the natural objects which protect the child from 

the infection or any other diseases. During the time of umbilical cord cutting, 

usage of antiseptic properties or turmeric (haldi) powder uses by her. The 

mucus aspiration was done with finger with pinch of salt on it and cloth was 

used for airway cleaning by herself. In one case the mother and relatives said 
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that during labor pain dai massaged mother‘s abdomen therefore neonate 

died. But an extreme trust for Anita Sabar (dai) was well evidenced by 

instances such as if dai suggests no need for hospital care then neonate is 

neither admitted in Hospital nor any other modern health care institution.   

Anita Sabar, TBA, Ladda, Bankura 

3.7.3- Type- TWO village- (Damodarpur-Purulia) 

3.7.3.1- Traditional Birth Attendant (dai)- 

Damodarpur is one of the studied village which is located nearer to the 

Purulia town. Only one TBA or daiwas found in this area. Malati Sabar 

(52),acted as a daiamong the Hill Kharia in this village. She is a trained 

daithrough the Government to gain more skills and expertise in their work. 

According to dai, the family elders (usually mother-in-law) or sometimes 

own self identify by checking the stomach and nothing other physical 

changes. She said that confirm pregnancy based on symptoms like vomiting, 

desire for sour things (tamarind, pickles etc), tiredness and stopping of 

menstrual cycle. After all these symptoms, she identified women as a 

pregnant. Actually the PHC is located nearer to this Hill Kharia settlement of 

the village. According to her, the mind-set of the Hill Kharia women is 

changing and pregnant women have started to going to the nearest PHC for 

TT injection, IFA tablets. He gives advice regarding pregnancy care.  Now-a-

days the weight of the pregnant women is recoded and information of healthy 

diet and balanced diet is provided to those found to be underweight. 

According to the dai, most of the women are in underweight condition. TBA 

was also stated that the Hill Kharia community does not allow a pregnant 
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woman to cross a river or attend any funeral ceremony. Sour and hot foods 

are also forbidden during the pregnancy.   

The daiassists in most deliveries and stays with the mother for a week after 

the delivery. During this time she is expected to give the mother and baby 

regular bath and massages and washed the use cloths. In case of post-delivery 

problems, the mother is taken to the local medicine men or kabiraj for a 

disease locally known as pet pakano, as they think it cannot cured by the 

modern doctor. She took only Rs-150/ for girl child and 200/- for boy child 

including new cloth or sari.  

Malati Sabar, TBA, Damodarpur, Purulia 

3.7.4- Type- TWO village- (Sarasdanga- Bankura) 

3.7.4.1- Traditional Birth Attendant (dai)- 

Sarasdanga is a multi-ethnic village where Mahato, Pal and other tribal group 

are lived separately in this village.  There is one TBA or daiin this village and 

who does not belong to the Hill Kharia community. All the villagers 

including the Hill Kharias rely on Sital Mahato (45) was only trained TBA or 

daiin this village.  

‗I took training from the Governmental agencies last 3 years ago at Khatra 

Sub-divisional hospital. After that my popularity has increased in this village. 

I am not only trained but also experienced daiin this village. My process is 

not similar like other TBA in other areas. The pregnant women can continue 

their routine work till the delivery and no specification in diet. As I belong to 

the other caste community so the rituals and beliefs are quite different from 
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the Hill Kharia community. There has to be one assistant at the time of 

delivery. The mainly family members play as an assistant because they are 

familiar with the Hill Kharia‘s customs and rituals. In critical or danger stage, 

not taken any risk and refer to nearest PHC or Block Hospital. Before the 

delivery, I apply some massage on the abdomen of the pregnant women and 

use blade or sometimes knife for cutting umbilical cord‘…she says.  

According to her, the Hill Kharia people resort to pray and sacrifice hens in 

case of pregnancy or delivery related complications. She has performed most 

of the deliveries among the Hill Kharias in this village because till now they 

rely more on the traditional method of delivery. According to her the Hill 

Kharia have a strong belief in black magic and spirits and the pregnant 

women are not allowed to attend funeral ceremonies or to go near the 

graveyards, as they believe that spirits live there which can affect the baby 

and mother.  TBA postulated that after the delivery, the family prays to god 

and sacrifices hen. She continues, ‗I have applied some techniques that if the 

child does not cry after birth, whisper in its ear, sprinkles water on its face or 

hold it upside down by the legs to make it cry‘. According to her, the Hill 

Kharia women are mostly malnourished and frequently drunker which would 

affect the baby‘s health and that‘s why child mortality is high among them in 

this village. She takes Rs. 200/ for childbirth as a remuneration.  

Sital Mahato, TBA, Sarasdanga, Bankura 

 

3.8 Usesages of Herbal Ethno medicine and List of 

Medicinal Plants 
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‗Medicine has been practiced one way or another since man becomes a cultural 

animal. These are some evidence that a first aid technique derives from our 

primate ancestors…. Babons‘ (Cuine, 1976). Ethno medicine refers to those 

beliefs and practices relating to discuss which are tm he products of the 

indigenous cultural development and are not explicitly derived from the 

conceptual framework of modern medicine (Hughes, 1968). Etymologically 

speaking, the terms refer to the medicines that are associated with specific 

ethnic group. Thus it can also be conceived of as folk medicine, traditional 

medicine or indigenous medicine. (Mibang & Choudhury, 2003). Herbal 

medicine is a practice that is as old as mankind. This practice was also found in 

Prehistoric times on different stages of human evolution. It is older than 

agriculture and uses of fire. Every human culture on every continent of the earth 

has practiced herbal medicine of one form to another. Herbal remedies have 

formed the basis of traditional medicine for millennia and have formed the root 

of modern pharmacology. 

India is the home of several important traditional system of health care like 

Ayurveda, yoga. But this herbal ethno medial system depends heavily on the 

medicinal plant. Although this system is not only popular among the tribal but 

also it is used in the contemporary society. This is age old practices in health 

care system. Over 900 hundreds of medicinal plant species are currently in use 

by the Indian Herbal industry. Actually, the tribal peoples are the original 

custodians of the medicinal plant. Out of 45,000 species of wild plants, 7500 

species are used for medicinal purpose. In this reason, the World Health 

Organization (WHO) has been promoting a movement for saving plants for 
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saving lives. This is because of the growing understanding of the pivotal role 

medicinal plants play in providing herbal remedies to health maladies.  The 

WHO, 1978 also estimated that 80% of the population of the developing 

countries rely on traditional medicines, mostly plant drugs for the primary 

health care needs. In India, 65% of the population relies on ethno medicine 

which is only source of their primary health care needs (Rajasekharan,et al, 

1996).  

The Indian Traditional medicine can be categorized into  two streams; one, the 

classical health traditions like Ayurveda and Siddha which are highly organized, 

classified and codified and has a sophisticated conceptual and theoretically 

more sound, whereas the Oral health tradition which is very rich and diverse but 

not codified and organized. The herbal medicinal plant is comes under both 

streams. The Ayurveda is determined by herbal medicine which is documented 

and orals tradition is also determined by the herbal medicine but this is not 

documented. Tribal herbal medicines are not documented properly at all. It is 

necessary for future health care management. 

The tribal of India have preserved a huge knowledge of traditional medicinal 

uses of plants growing around them. Since, the Vedic times, importance of 

medicinal plant always has the same graph. Herbal medicinal plays a vital role 

in traditional as well as modern medical system. The Ethno medicine 

(traditional) is the mother of all other system of medicines. Traditional herbal 

medicine is a very popular treatment pattern in all the tribal communities. These 

medicinal plants gain further importance in the region where modern health 

facilities are either not available or not easily accessible.  
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The subject matter of ethnomedicine, in fact focus on the nature of illness as it 

is conceived by the nature, their own methods, criteria of classification of 

disease, the causes and cures, types of therapists and healers who seek  to 

alleviate illness and their skills and social roles, preventive measures, the 

relation between medicine and religion. Data collected from the field through 

the ethnomedical approach contribute not only to the understanding of medical 

system in their cultural contents but also to view insight into the understanding 

of the interface between the indigenous and western medical systems that effect 

socio-cultural change. Also by going into an in-depth understanding of 

indigenous materia media pharmacopoeia of various traditional cultures, it is 

possible in ethnomedical studies to culture; it is possible in ethno medical 

studies to discover the medical value of plants and animals which are so far 

unknown or least known to modern world.  

The therapy in ethno medicine includes both magico-religious and mechanical 

and chemical procedure. Herbal remedies as a principle means of preventing 

and curing illness and diseases and has a several advantages to such system: the 

plants involved readily available, easy to transport and do not spoil quickly. 

These three factors are the main advantages to using by the tribal. This chapter 

of thesis is aimed to document the orals traditions of tribal health, identify and 

documents medicinal plants in those areas where Hill Kharias inhabited.   

 

One of the very important methods is very applicable for this medicinal system 

i.e, Trial and Error Method (TAEM). The Hill Kharia group has practicing this 

TAEM, conscious or unconscious mind. They are still practicing some new 
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plants but they are totally unknown about their remedies. According to the 

informant (Jogen Sabar, M, 58, Rahidi village, Bankura) at SET-I village, ‗We 

are practicing the jungle osudhi (Herbal Medicine) in a frequent manner in 

different diseases at first stage of diseases. After using the herbal medicine, 

most of the ailments become cured. Interestingly, when are going to forest areas 

for hunting, our aim is not static. In that time, we are trying to search ‗osudhi 

gach‘ (Medicinal plant) and take taste of leafs, shoots and flowers, seeds of 

different forest trees. We are unknown of their name of its taste or curable 

properties. But it was found that after taking taste of particular plants, that 

affects good impact on health and some are not. This is the only way to 

searching medicinal plant‘.   

The pharmacopoeia of folk medicine includes Mahua (Madhuca longifolia) 

plants which are used by the Hill Kharia to get rid of various diseases. All parts 

of this plant are used by them in traditional medical system. The roots of Mahua 

plant is used in stomach ulcer. In this case a root paste is given to the sufferer 

and to take with water mixture. The bark decoction is gargled in care of gum 

swelling, the parts of flower are also used in bronchial problems, the fruit paste 

is applied to toothache, the seed oil is used for massaged over the chest at the 

time of pain, and it‘s also used in treatment of pneumonia and lastly seed cake 

is used in the treatment of snake bite which is very common in the areas where 

Hill Kharias inhabit. This plant is associated with food, economy and religion 

among the Hill Kharia society.      

The Hill Kharia inhabit in the forest areas in all my studied villages. So their 

health care practices still depend on the forest ecology, which depend on the 
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herbal medicine. They have their own traditional knowledge about the use of 

naturally available plants and their products are transmitted through oral 

communication within the society and passes from generation to generation. 

The uses of different medicinal plant and their products have been reported for 

various ailments. From this immense research work, it has been noted that this 

ethno-medicinal belief and practices are affected by the enormous urban 

contact. The type-one villages, the peoples are very much concerned about 

practices of herbal medicinal plant in different diseases. But at the same time, 

peoples of type-two villages are less concern than type-one about this herbal 

medicine. The cultural contact with other section is one of the causes of slight 

diversification regarding use of herbal medicine.     
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Graph-2. Showing comparison in Usages of Herbal Medicine in TYPE of 

village 

Above result shows that the peoples of the Ladda village have more rely on the 

herbal medicine (61.11%) whereas the village of Borda Sabar para have less 

affinity towards herbal medicine (35.71%). The results also postulate the fact 

that Type-one village is more dependable on the herbal medicinal uses 

(57.83%) than Type-two village (44.93%). There are various reason behind this 

factor: Type-one village (Ladda, Rahidi) are geographically more isolated than 

type-two. Transport and communication system is not well to do condition. 

Modern health care system is far away from these villages. So, at the time of 

sickness, the peoples primarily rely on the village kabiraj who uses different 

medicinal plants for different ailments. They also depend on non-tribal health 

practitioner‘s i.e, from Mahato communities. But in the concern of the type 

TWO village, transport and communication are better condition. At time of 

diseases, they also try to treatment with herbal medicine but due to the facility 

of good communication with nearest urban center, they go to the modern health 

care practitioners. Secondly, at Damodarpur village, their own herbal medical 

knowledge person was died in last two years ago. After that no person is expert 

on medicinal plants. In the village, Sarasdanga, the peoples believed in herbal 

medicine but due to contact with the multiethnic communities in this village, 

affected their traditional faith on the herbal medicine. According to the Hill 

Kharia informant, (Mitali Sabar, F, 38,) of the Sarasdanga village, ‗in earlier 

days, we used herbal medicine in all sorts of diseases which collects from the 

nearby forest. But now-a-days it becomes very difficult to getting medicinal 

plant from the nearby forest. All of those things happen because of the extensive 
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deforestation. It is also noticed that the direct intake of herbal medicine takes 

more time to cure any ailments. In due course of time traditional healers are 

also losing their power because lack of practice and willingness‟. They are not 

interested in sharing their knowledge with outsiders. After developing intimacy 

with some traditional healers, it is possible to collect the knowledge on herbal 

medicines used by them.  

They use different medicinal plants for various ailments which are discussed on 

village wise, because below village-wise, because each village has its own 

ecological set up. The Hill Kharias are also used their herbal medicine which 

are found only in their nearest villages. This way of method has been slightly 

indicate about the degree of deforestation of the particular areas. It is also seen 

that the herbal medicinal practices and usages of different medicinal plant in 

one village is different in another villages by the Hill Kharias. This ethno 

botanical survey has been carried out among the medicinal plant practitioners 

using the questionnaire method and feedbacks are also collected from 

patients. The lists of medicinal plants used by the Hill Kharias in different 

villages are follows-  

A) VILLAGE- Rahidi (Purulia) 

Sl. 

N

o 

Botanical Name Family 

Name used 

by the Hill 

Kharia 

Parts used 
Mode of 

Administration 

Disease/Ailm

ents 

1 Justicia adhatoda 
Acanthacea

e 
Basak Leaf 

 Basak leaf juice 

mixed with 

ocimum sanctum 

(Tulsi) leaf juice 

and takes twice a 

day.  

Cold and 

cough 
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2 Centella asiatica Apiaceae Thankuni leaf 
Leaf juice take 

thrice a day  

Abdominal 

problem and 

dysentery 

problem 

3 Terminali arjuna 

 

Combretac

eae 

 

Arjun bark 

Tree Bark (Boiled 

juice) paste take 

as a tablet twice 

Stomach and 

chest pain 

4 
Holarrhena 

pubescens 

Apocynace
ae 

Indajab bark 
Bark paste is used 

as a water mixture 

Dysentery 

problem  

5 
Ambroma 

auguta.L 
Malvaceae 

Olotokamb

al 

Root 

and 

Bark 

Paste of bark & 

root take twice a 

day 

Reduce white 

discharge of 

women 

6 
Bombax 

malabaricum 

Asparagace
ae 

Shet simul Flower 

Flower juice is 

used in water 

mixture twice a 

day 

Reduce white 

discharge of 

women 

7 Datura metel 

Solanaceae 

Dhutura Leaf 

Pasted leaf is 

applied on the 

Throat and ear 

areas. External 

use only. 

Throat and ear 

pain 

8 
Azadirachta 

indica 

Meliaceae 

Neem Leaves 

Leaf juice is 

administered to 

relief body 

poisoning and 

skin disease. 

Skin disease 

9 Mangifera indica 

Magnoliace
ae Aam Bark 

Bark paste juice is 

applied on the 

skin.  

Used as a 

germicide 

10 
Euphorbia 

fustiformis 

Euphorbiac
eae 

Dudhmul Root 

Fresh root stock 

are boiled and 

administrated 

upto 20gm once 

daily 

Poor lactation 

11 
Andrographis 

paniculata 

Acathaceae 

Laher Leaf 

Leaf part is boiled 

and that water 

take two times 

daily 

Fever 

12 Crape jasmine 

Apocynace

ae 
Tagar 

Shoot, 

flower  
Shoot and flower  

used at the 

time Rukkho 

or the Sun 

Heat  

http://en.wikipedia.org/wiki/Combretaceae
http://en.wikipedia.org/wiki/Combretaceae
http://en.wikipedia.org/wiki/Combretaceae
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13 Piper nigrum 

Piperaceae 

Kalimorich 
Leaf , 

fruit 

Chewing leaf part 

or fruit daily 3-4 

times 

Throat pain or 

tonsils  

14 Wrightia  arborea 

Apocynace

ae 

Indjab Bark 

Paste of bark and 

stone appeal 

(bael) mixed with 

water and take 

twice  

Stool problem 

15 
Annona  

squamaca 

Annonacea

e 
Madal Fruit 

The dust of dried 

fruit is applied on 

the infectious 

portion. 

Infection 

problems. 

16 

Bombax 

malabaricum 

Bombacace

ae 
Shimul Root 

Paste of  Shimul 

root and leaf of 

Kalmaghna are 

mixing and this 

mixture take it 

with warm milk, 

twice daily 

It is taken 

when the male 

members is 

impotent.  

Hygrophila 

spinosa 

Acanthacea

e 
Kalmaghna Leaf 

17 
Madhuca 

longifolia 

Sapotaceae 

Mahul 

fruit, 

flower, 

leaves 

Paste is made and 

administrated in 

an empty stomach 

Abdominal 

worm 

18 Saraca asoca 

Caesalpinia
ceae 

Ashok Buds  

The single buds 

are taken with 

water and 

continue for 10-15 

days. 

It increases 

fertility of 

women. 

 

B) VILLAGE- Damodarpur (Purulia) 

Sl. 

No 

Botanical 

Name 
Family 

Name used 

by the Hill 

Kharia 

Parts used 
Mode of 

Administration 

Disease/Ailm

ents 

1 
Justicia 

adhatoda 

Acanthacea
e 

Basak Leaf 

 Basak leaf juice 

mixed with 

ocimum sanctum 

(Tulsi) leaf juice 

and takes twice a 

day.  

Cold and 

cough 

2 
Centella 

asiatica 

Apiaceae 

Thankuni leaf 
Leaf juice take 

thrice a day  

Abdominal 

problem and 

dysentery 

problem 

3 
Terminali 

arjuna 

 

Combretac

eae 

 

Arjun bark 

Tree Bark (Boiled 

juice) paste take as 

a tablet twice 

Stomach and 

chest pain 

http://en.wikipedia.org/wiki/Combretaceae
http://en.wikipedia.org/wiki/Combretaceae
http://en.wikipedia.org/wiki/Combretaceae
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4 
Holarrhena 

pubescens 

Apocynacea
e 

Indajab bark 
Bark paste is used 

as a water mixture 

Dysentery 

problem  

5 
Ambroma 

auguta.L 

Malvaceae 
Olotokamb

al 

Root 

and 

Bark 

Paste of bark & 

root take twice a 

day 

Reduce white 

discharge of 

women 

6 
Asparagus 

racemosus 

Asparagacea
e 

Shet simul 
Flow

er 

Flower juice is 

used in water 

mixture twice a day 

Reduce white 

discharge of 

women 

7 Datura metel 

Solanaceae 

Dhutra Leaf 

Pasted leaf is 

applied on the 

Throat and ear 

areas. External use 

only. 

Throat and 

ear pain 

8 
Azadirachta 

indica 

Meliaceae 

Neem 
Leav

es 

Leaf juice is 

administered to 

relief body 

poisoning and skin 

disease. 

Skin disease 

9 
Mangifera 

indica 

Magnoliacea
e 

Aam Bark 
Bark paste juice is 

applied on the skin.  

Used as a 

germicide 

10 
Euphorbia 

fustiformis 

Euphorbiace
ae 

Dudhmul Root 

Fresh root stock are 

boiled and 

administrated upto 

20gm once daily 

Poor lactation 

11 
Andrographis 

paniculata 

Acathaceae 

Laher Leaf 

Leaf part is boiled 

and that water take 

two times daily 

Fever 

12 
Acacia 

auriculiformis 

Leguminosa

e 

Akashmoni Shoot 

After burning of 

shoot, some 

secretion comes 

from there. This 

secretion is applied 

on the infected 

portion of the skin. 

Skin infection 

or Kush 

13 
Marsilea 

quadrifolia 

Marsiliaceae 

Sushni Leaf 

5-6 leaves are 

chewing by the 

sufferer  

Vomiting and 

dyscentrical 

problem  

14 
Solanum  

indicum 

Solanaceae 

Birhati 

Leaf, 

shoot

s 

Used as vegetables 

and take as a food 

daily in lunch 

Used in 

cough and 

cold 

 

 

C) VILLAGE- Borda Sabar para (Bankura) 

Sl. 

No 

Botanical 

Name 
Family 

Name used 

by the Hill 

Kharia 

Parts used 
Mode of 

Administration 

Disease/Ailme

nts 

1 Acacia catechu 

Fabaceae 

Laggabati Bark 

Bark powder 

mixted with water 

is used in 

conjunctivitis 

Externally 

applied to 

eruption in 

boils and used 

in 

conjunctivitis.  
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2 
Centella 

asiatica 

Apiaceae 

Thankuni leaf 
Leaf juice take 

thrice a day  

Abdominal 

problem and 

dysentery 

problem 

3 
Terminali 

arjuna 

 

Combreta

ceae 

 

Arjun bark 

Tree Bark (Boiled 

juice) paste take 

as a tablet twice 

Stomach and 

chest pain 

4 
Holarrhena 

pubescens 

Apocynace
ae 

Indajab bark 
Bark paste is used 

as a water mixture 

Dysentery 

problem  

5 
Ambroma 

auguta.L 

Malvaceae 
Olotokamb

al 

Root 

and 

Bark 

Paste of bark & 

root take twice a 

day 

Reduce white 

discharge of 

women 

6 
Asparagus 

racemosus 

Asparagace
ae 

Shet simul Flower 

Flower juice is 

used in water 

mixture twice a 

day 

Reduce white 

discharge of 

women 

7 Datura metel 

Solanaceae 

Dhutra Leaf 

Pasted leaf is 

applied on the 

Throat and ear 

areas. External use 

only. 

Throat and ear 

pain 

8 
Azadirachta 

indica 

Meliaceae 

Neem Leaves 

Leaf juice is 

administered to 

relief body 

poisoning and skin 

disease. 

Skin disease 

9 
Mangifera 

indica 

Magnoliace
ae Aam Bark 

Bark paste juice is 

applied on the 

skin.  

Used as a 

germicide 

10 
Euphorbia 

fustiformis 

Euphorbiac
eae 

Dudhmul Root 

Fresh root stock 

are boiled and 

administrated upto 

20gm once daily 

Poor lactation 

 

 

D) VILLAGE- Ladda (Bankura) 

Sl. 

No 

Botanical 

Name 
Family 

Name used 

by the Hill 

Kharia 

Parts used 
Mode of 

Administration 

Disease/Ailme

nts 

1 
Acacia 

catechu 

Fabaceae 

Laggabati Bark 

Bark powder 

mixed with water 

is used in 

conjunctivitis 

Externally 

applied to 

eruption in 

boils and used 

in 

conjunctivitis.  

2 
Centella 

asiatica 

Apiaceae 

Thankuni leaf 
Leaf juice take 

thrice a day  

Abdominal 

problem and 

dysentery 

problem 

http://en.wikipedia.org/wiki/Combretaceae
http://en.wikipedia.org/wiki/Combretaceae
http://en.wikipedia.org/wiki/Combretaceae
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3 
Terminali 

arjuna 

 

Combret

aceae 

 

Arjun bark 

Tree Bark (Boiled 

juice) paste take 

as a tablet twice 

Stomach and 

chest pain 

4 
Holarrhena 

pubescens 

Apocynac
eae 

Indajab bark 
Bark paste is used 

as a water mixture 

Dysentery 

problem  

5 
Ambroma 

auguta.L 

Malvacea
e 

Olotokamba

l 

Root 

and 

Bark 

Paste of bark & 

root take twice a 

day 

Reduce white 

discharge of 

women 

6 
Asparagus 

racemosus 

Asparagac
eae 

Shet simul Flower 

Flower juice is 

used in water 

mixture twice a 

day 

Reduce white 

discharge of 

women 

7 
Datura 

metel 

Solanacea
e 

Dhutra Leaf 

Pasted leaf is 

applied on the 

Throat and ear 

areas. External 

use only. 

Throat and ear 

pain 

8 
Azadiracht

a indica 

Meliaceae 

Neem Leaves 

Leaf juice is 

administered to 

relief body 

poisoning and 

skin disease. 

Skin disease 

9 
Mangifera 

indica 

Magnoliac
eae Aam Bark 

Bark paste juice is 

applied on the 

skin.  

Used as a 

germicide 

10 
Euphorbia 

fustiformis 

Euphorbia
ceae 

Dudhmul Root 

Fresh root stock 

are boiled and 

administrated 

upto 20gm once 

daily 

Poor lactation 

11 Aloe vera 

Liliacae 

Hitokumari Leaves 

The peelings of 

the leaves are 

used in skin burn. 

The gel of the 

plant is applied on 

the oral ulcer 

Skin infection 

and oral ulcer. 

12 
Madhuca 

longifolia 

Sapotacea
e 

Mahul 

fruit, 

flower, 

leaves 

Paste is made and 

administrated in 

an empty stomach 

Abdominal 

worm 

13 
Rauvolfia 

serpentina 

Apocynac
eae 

Sarpagandha Root 

Pasted root is 

taken with water 

twice daily 

Mental 

problem 

14 

Butea 

monosperm

a 

Fabaceae 

Palash Leaf 

The juice of leaf 

extract is taken 

before 4 days of 

menstruation 

twice a daily in 

addition with the 

water of cumin 

seeds.  

It helps to 

reduce or stop 

the 

menstruation. 

http://en.wikipedia.org/wiki/Combretaceae
http://en.wikipedia.org/wiki/Combretaceae
http://en.wikipedia.org/wiki/Combretaceae
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15 
Mimosa 

pudica 

Fabaceae 

Sada 

laggabati 
Root 

Paste of root is 

mixed with paste 

of black piper. 

This mixture is 

take twice a day 

It is taken 

when the male 

members is 

impotent in 

sexual 

behavior. 

16 
Uraria 

picta 

Legumios
ae 

Sankarjata Root 

The paste of root 

is applied on the 

biting spot where 

the snake tooth is 

embedded. It helps to 

disinfect the 

snake biting 

areas. 

17 
Aristolochi

a indica 

 

Aristoloch

iaceae 

 

Iswarmul Leaf 

The 5 nos. leaves 

paste is applied on 

the snake bite 

areas.    

18 
Calotropis 

gigantea 

Apocynac

eae Akanda Leaf 

Paste of leaf and 

Curcuma longa 

(Halud) are mixed 

and applied on the 

affected surface 

portion 

It helps to 

reduce the 

affected 

Syphilis area. 

19 

Cissus 
quadrangu
laris 

 

Vitaceae 

Harjora Root 

The sticks of root 

are binding with 

the part of fracture 

bone and not open 

until bone are 

become joint   

Bone fracture. 

 

E) VILLAGE- Sarasdanga (Bankura) 

Sl. 

No 

Botanical 

Name 
Family 

Name used 

by the Hill 

Kharia 

Parts 

used 

Mode of 

Administration 

Disease/Ailm

ents 

1 
Catharanthus 

roseus 

Apocynace
ae 

Nayantara 
Lea

f 

Leaf juice is take as 

a drink 10-15 days 

continue. 

It helps to 

reduce Blood 

sugar level. 

2 
Centella 

asiatica 

Apiaceae 

Thankuni leaf 
Leaf juice take 

thrice a day  

Abdominal 

problem and 

dysentery 

problem 

3 
Terminali 

arjuna 

 

Combreta

ceae 

 

Arjun 
bar

k 

Tree Bark (Boiled 

juice) paste take as a 

tablet twice 

Stomach and 

chest pain 

4 
Holarrhena 

pubescens 

Apocynace
ae 

Indajab 
bar

k 

Bark paste is used as 

a water mixture 

Dysentery 

problem  

http://en.wikipedia.org/wiki/Aristolochiaceae
http://en.wikipedia.org/wiki/Aristolochiaceae
http://en.wikipedia.org/wiki/Aristolochiaceae
http://en.wikipedia.org/wiki/Combretaceae
http://en.wikipedia.org/wiki/Combretaceae
http://en.wikipedia.org/wiki/Combretaceae


198 

 

5 
Ambroma 

auguta.L 

Malvaceae 

Olotokamba

l 

Ro

ot 

and 

Bar

k 

Paste of bark & root 

take twice a day 

Reduce white 

discharge of 

women 

6 
Asparagus 

racemosus 

Asparagace
ae 

Shet simul 
Flo

wer 

Flower juice is used 

in water mixture 

twice a day 

Reduce white 

discharge of 

women 

7 Datura metel 

Solanaceae 

Dhutra 
Lea

f 

Pasted leaf is 

applied on the 

Throat and ear 

areas. External use 

only. 

Throat and 

ear pain 

8 
Azadirachta 

indica 

Meliaceae 

Neem 
Lea

ves 

Leaf juice is 

administered to 

relief body 

poisoning and skin 

disease. 

Skin disease 

9 
Mangifera 

indica 

Magnoliace
ae 

Aam 
Bar

k 

Bark paste juice is 

applied on the skin.  

Used as a 

germicide 

10 
Euphorbia 

fustiformis 

Euphorbiac
eae 

Dudhmul 
Ro

ot 

Fresh root stock are 

boiled and 

administrated upto 

20gm once daily 

Poor lactation 

11 
Hemidesmus 

indicus 

Asclepiada

ceae 
Anantamul 

Ro

ot 
Paste of Anantamul 

root and Thankuni 

leaf are mixed with 

water and take as a 

drink daily. 

Give energy 

to the body. 

12 
Centella 

asiatica 

Apiaceae 

Thankuni leaf 

 

3.8.1- Applied by the Herbal Medicine Men or Traditional Healers 

The World Health Organization (WHO) estimates (Rômulo R and Ierecê L, 

2005)that as many as 80% of the world's population rely primarily on animal 

and plant based medicines. Of the 252 essential chemicals selected by WHO, 

11.1% comes from plants and 8.7% from animals. Traditional human 

populations have a broad natural pharmacopoeia consisting of wild plant and 

animal species. Ingredients sourced from wild plants and animals are not only 

used in traditional medicines, but are also increasingly valued as raw materials 

in the preparation of modern medicines. In India, nearly 15–20% of the 

Ayurvedic medicine is based on animal-derived substances (cheese, milk, meat, 
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eggs, chicken, sea shell and animal parts) (Unnikrishnan, 1998).The Rigveda, 

the oldest document ofhuman knowledge mentions the use of medicinalplants in 

the treatment of man and animals.Ayurveda gives the account of actual 

beginningof the ancient medical science of India, whichaccording to western 

scholars was writtenbetween 2500 to 600 B.C. Charaka and Susrutawrote 

around 1000 B.C. Charaka concentrate more on medicine while Susruta deals 

withsurgery in details along with therapeutics (Joshi, 2006). 

The Traditional Herbal Healer (THH) therapies contain many medicines for 

one ailment. Out of the various medicines, one is selected by the herbal healer 

against a particular disease according to the symptoms and secondary effects. 

Several plants are identified and used against one disease and are used 

according to their availability in the region. Some of the plants commonly used 

by Hill Kharia and non-tribal communities (Mahatos) for prominent diseases 

are recorded during the survey. This is happened due to the cultural contact with 

tribal and non-tribal communities in the studied areas. 

The ethno-botanical knowledge systems among the Hill Kharia have 

traditionally been very rich and catering to the medicinal needs of the 

community since times immemorial. But at recent times, the youth in their 

communities in my studied villages have been losing interest in these plant 

based traditional knowledge systems. Such traditional knowledge systems are 

therefore in threat of extinction, much like the plants that make it up. One of the 

objectives of my research is to document the primitive herbal knowledge of 

them Hill Kharia‘s. From my end that it‘s have not yet validated the formulation 
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but feedback from various patients of the Hill Kharia communities has revealed 

that the formulation is really effective in many ailments.   

Herbal medicine includes herbs, herbs materials, herbal preparations that 

contains of plants or other plant materials as active ingredients. Herbal medicine 

is one of the profitable forms of traditional medicine. I have consulted with the 

Herbal or traditional medicinal practitioners in all my studied villages at Purulia 

and Bankura during my research work.   

Among the Hill Kharia the traditional or herbal medicine men are known as 

Ojha. With the of two sal(Shorea robusta) leaves the Ojha diagnosis the 

ailment. He rubs oil on the patient and then spirnkles vermilion on his body. 

Along with chants mantra.Finally he looked and read into the leaves. It is 

believed that he can see the cause then read the procedure to cure the disease by 

reading into the leaves. According the proceeds with this treatment, the disease 

will cure or not. Then he prescribed and gives the herbal medicine to the 

patient. The medicine given by him is two types 1. For external use such as 

paste, oil etc 2. For internal use, mixture and pills. 

Name of the Herbal or Traditional Healers in village wise 

Sl. 

No 
Name of the Village No. of Healers 

Name of the 

District 

Name of the 

Herbal or 

Traditional 

practitioners 

1 Rahidi 01 

Purulia 

Bidush Sabar 

2 Damodarpur 

01 Ashok 

Pramanik 

(non-tribal 

community) 

3 Borda sabar para X 

Bankura 
Not present 

4 Ladda 01 Mintu Sabar 
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5 Sarasdanga 01 Fulmani Sabar 

 

They have some herbal medicinal practices in different ailments which are 

common in sorts of villagers. They have applied different medical plants with 

performed own way of method and mixture. This may be taken orally applied 

on external surface. These medicinal plants details are discussed before in this 

chapter. But few traditional herbal practices were observed during my field 

works which are very interesting in concern of ethno botanical and indigenous 

knowledge studies and these practices are common among Hill Kharias villages.  

The Hill Kharia of all my studied villages has their own indigenous methods of 

treating different kinds of diseases. For treating diseases various type of locally 

available herbs and leaves of wild plants are used by them as medicine. These 

medicines are prepared by herbal specialists of the village who may be belongs 

to their own communities or other communities and have considerable 

knowledge about the herbs and its medicinal use. Of course, it has also been 

observed in both of the villages that many elderly persons known and prepared 

some herbal medicines for some common diseases such as fever, dysentery, 

jaundice, chest pain, stomach trouble, headache, body ache, piles, etc. However, 

it is discussed before observed that several herbs or various parts of several 

plants have been used for treating different kinds of ailments. In the following 

an attempt has been made to enlist some diseases and their corresponding herbs 

treatment used by the herbal healers of the villages which are not discussed 

before.   
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Case Study of Traditional Healers-  

3.8.1.1- Case study-1) Type-I,  Village- Rahidi, District- Purulia 

Bidush Sabar  45, is a Hill Kharia tribal healer, residing at the village of Rahidii 

in district Purulia. He started his practice about 5 years back and studied the 

tribal healing techniques from his father and grandfather. He usually visited the 

forest areas along with his father and grandfather for the collection of number of 

medicinal plants for the treatment of women related disease, hypertension, 

infertility, abdominal problems rheumatic disorders, etc. He prepares the 

medicine in the form of powder, pills and medicated oils. He does his practice 

at his residence.  It is interesting to note that, he is one among the popular 

traditional healers not only the Hill Kharia communities but also non tribal 

communities, who is very keen to preserve Hill Kharias age old traditional 

healing art. At present, most of the individuals and families of the Hill Kharia 

tribal communities are not showing interest to preserve their traditional healing 

art because of their changing life style. He is treating on an average 10-12 

patients per week and patients. 

3.8.1.2- Case study-2 ) Type-I,  Village- Ladda, District- Bankura 

Mintu Sabar, aged 55, residing at Ladda village of the district Bankura, is 

practicing for the last 15 years. The local health practice tradition is very rich, 

diverse and has strong knowledge base in local tribal medicine. Majority of the 

plants used for different ailments by Mintu Sabar are location specific and 

effective. He cures ailments through their traditional healing art, which consists 

of their own diagnostic methods including pulse reading and application of 

various herbal drugs. Sometimes he applies customary ritual practices along 
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with drug administration. He is willing to impart the traditional knowledge 

regarding treatment pattern to the next generation. He practices his knowledge 

at his residence with the support of non tribal Mahato communities. It was also 

observed that majority of the youngsters did not show much interest to preserve 

their traditional healing art because of the changing socio-economic status and 

life style of the Hill Kharia peoples.  

3.8.1.3- Case study-3) Type-II,  Village- Damodarpur, District- Purulia 

Ashok Pramanik, age- 42, is an only non tribal traditional healer residing at the 

village Damodarpur of district Purulia. Actually he belongs to the caste Mahato 

communities. But he knows about the culture and practices regarding heath, 

disease and treatment process of Hill Kharia at Damodarpur village. He resides 

at the corner site of the village. He has a own medicinal plants garden at home. 

During the time of traditional treatment of Hill Kharia, he gives some medicinal 

herbs to them as a pills, powder or medicated oils. According to him, Hill 

Kharia of Damodarpur village mostly relied on traditional treatment process at 

first stage of disease. If the disease has not become cure then goes to modern 

medical health practitioners. It was also noticed that young generations did not 

show interest to the traditional healers at this village. He took amount of Rs. 

50.00 for treatment purpose including medicine. Sometimes he gives medicine 

to them in free of cost but it depends on the family condition.      

3.8.1.4- Case study-1) Type-II,  Village- Sarasdanga, District- Bankura 

Following all the medicinal plant and its process of administration are described 

by the traditional herbal healers of villages of Damodarpur, Ladda, Sarasdanga 

and Rahidi.  The practices are described below-  
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A) CHEST PAIN-   

Plant- Local Name-  Arjun 

Scientific Name- Terminalia arjuna,  

Family- Combretaceae 

Part used- Bark 

Quantity- 05 mg 

Process of Administration- The bark is boiled in water and then boiled 

water has been taken by the patients and this will continue for 10-15 

days in twice.  

B) EYE PROBLEM/ CONJUNCTIVITES-   

Plant- Local Name- Lao and Amla 

Scientific Name- Cucurbita moschata and Phyllanthus emblica 

Family- Cucurbitaceae and Phyllanthaceae 

Part used- Stem and Fruit 

Quantity- X 

Process of Administration- the mixture is made with the stem of Lao (Pumpkin) 

and fruit juice of Amla then a few drops of milk from lactating mother and few 

drops of cow urine are properly mixed. Then a 2 drops of mixture fall into the 

open eyes. This treatment will continue for 2-3 days.    

C) Dysentery Problem -   

Plant- Local Name- Kuruchi 

Scientific Name- Holarrhena pubescens 

Family- Apocynaceae 

Part used- Bark 

Quantity- 2gm 
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Process of Administration- the paste of Kuruchi bark and Kachibael are 

mixing very well and then 1 teaspoon mixture is taken twice in a day 

with water. 

 

D) Bleeding problems from cut areas-   

Plant- Local Name- Gada 

Scientific Name- Tagetes patula  

Family- Asteracae 

Part used- leaf 

Quantity- 5-6 leaves 

Process of Administration- the paste of Gada leaves is binding with the 

Taal leaf on the cutting edge. After 5 minutes the blood becomes clot.  

 

E) Tuberculosis -   

Plant- Local Name- Basak 

Scientific Name- Justicia adhatoda 

Family- Acanthaceae 

Part used- leaf 

Quantity- 10-15 leaves 

Process of Administration- At first 10-15 Basak cleaned leaves are poured down 

into the empty Hari which has contains a small holes under the lower surface. A 

few stones are kept on the portion of the holes, just like a appliance of filter. 

Then the Hari is burned. As a result that inner basak leaves are becomes in the 

form of ash. Then water is poured down into the Hari. This hari is kept for 2-3 

hours. After that a few droplets of water is fallen into the bowl (Bati). This 

water is the main medicine for the patient of Tuberculosis. This water will takes 
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two times in a day by the patient. According to the traditional healers, this is the 

Mahaosudh (Great medicine) for the TB patient. 

F) Worms -   

Plant- Local Name- Khejur 

Scientific Name- Datepalm jaggery 

Family-  

Part used- leaf 

Quantity- 2-3 leaves 

Process of Administration- The pasted juice of the Khejur leaf is consumed 1 

teaspoon in 2-3 times a day. But it is more beneficial in empty stomach. 

 

G) White discharge problem -   

Plant- Local Name- Olatkambal and Katanoita 

Scientific Name- Ambroma auguta.L 

Family- Malvaceae 

Part used- Root, Bark and  

Quantity- 2-3 gm 

Process of Administration- paste of root and bark of the Olatkambal and root of 

Katanoita are mixed properly. Then make tablets from mixture paste and 

drying. The suffering woman takes 2 tablets in each day. 

H) White discharge problems -   

Plant- Local Name- Bash 

Scientific Name-  

Family- Poaceae 
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Part used- Leaf 

Quantity- 12-15 leaves 

Process of Administration- paste juice of Bash leaves is taken in empty stomach 

for 5-6 days.  

I) Tonsil or any throat pain -   

Plant- Local Name- Kanakdutura 

Scientific Name- Datura metel 

Family- Solanaceae 

Part used- Leaf  

Quantity- 3-4 leaves and 10 gm mustered oil 

Process of Administration- Kanakduturaleaves paste is mixed with the mustered 

oil appropriately. Then this mixture is applied on the external surface of the 

throat and ear.  

J) Asthma problem  -   

Plant- Local Name- Kanakdutura 

Scientific Name- Datura metel 

Family- Solanaceae 

Part used- Fruit  

Quantity- 1 fruit per Churut 

Process of Administration- the dried fruit of Kanakdutura is burned until 

transformed into a ash. Then churut (cigarate) is prepared by the ash of fruit and 

smoking daily two times (one churut in one time).  
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Table 

TABLE: 3.1 DISTRIBUTIONS OF FAMILIES ON THE BASIS OF 

SUPERNATURALBELIEF 

 

Category of Villages 
No. of 

families 

Belief in supernatural power 

Yes 

No 

Ghost/Witchcraft/Soul/
spirit 

Type-I 

Rahidi 
22 

(100) 
22 

(100) 
- 

Ladda 
18 

(100) 
16 

(88.89) 
2 

(88.89) 

Total 
40 

(100) 
38 

(95) 
2 

(5) 

Type-II 

Damodarpu
r 

78 
(100) 

61 
(78.21) 

17 
(21.79) 

Borda Sabar 
para 

28 
(100) 

19 
(67.86) 

9 
(32.14) 

Sarasdanga 
55 

(100) 
35 

(63.64) 
20 

(57.14) 

Total 
161 

(100) 
115 

(73.43) 
46 

(28.57) 

Grand Total 
201 

(100) 
153 

(76.11) 
48 

(23.88) 
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TABLE: 3.2 DISEASE AFFECTED FAMILIES (in last 3 years) 

Category of Villages No. of families Affected 
Not 

Affected 

Type-I 

Rahidi 
22 

(100) 
18 

(81.82) 
4 

(18.18) 

Ladda 
18 

(100) 
16 

(88.89) 
2 

(11.11) 

Total 
40 

(100) 
34 

(85) 
6 

(17.65) 

Type-II 

Damodarpur 
78 

(100) 
62 

(79.49) 
16 

(20.51) 

Borda Sabar 
para 

28 
(100) 

20 
(71.43) 

8 
(28.57) 

Sarasdanga 
55 

(100) 
41 

(74.54) 
14 

(25.45) 

Total 
161 

(100) 
121 

(75.15) 
38 

(23.60) 

Grand Total 
201 

(100) 
155 

(77.11) 
44 

(21.89) 
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TABLE: 3.3 VILLAGERS AFFECTED BY DISEASES [last 3 yrs.] 

Category of Villages 
No. of 
familie

s 

Disease affected Total population 

M F M F 

Type-I 

Rahidi 
22 

(100) 
32 

(72.72) 
36 

(78.26) 
44  

(100.00) 
46 

 (100.00) 

Ladda 
18 

(100) 
26 

(74.28) 
33 

(80.49) 
35 

 (100.00) 
41 

 (100.00) 

Total 
40 

(100) 
58 

(73.42) 
69 

(79.31) 
79  

(100.00) 
87 

 (100.00) 

Type-II 

Damodarpu
r 

78 
(100) 

153 
(84.53) 

167 
(79.90) 

181  

(100.00) 

209 

 (100.00) 

Borda Sabar 
para 

28 
(100) 

53 
(76.81) 

51 
(78.46) 

69 

 (100.00) 

65 

 (100.00) 

Sarasdanga 
55 

(100) 
48 

(76.19) 
28 

(57.14) 
63 

 (100.00) 
49  

(100.00) 

Total 
161 

(100) 
254 

(81.15) 
246 

(76.16) 
313 

 (100.00) 
323 

(100.00) 

Grand Total 
201 

(100) 
312 

(79.59) 
315 

(76.83) 
392  

(100.00) 
410 

 (100.00) 
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TABLE: 3.4.1 DISEASE AFFECTED PERSONS IN RAHIDI VILLAGE 

[last 3 yrs.] 

Age Group 
Total Disease affected person 

M F M F 

0 to 4 
12 

(100) 

9 

(100) 

7 
(58.33) 

8 
(88.89) 

5 to 9 
5 

(100) 

10 

(100) 

4 
(80) 

6 
(60) 

10 to 14 
2 

(100) 

1 

(100) 

2 
(100) 

1 
(100) 

15 to 19 
1 

(100) 

1 

(100) - 
1 

(100) 

20 to 24 
4 

(100) 

4 

(100) 

4 
(100) 

3 
(75) 

25 to 29 - 

14 

(100) - 
11 

(78.57) 

30 to 34 
4 

(100) - 

4 
(100) - 

35 to 39 
4 

(100) 

1 

(100) 

2 
(50) 

1 
(100) 

40 to 44 
5 

(100) 

5 

(100) 

4 
(80) 

4 
(80) 

45 to 49 
2 

(100) - 

2 
(100) - 

50 to 54 
4 

(100) - 

3 
(75) - 

55 to 60 - - - - 

61 to 65 - - - - 

66 to 69 - - - - 

70 & 70+ 

1 

(100) 

1 

(100) 
1 

(100) 

 
1 

(100) 

Total 

44 
(100) 

46 
(100) 

32 
(72.72) 

36 
(78.26) 
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TABLE: 3.4.2 DISEASE AFFECTED PERSONS IN LADDA  VILLAGE 

[last 3 yrs.] 

 

Age 
Group 

Total Disease affected person 

M F M F 

0 to 4 - 

1 

(100) - 
1 

(100) 

5 to 9 
3 

(100) 

5 

(100) 

2 
(66.67) 

5 
(100) 

10 to 14 
6 

(100) 

10 

(100) 

4 
(66.67) 

8 
(80) 

15 to 19 
4 

(100) 

3 

(100) 

3 
(75) 

2 
(66.67) 

20 to 24 
1 

(100) 

4 

(100) 

1 
(100) 

3 
(75) 

25 to 29 
3 

(100) 

 

2 

(100) 

3 
(100) 

2 
(100) 

30 to 34 
2 

(100) 

5 

(100) 

1 
(50) 

4 
(80) 

35 to 39 - 

1 

(100) - 
1 

(100) 

40 to 44 
7 

(100) 

4 

(100) 

4 
(57.14) 

2 
(50) 

45 to 49 - 

 

3 

(100) - 
2 

(66.67) 

50 to 54 
2 

(100) - 

2 
(100) - 

55 to 60 
3 

(100) - 

2 
(66.67) - 

61 to 65 
2 

(100) 

2 

(100) 

2 
(100) 

2 
(100) 

66 to 69 
1 

(100) 

1 

(100) 

1 
(100) - 

70 & 70+ 
1 

(100) - 

1 
(100) 

1 
(100) 

Total 

35 
(100) 

41 
(100) 

26 
(74.28) 

33 
(80.49) 
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TABLE: 3.4.3 DISEASE AFFECTED PERSONS IN DAMODARPUR VILLAGE  [last 
3 yrs.] 

Age 
Group 

Total Disease affected person 

M F M F 

0 to 4 
26 

(100) 

23 

(100) 

21 
(80.76) 

19 
(82.61) 

5 to 9 
32 

(100) 

39 

(100) 

26 
(81.25) 

32 
(82.05) 

10 to 14 
20 

(100) 

27 

(100) 

17 
(85) 

24 
(88.89) 

15 to 19 
7 

(100) 

10 

(100) 

7 
(100) 

8 
(80) 

20 to 24 
14 

(100) 

26 

(100) 

12 
(85.71) 

12 
(46.15) 

25 to 29 
23 

(100) 

27 

(100) 

18 
(78.26) 

21 
(77.77) 

30 to 34 
14 

(100) 

9 

(100) 

12 
(85.71) 

8 
(88.89) 

35 to 39 
13 

(100) 

11 

(100) 

10 
(76.92) 

10 
(90.91) 

40 to 44 
7 

(100) 

10 

(100) 

6 
(85.71) 

8 
(80) 

45 to 49 
8 

(100) 

5 

(100) 

8 
(100) 

5 
(100) 

50 to 54 
4 

(100) 

4 

(100) 

4 
(100) 

4 
(100) 

55 to 60 
5 

(100) 

5 

(100) 

4 
(80) 

4 
(80) 

61 to 65 
6 

(100) 

8 

(100) 

6 
(100) 

7 
(87.5) 

66 to 69 
2 

(100) 

5 

(100) 

2 
(100) 

5 
(100) 

70 & 70+ - - - - 

Total 
181 

(100) 

209 

(100) 

153 
(84.53) 

167 
(79.90) 
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TABLE: 3.4.4 DISEASE AFFECTED PERSONS IN BORDA SABAR 

PARA VILLAGE [last 3 yrs.] 

 

Age Group 
Total Disease affected person 

M F M F 

0 to 4 
9 

(100) 

7 

(100) 

8 
(88.89) 

6 
(85.71) 

5 to 9 
7 

(100) 

5 

(100) 

6 
(85.71) 

5 
(100) 

10 to 14 
6 

(100) 

6 

(100) 

5 
(83.33) 

6 
(100) 

15 to 19 
4 

(100) 

10 

(100) 

3 
(75) 

7 
(70) 

20 to 24 
8 

(100) 

12 

(100) 

6 
(75) 

9 
(75) 

25 to 29 
1 

(100) 

8 

(100) 

1 
(100) 

6 
(75) 

30 to 34 
8 

(100) 

5 

(100) 

7 
(87.5) 

4 
(80) 

35 to 39 
6 

(100) 

2 

(100) 

6 
(100) 

2 
(100) 

40 to 44 
5 

(100) 

3 

(100) 

3 
(60) 

2 
(66.67) 

45 to 49 
5 

(100) 

1 

(100) 

2 
(40) - 

50 to 54 
2 

(100) 

2 

(100) 

2 
(100) 

1 
(50) 

55 to 60 
3 

(100) 

1 

(100) 

1 
(33.33) - 

61 to 65 
3 

(100) - 

1 
(33.33) - 

66 to 69 
1 

(100) 

2 

(100) 

1 
(100) 

2 
(100) 

70 & 70+ 
1 

(100) 

1 

(100) 

1 
(100) 

1 
(100) 

Total 
69 

(100) 

65 

(100) 

53 
(76.81) 

51 
(78.46) 
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TABLE: 3.4.5 DISEASE AFFECTED PERSONS IN SARASDANGA 

VILLAGE [last 3 yrs.] 

Age Group 
Total Disease affected person 

M F M F 

0 to 4 
10 

(100) 

9 

(100) 

10 
(100) 

7 
(77.78) 

5 to 9 
5 

(100) 

10 

(100) 

5 
(100) 

8 
(80) 

10 to 14 
5 

(100) 

6 

(100) 

5 
(100) 

3 
(50) 

15 to 19 
1 

(100) 

1 

(100) 

1 
(100) - 

20 to 24 
4 

(100) 

4 

(100) 

4 
(100) 

2 
(50) 

25 to 29 
10 

(100) 

5 

(100) 

9 
(90) 

2 
(40) 

30 to 34 
4 

(100) - 

3 
(75) - 

35 to 39 
12 

(100) 

4 

(100) 

10 
(83.33) 

2 
(50) 

40 to 44 
4 

(100) 

5 

(100) 

4 
(100) 

2 
(40) 

45 to 49 
2 

(100) - 

2 
(100) - 

50 to 54 
5 

(100) 

3 

(100) 

4 
(80) 

1 
(33.33) 

55 to 60 - - - - 

61 to 65 
1 

(100) 

2 

(100) 

1 
(100) 

1 
(50) 

66 to 69 - - - - 

70 & 70+ - - - - 

Total 
63 

(100) 

49 

(100) 

48 
(76.19) 

28 
(57.14) 
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TABLE: 3.5 CONCEPTS OF DISEAS

Category of Villages 

Male Female 

Natural Supernatural  Can't say Total Natural Supernatural  
Can't 

say 
Total 

Type-I 

Rahidi 
16 

(50) 

12 

(37.5) 

4 

(12.5) 

32 

(100) 

18 

(50) 

10 

(27.78) 

8 

(22.22) 

36 

(100) 

Ladda 
12 

(46.15) 

8 

(30.76) 

6 

(23.07) 

26 

(100) 

14 

(42.42) 

13 

(39.39) 

6 

(18.18) 

33 

(100) 

Total 
28 

(48.27) 

20 

(34.48) 

10 

(17.24) 

58 

(100) 

32 

(46.37) 

23 

(46.38) 

14 

(20.29) 

69 

(100) 

Type-

II 

Damodarpur 
71 

(46.40) 

38 

(24.84) 

44 

(28.76) 

153 

(100) 

80 

(47.90) 

56 

(33.53) 

31 

(18.56) 

167 

(100) 

Borda Sabar 

para 
3 

(60.38) 

16 

(30.19) 

5 

(9.43) 

53 

(100) 

31 

(60.78) 

13 

(25.49) 

7 

(13.72) 

51 

(100) 

Sarasdanga 
36 

(75) 

6 

(12.5) 

6 

(12.5) 

48 

(100) 

18 

(64.28) 

8 

(28.57) 

2 

(7.14) 

28 

(100) 

Total 
139 

(54.72) 

50 

(19.68) 

55 

(21.65) 

254 

(100) 

129 

(52.44) 

77 

(31.30) 

40 

(16.26) 

246 

(100) 

Grand Total 

167 

(53.52) 

70 

(22.43) 

65 

(20.83) 

312 

(100) 

161 

(51.11) 

100 

(31.75) 

54 

(17.14) 

315 

(100) 
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TABLE: 3.6 NATURE OF TREATMENT

Category of Villages 

Male Female 

T M Both Total T M Both Total 

Type-
I 

Rahidi 
20 

(62.5) 
6 

(18.75) 
6 

(18.75) 
32 

(100) 
21 

(58.33) 
7 

(19.44) 
8 

(22.22) 
36 

(100) 

Ladda 
14 

(53.84) 
7 

(26.92) 
5 

(19.23) 
26 

(100) 
22 

(66.67) 
3 

(9.09) 
8 

(24.24) 
33 

(100) 

Total 
34 

(58.62) 
13 

(22.41) 
11 

(18.96) 
58 

(100) 
43 

(62.32) 
10 

(14.49) 
16 

(23.19) 
69 

(100) 

Type-
II 

Damodarpur 
78 

(50.98) 
32 

(20.91) 
43 

(28.10) 
153 

(100) 
92 

(55.09) 
25 

(14.97) 
50 

(29.94) 
167 

(100) 

Borda Sabar 
para 

28 
(52.83) 

14 
(26.41) 

11 
(20.75) 

53 
(100) 

31 
(60.78) 

11 
(21.57) 

9 
(17.65) 

51 
(100) 

Sarasdanga 
22 

(45.83) 
16 

(33.33) 
10 

(20.83) 
48 

(100) 
14 

(50) 
8 

(28.57) 
6 

(21.43) 
28 

(100) 

Total 
128 

(50.39) 
62 

(24.41) 
64 

(25.20) 
254 

(100) 
137 

(55.69) 
44 

(17.89) 
65 

(26.42) 
246 

(100) 

Grand Total 
162 

(51.92) 
75 

(24.04) 
75 

(24.04) 
312 

(100) 
195 

(61.90) 
87 

(27.62) 
81 

(25.71) 
315 

(100) 

T- Traditional 
treatment, M- 

Modern 
treatment 
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TABLE: 3.7 RESULT OF TREATMENT (TRADITIONAL) 

Category of Villages 

Male Female 

Cured  
Not 

Cured 
Total Cured  

Not 
Cured 

Total 

Type-
I 

Rahidi 
12 

(60) 
8 

(40) 
20 

(100) 
11 

(52.38) 
10 

(47.62) 
21 

(100) 

Ladda 
8 

(57.14) 
6 

(42.86) 
14 

(100) 
15 

(68.18) 
7 

(31.82) 
22 

(100) 

Total 
20 

(58.82) 
14 

(41.18) 
34 

(100) 
26 

(60.46) 
17 

(39.53) 
43 

(100) 

Type-
II 

Damodarpur 
48 

(61.54) 
30 

(38.46) 
78 

(100) 
72 

(78.26) 
20 

(21.73) 
92 

(100) 

Borda Sabar 
para 

18 
(64.28) 

10 
(35.71) 

28 
(100) 

21 
(67.74) 

10 
(32.26) 

31 
(100) 

Sarasdanga 
14 

(63.64) 
8 

(36.36) 
22 

(100) 
7 

(50) 
7 

(50) 
14 

(100) 

Total 
80 

(62.5) 
48 

(37.5) 
128 

(100) 
100 
(73) 

37 
(27) 

137 
(100) 

Grand Total 
100 

(61.73) 
62 

(38.27) 
162 

(100) 
126 

(64.61) 
54 

(27.69) 
195 

(100) 
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Section-A 

A. 4.1- Health Service Scenario of the Country: 

India is drawing the world‘s attention, not only because of its 

population explosion but also because of its prevailing as well as emerging 

health profile and profound political, economic and social transformations. 

India has traditionally been a rural, agrarian economy. Nearly three 

quarters of the population, currently 1.2 billion, still live in rural areas. 

However, India‘s thriving economy is raising average income levels, 

driving rapid urbanization, creating an expanding middle class and 

increasing awareness of health insurance. More women are entering the 

work- force that further boosts the purchasing power of Indian households. 

However, nearly 400 million people in India live on less than 1.25 USD 

(PPP) per day 1, and 44 per cent of all children are malnourished and the 

infant and women mortality rates are still unacceptably high despite 

earnest efforts by the government (World Bank data). Healthcare is one of 

India's largest service sectors. The Indian healthcare sector can be viewed 

as a glass half empty or a glass half full. This sector has been challenges 

some challenges including the need to reduce mortality rates, improve 

physical infrastructure, necessity to provide health insurance, ensuring 

availability of trained medical personnel etc. There has been a rise in both 

communicable/infectious diseases and non-communicable diseases, 

including chronic diseases. While ailments such as poliomyelitis, leprosy, 

and neonatal tetanus will soon be eliminated, some infectious diseases 

once thought to be under control, for example dengue fever, viral hepatitis, 
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tuberculosis, malaria, and pneumonia have re- turned in force or have 

developed a stubborn resistance to drugs.  

As Indians live more affluent lives and adopt unhealthy diets that are high 

in fat and sugar, the country is experiencing a rapidly rising trend in non-

communicable diseases such as hypertension, cancer, and diabetes that is 

expected to grow at a faster rate than infectious diseases. In addition, the 

growing elderly population will place an enormous burden on India‘s 

healthcare systems and services.   

The organisation at the national level consists of the Union Ministry of 

Health and Family Welfare (MoHFW). In each State, the organisation is 

under the State Department of Health and Family Welfare that is headed 

by a State Minister and with a Secretariat under the charge of the 

Secretary/Commissioner (Health and Family Welfare) belonging to the 

cadre of Indian Administrative Service (IAS).The Indian systems of 

medicine consist of both Allopathy and AYUSH (Ayurveda, Yoga, Unani, 

Siddha and Homeopathy). 

A.4.1.1-Rural Health Care System – the structure and current 

scenario  
 The health care infrastructure in rural areas has been developed as a three 

tier system      (Chart A1) and is based on the following population norms:   

 

  Chart-A1-Population Norms                 

Centre                                Plain Area            Hilly/Tribal/Difficult Area  

Sub Centre                             5000                              3000                            
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Primary Health Centre          30,000                         20,000                             

Community Health Centre    1,20,000                       80,000    

Source: Rural Health Statistics, MOHFW, GOI, 2007 

A.4.1.1.1-Sub Centres (SCs)- 

The Sub Centre is the most peripheral and first contact point between the 

primary health care system and the community. Sub Centres are assigned 

tasks relating to interpersonal communication in order to bring about 

behavioural change and provide services in relation to maternal and child 

health, family welfare, nutrition, immunization, diarrhoea control and 

control of communicable diseases  programmes. Each Sub Centre is 

required to be manned by at least one auxiliary nurse midwife (ANM) / 

female health worker and one male health worker. Under NRHM, there is 

a provision for one additional second ANM on contract basis.  One lady 

health visitor (LHV) is entrusted with the task of supervision of six Sub 

Centres.  Government of India bears the salary of ANM and LHV while 

the salary of the Male Health Worker is borne by the State governments. 

Under the Swap Scheme, the Government of India has taken over an 

additional 39,554 Sub Centres from State governments / Union territories 

since April, 2002 in lieu of 5,434 Rural Family Welfare Centres 

transferred to the State governments / Union territories. There were 

1,52,326 Sub Centres functioning in the country as on 31st March, 2014. 

(Rural Health Statistics, MOHFW, GOI, 2007 

4.1.1.2 -Primary Healthcare Services (PHCs)   
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     PHC is the first contact point between village community and the 

medical officer. The PHCs were envisaged to provide an integrated 

curative and preventive health care to the rural population with emphasis 

on preventive and promotive aspects of health care. The PHCs are 

established and maintained by the State governments under the Minimum 

Needs Programme (MNP)/ Basic Minimum Services (BMS) Programme. 

As per minimum requirement, a PHC is to be manned by a medical officer 

supported by 14 paramedical and other staff (See Annexure-I for IPHS 

norms).  Under NRHM, there is a provision for two additional staff nurses 

at PHCs on contract basis. It acts as a referral unit for 6 Sub Centres and 

has 4 - 6 beds for patients.  The activities of PHC involve curative, 

preventive, promotive and family welfare services.  There were 25,020 

PHCs functioning in the country as on 31st March, 2014. 

The primary health care infrastructure provides the first level of contact 

between the population and health care providers. Realising its importance 

in the delivery of health services, the centre, states and several government 

related agencies simultaneously started creating primary health care 

infrastructure and manpower. This has resulted in substantial amount of 

duplication of the infrastructure and manpower.     

The government funded primary health care institutions include, sub-

centers and community Health centers.   

A.4.1.2- Health Infrastructure- 
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A health system is composed of various elements such as infrastructure, 

human resources, financial system. Adequate infrastructure which includes 

buildings, equipment, supplies and communication equipment form a 

crucial part for health services (Kleczkowski. Et.al 1984). Poor 

infrastructure leads to poor quality of health services, which in turn not 

only wastes resources but its positively dangerous to health and welfare of 

the patients and the community at large. The poor suffers more if 

Government are not functional or are of poor quality as they do not have 

other choices.  

India is at the crossroads of an exciting and challenging period in its 

history. Making healthcare affordable and accessible for all its citizens is 

one of the key focus areas of the country today. The challenge is immense, 

as nearly 73% of the country‘s population lives in rural areas and 26.1% is 

below poverty level. While on one hand, India lacks strong healthcare 

infrastructure, on the other hand, the country has several inherent 

weaknesses in its healthcare system. Though the overall level of funding 

allocated for healthcare nationally is comparatively high (4.1% of GDP2), 

the government‘s funding is low compared to other emerging nations. The 

health care delivery segment is dominated by the private sector in India, 

with 70% of the total delivery market in India catered to by the private 

sector. This presents the country with both a challenge and opportunity to 

not only increase the penetration of quality health services but also be the 

growth driver in these regions. The central government has given priority 

to healthcare and is making significant investments to improve the 

infrastructure and delivery mechanism jointly with the state governments 
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(who will act as the primary implementer) through National Rural Health 

Mission (NRHM). Before NRHM, the healthcare system in India was 

marked with significant disparities between urban and rural areas as well 

as between different states. The public delivery system did not provide 

enough incentives for improvement. Under NRHM, a manifold increase in 

the allocation for the healthcare sector has taken place across all Indian 

states. The central government has also proposed the National Urban 

Health Mission (NUHM) scheme to improve the affordability and 

accessibility of healthcare services for the urban poor with a focus on slum 

dwellers and other vulnerable groups. Several central sponsored as well as 

state sponsored health insurance schemes have also been introduced for the 

economically backward.       

The demographic indicators of the country help in identifying areas 

requiring policy and programmed intervention, deciding priorities short-

term and long-term goals. The National Health Profile, 2010, compiled by 

the Central Bureau of Health Intelligence, reveals the following key 

demographic data:  

• The sex ratio (females per 1,000 males) has shown a slight improvement 

in the last two decades, it was 926, 933 and 940 during the 1991, 2001 and 

2011 census respectively.  

• The birth rate declined from 26.1 in 1999 to 22.5 in 2009, while the death 

rate declined from 8.7 to 7.3 per 1,000 persons over the same period.   
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• Life expectancy at birth has increased from 59.7 years in 1991-95 to 62.6 

years in 2002-06 for males and from 60.9 years in 1991-95 to 64.2 years in 

2002-06 for females.  

• The increase in life expectancy is leading to an increase in the number of 

elderly persons in the population creating a demand for specific health 

facilities.  

• The IMR has declined considerably from 70 in 1999 to 50 per 1,000 live 

births in 2009 though the difference between rural (55) and urban (34) 

IMR is still high. 

As India continues its economic development, the proportion of the elderly 

in India‘s population will rise and is expected to increase to nearly 11.8% 

by the year 20257 .This will have several implications as the elderly 

population needs greater healthcare facilities, which will require higher 

health care expenditures than other population groups. In 2005, the 

National Commission on Macroeconomics and Health identified the major 

classes of health conditions that contributed more than 80% of the overall 

disease burden in India and require priority policy attention. The following 

table presents the disease-burden estimations for the identified health 

conditions: See Table above. The Reproductive and Child Health 

programme, part of the National Health Profile 2010, reveals the 

following:  

• 52% mothers had at least three antenatal care visits for their last birth.  
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• 46.6% of child births were assisted by a doctor, nurse, ANM or other 

health personnel. 

 • 38.7% of institutional births were reported.  

• 43.5% of children between the age of 12 and 23 months age were fully 

immunized with BCG, measles, and three doses each of polio/DPT.  

• 5.1% of children between the age of 12 and 23 months did not receive 

any immunisation. 

 (Ref. Source- National Health Profile, 2010) 

It is an accepted fact that the most of the rural areas in India suffer 

from perilous atmosphere and abysmal living conditions. Unsafe and 

unhygienic birth practices, unclean water, poor nutrition, subhuman 

habitats, and degraded and unsanitary environments are characteristics of 

the rural areas, making the rural habitats the first victim of epidemics. 

Adding to this, another fact is that the majority of the rural population is 

with limited resources that they spend chiefly on food and necessities such 

as clothing and shelter. They have no money left to spend on health and 

are fighting a constant battle for survival and health.  

Provision and accessibility to health facilities is a critical factor in 

effective health treatment for people in rural areas of India, where in many 

areas accessibility is diminished by absence of all-weather roads, making 

access subject to weather conditions. Keeping this in view, the Govt. Of 

India launched its flagship programme, ―The National Rural Health 

Mission (NRHM), 2005-12‖, to provide effective healthcare to the rural 
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population throughout the country with special focus on 18 states. To 

monitor the performance and quality of the health services being provided 

under NRHM, the Ministry of Health & Family Welfare has put in place 

several mechanisms that strengthen the monitoring and evaluation 

systems, through performance statistics, surveys, community monitoring, 

quality assurance etc. An important component under NRHM is 

strengthening of rural health infrastructure including physical 

infrastructure and buildings, manpower and other facilities. Timely and 

updated data is therefore a pre-requisite for proper formulation and 

effective implementation of various schemes and programmes under 

NRHM, to assess the effectiveness of the interventions and to monitor 

their progress. 

In spite of the efforts of the government, these Tribal areas 

continue to suffer from poor maternal and child health services and 

ineffective coverage under national health and nutrition programmes. 

Research and data available through surveys have found that infrastructure 

like Sub-Centres, Community Health Centres (CHCs), Public Health 

Centres (PHCs) and others are less than required in the tribal areas. NFHS-

I, II and III data show trends of deteriorating health indicators and 

socioeconomic status of the tribal population in comparison to national 

statistics. 

Despite lowering of the minimum population norms for Typing up 

of Sub Centers, PHCs and CHCs in tribal areas and also the continuous 

efforts of the Government of India and the State Governments, the RHS 
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Bulletin, published by MoHFW in April 2013 and depicting data till 

March 2012, shows that there is still lot of shortfall in the rural, 

particularly in the tribal areas. The RHS 2012 gives the details of the 

population norms for each level of rural health infrastructure and current 

status against these norms and availability of manpower is one of the 

important prerequisite for the efficient functioning of the Rural Health 

services. The RHS 2012 provides the availability of manpower at the Sub 

centres, PHCs and CHCs in the tribal. 

A.4.1.2.1- Multipurpose Health Worker: 

The concept of Multipurpose Health Workers (Male and Female) was 

introduced in 1974 for the delivery of preventive and promotive health 

care services to the community at the level of Sub-Health Centres (SHCs), 

the most peripheral health facilities, covering 5000 population in plains 

and 3000 population in hilly/ tribal/ difficult areas. The Multipurpose 

Health Worker (Male) is the grass root health functionary for the control of 

communicable diseases including Malaria, TB, Leprosy, Water Borne 

Diseases, as well as Environmental Sanitation, detection of disease 

outbreaks and their control, health education etc. The non availability of 

MPHW (Male) across the states has been one of the critical issues in 

implementation of national programmes including National Vector Borne 

Disease Control Program (NVBDCP), Revised National Tuberculosis 

Control Programme (RNTCP), and National Leprosy Eradication 

Programme (NLEP).  
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The worst impact has been on malaria control. The malaria workers were 

originally supported by the Central Government, and the States had to take 

them over once the National Malarial Eradication Programme entered into 

maintenance phase. These malaria workers and other basic health workers, 

vaccinators, family planning workers etc. were later on designated as 

MPHW (Male) on introduction of Multipurpose Health Workers Scheme 

as per the recommendation of Kartar Singh Committee (1973). They were 

given a smaller population to meet the community health needs by 

establishing health linkages with the local community. The 

implementation of public health measures such as collection of drinking 

water samples, environmental sanitation, school health, adolescent health 

programs and other National Health Programs etc. have limited success 

largely due to non availability of male health workers at SHCs. The non 

availability of health workers (Male) also has been adversely affecting the 

implementation of maternal and child health programs due to 

overburdening of the available ANMs. Introduction of several national 

health programs for non communicable diseases during 12th five year plan 

period also required the services of MPHW (Male) for their effective 

implementation at field level. 

A. 4.1.3- Health Status of the Hill Kharia :  

On almost all the indices of health, the status of health of Hill Kharia was 

poor in all studied at Purulia and Bankura. This research work, revealed 

that the studied population faced various approaches which have direct 

effect on health scenario of the population health, those approaches were 

closely associated with:- 
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a) Poverty  

b) Illiteracy  

c) Plural residence  

d) Knowledge, attitude and practice  

e) Under-privileged status and ecological factors.  

In my all studied villages (Type 1 and 2) the aspects from various levels 

reveal that said tribal communities have poor health status. The prevalence 

of blindness, tuberculosis, leprosy, malaria, goitre, vitamin and nutritional 

deficiency, worm-infestations etcare reported.  It was high in both types of 

villages. They lived with poor sanitation arrangements. There is no such 

toilet and sanitation system in all type of villages. This poor health status 

of the studied VTGs was to a large extent because of their rural and 

remoteness. 

Hill Kharia of Purulia and Bankura, believed in a number of superstitions 

and taboos regarding food habits. For example, milk is a taboo. They are 

still ignorant regarding the value of immunization and vaccination. Poor 

personal hygiene made them, particularly the children below five years, 

prove to infections. The unshakable faith in witchcraft, magic, sorcery, etc. 

was a barrier in being open to change and adopting the advanced medical 

methods of fostering health. 

Tribals in India are certainly an under-privileged group. They are socially 

as well as economically weaker than the rest of the population. Even 

among the other under-privileged groups they are economically the 
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weakest and socially distant. Tribal inhabit all over the country. The 

ecology, geography and climate especially in the hill regions posed a 

barrier to their health and quality of life. The movement of men, materials 

and knowledge became difficult in view of the rugged terrain and its 

inaccessibility. The food habits of the tribes are different and due to a very 

restricted type of food products, in their environment they didn't get 

sufficient amount of nutrients leading to alarmingly high levels of 

malnutrition.  

A.4.1.4-Tribals and National Health Policy-  

India today possesses as never before, a sophisticated arsenal of 

interventions, technologies and knowledge required for providing health 

care to her people. Yet the gaps in health outcomes continue to widen. On 

the face of it, much of the ill health, disease, premature death, and 

suffering we see on such a large scale is needless, given the availability of 

effective and affordable interventions for prevention and treatment.  The 

National Health Policy addresses the urgent need to improve the 

performance of health systems. It is being formulated at the last year of the 

Millennium Declaration and its Goals, in the global context of all nations 

committed to moving towards universal health coverage. Given the two-

way linkage between economic growth and health status, this National 

Health Policy is a declaration of the determination of the Government to 

average economic growth to achieve health outcomes and an explicit 

acknowledgement that better health contributes immensely to improved 

productivity as well as to equity. 
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The primary aim of the National Health Policy, 2015, is to inform, clarify, 

strengthen and prioritize the role of the Government in shaping health 

systems in all its dimensions investment in health, organization and 

financing of healthcare services, prevention of diseases and promotion of 

good health through cross sectorial action, access to technologies, 

developing human resources, encouraging medical pluralism, building the 

knowledge base required for better health, financial protection strategies 

and regulation and legislation for health. (Source- Draft of National Health 

Policy, 2015) 

The dilemma in preparing any policy for the Scheduled Tribes in India is 

how to strike, the right balance between preservation of tribal identity, 

culture and values, protecting the tribes from being swamped by 

mainstream lifestyles, while increasing and ensuring their access to 

mainstream education, health care and income generation so that the 

quality of their life is improved. The Panchsheel of Pandit Jawahar Lal 

Nehru which laid the foundation of State Policy towards tribal 

development aimed at providing an enabling framework for the tribal 

people to move according to their own genius in a system of self-

governance while sharing the benefits of development, retaining the best 

elements of their tradition, cultural life and ethos. The implementation of 

this, however, is fraught with problems because not only is the number of 

individual tribes scheduled under the Constitution quite large (standing 

today at nearly 700 State specific Scheduled Tribes), but also because the 

heterogeneity is immense. Each tribe is quite distinct from the other with, 

usually, separate languages and dialects, customs, cultural practices and 
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life styles. To preserve this immense diversity is an enormously difficult 

task, particularly since, in bringing the benefits of development to them in 

education, health and income generation, a significant amount of 

mainstreaming, and consequent loss of diversity, is inevitable. (National 

Tribal Policy, 2006). 

Though the Constitution of India contains several provisions for the 

protection and development of Scheduled Tribes, and to ensure a level 

playing field for Scheduled Tribes and other vulnerable groups, and 

though several other Central and State Acts, instruments and 

pronouncements which have similar objectives are in existence, there is no 

single policy which looks at the issue of protection and development of 

Scheduled Tribes in an integrated and holistic manner. In order to address 

the issues concerning lower HDI, poor infrastructure, diminishing control 

over the natural resource base, persistent threats of eviction from their 

habitat, exclusion from mainstream society and economy in distribution of 

wealth and opportunities, and non-empowerment, and to place STs on a 

progressive and constructive path and make them active partners in nation 

building, a National Policy for the Scheduled Tribes is considered 

necessary. The policy will facilitate translation of the Constitutional 

safeguards into reality, with simultaneous socio-economic development. 

A. 4.1.4.1-Objective of the policy-  

The National Tribal Policy shall have the following objectives: 

 Regulatory Protection:  
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- Providing an environment conducive to the preservation of traditional 

and customary systems and regime of rights and concessions enjoyed by 

different ST communities, and reconciliation of modes of socio-economic 

development with these; 

- Preventing alienation of land owned by STs and restoring possession of 

wrongfully alienated lands; - Protection and vesting of rights of STs on 

forest lands and other forest rights including ownership over minor forest 

produce (MFP), minerals and water bodies through appropriate legislations 

and conversion of all forest villages into revenue villages; 

 - Providing a legislative frame for rehabilitation and re-settlement in order 

to minimise displacement, ensure that affected persons are partners in the 

growth in the zone of influence, provide for compensation of social and 

opportunity cost in addition to market value of the land and rights over 

common property resources - the concept of net present value (NPV);  

- Empowerment of tribal communities to promote self-governance and 

self-rule as per the provisions and spirit of the Panchayats (Extension to 

the Scheduled Areas) Act, 1996. 

 - Protection of political rights to ensure greater and active participation of 

tribals in political bodies at all levels. 

A.4.1.4.2- Developments under the National Rural Health 

Mission:  

Across States, there are major increases in outpatient attendance, bed 

occupancy and institutional delivery. However these developments were 
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uneven and more than 80% of the increase in services is likely to have 

been contributed by less than 20% of the public health facilities. Further, 

States with better capacity at baseline were able to take advantage of 

NRHM financing sooner, while high focus States had first to revive or 

expand their nursing and medical schools and revitalize their management 

systems. Larger gaps in baselines and more time taken to develop capacity 

to absorb the funds meant that gaps between the desired norms and actual 

levels of achievement were worse in high focus states. Inefficiencies in 

fund utilization, poor governance and leakages have been a greater 

problem in some of the weaker states. Much of the increase in service 

delivery was related to select reproductive and child health services and to 

the national disease control programmes, and not to the wider range of 

health care services that were needed. Action on social determinants of 

health was even weaker. 

A.4.1.4.3-Preventive and Promotive Health:  

Addressing the wider social and environmental determinants of health the 

National Health Policy is based on the goal of attainment of highest level 

of health, and not merely the absence of disease or disability. To realize 

this vision, the policy mandates the Ministry of Health and Family Welfare 

to provide a roadmap for a series of coordinated policy initiatives and 

practical actions, to be implemented across all sectors. This is in line with 

the emergent international ―Health in All‖ approach as complement to 

Health for All. 
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Given the multiple determinants of health, it is clear that a prevention 

agenda that addresses the social and economic environment requires, 

multilevel interventions that involve sectors such as food and nutrition, 

education, safe drinking water and sanitation, housing, 

employment,industrial and occupational safety, welfare including social 

protection, family and community services and  tribal health hazards. 

Amongst the various possibilities for action, the health policy identifies 

coordinated action on seven priority areas for improving the environment 

for health with measurable achievements through well thought out and 

financed institutional mechanisms. These include:  

A.4.1.4.3.1- The Swachh Bharat Abhiyan, which is already in place, 

would be supported, and whose success would be measured by the 

reduction of water and vector borne diseases and declines in improperly 

managed solid waste. 

A.4.1.4.3.2- Balanced and Healthy Diets: This would be promoted 

through action in Anganwadi centers and schools and would be measured 

by the reduction of malnutrition, and improved food safety. 

A.4.1.4.3.3-Addressing Tobacco, Alcohol and Substance Abuse: (Nasha 

Mukti Abhiyan) Success would be judged in terms of measurable 

decreases in use of tobacco, alcohol and substance abuse. 

A.4.1.4.3.4- Yatri Suraksha: Deaths due to rail and road traffic accidents 

should decline through a combination of response and prevention 



239 

 

measures that ensure road and rail safety-. This concept could be expanded 

to include injuries on account of other causes. 

A.4.1.4.3.5- Nirbhaya Nari- Action against gender violence ranging from 

sex determination, to sexual violence would be addressed through a 

combination of legal measures, implementation and enforcement of such 

laws, timely and sensitive health sector responses, and working with young 

men. 

A.4.1.4.3.6- Reduced stress and improved safety in the work place would 

include action on issues of employment security, preventive measures at 

the work place including adequate exercise and movement, and 

occupational health- strengthening understanding of occupational disease 

epidemiology and demonstrate measurable decreases. 

A.4.1.4.3.7- Action would be taken on reducing indoor and outdoor air 

pollution and measured through decreases in respiratory disease especially 

in children, and other pollution related illnesses. 

Promotion of Yoga at the work-place, in the schools and in the community 

would also be an important form of health promotion that has a special 

appeal and acceptability in the Indian context. The National Health Policy 

recognizes the key role that health research plays in the development of a 

nation‘s health. Health research internationally incorporates two 

approaches (i) research on country specific health problems necessary to 

formulate sound policies and plans for field action; and (ii) contributions 

to global health research aimed at developing new 51 knowledge and 
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technologies to solve health problems of general significance, which are 

also relevant to the population of the country.  

Section-B 

B.4.1 Treatment by Modern Medical Institutions and Practitioners: 

 

Selected Case Studies: 

 

It is needed to mention here that the studied villagers had to go to various 

medical institutions and medical practitioners for their treatment. But 

variations were reported considering the village sector, category, economy, 

educational status and sex of the villagers from the medical institutions. 

Selected case studies and analysis of tables can give a better interpretation 

in the context of treatment of the disease affected villagers by the various 

institutions and personnel. 

 

Case Studies: 

 

According to the analysis of the Preliminary Schedule Form (PSF) the 

sample of the detailed case study of the patients in the five studied village 

sectors were chosen. Some important categories were made for sampling 

the disease affected people (in last five years). The categories are as 

follows- 

(i) Sex 

(ii) Procedure of treatment (traditional/ modern/ both) 

(iii)Family income (higher/lower) 

The relevant cases are given here for better interpretation of different 

above discussed issues. 

Abbreviations of categories are as follows- 
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M: Male; 

F: Female; 

L: Lower income group; 

H: Higher income group; 

M: Modern treatment; 

B: Both (modern and traditional treatment) 

m: Modern procedure at the first step of treatment; 

t: Traditional procedure at the first step of treatment 

B.4.1.1 Village Type: Rahidi (Type-1 village, District- Purulia) 

 

Distant from Primary Health Centre and local market and no modern 

health facility in close proximity 

Case: 1         Category- 

FLM 

As reported by her husband, Saro Sabar, age- 47years aged woman was 

suffering from high fever and severe weakness. Her family members were 

not sure about the actual cause behind the ailments. He was admitted to 

Maguria Primary Health Centre (PHC) for three days and blood test 

diagnosed Phalciperum malaria. Patient was given all the medicines for 

curing the disease at free of cost from the PHC. The patient party had to 

buy only one vitamin tonic Rs.300./ from outside medical shop which was 

prescribed by the PHC doctor. He was completely cured after completing 

the course of medicine. 

Case: 2        Category: 

MLM 
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Dinesh Sabar, age 15 years old boy suffered also from abdominal pain and 

was taken to Damodarpur Primary Health Centre where his disease was 

detected. According to the parents of Suren Sabar, at that 

time there was scarcity of medicine at PHC. Due to this reason, they had to 

buy all the medicines from Hura and had to spend more than Rs 250/- for 

that purpose. Finally the boy was completely cured. 

B.4.1.2 Village Type: Ladda (Type-1 village, District- Bankura 

Distant from Primary Health Centre and local place and no modern health 

facility in close proximity 

Case: 1        Category: 

FLM 

Binu Sabar, a 55 years old lady suffered from arthritis for 6-7 years. As 

reported by his son, Primary treatment was started at local PHC, from 

where she was taken to a private doctor at Mukutmanipur. During this 

process they had to spend more than Rs.500/-, but she was not cured. In 

last winter her disease took a severe form and she was almost paralyzed. 

Then she was taken to Khatra Sub-Divisional Hospital and stayed there for 

5 days. She got some relief after a long treatment. She was not able to 

participate in regular house hold work. A total expenditure of Rs 1500/- 

was reported and it was managed from the family savings.  

Case: 2        Category: FLM 

Very poor economic condition, mal nutrition and so many children seems 

to be the prime cause of tuberculosis of Daru Sabar (62 years old lady). A 

continuous cough was the only preliminary symptom. She was not at all 

attentive to her problem. After few days, she found that blood was coming 
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out with the cough. Then she was taken to nearest Primary Health Centre 

where tuberculosis was detected. Although doctor suggested taking 

admission, she did not take admission. Then she went to Khatra and took 

all the medicines as prescribed by the doctor of Khatra Sub-Divisional 

Hospital. Due to economic constrains her family was not able to provide 

advised food for remedial purpose. After six months, further detection test 

reported that the intensity of the disease was decreased but it was not 

completely cured. Although during the field survey, she was not cured but 

was on the process of remedy. 

B.4.1.3 Village Type: Damodarpur (Type-2 village, Purulia) 

Nearer to Primary Health Centre and market place and modern medical 

facility in close proximity 

Case: 1        Category: 

MHM 

Bilas Sabar, a 25 years old boy was affected by tuberculosis and it existed 

for ten months. He or his family was not known to the reasons behind the 

disease because it was first time in their family. After realizing some bad 

symptoms he was taken to local Primary Health Centre by his father Robi 

Sabar. He was given all the prescribed medicine from PHC. He collected 

the medicine thrice a week as per the rule of PHC and completed the ten 

months course and expend amount of Rs. 2500/-.  After six months, further 

detection test revealed that he was completely cured and need not to carry 

out further treatment. 

Case: 2        Category: 

MHM 
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Som  Sabar (30 years old) was also attacked by tuberculosis. His initial 

symptom was cough and blood was also coming out with cough. Apart 

from that, he was rapidly losing his weight. Then his father was 

immediately taken to the Damodarpur Primary Health Centre. Along with 

sputum test, X-ray cost of Rs.258 was the main diagnostic test for 

detection of the disease. His family spent Rs. 2000/- for the purpose of 

detection tests in Hura Hospital. He took all the medicines as 

recommended by the physician. But further detection test revealed that he 

was not completely cured and needed a further course of medicine. During 

the field survey, it was found that he had been collecting the medicine 

from local PHC and was under the treatment. 

B.4.1.4 Village Type: Sarasdanga (Type-2 village, Bankura) 

Nearer to local Primary Health Centre and the market place and modern 

health facility in close proximity 

Case: 1        Category: 

FLM 

Kaberi Sabar, an 18 years old girl was admitted to Jhilimili Primary Health 

Centre for her severe breathing trouble. Her family members were not sure 

about the actual cause behind the ailment. But she did not respond 

properly in the treatment and finally referred to Khatra Sub-Divisional 

Hospital. According to them, she was given artificial oxygen for one day 

and stayed in the hospital for three days. Due to unavailability of the 

medicine in the hospital, the patient party had to purchase all the 

prescribed medicine from outside shops. But somehow they were able to 

manage the free beds for the patient. At Khatra Sub-Divisional Hospital 
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asthma was detected for the acute breathing trouble. Since then, as 

suggested by the doctor they always keep an in healer with them for the 

emergency purpose. But till now she was not cured during my research 

period. 

Case 2        Category: 

MLM 

As his wife, a 39 year‘s aged Sombhu Sabar suffered from gastric 

problem. Poor digestion and occasional but severe stomach ache were the 

main symptoms of his disease. He visited initially Jhilimili PHC, then and 

finally at in a private chamber giving fees of Rs. 150/- in each visit. Doctor 

prescribed ultrasound for detecting the actual cause of the ailment. Finally 

gastric ulcer was detected. Prescribed medicines were brought from local 

medicine shop and the treatment continued up to one year. Patient had to 

visit the doctor three times during the treatment process. Total cost of the 

entire treatment was Rs. 2500/-. Although he did not get complete remedy 

from his ailment. 

B.4.2- Selected Case Studies of Doctor: 

B.4.2.1.1- Case Studies-1 (Hura PHC)- 

Dr. Sushil Das MBBS, he is the only doctor in PHC at Hura. The villagers 

can only access this nearest health center. He stated that this tribal 

population notified as a burglar and so called Chor, so the other general 

people do not their society. This people‘s primary occupation is mainly 

gathering and hunting and collecting forest produce. They are very poor 

and cannot afford medical treatment. In serious illness this Hill Kharias 
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patients comes here for modern treatment. Most of them were suffering 

from chronic arthritis (Pain in Joints) and symptoms of gastric ulcers (pain 

in the stomach), at first they had practiced their own traditional treatment. 

He also said that Hill Kharia females visited the health care center more 

frequently compared to their male counterpart. This shows that women 

visit the health care center more often either for themselves or for their 

young children to seek medical advice or treatment. Dr. Deb also visited 

several times in Rahidi for routine visit. It was very interesting when he 

visited in that village, mainly Hill Kharia women come forward to him and 

asked for medicine and treatment. According to him, it was revealed that 

the distance by road from the Hill Kharia settlements is the main 

reason for their not being able to reach the nearest PHC in time. 

Transportation systems 

are not convenient to reach health care. This is another factor for not 

availing modern health care facilities in serious time. 

B.4.2.1.2- Case Studies-2 (Jhilimili PHC)- 

Dr. Ashok Pal, (MBBS), is the only doctor in PHC Jhilimili which is 

located nearer to the village Ladda. He stated that Hill Kharia female 

patients express displeasure on the unavailability of female health care 

professionals during their visit to health care center. According to him, few 

months ago one female patients belong to the Hill Kharia tribal 

communities (Name- Birhu sabar, Age- 42), suffered by the abdominal 

pain and feeling very  uneasy when male health worker go to the 

treatment.  After that she had not taken treatment in this PHC and return to 
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home. He said that Hill Kharia patients would like to approach health care 

centers only on account of uncontrolled infection or aliments even after the 

administration of their own medicines. Further, they may fail to buy the 

medicine prescribed, partly or fully and hence the delayed visit may 

become a futile exercise. Dr. Pal stated that there was a significant 

difference in the number of the health care centers, which could be 

approached on foot and with the help of motor vehicles from Ladda. He 

also mentioned that most of the villagers of Ladda did not have a clear 

picture about the working hours of the health care centers. Many of them 

expressed that working hours in health care centers as ―two hours before 

and after lunch‖. In rainy season, it is very difficult to attend or visit this 

health center at the time of serious illness or during pregnancy. Most of the 

deliveries took place in their home by TBA but recently two cases has 

been reported from Jhilimili PHC.  

 B 4.2.1.3- Case Studies-3 (Hura Rural Hospital)- 

 Dr. Debsankar Hansda, Medical Officer, Hura Rural Hospital, stated that 

this rural hospital has constituted with 30 beds. According to him, Hill 

Kharias of Damadrapur and Rahidi village, peoples mainly depends on 

their home made traditional medical practices. Actually they are 

emotionally and culturally attached with their own belief system in 

concern with health care practices. He is attached with this Rural Hospital 

from last one and half year. He postulate that the percentage of visiting in 

this Hospital is very low from Rahidi village. But interestingly the 

villagers of Damodarpur are little much concern to visit in this health 



248 

 

institution for curing different ailments. He stated that most of the Hill 

Kharias has consumed liquor in daily basis. They are neglected by other 

neighboring communities for this nature. Another main reason for 

unwilling to accept modern treatment is communication barrier. According 

to him, only 6 percent and 23 percent Hill Kharias visited in last 6 months 

in this Hospital from Rahidi and Damodarpur respectively. He also 

indicated that only 2.5 percent deliveries occurred in this Hospital and it 

was reported from Damodarpur village. But it is now going to be changed, 

health supervisor, ANM and other health worker has done their good job 

in those villages. He analyzed one cases in descriptive way, 4-5 months 

ago three Hill Kharia male came to my home at 9 PM and one of them 

(Soba Sabar) had bitten by  venomous snake.  After treatment he was 

cured. Later he (Soba Sabar) confirmed that homemade traditional 

medicine was applied on that cutting area which prepared by mixing with 

medicinal plants. He also consumed mahul liquor for control of spreading 

poison in body. But it became serious after one hour, he felt some 

breathing problems. They had not rely on their traditional treatment and 

came to my home.  

B. 4.3- Modern Medical Institutions: 

The concept of the state's responsibility for the improvement of public 

health and the idea of a citizen's right to medical care were affirmed 

solemnly in Article 47 of the Directive Principles of State Policy of the 

Indian Constitution of 1950. It is stated:  

‗The state shall regard the raising of the level of nutrition and the standard 

of living of its people and the improvement of public health as among its 
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primary duties, and in particular, then state shall endeavour to bring about 

prohibition of the consumption except for medicinal purposes of 

intoxicating drinks and of drugs which are injurious to health‘(G. Borkar, 

Health in Independent India, A Decade of Progress, Govt. of India, 1957, 

p.5.) 

B.4.3.1 -Primary Health Centre (PHC) and Function: 

In my studied areas, the PHC are the keystone of Hill Kharia‘s modern 

healthcare. This PHC is a backbone of the Hill Kharia‘s health concern.  

PHC is a referral unit for six sub-centres. All PHCs provide outpatient 

services; a majority has four to six in-patient beds. According to the norms   

they have one medical officer, 14 Para-medical and other supporting staff. 

At the national level there are more than an adequate number of PHCs and 

doctors posted   at PHCs but the distribution across states is uneven; there 

are no functional PHCs in many remote areas in dire need of health care. 

The structural details have been narrated earlier in this chapter. Now I 

shall discuss the facilities of PHCs in all of my studied villages of both the 

districts.  

During the field work, I have visited in every PHC in which the studied 

population has frequently visited and it is found that a majority of the 

PHCs lack essential infrastructure. Only Haludkanali PHC under Ranibadh 

BPHC in Bankura and Bagda PHC in Purulia are well equipped and 

infrastructure. Haludkanali PHC which is located nearer to the Borda savar 

para, equipped with infant weighing machine and refrigerator. All the PHC 

in both the selected districts are fairly well equipped with the instruments 
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and equipments such as refrigerator, operation theatre but weighing 

machine and BPL instruments was mostly present.  

Thus it is observed that the PHC Borda Sabar  para and Jhilimili near 

Sarasdanga village are more equipped and have better facilities in terms of 

infrastructure. It is expected that the delivery of services would be 

effective if the prescribed medicines are made available at the PHCs. 

However the situation was bad regarding supply of medicine in all PHCs 

which comes under my research. Only around one-thirds of the PHCs had 

stock of iron and folic acid (IFA) tablets, contraceptives and vaccines. 

Only   BPHCs of Ranibadh in Bankura and Hura in Purulia have the 

facility of intuitional delivery. According to the PHC records, of delivery 

cases; among said population on an average of 15 deliveries have been 

occurred in the last one year before the survey. It is obvious, therefore that 

PHCs are functioning sub-optimally and are not providing the expected 

health and family welfare services in mostly all villages.  

 

Table- B.4.- Distribution and location of PHC in all the  

villages under the Study 

Districts Village-Type-1 Village-Type-2 

Purulia Rahidi- No PHC in this 

village and within 10 Km. 

Nearer PHC is located at 

Hura.  

Damodarpur- only 

PHC located near of the 

Hill Kharia habitation. 

PHC is equipped with 

weight machine, some 

tablets and vaccine and 
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refrigerator.  

Bankura 

 

Ladda- No PHC centre 

located nearer to 20-25 km. 

Depends on Jhilimili PHC. 

Borda Sabar Para- 

Nearer PHC located at 

Haludkanali and well 

equipped with weighing 

machine, some tablets 

and vaccine and 

refrigerator. 4 deliveries 

occurred in last 9 months 

and fully functional. 

Sarasdanga- Hill Kharia 

of this village got their 

modern treatment from 

sub-center and Jhilimili 

PHC which is located 10 

km away from this 

village.  

 

Table-C 4.- Modern Health Institution in all studied villages- 

Districts Block BPHC/Rural 

Hospita 

PHC Village 

Purulia Hura Hura Rural 

Hospital 

Khairipihira 

Bagda 

Rahidi, 

Damodarpur 
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Bankura Ranibadh Ranibadh 

BPHC 

Jhilimili PHC 

Haludkanali 

PHC 

Ladda,  

Borda Savar 

para, 

Sarasdanga 

 

These PHCs are not immune from the issues such as incapability to detect 

disease early due to lack of multi-disciplinary medical expertise and a 

laboratory and other amenities and insufficient quantities of general 

medicine. In type-I villages, the Hill Kharia‘s usually do not visit PHCs in 

their early stage of diseases. Therefore, healthcare providers are forced to 

focus only on seriously ill patients due to heavy work load and less 

cautiousness. The absence of responsibility and accountability stems from 

the fact that there is no formal feedback mechanism and incentive to treat 

tribes as clients. 

 

Table- D.4.-Reasons for acceptance of Modern health 

care system 

Preference 

Status  

Reason for 

preference 

Type of Villages 

Type-I                            Type-II 

Prefer Modern 

Medicine 

Effectiveness 

 

54 (38.7) 78 (58.8) 

Easy to access 32(32.6)  70 (56.9) 

Providers good 

behaviour 

8 (3.5) 84 (63.8) 

Cheaper  6 (2.6) 8 (3.5) 

 Can‘t say 15 (12.4) 16 (8.6) 
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Source- Field work 2016 

It can be seen that all the PHCs has administrated the vaccinations for 

polio, diphtheria and measles and TB. The following data has been 

collected through PHC visit, register records and case study of different 

health personnel in my all studied villages-     

From table 4.13, it was found that structure of health infrastructure is very 

poor in Ladda and accessory of the said tribal population with the PHC 

was not up to the mark due to the above stated reason. Mostly ANMs are 

trained through Government Medical colleges. The involvement of Hill 

Kharia is standard stage at Borda sabar para and Sarasdanga (TYPE-II) 

villages. It is also stated that home based neo-natal care is well maintained 

at Damodapur village.   

B.4.3.2- Special Health Plan for Purulia District- 

This special project (Tribal Health Project) is totally controlled and funded 

by the Dept. of Health and Family Welfare, Govt. of West Bengal. This 

programme was launched in Purulia in September, 2007. 

This project is mainly focused on Hill Kharia (Sabar) and Birhore 

community in 10 selected Blocks in Purulia- Baghmundi, Balarampur, 

Jhalda, Bandwan, Barabazar,Manbazar-II, Manbazar-I, Hura, Puncha, 

Purulia-I.  The villages of Hill Kharia;s are covered under this project. 

Focus:- 

 

1. Provide integrated and quality public health care service. 

2. Assess the unmet needs of RCH services in different tribal communities. 
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3. Promote community participation and inter sectorial co-ordination. 

4. Develop 1st referral services and tackling emergencies. 

5. Training of the local tribal persons/TBAs to act as link volunteers in the 

block / SC areas. 

 

B.4.3.3- Ayushmati Scheme- 
 
In this scheme, SC, ST & BPL pregnant mothers can avail free medical 

services form accredited health institutions. The beneficiaries will get the 

following services at free of cost from the accredited health facility – 

 Delivery ( Normal/Assisted/CS ) 

 Investigation 

 Essential New Born Care ( Upto 28 days ) 

 

B.4.3.4- Rajiv Gandhi National Drinking Water Mission- 

 

In India, although the provision of rural water supply (RWS) is primarily 

the responsibility of the respective State Governments, the Central 

Government contributes a significant part of the program funds for this 

sector.The first major push to rural water supply came with the 

Accelerated Rural Water Supply Program (ARWSP) in the 1970s, which 

gave full grant to the State governments for implementing water supply 

schemes in problem villages. By March 1981, the coverage of rural water 

supply was 30.8 per cent. Following the International Drinking Water 

Supply & Sanitation Decade (IDWSSD) [1981-91], the second major push 

came by establishing the National Drinking Water Mission (NDWM), later 

renamed as the Rajiv Gandhi National Drinking Water Mission 
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(RGNDWM) and it became the world‘s largest, Government sponsored 

demand based and participatory drinking water supply program. 

 

The focus of the Rajiv Gandhi National Drinking Water Mission 

(RGNDWM) was to adopt a community-based demand-driven approach 

instead of the hitherto government forced supply driven approach. In doing 

so, the projects under RGNDWM are basically community participation 

oriented in nature – with a part (minimum of 10% of the proposal) of the 

capital cost required to be borne by the community themselves. The 

balance amount is contributed by the Government of India.   

As per the guidelines, the implementing agencies for the program may be 

decided by the respective State Governments. The implementation should 

be entrusted to one single Department in the State, with a view to better 

implementation, monitoring of the progress and the like. If the program 

has to be implemented through more than one Department, one of the 

Departments should be designated as the Nodal Department forco-

coordinating the Rural Water Supply Programs and sending consolidated 

progress reports to the Central Government. The Panchayati Raj 

Institutions (PRIs) are also supposed to be involved in the implementation 

of schemes – particularly in the selection of the location of stand-posts, 

spot sources, operation and maintenance, fixing of water tariff, etc. 

In all studied villages, the main source of drinking water depends on the 

occurrence of hand pump or tube well or well at villages. Importance of 

drinking water for healthy being and relation with the community life, I 

have drawn a special attention on this scenarios. In order to assess the 
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issue of access to drinking water in a holistic manner, efforts were made to 

elicit information from the respondents of the household survey on the 

following 5 key parameters.    

 

B.4.3.4.1-Safe and Round-the-year Availability 

 

Two type‘s villages TYPE-I and TYPE-II have been categorised on the 

basis of availability of water from safe source, are presented in the 

following table — 

Village TYPE No. of Household % Households 

Receiving Safe & 

Round-the-Year 

Supply 

ONE 65 18% 

TWO 94 42% 

Source- 2014-16 field work 

It was found that only 18 percent of households has gets safe drinking 

water in type-I village, and 42 percent in type-II villages.  

 

B.4.3.4.2- Safe, Round-the-Year and Sufficiency- 

 

It is very hard to get sufficient quantity of drinking water throughout the 

year, because both Purulia and Bankura are having less rain in West 

Bengal. Particularly during summer the wells go dry and villagers often 

resort to digging shallow wells near the river bed to collect the water.  The 
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household has been categorised on the basis of availability of water from 

Safe, Round-the-Year and Sufficiency, are presented in the following table  

Village TYPE No. of Household % Households 

Receiving Safe, 

Round-the- Year and 

Sufficient Quantity of 

Water 

ONE 65 22% 

TWO 94 51% 

Source- Field work- 2014-16 

From the table, it can be noticed that the difference is quite large between 

TYPE-I and TYPE-II villages on this parameters.  

 

B.4.3.4.3- Distance of Water Source- 

 

Under RGNDWM, one of the norms for a habitation to be considered as 

‗Fully Covered‘ is the availability of water source within the habitation or 

within a radius of 1.6 kms in plains areas. Accordingly, data were analysed 

for households on the basis of (having access to safe as well as unsafe 

water) having access to main water source within or beyond the 1.6 kms. 

The following table concluded sources of drinking water from households- 

Village TYPE No. of Household % Households having 

Access to  Drinking 

Water Sources within 

or beyond 1.6 kms 

ONE 65 65% 
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TWO 94 87% 

Source- Field work 205-17 

From above result, only 65 percent of households having get safe drinking 

water within radius of 1.6 km. The majority of peoples wash their clothes 

in the pond water and very few of them using tube water. As the physic-

chemical properties cannot be changed easily, it is advisable for the Hill 

Kharia to boiling and cooling water before consumption.   

 

B.4.4-Vaccines for Immunization- 
 

Immunization against common childhood diseases has been an integral 

component of mother and child health services in India since adoption of 

the primary health care approach in 1978 being reinforced by the 

Declaration of Health Policy in 1983.[National Health Policy 1983] 

Vaccination is one of the most cost effective strategies available in public 

health today. In addition to protecting the vaccinated individual from 

developing a potentially serious disease, vaccines help protect the 

community by reducing the spread of infectious diseases.  It is highly 

fitting that one of the most dramaticsuccesses in the history of public 

health. At present our public health system has reached a stage where basic 

infrastructure for immunization programme, system for vaccine delivery, 

cold chain and vaccine production capacity are in place. A potential exists 

where the immunization programme can expand its immunization 

activities beyond infancy to accommodate newer vaccines for adolescents 

and adults, depending on disease burden and cost-effectiveness of the 

intervention. 
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Social, cultural and economic factors continue to inhibit women from 

gaining adequate access even to the existing public health facilities. This 

handicap does not merely affect women as individuals; it also has an 

adverse impact: on the health, general well-being and development of the 

entire family, particularly children. This area is of grave concern in the 

public health domain. In the vulnerable sub-category of women and girl 

child, this has a multiplier effect for the future generations.  

Available data for Indian states shows a close correlation between 

maternal mortality and infant mortality rate (Padhi, 2001). There is global 

evidence showing that wherever infant mortality is high, fertility is also 

high (Kulkarni, 1992; Ghosh, 1991; Sai, 1988). ‗Any attempt to reduce 

fertility without reducing mortality would be like putting the cart before 

the horse‘ (Kulkarni, 1992). Thus to reduce fertility, child survival rate 

should be raised first. And this can be best done by universal 

immunization to all eligible mothers and children. This would in turn raise 

the overall health standard of the mass; reduce morbidity and mortality and 

lower fertility.  

In India, under Universal Immunization Programme (UIP) vaccines for six 

vaccine-preventable diseases (tuberculosis, diphtheria, pertussis 

(whooping cough), tetanus, poliomyelitis, and measles) are available for 

free of cost to all. UIP was launched in 1985 with much dynamism to 

attain the target to immunize all eligible children by 1990. Lot of energy 

and money has been spent on the UIP but it does not reap the much hyped 

outcome. Unmistakably, various survey results show the glaring gap 

between the target and achievement even after several years. The Govt. of 
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India (GoI) took steps to strengthen maternal and child health services as 

early as in the First and Second Five-Year Plans (1951-56 and 1956-61). 

As part of the Minimum Needs Programme initiated during the Fifth Five-

Year Plan (1974-78), maternal health, child health, and nutrition services 

were integrated with family planning services.  

 

The primary aim at that time was to provide at least a minimum level of 

public health services to pregnant women, lactating mothers, and 

preschool children. As part of National Health Policy, the National 

Immunization Programme is being implemented on a priority basis. In the 

wake of diphtheria, pertusis, tetanus, and poliomyelitis and childhood 

tuberculosis, the Expanded Programme on Immunization (EPI) was 

initiated in India in 1978 (WHO launched it globally in 1974) with the 

objective to reduce morbidity, mortality and disabilities by making free 

vaccination services easily available to all eligible children and pregnant 

women by 1990. The GoI constituted a National Technical Committee on 

Child Health on 11
th

June, 2000 and launched Immunization Strengthening. 

[Ref-Project Recommendation of the Committee (Annual Report, 2002-03, 

MoHFW, pp-173.)]. The Department of Family Welfare established a 

National on 28th August, 2001 to assist GoI in developing a nationwide 

policy framework for vaccines and immunization. Reducing child 

mortality by two thirds between 1990 and 2015 is the fourth of eight 

Millennium Development Goals endorsed by world leaders in the 

Millennium Declaration in 2000.  
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Ghosh (1991) also argues that the goals of ‗Health for All‘ can be 

‗achieved partly by immunization and partly by better nutrition. Preventive 

health care, therefore, requires immunization as well as good sanitation, 

proper nutrition, and availability of safe drinking water as the minimum of 

social needs that must be met before we embark on an ambitious plan of 

government outlay for development ‘. He also asks for ‗convergence of 

services‘ instead of several projects with similar goals to make effective 

and efficient use of the funds. 

Tremendous progress has been made since polio eradication 

activities were first introduced in 1995. India is now recording the lowest 

levels of polio virus transmission ever, and is poised to completely 

interrupt transmission in the very near future. From the beginning of the 

polio eradication initiative, India has been the world‘s largest polio 

endemic country. Before the introduction of National Immunization Days 

(NIDs) in 1995, an estimated 35,000 children were paralyzed by polio in 

India each year. Pulse Polio Immunization Programme began in 

December, 1995 as part of a major national effort to eradicate polio. In the 

context of Polio eradication, George, et al (2004) argued for reassessing 

eradication strategy in view of the prevailing epidemiological situation in 

the country. Almost all of the 91 polio cases reported in India as on 

November 20, 2004, are from Bihar and UP (http://www.childinfo.org). 

There has been an overall improvement in immunization coverage in 

India, but my studied section documents the fact that while improvements 

have been larger in magnitude for them, absolute proportions are still low 

and gaps between this tribal population and non-tribal children remains 



262 

 

high, especially in my studied villages. Now the Government takes 

initiatives to get the pace of improvements for tribal women occurred at a 

faster pace than those for other women, the low base from which the 

former started has driven their faster progress.  Moreover, gaps between 

tribal and other women on a range of indicators related to access to 

maternal health care is very much diverse.  For instance, the proportion of 

tribal women going for ante-natal visits or using contraception remained 

lower than the population average or the average for women belonging to 

other social groups in the villages. In TYPE-I villages specially in Purulia 

(Rahidi) Poor coverage of all weather roads makes transportation in 

emergencies virtually impossible, even if health centers were attended by 

medical personnel or local villagers. It was also found mostly in TYPE-I 

villages, for instance that villagers took a young child to the nearest 

hospital only when his or her condition was critical given difficulty with 

transport (poor road condition) and the expenditure associated with hiring 

a vehicle. They also identified ―giving birth‖ as a risk because mothers 

could not reach health centers due to inadequate road access, particularly 

during the rainy season 

The vaccination of children against six serious but preventable diseases 

(tuberculosis, diphtheria, tetanus, poliomyelitis, and measles) has been a 

cornerstone of the child healthcare system in my all studied villages in 

both TYPE-I and TYPE-II villages. Data were collected from 57 Hill 

Kharia mothers from TYPE-I villages and 68 Hill Kharia mothers from 

TYPE-II villages, through a structured questionnaire and focused 

interview methods. The awareness of mothers about various essential 
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vaccines was remarkably poor in all Type of villages. Majority of the 

mothers (69%) depend on health workers, followed by government 

hospitals (16%) and private practitioners (4%) for vaccinating their 

children reported from TYPE-II villages. But the scenario is quite different 

in TYPE-I, here only 43% women received assistance of health workers 

for vaccination.  The data status is very low in the villages of Purulia 

(Rahidii) other than Bankura (Ladda, Sarasdanga) in TYPE-I.  

 

 It was noted that a huge numbers (71.43) of children did not receive a 

single vaccine in TYPE-I villages. The main reason behind this scenario is 

to be lack of awareness of immunization and traditional belief which 

practiced by the Hill Kharia of those villages. The obstacles to optimal 

health care are greatest for children born into poverty; those are also likely 

to be exposed to infectious diseases and unclean water, and are at the great 

risk of malnutrition. Measles, polio, hepatitis B and some other diseases 

can only be controlled through immunization. Government health workers 

are supposed to be the source of information on immunization. But 

unfortunately it is very difficult to achieve those villages easily. None of 

the children in this community was fully vaccinated (3 doses of DPT and 4 

doses of OPV, BCG and measles). Only 75% of children had received 

BCG vaccine at birth in TYPE-I villages. The first dose of DTP was 

received only by 62% and the coverage of OPV at birth, vaccination for 

measles and vitamin A were also very low. On the other site, the villages 

located nearer to the urban center (TYPE-II), the status of immunization 
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coverage‘s is quite better than TYPE-I. Delivery of healthcare services 

plays a significant role in improving the coverage of immunization. 

It seems to be noted that all villages in TYPE-II are in quite better state in 

concern of child and mother immunization than TYPE-I villages. The 

main reason behind this circumstance is location of PHC from the villages. 

ANM, health supervisor and ICDS workers are more active in those 

TYPE-II villages (Damodarpur, Borda Sabar para and Sarasdanga) and 

performing their duty seriously. The status of immunization of different 

vaccines is in meager position at Rahidi due to cognitive nature in 

traditional health care and another point is isolated from others 

communities. 

A large number of cases related to anemia were reported from all the 

AWCs in TYPE-I as well as TYPE-II villages. Women between ages 15 to 

49 and babies between the age of 6 to 16 months are found as anemic in 

large number. In fact few numbers of Goiters reported from village Rahdii 

and Sarasdanga 3-4 years ago due to iodine deficiency. Iodine salt supply 

was reported from TYPE-II health center.     

From table B.4.7, mostly in all villages women‘s are suffering from 

anemic problems but it is quite high in TYPE-I villages (above 70+ %). 

Another cases reported from AWCs, that Vitamin-A deficiency disease are 

very common in all villages. In all the AWCs, nutritional supplement such 

as dal (piles), oil,and rice are being provided. In addition, a periodic health 

checks up, immunization, referral services, early childhood care and 

distribution of nutritional supplement to promote child health acre being 

provided. Only a few cases a periodic health check up has been reported 
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from the register in AWCs. In this cases health worker stated that Hill 

Kharias are very orthodox in their own belief system regarding health and 

nutrition.  

 

B.4.5 -Modern Medical Personnel: Role and Activities- 

 

The Constitution mandates the state to provide basic health care to all its 

citizens. In keeping with the input oriented development model, essentially 

a supply side response to the problem, and the theory of the "trickle down" 

and "cascade" effect, provisioning of health care services was perceived to 

be a function of establishing health care institutions as per a population 

norm. The need for a "differential" approach for tribal areas was restricted 

to the setting of differential norms for establishing facilities and not in 

content or approach. 

Accordingly, for every 3000 population a sub-centre (SC) was established 

and for every 20,000 population a primary health centres (PHC) as 

opposed to the norm of 5,000 and 30,000 respectively for the non-tribal 

areas. Accordingly, as on today, there are in the tribal areas, 111 PHCs (a 

four-fold increase from 32 during 1982) and 823 SCs, (an eight-fold 

increase from 108 during 1982) along with 294 mobile medical units 

(MMU), 21 hospitals and 18 dispensaries. Thus, against one PHC for 

every 40,000 population in the plains areas, there is one for every 7,772. 

Likewise, for every 7,000 persons one sub-centre in the non-tribal areas, 

there is one for every 1,251.There are an estimated 277 doctors, 1,720 

health workers and 260 health supervisors working in the tribal areas 

(Rao.K Sujata, 2012) 
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In reality in my research areas, however, the positive aspects of this 

impressive spread of infrastructure has got negated by the highly dispersed 

nature of the Hill Kharia populations. In TYPE-I villages, the PHCs and 

sub-centers have been so located that the distances to be covered (in these 

areas this means by foot) average about 10 kms and 5 kms. Thus, though 

manpower availability purely in terms of ratios do not seem to be adverse, 

the sitting of the facilities, and poor communications, has resulted in 

making distance and physical access a major barrier for the utilization of 

health care services at villages like Ladda and Rahidii (TYPE-I). Lack of 

accommodation, poor infrastructure, large-scale absenteeism and 

vacancies, poorly trained and unmotivated manpower, are thus the reasons 

for the near absence of health care services in all TYPE of villages.   

One of the key issues in tribal areas is poor physical access of tribal 

communities to health facilities. The villages like Ladda (Bankura) and 

Rahidi (Purulia) which comes under TYPE-I type, are physically isolated, 

concentrated in certain regions and districts and in hilly and forested areas 

that make communication and access to services difficult even in normal 

circumstances. While distance to health facilities in said village pockets is 

an issue, a larger problem is of absenteeism of service providers. High 

absenteeism in turn is attributed to postings in tribal areas being perceived, 

generally, as ‗punishment postings‘ that are assigned to the non-

performers. Some frontline workers resign even before attending their first 

training; yet others continue to draw salary despite not visiting the 

Anganwadi or primary health center (PHC) for years altogether. According  

to Shibu Sabar, Mitali sabar, Soga Sabaraa and others of the Ladda 
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(Bankura) and Rahidi (Purulia) admitted that the treatment in the PHCs is 

unsympathetic and casual here, if not hostile and exploitative; there is a 

serious crisis of credibility as, irrespective of the illness or complaint, the 

same medicines are administered - two white and one red - because of 

which most confessed to throwing them away; inconvenient timings and 

uncertainty - after a 10 km walk, they normally find the PHC "closed". 

Unable to afford being sick for long, the those peoples find it less 

expensive to seek private care, which has a measure of certainty, prompt 

service, better quality of medicines, and in some cases, such as small 

medical store availability at villages near Rahidi of inpatient facilities for 

treating fevers, minor surgeries, etc. 

 

B.4.5.1- Doctors (Government and private sectors): 

It is normally assumed that the non-functioning of the public health system 

would result in the proliferation of the private sector. This has not 

happened. Low incomes resulting in low ability to spending on health care 

is the main reason for the poorly developed private sector in the tribal 

areas. Private care in the tribal areas consists of a few qualified 

practitioners, some quacks and government health workers by and large 

concentrated in the relatively better developed areas.  

It was reported in almost all the villages in TYPE-I and TYPE-II, the 

failure of government institutions to provide effective health care services 

is the main reason for the huge out-of-pocket expenses being incurred by 

the Hill Kharias on purchasing basic health care services from the private 

market - a minimum of almost Rs 200 per episode of illness (average 
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cost)- towards transport, professional fees, drugs and tests if possible. In 

general all the studied villages, the private practitioners mostly are 

unqualified practitioners practice aggressive medication, prescribing a 

range of antibiotics. But different scenario comes from the village 

Sarasdanga (TYPE-II, Bankura),Mr. L.Jha has issued prescription for 

normal doses medicine on request.  For any minor surgeries or 

complications, people travel 60 to 100 km distance.  The cycle between 

hunger - disease - low levels of productivity, (measured both in terms of 

absence from work as well as duration) - low wages - indebtedness - 

reduced consumption levels - disease, is reflective of how the development 

process has, largely, avoid them. Digbo Sabar, (Rahidi) stated that the 

doubling of prices of most essential commodities - kerosene, oil, salt, 

matchboxes, etc. so it is very difficult to received proper heath care from 

modern health institutions. According to him, we are well known about 

Government health facilities and now-a-days Government has provided 

many heath care facilities to us. But money is the main barrier to perceive 

and practices modern health care.  The money required for health care is 

raised by taking loans at high rates of interest from other non-tribal 

individuals ranging from 5 to 10 percent per month.  According to the 

Mira sabar, Janu Sabar, Bhokta sabar and others of village Ladda 

(TYPE-I), stated that the nearest PHC (Jhilimili PHC) lacks sufficient 

health personnel, work interest of the staff, adequate supply of medicines, 

and equipments also. An Ayurvedic centre was also established nearer to 

the village Mukutmanipur, which generally remains closed for most of the 

time due to insufficient supply of medicines. Only one private registered 
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medical practitioner (Bablu Sarkar) is there in the village Damodarpur 

(TYPE-II), Purulia who is devoted to his profession and Hill Kharias do 

have faith in him. After seeking home medication and other traditional 

treatments, they consult with this private practitioner. If the patient doesn‘t 

get cured by him, they move to referral hospital at Hura Rural Hosputal, 

Serious cases are further referred to the Purulia sadar hospital. Villages of 

TYPE-I Rahidi and Ladda, which lacks any kind of modern health care 

facility, is not easily accessible by Government health personnel as it lacks 

a metallicroad. For this reason ANM or other health staffs has not shown 

their interest to work in those remote villages.  

B.4.6- Different Reasons, Categories and Frequency of Diseases 

in TYPE of villages:  

Table 4.8 highlighted the trend of occurrence of disease in both the Type 

of villages during my research period.  

 

The table also shows the number of people who got cured using modern 

medicine. It was revealed that the occurrence of fever, cold and cough was 

reported to be high in TYPE-II villages in comparison to the TYPE-I 

village. The occurrence of diarrhea was very frequent in both TYPE of the 

villages. But malaria cases were common in TYPE-II mainly Damadarpur 

of Purulia and Sarasdanga in Bankura.  In case of jaundice it was also 

found to be more in second Type of villages. But skin infections were very 

much common in TYPE-I and TYPE-II villages. Another high frequent 

ailment was found among Hill Kharia children i.e, worms. Most of the 

children of age group (2-15 yrs) suffered by worms in TYPE-I villages and 
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also Damodarpur, Borda Sabar para in TYPE-II villages. Almost all other 

diseases like Arthritis, chest pain, tuberculosis found in all studied 

villages. In Damodarpur, 3 maleswere affected by leprosy. Mostly females 

were suffered by the white discharge problems which was widespread in 

all Types of villages. It was revealed that almost above 12% of peoples 

affected by Asthma problems and it was reported from Borda sabar para 

(12.68%) and Damodarpur (11.98%) in TYPE-II and Rahidi (12.56%) in 

TYPE-I villages. It was also reported that cough, cold and dysentery 

problems in rainy season. These all types of diseases were found in all 

TYPEs of villages but frequently in June to October. I had analyzed this 

circumstance and found that only 10%-14% peoples affected by cough, 

cold and dysentery in winter and summer season but scenario is different 

in monsoon and post monsoon season. The average affected person 

increased to 25-30 percent in all Types of villages during that season. It 

was discussed in earlier chapter of this thesis that disease affected person 

initially preferred traditional medicine rather modern medicine which 

preferred in serious cases of diseases. But lack of facilities in distant 

villages especially in TYPE-I, drew people‘s attention towards traditional 

healing system. Traditional healer could not pursue the treatment of 

malaria among the studied population. But in case of jaundice,   Hill 

Kharias had more faith on the traditional healers. It was reported that local 

traditional medicine men has more confidence in this type of disease than 

other diseases like malaria. It was revealed that 4 jaundice cases were 

reported from Damodarpur village and all 4 persons had utilized the 

service provided by the traditional healers. While treating tuberculosis the 
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affected persons had utilized the health care services provided by the 

Government hospitals and nearest PHCs. It showed Hill Kharia perceived 

change of weather as major cause of fever, cough and cold. Their 

perception in context of Diarrhea lack of nutrition was one of the major 

causes known to them. This also established the reason why most of the 

affected people sought treatment of traditional healers instead of modern 

treatment. The perception from TYPE-I village noticed that ill effect of 

bad work done in the past was thought as one of the causes of disease. As 

described in previous chapter, deities and spirits play a significant role in 

controlling the health system among them mainly in long distance villages 

from semi-urban center. One of the village head man of Hill Kharia 

community from Rahidi said that many times in order to make doctor‘s 

(modern medicine) effective, one need to offer worship to sitala maa 

(village deity) with the help of priest. After offering the worship (puja), if 

he/she takes medicine given by the doctor then, it will work.  

The main reason of malaria was rightly perceived by mosquito bite. It was 

worthwhile to note that the change of weather did not literally mean the 

change in physical weather. It might have meant beyond that which 

included the total surroundings constituted by natural and super natural 

beings. As mentioned earlier that Hill Kharia peoples need spiritual 

security during illness as most of the diseases are caused due to the 

influence of supernatural beings and it‘s the main reason to rely on 

traditional healers. Modern medicine does not have the same. The research 

revealed that approximately 80 and 56.6 percent of peoples suffering from 

fever were treated with home-based herbal medicine in TYPE-I and 
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TYPE-II respectively. It was also revealed that in case of common cold, 

cough and fever the Hill Kharias were found reluctant to go for treatment. 

They used to perceive it as seasonal problem and believed in natural cure. 

It was noticed after the PHC and Hura Health center visit that diarrheal 

death reported from mostly in Maguria PHC and Hura Rural Hospital 

among Hill Kharias.  

Maguria and local PHC provide kit A and kit B to the villagers now-a-

days. ARI (Acute Respiratory Infection) and diarrhea are common leading 

causes of childhood morbidity and mortality in TYPE-I villages as per the 

report of the PHC. Kit A contains IFA, Vit-A, Cotrimeoxazole tablets, 

ORS packets and kit-B contains methyl ergometrine, melate tablets, 

paracetamol, Dichlomine tablets with cotton and bandages. According to 

one of the health worker of Maguria PHC, the Hill Kharias had sold all of 

these to the nearest medicine shop.  

Table 4.9, showed that the health awareness was not so good in both 

TYPE of villages. I was revealed that the perception of disease caused by 

bad spirit and more interestingly peoples affected by jaundice and malaria 

due to have an effect of bad spirit. Bad work in the past is another reason 

of jaundice. The health education was in poor state among all Type of 

villages. They were mainly depends on firewood for cooking purpose and 

the main source of firewood is forest. According to them, many of Hill 

Kharia men and women were beaten by snake and dead. During field visit, 

it was reported that food was generally undercooked due to the shortage of 

firewood which could be cause for their ill health.  
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In earlier discussion it was revealed that most of the children and women 

members were suffering from skin disease. According to the local Doctor, 

they were affected by skin disease due to unhygienic cloth which they 

wired. Money is the main obstacle of this factor among them. I had 

analysis through following table, 

 

From above table, it can be said that most of the Hill Kharia peoples are 

totally dependent on the pond water in concern with washing cloths and 

utensils. But they do not wash their clothes in daily basis. Bathing soap is 

not frequently used by them in all studied villages. According to them, 

some older villagers have been seen to use muddy clay as a substitute of 

soap during bath. According to them, the muddy clay acts as a sterilizing 

agent on the skin. 

 

 

B.4.6.1- Pattern of Diseases among Mother and Child-  

 

According to the local PHC MBBS doctor of Haludkanali, Antenatal care  

(ANC) refers to pregnancy- related health care provided by a doctor at 

village of Sarsdanga or a health worker. He stated that the Hill kharia‘s are 

not aware and do not accept a modern health care treatment of any 

ailments even in any critical issues. PHC health worker visited regularly in 

this village and feedback from their end is satisfied one.   Majority of Hill 

Kharia respondents (72.9%) knew about antenatal care check-up and 68% 

had received any antenatal care services. More than half of respondents 

(56.8%) had registered their pregnancy status in health facility. Antenatal 
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care services were analyzed for recently delivered respondents (n=12), 

nearly 90% of respondents had their first ANC visit in the fourth month of 

pregnancy. Only 5% had received full antenatal care that comprised of at 

least three ANC visits, two or more TT injection and minimum 90 IFA 

tablets. Only 9% of respondents had received third ANC visit (Reported 

from Register PHC and Interview with Doctor). The situation is quite 

difference at TYPE-I village comparison with Sarasdanga and other 

TYPE-II villages. About one third of the respondents in both Rahidi and 

Ladda villages stated that their conception on disease treatment is still in 

orthodox in nature.  

The disease pattern among mother and child (age group 0-5 yrs) can be 

divided as High Frequent Diseases (HFD) and Low Frequent Diseases 

(LFD) among the mother and child. In the present study, I have selected 

the point of scale for LFD as <1%-20% population whereas >20% in case 

of HFD, according to the distribution of diseases. 

 ≤ 20%                                                >20% 

  LFD        HFD 

In TYPE–I village, children of 0-5 years age group were found affected by 

skin disease (32%) and worms (28%) [Chat B4] and women suffered from 

white discharge (20.83%) and anemic problems (20.83%). As the percent 

population exceeds 20%, it was designated as HFD. In TYPE-II village, 

children were more vulnerable to skin diseases (34.88%) [Table- 4.9] and 

others diseases were categorized under LFD. HFD among women in 

TYPE-II village was white discharge (23.08%) [Chat B4] According to the 

PHC health workers, the tuberculosis (TB) washighly prevalent among 
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women of both TYPE of villages. The health workers also indicated that 

smoking was high among women. However, there is a marginal decrease 

in smoking due to awareness and cultural contact with other communities. 

It is reported that HFD in TYPE-I and Type-II villages is skin disease 

among the children (age group 0-5 yrs). The children were vulnerable of 

skin disease because most of them have not taken bath regularly. They had 

not used any bathing soap and all of them taken bath in nearest pond.  

Almost 28% of the children in TYPE-I village had been affected by the 

worms. The main reason behind this factor is unhygienic living condition. 

But in TYPE-II villages worms have comes under LFD status (13.95). 

Dysentery is one more HFD in TYPE-I and 20 percent of children and 

women has suffering by this. Meanwhile, women‘s of TYPE-I villages had 

been suffering from white discharge (20.83%) and Anemia (20.83) while 

little high 23.08 percent women distress with white discharge problems. 

All other disease like abdominal pain, anemia, piles, pregnancy problems 

has comes under LFD. But interestingly, 12.5 percent women suffered by 

the pregnancy related problems in TYPE-I whereas only 3.85 percent in 

TYPE-II villages. According to the PHC doctor, it is occurred due to 

unwilling to visit in PHC or any health institution during pregnancy period 

by TYPE-I women‘s.  
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Chat- B.4.- Shows HFD and LFD at both TYPE of village among Child 

and Women 

 

Source- Field data-2014-16 

 

B.4.7.- Place of Birth: 

Childbirth practices have been part of social, political, economic and 

hygienic reforms in India since the 19
th

century (Hodges S, 2006) in an 

attempt to combat infant and maternal mortality. From the 19
th
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 (
W

o
m

en
) 

LFD≤20% 

White 
dischar
ge 

  Dysenter
y 

Skin 
dise
ase 

Coug
h & 
cold 

Ches
t 
Pain 

Pregna
ncy 
Proble
m 

Arthr
itis 

P
ox 

Abdo
minal 
Proble
m 

Pile
s 

Ane
mia 

T
B 

23.08 9.61 5.77 15.3
8 

9.61 3.85 3.85 3.
8
5 

11.54 1.9
2 

9.61 1.
9
2 
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the beginning of the 21
st
 century, reproductive reform was dominated by 

the ideas of overpopulation linked with general underdevelopment and 

poverty. The reforms for childbirth included providing a new transition for 

childbirth from home to hospital and a new attendant, replacing the 

Traditional Birth Attendant (TBA) with a qualified midwife or physician, 

otherwise known as a Skilled Birth Attendant (SBA) as is the current 

practice (World Health Organization,2004). Place of delivery is an 

important indicator of access to modern health care and also peoples‘ 

perception and action regarding child birth, women‘s health and social 

custom. The international maternal health policies have changed from 

‗Birth by trained Traditional Birth Attendants (TBA)‘, and ‗Risk screening 

in the antenatal period‘ during the 1980‘s to Skilled Birth Attendance 

(SBA) and Emergency Obstetric Care (EmOC) from late 1990‘s onwards 

(Starrs AM. Safe motherhood initiative). More recently, an important 

international discourse influencing national maternal health policies in 

developing countries was ‗Every pregnancy is at risk‘. As a consequence, 

all pregnancies should be attended by Skilled Birth Attendants (i.e. a 

qualified midwife or doctor) with backup being provided by health centres 

in case of complications (MoFHW,2005). 

This part of my thesis explores the perspectives of women on childbirth; 

their choices, reasoning behind decisions and conceptualisations of 

good/bad and normal/complicated childbirth as moulded by modernity and 

general developments, state policies and changing biomedical 

technologies. One of the important major thrust areas is place of birth 

mainly in tribal areas like Purulia and Bankura (villages under study). It is 
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noticed that more than 92.22%of the most recent delivery among Hill 

Kharia mothers had been taken place in their own home in TYPE-I 

villages whereas 87.69% in TYPE-II and very few cases of institutional 

delivery were reported (7.78% from TYPE-I village and 12.31% from 

TYPE-II village). Choices are clearly made on the basis of perceptions 

regarding care as well as cultural comfort. According to them, women 

prefer deliveries at home for the reason of familiarity with the local 

tradition and supportive environment. The locals are dependent on local 

―Dai‖, who generally lives close to villages. Moreover, no modern health 

institutions are available near TYPE-I village and poor connectivity to the 

nearest health centre forces them to rely on home delivery. 

The table revealed that in the first Type of villages out of total 33 cases of 

childbirth only 18.1 percent were occurred in hospital and rest of women 

them delivered their babies at home. In every village there were some 

women who were well-known for assisting in delivery. They were not 

trained but people had good faith in them and as many as 81.9 percent of 

births were attended by them in the first Type of villages. But scenario is 

quite different in TYPE-II villages, 33.3 percent childbirth were occurred 

in nearest Hospital and it was  happened due to better communication and 

transportation system than TYPE-I.  Friends and relative also helped in 

one case (2.56%) which reported from Sarasdanga village.  

It was felt important to note that the general notion of tribal people 

regarding healthy women did not encourage women to give her baby birth 

outside home. A healthy woman was she who could give birth to her 

babies without any complication, without the knowledge of outsiders and 



279 

 

without interference in day-to-day life. Medical check-up during 

pregnancy was mainly meant for those who encountered some physical 

problems not curable by traditional practices and healers. Thus it was 

clearly indicative that childbirth was viewed not essentially as a medical 

problem by most of the Hill Kharia women.  

From discussions with the Programme Managers during the visits to the 

district Purulia as well as with the Block Health Office , Hura, it was clear 

that the priority for maternal health demanded by the state headquarters (as 

per the current national maternal health policy) was performance on 

achieving institutional births, more specifically the utilization of 

the Janani Suraksha Yojana (JSY) and the Chiranjeevi Yojana (CY), the 

two priority strategies for maternal health as explained in the following 

section. Though aware, the women were confused about the Government‘s 

two maternal health initiatives; The JSY, a national scheme to promote 

institutional births under the Reproductive and Child Health programme 

Phase II and the CY, a state-run initiative. Under the JSY scheme, the 

women get INR 500 for childbirth in hospital, INR 200 for the cost of 

transport and INR 50 for the person helping them to get to hospital. Under 

the CY scheme, the women categorised as living below poverty line, get 

free delivery services in certain private maternity hospitals enrolled in the 

scheme, for both normal and C-section births. 

According to Moti Mahato(TBA), the majority of homebirths in the 

villages Rahidi were attended by TBAs, which was both a necessity as she 

was the only choice available and preferred because she was known and 

trusted by the Hill Kharai‘s. The TBAs took the risk of assisting 
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complicated births such as breech presentations at home. Under pressure 

from the Government to reduce maternal deaths, the Block Health Office 

is steadily controlling the TBAs by giving them incentives to bring 

birthing women to the hospitals; these are four times more rewarding than 

the fees paid by the families to attend a birth. 

B.4.7.1.1- Delivery System- 

Pregnancy is considered as a normal phenomenon among the Hill Kharias 

and no special care is observed by the pregnant women. Place of delivery 

is one of the most important factors affecting the maternal and child 

health. According to Kharias, if married women miss their menstrual 

cycle, they are pregnant. Most of the deliveries are supervised by the 

Traditional Birth Attendant (TBA) or Dai and assisted by mother-in-law, 

sister-in- law and other elder women of their community. The role of TBA 

had been discussed in previous chapter. Before delivery process begins, 

the root of 'apang' [Achyranthus aspera] is placed on the pregnant woman's 

head. From their cognitive point of view, it is helpful to relieve from the 

labour pain. Deliveries are usually conducted in lying condition on bed. 

The umbilical cord is tied with a white thread before severing. After the 

delivery, the umbilical cord is cut with a Snail (Jhinuk). TBA or Dai 

assists the pregnant women for safe delivery. Five or six hours after the 

delivery, the baby is given bath with warm water by the TBA. Mustered 

oil is applied on baby's entire body and it is followed by hot fomentation to 

protect the baby from infection and to keep it healthy. But no specific 

precaution was reported during the deliveries, which results in increased 
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infection rates. Most of the deliveries were conducted at home by the 'Dai' 

(TBA). It was also found that in both the villages most of people were less 

aware about the significance of breast feeding. 

Most of the respondents in both TYPE of villages stated that there was 

psychological comfort in giving birth at home, as they were managed 

within the community, in the presence of the birthing women‘s family, 

friends and neighbours. Homebirths were relatively economical and 

convenient because the older children and cattle were not left unattended. 

They had been also demonstrated that hospital births were described as 

being alone in the labour room with strangers such as nurses, doctors or 

other attendants. Family and friends were not allowed. The women felt 

uncomfortable with the at times non-courteous behaviour of the staff. 

Hospital births were costlier compared to homebirths.  

4.8- Forest Ecology and Women Health- 

 Nature symbols from every realm of nature are in a sense signed with the 

image of Nature. Prakriti lives in stone or tree, pool, fruit or animal, and is 

identified with them. According to the Kalika Purana, Rivers and 

mountains have a dual nature. A river is but a form of water, yet is has a 

distinct body. Mountains appear a motionless mass, yet their true form is 

not such. We cannot know, when looking at a lifeless shell, that it contains 

a living being. Similarly, within the apparently inanimate rivers and 

mountains there dwells a hidden consciousness. Rivers and mountains take 

the forms they wish (Kalika Purana, 22-10-13,).  
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Forests have always been central to Indian civilization. They have been 

worshipped as Aranyani, the Goddess of the Forest, the primary source of 

life and fertility, and the forest as a community has been viewed as a 

model for societal and civilizational evolution. The diversity, harmony and 

self-sustaining nature of the forest formed the organisational principles 

guiding Indian civilization; the aranya samskriti (roughly translatable as 

'the culture of the forest' or 'forest culture') was not a condition of 

primitiveness, but one of conscious choice.  

The living, nurturing relationship between women and nature here differs 

dramatically from the notion of woman as separate from and dominating 

over nature. A good illustration of this difference is the daily worship of 

the sacred tulsi within Indian culture and outside it. Tulsi (Ocimum 

sanctum) is a little herb planted in every home, and worshipped daily. It 

has been used in Ayurveda for more than 3000 years, and is now also 

being legitimised as a source of diverse healing powers by western 

medicine. However, all this is incidental to its worship. The tulsi is sacred 

not merely as a plant with beneficial properties but among in my studied 

communities Hill Kharia, the symbol of the cosmos. In their daily watering 

and worship women renew the relationship of the home with the cosmos. 

The forest based tribal economy in most of parts of the world is women-

centred (Menon, 1987, 1991). Women make provision for basic necessities 

like food, fuel, medicine, housing materials etc from the forest produce. 

Food is obtained from Minor Forest Produce (MFP) like flowers, fruits 

collected from the forest. Extraction from herbs, roots and animals are 
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used as medicine. All these efforts include as excessive workload on 

women. Food gathering and fodder collection has been women's work, 

primarily, women as foragers were critical in managing and renewing the 

diversity of the forest. Their work was complementary to that of men. 

The excessive cutting of trees by vested interest, the distance between the 

villages and the forest areas had increased, forcing the tribal women to 

walk longer distance in search of minor forest produce and firewood. In 

this rapidly changing milieu tribal women were confronted with an 

extraordinary workload.  

My research revealed that women put it an average of 10 working hours 

per day as compared to 8 hours of a men. Given this additional workload, 

even women in advance stages of pregnancy were required to work in the 

agricultural field and engaging to manufacturehomemade bamboo 

handicraft or walk  a great distances to collect fuel and minor forest 

produce. The over strain on tribal women however was not adequately 

compensated due to non-availability of minor forest produce and decrease 

in food grain production.  To add to the malnutrition and additional 

workload, there was a destruction of traditional herbs through 

deforestation and the lack of access of the tribal to modern medicine. This 

along with the increasing ecological imbalance resulted in disease such as 

TB, stomach disorder and malaria. For the Hill Kharia tribes of Purulia and 

Bankura, the forest is the context and condition of survival and existence. 

The mohua (Bassia latifolia) is special for the Hill Kharia, of the Purulia 

and Bankura. A large deciduous tree, usually with a short bole, spreading 
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branches and a large rounded crown, it is one of the most important forest 

trees of India. The Hill Kharia Women collect fleshy corollas of its flowers 

which are eaten raw or cooked, or dried, ground and mixed with flour for 

making cakes, or distilled into spirit. Thick white oil extracted from the 

seed is used by studied communities for cooking and burning. The tree is 

never felled owing to the value of its flowers and fruits. Even when forest 

land is cleared for cultivation, the mohua trees are carefully preserved and 

are found scattered over cultivated lands long after clearing has taken 

place. According to the Hill Kharia peoples, trees bear crops of flowers 

and fruit when about ten years old and yield about 40 kgs flowers per year. 

It is not surprising then, that to the forest dwellers peoples of Hill Kharia, 

the mohua is the tree of life. 
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Table-4.1- Shows different types of diseases among the (o-5) child at TYPE-I 

Village 

 

N.B- No. of children affected more than one disease. 

 

Age 

Group 

Diseases affected children  Total 

popula

tion Skin Disease Dysentery and others Cough & cold Fever and others Worms and others 

Total affected 

population 

M F T M F T M F T M F T M F T M F  

0 to 2 

 
3 

(75) 
 
 

1 
(25) 

 

4 
(44.44

) 
 

2 
(50) 

 

2 
(50) 

 

4 
(44.44) 

 

1 
(100) 

 

- 
 

1 
(11.11) 

 

2 
(66.67) 

 

1 
(33.33) 

 

3 
(33.33) 

 

3 
(75) 

 

1 
(25) 

 

4 
(44.44) 

 

5 
(55.56) 

4 
(44.44) 

9 
(100) 

3 to 4 

 
3 

(75) 
 

1 
(25) 

4 
(44.44

) 

2 
(50) 

2 
(50) 

4 
(44.44) 

1 
(25) 

3 
(75) 

4 
(44.44) 

2 
(80) 

1 
(20) 

3 
(33.33) 

2 
(66.67) 

1 
(33.33) 

3 
(33.33) 

5 
(55.56) 

4 
(44.44) 

9 
(100) 

5 
2 

(100) 
- 

 

2 
(66.67

) 
 

1 
(50) 

1 
(50) 

2 
(66.67) 

1 
(50) 

1 
(50) 

2 
(66.67) 

2 
(66.67) 

1 
(33.33) 

3 
(75) 

1 
(100) 

- 
(50) 

1 
(25) 

2 
(66.67) 

 

1 
(33.33) 

3 
(100) 

Total- 

8 
(80) 

 

2 
(20) 

10 
(47.62

) 

5 
(50) 

5 
50 

10 
(47.62) 

3 
(42.85) 

4 
(57.14) 

7 
(33.33) 

6 
(66.67 

3 
(33.33) 

9 
(42.85) 

6 
75 

2 
(25) 

8 
(38.09) 

12 
(57.14) 

9 
(42.86) 

21 
(100) 
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Table- 4.2- Shows Different types of diseases among the Reproductive 

Women (15- 45 age group) at TYPE-I village 

 

 

 

 

 

 

 

 

 

 

 

Age 
Group 

White 
dischar

ge 

Anaemi
a 

Dyscentry 
Skin 

disease 
Cough 
& cold 

Chest 
Pain 

Pregnancy 
Problem 

Total 
affected  
person 

Total 
popula

tion 

15- 24 
7 

58.33 
1 

8.33 
1 

8.33 
3 

25 - - - 

12 
(100) 

12 
(100) 

25-34 

10 
(47.62

) 
4 

(19.04) 
1 

(4.76) 
1 

(4.76) 
1 

(4.76) 
2 

(9.53) 
2 

(9.53) 

21 
(100) 

21 
(100) 

35-45 

4 
(36.36

) 
4 

(36.36) 
1 

(9.09) - - -- - 

9 
(81.81) 

11 
(100) 

Total 
21 

(50) 
9 

(21.43) 
3 

(7.14) 
4 

(9.53) 
1 

(2.38) 
2 

(4.76) 
2 

(4.76) 

39 
(92.85) 

42 
(100) 
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Table-4.3- Shows Different types of diseases among the Reproductive Women (15- 45 age group) at TYPE-II village 

Age 
Grou

p 

White 
dischar

ge 
Anemia 

Dysenter
y 

Skin disease 
Cough & 

cold 
Chest 
Pain 

Pregnancy 
Problem 

Arthritis Piles Pox 

Abdomi
nal 

Proble
m 

TB 
Eye 

Problem 

Total 
affected 
person 

Total 
population 

15- 
24 

14 
(31.11) 

12 
(26.67) 

4 
(8.89) 

6 
(13.33) 

2 
(4.44) 

- 
3 

(6.67) 
- - 

1 
(2.22) 

3 
(6.67) 

- - 
45 

(71.42) 
63 

(100) 

25-
34 

12 
(27.91) 

6 
(13.95) 

2 
(4.65) 

7 
(16.27) 

2 
(4.65) 

1 
(2.32) 

7 
(16.28) 

- 
3 

(6.97) 
- 

3 
(6.97) 

- - 
43 

(81.13) 
53 

(100) 

35-
45 

3 
(13.04) 

9 
(39.13) 

1 
(4.34) 

2 
(8.69) 

- - 
1 

(4.34) 
2 

(8.69) 
1 

(4.34) 
- 

1 
(4.34) 

1 
(4.34) 

2 
(8.69) 

23 
(92) 

25 
(100) 

Total 

29 
(26.57) 

27 
(24.32) 

7 
(6.30) 

15 
(13.51) 

4 
(3.60) 

1 
(0.91) 

11 
(9.91) 

2 
(1.80) 

4 
(3.60) 

1 
(0.91) 

7 
(6.30) 

1 
(0.91) 

2 
(1.80) 

111 
(78.72) 

141 
(100) 
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Table-4.4—Shows different types of diseases among the (o-5) child at TYPE-II village 

 

Age 
Group 

Diseases 

Total  
population 

Skin Disease Dysentery Cough & cold Fever Worms 

Total 
affected 
children 

M F T M F T M F T M F T M F T 

 

0 to 2 
3 

(60) 
 

2 
(40) 

5 
(16.67) 

2 
(28.57) 

5 
(71.4

3) 

7 
(23.33) 

5 
(55.56) 

4 
(444.4

4) 

9 
(30) 

5 
(55.56) 

2 
(28.57) 

7 
(23.33) 

2 
(100) 

- 
2 

(6.67) 

30 
(78.94) 

38 
(100) 

3 to 4 
2 

(66.67) 
1 

(33.33) 
3 

(17.64) 
4 

(100) 
- 

4 
(23.53) 

1 
(33.33) 

2 
(66.67) 

3 
(17.65) 

1 
(50) 

1 
(50) 

2 
(11.76) 

3 
(60) 

2 
(40) 

5 
(29.41) 

17 
(77.73) 

 

22 
(100) 

5 
2 

(66.67) 
6 

(33.33) 
8 

(29.63) 
2 

(50) 
2 

(50) 
4 

(14.81) 
1 

(50) 
1 

(50) 
2 

(7.40) 
1 

(33.33) 
2 

(66.67) 
3 

(11.11) 
6 

(60) 
4 

(60) 
10 

(37.03) 

27 
(84.37) 

32 
(100) 

Total- 

6 
(75) 

2(25) 
8 

(10.81) 
8 

(80) 
2 

(20) 
10 

(13.51) 
5 

(50) 
5 

(50) 
10 

(13.51) 
3 

(37.5) 
5 

(62.5) 
8 

(10.81) 
5 

(45.45) 
6 

(54.54) 
11 

(14.86) 

74 
(80.43) 

92 
(100) 
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Table- 4.5- Coverage of Various Vaccines among Children (age group- 0-2yrs) 

in both TYPE-I and TYPE-II villages  

Vaccines 

 

Total No. of  children (Nos.) No. of children received vaccine  

TYPE-I TYPE-II TYPE-I TYPE-II 

BCG at birth 

DPT-(1½ months) 
6 

(100) 

13 

(100) 

3 

(50) 

9 

(69.23) 

DPT-2 (2½ months) 
2 

(100) 

6 

(100) 
- 

4 

(66.67) 

DPT-3 (3½ months) 
1 

(100) 

4 

(100) 
- 

2 

(50) 

OPV at birth 
6 

(100) 

12 

(100) 
- 

7 

(58.33) 

OPV-1 

(1½ months) 
6 

(100) 

6 

(100) 
- 

2 

(33.33) 

OPV-2 (2½ months) 

(Those completed 3 months) 2 

(100) 

4 

(100) 
- 

2 

(50) 

OPV-3 (3½ months) 

(Those completed 4 months 1 

(100) 

4 

(100) 
- 

2 

(50) 

Measles (9 months) 

(Those completed 10 months) 7 

(100) 

16 

(100) 

2 

(28.57) 

9 

(56.25) 

Vitamin A (9 months) 

(Those completed 9 months) 

7 

(100) 

16 

(100) 
- 

6 

(37.5) 

Not received a single vaccine 
8 

(100) 

13 

(100) 

8 

(44.44) 

13 

(33.33) 

Total Child (0-2y) 18 

(100) 

39 

(100) 
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Table- 4.6- Immunization: various vaccines (Child and Mother)- 

A- Polio,  

B- B- Diphtheria,  

C- C- Pertusis,  

D- D- Tetanus,  

E- E- Measles,  

F- OTH- Others  

 

Type of 

villages 

Name of 

Villages 

Vaccines to infants given for Pregnant 

women 

vaccination 

A B C D E TT OTH. 

Y N Y N Y N Y N Y N 

TYPE-I Rahidi 46 

(76.05) 

16 

(23.95) 

06 

(6.08) 

28 

(58.87) 

- - 07 

(8.67) 

38 

(87.6

5) 

5 

(4.24) 

48 

(91.2

6) 

18 

(17.8

3) 

08 

(6.78) 

Ladda 42 

(65.78) 

13 

(34.22) 

4 

(3.67) 

48 

(67.98) 

- - 9 

(10.6

5) 

55 

(88.9

8) 

7 

(7.56) 

61 

(92.4

7) 

16 

(24.6

6) 

9 

(11.45

) 

TYPE-II Damodarp

ur 

18 

(94.78) 

4 

(5.22) 

12 

(78.98) 

3 

(12.90) 

3 

(45.67) 

5 

55.98 

9 

34.87 

15 

65.09 

10 

78.92 

4 

22.11 

18 

67.87 

8 

23.90 

Borda 

sabar para 

16 

88.98 

3 

11.12 

12 

69.89 

5 

22.67 

4 

35.78 

7 

65.45 

4 

45.67 

6 

51.46 

3 

56.78 

2 

43.22 

5 

62.76 

1 

34.56 

Sarasdang

a 

13 

95.76 

1 

4.24 

12 

66.25 

6 

33.75 

4 

23.68 

9 

65.90 

4 

38.90 

8 

67.06 

5 

62.87 

2 

37.13 

6 

69.80 

2 

44.67 
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Table- .4.7- Nutritional Disorder reported from AWC in all 

studied villages 

 

Type of 

Villages 

Name of 

villages 

15-49 

Yrs. 

Women 

are 

Anemic 

Goiter 

Cases 

Iodized Salt 

supply (Basis of 

Family) 

Vitamin-A 

deficiency 

disease 

 

Y N 

Type-I Rahidi 14 

(71.45) 

2 

(5.56) 

7 

(27.78) 

15 

(72.22) 

5 

(21.56) 

Ladda 16 

(74.67) 

- 10 

(45.34) 

12 

(54.66) 

7 

(32.5) 

TYPE-

II 

Damodarpur 21 

(52.65) 

- 32 

(80.5) 

8 

(19.5) 

11 

(23.76) 

Borda sabar 

para 

12 

(61.78) 

- 16 

(78.90) 

4 

(21.10) 

3 

(19.60) 

Sarasdanga 18 

(67.89) 

1 

(6.76) 

22 

(76.56) 

8 

(33.44) 

6 

(25.76) 

Source- Register of PHC and field data 2016-17 
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Tab- 4.8- Occurrence of different diseases and treatment by MBBS 

doctor by Type-I and Type-II villages 

 

Source- Field data 2015-17 

 

Name of 

Diseases, 

related 

symptoms 

 

 

TYPE-I 

Total 

population 

TYPE-II 

Total 

population 

Persons 

Affected 

(All age 

group) 

Persons helped 

by MBBS 

Doctor healer 

Persons 

Affected (All 

age group) 

Persons helped 

by MBBS 

Doctor healer 

Asthama 
5 

(3.01) 
- 

166 

25 

(3.93) 

5 

(20) 

 

636 

Cold & cough 
14 

(8.43) 

3 

(21.42) 

 

31 

(4.87) 

6 

(19.35) 

Diarrhea 
14 

(8.43) 

2 

(14.28) 

25 

(3.93) 

3 

(12) 

Fever 
17 

(10.24) 

- 

 

22 

(3.45) 

8 

(36.36) 

Malaria 
3 

(1.80) 

- 

 

7 

(1.10) 

1 

(14.28) 

Jaundice 
22 

(13.25) 
- 

13 

(2.04) 

2 

(15.38) 

Skin Disease 
17 

(10.24) 

4 

(23.53) 

38 

(5.9)7 

11 

(28.95) 

Tuberculosis 
4 

(2.41) 
- 

8 

(1.25) 

2 

(25) 

Worms 
9 

(5.42) 

3 

(33.33) 

27 

(4.24) 

5 

(18.52) 

Total 
97 

(58.43) 

12 

(12.37) 
-- 

196 

(30.82) 

43 

(21.93) 
-- 
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Table- 4.9- Perception about the causes of disease by TYPE-I and TYPE-II villages 

Disease No specific data Weather change Lack of nutrition Bad spirit Mosquito bite Total  No. of 

peoples respond 

TYPE-I 
TYPE-

II 
TYPE-I 

TYPE-

II 
TYPE-I 

TYPE-

II 
TYPE-I 

TYPE-

II 

TYPE-

I 

TYPE-

II 
TYPE-I 

TYPE-

II 

Fever 
12 

(35.29) 

17 

(51.51) 

 

18 

(52.94) 

19 

(57.57) 

1 

(2.9) 

2 

(6.0) 

3 

(8.8) 

3 

(9.09) 
- 

2 

(6.06) 

34 

(100) 

33 

(100) 

Cold and 

cough 

8 

(23.52) 

16 

(40) 

22 

(64.70) 

22 

(55) 

2 

(5.8) 

1 

(2.5) 

2 

(5.8) 

1 

(2.5) 
- - 

34 

(100) 

40 

(100) 

Diarrhea 
10 

(31.25) 

9 

(30) 

8 

(25) 

8 

(26.67) 

10 

(31.25) 

8 

(26.67) 

4 

(12.5) 

5 

(16.6) 
- - 

32 

(100) 

30 

(100) 

Malaria 
8 

(28.57) 

6 

(21.5) 

1 

(3.57) 

1 

(3.1) 

1 

(3.57) 

1 

(3.1) 

6 

(21.48) 

6 

(18.7) 

12 

(42.8) 

18 

(56.2) 

28 

(100) 

32 

(100) 

Jaundice 
5 

(23.81) 

4 

(20) 

1 

(4.76) 

2 

(10) 

1 

(4.76) 
- 

14 

(66.67) 

14 

(70) 
- - 

21 

(100) 

20 

(100) 

 ** Bad work of past as a reason for causation of Jaundice has been mentioned by 20.2 percent in TYPE-I and 32.0 percent in TYPE-II 

village.
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Tab- B.4.10- Perception of Hygiene 

 

Type of 

Village 

Name of 

village 

How often they change cloths 
Where do they wash 

cloths 
Use of Soap during bath 

Total  

respondent 

population 

about 

hygiene 

Total 

population 

A B C D Y N 

TYPE-I 

Rahidi 
12 

(21.42) 

8 

(14.28) 

16 

(28.57) 

35 

(62.5) 

11 

(19.64) 

45 

(80.35) 

56 

(62.22) 

90 

(100) 

Ladda 
10 

(16.12) 

28 

(45.16) 

8 

(12.90) 

52 

(83.87) 

14 

(22.58) 

48 

(77.42) 

62 

(81.58) 

76 

(100) 

TYPE-

II 
Damodarpur 

121 

(45.66) 

97 

(36.60) 

78 

(29.43) 

156 

(58.86) 

98 

(36.98) 

167 

(63.01) 
265 

390 

(100) 

Sarasdanga 
34 

(41.97) 

12 

(14.81) 

33 

(40.74) 

56 

(69.13) 

35 

(43.81) 

46 

(56.79) 

81 

(72.32) 

112 

(100) 

Borda sabar 

para 

16 

(19.51) 

8 

(9.75) 

22 

(26.83) 

48 

(58.54) 

23 

(28.05) 

59 

(71.95) 

82 

(61.19) 

134 

(100) 

Note-   A- Once in 3 days, B- Once in 5 days, C- Tube well, D- Pond,  (All data in percentage and data collected    through interview).  

No. of respondents has given muliple answer as per above parameter 
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Tab- B.4.11- Distribution on the basis of place of child birth and attainment  in both Type of villages 

Types of Village Place of Delivery MBBS Doctor Untrained Dai Total Respondents 

who has given 

answer 

TYPE-I Institutional 6 

(18.18) 

- 33 

(100) 

Home - 27 

(81.82) 

TYPE-II 

 

 

Institutional 14 

(35.90) 

- 39 

(100) 

Home - 25 (64.10) 
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Tab-.4.12- Trends of Delivery place on the basis of health institution 

 

 

Source- Field data 2015-17   NB. BPHC- Block Primary Heath Center  
 

 

Category of 
Village 

Modern Health Institution Home Total number of 
mothers who has 
given answer on 
their child birth 

BPHC Rural Hospital Hospital Own home Parents home 

TYPE-I 
04 

(12.12) 
02 

(6.06) 
- 

25 
(75.75) 

02 
(6.06) 

33 
(100) 

TYPE-II 
9 

(23.07) 
03 

(7.69) 
02 

(5.12) 
22 

(56.41) 
03 

(7.69) 
39 

(100) 
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Table- 4.13- PHC: ANM & infrastructure

Type 

of 

Village 

Name of 

Village 

Structure of Health 

Infrastructure 

Involvement of Hill 

Kharia 

Home based Neo-

natal care 

ANM got trained Total 
number of 
Respondents 
has  given 
answer   

Total 
population 

Y N Y N Y N Y N 

Type-I 

 

Rahidi 5 

(6.49) 

 

9 

(11.68) 

14 

(18.18) 

17 

(22.07) 6 

(7.79) 

12 

(15.58) 

6 

(7.79) 

8 

(10.39) 

77 

(85.55) 

90 

(100) 

Ladda - 4 

(7.14) 

 

12 

(21.43) 

 

23 

(41.07) 

 

2 

(3.57) 

 

12 

(21.43) 

 

1 

(1.78) 

 

2 

(3.57) 

 

56 

(73.68) 

76 

(100) 

Type-

II 

Damodarpur 12 

(5.08) 

 

21 

(8.90) 

65 

(27.54) 

 

42 

(17.79) 

65 

(27.54) 

10 

(4.23) 

9 

(3.81) 

 

12 

(5.08) 

236 

(60.51) 

390 

(100) 

Borda Sabar 
para 

23 

(22.54) 

12 

(11.76) 

 

32 

(31.72) 

 

12 

 

(11.76) 

7 

(6.86) 

 

15 

(14.70) 

 

1 

(0.98) 

 

- 102 

(76.11) 

134 

(100) 

Sarasdanga 23 

(26.43) 

9 

(10.34) 

 

21 

(24.13) 

 

14 

(16.09) 

11 

(12.64) 

07 

(8.04) 

 

2 

(2.29) 

 

- 87 

(77.67) 

112 

(100) 
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All communities have their own concept of health, as a part of their culture.  Health 

is the major pathway to human development, which is the cornerstone for a healthy, 

wealthy and prosperous life. Health is also a well reflected and self-evident in the 

proverbial saying ―Health is Wealth‖. There is no magical mechanism, which can 

bring good health overnight. It is a gradual process, which takes time and hinges on 

many things. As a multifaceted aspects health has been defined by WHO 1948 as ―a 

state of complete physical, mental and social well-being and is not merely the 

absence of disease or infirmity‖. The health of an individual or of a community is 

concerned not only with physical and mental status, but also with social and 

economic relationship. What is considering a being healthy in one society might not 

be considered healthy in another society. The common trust, customs and practices 

connected with health and disease have found to be intimately related with the 

treatment of disease. In order to bring holistic development of a society the cultural 

dimension of the health of a community should be given importance. The health 

problems of rural especially of the tribals need special attention because the tribal 

people have distinctive health problem, which are mainly governed by their 

traditional beliefs, practices and ecological conditions. Health, one of the most 

common themes is variables from culture to culture, one society to another.  

It is also asserted that health may be seen as a state of dynamic equilibrium between 

an organism and its environment. Good health corresponds to dynamic stability, 

normal function and homeostatic control. Ill health corresponds to a state of 

instability, loss of function and failure of self-regulation. But the perception about 

health, disease and health seeking behaviour are not the same across culture. It varies 

from culture to culture as an integral part of human ecology and cultural ways. 
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Human cultures as a part of their cognitive development have complex ideas 

regarding causes of sickness and ways of cures. This is the base of empirical medical 

systems that provide means for prevention and cure. This knowledge of prevention 

and cure of sickness is passed on from generation to generation. Medicine is a part of 

culture and like any other aspect of culture; it has an element of unrecognized inner 

rationale, and is influenced by non-medical cultural phenomena in number of ways. 

There is considerable body of literature on health seeking behaviour among primitive 

societies and folk or peasant cultures.  The study of regional variations in human 

health, the effect of environment on health and the holistic causes of disease goes by 

many names, medical geography, medical sociology, epidemiology and medical 

anthropology. Medical anthropology, on the other hand, is the study of 

ethnomedicine; explanation of illness and disease; from both an emic and etic point 

of view. Studies show that in most tribal communities, medical care, treatment and 

etiology of disease are defined within the social context. Thus, to understand the 

health seeking behaviour of tribal people it is important to identify the processes by 

which tribal recognizes sickness and the ways to counteract it. Illnesses are 

constructs of belief and knowledge, which vary with time and space. The study on 

medical system worldwide have revealed that they are based primarily on two 

principles: first, the belief about the nature of health, the cause of illness, and the 

remedies and the other curing techniques used by doctors, and the second, the ways 

employed by the society to deal with sickness and maintenance of health. As the 

medical systems of any society is cultural derivatives, the traditional health care 

system of tribal groups persist even long after western innovations in health care 

have been introduced.    
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India is the seventh largest country of the World. 70% of the Indians live in the 

villages. Inhabiting in the rural areas, the tribal folk constitute about 8.08% of the 

total population. In developing countries like India, the threats to health security are 

usually greater for the poorest people in the rural areas and particularly among the 

tribal. It is stated that present study is made to explain the concept of health, disease, 

medical system, medical belief, related religious practices and traditional, modern 

medical treatment among the Hill Kharia of Purulia and Bankura, West Bengal. 

These two districts were selected because Hill Kharia was the only residence of the 

villages of these two districts. with their own cultural identity this tribal population 

resides only in the particular villages secluded from the so- called main stream 

population. But the region was the caste (mahato) and tribal dominated areas. The 

villages were surrounded by the dense forest and these forests are the main source of 

medicinal plants.  The present study deals with the health behaviour, disease pattern, 

treatment process i.e, health condition of the Hill Kharia. Data were collected on 

various types of ailments, healing, techniques of processing of indigenous medicine, 

preferred and usefulness of traditional medicine among the said tribe along with the 

magico-religious as well as ethno-medical healing practices. Role and activities of 

traditional healers were evaluated. The detail study was also carried out on individual 

level as well as community level health related cultural and religious practices was 

also evaluated.  

The study has pointed out various factors affecting the health status of Hill Kharia of 

Purulia and Bankura districts. Major factors which induce the health trouble for said 

tribal communities are environmental effect, behavioural and cultural pattern, 

heredity and poor health related services. Their inability to avail the modern medical 
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treatment further increases the health trouble. The lack of safe drinking water is one 

the major factor which is affecting their health. The health situation worsens further 

with the problem of potable water when it combines with unhygienic surrounding. 

The research studies have pointed out that ‗the existing habits and living habitation 

of Hill Kharia, defecation may be responsible for health. The medical doctors PHS of 

Bagda in Purulia mentioned that the germs of cholera typhoid and dysentery are 

adequately present in the stool of affected person. During rainy season these germs 

get mixed with pond water and this contaminated water which has been used by the 

Hill Kharia and thus they suffer from diseases like typhoid, dyscentrical problems 

etc. Sachchidananda (1994) states that concept of disease as well as treatment is very 

different among tribal. Instead of taking medicine they believe in prayer, worship etc. 

They also consider the reason of the disease as the effect of some spiritual and 

supernatural events. They usually do spells, prayers, and manual rights etc. which are 

the psycho-therapeutic qualities of tribal method of healing. 

They usually believe in some reason behind the disease like malfunctioning or 

imbalance of the their faulty diet, lack of harmony with supernatural world activities 

of ghost and witches, displeasure of diets, imbalance of forces which control health 

and inappropriate behaviours in physical, social and economic matters etc. 

Government provide to tribal and backward peoples for all health services on 

account of their poverty and unhealthy situation. This health scenario is common in 

Purulia and Bankura villages. Most Hill Kharia peoples suffer from malnutrition; 

their immunity power to resist the disease is very low. So not only sufficient and 

necessary medicine are needed but also medical staff and doctors who provide the 

health service and the later should have knowledge about the social and cultural 
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pattern of tribal community. Most of the PHC and BPHC doctors and modern staffs 

like ANM, GNM and other health workers have no knowledge about Hill Kharia‘s 

perception of disease, culture and behaviour pattern. For this reason there is gap 

between modern health care provider and service user. The Hill Kharia population 

inhabits in Type-1 villages in Purulia and Bankura generally live in isolated remote 

areas where the modern medical facility can not be reached easily; naturally they 

require a special health treatment.  

The perception about the medicinal plants has been derived by them through their 

observation of the other animals in nature. The said tribal communities lived in 

remote areas including forest and small hillocks. For this reason they are vulnerable 

in modern health care. The diseases which are prevailing among them are 

tuberculosis, skin disease, dysentery and other infected diseases. 

These diseases could be prevented through proper knowledge about the precaution of 

health disease and health remedies. But knowledge of health care cannot be used 

properly without any interference of supernatural conception. On the other hand 

nutritional deficiency, hygienic issues are also affecting tribal health.  

This study also made to understand the usefulness of modern medical institution in 

those areas and its implications on the medical life among the Hill Khraia. Study was 

also made to evaluate the infrastructure and facilities of modern medical institution 

availed by the tribe under the study. A detail account on ground level medical 

institution Sub-Center, Primary Health Center to Hospital at Purulia and Bankura 

Sadar has been evaluated. The role and responsibilities of modern medical 

practitioners were also evaluated. One of the objectives of the present study was to 

know the success of implementation occurs in different Government projects on 
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preventive and promotive health care services.  Emphasis was also given to the 

health hygiene, child health condition of the population and attention was given to 

the safe drinking water, sanitation also. It has already been stated that five villages 

were selected in both of the districts where the studied population reside. 

Considering the scope and objective of the study all five villages were selected and 

all households were covered under the study. For pursuing the specific objectives the 

villages were categorised. The categorisation was made on the basis of certain 

criteria viz. distance from the urban centre or district head quarter, distance from the 

modern health care facilities, market place and more importantly communication 

system.  

Type-I- The two villages (Rahidi and Ladda) were selected under this categorisation. 

These two villages were selected one from Purulia and other from Bankura district 

which are farthest from the urban center, from the local market and the health 

facilities, poor communication services. A limited health care facility was noticed in 

close proximity of villages. The absence of modern health care facilities was also 

additional parameter.   Rahidi- No PHC in this village and within 10 Km. Nearer 

PHC is located at Hura. Ladda- No PHC centre located nearer to 20-25 km. Depends 

on Jhilimili PHC. 

Type-II- The three villages were selected under this categorisation viz. Damodarpur, 

Borda sabra colony and Sarasdanga. These villages were nearest to the urban center 

and modern medical facilities and market place. The communication system was 

quite better than Type-I villages.Damodarpur- only PHC located near of the Hill 

Kharia habitation. PHC is equipped with weight machine, some tablets and vaccine 

and refrigerator. Borda Sabar Para- Nearer PHC located at Haludkanali and well 



305 

 

equipped with weight machine, some tablets and vaccine and refrigerator. 4 

deliveries occurred in last 9 months and fully functional. Sarasdanga- Hill Kharia of 

this village got their modern treatment from sub-center and Jhilimili PHC which is 

located 10 km away from this village.In general it could be said that the studied 

population distributed in all five villages hold supernatural belief in almost all the 

sphere of their life cycles. It is also found that the belief is particularly prevalent in 

connection to health and disease related symptoms and misfortune. Differences in 

belief pattern and in understanding about the role of supernatural agencies behind the 

causation of misfortunes were also observed. Belief upon the supernatural agencies is 

very prominent among the Hill Kharia population of type-1 villagers, especially 

among the population of Rahidi village of Purulia. The belief is less prominent 

among the villagers of type-2 village regarding perception of treatment pattern, 

especially among the Borda Sabar colony in Bankura.Differences were noticed 

between the villagers of type-I and type-2 villagesectors regarding the level of 

participation in community level worship. In community level festivals like Akhyan 

Jatra, Surhul Puja or Amnuakhia participation of type-1 village sectors was much 

more prominent which intern indicated more dependence on the supernatural power 

among the people of type-1 village sector. It was also observed that the young 

generation of type-2 village sectors were less interested to participate in religious 

festivals of Hill Kharia. Their religious worship is mostly related with the health 

behaviour of the society. 

Most of the villagers have opined on belief upon ghost and soul in relation to attack 

of specific disease and disease related misfortunes. In majority of the cases, there 

was no specific demarcating character between ghost and soul. According to the 
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villages, character of soul or ghost is always malevolent in nature and always causes 

harm to the people. This concept was equally supported by both type-1 and type-2 

village sectors. One point should be added here that villagers from type-2 village 

sectors reported that ghost couldbe seen in type-1 village sectors as forest was 

situated in close proximity. Surprisingly, that fact was supported by the villagers of 

type-1 village sectors.  

So, the presence of the concept of ghost or soul was recorded, although it was less 

prominent in type-2 village sectors, particularly among the villagers of Sarasdanga 

village. The issue of village level participation was reported for observing taboos and 

worshipping deities in relation to health, disease, treatment and over all well-being at 

community level disease causation For example, community level participation was 

observed at the time of worship of supreme deity Dharma devote or gram 

devtaalthough the extent of participation varies sector to sector as well as family to 

family. 

Very crucial role and activities of traditional healers were noticed and reported in 

various circumstances. In case of type-1 village sectors (no modern health facility in 

close proximity), people were much dependent upon them as the healers were living 

in those village sectors. So, people could access them whenever they needed their 

assistance.Distance of primary Health Centre could be the probable cause of their 

reluctance towards modern medical assistance. People from type-2 village sectors 

were found comparatively less interested regarding choosing traditional treatment in 

comparison to the type-1 village sectors. For example, quantitative data have shown 

that patient suffering from jaundice always prefer traditional medicine, not the 

modern one. On the other hand, in case of malaria and high fever they prefer to 



307 

 

consult modern practitioners. This phenomenon was observed among all the studied 

villagers irrespective of sectors. Psychological assurance and faith are the prime 

cause of choosing traditional way of treatment.    

It has been observed that reluctance towards health related magico-religious practices 

among the villagers particularly Damodarpur and Borda Sabar colony villages. As 

reported by the villagers, death of number of traditional medical practitioners could 

be the probable cause. The descendent of the traditional medicine men were not so 

much interested to acquire or to learn the process of traditional process. They did not 

have much faith on traditional healing process. It is also noticed that traditional 

healing practices has never been a primary occupation. All traditional healers took 

traditional healing practices as secondary occupation. As reported that long term 

treatment of traditional healer was no more accepted among the community level in 

all sorts of villages. Villagers of the Type-I, want to achieve quick recovery which 

could not be tackled by the traditional healers in different ailments. It is the one of 

the main reason of choosing modern medical treatment process in type-II villages. 

According to the all five villagers, if cause of disease is recognised supernatural, then 

they preferred to avail the traditional way of treatment considering the availability 

and efficiency of the healers. Variations in the educational attainment particularly 

among the present generation could be the responsible factor for changing 

conception among the studied population. Tendency of less dependence towards 

traditional treatment happens due to non-availability and less efficiency of the 

traditional healers. Commercial afforestation in the villages of Bankura and Purulia 

is another cause of constrains for the traditional medicine men in terms of persuasion 

of their age-old practices. Due to mono cultural forestry, deforestation and 



308 

 

commercial afforestation various medicinal plants are unavailable to the traditional 

healers which intern adversely affected the whole traditional treatment system of the 

Hill Kharia society. The belief in the interference of supernatural agency in the 

context of health is still found among the studied population. The idea that different 

deities and spirits are connected with various disease and disease related misfortunes 

was very much found among the elderly folk of the population.  

In the context of PHC, the villagers from all the five studied villages were reported to 

avail it as per requirement, because that was the only modern medical institution in 

the village. Asstated that the communication between the Type-I village sector and 

PHC was not good enough and also difficult in rainy days. The villagers of Type-I 

had to travel 5 to 10 KM to reach PHC. This could be the probable cause that the 

women folk from the Type-I preferred to avail the traditional healing system in 

comparison to women folk of Type-II. But the PHC was situated in close vicinity of 

the type-II villages. Villagers availing the treatment of PHC were more or less 

satisfied by the treatment and the existing infrastructure. Doctor and other staffs tried 

to extend maximum service with their limited infrastructure. The critical patients 

have been referred to the nearest hospital in Khatra for Bankura and Puncha for 

Purulia region. But in rainy season it is very difficult to transfer or carry the patient 

from village. Ambulance facility was available in only for type-II village. Villagers 

of the Borda sabra colony and Sarasdanga avail Ranibadh BPHC in case of modern 

treatment process. According to the BMOH, villagers can get all the facilities during 

the treatment from there. It was noticed that the Hill Kharia of Sarasdanga and Borda 

Sabar colony have mainly visited Ranibadh BPHC for snake bite purpose if medicine 

is not available Jhilimili and Haludkanali PHC. A conspicuous psychological and 
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cultural differences has been noticed between the modern medical practitioners and 

studied tribe. The modern medical staffs who came to Rahidi and Damodarpur 

villages of Purulia belongs to different cultural background and hence in various 

cases they do not understand the perception of the studied tribal patient and always 

has tried to transfer from these areas. It was noticed from villages of Purulia that, the 

Hill Kharia patients were not properly guided by those modern practitioners 

regarding the causes, precautions of the diseases. The study shows that the concern 

tribe is also comfortable to visit the quack than a doctor. There was a quack in 

Damodarpur who helped both Type-I and II villages in Purulia. He belonged to the 

caste community (Mahato) but the Kharia people still keep faith on him regarding the 

traditional treatment. Being a residence of the same village he has developed well-

versed idea about the perception of Hill Kharia people. There was another quack in 

Mukutmanipur who has covered the areas of Borda Sabar colony and Sarasdanga 

villages. It has been reported that villagers firstly relied on quack and consult with 

him then switched to Rural Hospital or BPHC.  

Regarding the child birth the villagers mostly depend on dai or midwives and there is 

no such better alternatives in this circumstances. Studied population were very 

accustomed with homebirth rather than institutional delivery. This situation was 

common in both Type-I and II villages. Ill communication and distances from PHC 

are the main barriers for institutional delivery in both type of the villagers. The 

traditional faith in dai was another main factor to practice home birth among 

population under the study. Government has taken initiatives by their Asha Karmee 

to initiate the institutional delivery practices among the concern tribe. Janani 

Suraksha Yojona Scheme has been found to be another important initiative to attract 
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poor population for choosing intuitional delivery.  But till now they are less aware 

about the institutional delivery.  

 In both type of villages, all the birth occurred at home by daiand they are satisfied 

by this traditional method. Continuous campaigning of the health workers insists the 

Kharias to have pulse polio for their kids. But for the awareness of overall 

immunization programme a large scale campaign has been needed in this areas 

regarding vaccination of children. Interaction with outside communities has played a 

crucial role in the context of type-II villages mainly Borda Sabar colony in Bankura 

where famous tourist spot is located. Large numbers of Hill Kharia people interact 

with the tourist. As a result cultural exchange has been occurred and it effects in 

immunization process among the children of the Borda Sabar colony. It was also 

stated that the peoples of the Type-I villages have faced problems regarding the pulse 

polio and other immunization distributing centre. There was no nearby distributing 

centre located in radius of 10-15 Kms. 

One of the major problems has been facing by the studied population which is safe 

drinking water. Scarcity of safe drinking water was one of the acute problems in all 

categories of villages. The areas are less rain fall areas. The peoples of all the studied 

villages have facing very bad situation during summer period.  It is also stated that 

the Hill Kharia peoples of type-I have consumed pond water during summer. As a 

result they have been facing various health hazards.  Here is the possible proposal for 

betterment livelihood of the studied tribal community- 

The under study tribal population Hill Kharia has an enormous knowledge of 

traditional medicine (both plant and animal originated). This traditional medical 

knowledge of the community should be protected as well as should be cultivated. 
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 The traditional knowledge of Hill Kharia society is very rich regarding 

health, disease and treatment. This traditional perception should be 

encouraged to continue. 

 Most of the traditional medicine men in Hill Kharia society as well as 

neighbouring caste community (mahato) are in very poor economic 

condition. In this circumstance, Government should promote their medical 

practices with proper infrastructure and exposition and it may be available to 

other community.  

  Government should make a policy to protect the forest in which this Hill 

Kharia community is totally dependent regarding collection and practicing of 

traditional medical system. 

 PHC‘s were not well equipped in type-1 villages but it should be improved to 

meet the basic health need.   

 Another very vital issue should be given is extensive awareness campaign 

from the NGO and Government regarding delivery system, immunization, 

sanitation and safe drinking water. But now Mission Nirmal Bangla 

programme has been started to implement in this rural areas regarding ODF 

(open defection free) by the Government and it is successfully running.     

 Government should make initiatives to establish nearer Anganwadi centre 

from type-I villages like Rahidi (Purulia) and Ladda (Bankura) where the 

Anganwadi centre was located from far away from village. Moreover the 

Anganwadi workers should participate as active role in health education 

among the Hill Kharia. Government should very careful to implement any 

health scheme, keeping in mind degree of education, traditional wisdom, faith 

on traditional culture and lastly poor economic background.   
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Photographs during my Reasearch work 

 

Pic-1- Hill Kharia settlements in village Rahidi (Purulia) Type-I 

 

Pic-2- House pattern of Hill Kharia in Damodarpur village(Purulia) 
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Pic-3- Females engaged in making Bamboo handicraft in Damodarpur 

(Purulia) 

 

 

Pic-4 Making Bamboo handicraft in Lada(Bankura) 
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Pic-5- Hill Kharia Child taking meal 

 

 

Pic-6- Old women taking lunch at Sarasdanga (Bankura) 
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Pic-7- Hill Kharia women has making Mahua liquor 

 

 

 

Pic-8- Cooking time at Sarasdanga (Bankura) 
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Pic-9- Washing mouth at morning in Sarasdanga (Bankura Type-II 

 

 

Pic-10- Conducting interview  
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Pic-11- Collection of different medicinal plants used by Hill Kharias 

 

Pic-12- Traditional medicine man at Damodarpur (Purulia) 
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Pic-13- A child just has finished his meal at Ladda (Bankura) 

 

Pic-14- Religious place at house, Tulsi Pinha 

 
 



319 

 

Bibiliography 

 
Basu S.1994,Health and Socio-cultural Correlates in Tribal Communities. In: 

Mann RS.  Editor. Tribes of India: ongoing Challenges, New Delhi: M.D. 

Publications Pvt. Ltd.  

Bhowmick P.K. 2004, Primitive Tribal Groups in Eastern India Welfare and 

Evolution, Gyan Publishing House, New Delhi, India. 

 

Bose, A., U.P. Sinha and R. P. Tyagi (eds.) 1990, Demography of Tribal 

Development, B.R. 

 

Publishing Corporation [Division of D.K. Publishers Distributors (P) Ltd.],  

Delhi,India. 

 

Bose, P. K. (ed.) 2006, Health and Society in Bengal A Selection from Late 19th  

Century 

Bengali Periodicals, Sage Publications India Pvt. Ltd., New Delhi, India. 

Bose, P. K. (ed.) 2006, Health and Society in Bengal A Selection from Late 19th  

Century 

Bengali Periodicals, Sage Publications India Pvt. Ltd., New Delhi, India. 

Brown, P.J. 1998, Understanding and Applying Medical Anthropology, Mayfield 

Publishing Company, 

Mountain View, California, London, Toronto. 

 

Census of India 2001, Office of the Registrar General, India, New Delhi. 

 

Census of India 2011, Office of the Registrar General, India, New Delhi. 

Chaudhuri, B. 2001, A Bibliography on Tribal Studies in India, CARID,  

Kolkata. 

 

 

Chaudhuri, B. 2003, Health Forest and Development: The Tribal Situation, Inter 

India Publication, New Delhi. 

 

Chaudhuri B, D. Das Gupta and K. Chatterjee 1990, Tribal Medicine, Regional 

Research and Study Centre, Midnapore. 

 

Chaudhary, S.N. (ed.) 2012, Tribal Health and Nutrition, Rawat Publications, Jaipur. 

 

Couplad H, 1911, Bengal District Gazetteers Manbhum, Bengal Secondary Press, 

Calcutta.  

Dalton, E.T. 1872, Descriptive Ethnology of Bengal, Reprint 1960 by Indian Studies: 

past and present, Firma KLM, Calcutta. 



320 

 

Das, A.K., R.N. Saha and others (eds.) 1992, West Bengal Tribes, SP No. 35, 

Cultural Research Institute, Calcutta, West Bengal. 

 

Das, M. 2004, Disease and Illness and their Ethnomedical Treatment among the 

Rathwas of Suskal, Gujarat In A.K. Kalla and P.C. Joshi (eds.) Tribal Health and 

Medicines, Concept Publishing Company, New Delhi, India. 

 

 

Debnath, D. 2003, Ecology and Rituals in Tribal Areas, Sarup and Sons, New Delhi. 

District Gazetteer, Purulia, Calcutta: Government of West Bengal, 1985,p.99.  

Doshi, S.L. 1995, Anthropology of Food and Nutrition, Rawat Publications, Jaipur, 

India. 

Elwin V. 1955, The Religion of Indian Tribe, Oxford University Press, London. 

Ebru Z. Boyacioglu. (2012), International Journal of social Sciences and Humanity 

studies Vol 4, No 2, 2012 ISSN: 1309-8063 (Online) 147, The importance of health 

expenditures on sustainable development.  

Foster, G. and B.G. Anderson 1978, Medical Anthropology, Wiley, New York. 

Jain, S.K. 2003, India- The Land and The People Medical Plants, National Book 

Trust, New Delhi, India.   

 

Joshi, P.C. and A. Mahajan (eds.)1990, Studies in Medical Anthropology, Reliance 

Publishing House, New Delhi. 

 

Government of India 2001, National Health Policy, Ministry of Health and Family 

Welfare, New Delhi. 

 

Government of India 2002, National Health Policy, Ministry of Health and Family 

Welfare, New Delhi. 

 

Guha, B.S. (ed.) 1951, The Tribes of India, Bharatiya Adimjati Sangh, New Delhi. 

Ghosh, Binoy, Paschim Banger Sanskriti (Bengali),1976 edition, Prakash Bhavan. 

Hiramani, A.B. 1997, Cultural Correlates of Tribal Health, B.R. Publishing 

Corporation, Delhi, India. 

 

Jain, S.K. 2003, India- The Land and The People Medical Plants, National Book 

Trust, New Delhi, India. 

 

Joshi, P.C. and A. Mahajan (eds.) 1990, Studies in Medical Anthropology, Reliance 

Publishing House, New Delhi. 

 

Kar, R.K. 1997, Anthropology and Health In F.A. Das and R.K. Kar (eds.) Health 

Studies in Anthropology, Dibrugarh University, Dibrugarh. 



321 

 

 

Kar, R.K. 2004, Ethnomedicine and Tribal Health: An Illustrative Appraisal In A.K. 

Kalla and P.C. Joshi (ed.) Tribal Health and Medicines, Concept Publishing 

Company, New Delhi, India. 

 

Kshatriya, G. K. 2004, Tribal Health in India: Perspectives in Medical Anthropology 

In A.K. Kalla and P.C. Joshi (eds.) Tribal Health and Medicines, Concept Publishing 

Company, New Delhi, India. 

 

Kumari, P. 2003, Asur Festivals In T. D. Robin (ed.) Fairs and Festivals of Indian 

Tribes, Discovery Publishing house, Delhi, India. 

 

Kulkami, Manu. N, 1992, Universal Immunisation Programme in India: Issues of 

Sustainability, vol-27, No-27,. 

K. S.Singh, 1994, Peoples Of India, Antyhropological Survey of India, India.  

Krippner. S, 2003, The Mystery of Personality: A History of Psychodynamic 

Theories, Springer, Washington.   

Landy, D. (ed.) 1977, Culture, Disease and Healing: Studies in Medical 

Anthropology, Macmillan Press Ltd., New York. 

 

Lewis, O. 1959, Medicine and Politics In B.D. Paul (ed.) Mexican Village in Health, 

Culture and Community, Rossel Sage Foundation, New York. 

 

Murdock, G.P. 1949, Social Structure, Macmillan Co., New York. 

 

Majumdar, D.N. 1993, Disease, Death and Divination in Certain Primitive Societies 

in India InMan in India, Vol. 13. 

 

Marriot, M. 1955, Western Medicine in the Village of North India In B.D. Paul (ed.) 

Health, Culture and Community, Rossel Sage Foundation, New York. 

 

 

Mathur, I. and S. Sharma (eds.) 1995, Health Hazards, Gender and Society, Rawat 

Publications, Jaipur, India. 

 

 

Mohanty, P.K. 2005, Encyclopedic of Primitive Tribes in India, Vol.1, Kalpaz 

Publication, Delhi, India. 

 

Mahanti, N. 1994, Traditional Health Care System among the Tribals In N. Mahanti 

(ed.) Tribal Issues: A Non-Conventional Approach, Inter-India Publications, New 

Delhi. 

 

Mibang, Tamo and Choudhury, S.K (2003), Ethnomedicine of Tribes of Arunachal 

Pradesh, Delhi, Himalayan publisher. 



322 

 

Murdock, G.P. 1949, Social Structure, Macmillan Co., New York. 

 

Nagla, M. 1997, Sociology of Medical Profession, Rawat Publications, Jaipur, India. 

 

Naik, I. 2001, Nutrition and Tribal Health, Anmol Publications Pvt. Ltd., New Delhi, 

India. 

Oraons, M. 1965, The Santals: A Tribe in Search of Great Tradition, Detroit: wayne 

State University Press. 

 

Roy. S.C, 1937, The Kharia, Two Volumes. Ranchi, Man in India Office. 

Roy. S.C, 1935, The Hill Bhuniyas of Orissa, Ranchi, Man in India Office. 

Sabarwal, B. 1999, Community Nutrition and Health, Commonwealth Publishers, 

New Delhi, India. 

 

 

Sarkar. A, 1994, Dhodia: Industrialisation and change in a Primitive Community, 

Gyan Publishing House. 

Sarkar. PR, 1981, Rarh: The Cradle of Civilization, Ananda Margh Pracharaka 

Sangha, Calcutta. 

Sinha D. The Hill Kharia of Purulia: A study on the impact of poverty on a Hunting 

and Gathering Tribe,.Published by The Director of Anthropological Survey of 

India, Calcutta. 1984. 

Shrivastava. A, 2008, Indigenous Herbal Medicine: Tribal  Formulations and 

Traditional Herbal Practices, Aavishkar Publishers. 

Tarafdar, P. 2004, Health and Tribal Halers: Different Consequences InBulletin of 

Cultural Research Institute, Vol. 22, No. 1. 

 

Tarafdar, P. 2005, A Development Programme in the Tribal Villages In Journal of 

the Department of Anthropology, Vol. 9, Nos. 1 and 2, University of Calcutta. 

 

 

Tarafdar, P. 2006, Child Healthcare among the Santals and the Koras of Jhargram 

sub division, District Midnapore, West Bengal In Tribal Health Bulletin, Vol. 12, 

No. 1 and 2, Indian Council of Medical Research, Jabalpur. 

 

 

Tarafdar, P. 2007, Health Development: Displacement of Traditional Culture In B. 

Chaudhuri and S. Chaudhuri (eds.) Health, Environment, Development and Other 

Essays:Anthropological Perspective, Inter India Publication, New Delhi. 

 



323 

 

 

Tarafdar, P. 2007, Life Cycle related Rituals and Health-Care practices among the 

Santhals and Kora of Jhangram In Bulletin of Cultural Research Institute, Vol. 23, 

No. 1. 

 

Tarafdar, P. 2008, Right to Health: The Tribal Situation InIndian Anthropologist 

(Journal of the Indian Anthropological Association) Vol. 38,   No. 1. 

 

Tarafdar, P. 2009, Indigenous knowledge and Tribal Healers: Some case studies In 

Dipak K.Midya (ed.) Indigenous People in India: Identity, Empowerment and 

Discontent, APHPublishing Corporation, Darya Ganj, New Delhi, India. 

 

Tarafdar, P. 2010, Cultural Dimensions on Tribal Health: A Study among the Santal 

and the Kora of Jhargram Sub-division District- Midnapore (West), West Bengal, 

India,Lambert Academic Publishing, Germany. 

 

 

Tarafdar, P. 2017 Culture of Health Seeking Behaviour: A Medical Anthropological 

Study on the Drukpas of Buxa Duar region of West Bengal, India, B.R. Publishing 

Corporation, Delhi. 

 

Tarafdar, P. and R. Dutta, 2011, Indigenous Rights and Folk Medicine: the Toto 

Context In B. Chaudhuri (ed.) Human Rights, Anthropology and Ethnology Today 

Series, Beijing, China. 

 

 

Tribhuwan, R. D. and K. Sherry 2004, Health, Medicine and Nutrition of Tribes, 

Discovery Publishing House, New Delhi. 

 

Tylor, E.B. 1871, Primitive Culture, John Murray Albemarle Street, London. 

 Unnikrishnan PM, Animals in Ayurveda, Amruth, 1998,  

Vidyarthi, L.P. and B.K. Rai, 1976, Tribal Culture of India, Concept Publishing 

Company, New Delhi. 

 

Vidyarthi LP and Upadhyay VS. 1980,Kharia Then and Now: A Comparative 

study of Hill Dhelki and Dudh Kharia of the Central Eastern Region of India, 

Concept Publishing Company, New Delhi. 

 

Vyas, N.N. 1967, Banjaras: The Merchantile Nomads of Rajasthan InTribe, Vol. III, 

No. 2, Uaipur. 

 

 

 

 



324 

 

WHO, 1948: Preamble to the Constitution of the World Health Organization as 

adopted by the International Health Conference, New York, 19-22 June, 1946; 

signed on 22 July 1946 by the representatives of 61 States (Official Records of the 

World Health Organization, no. 2, p. 100) and entered into force on 7 April 1948. 

 

WHO, 1997, The World Health Report, World Health Organization, Geneva. 

 

WHO, 2000, General Guidelines for Methodologies on Research and Evaluation of 

Traditional Medicine, 2000, Hong Kong SAR, China. 

 

 

World Development Report 1993, Investigating in Health, Oxford University Press, 

New York. 

 

Website References- 

www.census2011.co.in 

www.census2011.co.in/census/district/14-puruliya.html 

www.census2011.co.in/census/district/14-puruliya.html 

www.census2011.co.in/census/district/13-bankura.html 

http://tribal.nic.in 

http://www.childinfo.org 

 

 

 

 

http://www.census2011.co.in/
http://www.census2011.co.in/census/district/14-puruliya.html
http://www.census2011.co.in/census/district/14-puruliya.html
http://www.census2011.co.in/census/district/13-bankura.html
http://tribal.nic.in/
http://www.childinfo.org/

