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Health Seeking Behaviour among the Migrant Tribal Workers
of Tea Plantation in Assam: Some Observations

R K. Kar

Abstract: In anthropology, emphasis is generally put on treug; and on the study of human
beings within the framework of a culture. Everytatg has its own notion regarding health and
health seeking behaviour; and this is often retetoeasHealth Culture The health of any com-
munity, particularly of a tribal community is a fttion of the interaction between cultural and
biological practices, the genetic attributes araléhvironmental condition. It has long been rec-
ognized thaHealth Cultureis a suitable field for ethnographic researchnitheopology.

In the paper, an attempt has been made to havadaratanding of thiaealth cultureof the mi-
grant tribal worker in Assam tea plantation witlesial reference to thehrealth seeking beha-
vior. The people generally subscribe to their own ustdeding ofhealth diseaseand disease
etiology, as defined by their tradition and culture. Wiggaird to disease etiology, they believe in
both supernatural and natural forces. Some diseasdselieved to be the outcome of the wrath
of supernatural powers; and some are caused byah&ators. Their prolonged contact with the
modern medicare system for around sixteen decamks bt seem to have the desired impact on
their overwhelming subscription to thraditional sub-culture of medicin®espite the availabili-

ty of modern medicare services at the door stepp#ople usually give priority to traditional or
folk medicine. The inability of folk medicine to ®some ailments sometimes may compel them
to avail of the services of the hospital or somieeptmodern health practitioners. Sometimes,
however, they continue both the treatments simeatiasly. On the whole, till date, the migrant
tribal tea workers in Assam are by and large, iredgt more tradition-oriented with regard to
their health seeking behaviour. Sometimes, howéwah the traditional and the modern health
care systems have been found to complement eaeh; @ihd the people use both the systems
apparently without any reservation or any feelihgantradiction.

Key WordsHealth culture, tribal workers, tea industry, Ass India.

Introduction

Health and well-being is a matter of concern foitle#@ members of a society. Health is seen as a
basic need. It is also seen as one of the majoponants of human development. Improvement
in life expectancy and reduction in infant mortalitre viewed as indicators of progress in health
(Sharma 2005, 89). The success of the bio-mediodehof health lies in the fact that it has been
able to control many infectious and life-threatgnitiseases; and has given rise to a hope that one
day there will be a pill for every iliness. Thishiswever, a very myopic view that only focuses on
disease control and therapeutic aspect of hea#thlth| as a matter of fact, is much larger a do-
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main that does have wider implications for soodgipnomic and political life of an individual,
and indeed cannot be fully understood within thefioes of medical model only. It is now wide-
ly accepted that health is a social problem; anlitlyedng is still more a complex concept to be
managed only by the medical professional (DalallRad 2005, 1).

It is now increasingly being accepted that heathat the exclusive domain of medical sciences
only. It needs a co-ordination with the social stigs to deal effectively with both prevention
and cure of diseases. Health cannot be given t@dbele, nor can it be brought or sold as a
commaodity. It invariably calls for people’s actiparticipation.

What do we exactly mean Wyealth? Do we have anyniversal standard/s of heaRhwhat is
Health behaviou? The widely quotedWHO definition of health goes as, ‘A state of complete
physical, mental and social well-being; and not ehethe absence of disease and infirmity’
(cited in Kar and Dutta 2002, 88-95). This holistiew of health has been an essential compo-
nent of much of the traditional practices suctgarvedafor centuriesHomoeopathyUnani as
well as the Greek precursor Wfestern medicineHealth is not only the result of interaction be-
tween an individual's hereditary contribution witts or her natural and cultural environment, but
it is also largely determined by the biological andtural adaptation and evolution of the society
and the population. Health and diseases are meastithe effectiveness with which a human
group has adapted to the environment (Laiban 1973).

Health and Diseaseas a matter of fact, are very often consideredetdhe polar concepts (Ma-
hapatra, 1986). It however, becomes apparent thé¢ wisease is considered to be a diagnosed
and defined concept of a particular type of illnessnfirmity of body, health is a holistic con-
cept. Thus, Basu (1990) rightly maintains thateteme no universal standards of health and well-
being. To substantiate the contention, he obsehatswhile in the arctic cold a globular body-
build is ideal, in the hot and humid equatorialioag a linear build with a greater surface area
relative to length, conducive to greater evaporafjperspiration) and heat-loss, is better suited.
While a large body size with great muscular poway fioe ideal in general, in an area with scarce
food (energy) resources, a small body size mayditerbsuited and capable of rendering an effi-
cient physical performance. He cites the clasgigample from human genetics of the heterozyg-
ous HbAs individual who, on the one hand, is pramanaemia, and on the other hand, is rela-
tively resistant to the malarial attacks. Similatlyere are evidences that an increased severity of
protein energy malnutrition reduces the incidentenalarial parasitaemia in children (Masawe
1974; Murray 1978 a,b; Nurse 1979). Thus, the stedglof health and well-being vary with the
environment, which varies substantially among pagoihs, or even their sub-groups.

In anthropology, an emphasis is placed on the grangh on the study of human beings within the
framework of a culture. Culture may be defined a®fof beliefs and behaviour shared by the
group of people with a way of perceiving the waaldlarge; and the ways of coming to terms
with the problems, they face. These also includtudes about the body and the ways in which a
person should be treated when ill. Every cultumespective of its simplicity and/or complexity
has its own notion regarding health and healthiegdieheviour; and this is often referred to as
health culture It is an integral component of the overall cudtaf the community. The health of
any community, particularly of a tribal communitya function of the interaction between cultur-
al and biological practices, the genetic attribugted the environmental conditions. The widely
varying health practices, use of indigenous hedbadis, taboos and superstitions are also respon-
sible for determining the health behavior and testiatus of the various tribal groups.

Since antiquity, human beings had some rudimerggstems of medicine to ameliorate physical
sufferings and diseases in order to lead a so@aeamically productive life. This instinct has led
them to seek constant relief from pain and dise@ser the ages, their experiences have led to
empirical techniques and methods of healing, wiricdue course of time crystallized in to dis-
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tinct system of medical practices. The early theutis agents were mainly derived from their
immediate environment; and consisted of plantsmals and other naturally occurring sub-
stances, often assisted by a touch of magic oriasst. What began as the art of healing, gradu-
ally became a science, and over the years diffengsiems of medicine established themselves in
various regions and depending upon their eco-syatatrcultural framework (Kar 1993, 158).
Thus, Health Cultureis a suitable field for ethnographic researchntheopology, as has long
been recognized (e.g. Rivers 1942; Aiyappan 198én&-Pritchard 1973; Elwin 1943 and Lewis
1958). In recent times, there has been a sputhmoenedical studies, particularly among the ru-
ral and tribal communities (e.g., Chaudhuri 19889, Barua 2000; Dutta 2002; Mibang and
Chaudhuri 2003; Kalla and Joshi 2004; Dalal and B&35 and Bhat et al 2013).

While dwelling specifically on the tribal population this regard, it is assumed that their health
status is relatively poor. In fact, the tribal sdgiis guided by traditionally laid down customs;
and every member of the society is expected toaronfo the same. As such, the health scenario
of the people is generally very much influencedhsir value system, prevalent health practices,
their traditional medicare system, taboos and stitiens etc. lliness and the consequent treat-
ment among them is very often not an individuafamnilial affair, but becomes an affair of the
community. As a result, it is generally observedt tithe common beliefs, customs and practices
etc. associated with health and disease are relativore intimately connected with the diagnosis
and treatment of diseases in a tribal community.

Studies on health problems as well as health behafithe different tribal communities from
anthropological point of view therefore, not onlgntribute to the development of the sub-
discipline (i.e.Medical anthropology but also assist the planners and medical piaugits in
contemplating appropriate medicare systems thabeihcceptable to the target beneficiaries.
While the interest in anthropological studies oblmihealth and medicine in India is compara-
tively of recent origin, studies on tribal workeskindustries, particularly of tea industry in As-
sam are very minimum. There are only a few exptoyastudies (e.g., Kar, 1990; Barua 2000;
Dutta 2002) on some selected communities.

The tribal segment of the tea labour populatioAssam consists of various ethnic groups, name-
ly e.g.; the Gond, Khond, Munda, Oraon, Santal thiedSavara etc. The people with diverse so-
cial and cultural background; and traditional paiseof health practices in their natal homes, mi-
grated to the tea plantations alongwith their tradal sub-culture of medicine. The members of
this residential labour force who had earlier agtioal background were suddenly brought under
the industrial way of life. This is usually expeatt® be instrumental in effecting an observable
impact on the social-cultural life by bringing stagtial transformation in their traditional culture
traits, particularly at the level of their sub-culil of medicine.

In this backdrop, in the present discourse, amyggtehas been made to have an overall under-
standing of thédealth cultureof thetribal workersof tea plantation in Assanwith special refer-
ence to theihealth seeking behavioPrimary data, incorporated in the paper were igeeée
from a few tea plantations in Upper Assam duriny®2@011.

Migration and Antecedents

In the early 19 century, during the formative days of Assam plaata the labour scarcity was a
constant hindrance to its expansion. In the ingitabe, however, the local people like the Apata-
ni, Kachari, Kuki, Matak, Naga and the Singpho ddm¢ employed with the active assistance of
the chiefs of the respective tribes (c.f. Gait 1926y Burman 1961; Chakravarty 1973; Harlalka
1975; Kar 1981 and Sharma 1987). These arrangernemtsver, did not prove to be very suc-
cessful and sustainable.
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In course of time, the number of tea plantationsevateadily increasing, thereby demanding for a
larger number of labourers. But the need couldbeofulfilled from the local labourers as they
had gradually been showing reluctance to work dnplantation. Besides the self-sufficient nature
of their economy, some scholars (e.g. Griffiths 7;96ar 1981; Phukan 1984 and Dev 1990)
have maintained that the Assam tribes / peasantsidared it derogatory in social estimation to
work for wages under an outsider. Further, Nortst-éradia did not experience the existence of a
landless class of people; and thereby a separadeiialass did not emerge in this part of the
country. In addition, the British planters might@have been reluctant to employ the willing lo-
cal people, as the uprooted ones were obvioushntae easy to control and exploit. Under the
circumstances, the planters started procuring lafsom other provinces of India. The labourers
were recruited from various cultural, linguisticdaathnic heritages, mainly from Andhra Pra-
desh, Bengal, Bihar, Chattisgarh, Jharkhand, Madirgalesh, Odisha (hitherto Orissa) and Ta-
mil Nadu. Desperate poverty and land alienatiortt@ncountryside, and the false promises of
‘less work and high wages’ probably made availdabie huge supply of labour group. A good
number of these migrant labourerssufferreed frortadjiastment, some of them died and others
went back home after the expiry of the contracpgaiod. A major section of the recruits, howev-
er, survived that stage and had gradually made qeent settlement in the new habitat, in a new
economy; and far remote from their original homéere are more than 100 tribe and caste
groups that compose the tea labour population sa#s(c.f. Crawford 1924; Kar 2014). In terms
of their quality of life and cultural ethos, thdsetergenous migrant groups, over the centuries, in
their natal setting could preserve a distinct pattdost of the tribes stand out in sharp contrast
to the castes and general village conditions otthentry. Again, there are also significant differ-
ences among the tribes themselves.

The tea industry, however, exerted some uniqueeénfies on the life of the people. They were
exposed to a different but common type of econoadyninistration, housing and ecology. As
observed by a number of scholars (e.g., Bhuyan;1B&Wa 1963; Gohain 1974; Ghatowar 1975;
Kar 1975; Kurmi 1977; Kar and Barua 1979; Phuka84]¥Xarmakar 1985 and Das 1988), for
the purpose of the present discussion, the peae heen considered as members of a single
community Tea labouj, subscribing, by and large, to a common socittlical life, notwith-
standing the fact that there are some observatigatices at the micro-level.

Morbidity Scenario

Tribal concepts of health, disease, treatment &lift@nd death are as varied as their cultures. A
cordingly, they are guided by traditionally laidvdo customs and norms. The fate of the individual
and the community, by and large depends on thiitioaship with the unseen forces. If men of-
fend them, the mystical powers punish the offendétts sickness, death or other natural calamities
(Gupta 1986). Culture generally shapes the conadptgalth as well as the responses to illness.
The people under discussion consider health amsisas polar concepts. A disease / ailment is
locally termed adbemar and the afflicted person is callecbamari It is interesting to note that
when a person, though not having any specific deseia unable to carryout one’s day-to-day ac-
tivities is referred to as Bemari by the fellow members. With regard to disease atiusg the
people believe that both the supernatural and #teral causes play their roles; and the curative
measure depends on the believed disease etiolqgaparéntly, the people seem to possess good
health. Most of the adult members work in the ted Bnd agricultural field throughout the day
without any physical constraint. The womenfolk,aitdition, engage themselves in the domestic
chores quite efficiently. But, however, the faghegns that a good number of the people very fre-
quently suffer from a variety of ailments with \etirates of infliction. Some of the diseases are
fatal and some are endemic in nature. By takinguese toFree listingtechnique, a reasonably
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detailed list could be prepared with regard toltemnarsthat afflict the people. The data reveal that
there are at leastrty nine diseasethat one or other of them suffer from, at someitpoi time. The
list of the differenbemarshas been presented in Table No. 1

Table No. 1: List of Prevalent Diseases / Ailmeartsong the Tribal Tea Workers in Assam

Name of the Disease / Ailme Local Nam:
Sl. No.
1 Abdomen Pai Pet doroc
2 Allergy Pitange
3 Anaemi Khoonkorr
4 Appendicitis *
5 Arthritis / Rheumatisn Bat bema
6 Backache Pit doroc
7 Body pair Gotordoroc
8 Boil Phoka / BishPhooi
9 Bronchial Asthmi Damaphile
10 Bronchitis Chanch
11 Cancel *
12 Cardic-respiratory failur *
13 Cerebral strok Behoos
14 Cerebr«-vascular Haemorrha *
15 Chest pai Chatidoroc
16 Cirrhosis of liver *
17 Cough and cols Khoki
18 Diabetes *
19 Diarrhoe: Dainik
20 Dysentery Jhore
21 Eczeme Khuijli
22 Epilepsy Mirgi
23 Fever Bukhai
24 Gastritis Pet doroc
25 General Weaknes Komjuri
26 Giddiness Mathadoroc
27 Headach Mathachakka
28 Hepatitis *
29 Hypertensior *
30 Influenza / \iral infection SardiBukha
31 Injury Chutloge
32 Jaundice Halodipesal
33 Malnutrition *
34 Measles Mata / Mai bema
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35 Melina *

36 Meningitis *

37 Neckach Ghardoroc
38 Night Blindness / Eye Disea: Chook beme
39 Paralysis *

40 Pneumoni *

41 Postnatal Anaem Chutk

42 Pyorrhee Kesumuriy:
43 Scabies Ghac

44 Tonsilities Ghesadoro
45 Tuberculosis Khun khak
46 Ulcer *

47 Urinary problenr Dhatu / Gorm
48 Vomiting Ulti

49 Worm PelL

* Not available

It will be seen from théable (no. 1)that they use generic terms for a variety of dissghat are
sometimes distinguished from one another by addorge prefixes. Thus, e.dpukharefers to
fever of all kinds, but influenza o viral fevertermed asardi-bukhar Similarly, Dorodrefers to
pain in general. But, if it ihatidorod it indicates some problem with the heart or tinegk,
WhereasGhesadorotefers to the problem of Tonsilitis

It will also be seen from thi@ble (no. 1)}that the people do not have any local terms fgoad
number of diseases. Thus, for exampgkncer, hepatitis, liver cirrhosis, ulcemd afew other
diseaseslo not have any specific local terms. Some ofellderly respondents from the micro-
field believe that those diseases for which loeaints are not available might have appeared in
the community after their coming in contact witle thrban/Industrial culture. But, however, the
traditional medicine man can make a diagnosis ¢f @ment on the basis of the manifested
symptoms; and also sometimes through divinationtt@nbasis of the diagnosis as well as dis-
ease etiology, he generally administers a treatnhemther words, the people have the option of
availing of both the traditional as well as the modmedicare system for most of the diseases
they confront with. With regard to the prevalenéeliseases without having any equivalent local
terms, it may relevantly be noted that this is moigue with the tribal workers in tea plantation
only. Thus, e.g., while discussing he health sdenafr the Nocte tribe of Arunachal Pradesh
(North-east India), | have elsewhere (Kar 1993&2D-0observed that the diseases ldancer
diabetes hyper and hypotension polio, tetanusand Veneral diseasestc., were not familiar
among them and also in many other groups in the ared they did not have any local terms for
those diseases. Somilarly, Barua (1984), while iggimg data on health status from three Mishmi
(Kaman) villages in Lohit district of Arunachal Besh, was told in the field that in the remote
past, they did not suffer from any disease excegtin seasonal ones likeugh, cold and fever
etc. But with the advent of modernisation and iasexl contact with the technologically ad-
vanced people, they had been suffering from varédusents.

In order to have a quantitative perspective ofrttoebidity history, secondary data from the hos-
pital records have been collected for a period rad gear (2010).The data, generated from the
plantation hospital have been presentedable No. 2 A cursory glance of théable (no. 2)
makes it apparent that during the period underideretion, the people have suffered from more
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than 30 different types of diseases. The total rernalb reported ailment episodes during the pe-
riod stand at 4474. Thable (no. 2)urther reveals that the incidence rates of dif¢rdiseases in
the population show a wide variation that rangesnflaround 18 per cent to 0.50 per cent. The
frequently confronted disease among the peoplaidiedever, scabies, cough and cold, dysen-
tery, night blindness, rheumatism, ulcer, pneumogéneral weakness, urinary problem, tuber-
culosis, malaria and jaundicetc. It may relevantly be noted here that theadiseepisodes listed
in the table provide only an illustrative pictufegood number of patients, suffering from a va-
riety of diseases, in fact, do not report to thegital for treatment.

Table No. 2 Distribution of the Diseases Ailmemts$he studied population (2010)

SI.No Name of the Disease/Ailm: No. of episodes ()
1 Feve 820 (18.33
2 Gastritis 500 (11.18
3 Anaemiz 350 (07.82
4 Scabie 313 (06.10
5 Cough and col 310(06.93
6 Dysenter 296 (06.62
7 Diarrhoei 267 (05.97
8 Injury 228 (05.10
9 Night blindnes 187 (04.18
10 Rheumatisr 139 (03.11
11 Ulcer 133 (02.97
12 Pneumonia 92 (02.06
13 General weakne 87 (01.94
14, Urinary problen 71 (01.59
15 Tuberculosi 67 (01.50
16 Bronchitis 46 (01.03
17 Malarie 44 (0.98
18 Jaundic 44 (0.98)
18 Hypertensio 42 (0.94)
20 Influenze 41 (0.92
21 Measles 36 (0.80)
22 Indigestior 36 (0.80)
23 Bronchial Asthma 34 (0.76)
24 Eczem: 30 (0.67)
25 Tonsilitis 30 (0.67)
26 Chest pai 28 (0.63)
27 Vomiting 26 (0.58)
28 Headache 25 (0.55)
29 Giddines 23 (0.51)
30 Allergy 22 (0.49)
31 Others (Miscellaneou 107 (2.39)
Grand Tote 4474 (100.0C

119




Kar, 2016: Health Seeking Behaviour among the Migra... Some Observations

Many morbidity episodes thus go unrecorded. Asezifip instance, we may mention, e.g., of the
recordedpneumoniaepisodes. It is 2.06 per cent which seem to beaaanably low figure. In
reality, this disease has been found to be relgtivere frequent among the people. This is most-
ly caused by their exposure to severe cold. Thegal@ossess sufficient warm clothes to wear;
and most of them sleep on the damp floor on hesdathes. Blanket is also a very rare item for
covering the body. In some cases, for this proldreygosure to cold; and also non-acceptance of
any medical care, the disease takes a fatal tapgcglly in case of children and elderly persons.
Incidentally, the different diseases apparentlywslam observable correlation with specific age
and sex groups. Thus, e.g., infancy (0-4 years)childhood (4 -8 years) seem to be characte-
rised by the incidence of relatively limited numlzérdisease The most frequently incident dis-
eases in these stages of life inclpeumonia, diarrhoea, cold, cough and fever, wkin dis-
easesandinjuries of various typesPneumonia, diarrhoea and nutritional deficiencguse ma-
jority of the morbidity episodes with regard to timants. This happens partly because of their
tradition, e.g., the mother of a new born babyeiguired to sleep on the floor and wash her
clothes by herself during the confinement periodl mainly because of their ignorance.

From the generated data, it seems the adults are pnone to all types of diseases in varying
degrees. One of the possible explanations forabgervation lies in the fact that during adult-
hood, the people exert sufficient toil in the teal$ as well as in their agricultural field. But mos
of them do not take food with requisite nutrienti@mts. Thus, undernutrition, coupled with their
overall unhygienic living condition, poor sanitati@nd addiction to alcohol may make them
more prone to various diseases which they cangbt fiuccessfully because of a relatively poor
defence system as well as for not taking medigaies on time. It may however, be noted here
that skin disease and dysentery seem to cut atresgye and sex parameters.

With regard to the morbidity scenario among the wofualk, to start with, it must be noted that
in addition to the productive engagement in thenfaiion activities on a par with the men folk,
they are to carry out the reproductive as well @®édr making duties. In the process, they remain
too much pre-occupied to find out sufficient tineetéke care of themselves, even in the form of
having the required relaxation and recreation.Tistinuous excessive strain, coupled with an
imbalanced and under-nutritious / mal-nutritiousdchabit; and some other associated factors
may probably have contributed towards the frequmeidence of a number of diseases among
them.

Very often they get afflicted witanaemiaandgynaecologialdisordersPre and postnatal anae-
mia are quite frequent among the pregnant womerntentothers of the newly born babies. This
may be considered as one of the major health prableffecting majority of women of child
bearing age, contributing substantially to matematbidity. Very often this happens to be re-
sponsible for low birth weight; and sometimes fidt birth too. On the basis of two different mi-
cro-studies, | have, elsewhere (Kar 1990) obsethatistillbirth rate among the tea laborers in
Assam ranges between 56.14 and 111.11; anidfdogt mortalityrate between 60.66 and 123.07.
One of the probable reasons for this state ofraffaiay be sought in the fact that during pregnan-
cy a woman generally does not have any special miéeessary for both the mother and the foe-
tus. Besides, though the plantation hospitals tiagerovision of supplying iron and vitamin tab-
lets to the pregnant women free of cost, the pedylend large, do not seem to be in the habit of
availing of the benefit. Even after the maniféstaof some symptoms of anaemia, they prefer
folk-medicingo the modern one. Generally, the people go tdtspitals only at the last stage of
an ailment. In this context, it may be noted thihwegard to the child-birth too, most of families
preferhome deliveryln the plantation hospitals, there are facilifiesthe safe and secured deli-
very, but most of the people prefer to have it@ha with the assistance of an untrained, but ex-
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perienceddai (mid-wife), usually hailing from among the tea daip community itself. Their re-
luctance to the hospitals for child-birth seemb&eomainly because of conservatism and shyness
rather than for any objective reason. As a resmltnany cases, there develop complicacies
Home deliveryat times, leads not only iofant mortalitybut also tanaternal death

Living Condition vis-a-vis Morbidity

Besides insufficient management of the health sargices and the people’s traditional beliefs
and practices, it seems, a good number of othailgeshuman factors too contribute towards the
observed morbidity scenario among the people uimdasstigation. Incidence of quite a good
number of diseases can probably be explained mst&f environmental sanitation, food habits
and the overall life style of the people.

The environmental sanitation in a tea labour settlet is by and large very poor. TR&antation
Labour Act (P.L.A,) 1951, along with Plantatiobabour Rules1956, has defined many condi-
tions of labour employment in clear terms. Varisosial security benefits for them have been
provided in the Act (cf.Barua, 2000). However, éality, most of the provisions, especially those
with regard to health, hygiene and sanitation (@isd education) have not been found to be im-
plemented properly in most of the plantations. Thos example, under clause eight of the
P.L.A., in every plantation, effective arrangemesttall be made by the employer to provide and
maintain a sufficient supply of wholesome drinkimgter for all the workers at convenient places
in the plantation. According to tH&lause 9(1)a sufficient number of latrines and urinals of-pre
scribed types shall be provided separately for snatel females in every plantation so situated as
to be convenient and accessible to the workersaagltherein.

The standard of these facilities has been fourttetquite good in some plantations. But in other
ones, the facilities are far from being satisfact®rovision of drinking water, community bath-
rooms and drainage system is inadequate in mamyatilans. Besides the numerical insufficien-
cy in many cases, the tube wells have not beeriggdwvith any pucca platforms and drainage
outlets from their basements. Absence of propendga arrangement sometimes converts many-
labaour settlements into pigsties with the accutianeof filth and muck that provide a breeding
ground for various organic disease agents.As aetuesice, the people are afflicted with a num-
ber of diseases. The situation worsens duringaimg iseason.

According tocause 58f the P.L.A. at least eight per cent of the labguarters should be made
puccaannually. But, a huge number kdicchaquarters with thatched roof in a very dilapidated
condition are seen in many plantations. Becauseatdr logging in many labour settlements dur-
ing monsoon, these quarters become very damp;fenthimates suffer from a number of ail-
ments. Family latrines are also absent in moshefdases and the members respond to the na-
ture’s call in tea bushes, bamboo grooves or inesotier convenient outdoor spots.

A probing observation ofthe household and houskattepn make it apparent that the overall liv-
ing condition of the people is responsible for gooenberof diseases. As a matter of fgctss
lack of personal cleanliness, sanitation, potablater, minimum light and ventilation in the
houseare responsible for the incidence of a numberis#ases. Thus, there seems to be positive
association between diseases like tuberculosicamdnctivitis and lack of light and ventilation
in the house; infantile diarrhoea and impurity after and lack of cleanliness; skin disease and
lack of personal cleanliness; and poor sanitarythamd occurrence of warm infestations. Poor
lighting during night hours, absence of suitabl& exrangement of smoke, i.e., too much of
smoke in crowded and ill-ventilated houses may bause (in addition to Vitamin A deficiency)
for the high incidence of eye troublesght-blindness Non-availability of fresh air during night
may be a contributing factor towards respiratooylies.
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Absence of any drainage system, as noted earbgs lthe germs of different bacterial diseases,
e.g.,diarrhoea dysenterytyphoid andparatyphoid feveto multiply. Flies, which also breed in
the accumulated sullage water, may carry diffesimises from sewage to food during the mon-
soon, and this may be aggravated by the habit fefcd@on in the open. Improper disposal of
night soil and human excreta may be responsibléafodirect infection in man, (b) the contami-
nation of soil, and (c) the possibility of disedsgnsference to man through the agency of insects
or animals. The habit of defecating in the opeanismportant factor, responsible faookworm
infestation The eggs of the hookworms pass out with faecdsaem deposited on the soil. These
may be scattered to nearby soil by rain and winduitable environment, these eggs may devel-
op into larvae. These larvae usually find their veagk into the human body through the skin of
the barefoot. The retention of wet soil or mud hestwthe toes greatly favours the larvae’s entry
into the human body.

It has been stated earlier that the incidence akwmne is quite high among the people. Hook-
worm infestation alongwith repeated pregnancy a¢ésults in anaemia. This may be a reason
why anaemia is more frequent among women of remtodguage. Among the menfolk, one of
the other contributing factors may be their regiiabit of drinking alcohol. Gastritis generally
follows the regular drinking of liquor which in tuprevents iron absorption that ultimately leads
to anaemia. All these however, relate to the oleskdeficiencies and flaws in the preventive and
promotive strategies with regard to the people’shiality scenario.

With regard to the curative aspects, it may onamage highlighted that the medicare service
facilities and the management of the same areatsfactory in many cases; and in many other
instances, the traditional beliefs and practicethefpeople deter them from timely acceptance of
the available health care services.

Morbidity vis-a-vis Medicare Services

The people do have their own concepts of variolmsegits; and preventive and curative meas-
ures. Besides theatural causes, they generally believe in a number of itiond resulting into
affliction of various diseases. These are as fatow

()  Wrath of ancestral spirits for showing negligendésfespect to them.

(i) Interference of some super-natural agency. If agiyyds dissatisfied for any act of
omission / commission of a person, he / she ormember of his / her family may be
inflicted with diseases by way of punishment.

(i)  Aggressive intention ghti (community) mates or neighbours with magical ptidity
to cause harm out of envy.

(iv) Projection of morbid objects or substances.

(v) The action of sorcerer on some part of the bodgoone objects, once associated with
the body of a person. This concept of diseaseadsedon the belief isupernaturalism
and sorceryas an expression obntagious magic.

(vi) Spirit intrusion and

(vii) Individual act of breach of taboo etc.

The traditional curative measures are highly valbnedhe people. These include; ifilagical ex-
traction and counter-magical endeavours, $dcrifices offeringsandprayers to the deityand

(iii) administration of medicinal herl\s a general rule, in the event of any ailmerda family, at
first the ojha (traditional medicine man) is approached for dagi® as well as for the necessary
follow-up measures. Th®jhathrough divination or by some other means, diagadbke disease
and accordingly advises about the treatment. Deépgruh the nature of the disease as well as the
diagnosed disease etiology the treatment may mupedrthrough magico-religious performances,
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herbal medicine or sometimes the patient may eeeadvised to take recourse to modern cura-
tive measures.

The people believe in a number of spirits and dutimany of whom are malevolent in nature.
Whenever a person offends or dishonours any of teeen if it has been done inadvertently, the
respective deity is believed to be annoyed; ansual punishes the offender by inflicting some
ailment. Sometimes, even the village level deitiipvis otherwise supposed to be benevolent in
nature, is believed to be indirectly responsiblesimme endemic diseases lfiexer, gastritis and
tuberculosisetc. The village deityGram Devta generally protects the dwellers of the settlement
unit (line) from the influences of evil forces; and therebgtpcts them from being affected by
various ailments. The village deity is therefor@rshipped at regular intervals at the community
level. It is believed that the exercise in the fahpropitiation; and sacrifice of birds and animal
etc., keeps th&ram Devtain good humour. The ritual is locally known @sam Puja Mai Puja

or Sarna Puja Similarly, the people believe that the overallfaue of a household depends on
the pleasure of the souls of the inmates, forefatfata-Pita); and it is obligatory on the part of

a family to keep them pleased to protect the inmitam various ailments. For the purpose, they
organize a family level ritual at regular interv@his is locally known adlata Pitar Puja Like-
wise, Thakurani Ma(the spirit, believed to be responsible for epittediseases like small pox
and cholera etc.) is propitiated Mongal Puja andKali (the deity, connected with the family
welfare) gets a share of any sacrifice made inmalyaritual and soon and so forth. They believe
that the propitiation of the different deities, rifsiand family ancestors saves the families ard th
entire community from odds and hazards. For alldiseases, believed to be caused by the super-
natural and magical forces (eJaundice measleseczemandPox etc.) they consult the diviner
for necessary curative measures. The diviner, diralivination, advises as to the required pro-
pitiation, sacrifices and/or the counter-magic &dvganized for the purpose. For some disease
(e.g.eczemandsoresetc.) herbal and natural curative measures apegpaéscribed.

With regard to women’s reproductive exercise vigsamedicare services it may be noted that
though pregnancy is considered to be a naturalgzhenon, the people do believe that a woman
conceives only by the blessings of God.

They do not seem to consider it necessary to heydlar medical check-up and administer medi-
cine during pregnancy. Only a very few educated thedbaptised families go for the same in
plantation hospitals. As noted earlier, the delivgenerally takes place in the respective homes,
being attended by women only. No male member iricythe husband is allowed to be present
in the delivery spot. The expectant mother is hetlimethe delivery by the old and experienced
women of the plantation usually the relatives (emgpther-in-law or the likes) and/or the neigh-
bours. The members of the medical staff, as a c¢tiore never attend a patient in the labour
guarters. Data generated in this regard reveahibtanore than around ten per cent of the delive-
ries take place in the hospital. In a differentdgtun this context, | have observed that in many
groups, the traditional belief is that the placeaste be disposed of by some specific kin member
within the household compound. So, hospitalizattba parturient mother, in many cases is the
last resort (Kar 2000, 198). While dwelling somerenon the issue of morbidity vis-a-vis medi-
care services among the people, it may be notddstimaetimes (e.g., in disease lig@ugh and
cold, feveranddysenteryetc.) modern medical attention is sought immediatend is followed

by traditional treatment; and the two go side lmesiSometimes again, they attend hospital only
to avail of the medical leave, sanctioned with fuliges, as per the existing provision of the
P.L.A 1951. The nature and intensity of the peapfaith and dependence on the traditional med-
icine man can be gauzed from the following illust& episode that was recorded in the field
while generating data, incorporated in the disomurs
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The nine-month old girl of a Munda family was takerthe plantation hospital, apparently in a

critical condition. The patient in fact died on theay to hospital. So, the attending physician in-
formed the guardians accordingly; and asked themadahe needful. But, they did not believe it.
They took the child back home and consulted aticadil medicine man. He examined the pa-
tient by taking recourse to his own modus operamdi declared that the patient had been still
alive. The parents took the girl again back to tuespital only to listen to the fact that she had
actually been dead. There was a commotion in tlepited premises; and it continued for quite

sometime. The management had to call the traditiomedicine man in the hospital; and the

people got pacified only when he confirmed theatation of the physician.

With regard to their overall approach towards theative measures, in fine, it may be empha-
sized that the people, by and large, do not find@mtradiction in changing from one system to
the other or sometimes continuing both the syst@maltaneously.

Concluding Observations

The foregoing discussion makes it apparent thdt thet elements of culture in the form of health
habits as well as the inadequate provision of mtguhealth care services provided by the man-
agement, do make a significant contribution towdhésobserved morbidity scenario among the
tea labourers in Assam.

Thus, it seems the problem of health welfare andwerall development of the community
needs, a two-way approach for finding a probabletism. Alongside the provision for the proper
medical and sanitation facilities, the people neetle carefully motivated and educated, on the
one hand, for undoing some of their unhealthy lsalgitg. addiction to alcohol and outdoor defe-
cation practice; and on the other hand, for awgilbf the available modern health facilities in
appropriate time and in true spirit.

The following tentative strategies may be contemagldor the purpose:

() Efforts be made for proper sanitation, personaidng, safe drinking water and dispel-
ling misbeliefs, taboos and magico-religious pEdietc.

(i) Health services in the form of health educatiorghen more emphasis by developing
effective communication strategies on health edoigcand health care.

(i)  Young boys and girls from the labour community beeg training in public health and
mid-wifery respectively. They may regularly vidiitet labour settlements and advise the
people on health, sanitation and the necessitywaliag of the modern medical atten-
tion in time. In the meantime the trained midwiveay attend the expectant mothers in
the labour settlements in need. This is expecteddoce the stillbirth and infant mortal-
ity rate among the people.

(iv) Efforts be made for an effective family welfare gr@mme among the people.

(v) Empirical studies at micro level be organized gutar intervals to evaluate the nutri-
tional status and health of the people.

(vi) In view of the fact that the people have their itiadal concept of ailment and health
seeking means, efforts be made to have a negotigbthesis between the two systems
in order to avoid confrontation; and enhance medisgstem.

(vii) An effective collaboration and co-ordination betwdabe management and the suitable
NGOs is expected to be a fruitful exercise in thigection.
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