The occupational diversification across age groups forms the most fundamental basis of the study. Farming, quarrying and household activities had been the major occupational practices for women residing in this locality.  In fact, farming was often considered to be intermingled with household activities, rather than taken as a distinct economic activity. Quarrying, in spite of being a popular occupation, had been taken on mostly in the lean season. Farming and household activities dominated over the rest of the season. Household activities claimed the largest share irrespective of age group, while the percentage of women engaged in farming was more or less uniform across age groups. Crushing, being done on a part time basis, mostly involved the middle-aged women; expected reasons for this might be the increasing family responsibilities and economic burden. An interesting feature in this regard is that, education is being taken up by a fair percentage of young tribal women. An extended version of this study based on the present outcomes should be undertaken to observe the potency of the education parameter in this region over the socio-cultural structure. A list of diseases was selected, and responses on sufferings from those were recorded. This helped to set up an appropriate signal that will indicate the exact areas of intervention.    The table given below focuses at the severity of the diseases among various age groups. Different shades have been given to indicate the intensity of a particular disease in a particular age group.

Table 1
	Age group
	Weakness
	Weak Sight
	Acidity
	Cough
	Fever
	Mouth Ulcer
	Vulva ulcer
	Menstruation Problems
	White Discharge
	Body Ache
	 

	13-20
	 
	 
	 
	 
	 
	
	 
	
	
	 
	 

	20-30
	 
	 
	 
	 
	 
	
	 
	
	
	 
	 

	30-40
	 
	 
	
	 
	 
	
	 
	
	
	
	 

	40-50
	 
	 
	
	 
	
	 
	 
	 
	 
	
	 

	50+
	
	
	
	
	
	 
	 
	 
	 
	
	 

	

	10-15% women reporting for the disease

	20-30% women reporting for the disease

	40-50% women reporting for the disease

	90-100% women reporting for the disease


For medical treatments they used to opt for local quack doctors or private practitioners and/or medicines bought from the market. Very few of these women (even less than 10%) had ever gone to government health centers. But for most of the cases, the reason for not going to public health centers had been their distance from their locality. The responses, thus collected, can be easily related to issues like hygiene, food habits and general awareness towards diseases. The survey among the children revealed that 65% of the male babies and 58% of female babies have  suffered from puni & dava within the age of 30 days (Figure 1&2). To get an estimate of BMI 250 children were studied, among which 40% came under Red category, highly malnourished babies, 45% yellow, marginally malnourished and 15% managed to score green category or well nourished. At most 20% of their parents were aware enough to record the weights of new born babies. Though the children were visited by the interviewers   and the mothers were interrogated thoroughly to get a detail understanding a more rigorous survey should be undertaken. 

A much bigger scope of research can be explored as an extension of the study over a substantial time line by taking into account the changes in general perception of local people towards health issues as outcomes of changing dynamics of the economic as well as social surroundings.

Domestic hygiene

The health profile of a locality has its obvious connections to the question of how hygienic is the domestic environment of the inhabitants of the locality. It is not very surprising that all the ten villages in the sample shared common characteristics in the matter of domestic hygiene. Sanitary latrines were available nowhere, so open fields remained the only alternative – rigorously vulnerable to the spread critical infections. Most of the households reside in ‘kuchcha’ mud huts; they have their own waste depository – a hole that is dug nearby, within the compound. But turning to the question of ventilation and light, there is a much more satisfactory result. Another important factor in this context was their perception of cleanliness during menstruation. All of them used pieces of cloth, washing and reusing them.   Also they took regular baths during those days.  

Drinking water

For most of the respondents (almost 60%), uncovered wells had been the only sources of drinking water. 35% were using both tube well and uncovered wells. For them tube well facility was available, but at a considerable distance.  Only a small percentage could depend entirely on tube well water. In this context we would like to mention that the laboratory testing of drinking water from ten villages showed only one uncovered well has organic and inorganic pollutants that cross permissible limit. All of these respondents used to keep drinking water in covered mud-vessels. But it had been seen later that most of the migrant labourers, who drink water from railway stations and bus terminuses reported suffering from diarrhea, dysentery and other water born infections.

General awareness

Since the study had been conducted across age groups, it captured a notion of intergenerational drifts in views in the context of general awareness. It helped to understand the changing views of females in such a locality, towards the issues like, what should be the suitable age for marriage or to conceive for the first time. It might be the changing socio-economic relations that got to be reflected in divergences of perceptions over generations. Most of the women belonging to the older generation (50 above) commented that a 

girl should get married at an age below 18. But the opinions change drastically for the middle-aged women (40-50 years). 91% of these women proposed 18-20 to be the right age of marriage. Much younger respondents (13-30 years) argued 18-25 years to be the right age of marriage. Quite a similar result came out for opinions regarding the suitable age to conceive for the first time. The younger generation stuck to prefer the age range 18-25, while the older mentioned before 18 to be the appropriate one. Most of these elderly women did not have any idea of birth registration practice, but a satisfactory percentage of young mothers admitted the importance of birth registration. However, theses opinions of young women are not representing the general pictures of the region. Since our sample area was selected on the areas of activities of Uthnau with a view to commencing a pilot project in a short time, where accessibility and rapport in the community are present, we have found bit higher awareness levels among tribal youth because of Uthnau’s intervention programmes on health, though insufficient and intermittent in terms of resource mobilization and continuity.  Almost all the respondents shared a common perspective towards health care issues of pregnant mothers and baby care.  For them a pregnant mother should intake a lesser quantity of food than what she takes otherwise, which causes undergrowth and malnourished baby (known in local language puni).    Baby should be fed by breast milk as long as possible. Mothers ought not to replace breast milk by honey or sugar juice. Opinions started differing across age groups in the question of preferable number of offspring that a family should have. The older generation opted for more than two, anonymously. But a satisfactory proportion of the younger ones voted for two. But this opinion had also a close correlation with the land holding of the respondent.  With a smaller land holding, the attitude became more biased towards having more children. Having no alternatives left for them to earn a minimum livelihood, more children means more working hands for quarries. The regression that had been undertaken to explore such a relation attained a good fit of data and size of land holding turned out to be a significant (t-statistic giving a value 5.43) variable to influence the opinion. 

Findings from Group discussions

In eight villages group discussions revealed some remarkable findings, which were not open in questionnaire-based interviews. These follows: 

1. The tribal women of those particular villages, which are closely surrounded by quarries and crushers now having suffered the indignity and pain of being denied private places to toilet. The vegetation covers and high fringe of ponds mainly marked for commons use provided the necessary privacy. After the mushrooming spread of quarries and crushers those clandestine toilets are exposed. Now the women are forced to wait for the privacy of darkness, causing pain and sickness. 

2. Women who work in crushing industries suffer an irritation inside their eyes often due to dust pollution. 

3. There was a broad agreement of women and girls about the presence of skin diseases as common problems for tribal women and children. Insufficiency of clothing leads to less washing and they can not afford regular changes of dress. During winter, for weeks they do not take a bath and in summer water scarcity is causing irregular baths.  

4. An understanding and consequences of sexually transmitted diseases are not clear. There has been no evidence of awareness about safe sex, including the importance of condoms other than in family planning. A few girls and women have heard about AIDS but do not know anything in detail. 

5. Most of the participants admitted that pre-marital love making is common in the region and evidence of multiple sexual partnership is overtly growing. As a result conflict, related to family life within the community, is increasing strikingly. 

6. Participatory appraisal revealed that in exchange of job security and for getting extra facilities the tribal girls and women are used to favour the quarry/crusher owners, managers, truck drivers and even their associates sexually. Because of immaturity regarding sexual health the girls and young women having suffered the indignity and pain of being unsupported at the time of discloser of their pregnancy. The clandestine abortion centers appear as a solution and assurance for those deserted women and girls and obviously payment for this service is less than any private nursing home. In any case if some woman or girl dies during abortion, the other family members, out of social stigma and fear of law and order does not raise any question against that quack-surgeon. 

7. Limitless availability of cheap, extremely harmful country liquor results in the prevalence of excessive alcoholism in the region.  Demand for cash comes mainly from male members for ensuring consumption of liquor everyday. Other than crusher and quarry industry money cannot be supplied. Therefore, the people in the hierarchy of the quarry industries control the local liquor lobby as a part of their aggression in a tribal pocket.   This daily consumption of liquor prevents the purchase of kerosene oil, food, education materials etc. for children.  However, cases of domestic violence are extremely low in the region.    

8. We found the signs of gender inequalities reflected into the interactive sessions with the women groups. Indeed, gender inequality is not one homogeneous phenomenon, but a collection of disparate and interlinked problems. Here we present examples of different kinds of disparity:

a. Basic facility inequality: In this area tribal girls have almost equal opportunity of primary schooling but the opportunities of higher education is far fewer for young women than for young men.  

b. Professional inequality: In term of employment and wage payment, women often face greater handicap in quarry, crusher industries and brick kilns. Occupation seems to be much problematic for women than men. In tribal life women used to put much labour for house hold works. Her engagement in  employment in industries, agriculture and even NGO activities including self help group formation with the burden of micro-credit do not spare her house hold responsibilities. Women workers earn 10% less wage on an average than what men workers earn in quarry, crusher industries, construction works and agricultural work. 

c. Ownership inequality: In Santali tribal society the ownership of property like is very much unequal.  Even basic assets such as homes and land are extremely asymmetrically shared. There have been numbers of evidence, reported by the women in the group discussions, where widows, who don’t have any child can not claim share of her husband’s property. Most of the time, that child less widow have to establish separate family, either by marring the younger brother of  her husband or some one else, otherwise, her in-laws would make her life harder. For the aged childless widows it become fatal. Tribal village power politics some times identifies such aged women as ‘witch’, eying to her property and in these cases powerful people take advantage of epidemic or perpetual health complains of the villagers. 

d. Household inequality: Family arrangements in tribal families are quite unequal in terms of sharing the burden of household chores and childcare. The tribal women collect fuel wood, fodder from distant forest, bring drinking water from nearest dug well or tube well, which often situated far more than even a kilometer from their homes, especially in lean season, carry their kids on their lap for long time, feed them, arrange fire and prepare  food for the rest of the family. Moreover, many of them put hard labour to earn daily wage. Reasons: perpetual complains of back pain, urethocele and uterovaginal.      

e. Inequality in ethnic identity: If a tribal woman marries a non-tribal, she will be outcast and the tribal society would not accept her as a tribal but it is not true for a man other way round. He will be allowed to stay inside a tribal village despite partial criticism.  A tribal woman by and large does not want to be out cast and therefore does not dare to marry  a non-tribal man, even when she falls in love and has a relationship with him. The non-tribal men used to take advantage of this social taboo and the tribal girls and women are often abandoned later after the fulfillment of their sexual lust.    

In this era of consumer sovereignty, when it is a much shouted issue, the people here gets a commodity named health care; it does not matter from whom they bought it, whether from janguru, quacks or registered doctors. Our study in a pocket of tribal populace in Birbhum district shows how a power lobby that includes patriarchic domination in family and extends up to global corporate control manufactures choice and helps to maintain ‘blissful ignorance’ for centuries in order to achieve its vested interest. We understood that without the information about the right living and power to control over locally available resources, which would helps a community to reduce its alienation from nature, society and self, the notion of ‘free choice’ often does not give any choice at all, rather misleads people. Aiming to understand and analyse the present health status of the most vulnerable section of a tribal populace in Birbhum district we involved the local tribal women and men in our study. These groups of local volunteers become motivated in the process of study such as they are playing role of leadership in order to form village groups for health management. 

Workshops and trainings aimed to Capacity Building: 

We have organized workshops and training programmes in two phases. We made a plan to enhance the capacity among local volunteers through training as, unlike other organizations, it is almost impossible to get a group of skilled, experienced and educated volunteers among locals. Our coordinator identified 12 volunteers from the region based on three criteria of selection. These criteria were: presence of assertiveness and articulation, basic interest and idea on health issues, and considerably good access to the target community. We provided basic knowledge of the purpose of our study and organized training on survey methods and analysis. Prof. Sarbani Sengupta and Debasis Sengupta gave training on basic statistical methods on 18th and 19th July 2004. After this training, a sample survey was made through a questionnaire for obtaining feed back from the participating volunteers and doctors (Dr. Sobhon Pona , Dr. Abhijit Majumder and Dr. Dinabandhu Das). The results were positive and final survey questionnaire was prepared. Ms Jharna Ponda conducted the survey for three months (October 2004 to December 2004). The survey results were statistically analyzed by Mr. Asesh Sengupta and Mr. Kunal Deb, the coordinator, brought all the findings together.   Our findings galvanized us and we conducted  a monthly health awareness camp in every village through out the year.  Dr. Dinabandhu Das conducted these general awareness camps and a significant number of special camps on Malaria and Occupational diseases were conducted by Dr. Surajit Sing Hansda with his team from Tribal Doctors’ Forum of Bankura.  Since the doctors and their assistants were Santals and interacted with the tribals in the Santali language, the awareness programmes were highly communicative and more than 500 participants interacted freely. We discussed about the cause of malaria, its spread through the community, the resulting individual death and epidemic causing severe disruption in the socio-economic health of the community, and how the dreaded disease can be prevented through the use of low-cost mosquito-nets. At the time, we got prompt support from our friends of ASHA –Seattle chapter and were able to distribute more than thousand of new mosquito nets among the poor villagers of malaria affected villages that comprised more than 80 villages including some clusters of Jharkhand state. Arindam from Seattle visited our organization at the time and experienced our helplessness facing deaths everyday. We also campaigned strongly against spraying of DDT and similar persistent organic pollutants (POP), which our government carried out religiously at the time of any epidemic, created a backlash from some of the villagers and urban intelligentsia. Our health study volunteers and Uthnau workers rallied in protest in the villages. This protest finally stopped the Department of Health from spraying DDT.

In our second phase of execution, Dr. Narayan Mahato, an Ayurvedic doctor from Jhargram of Paschim Midnapur district  conducted a month long training ( from February to March 2004) on Ayurvedic medicinal practice for our selected volunteers. This training took place in village Garia.    The resource person developed a practical knowledge and skill for identifying herbal medicines and their uses aiming to manage ailments that they understood as common and prevalent in the region. This second training has created lots of enthusiasm among a newly formed women’s group for self-sustained community health care developed through the proceeds of this project. This newly formed group consists 11 members. Each of the member represents separate village of our target region. The members are: 1. Hiji hembrom (Bhabanipur village), 2. Pramila Tudu (Girijore), 3. Bhagabati Murmu (Dharampur), 4. Sonamuni Murmu (Garia), 5. Sadhi Hansda (Habrapahari), 6. Timoti Murmu (Shalbadra), 7. Bina Murmu (Jamkandor), 8. Mungli Soren (Sulunga), 9. Sarju Kisku (Sarjumtola), 10. Mini Tudu (Jethia) and 11. Robin Soren (Mahul Danga).     

