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ABSTRACT 

The purpose of this paper is to study the morbidity pattern and health care utilization of 

the Dalit women Agricultural Labour in Cuddalore District, Tamil Nadu. The sample of the study 

consists of 351 respondents, which were selected by Multistage Random Sampling Method. The 

major objectives of the study are:- 1. To portray the socio-economic conditions of the Dalit women 

agricultural labour in the study area. 2. To analyze the morbidity pattern and utilization of health 

care facilities among the Dalit women agricultural labour in the study area. The socio-economic 

and nutritional factors have direct effect on the health problems of the Dalit women agricultural 

labours. It was observed that at least 11 percent of the respondents were not taking any type of 

treatment for their health problems like fever, cough and cold and for other health problems they 

went for treatment at the last stage when all the sacrifices and rituals and other measures have 

not yielded any result. Lack of knowledge regarding the gynecological problems or morbidities and 

fear to express them is a major cause of high prevalence. Pregnancy being considered as a natural 

phenomenon, they were not interested in having regular medical checkups, taking medicines 

during pregnancy and medical help during child birth because of lack of knowledge or lack of 

awareness about the diseases or health problems. From this study there should be an urgency to 

improve the health care services as well as health providers for better treatment and accessibility 

in the remote areas of the of the Dalit women agricultural labours. More education along with 

some awareness programmes through audio-visual means will be a panacea for improving the 

health problems among the scheduled tribe women. 
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Introduction 

Health is a basic fundamental right of all citizens and health promotion forms an 

intrinsic part of health care. In a developing country like India, where the capital asset most 

people have, is their physical body, health assumes high significance for socio-economic 

development. The concept of health is an important and integrated part of economic 

development. Social scientists and economists have realized the importance of health in the 

economic development of a nation. Health has a positive and direct link with the productivity 

and efficiency of human capital. Good health makes creative thinking and creative thinking of 

the labour force make a nation to lead a good quality of life by increasing productivity and 

reducing absenteeism. The economic burden of the disease leads to a sense of deprivation 

regarding health and productive potential. The incidence of both acute and chronic diseases not 

only depletes household income and saving but also diverts resources away from other 

productive activities. The relationship between health and economic growth is closely 

interrelated. The disease reduces life expectancy and economic productivity adversely affecting 

the number and quality of the country’s labour force. As opposed to this scenario, good health 

positively affects human capital, productivity and economic growth. Labour productivity 

increases as a result of lower man days and the reduction in disability and incapacity, this frees 

resources that would otherwise have been used for treatments and help to break the poverty 

trap (Alka Chandha, et al. 2007) 

Health is an integral part of socio-economic development as perceived by the united 

nations in 1979 (WHO, 1989), while being an end in itself, has also become a major instrument 

of overall socio-economic development and creation of a new social order. Education and health 

constitute both satisfaction of human need and an investment in human resource development. 

The concept of well-being and fulfillment of individual potential is a central concern of WHO 

together with other organizations of the United Nations systems, like UNICEF, UNDP and more 

recently the World Bank. On this realization, human development is defined not only in terms of 

the creation of wealth but also as a longer life and acquisition of knowledge and also an 

improvement in productivity and quality of the population. Better health, in forms of reduced 

morbidity and mortality and improved living standards, becomes an end in itself. It corresponds 

to the satisfaction of a basic need. More ever, people are more energetic and productive when 

they are in good health, thus improved health status leads to higher economic growth and 

greater wealth (WHO, 1994). 

For most individuals the choice to live a healthy life free from illness and ailments and a 

reasonable lifespan are crucial attributes in the notions of personal well-being. Similarly for a 

society, a transition from a high incidence of morbidity and mortality to a state where people 
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generally enjoy long and disease free lives is considered a desirable and valued social change. It 

is only natural then, that indicator of health and longevity, as well as indicators that variously 

capture demographic concerns of a society are important constituents in the framework for 

evaluating the development process under the human development approach (National Human 

Development Report, 2001). 

Morbidity is an important indicator of health status. The morbidity estimated reflects 

the overall health status of the population. The researchers have tried to measure the health 

status of the population with a varied range of indicators such as mortality, morbidity, 

anthropometric measures, nutritional status or calorie intake. Among these, ‘morbidity’, a state 

of illness, has been increasingly recognized as a measurable indicator of health and well-being 

and also considered with a potential for replacing mortality rates as indices of social and 

personal well-being (Duriasamy, 1998). Morbidity or illness imposes a heavy burden on the 

individual and society. There is loss of earnings to the family and loss of productivity to the 

society due to illness. Morbidity or a feeling of being sick is a subjective phenomenon. Morbidity 

is a state of disease brought about by some external or internal agent acting on body functions 

directly or indirectly (Kopparty, 1994). 

Review of Literature 

1. Sobha and Venkateswarlu (2013) have studied that India’s caste system assigns individuals 

a certain hierarchical status according to Hindu beliefs. Traditionally, there are four principal 

castes (divided into many subcategories) and one category of people who fall outside the caste 

system the Dalits. As members of the lowest rank of Indian society, Dalits face discrimination at 

almost every level: from access to education and medical facilities to restrictions on where they 

can live and what jobs they can have. The discrimination against the Dalits is especially 

significant because of the number of people affected; there are approximately 167 million Dalits 

in India, constituting over 16 percent of the total population. 

2. Durga Rao. P et al., (2006) conducted a study on the traditional practices associated with 

puberty, pregnancy and child birth among the tribal populations of the three north coastal 

districts of Andhra Pradesh viz. Srikakulam, Vizianagaram and Visakhapatnam. Observation of 

pollution associated with some vital events among the tribal populations is also related to 

health. The traditional practices of tribals associated with puberty, pregnancy and child birth 

have some similarity with the practices of the non-tribals, especially in rural areas. All these 

practices signify their deep rooted beliefs in the supernatural spirits. In this context, the role of 

traditional medicine-man (Guravagadu) is also prominent. These observations pointed out that 
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the need for educating these groups about health and hygiene and make them avail health care 

services. 

3. Fatima Baby, (2014) has analyzed that women is a vital agent in Indian economy. The labour 

force participation rate of women is 31.6 per cent, less than half of the men’s rate of 68.4 per 

cent. Women today play a pivotal role in agriculture - as female agricultural labour, as farmers, 

co-farmers, female family labour and as managers of farms and farm entrepreneurs. Three-

fourths of women workers are in agriculture. Among rural woman workers, 87 percent are 

employed in agriculture as labourers and cultivators. Woman is the moulder and builder of any 

nation's destiny. They are regarded as the backbone of the rural scene. The gender composition 

of agricultural wage labour is changing significantly in the era of globalisation. ‘Feminisation’ of 

agricultural wage labour is a result of a combination of regionally diverse processes which in 

many regions began well before the 1990s. In paddy cultivating regions especially, women’s 

labour has always been the major basis of production. But the proportion among women 

counted as ‘main workers’ who are agricultural labourers has increased rapidly in relation to 

that among men since the early 1960s. This trend has been further intensified by the New 

Economic Policies since the early 1990s. Even after six decades of the development planning 

very little change has been seen in status of the women in our country. Most of the women are 

under employed and destitute and have a lot of domestic work load and they are ill paid and 

their contributions are unorganized. Hence an attempt was made to study the living and 

working conditions of the agricultural women labourers in the study area. 

4. Senthil Kumar K.M (2013) has studied the female agricultural labourers and has taken into 

account only those laboures who are engaged in their own agricultural fields. In most of the 

developing countries, like India, where family members participated in the production activities 

of their own agricultural land. If development is to be real, it must be total in the senses that all 

the section of the society are drawn in to process of development and got benefited. The place of 

women in rural economy of a country is largely determined by overall socio-economic activities 

of developing countries. At the global level, women constitute 50 per cent of the world’s 

population and one third of its labour force, but they could earn only one tenth of the world 

income and less than one percent of the world’s property.  The availability of female labour 

participation in economic activities is dependent on several socio economic and cultural factors. 

Such factors also determine economic and non-economic condition of women labourers. Female 

participation in economic activities is highly correlated with the level of technology. Work 

participation of women is higher among the lower economic and social groups and particularly 

among the weaker section of society. 
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5. Tanveer Ahmad Dar and R. Saravanan (2015) have revealed that the health status and 

utilization pattern of scheduled tribes gives an indication of their social exclusion as well as an 

idea of their linkages between poverty and health. The scheduled tribe people have very poor 

awareness about their health and health care systems in and around their communities and 

inhabitants. The main hindrance in the poor health status of Scheduled tribes is the nomad 

tribal environment and non acceptance of community towards professional doctors and their 

association with strong social networks identified as key determinants for common perception 

in all communities. However, the inaccessibility and unaffordability to health care and 

reluctance to seek help for health issues remain a significant problem in scheduled tribe areas. 

No doubt, the medical facilities are just rudimentary. But these people are not even willing 

themselves to go to hospitals for minor diseases like cold and cough as shown in the results of 

the present study. Above facts has been supported by the present study that they preferred to 

visit hospitals only in case of acute and chronic diseases. For common diseases they did not go 

to the hospitals for treatment but deal within their groups. In considering priorities for health, 

greater endeavour and resources are required to increase their awareness and change attitudes 

towards acceptance of now a day’s health care services. The author suggested that a 

combination of inter personal communication and traditional media may be adopted to deliver 

health care messages to the tribes in Anantnag district, Jammu and Kashmir. 

Objectives 

1. To portray the socio-economic conditions of the Dalit women agricultural labour in 

the study area. 

2. To analyze the morbidity pattern and utilization of health care facilities among the 

Dalit women agricultural labour in the study area. 

Methodology 

The unique feature of four tier area sampling design has been executed to get a random sample 

of 351 respondents from the Tamil Nadu. The sampling of the study is said to be Multi- Stage 

Random sampling method. The first stage of sampling involves the selection of district from the 

Tamil Nadu. Out of the 32 districts of Tamil Nadu, Cuddalore district has the highest number of 

Dalit women population 539412 according to the 2011 census, so in the first stage, the 

Cuddalore district was selected for the present study. The second stage of the sampling involves 

the selection of the four blocks from the district. The Cuddalore district has 13 blocks namely 

Annagaramam, Cuddalore, Panruti, Kuringipadi, Kattumannar, Komaratchi, Keerapalayam, 

Bhuvanagiri, Parangipettai, Virudhachalam, Kammapuram, Nallur and Mangalur. Out of these 13 

blocks, 4 blocks namely Cuddalore, Kurinjipadi, Kattumannar Koil and Parangipettai were 
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selected on the basis of the high concentration of agricultural labour population. The third stage 

of the sampling involves the selection of eight villages from four selected blocks. The two 

villages namely Karaikkadu and Sedappalayam were selected randomly from Cuddalore block. 

The two villages namely Srineduncheri and Chettithangal were selected randomly from 

Kattumannar Koil block. The two villages namely Vadakuthu and Tirttanagari were selected 

randomly from Kurinjipadi block. The two villages namely Periyapattu and Pichawaram were 

selected randomly from Parangaipettai block. The fourth stage of the sampling is the selection of 

the respondents from the eight selected villages. The 10 percent of the total population of the 8 

selected villages was selected and thus a total sample of 351 respondents has been selected 

from the Cuddalore district for the present study. 

Analysis and Discussions 

1. Distribution of Total Morbidities 

Morbidity can be categorized broadly as Common, Acute and Chronic depending upon 

the duration and degree of severity. Common and Acute disease is the one which starts 

suddenly reaches its formation quickly and terminates in a limited duration. Chronic diseases 

develop insidiously over a long duration and continue for prolonged periods with periodic flare-

ups and progressive deterioration and more utilization of health services. Duration lasting for 

more than 30 days is treated as chronic morbidity episodes while episodes lasting for less than 

30 days are treated as acute morbidity episodes for the present study. 

For the present study data on morbidity episodes experienced over a three month period were 

collected from 351 respondents in the study area. Information for each respondent was 

obtained about all episodes of illnesses that each respondent suffered during the preceding 

three months from the date of interview. A check-list of diseases/symptoms was used to help 

the respondents to recollect the episodes suffered by the respondents as accurately as possible. 

As generally happens in a rural setting, other people of the village used to gather around 

whenever the data is collected. They often used to help the respondent to recollect the missing 

information. A three month recall period was taken for the study after preliminary exploration 

which showed that in longer recall period only, serious and prolonged morbidity episodes are 

reported. This makes to underreporting of short-term morbidity episodes. 
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Tabl-1.1. 

Morbidity Levels Across the Respondents in the Study area 

S.No. Response Frequencies Percentages 

1. No disease 152 43.3 
2. Single 40 11.4 
3. Two 95 27.2 
4. More than two 64 18.1 

Total 351 100 

Source: Computed from primary data 

Table 6.2.1 shows the morbidity levels among the respondents in the study area. It was 

revealed from the table that 43.3 percent of the respondents have no diseases. The 11.4 percent 

of the respondents have single diseases followed by 27.2 percent of the respondents have two 

morbidities and 18.1 percent of the respondents have more than two diseases. 

Table-1.2. 
Distribution of Common, Acute and Chronic Diseases among the Respondents 

S.No. Type of Disease Frequencies Percentages 

1. No disease 131 37.4 
2. Common 110 31.3 
3. Acute 67 19.2 

4. Chronic 43 12.1 

Total 351 100 

Source: Computed from primary data 

Table-6.2.3 shows the distribution of diseases among the respondents in the study area. 
The majority of the respondents 37.4 percent have no diseases, followed by 31.3 percent have 
common diseases, 19.2 percent have acute diseases and 12.1 percent have chronic diseases in 
the study area. One of the important factors we can understand from the survey is that most of 
the respondents who are affected by chronic diseases are from poor socio economic 
background. 
Table-1.3. 
Age-Wise Morbidity Pattern of the Respondents in the Study Area 

Type of Disease Age Group (in years) Total 

18-27 28-37 38-47 Above-47 

No disease 32 
(24.4) 

45 
(34.4) 

39 
(29.8) 

15 
(11.4) 

131 
(100) 

Common 22 
(20) 

38 
(34.5) 

34 
(31) 

16 
(14.5) 

110 
(100) 

Acute 11 
(16.4) 

21 
(31.4) 

24 
(35.8) 

11 
(16.4) 

67 
(100) 

Chronic 5 
(11.6) 

19 
(44.2) 

12 
(27.9) 

7 
(16.3) 

43 
(100) 

Total 68 
(21) 

112 
(34.6) 

92 
(28.4) 

52 
(16) 

351 
(100) 

Source: Computed from primary data 
Note: Figures in parentheses denote percentages to the row total 
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Age is considered as the vital demographic factor affecting the morbidity. From the 

interpretation of the table we can infer that as we go higher in the age group, chronic diseases 

may have the tendency to increase. Under the age group of 18-27 percent, the respondents 24.4 

percent have no diseases, 20 percent have common diseases, 16.4 percent have acute diseases 

and 11.6 percent have chronic diseases.  Under the age group of 28-37, the respondents 34.4 

percent have no diseases, 34.5 percent have common diseases, 31.4 percent have acute diseases 

and 44.2 percent have chronic diseases.  Under the age group of 38-47 percent, the respondents 

29.8 percent have no diseases, 31 percent have common diseases, 35.8 percent have acute 

diseases and 27.9 percent have chronic diseases. Under the age group of above-47, the 

respondents 11.4 percent have no diseases, 14.5 percent have common diseases, 16.4 percent 

have acute diseases and 16.3 percent have chronic diseases. 

Table-1.4 
Income Wise Morbidity Pattern of the Respondents in the Study Area 

Type of 
Disease 

Income Group (in Rs.) Total 

Below-
25000 

25001-
50000 

50001-
75000 

Above-
75000 

No disease 56 
(42.7) 

34 
(26) 

26 
(19.8) 

15 
(11.5) 

131 
(100) 

Common 46 
(41.8) 

30 
(27.3) 

23 
(20.9) 

11 
(10) 

110 
(100) 

Acute 
 

20 
(29.9) 

19 
(28.3) 

16 
(23.9) 

12 
(17.9) 

67 
(100) 

Chronic 13 
(32.8) 

13 
(25.4) 

11 
(25.4) 

6 
(16.4) 

43 
(100) 

Total 135 
(38.5) 

96 
(27.3) 

76 
(21.7) 

44 
(12.5) 

351 
(100) 

Source: Computed from primary data 
Note: Figures in parentheses denote percentages to the row total 

Table 6.2.7 shows the income wise morbidity pattern of the respondents. In this table, 

under the income level of below Rs.25000, the respondents 42.7 percent respondents have no 

diseases, 41.8 percent have common diseases, 29.9 percent have acute diseases and 32.8 the 

respondents have chronic diseases. Under the income level of Rs.25001-50000 category, 26 

respondents have no diseases, 27.3 percent have common diseases, 28.3 percent have acute 

diseases and 25.4 the respondents have chronic diseases. Under the income level of Rs.50001-

75000, the respondents 19.8 percent respondents have no diseases, 20.9 percent have common 

diseases, 23.9 percent have acute diseases and 25.4 percent have chronic diseases. Under the 

income level of Above-Rs.75000 category, the respondents 11.5 have no diseases, 10 percent 

have common diseases, 17.9 percent have acute diseases and 16.4 percent have chronic 

diseases. 
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Table-1.5 
Problems Faced by Respondents due to Illness in the Study Area 

S.No. Type of Disease Frequencies Percentages 

1. Study of Children 57 16.3 

2. Family Matters 100 28.4 
3. Financial Problems 194 55.3 
Total 351 100 

Source: Computed from primary data 

It is really touching that the respondents are saying with tears that they have a lot of 

problems in their family but they cannot reveal all these to everybody because nobody will help 

them in the form of cash or kind. They angrily said that the government is always on the side of 

rich people and not giving any single penny for our sake. There are several problems faced by 

the respondents due to illness. Table-6.28 shows the problems faced by the respondents due to 

ill health. The majority of the respondents 55.3 percent says that they have a financial problem 

in the family due to diseases, 28.4 percent of the respondents have their family problems due to 

the diseases and 16.3 percent point out that their children’s study is affected badly by the 

diseases. 

Table-1.6. 
Severity of Influence of Disease on the Work of the respondents 

S.No. Type of Disease Frequency Percentages 

1. Most adversely 118 53.6 

2. Adversely 52 23.6 
3. Moderate 9 4.1 

4. Less affected 28 12.7 
5. Not at all 13 6 
Total 220 100 

Source: Computed from primary data 

Many work related or occupational diseases and disorders can take months or years of 

exposure before the symptoms become really a serious problem. The severity of disease 

occurred by the scheduled tribes is assessed through a 5 point scale such as most adversely, 

adversely, moderately, less affected and not at all affected. Table-6.2.9 shows that 53.6 percent 

of the respondents were most adversely affected by the illness, 23.6 percent of them were 

adversely affected, 4.1 percent was moderate, 12.7 less affected and 6 percent were affected not 

at all. 
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Table-1.7. 
Severity of Influence of Disease on the Family Income of the Respondents 

S.No. Type of Disease Frequency Percentages 

1. Most adversely 154 72 

2. Adversely 42 19.1 
3. Moderate 14 6.3 

4. Less affected 8 3.6 
5. Not at all 2 1 
Total 220 100 

Source: Computed from primary data 

Another very important aspect that affects the scheduled tribes is the family income. 

The scheduled tribes did not go for their work due to illness and it makes them earn less and 

thus, the family income reduces. In a growing economy, almost all things having higher prices 

cannot afford with fewer earnings. Table-6.2.10 shows the severity of influence of disease on the 

family income.  It is revealed that 72 percent of the dalit agricultural women labour said that 

they are most adversely affected by the disease in the matter of family’s income, 19.1 percent of 

them were adversely affected, 6.3 percent were moderate, 3.6 percent were less affected and 1 

percent of the respondents were affected not at all. 

2. Health Care Utilization among the Respondents 

Table–2.1. 
Distance of Health Centre from the Residence of the Respondents 

S.No. Distance from Health 
Centre 

Frequency Percentages 

1. Below-5 Km 24 6.8 
2. 6-10 Km 111 31.6 
3. Above-10 Km 216 61.6 
Total 351 100 

Source: Computed from primary data 

Table-6.3.1 shows the distance of health centre from the residence of the respondents in 

the study area. It reveals that majority of the respondents 61.6 percent were living above 10 Km 

of distance from the primary health centre, followed by 31.6 percent of them were living 6-10 

Km from the primary health centre and only 6.8 percent were living below-5 Km of distance 

from the primary health care centre. 
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Table-2.2. 
Sources of Treatment Wise Classification of the Respondents 

S.No. Type of Sources Frequency Percentages 

1. PHC 76 21.6 
2. Govt. Hospital 59 16.8 

3. Medical Shop 84 24 
4. Private Doctor 48 13.7 

5. Private Hospital 22 6.3 
6. Hakim 40 11.4 
7. Traditional Heeler 22 6.2 

Total 351 100 

Source: Computed from primary data 

Table-6.3.2 shows the sources of treatment wise classification of the respondents. It is 

revealed from the table that majority of the respondents 24 percent of the respondents get the 

treatment from the medical shop followed by 21.6 percent of the respondents get the treatment 

from PHC’s, 16.8 percent of the respondents get the treatment from Govt. Hospital, 13.7 percent 

of the respondents get the treatment from a Private doctor, 11.4 percent of the respondents get 

the treatment from Hakims,  6.3 percent of the respondents get the treatment from Private 

Hospital, 6.2 percent of the respondents get the treatment from traditional heeler. 

Table-2.3. 
Types of Disease Wise Treatment Seeking Behaviour of the Respondents 

Types of 
Disease 

Type of Hospital Total 

PHC Govt. 
Hospital 

Private 
Doctor/ 
Hospita
l 

Medical 
Shop 

Traditiona
l Heeler/ 
Hakim 

Religious 
Centre/  
Person 

Common 23 
(20.9) 

19 
(17.3) 

16 
(14.5) 

37 
(33.6) 

9 
(8.2) 

6 
(5.5) 

110 
(100) 

Acute 17 
(25.4) 

11 
(16.4) 

8 
(11.9) 

25 
(37.3) 

3 
(4.5) 

3 
(4.5) 

67 
(100) 

Chronic - 33 
(76.7) 

10 
(23.3) 

- - - 43 
(100) 

Total 40 
(18.2
) 

63 
(28.6) 

34 
(15.5) 

62 
(28.2) 

12 
(5.4) 

9 
(4.1) 

220 
(100) 

Source: Computed from primary data 
Note: Figures in parentheses denote percentages to the row total 

Table-6.3.3 shows the disease wise treatment seeking behaviour of the respondents in the study 

area. The total number of respondents who were having ill health was 220 respondents. Out of 

the 220 respondents, 110 respondents have common diseases and 67 respondents have acute 

diseases and 43 respondents have chronic diseases. Out of the 110 respondents, 20.9 percent 



International Journal of Research in Economics and Social Sciences(IJRESS) 
Vol. 7 Issue 8, August- 2017 
ISSN(o): 2249-7382 | Impact Factor: 6.939  
 

 
International Journal of Research in Economics & Social Sciences 
      Email:- editorijrim@gmail.com, http://www.euroasiapub.org 

  (An open access scholarly, peer-reviewed, interdisciplinary, monthly, and fully refereed journal.) 

403 

respondents get their treatment from PHC’s, 17.3 percent get the treatment from Govt. 

hospitals, 14.5 percent get the treatment from private doctor or private hospital, 33.6 percent 

get their treatment from medical shop, 8.2 percent get the treatment from traditional heeler or 

hakims and 5.5 percent get their treatment from religious persons. While as in the case of acute 

diseases, the total number of respondents was 67 of which, 25.4 percent respondents get their 

treatment from PHC’s, 16.4 percent get the treatment from Govt. hospitals, 11.9 percent get the 

treatment from private doctor or private hospital, 37.3 percent get their treatment from medical 

shop, 4.5 percent get the treatment from traditional heeler or hakims and 4.5 percent get their 

treatment from religious persons. While as in the case of chronic diseases, the total number of 

respondents was 43 of which, 76.7 percent respondents get their treatment from Govt. hospitals 

and 23.3 percent get the treatment from private doctor or private hospital. 

Table-2.4. 
Systems of Medicine Adopted by the Respondents 

S.No. Nature Frequencies Percentages 

1. Allopathy 103 29.3 

2. Homeopathy 32 9.1 
3. Ayurvedic 42 12 
4. Unani 25 7.1 

5. More than one System 149 42.5 
Total 351 100 

Source: Computed from primary data 

Table-6.3.4 shows the distribution of systems of medicine adopted by the respondents 

for their diseases. It is revealed from the table that majority of the respondents 42.5 percent 

adopted more than one system of medicine i-e, either allopathy, and homeopathy or allopathy 

and ayurveda or allopathy and naturopathy, 29.3 percent adopted the Allopathic medicine, 12 

percent adopted the Ayurvedic medicine 9.1 percent adopted the Homeopathic medicine, and 

7.1 percent respondents adopted the Unani medicine for the treatment of their diseases. The 

data clearly reveals that more than one system of medicine and allopathic system are the most 

popular system of treatment used by the tribal households, as they assume that for quick relief 

allopathic system is the only remedy. 
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Findings 

1. More than 20 types of morbidities of common, acute and chronic type were reported 

and the majority of respondents 37.4 percent have no diseases, 31.3 percent have 

common diseases, 19.2 percent have acute diseases and 12.1 percent have chronic 

diseases in the study area. 

2. It was revealed that 53.6 percent of the respondents said that they were most adversely 

affected by the diseases in the matter of family’s income, 23.6 percent of them were 

adversely affected, 4.1 percent were moderately affected, 12.7 percent were less 

affected and 1 percent of the respondents were affected not at all. 

3. It was revealed that 55.3 percent of the respondents said that they have a financial 

problem in the family due to diseases, 28.4 percent of the respondents have their family 

problems due to the diseases and 16.3 percent pointed out that their children’s study 

was affected badly due to the diseases. 

4. It was revealed that 72 percent of the respondents said that they were most adversely 

affected by the diseases in the matter of family’s income, 19.1 percent of them were 

adversely affected, 6.3 percent were moderately affected, 3.6 percent were less affected 

and 1 percent of the respondents were affected not at all. 

5. The majority of the respondents 61.6 percent were living above-10 Km of distance from 

the health centre and 6.8 percent were living below-5 Km of distance from the health 

centre. 

6. It was found that in the case of common diseases 20.9 percent of the respondents get 

their treatment from PHC’s and 8.2 percent of the respondents get the treatment from 

hakims/ traditional healers while as in case of acute diseases 25.4 percent of the 

respondents get their treatment from Govt. hospitals and 11.9 percent of the 

respondents get the treatment from Private doctors and in case of chronic diseases 76.7 

percent of the respondents get their treatment from Govt. hospitals and 23.3 percent get 

their treatment from private doctors or private hospitals. 

7. It was found that majority of the respondents 24 percent get the treatment from the 

medical shop, 11.4 percent of respondents get their treatment from hakims and 6.2 

percent of the respondents get the treatment from traditional healers. 

8. The study pointed out that, the majority of respondents 29.3 percent were using the 

Allopathy, 12 percent were using Ayurvedic and 42.5 percent were using the more than 

one system of medicine in the study area. 
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Policy Suggestions 

1. Eventually, there is a vital need for improved housing for the dalit agricultural women 

labour including sources of drinking water and sanitation facilities. Hence, steps must be 

undertaken to construct quality of houses from the material locally available. 

Simultaneously, the Indira Awaas Yojana can be extended for tribal population by 

devising special provision for the tribals living in sub human conditions. 

2. There is a vital need for mass education program free of cost in the dalit communities in 

order to raise their social and economic status. Furthermore, due importance to female 

education has to be accorded to increase the dalit population literacy rate and 

educational attainment at par with their male counterparts and dalits as a whole to 

minimize the dalit and the non- dalit disparities in the levels of education. 

3. Given the large prevalence of under nutrition among children and adults in the dalit 

communities as indicated by the primary survey, there is a need for mass information, 

education and communication in the dalit agricultural women labour communities in 

order to increase their awareness about intake of proper nutrient rich food. We also 

argue for the improvement of affordable, accessible and quality health care services in 

the dalit agricultural women labour communities with proper follow-up in order to raise 

the general nutritional and health status of the dalit agricultural women labour 

population. 

4. Given large illiteracy among dalit population in general, the provision of schools and 

other high learning educational institutions in the dalit agricultural women labour areas 

with improved accessibility may help to develop dalit agricultural women labour human 

resource and skilled labour force which might improve their economic conditions. 
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